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Abstract: Collaborating to Improve Access to Primary Health Care for 

Vulnerable Populations 

Primary health care (PHC) services in Australia are well placed to provide a range of health 

services. While most Australians have ready access to these services, more vulnerable 

groups may experience barriers. This thesis explores barriers and enablers to accessing PHC 

services for some vulnerable groups including children, Aboriginal people and the elderly 

and explores strategies to improve access. These five studies, undertaken as part of the 

NSW Public Health Officer Training Program, provide information useful to public health 

policy makers, service planners, managers and health workers.   

The first study develops an evaluation framework for community child health services. The 

second study demonstrates application of the framework and focuses on how paediatric 

outreach services in an Aboriginal community in Sydney work in partnership with families, 

the community and other services. Recommendations were made to formalise 

collaboration in the planning of care for Aboriginal children. Early intervention for more 

children with resulting better outcomes is an anticipated benefit of this evaluation.   

The third study was undertaken in Broken Hill, NSW and investigates the decline in 

participation at blood lead screening services, particularly by Aboriginal children. Strategies 

to improve screening rates include better communication between services, better use of 

public health data and more support for families whose children have elevated blood lead 

levels.   

The fourth study examines public health partnerships between government health services 

and Aboriginal Community Controlled Health Services at the state and local level, with a 

focus on communicable disease control. Collaborations between services could be 

strengthened by the creation of organisational opportunities, strengthening the workforce 

and further developing cultural awareness.   
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The final study looks at fall-related injuries requiring an ambulance in Sydney in 2008. Falls 

are the second most common reason for the dispatch of an ambulance and paramedics are 

well placed to expand their role in assessing fall risk, treating injuries on the scene and 

referring patients to community based PHC services.  Improvements in the collection and 

linking of ambulance data would allow further analysis of characteristics and outcomes of 

fall-related injury.  

This thesis demonstrates how collaboration between services can strengthen access to PHC 

for some vulnerable populations. 
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Overview of the Public Health Officer Training Program 

This thesis contains work completed while I was employed by the NSW Ministry of 

Health in the Public Health Officer Training Program (PHOTP). The NSW Ministry of 

Health is in a partnership arrangement with The University of New South Wales 

(UNSW), so that NSW Ministry of Health trainees are also concurrently enrolled in the 

Doctorate of Applied Public Health (DrPH).  This professional doctorate is available only 

to those participating in the PHOTP. As part of the program, trainees are required to 

rotate through a variety of public health placements and work on a range of projects 

that are of public health interest. They are also required to complete a six month rural 

health placement. These projects must meet the needs of the workplace, the PHOTP’s 

competency requirements and of the DrPH.  Generally they are projects that 

demonstrate a breadth of public health knowledge. While generating new knowledge 

they also develop outcomes that are applicable in workplace settings and can influence 

local or state public health practice and policy. Learning contracts are developed by the 

trainee for each placement and describe the projects that will be undertaken and the 

outcomes that will be produced. These have been placed in the Appendix E with my 

certificate of completion of the PHOTP.  For more information about the PHOTP see the 

NSW Ministry of Health website (http://www.health.nsw.gov.au/training/phot/).  

I came to the PHOTP and the UNSW DrPH with a nursing background and a range of 

experience in PHC. Having worked as a community nurse in a variety of settings in 

Australia and as a nurse and project coordinator with Medicines Sans Frontieres in 

several African countries, I was keen to consolidate my knowledge and skills and further 

develop my career in PHC in Australia.  

Primary Health Care  

The importance of PHC was highlighted decades ago at an international conference on 

that topic in Alma-Ata, in the former USSR, in 1978. The Declaration of Alma-Ata called 

on governments around the world to introduce, develop and maintain PHC in order to 

protect and promote the health of all people. Primary Health Care was defined as; 
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‘...essential heath care based on practical, scientifically sound and socially 

acceptable methods and technology made universally accessible to individuals 

and families in the community through their full participation and at a cost that 

the community and country can afford to maintain at every stage of their 

development in the spirit of self-reliance and self-determination. It forms an 

integral part both of the country’s health system, of which it is the central 

function and main focus, and of the overall social and economic development of 

the community. It is the first level of contact of individuals, the family and 

community with the national health system bringing health care as close as 

possible to where people live and work, and constitutes the first element of a 

continuing health care process.’ (1) 

In 2008, the World Health Organization’s (WHO) annual report entitled Primary Health 

Care, now more than ever, reminded governments around the world of the core values 

of PHC; maximising equity and responsiveness to people’s needs, ensuring that people 

have an influence on the way health services are provided and of the need to reorient 

health services and systems towards PHC(2). The report called for better public health 

policies that address the social determinants of health, aging and urbanisation. The 

WHO called for health services to demonstrate leadership and to collaborate with 

multiple stakeholders in policy development to ensure equitable access to PHC services 

for all.  

In Australia, a generally accepted definition of PHC from the Australian Primary Health 

Care Research Institute is; 

‘Primary health care is socially appropriate, universally accessible, scientifically 

sound first level care provided by health services and systems with a suitably 

trained workforce comprised of multidisciplinary teams supported by integrated 

referral systems in a way that gives priority to those most in need and addresses 

health inequalities, maximises community and individual self-reliance, 

participation and control and involves collaboration and partnership with other 

sectors to promote public health. Comprehensive primary health care includes 
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health promotion, illness prevention, treatment and care of the sick, community 

development, and advocacy and rehabilitation’ (3). 

At the Commonwealth level, health service planners have acknowledged the cost 

effectiveness of PHC. A national reform process, Primary Health Care in Australia, is 

underway in order to address the growing burden of chronic illness and workforce 

pressures.  The reforms aim to reduce preventable hospitalisation by removing 

inequities in access to  PHC services (4). This reform acknowledges a population health 

focus, advocates for the use of multidisciplinary teams, better accountability and 

improved access to quality services regardless of where people live or their ability to 

pay. 

Access to healthcare  

While Australians generally have access to a world class heath system and enjoy good 

health with many living well into old age, there are priority population groups that 

experience risk factors which contribute to poorer heath than the general population. 

These groups include, but are not limited to, Aboriginal and Torres Strait Islander 

people, socioeconomically disadvantaged people and those living in rural and remote 

areas (5).  Complex, uncoordinated and fragmented PHC services often means that 

those with complex needs and those groups that are less easy to reach may fail to 

receive adequate care as a result (4).  

Children are represented across recognised priority groups. The importance of the early 

years in establishing a foundation for future health and social and emotional wellbeing 

is irrefutable (6, 7). Experiences in early life help determine a child’s cognitive, 

emotional and behavioural development which will affect them throughout their life 

(8). While most children in Australia experience good health and wellbeing, there are 

areas of concern. Overall, there are increasing rates of disability, inadequate nutrition, 

low levels of physical activity and increasing obesity, diabetes and dental decay (7). 

Specifically, children of Aboriginal and Torres Strait Islander background experience 

higher mortality rates, lower birthweight and have more dental carries than other 

Australian children (9). In 2005-2007, babies born to Aboriginal and Torres Strait 
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Islander mothers were twice as likely to be of low birthweight (less than 2,500 grams) 

than babies born to non-Indigenous mothers (9). In 2007-2009, mortality rates for 

Indigenous infants in their first year of life was almost double that of non-Indigenous 

infants (7.8 vs. 4.0 per 1,000 live births) (9). Children living in remote areas also have 

higher mortality rates, lower childhood cancer survival rates and are less likely to meet 

minimum reading and numeracy standards than those in urban settings, making them 

less ‘school ready’  (7). Evidence based child health policies that promote early 

childhood development and care, prevention and early intervention strategies, and 

where families are supported as providers of a nurturing environment, are more likely 

to produce good health outcomes for children.  

 

Aboriginal and Torres Strait Islander peoples still suffer from the effects of colonisation,  

with many continuing to experience social and economic disadvantage (10). Aboriginal 

and Torres Strait Islander people experience higher rates of unemployment, lower 

educational attainment and more crowded living conditions with less access to public 

utilities (10). These social determinants of health contribute to higher rates of smoking, 

obesity, diabetes, cardiovascular disease and sexually transmissible infections (10).   

Aboriginal and Torres Strait Islander peoples experience higher rates of hospitalisation, 

higher mortality rates and a lower life expectancy than other Australians (9). Maternal 

risk factors such as young age of the mother, smoking during pregnancy and low rates 

of breast feeding contribute to poor health outcomes for babies including prematurity 

and low birth weight (9).  In the National Strategic Framework for Aboriginal and Torres 

Strait Islander Health 2003-2013, access to culturally appropriate PHC, including 

mainstream  general practitioners (GPs), is reported to be a priority area in addressing 

the health disparities experienced by Australia’s Indigenous population (11). This 

includes strengthening the coordination and collaborative links between Aboriginal 

Community Controlled Health Services (ACCHS) and mainstream health services, which 

need to be better equipped to respond to the needs of Aboriginal and Torres Strait 

Islander people.  Poor access to appropriate PHC services can be attributed to a range 

of factors including proximity, availability, cultural appropriateness of the service, 

transport, health insurance, affordability and language barriers (9). 
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Collaboration and responsibility 

Both the Declaration of Alma-Ata and the Ottawa Charter on Health Promotion 

highlight the importance of collaboration and shared responsibility between health 

services in order to maximise access and effectiveness (1, 12).  Partnerships between 

health services and also across other services such as housing, education and 

employment are important for comprehensive PHC services,  which recognise the 

importance of the social determinants of health and are committed to effective and 

holistic interventions which may not always by led by health services.  Partnerships 

have been  defined as mutually beneficial, transparent  relationships that are 

accountable and based on agreed ethical principles, mutual understanding, respect and 

trust (13). In Australia, partnership agreements between government health services 

and ACCHS have been developed at the national, state and local level. Partnerships are 

recognised as important in formalising the ways in which services work together with 

shared goals and with a common understanding of governance and processes.   

In 2005 the Social Justice Report, released by the Aboriginal and Torres Strait Islander 

Social Justice Commissioner at the time, Tom Calma, called on government to commit 

to achieving equality for Indigenous people in health and life expectancy within 25 

years(14). In response, the Close the Gap campaign was developed and launched in 

2007. Targets were set to address the social determinants that influence health 

outcomes including early childhood, education, housing and health. Access to culturally 

appropriate comprehensive PHC was acknowledged as essential in closing the gap in 

childhood mortality and life expectancy (15). A series of partnership agreements 

between the Commonwealth of Australia and the states and territories were developed 

to enable the goals of the campaign to be met (16). 

While progress has been made there is still a long way to go before the outcomes of 

such partnerships can be measured in terms of ‘Closing the Gap’ in life expectancy, 

educational achievement and employment outcomes (17).  True partnerships 

acknowledge the power imbalances and the often limited capacity within the Aboriginal 
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health sector which affects the functioning of many partnership agreements.  A genuine 

and effective partnership is one that prevails over time and ensures all parties are 

involved in defining the problems and the solutions at every step (15). These 

requirements are endorsed by the Declaration of Alma-Ata and the Ottawa Charter as 

essential components of PHC. 

Health systems in Australia are often complex and fragmented, making access more 

difficult particularly for disadvantaged people who may have complex needs.  Poor 

coordination and collaboration among services often puts the responsibility on the 

clients to negotiate their own way along a confusing and perhaps costly pathway (4).  

This ‘service centred’ system is the antithesis of a patient centred one, which recognises 

and prioritises issues of access, equity and advocacy, with better health outcomes as a 

result.   

Contributions to public health through the PHOTP  

Over the three years in the PHOTP, I completed five placements which have offered me 

tremendous opportunities to take a lead role in a range of public health projects. I have 

worked in the head office of NSW Ministry of Health, in community health centres, with 

refugees and with Aboriginal communities in Sydney and in Broken Hill. These projects 

are described below to provide an understanding of the overall context in which my 

learning has taken place.  

First placement: Public Health Real-time Emergency Department Surveillance System 

(PHREDSS) 

My first placement was in the NSW Ministry of Health’s head office, within the Public 

Health Real-time Emergency Department Surveillance System (PHREDSS). Much of my 

six month placement was spent responding to the global pandemic (H1N1) 2009 

influenza, which burst onto the world stage in late April 2009. Aside from assisting with 

the response, I was also able to complete the project that had been proposed by my 

workplace supervisors. This project involved describing the characteristics of ambulance 

call-outs for fall-related injuries in Sydney in 2008. As falls account for the second most 

common reason for an ambulance to be dispatched in Sydney (the first being ‘person 
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feels unwell’) and as falls prevention is a priority for NSW Ministry of Health, this study 

was recognised as important as the data could be used to inform NSW Ambulance 

policy as well as provide information for those working in the Centre for Health 

Protection. This quantitative analysis used NSW Ambulance data and met several 

competency areas for the PHOTP and has been published in the NSW Public Health 

Bulletin. I presented the findings in 2010 to NSW Ambulance Officers at their monthly 

education session and at the 2009 University of New South Wales Post Graduate 

Research Symposium.  

Second placement: Community Child Health Services, Sydney Children Hospital, 

Randwick 

I spent nine months in my second placement at the Community Child Health Services, 

Sydney Children Hospital in Randwick. I was the first trainee to fill this placement, which 

was an important one for me as it provided an opportunity to learn about child health 

issues, of which I had limited knowledge. This service is staffed predominately by 

paediatricians who provide outreach work in the community. They aim to address 

health inequalities experienced by Aboriginal children and families in La Perouse and by 

refugee children by improving access to paediatric services within a culturally 

appropriate service model. My first project was to develop an evaluation framework for 

community child health services from a public health perspective. The second project 

was the application of that framework in the evaluation of one aspect of the service. It 

was my first experience conducting qualitative research. The introductory paragraphs in 

chapters two and three reflect on these challenges in more detail. Perhaps more 

importantly this placement provided my first opportunity to work in an Aboriginal 

health setting, one which I would further develop in the years that followed.  

Third placement: Aboriginal Health and Medical Research Council of NSW (AH&MRC) 

My third placement was at the Aboriginal Health and Medical Research Council of NSW 

(AH&MRC). This was also a nine month placement and I worked on two projects. The 

first project involved designing and conducting a study to explore the public health 

partnerships between ACCHS and government health services, with a focus on 

communicable diseases. This work was important to the AH&MRC as the global 
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pandemic (H1N1) 2009 influenza highlighted gaps in the collaborative relationships 

between services. I had the opportunity to work alongside many inspirational people at 

the AH&MRC, both Aboriginal and non-Aboriginal. I learned much about the ACCHS 

model and how to communicate appropriately with community members. The study 

involved interviewing service providers and I was aware that I was building on my 

previous qualitative research skills.  The second project involved updating the 

AH&MRC’s ‘2007 Early Detection and Treatment of Sexually Transmissible Infections 

and Blood Borne Viruses’ manual. This work involved establishing a steering committee, 

working with Aboriginal Medical Services, government sexual health services, other 

users of the manual and with epidemiologists from UNSW’s Kirby Institute. For a variety 

of reasons I was not able to complete this work before the end of my placement and 

had to hand it over to the permanent staff for completion. Many of the members of the 

steering committee, who were to contribute, read and endorse sections of the revised 

manual had numerous other demands and priorities, as is often the case in Aboriginal 

Health, where the workforce is small and staff are working across many areas.  The 

manual is near completion and I look forward to seeing it. I did gain extensive 

knowledge about the incidence and prevalence of sexually transmissible infections and 

blood borne viruses in the Aboriginal community, the contributing factors and priorities 

identified by the AH&MRC and state and national governments to address the problems 

(18). I chose this topic for my second NSW Ministry of Health’s Bug Breakfast 

presentation and a summary of the main points was published in the NSW Public Health 

Bulletin which is included in Appendix A of this thesis.  

Fourth placement: University Department of Rural Health, University of Sydney, 

Broken Hill, NSW 

My fourth placement was at the University Department of Rural Health, University of 

Sydney, Broken Hill, NSW. In reflection, this six month placement was the pinnacle of 

my training program. Again I was working on a project of benefit to Aboriginal people, 

children in particular, but this time I had the opportunity to work directly with the 

community through the Aboriginal Community Working Party, Maari Ma Health 

Aboriginal Corporation (an ACCHS) and with local Aboriginal play groups and pre-
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schools. I further consolidated my qualitative research skills and felt confident to really 

drive the entire project from start to finish. I was aware of how much I had learned 

from my previous placements, with children, with Aboriginal health services, with ethics 

committees, searching the literature, conducting interviews and focus groups, and 

employing a more systematic approach to all aspects of the research. From this 

placement I produced a workplace report, a manuscript that has been accepted for 

publication at the end of August 2012 and a conference presentation.  

In addition to my project which focused on lead exposure, I gained awareness of the 

poorer health outcomes experienced generally by people in rural and remote 

communities in Australia. People living in rural and remote areas have poorer access to 

PHC services, which contributes to poorer health outcomes compared to their urban 

counterparts. Morbidity and mortality rates increase with distance from major cities.  

They have higher rates of hospitalisation, of injury and accidents, alcohol misuse, 

mental illness, hypertension and obesity (19).  Previous research has shown that 

sustainable PHC services for people in rural and remote areas must be well funded, with 

an adequate, multidisciplinary workforce, infrastructure, governance and leadership 

and with community engagement (20) This placement in Broken Hill has led me to 

further work in the area of PHC in rural and remote areas and I will reflect further on 

this in my conclusion.  

Fifth placement: Refugee health Services in Liverpool, South West Sydney Local 

Health District 

My last placement on the PHOTP was at Refugee Health Services in Liverpool, South 

Western Sydney Local Health District.  While I did not produce any products for my 

thesis in that placement, I felt I brought to my work there a much greater knowledge of 

issues that affect the refugee population in NSW and in Australia. I understood many of 

the barriers refugees experience in accessing appropriate PHC services in both 

metropolitan and rural areas where many refugees are settled according to government 

policy.   
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Thesis overview 

This thesis explores some of the barriers in accessing PHC experienced by those 

vulnerable groups and by service providers as they attempt to provide comprehensive, 

well coordinated and effective care. It explores factors that enable more equitable 

access from both the community perspective and the service providers. 

The chapters in this thesis contain workplace reports and published papers; the 

products of my three year PHOTP (see table one). I have focused largely on projects 

related to PHC. My placements were largely those of my choosing and the projects 

were designed to meet the needs of the workplace, the PHOTP and of the DrPH.  

While I have described my journey chronologically, I have arranged my thesis chapters 

along the lifespan, starting with children, moving to adults and finishing with the 

elderly, as this seemed to provide a logical structure. Each chapter is prefaced by brief 

introductory paragraphs which outline the context of the placement, the challenges, 

ethical considerations and the limitations of the work produced. In the conclusion I will 

reflect in more detail on the value of the work, on what has been achieved as a result of 

the studies described in these chapters and on where it has led me both personally and 

professionally. 
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Table One Summary of workplace projects and outputs 

Workplace Primary Projects Major Outputs Thesis Outputs 

Public Health Real-time 
Emergency Department 
Surveillance System 
(PHREDSS) 
03/02/2009-21/09/2009 

Daily syndromic surveillance 
Requests for data from internal and external 
sources 
Participation in public health emergency 
response for pandemic (H1N1) 2009 influenza 

Public Health Situation Reports, surveillance reports and 
briefings 
Briefs and reports  
 
Surveillance reports, Weekly Epidemiological Reports, 
participated in field work related to the outbreak at Botany 
Public School and on arrival of the Pacific Dawn at King 
Street Wharf  

 

 

Descriptive epidemiology of fall-related  
injuries  attended by NSW Ambulance in 
Sydney 2008  
 

Manuscript prepared and submitted 
 
Presented at UNSW Post Graduate Research Symposium 
 
 

Peer reviewed journal article; 
Characteristics of fall-related injuries attended by an ambulance in 
Sydney, Australia: a surveillance summary 
Published; NSW Public Health Bulletin, 2011, 22(4);49-54 
http://www.publish.csiro.au/paper/NB09034.htm 

Bug Breakfast seminar:  

Refugee Health 

Organisation of, and presentation at, the monthly NSW 
Ministry of Health public health lecture 

Journal article; 
Refugee Health  
Published; NSW Public Health Bulletin, 2010, 21(3-4);101-02 
http://www.publish.csiro.au/index.cfm  

Community Child Health, 
Sydney Children’s 
Hospital, Randwick 
22/09/2009-02/07/2010 

Development of Evaluation Framework Report;  
An Evaluation Framework for Community Child Health 
Services-a Public Health Perspective 

Workplace Report;  
An Evaluation Framework for Community Child Health Services-a 
Public Health Perspective 

Application of the Evaluation Framework Report;  
Community Child Health’s Outreach Paediatric Services at 
La Perouse Community Health Centre: an Evaluation of 
Working in Partnerships, ‘A Relationship Between Equals’ 
Presented at UNSW Post Graduate Research Symposium 

Workplace Report;  
Community Child Health’s Outreach Paediatric Services at La 
Perouse Community Health Centre: an Evaluation of Working in 
Partnerships, ‘A Relationship Between Equals’ 

Aboriginal Health and 
Medical Research Council 
NSW 
05/07/2010-11/03/2011 

Project to strengthen links between Aboriginal 
Community Controlled Health Organisations 
and government health services 

Report; 
Improving the control of communicable diseases for 
Aboriginal people in NSW: strengthening public health 
partnerships 

Workplace Report;  
Improving the control of communicable diseases for Aboriginal 
people in NSW: strengthening public health partnerships 

Revising the AH&MRC’s  ‘2007 Early 
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In my second placement, at the Community Child Health Service, Sydney Children’s 

Hospital, Randwick, I collaborated with workplace supervisors to develop a project that 

met the needs of their service as well as those of the PHOTP and my professional 

doctorate. We chose to work on an evaluation of their community child health services 

for children from disadvantaged backgrounds, from a public health perspective. I 

wondered if an appropriate evaluation framework existed and planned to search the 

literature. If I could not find one, then I would develop an evaluation framework and 

apply it in an evaluation of one aspect of their service.  
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Abstract 

Background: Evaluation of community child health services needs to include a public 

health perspective, which addresses population impact and health promotion as well as 

appropriate clinical measures. This study aimed to review existing approaches to 

community child health service evaluation and develop an appropriate evaluation 

framework with a public health perspective that focuses on vulnerable groups. 

Methods: A literature search was undertaken using Medline and Embase. Other 

relevant web-based literature was searched using Google and other search engines. 

Documents were read with the aim of exploring emerging theoretical underpinnings 

and common themes. Themes were grouped under ‘domain’ headings. These were 

then used to develop the evaluation framework.  

Results: Thirty one documents were included in this study. An existing framework for 

evaluation of community child health services from a public health perspective was not 

found. Theoretical underpinnings in the literature included the importance of social 

determinants of health, the Ottawa Charter, human rights, and in Australia, the 

Indigenous historical and cultural perspectives of health.  Themes that emerged from 

the literature as important to community child health services were grouped to form 

four evaluation domains; quality, partnerships, equity and sustainability.  

Discussion: This evaluation framework provides a useful lens through which to evaluate 

community child health services. Domains may be evaluated individually or in 

combination to ensure the needs of vulnerable children including those from lower 

socio-economic backgrounds, Indigenous and refugee backgrounds are identified and 

addressed, that evidence based practice is followed and that opportunities to 

collaborate with other services, both within and outside of health, are developed and 

maintained. 
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Introduction  

Recognition of the importance of effective health care for children has grown over the 

years. The link between good health and well being in the early years and later life is 

indisputable (16). Child health services have evolved and diversified as health care 

providers aim to meet the often complex needs of children. While most children in 

Australia do experience good health outcomes and access to child health services (7), 

there are some groups in the population who do not fare so well. In Australia, these 

groups include Aboriginal and Torres Strait Islander children (17), children from refugee 

backgrounds (18, 19) and those from lower socio-economic groups(20).  

Community Child Health services are faced with the challenges of providing effective 

universal care while meeting the needs of our more vulnerable groups and with caring 

for individual children and families as well as communities. In addition, health services 

need to work across a wide range of settings and in concert with other government 

departments such as education, housing and community services, in order to meet the 

often disparate needs of children.  

Evaluation of child health services in the community is an important part of ensuring 

quality service provision and continuous improvement. It can help us to monitor 

outcomes and adapt programs and strategies to better use scarce health dollars. 

Evaluation of community child health services needs to include a public health 

perspective which addresses population impact, health promotion, and illness 

prevention aspects of care, as well as appropriate clinical measures. But what exactly 

should we evaluate? What are the important public health domains in community 

based care for children? Should the evaluation be the same for all services or modified 

based on service and population characteristics? This review attempts to answer these 

questions and proposes a framework for evaluation planning.   

Aim 

To review existing approaches to community child health service evaluation and 

develop an appropriate evaluation framework for community child health services, 

from a public health perspective, with a focus on vulnerable groups.   
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 Methods 

A literature search was undertaken to review existing approaches to the evaluation of 

community child health services.  

 Literature search 

I identified potentially eligible papers by searching the following databases with the 

OvidSP interface: Medline and Embase.  There were no restrictions on the date of 

publication.  The following keywords were used: framework, prevention, child health 

and evaluation.  Papers were included if they addressed child health,  broad public 

health concerns, focused on community child health services,  were publicly available 

and were written in English.  Papers were excluded if they focused on evaluation of 

specific clinical services, dealt with services in developing countries or described acute, 

hospital based services. This search strategy resulted in three papers (8, 21, 22). 

Attempts to locate other relevant web-based material were made by using the same 

inclusion/exclusion criteria and searching Google Scholar, international public health 

sites and government health departments in the United Kingdom, the United States, 

Canada and the European Union, public health associations, university websites, non-

government organisations, and national organisations such as the Australian Institute of 

Health and Welfare and the Australian Bureau of Statistics. If an Australian document of 

relevance was identified an attempt was made to find a similar document from an 

international source and vice versa. Individuals were consulted and documents, 

websites and institutions that were suggested were also searched electronically.  

Information synthesis 

Material was included or excluded based on title, abstract, executive summary or by 

reading the text. The main themes regarding the provision of quality community child 

health services were extracted from the text.  As most papers were not scientific 

studies, it was not possible to weight them according to evidence based criteria. Papers 

were instead layered according to source with government/policy/strategic documents 

forming the first layer.  Papers written by individuals or small groups, with or without 
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connection to universities or local health services, formed the second layer. The themes 

were tabulated according to source (see pg 36). 

As common themes emerged they were further grouped into domains. For example, 

the themes of accessibility, acceptability, appropriateness and equity were grouped 

together under the domain of ‘equity’.  All themes identified in the literature were 

allocated to one of four main domains.  The theoretical underpinnings that emerged 

from all materials were also extracted and are presented below.  

Results 

A total of 31 documents were included and consisted of 17 papers and 14 reports. No 

existing framework for evaluation of community child health services from a public 

health perspective was found.  Literature about the theoretical underpinnings of the 

development of community child health services, and the discussions surrounding 

them, provides an important context for community child health service evaluation. 

Literature about key ingredients of quality community based child health services was 

also identified.  The dominant themes from this literature were used to develop the 

proposed evaluation framework. 

1. Theoretical Underpinnings 

Community health services for children in Australia and internationally are underpinned 

by several contextual frameworks which guide current thinking and practice. These 

frameworks include the importance of social determinants of health, the Ottawa 

Charter, human rights, and in Australia, the Indigenous historical and cultural 

perspectives of health.   

Social Determinants of Health 

The importance of social determinants of health is perhaps the key underpinning for 

many community based child health services today, with acknowledgement of the role 

of factors outside of ‘health’ in the health and wellbeing of children. These factors 

include housing, education, employment, socioeconomic status, access to transport, 

food security and social support, early life experiences and social exclusion (16, 17). This 

recognition and subsequent attention to target children from lower socioeconomic 
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groups can be seen as central to providing quality community child health services, and 

should therefore be considered in any evaluation framework.  

Ottawa Charter 

The 1986 Ottawa Charter, the first international conference on health promotion, 

defines health broadly and encompasses social and emotional well being, not merely 

the absence of disease.  It calls for a reorientation of health services from acute to 

community based, primary health care with a focus on health promotion, a multi-

sectoral approach, advocacy, empowerment and working with communities to identify 

their needs (12). The Ottawa Charter also calls for building public health policies, 

creating supportive environments, strengthening community action, embracing 

research, teaching and training (23)  The value of health promotion and the central 

values of the Ottawa Charter are key elements acknowledged by many community child 

health services.   

Human Rights 

Recognition of human rights is  raised in the literature as a contributor to ensuring that 

adequate and effective health services are provided to children and to marginalised 

groups including Indigenous people (24). In Australia relevant documents include The 

Racial Discrimination Act of 1975, the UN Convention on the Rights of the Child 1989 

(CRC) and the draft United Nations Declaration of the Rights of Indigenous Peoples (25).  

Specific issues of human rights for children include access to basic health services for 

Indigenous children and the negative effects of detention on children seeking asylum in 

Australia (23, 26, 27).  These human rights documents and related reports provide a 

useful context with which to develop an evaluation framework for community child 

health services as they highlight the particular challenges encountered by children of 

Indigenous and refugee backgrounds in accessing appropriate, affordable PHC services.  

Indigenous Cultural and Historical Perspectives 

In Australia, cultural and historical perspectives are often acknowledged in the 

provision of health services and their evaluation (28). For Aboriginal and Torres Strait 

Islander peoples, health does not entail only the freedom of the individual from 
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sickness but also requires support for healthy and interdependent relationships 

between families, communities, land, sea and spirit. The focus must be on spiritual, 

cultural, emotional and social well-being as well as physical health, and on partnerships 

and strategies that impact on health including working with agencies outside of health 

such as housing, education and employment (17).  Aboriginal and Torres Strait Islander 

peoples experience greater levels of social disadvantage including lower levels of 

education and employment with nearly half of all children living in jobless families in 

2006 (29). A variety of social determinants contributes to higher rates of low birth 

weight, infant mortality and hospitalisation for some conditions, compared to non-

Indigenous Australian children (9).  The impact of colonisation is still experienced by 

Indigenous people. Social dislocation and economic disadvantage continue to 

contribute to poor health for many (10). Culturally appropriate, mainstream PHC 

services have often not been accessible to Indigenous people and efforts to ensure 

services are responsive to their needs is imperative (17). These perspectives and the 

acceptance of the holistic definition of heath also underpin the evaluation of 

community child health services. 
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2. Emerging Themes  

Table Two shows the themes that emerged from the literature as important to 

community child health services.  These themes were grouped to form four evaluation 

domains.  The references for each domain are tabulated and appear on page 37.  

Table Two: Domains for evaluation of community child health services for 
disadvantaged groups from a public health perspective 

Quality   

Efficient 

Effective 

Appropriate human resources 

Evidence based 

Improved health outcomes 

Safe 

High satisfaction 

Partnerships  

Co-ordinated care 

Continuity 

Capacity to work in partnership 

Family centred 

Multidisciplinary 

Participation of young people 

Collaborative  

Equity 

Advocacy 

Accessible 

Acceptable 

Culturally sensitive 

Appropriate 

Flexible settings 

Affordable 

Responsive to needs 

Sustainability 

Cost benefit 
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Quality  

The themes of effectiveness, efficiency, safety, human resources, evidence based 

practice, improving health outcomes and satisfaction were all deemed to indicate 

quality and were grouped together under the heading of ‘quality’. Services have been 

shown to achieve effective and efficient results at the individual, family and community 

level through use of appropriate standards, protocols, guidelines and tools with 

potential risks avoided or minimized in safe and accredited facilities (23, 27, 30).   There 

was consensus amongst all authors and reports that service provision should be based 

on current evidence that improves health outcomes, incorporating what is known to be 

effective and avoiding what is known not to be effective (31)  As evidence develops and 

recommendations change, services need to adapt (21). Having the right mix of human 

resources was noted as an essential component of quality service provision. This often 

referred to the multidisciplinary team with professional qualifications, experience and 

ongoing training (27, 32). Client and staff satisfaction was also suggested as one 

measure of a quality service (23).  

Working in Partnerships 

It was noted that no single health service can meet the often disparate needs of every 

child (27). Lawless (33) cites the importance of continuity and seamlessness in meeting 

the needs of children with community child health services ideally providing a variety of 

services from birth to school entry without gaps. The family is central to the idea of 

working in partnership (34), with parents involved in the planning of care for their child, 

and approaches that empower them to take control and maintain independence (6, 22).  

Closer partnerships with other child and family support services (including shared 

intake and case co-ordination) contribute to a more comprehensive and coordinated 

system for children (20, 22, 27, 35). Multidisciplinary Community Child Health teams  

(including speech pathologists, occupational therapists, psychologists, community 

nurses and others) contribute a range of skills and knowledge (33) and  strengthen 

partnerships with their communities by defining priorities and strategies together (36). 

The European Union strategy for child health and development promotes intersectoral 

action through a public health approach which includes working collaboratively with 
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government education, housing and welfare departments, with non-government 

organisations (NGOs), the private sector, and with young people and their families. 

Direct involvement is recommended from the planning stages through to delivery and 

evaluation of interventions (32). “Good practice in early childhood implies provision of a 

comprehensive range of integrated services (from individual to population and from 

universal to targeted)”(33).  These themes were grouped under the broad heading of 

‘working in partnerships’.   

Equity 

Components of equity that emerged included accessibility, acceptability, 

appropriateness, flexibility, responsiveness and advocacy. The literature addressed the 

principles of equity in various ways. For example Aboriginal community controlled PHC 

can offer a range of services in a culturally acceptable setting (29) addressing financial 

barriers such as expenses not covered by Medicare or the Pharmaceutical Benefits 

Scheme,  and cultural barriers including language, literacy and gender (2, 20).  It was 

agreed that services for Indigenous people may be best provided by Indigenous health 

care workers whenever possible (29). Refugee families also require services that are 

culturally sensitive, affordable and that are able to meet the special needs their children 

(37).  Community Child Health services are appropriate when based on established 

standards which respond to the needs of children, families and communities (23, 30, 

38) and are physically accessible in flexible settings such as playgroups, kindergartens 

and other child centres (8). Home visiting is also recommended (21, 27). Settings must 

be located according to need, accessible by public transport, safe and free of hazards 

(39). Equitable services for children facilitate participation by all families  in programs 

and services regardless of cost or targeted eligibility requirements (6) and have the 

capacity to work with diverse population groups (39).  

Sustainability 

The most cost beneficial services for the population were seen to incorporate early 

detection, intervention and prevention in a community setting (38). Sustainability and 

cost benefit is enhanced by building on existing structures and resources, focusing on 

low cost interventions that have the greatest impact on child health and development 
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(32, 36), with expenditure according to need (17). The themes of cost benefit and 

sustainability were grouped together and summarised under the heading of 

‘sustainability’.  

Discussion 

The literature review revealed a small number of papers describing evaluation of 

community child health services from a public health perspective. The dominant 

themes identified were quality, working in partnerships, equity and sustainability. The 

main theoretical underpinnings in the literature included the social determinants of 

health, the Ottawa Charter, a human rights framework, and Indigenous and cultural 

perspectives.  

The pyramid developed (Figure One) depicts a conceptual framework which can be 

used by community child health services to evaluate programs and services.  

 

 

Figure One: Evaluation framework for community child health services with a focus on 
disadvantage groups from a public health perspective  

 
Child 
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Quality   Partnerships 
Sustainability  Equity 
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Ottawa Charter Social Determinants 
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The model prioritises the needs of the child and family and the importance of the 

connection to the community in which they live. It allows for identification of the broad 

public health domains, around which evaluation of individual services can be planned. 

The framework allows flexibility as more specific evaluation methods and approaches 

can be developed on its scaffolding. Domains may be evaluated individually or in 

combination to ensure the needs of vulnerable children including those from lower 

socio-economic backgrounds, Indigenous and refugee backgrounds are identified and 

addressed, that evidence based practice is followed and that opportunities to 

collaborate with other services both within and outside of health are developed and 

maintained. This framework may also be useful in the planning of child health services, 

allocation of resources, guiding child health policy and other relevant public health 

programs and strategies. 

Community child health services may find the theoretical underpinnings which form the 

foundation of the pyramid a helpful lens through which to evaluate their services. 

Services grounded firmly in theories which acknowledge the social determinants of 

health, the importance of the Ottawa Charter, human rights and Indigenous cultural 

and historical perspectives are likely to be better able to address a range of challenges 

in working with all children, but particularly those from more vulnerable backgrounds. 

Conclusion 

This study has drawn on national and international literature to present a framework 

for evaluating community child health services from a public health perspective, 

particularly for disadvantaged groups. The theoretical perspectives, together with the 

dominant themes, support community child health services which embrace the 

principles of equity, and include health promotion, and greater partnerships across a 

wide range of services with attention to the social determinants of health.  
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References for components of key domains 

Key domain Components Government/policy or strategic 
documents references cited (n) 

Individuals/small groups/universities 
references cited (n) 

Quality Quality 6 (2, 11, 15, 20, 22, 31) 4 (24, 5, 14, 25) 

 Efficient 4 (2, 3, 20, 31)  1 (7) 

 Effective 5  (2, 3, 20, 23, 31)  2 (7, 24)  

 Human resources 5 (3, 11, 17, 22, 23,) 4 (4, 5, 14, 24) 

 Evidence based 4 (11, 22, 23, 27) 5 (5, 7, 21, 25, 30) 

 Changes health 
outcomes 

3 (3, 2, 31)  

 Safety 2 ( 15, 20) 2 (7, 30) 

 satisfaction 2 (3, 23) 1 (24) 

Working in 

Partnerships 

Working in partnerships 6 (2,15, 22, 23, 27, 31) 6 (7, 8, 9, 21, 25, 26) 

 Coordinated care 5 (2, 15, 20, 23, 27) 2 (8, 9) 

 Continuity 2 (3, 20) 1 (8) 

 Capacity 2 (3, 20) 1 (14) 
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 Family centred 4 (2, 11, 22, 23) 4 (8, 24, 25, 30) 

 Multidisciplinary  3 (5, 9, 25) 

 Participatory 1 (22)   

 Collaboration 4 (2, 11, 23, 27) 3 ( 7, 9, 21) 

Equity Equity 6 (15, 20, 22, 23, 27, 31) 4 (7, 21, 25, 29) 

 Advocacy  5 (4, 5, 7, 14, 29)  

 Accessible 5 (2, 3, 17, 20, 31) 4 (4, 5, 14, 24) 

 Acceptable 2 (3, 17)   

 Culturally competent 1 (17) 4 (4, 5, 14, 29) 

 Appropriate 5 (2, 3, 17, 20, 31) 1 (14) 

 Flexible settings 2 (15, 23) 1 (5) 

 Affordable 1 (17)  3 (4, 5, 14) 

 Responsive 3 (3, 11, 17) 4 (5, 7, 14, 25) 

Sustainable Sustainable 5 (2, 17, 22, 23, 27) 1 (25) 

 Cost benefit 5 (2, 17, 23, 27, 31) 1 (24) 
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Chapter three consists of the evaluation report from the application of the framework 

developed in chapter two. In consultation with my supervisors we chose one component of 

the framework and focussed on how the Community Child Health service’s paediatricians 

worked in partnership with families, the community and other services.   
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Abstract 
 
Background: Community Child Health (CCH), Sydney Children’s Hospital, Randwick, has 

offered outreach paediatric services through the La Perouse Community Health Centre since 

November 2006 with the aim of providing accessible, local paediatric services to address the 

health and development needs of Aboriginal children.  To improve access, a flexible 

approach is adopted with ‘walk-in’ appointments accepted, longer appointment times 

allocated and more frequent follow-up appointments arranged than would normally occur 

in a hospital outpatient setting. An evaluation was undertaken to gain a greater 

understanding of how the paediatric outreach services work in partnership with families, 

the community and other services and how the capacity of the service partnerships could be 

improved to maximise health outcomes for children.  

 

Methods: A mixed methods approach was used.  Data were extracted from the CCH 

database to obtain the number and types of referrals to and from the paediatric outreach 

services since its opening in November 2006. A review of the files of all children who 

attended the clinic in 2010 was also conducted to document the number and types of 

collaborations through letters, phone calls and meetings attended.  

Two focus groups and five individual interviews were conducted over eight weeks in 2010 

with eight service providers and four managers from the paediatric outreach service and 

other relevant services including Child and Family and the Malabar Community Midwifery 

Link Service. Open ended questions were asked to gain a deeper understanding of the 

meaning of partnerships and the ways in which staff work collaboratively, the barriers and 

enablers encountered when working collaboratively and what they perceived as ways to 

improve the partnership processes.  

 

Findings: For most participants the concept of partnerships involved collaboration to 

achieve common goals, improve efficiency and provide opportunity for families to access a 

range of services.  Enablers included having services at the same location on the same day, a 

shared need, commitment and leadership. Barriers to partnerships included lack of time to 

formally consult with colleagues, lack of shared databases, no common meetings in which to 
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discuss patient care and concern for confidentiality (particularity when working in a small 

community). 

The data collected from the CCH database from 2006 indicated that the relationship with 

the community and with families allowed flexibility as 66% of children were able to see a 

paediatrician without a general practitioners’ referral or through family/carer referrals. 

Forty three percent of referrals made from the La Perouse CHC were for ‘other health 

services’ (audiology and speech therapy were most common), 35% were for 

‘medical/surgical’ services (most of those were to Ear, Nose and Throat (ENT) services), 13% 

to general practitioners and 9% to ‘support services’. A number of recommendations were 

developed from the contributions of study participants and from discussions at the 

dissemination of the findings that could strengthen the collaborative processes used in 

planning and implementing care for children.   

 
Conclusion: Overall, the paediatric service works well in partnership with families, the 

community and other services. More time and greater flexibility is given to families than 

would otherwise be the case in the more usual hospital outpatient setting. Service providers 

are motivated to collaborate with other services with the aim of improving health outcomes 

for families and are interested in further developing their relationship with the Aboriginal 

community at La Perouse through cultural awareness training and involvement in 

community events. There is a flexible, non-judgmental workplace culture with leadership 

that guides staff in collaborative approaches. There is further potential for reaching more 

children in the La Perouse area by informing or reminding a range of service providers about 

the clinic and the specialist paediatric services that are available locally to Aboriginal 

children.  
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Evaluation Report 
 
Background 
 
The Aboriginal population in New South Wales (NSW) is generally younger, from a lower 

socioeconomic background and has higher unemployment rates when compared to the 

general population (10). For children, there have been higher rates of admission to hospital 

for some infectious illnesses, mental disorders, insulin dependent diabetes mellitus (IDDM) 

and genito-urinary disorders (29). There is an increased risk of factors known to adversely 

influence infant health outcomes and later child health; higher rates of teenage pregnancy, 

higher rates of prematurity and lower birth weight. Family characteristics often include 

young mothers, grandmothers as primary carers and larger families including multi-

generational members living in the household (29).  

This evaluation was undertaken after a literature review (see chapter 2) identified 

partnerships as being important in providing community based care to children from 

disadvantaged backgrounds. The family is central to the idea of working in partnership (34), 

with parents involved in the planning of care for their child, empowering them to take 

control and maintain independence (6, 22).  No single health service can meet the often 

disparate needs of every child and so closer partnerships with other child and family support 

services can contribute to a more comprehensive and coordinated system for children (20, 

22, 27).  Child health services can strengthen partnerships with their communities, defining 

priorities and strategies together(6). “ Good practice in early childhood implies provision of 

a comprehensive range of integrated services (from individual to population and from 

universal to targeted)”(33).    

 

The La Perouse Community Health Centre (CHC) in Sydney officially opened in 2006. 

Community Child Health’s (CCH) paediatric outreach services commenced there in 

November 2006 and now operate on a twice weekly basis. To promote access, the service is 

flexible and drop-in visits as well as appointments are accepted. While the CHC serves the 

Aboriginal community, any child aged 0-16 years in the South East Sydney Illawarra Area 

Health Service (SESIAHS) Northern Network may attend the paediatric outreach services. 

The Northern Network includes Botany, Randwick, Sydney, Waverley and Woollahra local 

government areas. The paediatric outreach services provide care to children with non-acute 
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medical problems, developmental or behavioral problems and operate in an atmosphere of 

teaching and learning with paediatric registrars and Fellows rotating through terms of 

varying length.  The CCH team provides a social inclusion through art program at La Perouse 

CHC twice a week for teenage parents that encourage them to complete or further their 

education.   They also provide monthly health screening at Gujaga Childcare Centre that is 

located adjacent to the CHC.  

The broad objectives of the paediatric outreach services are to provide accessible, local 

paediatric services to address the health and development needs of Aboriginal children and 

to improve family and community connectedness through community education and liaison.   

 
The short term aims of the CCH team include: 
 

• Provide culturally respectful service; 
• Establish trust through reliable and continuous care; 
• Work in partnership with the community; 
• Build capacity through groups and education sessions;  
• Maintain flexibility. 

 
The longer term aims of the CCH include:  
 

• Reduced hospital admissions and ED presentations; 
• Improved neonatal outcomes (mortality, low birth weight, prematurity); 
• Improved attendance at Sydney Children’s Hospital specialist appointments; 
• Improved compliance with chronic care management plans ; 
• Reduced child morbidity rates (injury, child protection notifications, hearing loss, 

developmental delay and late presentation to hospital for acute conditions). 
 

Aim 
 
To gain a greater understanding of how the paediatric outreach services at La Perouse CHC 

works in partnership with families, the community and other services and how the capacity 

of the service partnerships could be improved to maximise health outcomes for children.  

 

Methods 
 
The evaluation was planned in consultation with the CCH team and other experts, and 

followed a five step tool kit developed as part of the Guiding Principles for Program 

Evaluation in Ontario Public Health Units, Canada (40).  The steps include focusing the 
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evaluation, choosing appropriate methods, developing data collection tools, gathering and 

analysing the data and using the results to influence program delivery. An outline of the 

evaluation plan including identifying key stakeholders and proposed data collection 

methods and tools was developed and a steering committee was established to elicit 

feedback on the methods and interpretation of results.   

 

Quantitative data describing referrals to and from other services since its opening in 

November 2006 were extracted from the CCH database and analyzed using SPSS (PASW 

Statistics 18). Additional quantitative data related to collaboration with other health care 

workers and services were collected manually from the files of all children who attended the 

service in 2010 and analysed using Excel.  

 

Qualitative methods were chosen in order to gain a deeper understanding of the meaning 

and relevance of partnerships to service managers and providers and how they used 

partnerships in their practice.  It was felt that by using a less controlled, more open study 

design, participants would be encourage to explore issues and this would allow discussion, 

clarification and the development of recommendations from the service provider’s 

perspective (41). The relevant stakeholders from CCH included paediatricians (working in 

the outreach services currently or in the recent past), managers and the project officer of 

the Ngala Nanga Mai Parent Group, which operates at the La Perouse CHC on the same day 

as the paediatric outreach service. Other stakeholders included two managers and one 

midwife from the Malabar Community Midwifery Link Service, an Aboriginal health worker 

(AHEO) and a child and family health nurse (CFHN) from the Child and Family team, and one 

community based paediatric speech pathologist from Sydney Children’s Hospital. One 

community based health worker was invited but declined to participate.  

 

All participants were asked open-ended questions in order to explore what working in 

partnership meant to them, how they worked in partnership with families, the community 

and other services, and what the barriers and enablers to working in partnerships were. 

Participants were also asked if they thought there were negative implications associated 

with working in partnership.  The interviewees were asked for recommendations that they 

thought would improve the collaborative nature of their work. All were given the 
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opportunity to make any additional comments or observations before ending the 

interviews. Interviews took place during work hours in locations convenient to the 

participants and were recorded with informed consent. Records were transcribed, analysed 

manually and interpreted by this report’s author, with ideas, comments, opinions and 

suggestions of participants grouped according to themes arising from the data.   

Preliminary findings were disseminated to the steering committee, staff of the community 

child health service and to  study participants, who then reflected on the initial analysis to 

confirm emergent themes (42).  

 

Ethics approval was sought and obtained from the Human Research Ethics Committee-

Northern Hospital Network (HREC 10/038) and from the Aboriginal Health and Medical 

Research Council of NSW (AH&MRC 723/10).  

 

Results 
 
Quantitative  

During the study period of Nov 2006-May 2010, 147 children attended the paediatric 

outreach services at La Perouse CHC. 

A total of 199 referrals were made from the paediatric outreach services (Table 1). Of those, 

85 (43%), were made to ‘other health services’; including 21/85 being to the audiology 

service and 20 to the speech therapy service. There were 69 (35%) referrals to 

medical/surgical specialists. Sixteen of those were to ENT specialists. Twenty seven (14%) 

referrals were made to general practitioners (GPs). Eighteen (9%) were made to ‘other 

services,’ with eight of those to the Department of Ageing, Disability and Home Care /Early 

Intervention /Support. 

 

 
 
 
 
 
 
 
 
 



Chapter Three: Community Child Health’s Outreach Paediatric Services- an Evaluation of Working in 
Partnerships 

52 
 

 
Table 1 Number and percent of referrals made from Community Child Health paediatric 
outreach services at La Perouse to other services from Nov 2006-May 2010  

Type of Service Referral Destination 
Referrals 
(n) % 

General 
practitioner   27 13 
Medical/surgical 
specialist Ear Nose & Throat 16   
  Ophthalmology 9   
  Dermatology 8   
  Other 36   
  subtotal 69 35 
Other health 
services Audiology 21   
  Speech Therapy 20   
  Other Allied Health 16   
  Community Child Health/Tumbatin¹/Other 13   

  
CAFE (Child and Family East) (adolescent 
service) 6   

  Child and Family Health Network 5   
  Child Protection Unit 2   
  Development Assessment 2   
  subtotal 85 43 

Other services 
Department of Aging, Disability and Home 
Care/Early Intervention/Support 8   

  Department of Education and Training 4   
  Autism Association 3   
  Parent Program 2   
  Support Class² 1   
  subtotal 18 9 
Total referrals 
made   199 100 

Community Child Heath database 
¹Tumbatin- service providing diagnosis and treatment for children with developmental 
delays 
²Support Class- refers to parent support class 
 
The majority of children (37%) were referred to just one service. Eleven percent were 

referred to two services and 8% were referred to three services. One child (1%) was referred 

to seven additional services. Thirty three percent of children were not referred to any other 

services (Table 2) 
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Table 2 Number and percentage of children referred from Community Child Health 
 paediatric outreach services at La Perouse to other services between November 2006 and 
May 2010 
Referrals Made 
(n) Children(n) % 
0 49 33 
1 55 37 
2 16 11 
3 12 8 
4 6 4 
5 3 2 
6 5 3 
7 1 1 
total 147 99 

Community Child Heath database 
 
Forty percent of children did not have a referral to the paediatric clinic. Twenty six percent 

were referred by a parent, grandparent or by a carer.  Seventeen percent were referred by 

GPs, Community Health or Aboriginal Medical Service doctors, paediatricians and 

emergency department doctors. An additional 7% were from Early Childhood services and 

3% were from the Malabar Community Midwifery Link Service (Table 3). 

 

Table 3 Referral source for children referred to the Community Child Health  
paediatric outreach services at La Perouse from Nov 2006-May 2010  
Referral source Children (n) % 
No referral 59 40 
Parent 34 23 
General practitioner 10 7 
Early Childhood Clinic/Nurse 10 7 
Community Health Service Doctor 7 5 
Gujaga Child Care Centre 6 4 
Malabar Community Midwifery Link Service 5 3 
Aboriginal Medical Service 3 2 
Grandparent 3 2 
Paediatrician 3 2 
Carer 2 1 
Emergency Department 2 1 
CAFE  (Child and Family East) (adolescent service) 1 1 
School 1 1 
Speech Therapist 1 1 
total 147 100 

Community Child Heath database 
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A chart audit was completed for all the children who visited the paediatric service in 2010 

(n=28) for the purpose of further describing the types of collaboration undertaken in the 

care of the children. The doctors’ notes were read by the evaluator and information was 

collected regarding the presence of correspondence and whether that was copied to others, 

phone calls made to family and/or other services and care planning meetings attended.  

Evidence from the charts of all 28 children found a total of 78 pieces of correspondence, 

with 59 of these copied to other service providers or parents. There were nine phone calls 

to family, three phone calls to other services but no record of meetings attended. 

The charts of 19 children recorded that correspondence had been sent, and for 13 children 

there was a record that this correspondence had been copied to at least one service 

provider or carer. For a further eight children there were records of correspondence that 

was copied to others with phone calls also made to family (n=5), to other services (n=2) and 

to both family and other services (n=1).  

 

Qualitative Findings 
 
Two focus groups and five individual interviews were conducted. One focus group consisted 

of three service providers who work closely with the paediatric outreach services. The 

second focus group consisted of four health care workers including two paediatric trainees 

and two health care workers both of whom work closely with the paediatric outreach 

service.  The focus groups were approximately one hour in length. The individual interviews 

involved two CCH managers, one previous CCH Aboriginal Health Fellow and two Midwifery 

managers. Interviews lasted between 45 minutes and one hour. Four major themes 

emerged from the interviews: (i) the predominance of informal versus formal collaboration, 

(ii) effective relationships, (iii) the importance of cultural sensitivity, and (iv) leadership, 

management and funding.   

 

 Informal versus formal collaboration 
 
There was agreement that services working in the same place on the same days facilitated 

informal collaboration, communication and partnership.  Information was shared 

opportunistically and this was the predominant means of collaborating:   
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...a heck of a lot of collaboration and partnerships seemed to work terribly well if it’s the 
people on the ground forming them but from time to time the hierarchy and the 
administration will get in the way of that happening (manager).  
 
Service providers in the focus groups also noted that the Aboriginal mothers were 
comfortable with the informal setting:  
 
‘They know it’s a drop-in clinic. They won’t be turned away.’  
 
Having other services working in the La Perouse CHC on the same day made it easy for the 

paediatricians to refer families directly:  

 
‘Having this link with allied services really helps us make referrals, keep in contact, whereas 
in a big tertiary institute, these families would get lost.’  
 
While it was agreed that these informal methods were important and practical it was also 

agreed that some health care workers might be left out of the loop, particularly if they did 

not have access to the patient record or email relating to care planning:  

 
‘Maybe just people who are involved in care of the client should meet more often’.  
 
Some participants agreed that having an identified case manager and formal meetings 

would be useful in sharing information and planning the care of children and that the 

Aboriginal health education officer and the early childhood health nurse should attend 

those meetings. These ways of working have been shown to promote effective partnerships 

(43). Similarly Bachmann et al (2009) found using key workers to co-ordinate children’s care 

across multiple service providers was effective (44).  The case manager is an indispensable 

facilitator, bringing services together to meet the child’s needs in a timely manner (45, 46). 

For Aboriginal people, good service delivery includes integrated services that coordinate, 

share knowledge and refer clients between services, broadening access and ensuring the 

most appropriate service is available to the child (47).  In the words of one manager:  

 
‘...they’re [partnerships] often best without the structure but without the structure they 
become vulnerable.’   
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Effective Relationships 
 

For most participants, partnerships meant teamwork, collaboration to achieve common 

goals and cultivating equal relationships by ‘working alongside’ families or ‘facilitating the 

patient’s journey’. There was agreement that this way of working ‘cast a wider net’ and 

improved access to early intervention services. By working collaboratively, more children 

who would benefit from a range of services were identified, with better outcomes as a 

result. Health care workers felt supported by their colleagues and that they could improve 

their own skills and knowledge by working collaboratively.   

 

Partnerships with families were seen to be empowering to parents, flexible in nature and 

opportunistic in that needs could be identified and addressed as they arose.  Personal traits 

that supported partnerships included willingness, persistence, commitment to problem 

solving, a non-judgmental attitude and listening skills: 

 
....some people [naturally] seek to collaborate, form teams, network and develop 
understandings of others and their organizations and I also think it is probably innate, that 
some people are more problem focused and do want to just spent time bringing together 
whatever is needed to help a child and their family resolve the problem they are facing and I 
don’t think that all clinicians come with those innate skills (manager). 
 
Some participants commented that as working collaboratively requires time and 

commitment, opportunities might be missed. Furthermore, potentially dysfunctional team 

dynamics could mean there was: ‘more pain than gain’ in the end. There was some lack of 

clarity about the inter-professional relationships between services including the roles and 

responsibilities held by different health care workers. Questions arose in one of the focus 

groups about whether anyone was the designated ‘case manager’ of a child, what 

information needed to be shared with which workers and what should remain confidential.   

 
Most participants in the focus groups said that it was the person rather than the position 

that was important, particularly to Aboriginal families: 

 
‘I think it’s often the person they refer to, rather than the title. It’s not a specific clinic they’re 
going to, it’s the person that they connect with’ (service provider).   
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McBain-Rigg and Veitch (2011) found that for Aboriginal patients, the interpersonal 

relationship between themselves and their health care provider was of paramount 

importance. If trusting relationships are not formed then other efforts such as creating a 

culturally welcoming waiting room, were seen as tokenistic gestures (48): 

 
I don’t think families would actually follow any of your advice if they didn’t feel that you 
respected them and that it was a working together type of relationship and again, 
particularly in the Aboriginal community where I think there’s sensitivity around patronizing 
or.... unequal relationships.  I think it’s not easy working in an unequal type of partnership 
when you have expertise and somebody else doesn’t.  But there seems to be some sort of 
trust in it and it’s steadily improved over the years so I think I’m quite happy with that 
(manager). 
 
Cultural Sensitivity  
 
Partnerships with the community were described as adopting a culturally appropriate model 

which recognized a holistic approach to health and well being, allowed more time for 

consultations, more time for listening and more opportunity for follow up than would 

normally occur in the out-patient setting.  Consultation with the community occurred 

through established meetings with community representatives and through links with the 

Aboriginal health education officer:  

 
...and I think it’s probably more important with the Aboriginal communities than any others, 
because of that long standing lack of trust in terms of working in partnership with the 
community and I think our main strategy there has been to use Aboriginal Health Workers to 
link with the community but I do believe that Aboriginal outreach services without some 
community partnership are a non-starter (manager). 
 
Participants discussed additional strategies which helped ensure that staff worked in a 

sensitive, culturally acceptable and collaborative way with families and the community. 

These included a comprehensive orientation period which provided a range of information 

about the way the team ‘does business’, consistent supervision, support, modeling and 

mentoring.  One manager described the importance of culturally sensitive consultation with 

the community in ensuring the acceptance of the service:  

 
I think the consultation would be somewhat meaningless unless people [families] felt at least 
respected if not empowered by the process and similarly for communities, people wouldn’t 
come to the centre unless as a community they felt a sense of trust, they felt you understood 
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them and they felt that you weren’t blaming them for the kinds of issues that they were 
bringing to you as a community (manager). 
 
 Several participants raised the issue of working in a small, Aboriginal community and the 

importance of trust and confidentiality:  

 
‘Sometimes working with a small number of people, you hear back that you’ve been 
indiscreet and you kind of wonder how that happened but you have been’ (service provider).   
 
‘Young Aboriginal girls....they just need to trust you. They don’t like to have too many 
questions. Sometimes even getting them in the door’s a major achievement’ (service 
provider).  
 
One manager reflected on her own developing cultural sensitivity:   
 
I think we’ve grown a bit more sensitive and I try and teach the registrars about being very 
careful not to say there’s something wrong with your child ...people are very sensitive about 
a diagnoses of even ‘language delay’ and people would rather not have a label in my 
experience of that particular community, which is very different to the other communities 
who actually really like labels sometimes (manager).  
 
Leadership, Management and Funding 
 
Leadership was identified by many participants as being important in consolidating these 

values or the ‘culture of the department’.  Leadership was defined by these interviewees as 

having not only the responsibility and the vision but also the authority and the resources to 

implement this vision in both short and long term plans.  Support from higher authorities of 

managers and leaders was felt to be an enabling factor in the collaboration between 

services:  

 
‘I’m thinking of some of the conflicts we’ve had along the way and I really think ...if we had a 
decent service director then a lot of that would never have happened’ (manager).  
 
Another added: 
 
‘...we’ve had some workers not working as effectively as they could because others have sort 
of stymied their initiatives and stuff like that which if the service has good leadership I don’t 
believe that would happen’  (manager).  
 
The value of this leadership characteristic is supported by Harris’ three factors which 

influence the capacity of organizations to work together: the availability of organizational 

support, resources and skilful people (49). Several participants noted that partnerships are 
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very political and that problems between managers impact negatively on grassroots staff 

who can feel like the ‘meat in the sandwich’. Different approaches or models of care, 

combined with fragmentation of services could make working together more difficult and 

could lead to competition with territorial and unprofessional behaviour:  

 

Yes, yes very territorial and it’s really only ignorance because it’s possible to work together 
and the world not end. You know all of these things can just enhance and make the end 
result of better outcomes for mothers and babies come sooner rather later (service provider).  
 
Funding arrangements that were short term, irregular, confusing, difficult and time 

consuming to secure, were perceived as a barrier to ongoing collaboration with other 

services and the community. Management structures that were cumbersome, with too 

many levels, too many managers and not enough clarity and support from the highest level 

down, were thought to contribute to less effective working relationships between services, 

power imbalances and vulnerability. These experiences were also expressed by Lewis (2004) 

who noted that service coordination and collaboration requires time, commitment and 

transparent problem solving. Partnerships that have been handed down and funded by 

government are prone to internal management challenges and external pressure to meet 

short term goals (50): 

 
I do think that sometimes management just aren’t on the same page as the workers....Not 
saying that in a nasty way but sometimes they’re not even on the same page to each other. 
So that reflects on us a bit you know (service provider). 
 
 While managers described formal meetings between relevant services as a way of forging 

partnerships between services, there was a general feeling that meetings took up a lot of 

time and were often fraught with conflicting agendas, a lack of shared vision and long term 

objectives and inadequate leadership from the highest level:   

 
‘So, its structure, leadership, money and time. That’s all you need...[laughs]’ (manager).  
 
 
Discussion  
 
The data collected from the CCH database indicated that CCH’s relationship with the 

community and with families was flexible as many children were able to see a paediatrician 
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without a referral or through family/carer referrals. Most referrals made from the service 

were for ‘other health services’, GPs and ‘medical/surgical’ services with a small proportion 

made to support services.  Many of the referrals were made to ENT specialists, audiologist 

and speech therapist which suggest that the links with those services are robust. There is 

potential to explore the need to further develop partnerships with services both within and 

outside of health that may provide support services to children and families such as respite, 

home care or play groups.  

 

The semi-structured interviews and focus groups provided information that confirms that 

working in partnerships is important to the majority of staff working in and with the 

paediatric outreach services at La Perouse CHC and that collaborative ways of working were 

agreed to be beneficial to families and communities and health care workers. More time 

and greater flexibility is given to families than would otherwise be the case in the more 

usual hospital outpatient setting. Staff are motivated to collaborate with other services with 

the aim of improving health outcomes for families and are interested in further developing 

their relationship with the Aboriginal community at La Perouse through cultural awareness 

training and involvement in community events. There is a flexible, non-judgmental 

workplace culture with leadership that guides staff in collaborative approaches.  

 

Recommendations 
 
A set of recommendations were developed from the findings of the focus groups and 

interviews and from the feedback generated from participants as the preliminary findings 

were disseminated. These recommendations are outlined below. 

 
1. Implement formal communication such as case reviews or case conferences 
 
In the interviews and focus groups there was much agreement that services working in the 

same place on the same days facilitated collaboration, communication and partnership. 

Most of the interviewees also agreed that their way of working with other services was 

largely informal. While these methods are important and practical, they may not be efficient 

and reliable as some health care workers will be left out of the informal loop. With formal 

clinical communication, such as case reviews or case conferences, all those involved in the 
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care of the child will have access to relevant information through multidisciplinary team 

meetings. Opportunity for sharing information, solving complex problems, clarifying roles 

and responsibilities and for professional support and development exists in such formal 

meetings. This may also compensate for the lack of a shared database. 

2.  Mapping of the services with roles and lines of responsibility 

 
There were some questions raised about whom, if anyone was the ‘case manager’ of a child, 

what information needed to be shared and what should remain confidential. There was also 

some uncertainty about which health care workers sat in which departments and who their 

actual supervisor was. Mapping of the services with roles and lines of responsibilities would 

be helpful for all staff to understand the position of others within their professional 

networks. Having regular interdisciplinary clinical meetings can also help team members 

understand the roles of others, their abilities, contributions and skills. Mapping can clarify 

the management structure and may highlight areas where mutual benefits can be 

formalized.  

 
3. Orientation of all staff to the Aboriginal Medical Service Redfern and other relevant 
sectors  
 
The turnover of junior paediatric staff (Fellow and registrars) in the paediatric clinic was 

mentioned on several occasions but was not generally seen as a barrier. There could be 

hidden benefits as new staff can bring a fresh perspective and new approaches while those 

paediatric trainees who have benefited from the work experience in La Perouse can go on to 

influence more mainstream health services with their knowledge and skills. While new staff 

are provided with orientation and are well supported by their supervisors, there could be 

additional valuable opportunities in introducing new staff to the AMS Redfern and other 

relevant sectors where collaboration would be mutually beneficial. The AMS Redfern is an 

Aboriginal Community Controlled Health Service and there is potential opportunity for the 

paediatric trainees to learn about their collaborative processes. Developing this relationship 

would also provide greater cultural awareness, which was something some of the 

interviewees would have liked do.  
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4. Ensure that key positions of the AHEO and the CFHN are maintained and well supported 
 
The roles of the AHEO and the CFHN emerged as vital links for the paediatric services; the 

AHEO with the community and the CFHN with the Malabar Midwives services.  As the 

services evolve, with potential to expand, those two key roles may experience greater stress 

with more demands and increased commitments. It would be advisable to ensure that these 

key positions are maintained and well supported. A possible strategy would be to develop a 

mechanism for documenting their workload and the unique contribution they make to the 

paediatric outreach services. 

 
5. Invest in developing stronger partnerships with other relevant services including CAFE 
and schools 
 
Since the paediatric outreach service opened, 66% of children attended through informal 

channels (no referral or referred by family or carer). This is consistent with the qualitative 

results from the interviews with stakeholders and suggests an acceptance of and response 

to community needs by removal of barriers that may be in place when required to obtain 

referrals through formal channels. However, it is interesting to see that there were few 

referrals from services that would be expected to be more significant partners such as 

Gujaga (n=6), Malabar Community Midwifery Link Service  (n=5) and Redfern Aboriginal 

Medical Service  (n=3), CAFE (n=1) and schools (n=1).  GPs referred only 10 children. It was 

not possible to tell how many different GPs made those referrals.  CCH may wish to increase 

the number of referrals received from these relevant partners by increasing awareness of 

their service and of the benefits for Aboriginal children and their families.    

 
6. Increased attention paid to documentation 
 
 The number of charts in the audit was small (n=28). However, in those that were assessed, 

there was little evidence of collaborative case management of clients. There may  have been 

more work done that was not documented including phone calls and informal sharing of 

information used in planning care. This would seem likely when looking at the qualitative 

data where participants described their partnerships as largely informal.  More attention 

needs to be paid to documentation of partnerships, collaboration and the outcomes. This is 
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important not only for medico-legal reasons but to ensure the history of care planned for 

children and families and the outcomes, are available to other health professionals.  

 

Limitations 
 
There were some limitations in the availability of data and it was not possible to link data in 

ways that could show age/gender/diagnosis and year of presentation. This would have 

provided an opportunity for further analysis over time. There may have been omissions in 

the documentation in the children’s charts with more collaboration taking place than was 

documented. Interviewing parents and carers of children who attended the paediatric 

outreach services would have added another important perspective to this report. We did 

not include this in our methods as many parents had recently participated in an evaluation 

conducted by the midwifery service. We felt that an additional request may burden the 

small La Perouse community. 

 

Conclusion 
 
Overall, the paediatric outreach services work well in partnership with families, the 

community and other services. A number of recommendations were made to further 

develop the capacity of the paediatric clinic to work in partnerships including establishing 

formal case review meetings, mapping of the current services, orientation of staff to 

relevant services and improved documentation in the patient records of the collaborative 

process undertaken. There is potential to strengthen the collaborative processes used in 

planning and implementing care for children.  There is further potential for reaching more 

children in the La Perouse area by informing or reminding a range of service providers about 

the clinic and the specialist paediatric services that are available locally to Aboriginal 

children.  
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Our work in Broken Hill focused on a public health screening program for blood lead 

levels in children aged less than five years. Working on this project in Broken Hill, where 

lead has been mined for many decades and poses an environment health risk for 

children, gave me an opportunity to further develop my research skills. I now had the 

opportunity to work with Maari Ma Health Aboriginal Corporation (an Aboriginal 

Community Controlled Health Service), with parents and carers of Aboriginal children, 

with an Aboriginal Community Working Party and with the government Child Health 

Services. Being new to the town and virtually unknown to the parents, the interviews 

presented me with some challenges. I had to find a way to make everyone feel 

comfortable in order for the interviews to be of sufficient depth and meaningful. Using 

a playgroup and preschool as a venue for informal interviews with parents was most 

helpful. I was able to chat to parents while playing with the children and participating in 

lunch and tidying up activities, taking notes and confirming their responses at regular 

intervals. It was still not easy to initiate the interviews but I embraced the challenge and 

parents and carers provided valuable insights. I think this was a significant event in 

developing my qualitative research skills as one must be flexible and able to function in 

a range of environments that are comfortable for the participants, if not for the 

researcher. I was able to draw on my previous experience working in La Perouse and at 

the Aboriginal Health and Medical Research Council in Sydney, where I had developed 

communication skills and respectful processes that are important when working with 

Aboriginal communities.  
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Abstract 

Background: The mining town of Broken Hill was built around one of the world’s largest 

silver-lead-zinc ore bodies. In 1991, a survey of pre-school aged children found lead was 

a significant public health issue and a major government funded Lead Management 

Program was established in 1994. The National Health and Medical Research Council 

recommends all Australians have a blood lead level below 10 µg/dl. Blood lead levels ≥ 

15 µg/dl are notifiable to NSW Health. Since 1998, in Broken Hill, there has been a 

decline in the attendance rates at screening services by all children aged 1-4 years. In 

2009, the attendance rate for Aboriginal children dropped below the general 

population rate of 37% to just 27%.   The aim of this investigation was to improve 

access to and the outcome of blood lead level screening for Aboriginal children in 

Broken Hill.  

Methods: The investigation took place in two phases. The first phase involved reviewing 

de-identified data from the Lead Management database for Aboriginal and non-

Aboriginal children from 2000-2010. Rates of annual screening attendance were 

calculated.  Attendance rates for follow-up visits by children whose blood lead level 

were ≥ 15 µg/dl (notifiable to NSW Health) from 2004-2010 were also calculated.  

The second phase of the investigation involved qualitative methods. In-depth, semi 

structured interviews and focus groups were conducted to gain a better understanding 

of community, service provider and public health staff perceptions of the health risks of 

lead for children, reasons for the downward trend in attendance at screening programs 

and what could be done to improve those rates. 

Results: For Aboriginal children aged 1-4 years, attendance rates at blood lead 

screening services increased steadily from 55% in 2000 to 80% in 2004. From 2005 

attendance rates declined, reaching just 27% in 2009. The screening rate increased in 

2010 to 39%. In 2004, 79% of Aboriginal children attended follow-up testing, compared 

to just 55% of non-Aboriginal children. Since 2004, follow-up rates of all children aged 

1-4 years whose blood lead levels were ≥ 15 ug/dl have also declined.  

Barriers to screening included; a reduced focus on lead as a health issue, fewer 

resources for health promotion initiatives, families face competing health and non-
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health priorities and that as there is little assistance that can be offered to families with 

children with high blood lead levels, there is no real reason to attend screening services. 

Enabling factors including; using the ‘finger prick’ method, linking lead screening with 

immunisation and child development checks, having the service offered at Maari Ma, 

using special screening days at Maari Ma, using culturally appropriate health promotion 

strategies and using television and radio to deliver messages to the community. Having 

an Aboriginal health worker employed by Child and Family was also seen as an 

important enabler in supporting and encouraging Aboriginal families to engage with the 

lead screening services. Recommendations were developed from the findings of this 

investigation.  

Conclusion: The findings of this investigation are encouraging. While attendance and 

follow-up rates have declined in recent years, there have been periods of very high 

attendance rates by Aboriginal children despite reductions in lead program funding. 

Interviews and focus groups confirmed a commitment by community members, staff 

and managers of child health services in Broken Hill to reduce blood lead levels. These 

findings can be used to inform the 2011 Strategic plan which is currently being revised. 

It is important to focus on the needs of Aboriginal children, families and communities, 

to support new workforce directions and to work collaboratively, in existing or new 

partnerships, to share information and develop health promotion strategies which are 

appropriate and acceptable to the community.  
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Overview of the Study 

Background 

The mining town of Broken Hill was built around one of the world’s largest silver-lead-

zinc ore bodies. The town has a population of 19,362 residents including 959 children 

aged 1-4 years, 144 (6.7%) of whom identified as Indigenous (1). In 1991, a survey of 

pre-school aged children found lead was a significant public health issue (2) and a major 

government funded Lead Management Program was established in 1994 to reduce 

blood lead levels in children.  The program ran as a ‘stand alone’ service with dedicated 

resources until 2001, after which the health service began the process of integrating the 

program into existing child health services with dedicated funding coming to an end by 

the end of 2006. The program was implemented in three phases and included 

monitoring of blood lead levels in children aged 1-4 years of age (Table one). 

The National Health and Medical Research Council recommends all Australians have a 

blood lead level below 10 µg/dl (3). Forty percent of Aboriginal children aged 1-4 years 

screened in 2010 had a blood lead level ≥ 10 µg/dl while only 8% of non-Aboriginal 

children were above that recommended level (4). In 2010, 20% of Aboriginal children in 

that age group had a notifiable blood lead level of 15 µg/dl or higher, compared to just 

1% of non-Aboriginal children (4).  Aboriginal people continue to experience relative 

socio-economic disadvantage which places them at greater risk of exposure to 

behavioural and environmental health risk factors (5). This has implications for the 

planning and provision of services for Aboriginal people now and in the future.  

Since 1998, there has been a general decline in the attendance rates at screening 

services by all children aged 1-4 years with an attendance rate of just 40% in 2010. 

However, the pattern of attendance rates for Aboriginal children has differed with 85% 

of children aged 1-4 years screened in 2004, after which rates declined. In 2009, the 

attendance rate for Aboriginal children dropped below the general population rate of 

37% to just 27% (4).   
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Table one History of the Broken Hill Lead Management Program 1994-2006 

Lead Management Program 1994-2006  

 

Short Term Strategy (1994-
1996) 

Identifying the sources and pathways of lead 
ingestion 

Conducting a major door knock campaign to 
encourage blood lead testing 

Implementing home remediation 

Conducting a randomized control trial to test the 
effectiveness of the home remediation 

Long Term Strategy (1996-
2001) 

Adopting a public health approach  

Focus on raising community awareness 

Integration Strategy (2001-
2006) 

Integration of services into existing health and other 
non-health infrastructures 

Emphasis shifted from very high to moderate blood 
lead levels 

Investment reduced, health promotion declined 

Funding for integration ended in 2006 

 

Blood lead screening services were integrated into the Child and Family Health Services 

in Broken Hill between 2001 and 2006. The blood lead screening team was reduced in 

numbers and the service, now known as the Lead Health Program, is currently operated 

by two nurses, who each work part time. There is some input from a health promotion 

officer who works across the Child and Family team. In 2008, venous sampling was 

replaced by the capillary method, often referred to as the ‘finger-prick’. Currently the 

program offers testing to children aged less than five years by appointment two days 

per week and opportunistically when the nurses are available. The program follows a 

testing schedule according to the blood lead level (Appendix D). Venous sampling is 

recommended to confirm high blood lead levels and case management is offered. This 
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includes home assessments, soil sampling, education regarding strategies to reduce the 

risk of lead ingestion and follow-up to monitor blood lead levels. The program is holistic 

and referrals are made to other relevant health services.  Children with very high blood 

lead levels are referred to their general practitioner (GP). The nurses also engage in 

some community awareness raising at preschools and other venues. The Lead Health 

Program offers services to all children less than five years and has conducted targeted 

screening services at Maari Ma to promote screening for Aboriginal children.  

In 2010, Maari Ma acquired the equipment and training necessary to offer blood lead 

screening through capillary testing. Services are offered by appointment at a weekly 

clinic or opportunistically when qualified staff are available. The nurses from Child and 

Family assisted staff at Maari Ma by providing training and monitoring in the initial 

stages. At the time of this study, the staff at Maari Ma did not have the capacity to 

provide all aspects of case management for children with high blood lead levels. 

Aboriginal children with elevated levels are referred to Child and Family for case 

management and follow-up, as described previously.  

The Lead Management database is maintained by the Lead Health Program nurses at 

Child and Family. Information entered into the database for all children who have ever 

had a lead test includes name, date of birth, gender, Aboriginal status, address, test 

collection date and results. Reminder letters are generated and sent to parents when 

their child is due for their next blood lead test. Annual reports are produced by the 

senior epidemiologist at the public health unit and are publically available. 

A review of blood lead screening in Broken Hill pre-school aged children was 

undertaken in 2007-08 (6) and four of its five  recommendations have been 

implemented; goals and targets for screening were set, a strategic approach was taken 

to improve service performance, a steering group was established to provide leadership 

for the Lead Health Program and health services participate in a high level inter-agency 

forum led by the  Broken Hill City Council to develop and implement a coordinated plan 

to manage  lead health issues. The fifth recommendation for allocated funding for 

health promotion activities and staff training and development has not been fully 

adopted.  In follow-up to this review, the Broken Hill Lead Health Program Strategic 
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Plan 2011 was undertaken by Greater Western Area Health Service (GWAHS) and is 

currently in draft version. The Strategic Plan 2011 will be informed by the Lead 

Management database, consumer feedback and by the findings of this investigation.  

There are partnership arrangements currently in place in GWAHS (in transition to the 

Far West Local Health District), which describe the commitments to collaborative work 

practices between services. One is the Centre for Remote Health Research, a formal 

collaboration between key stakeholders whose objective is to provide leadership and 

sustainability in health services in far west NSW. GWAHS, Maari Ma and Broken Hill 

University Department of Rural Health (University of Sydney) are members. The 

principles of partnerships, service co-ordination, integrated service planning, workforce 

development, flexible funding, research and innovative service models have been 

adopted and members agree to work collaboratively.  In addition to this collaboration is 

the commitment to Aboriginal health by the Far West Local Health District. Priorities 

include improving access to health services and increasing the effectiveness of health 

promotion. Strategies identified include developing effective partnerships, improving 

cultural awareness and supporting the development of the Aboriginal workforce (7).  

Previous studies have explored the factors associated with attendance rates at blood 

lead screening programs in Australia.  A review of the literature has described these 

factors (8) (Table two).  
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 Table two Factors associated with attendance at blood lead screening programs in 
Australia 

 

Factors Associated with Attendance at Blood Lead Screening Programs 

Lower Attendance Perceptions of not being at risk 

Having previous low blood lead test results 

Feeling there is nothing that can be done 

Fear about the test and the result 

Previous negative experiences 

Cultural barriers 

Stigma 

Access barriers to services 

Time constraints 

Forgetting the test was due 

Other priorities 

Higher Attendance Targeted outreach 

Intensive screening during short periods 

Personal invitations to screening with 
appointment times 

Encouraging attitudes of service providers 

Having had a previous blood lead test 

 

Aim 

The aim of this investigation was to improve access to, and the outcome of, blood lead 

level screening for Aboriginal children in Broken Hill. 

Information obtained through the investigation will be used to strengthen existing 

services and develop more effective strategies to engage with, and to ensure blood lead 

screening is accessible and acceptable to, Aboriginal families.   
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Methods 

The investigation took place in two phases. The first phase involved reviewing de-

identified data from the Lead Management database from 2000-2010. Records for all 

children aged 1-4 years of age were extracted. Duplicates and those with missing values 

were excluded. Rates of annual screening attendance for both groups were calculated, 

where children were recorded as having attended blood lead screening at least once in 

a calendar year.  Australian Bureau of Statistics census data for 2001 and 2006 were 

used to calculate population rates according to Aboriginal and non-Aboriginal status (1).  

Attendance rates for follow-up visits by children whose blood lead level were ≥ 15 µg/dl 

(notifiable to NSW Health) from 2004-2010 were also calculated. Attendance at follow-

up appointments was measured against the protocol outlined in the Lead Health 

Program Testing Schedule and Interventions (Appendix D). Children were grouped 

according to whether or not their follow-up visits were in accord with 

recommendations in the protocol. Comparisons are shown between Aboriginal and 

non-Aboriginal children and are expressed as rates. Analysis was conducted using 

Microsoft Office Excel 2007.  

The second phase of the study involved qualitative methods to allow an open and 

flexible approach that would permit us to explore emerging themes (9). In-depth, semi-

structured interviews and focus groups were used to gain a better understanding of 

community perceptions of the health risks of lead for children, why there might be a 

downward trend in attendance at screening programs and what could be done to 

improve attendance rates. Selected participants with a range of relevant experience, 

skills and knowledge were invited to interviews and focus groups to allow a wide range 

of relevant concepts to emerge.  Community members, who were parents/carers of 

young children, were invited to be interviewed informally at an Aboriginal preschool 

and an Aboriginal playgroup. Interviews were conducted using an informal approach, 

while participating in the functions of the centre (playing with children, helping with 

morning tea, etc). Service providers and public health staff were invited to join focus 

groups to facilitate discussion, exchange of ideas and depth of reflection on their 

professional practice. Service managers were invited to individual interviews in order to 

explore planning and management strategies. Interviews and focus groups were 
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conducted with informed consent at locations and times convenient to participants. 

Confidentiality and privacy was ensured for all participants.  Interviews were recorded 

(with the exception of community members where notes were taken), transcribed, 

analysed manually and grouped according to themes by S Thomas and verified by the 

report’s co-authors.  

Ethics approval was sought and obtained from the Greater Western Area Health Service 

Human Research Ethics Committee (HREC /11/GWAHS/4) and from the Aboriginal 

Health and Medical Research Council of NSW (AHMRC, 771/11).  

Results/Findings 

Trends in Screening Rates 

The number and rates of children in Broken Hill aged 1-4 years attending blood lead 

screening is shown in Table three. The number of Aboriginal children in that age group 

increased between the 2001 and 2006 censuses from 137 to 144 while the number of 

non-Aboriginal children decreased from 941 to 826. For Aboriginal children aged 1-4 

years, attendance rates at blood lead screening services increased steadily from 55% in 

2000 to 80% in 2004. From 2005 they experienced a general decline and reached a low 

of 27% in 2009. The screening rate increased in 2010 to 39%. For non-Aboriginal 

children attendance rates also declined from 55% in 2000 to 35% in 2008. Rates 

increased to 38% in 2009 and 41% in 2010.  There was a difference of 11 percentage 

points in screening rates in 2009 between Aboriginal and non-Aboriginal children (p < 

0.05). Between 2000 and 2005 screening rates steadily increased for Aboriginal children 

while rates for non-Aboriginal children experienced a general decline (Figure one).  
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Table three Number and rate of Aboriginal and non-Aboriginal children aged 1-4 years 
screened at least once for blood lead levels in Broken Hill 2000-2010* 

Year Aboriginal 
children 

Aboriginal 
population 

Percent 
screened 

Non-
Aboriginal 
children 

Non-
Aboriginal 
population 

Percent 
screened 

 n n  % n n  % 

2000 75 137 55 516 941 55 

2001 85 137 62 490 941 52 

2002 96 137 70 465 941 49 

2003 98 137 72 367 941 39 

2004 110 137 80 393 941 42 

2005 97 137 71 407 941 43 

2006 71 144 49 346 826 42 

2007 80 144 56 353 826 43 

2008 56 144 39 292 826 35 

2009 39 144 27 317 826 38 

2010 56 144 39 339 826 41 

Lead Management database 

*2001 and 2006 ABS census data for Indigenous and non-Indigenous population used 
with the number non-identified added to non-Indigenous population 
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Figure One 

 

Lead Management database 

 

Trends in Follow-up Attendance 

 Since 2004, follow-up rates of children aged 1-4 years whose blood lead levels were ≥ 

15 µg/dl have declined. Seventy nine percent of Aboriginal children attended follow-up 

testing in 2004, compared to just 55% of non-Aboriginal children. From 2005, follow-up 

rates were similar for Aboriginal and non-Aboriginal children, with an exception in 2009 

when only 29% of Aboriginal children returned for follow-up compared to 47% of non-

Aboriginal children.  In 2010, follow-up rates were the same for Aboriginal and non-

Aboriginal children (33%) (Figure two). Only two Aboriginal children attended follow-up 

screening in 2009 and just three non-Aboriginal children in 2010 (Table four).   

 

 

 

 

 

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

ra
te

 

year 

Rate of children aged 1-4 years screened for blood lead levels in 
Broken Hill 2000-2010 

Aboriginal

non-Aboriginal



Chapter Four: Review of Blood Lead Screening for Aboriginal Children in Broken Hill-‘Aboriginal 
Health in Aboriginal Hands, Nothing Works Better’ 
 

81 
 

Table four  Number and rate of attendance at follow-up appointments by children 
with blood lead levels ≥ 15 µg/dl, aged 1-4 years in Broken Hill 2004- 2010* 

  
Aboriginal children   Non-Aboriginal children 

year 

Lead level  

≥ 15 µg/dl 

n 

Attended 
follow-up 

 n 

Attended 
follow-
up 

 % 

Lead 
level ≥ 15 
µg/dl n 

Attended 
follow-up  

n 

Attended 
follow-
up 

% 

2004 33 26 79 29 16 55 

2005 22 11 50 28 13 46 

2006 20 8 40 31 15 48 

2007 19 9 47 24 9 38 

2008 12 5 42 14 6 43 

2009 7 2 29 15 7 47 

2010 12 4 33 9 3 33 

Lead Management database 
* 2010 data are incomplete as some of the children with high blood lead levels were 
not due to be followed up until 2011 
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Figure Two 

 

Lead Management database 
* 2010 data are incomplete as some of the children with high blood lead levels were 
not due to be followed up until 2011  
 

Findings from Interviews and Focus Groups 

Interviews and focus groups were conducted with community members, service 

providers and public health staff over an eight week period in 2011.  Thirteen 

community members were interviewed over a four day period including two days at the 

Healthy Start Playgroups run by Maari Ma and two days at Alma Bugdlie preschool. At 

Child and Family, one focus group with four service providers and one individual 

interview with the manager took place. At Maari Ma, one focus group with four service 

providers and two individual interviews with managers took place. One focus group 

with three public health staff took place at the University Department of Rural Health.  

Focus groups lasted approximately one hour while individual interviews with service 

providers lasted 30-45 minutes. Interviews with community members lasted between 

10-15 minutes each. The findings were grouped according to barriers, enablers and 

suggestions to improve screening rates (Table five).  
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Table five Summary of findings from  interviews and focus groups 

Barriers Enablers Suggestions 

Community Members   

Lack of promotion in the  community  

There is no help for families affected 

There are many other priorities 

Too distressing for children 

Process of proving Aboriginality 

Concerns about confidentiality  

Having special screening days 

Having lead screening service at 
Maari Ma 

Using the ‘finger prick’ method 

Providing help with transport 

Offering home remediation 

Raise community awareness 

Put pamphlets in prominent places, like the 
plaza 

Bring back ‘Lead Ted’ 

Use reminder letters and sms 

Go back to special screening days 

 

Service Providers   

Service capacity  

Affected by lack of funding 

Staff turnover  

Not having an appropriate physical space to conduct 
tests 

Community perceptions 

Service capacity 

Having the right people with the 
right training 

Having a paediatrician 

Having an Aboriginal health worker 
at Child and Family in 2004-05 

More funds to raise the lead profile 

Re-engage with the community 

Return to special days with incentives 

Use TV, radio, magazine 

Continue to increase service capacity 

Complete expansion with new building at Maari 
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Lead is not an important issue anymore 

There are other more important priorities 

Some families feel they know how to live safely with lead 

There is no help available 

There is lack of awareness of the health risks and of the 
‘finger prick’ method 

Some families may feel fear and lack of trust of 
government services 

Socio-economic barriers  

Some families cannot afford to implement changes 
recommended by health services  

Families may move and be hard to locate  

There may be many other children making it hard to 
organize appointments 

Inter-organizational 

Lack of effective communication between services 

Lead management database is not used effectively 

Lack of effective representation on existing committees 

Less staff turnover 

Service Model 

Culturally acceptable model at Maari 
Ma 

Flexible screening times 

Sending out reminders 

Face to face communication 

Being proactive with home visits 

Culturally appropriate flyers and 
brochures 

Other successful strategies 

Linking with immunisation, ANC and 
healthy development checks 

Utilizing partnerships with Mission 
Australia 

Using the ‘finger prick’ method 

Having special, targeted screening 
days 

Ma 

Develop an Indigenous lead program 

Train Early Childhood Health Nurses to do the 
tests 

Other 

Better access to and use of the lead 
management database  

More clinical representation on existing 
committees, not only executive 

Involve other organizations such as Housing and 
Education 

More resources to help families take up 
recommendations 
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Public Health Staff   

Decline in the promotion of the service 

Community perceptions 

Less need as lead levels were reducing 

No assistance for families 

Venous testing was traumatic 

Service capacity 

Screening times may be inconvenient 

Transport difficulties 

Special lead screening days were not regular 

Other 

As lead is specific to Broken Hill, there may be less focus 
on it in the wider health services 

Special screening days at Maari Ma 

Using the ‘finger prick’ method 

Promoting lead as a health risk in 
the community 

Re-engage with families using multifaceted 
strategies 

Consult with the Aboriginal Community for 
appropriate content and  format 

Letters, sms, radio, TV, print media, talks at 
kindergarten/preschools 

Bring back ‘Lead Ted’ 

Attend the Community Working Party more 
often 

Strengthen links with Housing, Water and other 
services 

Consider high intensity, specific programs run 
periodically in addition to or in place of regular 
and opportunistic screening 

Provide more frequent feedback from the Lead 
Management database to monitor what is 
working well and what is not 

Attend steering committee meetings regularly  
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There was general agreement amongst community members that although lead was an 

important health issue, health risks and the importance of screening were not well 

promoted. Many participants remembered that there were risks related to learning and 

intellectual development but had forgotten the details. Some had forgotten the health 

messages about ways to reduce the risk of lead ingestion. Many participants wanted to see 

the messages promoted in the community. Most spoke fondly of the lead mascot ‘Lead Ted’ 

and wanted to see a return of the lead specific days held at Maari Ma.  

Service providers described barriers to lead screening. Some of those barriers were related 

to service capacity and funding for key positions;  

‘There was an Aboriginal health worker that worked with our program. That was a fantastic 

way to identify and communicate the lead problem with the Aboriginal community. 

Unfortunately that position no longer exists’ (focus group).  

Most agreed that community perceptions were a significant factor;  

‘People don’t see lead as a health issue anymore because we’re not telling them it’s a health 

issue’ (focus group).  ‘Lead testing hasn’t been advertised in Broken Hill for a long time. The 

whole service just faded into the dust bowl’ (focus group).  

There was wide agreement that socio-economic barriers needed to be acknowledged and 

were key factors contributing to the decline in attendance at screening services, with many 

families unable to take up recommendations made by health services regarding home 

remediation;  

‘…..[families with limited resources are] living in rental houses, landlords are not going to 

plant lawn, they’re not going to clean the ceilings out, they’re not going to help them so 

there is a ...this is the best I can do...I can keep my kids hands clean, I can keep my house 

clean, but when you’re living in a house and the dust is coming through the roof, the dust 

storms are coming through the house, how do you do it?’ (focus group).  

 Service providers also discussed gaps in communication between health services including 

no formal meetings to share information or discuss issues related to declining attendance 

rates and strategies. Some service providers were not aware of information available from 
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the Lead Management database. Services did not share case management of Aboriginal 

children with high lead levels or do joint home visits, which was raised as a significant issue 

for Aboriginal families who may feel judged;  

‘It is so important that the services are provided from a place that they feel comfortable 

going to….We need to run an Indigenous lead program here because some of the problems 

are very unique to the people here’ (focus group).  

Factors associated with increased screening rates included service capacity;  

‘One of the best things we did was organise the intake of 11 trainee health workers for the 

certificate 4.  So the engagement of people around the community has been far, far greater. 

And the workforce is very mobile; they’re very community based as well’ (focus group). 

 Another key factor was providing the lead screening service within a service model that was 

culturally acceptable to the Aboriginal community; 

‘The first people they see are Aboriginal people, the next line of people they see are 

Aboriginal people and so, Aboriginal Health in Aboriginal Hands, there’s nothing works 

better, nothing works better’ ( service manager).  

Verbal information with face to face communication and culturally appropriate resource 

materials were listed as enablers within the culturally appropriate service model; 

‘Well the face to face contact is the main form of contact you have with Indigenous people’ 

(focus group). 

There was wide agreement amongst service providers that linking screening 

opportunistically with other services such as immunisation, child development checks and 

antenatal care was proving to be successful in increasing attendance, although this strategy 

is in its early days. Service providers agreed that more funding, even if not to health directly, 

would be helpful in re-engaging with the community in a variety of ways including specific 

lead screening days and getting the messages back out to families as well as assisting 

families who were limited by socio-economic barriers.  
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Public health staff agreed about barriers and enablers to lead screening. Key messages that 

emerged regarding strategies to improve attendance rates included re-engaging with the 

community and families to increase their confidence that if there was a problem, something 

could be done. Consulting the Community Working Party was seen as one way to do this. 

Using a multi-faceted approach was seen as essential and other strategies included 

strengthening links with Housing NSW, Essential Water and other services. Changes to the 

Lead Management Group were also suggested and included re-vitalising membership and 

producing quarterly reports from the Lead Management database, which could be used to 

monitor attendance rates more frequently than the current annual report and allow a more 

rapid response.  

Discussion/Implications 

While this investigation has shown a decline in lead screening attendance rates in non-

Aboriginal children from 2000-2010 and in follow-up rates from 2004-2010, the trends have 

differed for Aboriginal children. The steady increase in the rate of screening from 2000-2004 

occurred during the long term and integration strategy of the Lead Management Program 

when investment in lead management was declining and lead screening was integrated into 

existing health services. The follow-up rate for Aboriginal children was much higher than for 

non-Aboriginal children in 2004 after which it declined rapidly. 

 Factors that  explain the high attendance rates may include the ‘special days’ for lead 

screening that were taking place at Maari Ma . These ‘special days’  were promoted as 

family days, with a BBQ, face painting and other incentives, such as, toys for the children.  In 

2004, when the attendance rate was at its highest at 80%, an Aboriginal health worker was 

employed by Child and Family whose role included identifying Aboriginal children who were 

due for a blood lead test and encouraging/assisting families to bring those children in to the 

centre. These two strategies have been successful in increasing the attendance rates for 

testing and for follow-up as more children were identified and families were encouraged 

and supported by the Aboriginal health worker.  After 2004, the position of Aboriginal 

health worker was no longer funded and attendance rates declined in general screening and 

follow-up. The rates of testing and follow-up were at an all-time low in 2009 when Maari Ma 

experienced a decline in workforce capacity and there were no targeted, special lead 
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screening days at the service. The low rates of follow-up show that even children with high 

blood lead levels were not engaging with the services’ case management which included 

education, home visiting soil sampling and further monitoring of blood lead levels.  Rates in 

attendance and follow-up for Aboriginal children have increased in 2010, since Maari Ma 

has begun offering ‘finger prick’ testing. This suggests that using a culturally appropriate 

service model, combined with other strategies, will be successful in improving blood lead 

screening rates for Aboriginal children, although it is too early to say if the upward trend will 

be sustained.  

Findings from the interviews and focus groups have shown both similarities and differences 

in the perceptions of barriers, enablers and suggestions to increase the lead screening rates. 

Regarding barriers, most participants agreed that as there is less focus on lead as a health 

issue, there are less resources for health promotion initiatives, families face competing 

health and non-health priorities and that as there is little assistance that can be offered to 

families with children with high blood lead levels, there is no real reason to attend screening 

services. 

 Health services agreed that lead is more than simply a health issue and that a concerted 

effort is needed to address the problem. Most agreed that there were enabling factors 

including using the ‘finger prick’ method, linking lead screening with immunisation and child 

development checks, having the service offered at Maari Ma, using special screening days at 

Maari Ma, using culturally appropriate health promotion strategies and using television and 

radio to deliver messages to the community. ‘Lead Ted’ was popular with everyone and was 

seen to symbolize the messages that lead is a significant health issue and that screening is 

important.  

The findings also revealed some significant differences in perceptions of the barriers and 

enablers between services. Maari Ma described logistical barriers related to the physical 

space currently available and the difficulty ensuring the correct environment to conduct the 

test (temperature, dust-free). These logistical barriers limited their ability to provide an 

efficient and streamlined lead screening service to families, although a new facility is being 

built which will address these barriers. Maari Ma also raised the concern that some 

Aboriginal families have felt judged by government health services, particularly if a home 
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visit is recommended and that this may be associated with fear of having their children 

removed. This fear was placed in an historical context from a time when Aboriginal children 

were forcibly taken from their parents. These families felt more comfortable in the presence 

of the Aboriginal health worker. Removing this position from Child and Family Health 

Services left some families with limited choices for lead screening for their children.  Maari 

Ma was experiencing limited capacity in terms of workforce and the infrastructure 

necessary to undertake quality blood lead testing and without the Aboriginal health worker 

at Child and Family, screening rates fell as Aboriginal families were left with few acceptable 

options. Better collaboration between health services in planning lead screening programs 

and advocating for the retention of the Aboriginal health worker position may have 

prevented the drop in participation and contributed to ensuring Aboriginal had the best 

start in their early years.  

Some community members mentioned that it could be difficult or inconvenient for some 

people to prove their Aboriginal status in order to access Maari Ma health services and that 

there was some concern about confidentiality as the community is small and patients may 

have a personal relationship with service providers which discouraged them from using the 

service. Access to an Aboriginal community controlled heath service is important and 

provides a culturally appropriate and safe environment for families however it is also 

important for people to have a choice of services.  

In relation to enablers, Maari Ma focused on issues related to service capacity such as 

having the right people in the right positions with the right training and issues related to 

their service model such as having a focus on face-to-face communication, home visiting to 

follow-up those who did not attend appointments and providing transport to assist families. 

Maari Ma also described a partnership with Mission Australia’s Brighter Futures which 

provided an opportunity to promote their lead screening service and also helped to address 

barriers related to socio-economic status.  

Child and Family services are encouraged by their recent success of SMS reminders and are 

developing a webpage as part of a larger child and family site, which will contain 

information about lead including the health risks and the things that parents can to do 

minimize those health risks.   
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Recommendations 

Recommendations were developed from the findings of this investigation and from 

discussions with key stakeholders involved in lead management services in Broken Hill, 

including the Lead Reference Group, the Lead Management Group and the Community 

Working Party.  

1. Invest in an ongoing social marketing campaign that increases community awareness of 

lead as a health issue and engages the Aboriginal community as partners in its management. 

Community members interviewed recalled some of the problems associated with lead but 

had forgotten the details including what could be done to minimize risk. Social marketing 

involves planning, implementing and evaluating programs where the aim is behaviour 

change of a target population. For programs to be successful, it is important to work 

collaboratively with the Aboriginal community at every stage of the campaign. Working with 

the Community Working Party is one way of engaging with the Aboriginal community.  

2. Increase participation in blood lead screening by young children by incorporating it as 

part of routine child assessment schedules offered at Maari Ma and Child and Family. 

This process is already underway at both Maari Ma and Child and Family and further 

incorporates lead screening into recognized public health programs including immunisation, 

healthy child development checks and antenatal care. Staff at both services are encouraged 

by the early success of this strategy which further integrates lead screening into existing 

child health services. There is further potential here for a wider range of health care workers 

to be trained in conducting the lead screening test using the ‘finger prick’ method, including 

early child health nurses and midwives.  

3. Establish joint planning, professional development and management processes for lead 

screening between Maari Ma Health Aboriginal Corporation and the Far West Local Health 

District, to ensure Aboriginal families have access to culturally appropriate lead health 

services, supported by a Memorandum of Agreement. 

Findings from the interviews and focus groups and discussion with stakeholders have shown 

that there is not consistent, formal collaboration between services at the regional level in 



Chapter Four: Review of Blood Lead Screening for Aboriginal Children in Broken Hill-‘Aboriginal 
Health in Aboriginal Hands, Nothing Works Better’ 
 

92 
 

the planning and delivery of lead screening services. While some processes are in place they 

are largely informal and would benefit from a well defined agreement. A Memorandum of 

Agreement would clearly state the roles and responsibilities of each service and would 

provide an agreed framework for service managers to work collaboratively in addressing 

common interests and achieving shared goals. Information from the Lead Management 

database can be used more effectively to monitor trends in a timely manner and plan 

strategically to address declines in attendance rates.  

4. Establish more formal links between blood lead screening at Maari Ma and case 

management services at Child and Family to ensure appropriate options are offered to all 

Aboriginal families.  

As services currently operate, Aboriginal children screened at Maari Ma with high blood lead 

levels are referred to Child and Family for ongoing case management. Case management 

may include confirmation by venous sampling, home visiting for risk assessment, education 

and further testing for monitoring of lead levels and even referral to hospital. It is important 

that Maari Ma participate in all aspects of case management through shared care planning 

and joint home visits. Establishing formal links between services through regular clinical 

meetings and agreed upon processes can ensure the exchange of relevant information. It 

would also provide a more culturally safe and acceptable environment for Aboriginal 

families whose children have elevated lead levels. This can lead to better outcomes for 

Aboriginal children including improved attendance for follow-up testing. 

5. Seek funding to support socio-economically disadvantaged families implement evidence 

based lead safe practices in response to a child’s elevated blood lead level. 

Socio-economic factors emerged as key factors in the downward trend in attendance at lead 

screening services. As many participants in interviews and focus groups observed, there was 

no practical help or support for families to make the recommended changes to their home 

environment. For those with limited income and/or living in rental accommodation this was 

a significant barrier to screening as some parents felt there was nothing that could be done 

to minimize the risk.  Supporting these families can improve their confidence in the lead 

screening services and encourage their re-engagement with this important public health 
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monitoring program. Funds can be sought through NSW Health or other government 

services including Housing NSW and through the non-government sector.  

6. Employ an Aboriginal Health Worker at Child and Family to assist in the provision of 

services to Aboriginal clients. 

Attendance rates for screening and follow-up were highest when Child and Family employed 

an Aboriginal health worker. After funding for this position ended, attendance rates fell 

significantly. Many participants in the interviews and focus groups agreed that this key 

position contributed considerably by supporting and encouraging Aboriginal families to 

participate in the screening services including follow-up and case management. As it is 

important for Aboriginal families to have a choice of services, it is recommended that the 

position of Aboriginal health worker be reinstated at Child and Family.  

Conclusion 

The findings of this investigation are encouraging. While attendance and follow-up rates 

have declined in recent years, there have been periods of very high attendance rates by 

Aboriginal children despite reductions in lead program funding. Interviews and focus groups 

have confirmed a commitment to lead as an important health issue by staff and managers 

of child health services in Broken Hill.  Aboriginal community members have expressed a 

desire to see lead health messages promoted again in the community.  These finding can be 

used to inform the 2011 Strategic plan which is currently being revised and aims to re-

engage with families to increase screening rates, access to case management and to 

reductions in the lead levels in all children. It is important to focus on the needs of 

Aboriginal children, families and communities, to support new workforce directions and to 

work collaboratively, in existing or new partnerships, to share information and develop 

health promotion strategies which are appropriate and acceptable to the Aboriginal 

community in Broken Hill.  
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This last chapter contains work done in my first placement in the PHOTP. This was a six 

month placement with the Public Health Real-time Emergency Department Surveillance 

System (PHREDSS) at the Centre for Research and Epidemiology at the NSW Ministry of 

Health.  I undertook a project which described the epidemiology of fall-related injury to 

which an ambulance was called, in Sydney in 2008. This topic was pre-determined by my 

workplace supervisors but the study was developed and undertaken primarily by me with 

some assistance from my supervisors, Mr David Muscatello and Ms Wei Zhang. They 

specifically assisted with the SAS programming and extraction of data from the NSW Health 

database. Dr Paul Middleton from the Ambulance Research Institute, Ambulance Service of 

NSW, assisted by providing information about ambulance reporting processes, feedback on 

the manuscript and in interpreting the results.  Mr Scott Deeth, Manager of Medical 

Dispatch Standards, Ambulance Service of NSW assisted with descriptions and clarifications 

of ambulance call processing. I would also like to acknowledge Mr Andrew McNamara, 

Object Craft Pty Ltd, for assistance in developing the ambulance surveillance database. 

This work has been published in the NSW Public Health Bulletin.  I include this work as a 

published paper, which is a requirement of this doctorate and of the PHOTP.  It is a work 

that used quantitative methods. I place it at the end of my age related chronology as 25% 

of fall-related injuries, requiring an ambulance, were experienced by women aged 80 years 

and over.  The chapter is presented as a Word version of the PDF.  

We did not apply for ethics approval for this study which contained only de-identified data.  
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Abstract: In NSW, fall-related injury costs the health system more than any other single 

cause of injury. A public health surveillance database containing information routinely 

recorded by the Ambulance Service of NSW was used to define the epidemiology and 

characteristics of fall-related calls in the Sydney metropolitan area in 2008. The dataset 

contained 37 488 fall-related calls, representing a crude rate of ambulance call-outs for 

falls of 843 per 100 000 population. Females accounted for 57% of all fall-related calls, and 

the female rate of injury to the ‘hip to foot’ region increased with age. Males in all age 

groups reported ‘head and neck’ injury most often. In an analysis of a random sample of 

1200 calls, 70% of ambulance dispatches were to a home or residential institution. The 

findings of this study on the risks for fall-related injury can be used to guide policy for 

ambulance service delivery. Expansion of data linkage to emergency department and 

admitted patient databases would provide information to further describe the 

epidemiology of falls in NSW. 

 

Falls account for approximately one-third of all injury-related hospitalisations and one-fifth 

of all fatal injuries1 and contribute substantially to the burden on health services in 

Australia. Each year, one in three older people will experience a fall and will then be at risk 

of experiencing further falls.2 In the period 2003–2004, falls in older Australians that 

mailto:sthom@doh.health.nsw.gov.au
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R1
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R2
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required hospitalisation were estimated to cost $566 million. Indirect costs such as lost 

productivity and costs borne by the patient, family and community were estimated to 

exceed $1 billion annually.1 

In 2005–2006, the number of new cases of fall injuries in people aged 65 years and over 

that resulted in hospitalisation was more than 66 800, which represents a 10% increase 

since 2003–2004. Age-standardised rates of fall injuries for older people have also risen 

since 2003–2004, despite screening and prevention programs.3 

In New South Wales (NSW), fall-related injury costs the health system more than any other 

single cause of injury.4 Falls accounted for 38% of injury-related hospitalisations in NSW in 

the period 2004–2005 to 2006–2007. In 2006–2007, there were 43 762 hospitalisations 

and an age-standardised rate of 587 per 100 000 population. More than half of those 

hospitalised were aged over 65 years (a rate of 2747 per 100 000). In this age group, the 

rate of hospitalisation was higher for females (3073 per 100 000) than males (2275 per 

100 000).4 

Falls are the second most common reason for emergency ambulance calls in Sydney5 

however there is limited published information on ambulance call-outs for falls in NSW. We 

used a public health surveillance database containing information routinely recorded by 

the Ambulance Service of NSW to describe the epidemiology and characteristics of fall-

related ambulance calls in the Sydney metropolitan area in 2008. 

 

Methods 

Data source 

The Ambulance Service of NSW uses Medical Priority Dispatch System™ (MPDS) software 

to gather data systematically from 000 callers to prioritise responses. Details of computer-

aided ambulance dispatches are recorded in a database at the regional ambulance 

headquarters. The NSW Department of Health receives hourly updates of these data from 

http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R1
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R3
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R4
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R4
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R5
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the Sydney Ambulance Operations Region, which are used to supplement near-real-time 

emergency department surveillance of communicable and non-communicable conditions.6 

For this study, we extracted the records of all emergency ambulance calls assigned a 

problem category of ‘fall’ in 2008. After 1218 exclusions for cancellations, transfers to 

other regions, duplicates and hoaxes, we were left with a dataset of 37 488 calls for which 

an ambulance was dispatched. Age and gender were known for 93% of calls. 

The variables used in the analysis were: age, gender, time of call, local government area, 

call priority (1 or 2), the person’s consciousness and breathing status at the time of the call 

and the description of the location of the patient. The comment text field, which contains a 

description of the problem by the caller, was also included to permit analysis of the body 

region of the injury. The time of the call was categorised as ‘daytime’ (0800–1800 

inclusively) or ‘out of hours’. 

 

Manual categorisation of a random sample of records 

To categorise the place of the fall and reported injuries sustained, a random sample of 

1200 (3.2%) call records was selected from the complete data set with the SAS RANUNI 

function. Descriptions of the patients’ location and comment texts were reviewed and 

manually categorised. To be consistent with reports on hospitalisations for falls injuries,3 

we based our categorisation of place of fall on the external cause of morbidity and 

mortality rubrics of the International Classification of Diseases, Revision 10, Australian 

Modification (ICD-10-AM).7 We grouped the body locations of injury into ‘head and neck’, 

‘hip to foot’, ‘shoulder to hand’, ‘trunk/back/pelvis’, ‘multiple body regions’, ‘no injury’ or 

‘unspecified’. ‘No injury’ was based on comments that the person had no injuries. We also 

classified whether the call was to request a ‘lift only’, where assistance was required only 

for getting up after a fall. Information on the type of fall was missing for approximately 40% 

of calls. 

http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R6
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R3
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R7
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Counts from the random sample were scaled to estimate counts for the Sydney region, and 

confidence intervals for proportions were calculated by exact binomial methods. 

 

 

Data analysis 

Analysis was performed with SAS statistical software (version 9.2, SAS Institute, Cary, NC, 

USA). Age-specific rates were calculated from the total age-specific populations of the local 

government areas included in the Sydney Ambulance Operations region, which includes 

areas from the Hawkesbury River in the north, to Bowral in the south and Mount Victoria in 

the west. To compare overall rates in males and females independently of age, direct age-

standardised rates were calculated for each gender from the Australian standard 

population in the 2001 census.8 

Results 

The crude rate of call-outs for falls was 843 per 100 000 population. The lowest rates were 

for people aged 25–34 years, with higher rates for children aged under 5 years. The rates 

increased dramatically from age 50, from around 585 to 11 551 per 100 000 in people aged 

85 years and over (Table 1). 
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Table 1.  Age and gender of patients who had a fall-related ambulance call in the Sydney 

metropolitan area, 2008 

 

 

Females accounted for 57% of fall-related calls, and 25% of all calls were for women aged 

80 years and over. For people aged under 50 years, the rates were generally higher for 

males, but women over this age had higher rates, until over 85 years when the rates in the 

two sexes were similar. The crude rates for females were higher than for males (943 and 

741 per 100 000, respectively). After direct age standardisation, the rates were similar, 

with 839 and 821 per 100 000 for females and males, respectively (Table 1). 

http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#T1
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Fifty-six percent (21 048) of calls were assigned a priority code 1, requiring an immediate 

response. The patient was reported as conscious in 92% (34 601) and breathing in 94% 

(35 116) of calls. Sixty percent (22 420) of calls were received during ‘daytime hours’. 

In the random sample, 58% (95% confidence interval (CI), 55–61) of ambulance dispatches 

were to a home, 14% (95% CI, 12–16) to a trade or service area and 12% (95% CI, 10–13) to 

a residential institution (Table 2). 

 

Table 2.  Estimated incidence of falls by location of patient from a random  
sample of 1200 fall-related ambulance calls in the Sydney metropolitan area,  
2008 

 

 

Twenty-nine percent (95% CI, 26–32) of callers reported ‘head and neck’ injuries; 20% (95% 

CI, 18–23) reported injuries to the ‘hip to foot’ region; and 9% (95% CI, 7–10) reported ‘no 

injury’ (Table 3). Six percent (2247; 95% CI, 5–7) were calls for a ‘lift only’. 
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Table 3.  Estimated incidence of injury by body region from a random sample  
of 1200 fall-related ambulance calls in the Sydney metropolitan area, 2008 

 

 

For males, calls reporting injuries to the ‘head and neck’ region dominated all age groups. 

In females, injuries to the ‘hip to foot’ region were just as common as injuries to the ‘head 

and neck’ region. Among children aged under 5 years, calls for ‘head and neck’ injuries 

comprised a far greater proportion than for other age groups, with 68% (95% CI, 45–86) of 

calls for boys and 90% (95% CI, 68–99) of those for girls relating to the head or neck (Table 

4). 
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Table 4.  Comparison by age and gender of body region of injury reported 
by callers, from a random sample of 1200 fall-related ambulance calls in the  
Sydney metropolitan area, 2008 

 

  

Discussion 

We found a high rate of fall-related ambulance calls in the Sydney region, particularly for 

the elderly population, which confirms the high burden of falls injury. The rate of fall-

related calls increased from age 50 years onwards. Older women experienced falls 

requiring an ambulance at a higher rate than men and had higher rates of reported injuries 

to the ‘hip to foot’ region. Hip injury or hip fracture may account for many of these injuries, 

and the greater risk of older women may reflect their higher prevalence of osteoporosis.9 

The high rate of fall-related ambulance calls for older persons, particularly older women, is 

consistent with the epidemiology of fall-related hospital admissions in NSW.4 

Our finding that 70% of fall-related calls among people of all ages occurred at home or in a 

residential institution is similar to the national figure of 71% of falls by older persons 

requiring hospitalisation taking place in the home or in an aged-care facility.3 

http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R9
http://www.publish.csiro.au/view/journals/dsp_journal_fulltext.cfm?nid=226&f=NB09034#R4
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The high priority assigned to most falls reinforces the fact that falls can be responsible for 

serious injury and that rapid assistance is often required; nevertheless, many people may 

experience little or no injury. Some calls were to request a ‘lift only’. The use of ambulance 

services by people who only require assistance to get up warrants further consideration 

owing to its resource implications. 

Ambulance services are well placed to explore a variety of service options related to falls, 

such as assessment, screening and treatment, and to direct referrals to general 

practitioners or community health services. Such strategies may meet the needs of patients 

and prevent unnecessary trips to an emergency department. An ambulance dispatch 

database could expand the range of information available for public health surveillance of 

fall-related injuries in the population, and could provide valuable information for guiding 

the development of a fall-related ambulance service delivery policy. 

Once paramedics arrive on the scene, a ‘patient health care record’ is completed which 

documents the assessment, findings and treatment. This information is transcribed into a 

database by Ambulance Service of NSW data coders. These records contain information 

that could add to the understanding of falls in the community, the response of ambulance 

services and the overall picture of the burden of falls. Linking these two databases would 

greatly expand the range of information available to study the characteristics and 

outcomes of fall injuries. An electronic version of the patient health care record is being 

developed, which will improve its timeliness. Further linkage to emergency department 

and admitted patient databases would clearly provide the optimal information for further 

describing the epidemiology of falls in NSW. 

This study has some limitations. The dataset we used had some missing values, perhaps 

due to the nature of 000 calls, as the callers may be injured, stressed or confused. As a 

substantial proportion of records lacked information on the circumstance of the fall and 

whether the patient was transported to hospital, we could not analyse these factors. The 

time-critical nature of 000 calls may obviate the collection of more detailed information, 
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but consideration should be given to incorporating a simple cause-of-injury classification 

into call-taking. The lack of information on patient transport may improve with advances in 

database technology for collecting the information. 

Conclusion 

As the population ages and both the number and the age-standardised rate of fall injuries 

increases, falls and fall-related injuries will account for an increasing number of ambulance 

calls. The findings of this study could be used to guide policy for ambulance service 

delivery. 
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The projects which form the chapters of my thesis have focussed on PHC services for 

vulnerable populations. In each placement I observed the hard work and goodwill of the 

health workforce. I also observed that services often worked in isolation and that many 

health professionals were unaware of the full range of other health services that may 

provide important services to their patients. As the health needs of vulnerable groups 

are often complex and cannot be met by just one, or even two services, it is in our 

interest to collaborate with other health and related services to share resources and 

information and to provide an integrated referral system. In this way access to a range 

of services for those most in need can be increased and health outcomes improved.  

Health services are in the position to demonstrate leadership and collaboration with 

stakeholders in the development of public health policy that addresses the social 

determinants of health and ensures equity in access to PHC services.  

Some health services have embraced these challenges while others seem to struggle 

with the concepts. Even those well intentioned were sometimes unsure of what they, 

as individuals or as services, could do to improve collaboration with their community 

and with their counterparts in other services. I observed those services making progress 

were often the ones whose managers showed leadership and vision, whose managers 

supported staff in their efforts to reach out, to extend their scope and provide access to 

those vulnerable groups who may otherwise miss out on the range of PHC services 

available in Australia.  

The outcomes from the research which make up this thesis have had an impact on 

public health practice and service delivery. They provide new knowledge which has 

been used to improve service provision, strengthen collaboration between public 

health services, influence decision making and strategic planning at the local and 

regional level. It has also influenced health behaviour of community members in Broken 

Hill. The impact of my thesis outputs are summarised in Table One and in the 

paragraphs below.  
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Impact of thesis outputs 

Chapter two: an Evaluation Framework for Community Child Health Services- a Public 

Health Perspective 

The evaluation framework provides an overarching tool and, as no other was found in 

the literature, may be the first of its kind. It allows community child health services to 

focus on broad public health measures and prioritise these for evaluation. This is of 

value to services that are working to address inequities and the social determinants of 

health. While the framework was not developed for service planning, it could be used in 

the early stage of planning or in redesign of existing services to ensure issues such as 

equity, partnerships, quality and sustainability are considered and that the service is 

underpinned by the theoretical frameworks of the Ottawa Charter, human rights, the 

social determinants and cultural perspectives. This framework has been embraced by 

my workplace supervisors who have applied it and directed others to its use.  

Chapter three:  Community Child Health’s Outreach Paediatric Services at La Perouse 

Community Health Centre- an Evaluation of Working in Partnerships 

Applying the framework in the evaluation of how the paediatric outreach service 

worked in partnerships with families, communities and other services led to a range of 

strategies to improve child health services.  These strategies were adopted by 

Community Child Health and have led to service improvements. For example, 

collaborating in more formal ways with other relevant services (through case reviews 

and shared care planning) has meant that information is now shared with others 

involved in a child’s care. Complex problems are more likely to be solved and services 

are more effective and efficient. This contributes to better outcomes for children and 

families. Prior to this evaluation, many of the paediatricians working in the Aboriginal 

community at La Perouse did not have links with the nearby Redfern Aboriginal Medical 

Service and were not aware of the collaborative grass roots model embraced by 

Aboriginal Community Controlled Health Services. This is now incorporated into the 

orientation process for new staff, along with cultural awareness training. The paediatric 

outreach services did not have well established links with other sectors outside of 
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health such as education, housing or employment, where there is potential to impact 

on those social determinants of health that contribute to poor health outcomes for  

Aboriginal children. Recommendations included developing these links in order to 

‘spread the net wider’, increasing the potential for a range of services to refer children 

to the specialist paediatric services that are available locally to Aboriginal children. 

Community Child Health managers now attend council network meetings as often as 

possible.  

Chapter four: Review of Blood Lead Screening for Aboriginal Children in Broken Hill- 

‘Aboriginal Health in Aboriginal Hands, Nothing Works Better’ 

The findings of this investigation have been useful in operational planning and 

evaluation of the lead health program. We found that with the low level of participation 

in blood lead screening came an even lower level of follow up for those children who 

had elevated blood lead levels and this was of concern. As families were not engaging 

with the screening services, children were missing out on the range of strategies 

designed to assist in lowering blood lead levels, which are provided through case 

management. This was new information. We found that Aboriginal families were not 

engaging with government child health services and that they often felt judged, 

particularly if a home visit was recommended. We also found that collaboration 

between government and Aboriginal Community Controlled Health Services was 

irregular and informal, and that some managers were not aware of the valuable 

information contained in the annual report, “Blood Lead Trends in Children Aged Less 

Than 5 Years in Broken Hill, 2010”.  This report describes blood lead levels and 

attendance rates by all children under five years of age and can alert services to 

downward trends.  As a result of our study (and other factors described in our report), 

greater attention was paid to blood lead screening services in Broken Hill. Our findings 

have been used by the Far West Local Health District to inform their 2011 strategic 

plan. After I left Broken Hill in September 2011, the Chief Health Officer of the NSW 

Ministry of Health visited the University Department of Rural Health in Broken Hill. 

Discussions were held with key stakeholders about the lead screening rates for 

Aboriginal children and the findings of our study contributed to decisions to provide 
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assistance to some families of children with elevated lead levels who were known to be 

experiencing financial barriers. This project also initiated a collaborative process with 

the Aboriginal Community Working Party, where the views of Aboriginal people were 

sought and findings were shared at several meetings. This relationship is ongoing today 

and provides the first opportunity for many government health workers to collaborate 

directly with the Aboriginal community on health issues.  

  

I was invited back to Broken Hill in November 2011 to take part in an information 

sharing workshop with service managers, district planners and environmental health 

experts from the NSW Ministry of Health. Also in attendance was Professor Alison 

Jones, a renowned toxicologist and the Dean of the School of Medicine, University of 

Wollongong. I was asked to present the finding of our study to this group and to 

participate in strategic planning for the Far West Local Health District.  Subsequent to 

our study, blood lead screening for Aboriginal children has improved from the low of 

29% in 2009, to 40% in 2010 and 70% in 2011. The annual report, “Blood Lead Trends in 

Children Aged Less Than 5 Years in Broken Hill 2011”, reported that  recommendations 

of our lead study contributed to this increase including the alignment of lead testing 

with the childhood immunisation and providing initial testing at Maari Ma Primary 

Health Service with subsequent case management of Aboriginal children with high lead 

levels shared between government and Aboriginal health services (1).  

 

Chapter five: Improving the Control of Communicable Diseases for Aboriginal People 

in NSW-Strengthening Public Health Partnerships 

The study undertaken at the AH&MRC highlighted many barriers to collaboration 

experienced by staff in both ACCHS’s and government health services. While the report 

exposed many areas where services were not working well together, it also highlighted 

a great deal of good will and some exemplars, where collaboration was very effective. 

The participants of this study have remained committed  to working on strengthening 

public health partnerships by replicating the processes that are working well at the 

state level (the Aboriginal Sexual Health Advisory Committee ) and at the local level (the 

Immunisation Task Force). This research has provided knowledge that is helping 
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managers and health care workers to build the capacity of the health services by 

strengthening public health partnerships for better care for Aboriginal people affected 

by communicable diseases in NSW. Although this work focussed on communicable 

diseases, there is potential to apply this knowledge to other areas of public health such 

as maternal and child health, drug and alcohol services, mental health and health 

promotion. This report also provides an important reminder to government health 

services of their responsibility to provide effective, culturally safe and appropriate care 

for all Aboriginal people. As such it advocates for strengthening public heath 

partnerships, for better access to services and better health outcomes for Aboriginal 

people in NSW.  

While working at the AH&MRC, I co-ordinated and presented a session at the NSW 

Ministry of Health’s Bug Breakfast. The topic was Aboriginal Health, Sexually 

Transmissible Diseases and Blood Borne Viruses. Two other presenters participated in 

this Bug Breakfast; Harpreet Kalsi from the AH&MRC and Simon Graham from the Kirby 

Institute. A summary of this session has been published in the NSW Public Health 

Bulletin and appears on the widely used internet resource, the Australian Indigenous 

HealthInfoNet, under publications on sexual health 

(http://www.healthinfonet.ecu.edu.au/other-health-

conditions/sexual/publications/general). In efforts to ‘close the gap’ in health inequities 

this website informs practice and policy by making research readily available.  

Chapter Six: Characteristics of Fall-Related Injuries Attended by an Ambulance in 

Sydney, Australia; a Surveillance Summary 

Fall-related injury costs the health system more than any other cause of injury and 

contributes to the burden on health services. The population is aging and the number 

and rate of fall-related injury is increasing, despite prevention programs. Our study was 

one of a very small number of published papers that described ambulance call outs for 

fall-related injury and so has added new knowledge to this field which can be used to 

guide policy for ambulance service delivery. We found that while most falls were 

assigned a high priority, ambulance officers were sometimes called to offer a ‘lift only’ 

for those who had fallen and were not able to get up, but were otherwise uninjured. As 

http://www.healthinfonet.ecu.edu.au/other-health-conditions/sexual/publications/general
http://www.healthinfonet.ecu.edu.au/other-health-conditions/sexual/publications/general
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most falls occurred in a residential setting, ambulance officers are well placed to 

explore a range of extended practice options such as conducting falls risk assessments, 

treatment on site and referral to community based PHC services (general practitioners 

or community health services). Some of these options are already underway as pilot 

projects and this study has provided evidence that can be used to further advocate for 

this extended role. This study has also confirmed some of what is known about falls and 

fall-related injury. This information is useful in the ongoing evaluation of the Public 

Health Real-time Emergency Department Surveillance System, where ambulance data 

were accessed. We also observed that improvements in the collection and linking of 

ambulance data with hospitalisation data would increase the range of data available to 

study the characteristics and outcomes of fall-related injuries and that this would be 

beneficial to a range of health service managers and policy advisors.  

Refugee Health-Final placement (no thesis outputs) 

As I continued to build my knowledge base and develop my academic skills over the 

three year training program and through enrolment in the DrPH, I felt well equipped 

work on a range of projects at NSW Refugee Health Service in Liverpool, particularly the 

revision of the 2008 Australasian Society for Infectious Disease Guidelines for the 

Treatment and Prevention of Infectious Diseases in Newly Arrived Refugees. The 

original manual was written with African refugees in mind, as most refugees were 

arriving from that region. The approach was broad and doctors were advised to ‘screen 

all refugees for everything’. Our revisions adopted a more targeted evidence based 

approach which screened refugees according to country of origin and transit, disease 

prevalence and public health risk. We used international and national literature 

including unpublished data available from members of our national advisory group. I 

received a lot of positive feedback from this group and my supervisor, Dr Mitchell 

Smith, on the recommendations. This work was handed over to Dr Smith and does not 

form part of my thesis as it is not original work and was not fully completed at the time 

I left Refugee Health Services and the PHOTP in February 2011.  I certainly enjoyed 

working with this vulnerable population who experience financial, cultural and language 

barriers in accessing PHC.   
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Table One Public Health Impacts of Thesis Outputs 

Chapter  Study Impacts 

Chapter Two  

Community Child Health  

An Evaluation Framework for Community Child Health 
Services-a Public Health Perspective 

Provides an evidence base for evaluation from a public health perspective 

Can be used for service planning to improve access and equity and to address social 
determinants of health 

Chapter Three 

Community Child Health  

Community Child Health’s Outreach Paediatric Services 
at La Perouse Community Health Centre: an Evaluation 
of Working in Partnerships, ‘A Relationship Between 
Equals’ 

Service impact with recommendations adopted; regular case review meetings established, 
improved orientation for new staff, managers attending regular meetings at council where 
there is the possibility of impacting on social determinants of health for vulnerable children.  

Findings presented at UNSW Post Graduate Research Symposium 

Chapter Four 

University Department of 
Rural Health 

 

Review of Blood  Lead Screening for Aboriginal 
Children in Broken Hill; ‘Aboriginal Health in Aboriginal 
Hands, Nothing Works Better’ 
 
 

Contributed to changes in health behaviour as attendance rates for Aboriginal children have 
risen significantly since this study was done 

Provided community consultation with the Aboriginal Community Working Party 

Provided new knowledge about poor follow up rates and the thoughts and feelings of 
Aboriginal families 

Provided information for decision making and contributed to informing the Far West Local 
Health District 2011 Strategic Plan and the evaluation of the lead health program 

Impacted on service delivery by underpinning changes to the way blood lead screening is 
offered (linking with immunisation for example) 

Informed Chief Health Officer and other experts  

Published paper to inform peers nationally and internationally, see Appendix A 

Disseminated information at regional conference 
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Chapter Five 

Aboriginal Health and Medical 
Research Council of NSW 

Improving the control of communicable diseases for 
Aboriginal people in NSW: strengthening public health 
partnerships 
 

Provided knowledge to build capacity of health services 

Advocates for better access to appropriate services for Aboriginal people 

Chapter Six 

NSW Ministry of Health 

 

Characteristics of fall-related injuries attended by an 
ambulance in Sydney, Australia: a surveillance 
summary 
 

Provides new knowledge which can  be used to guide ambulance policy and inform 
decision making for better use of resources 

Provides evidence that can be used to advocate for an extended role for Ambulance 
Officers (on site falls risk assessment, referrals to PHC services, preventing a trip to the 
Emergency Department) 

Highlights the benefits of linking ambulance and hospital data 

Confirmed quality of ambulance data collected by PHREDSS, thereby contributing to 
evaluation of this public health surveillance system 

Findings presented at UNSW Post Graduate Research Symposium and to NSW 
Ambulance at their monthly education service for staff 

Appendix A  Journal articles 
 
Refugee Health  
 
 
Sexually Transmissible Infections and Blood Borne 
Viruses in Aboriginal and Torres Strait Islander 
Populations 
 
Improving participation by Aboriginal children in blood 
lead screening services in Broken Hill, NSW (peer 
reviewed) 

 

Current information presented to key stakeholders from around NSW via state-wide video 
link which contributes to policy development 

Current information presented to key stakeholders from around NSW, state-wide video link 
which contributes to policy development 

Posted on Australian Indigenous HealthInfoNet 

Disseminating findings to target audience of public health and environmental health fields 
within NSW and broader 
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Limitations 

Chapter two: An Evaluation Framework for Community Child Health Services- a Public 

Health Perspective 

While I employed systematic methods for searching the library databases, my searches 

of grey literature including websites of a range of institutions and following the tips 

given to me by a range of experts, was not as well documented.  I have reflected upon 

this as part of my learning and ensured a more systematic and well documented 

approach for searching the grey literature in future work. As time was a factor, this 

evaluation framework does not include specific indicators that would best measure 

processes and outcomes and this is a limitation of the work.  

Chapter three:  Community Child Health’s Outreach Paediatric Services at La Perouse 

Community Health Centre- an Evaluation of Working in Partnerships 

There was some missing data from the child health database which meant it was not 

possible to link data in ways that could demonstrate age/gender/diagnosis and year of 

presentation. This would have provided an opportunity for further analysis over time. 

There may have been omissions in the documentation in the children’s charts with 

more collaboration taking place than was documented.  

 Valuable insights could have been gained by interviewing parents of children who used 

the Community Child Health paediatric outreach service. This option was declined by 

workplace supervisors as many parents had recently participated in an evaluation 

conducted for the community midwifery service. This is a limitation of the study, 

however, the community in La Perouse is small and there is a potential to burden them 

with requests by health workers.  

Chapter four: Review of Blood Lead Screening for Aboriginal Children in Broken Hill- 

‘Aboriginal Health in Aboriginal Hands, Nothing Works Better’ 

A limitation of this study can be found in the data from the lead heath database, which 

is old and rarely received maintenance or updating. There are some missing values and 

some values which could not be explained and so were removed. The Aboriginal status 
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of every child was documented which was unusual as this is an area where there is 

often missing values. Staff were confident that they ‘knew the status of all their 

patients’, which may or may not be true. These and other comments regarding the 

surveillance provided by the database were documented and reported.  

Chapter five: Improving the Control of Communicable Diseases for Aboriginal People 

in NSW-Strengthening Public Health Partnerships 

Our study invited participation by several ACCHSs but only one agreed to participate. 

This limits the findings of the study and generalisations cannot be made. We would 

have liked to include more ACCHSs and Public Health Units (PHUs) in both urban and 

rural settings but I had only a few months left to conduct the study and we agreed to 

choose health services close to Sydney for practical reasons. Despite this, we believe 

the rigour of our study was sufficient and that the views expressed by a range of 

participants were informative. It would be useful to expand this study and seek the 

views of more ACCHSs and PHUs in order to explore more diverse views.  

Chapter Six: Characteristics of Fall-Related Injuries Attended by an Ambulance in 

Sydney, Australia; a Surveillance Summary 

Some missing data prevented us from describing the circumstances of fall-related 

injuries and whether a patient was transported to hospital. We were not able to 

ascertain the rate of falls down stairs, off ladders, slip/trip/stumbles on the footpath 

etc, which would have allowed us to link that information with type of injury, age, 

gender and if the injury warranted a trip to the Emergency Department. Due to the 

urgent nature of ‘000’ calls it may be understandable that some data are missing.  

Future Directions 

Chapter two: An Evaluation Framework for Community Child Health Services- a Public 

Health Perspective 

There is potential to continue to develop this framework by adding indicators as a guide 

for evaluation. One aspect of the framework has been applied, as described in chapter 

three, and further application would strengthen the validity of the framework.  As the 
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literature did not reveal other frameworks of this kind, there is potential to develop 

work in this area. This would contribute to both the planning and evaluation of 

community child health services from a public health perspective.  

Chapter three:  Community Child Health’s Outreach Paediatric Services at La Perouse 

Community Health Centre- an Evaluation of Working in Partnerships  

The recommendations of this evaluation were adopted by Community Child Health 

Services. There is potential to further strengthen the collaborative relationships 

between the variety of services available to children and between other services such 

as housing, education, community services and local councils. This would certainly ‘cast 

a wider net’ with more children benefiting from the paediatric outreach services in La 

Perouse and more referrals made from the paediatric services to a wider range of other 

relevant services. This would increase the possibility of early intervention and better 

health outcomes as a result. There are a large number of health and other related 

services for children in Sydney’s eastern suburbs and increased collaboration can only 

be of benefit to children and families.  

Chapter four: Review of Blood Lead Screening for Aboriginal Children in Broken Hill- 

‘Aboriginal Health in Aboriginal Hands, Nothing Works Better’ 

This work highlighted the importance of focusing on the needs of Aboriginal children, 

families and communities, to support new workforce directions and to work 

collaboratively, in existing or new partnerships, to share information and develop 

health promotion strategies which are appropriate and acceptable to the community. I 

hope that the connections made with the Aboriginal Community Working Party, chaired 

by a Baarkintji elder, will be maintained as that provided a unique opportunity for 

service providers and public health staff to collaborate in a meaningful way.  There was 

potential to improve the relationship between the government child health services 

and the Aboriginal Community Controlled Health Service in Broken Hill. While there was 

a range of factors that contributed to fragile relationships between services, I felt that 

commitment and strong leadership from both services could guide team members 

towards respectful, productive and effective health care for Aboriginal children and 
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families. This way of working would certainly have beneficial applications beyond the 

lead health program.  

There is great potential to improve the use of the lead health database, which is 

currently managed by the nurses from the government child health services. Including 

staff from Maari Ma Health Aboriginal Corporation in the ownership of the database 

and in decisions about which reports, generated at what frequency, would be 

empowering and would assist them in the planning and evaluation of their lead 

screening service.  

 

Chapter five: Improving the Control of Communicable Diseases for Aboriginal People 

in NSW-Strengthening Public Health Partnerships 

More work needs to be done to identify ways to improve collaboration between 

services at both the local and state level as most participants indicated they would like 

to work more closely together but didn’t really know how to go about doing that.  There 

is a need for leadership and the creation of a workplace culture that embraces 

collaboration and partnerships and allows time for staff to develop formal and informal 

links with their counterparts. Perhaps it is a visionary and courageous leader that is 

needed to ‘break free of the silos’ that limit their staff’s ability to develop partnerships 

with other relevant services.  

Chapter Six: Characteristics of Fall-Related Injuries Attended by an Ambulance in 

Sydney, Australia; a Surveillance Summary 

This surveillance study supports an expanded role for paramedics who are well placed 

to work more collaboratively with other PHC services. Many elderly patients with fall-

related injuries would certainly benefit from a falls risk assessment and referral to a 

community health centre. A holistic assessment conducted by a community nurse, 

physiotherapist or an occupational therapist, with education and appropriate 

intervention (such as exercise, bathroom rails, ramps) may prevent further falls. There 

is potential for paramedics and community health staff to work together to minimize 

the risk of fall-related injury, reducing costs to health services and to patients. However 

work needs to be done to create new opportunities for this collaboration to occur.  
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Conclusion 

While moving from one placement to the next, I continued to observe the 

fragmentation of many health services, how professionals were ‘working in silos’ and 

were often unaware of the roles and responsibilities of other relevant services at the 

local, regional and state level. I saw that competitive workplaces, different health 

service models, lack of cultural awareness, complicated funding arrangements and 

workforce shortages created barriers to collaborative processes. Many health care 

workers did express an interest or desire to strengthen the partnerships between 

services and agreed that this would contribute to better access for more people who 

would benefit from a range of services and that health outcomes would improve as a 

result.  

The findings and recommendations of the workplace reports and academic manuscripts 

can be used to improve access to PHC services for vulnerable groups, particularly 

Aboriginal people. They have been used to inform public health policy and in the 

development of local, regional or state wide strategies. I used current evidence and 

mixed methods, with a leaning towards qualitative research, to gain a deeper 

understanding of the meaning of collaborative processes, the barriers and enablers to 

working in partnership and suggestions and recommendations to strengthen 

collaboration for the purpose of improving health outcomes for the population 

concerned.   

As I prepared my thesis, I have journeyed back to my early days in 2009 and have 

reflected on the progression of skills, knowledge and experience and how much I have 

gained in these three years. I recognise the unique opportunities I have been afforded, 

from working daily throughout the pandemic  (H1N1) 2009 influenza, to living and 

working in Broken Hill, truly the jewel of the outback. I have participated in traditional 

public health projects related to infectious diseases and broader population health 

initiatives involving advocacy, equity and the social determinants of health. I have 

worked in a variety of settings from the Ministry of Health in North Sydney, a 

community health centre in Randwick, an Aboriginal medical non-government 

organisation, in Sydney’s south west and in a rural setting. My work has involved 



Chapter Seven: Discussion and Conclusion 
 

125 
 

children and adults in Aboriginal and refugee populations as well as the general 

community, providing me with a rewarding mix of experience. While these experiences 

have led me to the completion of the PHOTP and of my thesis, I know it is also the 

beginning of a new and challenging career in public health, where the learning process 

will be ongoing, where there will be the opportunity to share knowledge with others 

and participate in further research for the betterment of the health for all. I have 

emerged a more confident researcher with a broad understanding of public health 

issues for all Australians, particularly those from disadvantaged backgrounds. I have 

developed collegial networks with a range of inspiring health professionals and 

academics. My awareness has certainly been raised regarding issues of access to PHC 

for people in rural and remote areas. This topic continues to resonate with me and after 

leaving the PHOTP I saw a position advertised for a senior research fellow to work with 

Flinders University at their Centre for Remote Health in Alice Springs, as part of a Centre 

for Research Excellence, funded by the Australian Primary Health Care Research 

Institute. The main aim of the three year funded project was to improve equity in 

access to PHC for people in rural and remote areas across Australia. I applied and was 

successful in obtaining this exciting position and have now settled in Alice Springs. 

While it was a big decision and a big life change, my mother said, ‘you must apply for it 

Susan; it is everything you have been working for.’ She was right of course! 

 

1. Far Western Local Health District. Blood Lead Trends in Children Aged Less Than 5 Years in 

Broken Hill 2011. [15 July 2012]; Available from: 

http://www.fwlhd.health.nsw.gov.au/UserFiles/files/FAR%20WEST%20Lead%20Health%20Data

%20Report%202011.pdf. 
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Letter of Invitation 
 

 
Department of Community Child Health 
Cnr Avoca and Barker Streets Randwick NSW 2031 
Date:   
Dear_________________ 
 Re: Working in Partnership: An evaluation of how the paediatric clinic at La Perouse 
Community Health Centre works in partnerships with families, communities and 
relevant agencies 
This letter is to invite you to attend a focus group at Community Child Health 
on_________  from _________ am. The focus group is part of an evaluation of how staff 
at the paediatric outreach clinic at La Perouse Community Health Centre (CHC) work in 
partnership with families, the local community and other relevant agencies or services.  
The aim is to gain greater understanding of how staff perceives partnerships and how 
they use them to provide comprehensive care to children and families who attend the 
paediatric clinic at La Perouse CHC. The purpose of the evaluation is to improve the 
quality of the service. 
You have been invited to participate in the focus group as you work with the La Perouse 
community, at the La Perouse CHC and have a connection with or work directly in the 
paediatric clinic there. The format will be semi-structured questions, group discussion 
with an opportunity to express opinions and provide feedback about the topic in 
general, current work practices and recommendations for future service development 
regarding working in partnerships.  The group session will be tape recorded for 
qualitative analysis. Notes will also be taken to assist the facilitator in developing the 
main themes that emerge.  
Participation in the focus group is voluntary and there are no right or wrong answers.  
There will be no negative implications for anyone who chooses not to participate and 
your contributions will remain confidential. Some comments may be selected for 
publication in the final report, however, you will be given an opportunity to have yours 
removed during the editing phase if you so choose. All tape recordings and notes will be 
kept in a secure, locked location and will be destroyed in accordance with research 
practice. Consent to participate will be obtained by signing this letter on the day of the 
focus group. If you have any questions or concern regarding participation in this focus 
group or about the evaluation process in general, please feel free to contact me. If the 
date and time are not suitable please let me know and alternative times can be 
considered. Thank you.  
Yours truly, 
Susan Thomas   Public Health Officer Trainee0433 708 012      9382 
8480  Susan.thomas2@sesiahs.health.nsw.gov.au 
 

mailto:Susan.thomas2@sesiahs.health.nsw.gov.au
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Consent 
 
You are making a decision whether or not to participate.  Your signature on the consent 
form indicates that, having read the information provided above, you have decided to 
participate. 
You will be given a copy of this form to keep. 
 
PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM  
 
 
 
 
Signature of Research Participant                                            Signature of Witness 
      
 
 
 
(Please PRINT name)      (Please PRINT name) 
 
 
 
 
 
Date        Nature of Witness 
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REVOCATION OF CONSENT 
 
I hereby wish to WITHDRAW my consent to participate in the research proposal 
described above and understand that such withdrawal WILL NOT jeopardise your 
relationship with me nor with our respective employers.  
 
 
……………………………………………………                                              
.……………………………………………………. 
Signature                       Date 
 
 
……………………………………………………                                               
Please PRINT Name 
 
 
 
The section for Revocation of Consent should be forwarded to 
   
Susan Thomas 
Public Health Officer Trainee 
Community Child Health 
Sydney Children’s Hospital 
Randwick0433 708 012       9382 8480  Susan.thomas2@sesiahs.health.nsw.gov.au 
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Interview Questions 
 
Interview Guide for Focus Groups  
 
Thanks for participating, introduce myself and the evaluation 

What is your current role, how long have you been working in that role? 

What does working in partnerships mean to you? 

What are the benefits of working collaboratively?  

For you, patients, families, communities? 

 

What are the main barriers, if any, in working in partnership at or with the paediatric 

clinic?  

How could those barriers be addressed?  

 

What has been your experience working at or with the CCH paediatric clinic at La 

Perouse Community Health Centre in terms of collaboration, cooperation and in 

providing comprehensive care to patients? 

Do colleagues contact you to discuss the patient in more detail? 

Do you have regular meetings or attend larger meetings together?  

Do you case manage patients together? 

How do you solve patient’s complex problems?   

 

Do you see any limitations or potentially negative aspects to working in partnership?  

Generally? Specifically?   

 

Do you have any suggestions to improve the way the Paediatric clinic works in 

partnership with others? 

Would you like to add anything further?  

Thanks 
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Interview for managers 
 
Welcome and introduce yourself and your role ( the managers)  
Working in partnership has been defined as one part of good practice in early childhood 
care and implies provision of a comprehensive range of integrated services (from 
individual to population and from universal to targeted).  
What does working in partnerships mean to you? 
What are the benefits of working collaboratively? For you, patients, families, 
communities? 
In what ways do you work in partnerships generally and more specifically in your work 
as a supervisor at La Perouse clinic? 
 
What sort of barriers or problems, if any, do you experience in working collaboratively 
with the community? 
With other service providers? With families?  
 
How might you address those barriers? What would you suggest as possible solutions 
or strategies? 
In your role as supervisor to new and less experienced doctors, how do you teach them 
or enable them to develop and work in partnerships?  
 
Can you describe the collaborate processes involved in developing the paediatric clinic 
(was there community and consumer involvement in planning, developing and 
implementing the service?) 
Do you attend any regular meeting with other agencies?  
If so, which agencies?  What is the nature of the meetings?  Who chairs them and who 
sets the agenda? Is the atmosphere accepting of diverse opinion? What kind of 
decisions come out? How does this affect the work? 
How do you communicate with other health professional/community groups in La 
Perouse/intersectoral groups and NGO’s? 
Do you attend any regular meeting with other non health government agencies such as 
housing or education or welfare services 
 
 Do you see any limitations or potentially negative aspects to working in partnership 
with others? 
Do you have any suggestions to improve the way the Paediatric clinic works in 
partnership with others?   Is there anything else you would like to add? 
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Chart Audit Tool 
 

 
Evaluation of Working in Partnership 
La Perouse Community Health Centre/Paediatric Outreach Clinic 
Susan Thomas 
PHO Trainee, NSW Health 
 
Study number__________________ 
1. Phone Calls, if yes, how many 
with family __________________________ 
with other community services 
Health_____________________ 
Education__________________ 
Community services_________ 
Juvenile justice______________ 
Other______________________ 
 
2. Meetings organised or attended, if yes, how many and who attended 
Family conference_________________________________ 
Case reviews or case conference_________________________ 
Other case management meetings (please specify)_________________ 
______________________________________________________ 
3. Correspondence, number  
To and from caregivers/services_____________________ 
Cc’d to others service provider 
Yes________ 
To how many________ 
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Steering Committee Terms of Reference 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Broken Hill Blood Lead Screening for Aboriginal Children 

Steering Committee Terms of Reference – April 2011 

Project Manager: Susan Thomas, Public Health Officer Trainee, NSW Health 

Project Aim: To improve access to blood lead level screening for Aboriginal children in 
Broken Hill 
Project Objective: To gain a greater understanding of declining trends in attendance at 
blood lead screening in the Aboriginal population and identify strategies to improve 
access to screening services 
Steering Group Aim: To facilitate the achievement of the project aim and objective by: 
Providing a forum for the interests of target populations and stakeholders to be tabled 
Advising on project processes e.g. consultations, focus groups and interviews with 
service providers and community members, adherence to the project timeline 
Identifying any issues or sensitivities which may affect the project 
Assisting with the identification of strategies to effectively address the identified issues  
Reviewing and providing advice on the project plan and draft report   
Ratifying the final project plan and draft report 
Assist with dissemination of findings to relevant stakeholders 
Provide advice on the continuation of the project (implementation and evaluation) 
Chairperson 

Di Johnson and David Lyle on rotation 

Secretariat 

Susan Thomas 

Time Frame 

Project length 6 months-March-Sept 2011 

Meetings 

Monthly, 1 hr duration 

Venue 

Child and Family Health Services 

Membership 

University Dept Rural Health-Frances 
Boreland, David Lyle, Susan Thomas 

Far West Public Health Unit- Margie Lesjak 

Child and Family Health Services/Lead 
Program- Di Johnson, Angela Tiziani, 
Vilmae McManus, Kelli Schultz 

Maari Ma Health Aboriginal Corp- Hugh 
Burke 

Local Health District- Stuart Riley 

Others by invitation 

Minutes distribution to group members 

Ratified: 28 April 2011 
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Lead Health Program 
Child and Family Health Services, Broken Hill, NSW 

Testing Schedule and Interventions 
 
 
 
 
0-10 ug/dL 

Annual testing 

Education in clinic 

11-20 ug/dL 

 

(≥ 15 ug/dL) 

6 Monthly testing 

Home assessment 

Education 

21-39 ug/dL  

 

3 Monthly testing 

Home assessment 

Education 

40-49 ug/dL  1 Monthly testing 

Home assessment 

Education 

≥ 50 ug/dL  

 

Refer to paediatrician for possible chelation therapy 

Home assessment 

Education 
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Appendix E: NSW Public Health Officer Training Program Documents 

 

            Page 

 

NSW Public Health Officer Training Program Certificate of Completion   167 

 

NSW Public Health Officer Training Program Learning Contracts 

PHREDSS          168 

Community Child Health        190 

AH&MRC          204 

University Department of Rural Health, University of Sydney, Broken Hill  216 

Refugee Health         227 
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PHREDSS Learning Contract 
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 Community Child Health Learning Contract 
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Broken Hill Learning Contract 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
217 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
218 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
219 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
220 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
221 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
222 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
223 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
224 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
225 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
226 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
227 

 
 

Refugee Health Learning Contract 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
228 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
229 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
230 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
231 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
232 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
233 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
234 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
235 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
236 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
237 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
238 

 
 

 



Appendix E:  NSW Public Health Officer Training Program documents 

 
239 

 
 

 


	Title Page - Collaborating to improve access to primary health care for vulnerable populations
	Acknowledgements
	Preface
	Abbreviations
	Abstract: Collaborating to Improve Access to Primary Health Care for Vulnerable Populations
	Table of Contents

	Chapter 0ne - Introduction
	Chapter Two -  An Evaluation Framework for Community Child Health Services- a Public Health Perspective
	Chapter Three - Community Child Health’s Outreach Paediatric Services- an Evaluation of Working in Partnerships
	Chapter Four - Review of Blood Lead Screening for Aboriginal Children in Broken Hill-‘Aboriginal Health in Aboriginal Hands, Nothing Works Better’
	Chapter Five - Improving the Control of Communicable Diseases for Aboriginal People in NSW-Strengthening Public Health Partnerships
	Chapter Six - Characteristics of Fall-Related Injuries Attended by an Ambulance in Sydney, Australia-a Surveillance Summary
	Chapter Seven - Discussion and Conclusion
	Appendix A : Publications arising from this thesis
	Appendix B : Conference abstracts arising from this thesis
	Appendix C : Ethics approval letters
	Appendix D : Workplace Reports End Material
	Appendix E : NSW Public Health Officer Training Program Documents



