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reflection and contemplation of the wonders of creation. 
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Abstract 

Background 

Mental health and behavioural disorders affect 20% of children; yet only 30% access 

appropriate care. An integrated school-based health care (SBHC) model was co-designed at a 

specialised behavioural school to improve access and engagement with health services. 

Aims and Methods 

The purpose of this thesis was to describe the need for and the co-design, evaluation and 

potential for scale-up of an SBHC program called Ngaramadhi Space. Using mixed methods, 

the quantitative phase described the population. The qualitative phases explored the model’s 

development and implementation facilitators and barriers. 

Findings 

Quantitative phase 

• Multiple unmet needs 

• Most students (76%) known to child protection services 

• High attendance at school clinic (86%) 

• Significant behavioural improvements (Strengths and Difficulty Questionnaire—

teacher) 

Qualitative themes 

a) Integrated People-Centred Health Service framework 

Strategy 1: Engaging and empowering people and communities—community driven, 

improved access, positive outcomes, ‘connection’ and culturally safe 

Strategy 2: Strengthening governance and accountability—system integration and 

evidence base 

Strategy 3: Reorienting model of care—reduces inequity 

Strategy 4: Coordinating services—multidisciplinary and stable workforce 
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Strategy 5: Enabling environment—leadership, stakeholder commitment and adequate 

resourcing 

b) Looman’s implementation strategies 

Applying collaborative governance 

Distribution of leadership 

Building positive team culture 

Incremental growth models 

Balancing flexible and formal structures 

‘Integrators’ 

Conclusion 

Support for the SBHC model from community and stakeholders was significant. Using the 

insights gained from this thesis, a framework called Kalgal Burnbona has been proposed for 

SBHC implementation across Sydney Local Health District. Future research requires inclusion 

of education, social and implementation outcomes. Policy needs to reflect integrated care for 

children across sectors.  
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PART A: FOUNDATIONAL CONCEPTS 

In Part A, the foundational concepts underpinning this thesis are presented. The part begins 

with an introduction (Chapter 1), followed by a literature review of conduct disorder as an 

example of childhood behavioural disorders (Chapter 2) and a literature review on partnerships 

between the education and health sectors (Chapter 3). Thereafter, the research methodology and 

methods are described (Chapter 4). 
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Chapter 1 Introduction 

1.1 Background 

Young people aged between 10 and 24 make up a quarter of the world’s population (Das Gupta 

et al., 2014). They are adversely affected by mental health and behavioural disorders, which 

account for 45% of the burden of disease experienced by this group (Gore et al., 2011; Strong 

et al., 2021). Fifty per cent of these disorders first emerge before 15 years of age and 75% by 

25 years of age (Kessler et al., 2005; Solmi et al., 2022). Through suicide, mental health 

disorders represent the second most common cause of death for young people (Centers for 

Disease Control and Prevention., 2022; McGorry et al., 2024). Within Australia, 10%–15% of 

children are affected by mental health problems (Lawrence et al., 2016; Sawyer et al., 2018), 

and Aboriginal children in Australia experience inequitable health, mental health and 

educational outcomes (Doyle and Hill, 2008; Edwige and Gray, 2021; Salmon et al., 2018; 

Shultz et al., 2018). 

Globally, there has been limited progress in reducing the burden of disease attributed to mental 

health and behavioural disorders among children and youth (Strong et al., 2021). These 

disorders are associated with negative, long-term individual, social and economic outcomes, 

factors that have been compounded by the COVID-19 pandemic (Czeisler et al., 2020). Prior 

to the COVID-19 pandemic, mental health disorders, including depression, anxiety and 

suicidality, in young people had been increasing around the world (Mojtabai et al., 2016; Slee 

et al., 2021; Wiens et al., 2020). A systematic review comparing the mental health of children 

and young people before and during the pandemic reported longitudinal deterioration in mental 

health and increased depression, anxiety and psychological distress after the pandemic started 

(Kauhanen et al., 2023). Across Australia, 74% of those attending youth mental health centres 

described a worsening of their mental health during the pandemic (Headspace, 2020). Of 

affected individuals, only 30% are able to access mental health services (Bruns et al., 2016; 

Clark et al., 2017; Merikangas et al., 2011; National Mental Health Commission, 2021). 

Therefore, there is a growing need to develop novel solutions to these issues (Fairchild et al., 

2019; Merikangas et al., 2011; National Mental Health Commission, 2021; Ran et al., 2016). 

There is a strong association between health and education outcomes, which makes 

collaboration between these sectors an effective way of improving results in both areas 

(Allensworth and Kolbe, 1987; Arenson et al., 2019; Keeton et al., 2012; Larson et al., 2017; 
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World Health Organization and United Nations Educational, United Nations Educational, 

Scientific and Cultural Organization, 2021). In particular, health services can leverage the trust 

and convenience that schools afford to families when delivering health and mental health care 

(Arenson et al., 2019; Keeton et al., 2012). The international literature demonstrates the positive 

impact school-based health care (SBHC) can have on learning, physical health and mental 

health while reducing barriers to access (Allensworth and Kolbe, 1987; Keeton et al., 2012; 

World Health Organization and United Nations Educational, United Nations Educational, 

Scientific and Cultural Organization, 2021). Within Australia, SBHC is an emerging concept, 

and little is known about the outcomes of such models of care and how they can be implemented 

in different settings (Diaz et al., 2021). 

This research was based at a school called Yudi Gunyi School (YGS), located in Sydney, 

Australia. YGS is a specialised secondary school for students experiencing childhood 

behavioural disorders (CBDs). The school and Aboriginal community had identified that 

students attending the school had complex support needs caused by social marginalisation and 

social issues. The school and community wanted to establish a holistic and integrated model in 

which professionals from the health, education and social care sectors worked collaboratively 

to meet the needs of these students (Gonski Institute for Education, 2020). In 2014, YGS 

partnered with the community paediatrics department at Sydney Local Health District (SLHD) 

to design and implement a multidisciplinary model of care for students attending the school. 

The model was called Ngaramadhi Space (NS), a name gifted to the initiative by the Indigenous 

community that means ‘deep listening’. NS refers to the multidisciplinary clinic as well as the 

rooms within the school where the clinics are held. The model of care represents an integrated 

approach between the health, education and social care sectors. The shared goal of the model 

was to address the physical health, mental health, educational and social needs of students and 

their families. The multidisciplinary team included a paediatrician, youth health nurse, social 

worker, school counsellor, speech therapist and occupational therapist. A partnership was 

formed with a child and adolescent psychiatrist, who provided consultative advice on students. 

In this thesis, partnerships between the health and education sectors are explored as a 

mechanism for increasing access and engagement to physical health and mental health services 

for students attending YGS. This research has important implications for the health and 

education sectors through its exploration of how such partnerships could improve the outcomes 

for these children. Importantly, the Aboriginal community within Australia values collaboration 
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across sectors to improve the socio-emotional wellbeing (SEWB) of Aboriginal children 

(Mental Health Commission of NSW, 2020). 

1.2 Theoretical Principles 

The principles that inform this body of work stem from global public health discourses. These 

include broader definitions that describe health as a ‘state of complete physical, mental and 

social wellbeing and not merely the absence of disease or infirmity’ (World Health 

Organization, 1948, p. 1). The special rights of children are additionally acknowledged in the 

United Nations (UN) Convention on the Rights of the Child where signatories declared their 

ensuing responsibility to ensure that every child has the right to the best health care possible 

and the right to an education (United Nations, 1989). The convention also emphasises the rights 

of Indigenous children to exercise their cultural rights and the importance of this for individual 

and community development, identity and resilience (United Nations, 1989). 

Other public health principles that guide this research include a social determinants model of 

health whereby the social, political and community factors that affect health and wellbeing are 

considered (Bronfenbrenner., 1992). 

1.3 Definition of Terms 

The terms ‘child’ and ‘youth’ vary in their definitions. In general, the UN defines a child as a 

person up to 18 years of age (United Nations, 1989) while a youth is aged between 15 and 24 

(UN General Assembly, 1981). For the purposes of this research, which focuses mainly on 

secondary school students, the terms child, young person or student refer to persons up to the 

age of 18 unless otherwise specified when citing the literature. 

The term ‘Aboriginal and Torres Strait Islander people’ is used to describe the original 

inhabitants of Australia. The correct use of terminology when describing Aboriginal and Torres 

Strait Islander people, as well as other First Nations people, is essential because inappropriate 

use of language can be offensive and perpetuates a system of marginalisation and discrimination 

(Australian Indigenous HealthInfoNet, 2022). The term ‘Aboriginal’ does not usually include 

those people of Torres Strait Islander descent, and similarly, the term ‘Torres Strait Islander’ 

does not include Aboriginal people. Since Australia’s population comprises people from both 

Aboriginal and Torres Strait Islander descent, the use of ‘Aboriginal and Torres Strait Islander’ 

is preferred when referring collectively to Australia’s original inhabitants (Australian 
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Indigenous HealthInfoNet, 2022). This study was based in Sydney, where the majority of 

Aboriginal and Torres Strait Islander people identify as being Aboriginal (96.1%) compared 

with 91.4% across Australia (City of Sydney, 2021). For this reason, the term ‘Aboriginal’ is 

used as an adjective when describing or discussing Aboriginal people or communities involved 

in this research. The use of this terminology is not intended to diminish the important role and 

place of the Torres Strait Islander community within Australia, but reflects the context of this 

research, which was developed with the community through the Wouwanguul Kanja 

community reference group (Behrendt, 2021; UNSW, 2023). 

The concept of community of practice (CoP) is relevant to this research and is applicable when 

considering the implementation of the model of care to other settings. The term CoP refers to 

shared knowledge that is acquired within a group to reduce variations and inconsistences in 

research methodology, particularly when using mixed methods (Lave and Wenger, 1991). The 

process of learning or acquiring knowledge in this setting is done through participation within 

the group and through the adoption of shared practices (Denscombe, 2008). Forming a CoP is 

thus a way of creating consistency in mixed-methods research. 

1.4 Goal and Objectives 

Goal: The overall goal of this thesis was to describe the need for and the co-design, evaluation 

and potential for scale-up of a school-based healthcare program (NS) developed with the 

Aboriginal community to provide holistic care for students attending a specialist behavioural 

secondary school in Sydney. The project had five main objectives relating to this overarching 

goal: 

Objective 1. To explore the cultural, social and historical factors associated with CBDs within 

Australia. 

Objective 2. To describe how the NS model of care was co-designed with the health sector, 

schools and the Aboriginal community. 

Objective 3. To evaluate the characteristics and needs of students attending NS between 2016 

and 2019 to inform ongoing implementation efforts and scaling up of the model of care. 

Objective 4: To understand the facilitators and challenges of developing and operating a 

multidisciplinary school-based model of care for CBDs. 
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Objective 5: To understand how the NS model could be implemented in other educational 

settings, as well as the related challenges and facilitating factors. 

1.5 Research Methods 

To conduct this evaluation, a critical realist–informed, sequential three-phase mixed-methods 

approach was designed. In Phase 1, quantitative research was used to describe the population 

assessed at NS in terms of demographics, attendance at the clinic, health and wellbeing 

screening, recommendations made, and changes in behaviour. In Phase 2, qualitative semi-

structured interviews were used to understand the factors related to the model of care, including 

the facilitators and barriers to forming partnerships between the health and education sectors. 

In Phase 3, qualitative semi-structured interviews with a CoP were used to understand the 

factors related to implementing the model of care at other sites, including the facilitators and 

barriers associated with this process. Qualitative themes were mapped to the Integrated People-

Centred Health Service (IPCHS) framework (World Health Organization, 2016) and Looman 

et al.’s (2021) implementation strategies for integrated care. 

The ontological and epistemological views underlying the mixed methodology were positioned 

in the middle, in recognition of the importance of both objective and subjective information. 

Furthermore, the methodology was based on critical realism in that the model had emerged as 

a potential solution for inequitable health, education and social outcomes observed within local 

communities. This study has attempted to understand the underlying nature or mechanisms of 

SBHC models, particularly the elements relating to partnerships between the health and 

education sectors, to identify the facilitating factors and barriers to this process. 
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1.6 Thesis Outline 

This thesis is presented in three sections, which can be visualised in Figure 1.1. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.1: Thesis Outline 

 

Part A describes the foundational concepts underpinning this research and is composed of four 

chapters. Part A includes this introductory chapter (Chapter 1), which describes the burden of 

disease and future risks associated with mental health and behavioural disorders, and the 

inequitable effect this has on Aboriginal children in Australia (Doyle and Hill, 2008; Edwige 

and Gray, 2021; Patton et al., 2016; Salmon et al., 2018; Shultz et al., 2018; Strong et al., 2021). 

This is followed, in Chapter 2, by a literature review of conduct disorder (CD), which is an 

example of a CBD, because of its association with an array of negative outcomes for individuals 

and society as a whole (Fairchild et al., 2019). The review includes the definition, 

epidemiology, associated costs, clinical features, aetiology, pathophysiology, diagnosis and 
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management of CD. In Chapter 3, a literature review on partnerships between the education and 

health sectors is discussed to understand how collaborative partnerships between these sectors 

can be successful in improving physical health, mental health, education and social outcomes 

for children. Examples are drawn on from global models and frameworks to implement SBHC. 

This is followed by an outline of the research methodology and methods (Chapter 4). 

These foundational chapters then lead into Part B, where the research findings are elaborated 

on. In line with a critical realist approach, the importance of CBDs within the unique cultural, 

social and historical identity of Australia is explored through two published articles (Chapter 

5). They include a ‘yarn’ or conversation with Aboriginal elders and a commentary article based 

on a review of the literature. Thereafter, the NS model of care and how it was developed in 

partnership with the health sector, education sector and community is described through a 

published article (Chapter 6). This is followed by the results of the NS mixed-methods 

evaluation through two published articles. The first article describes the quantitative evaluation 

(Chapter 7) and shows that the model improved access to care for students with unmet physical 

health, mental health and social needs. The quantitative study also demonstrated improved 

teacher-reported behavioural scores after students received the multidisciplinary model of care. 

The second article (Chapter 8) discusses the qualitative evaluation in the context of the IPCHS 

framework and Looman’s strategies for implementing integrated care. This article provides an 

understanding of the facilitators and challenges of developing and operating the model and 

potential strategies for implementing SBHC models across New South Wales (NSW). 

The knowledge gained from Part A and Part B is then synthesised in Part C, to propose how the 

NS model could be scaled up within SLHD. This is done through a published article in which 

a school-based integrated care (SBIC) framework called Kalgal Burnbona is described (Chapter 

9). In Chapter 10, the research findings are summarised alongside discussion of implications 

for clinical practice, research and policy, followed by a concluding statement. 
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Chapter 2 A Literature Review of Conduct Disorder 

2.1 Introduction 

CBD is a broad term encompassing problematic behaviour emerging in childhood (Bardone et 

al., 1998; Fairchild et al., 2019; Foster et al., 2005). Patterns of externalising behaviour are 

formally defined as attention deficit and hyperactivity disorder (ADHD) and CD (Fairchild et 

al., 2019; Pilling et al., 2013). These terms are in themselves confronting, representing a 

Western medical and psychological system that is at odds with Aboriginal belief systems. In 

this chapter, CD is critically reviewed as an example of a CBD since this is often an underlying 

reason for students to be referred to YGS. Aboriginal knowledge systems and the implications 

of these for diagnoses such as CD are discussed, and these concepts are further explored in two 

published papers presented in Chapter 5. 

In addition, and to provide a comprehensive review of the literature, the Western perspective 

on CD is outlined. This includes definitions, epidemiology, associated costs, aetiology, 

pathophysiology, clinical features, diagnosis and management of CD. While CD is not 

exhaustive of all diagnoses falling within CBDs, it does illustrate the range of negative 

individual, social and economic outcomes associated with the diagnosis (Fairchild et al., 2019). 

Furthermore, CD is a complex diagnosis that involves a confluence of socially determined 

factors, such as education attainment, psychological trauma and low socio-economic status 

(Sanders, 2000), thereby illustrating the need for integrated, multisector approaches to address 

CBDs (Asarnow et al., 2015; Campo et al., 2018; Diaz et al., 2021; Hemphill, 1996). 

2.2 Cultural Considerations 

Aboriginal concepts of health and wellbeing differ markedly from those of Western cultures. 

Western ideologies have remained the dominant discourse on psychological conditions with the 

power to discriminate between what are deemed to be ‘abnormal’ and ‘normal’ behaviours. 

Through colonisation, cultural belief systems have been systematically subjugated and replaced 

with the pathologisation of behaviour that does not meet Western norms, and the knowledge 

systems of White, middle-class, able-bodied, neurotypical, heterosexual men have been 

positioned as superior to all others (Dudgeon and Bray, 2024). 
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In recent times, the impact of colonisation has increasingly been recognised as a mechanism of 

inequitable health outcomes among Indigenous communities across the world. For Aboriginal 

communities, historical and intergenerational trauma plays a significant role in observed 

inequities (Gone, 2021). Such trauma has been caused by land appropriation, dispossession and 

systematic oppression. In particular, the forced separation of Aboriginal children from their 

families, communities and culture to assimilate them into Western culture marked a significant 

violation of human rights that shattered communities across generations (Wilkie, 1997). 

Furthermore, Western psychiatric practices have been considered harmful to Aboriginal people 

through their labelling of behaviours as abnormal without taking into account the negative 

impact of colonisation or different cultural norms (Dudgeon and Bray, 2024). 

The Australian Psychological Society has challenged how services are delivered to Aboriginal 

communities, stating that cultural solutions, reclamation of knowledge systems, strengths-based 

approaches and self-determination are necessary (Sanson et al., 1997). A concept central to the 

knowledge systems of Aboriginal communities is that of socio-emotional wellbeing (SEWB), 

which is illustrated in Figure 2.1. SEWB describes the intricate connection between wellbeing 

and cultural practices, spiritual beliefs and connection to the land and sea (Dudgeon and Bray, 

2024). The first modern definition of SEWB was ‘the social, emotional and cultural well-being 

of the whole Community in which each individual is able to achieve their full potential as a 

human being, thereby bringing about the total well-being of their Community. It is a whole-of-

life view and includes the cyclical concept of life-death-life’ (National Aboriginal Health 

Strategy Working Party, 1989). SEWB represents a holistic and community-led strategy for 

building self-determination and healing from the ongoing impacts of colonisation (Dudgeon 

and Bray, 2024). These considerations are important when applying diagnoses such as CD to 

Aboriginal communities, as is discussed throughout this chapter. 
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Figure 2.1: A Diagram Illustrating the Concept of SEWB (Dudgeon and Bray, 2024) 

2.3 Definition of Conduct Disorder 

CD is a term defined by Western psychiatric paradigms and is not a recognisable term within 

Aboriginal knowledge systems (Dudgeon and Bray, 2024). The most widely used definitions 

for CD are based on the descriptions set out in the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5) and International Classification of Diseases, Tenth Revision 

(ICD-10). Although these manuals have undergone various revisions over time, as discussed in 

Section 5.3, they remain closely aligned (American Psychiatric Association, 2013; World 

Health Organization, 1992). 

From a Western perspective, the term CD generally encompasses oppositional defiant disorder 

(ODD) and CD. ODD and CD are considered part of the same spectrum of disruptive behaviour, 

but only a small proportion of children with ODD go on to develop CD (Fairchild et al., 2019; 

Winther et al., 2014). ODD is a term used to describe younger children who exhibit persistently 

defiant behaviour, particularly to authority figures (Freitag et al., 2018a). CD describes older 

children who display persistent antisocial behaviours, such as aggression towards people or 

animals, destruction of property, deceitfulness or theft (Fairchild et al., 2019; Pilling et al., 

2013; Winther et al., 2014). A major differentiating feature between CD and ODD is that CD 
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often involves an infringement on the rights of other people (Winther et al., 2014). The DSM-

5 criteria for CD includes having at least three out of 15 symptoms over a 12-month period, 

with at least one symptom present within the last six months (see Figure 2.2). The symptoms 

must cause clinically significant impairment in social, academic or occupational functioning 

(American Psychiatric Association, 2013; World Health Organization, 1992). In ICD-10, CD 

is presented as six subcategories (see Table 2.1) (World Health Organization, 1992). 
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Figure 2.2: DSM-5 Criteria for Conduct Disorder (American Psychiatric Association, 

2013) 
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Table 2.1: Subcategories of Conduct Disorder in ICD-10 (World Health Organization, 

1992) 

ICD-10 Code Description 

F91.0 Conduct disorder confined to the family 

context 

F91.1 Unsocialized conduct disorder 

F91.2 Socialized conduct disorder 

F91.3 Oppositional defiant disorder 

F91.8 Other conduct disorders 

F91.9 Conduct disorder, unspecified 

 

CD can be categorised into two main groups. The first group is ‘childhood-onset’, in which 

symptoms begin in childhood and can be childhood limited or life-course persistent. The second 

group is ‘adolescent-onset’, in which symptoms appear in adolescence and tend to be 

adolescence limited (Fairchild et al., 2019; Sanders, 2000). In the childhood-onset subtype, at 

least one criterion is present before the age of 10, whereas in the adolescence-onset subtype, 

there is an absence of any criteria prior to the age of 10 (American Psychiatric Association, 

2013). The onset of symptoms affects the prevalence rates, natural history, risk factors and 

outcomes of the condition (Fairchild et al., 2019; Sanders, 2000). 

The severity of CD can be classified as mild, moderate or severe depending on the number of 

symptoms present and the level of aggression displayed (Freitag et al., 2018a). CD can be 

further subtyped by the presence or absence of callous-unemotional (CU) traits (Fairchild et al., 

2019). If left unmanaged, CD can present a developmental pathway to an antisocial personality 

disorder in adulthood (ASPD) (Fairchild et al., 2019). 

2.4 Epidemiology 

Estimating the global prevalence of CD can be challenging because of the limited data 

available, particularly for children and young people and people from low- to middle-income 

countries (Caldwell et al., 2021; Erskine et al., 2017). This has resulted in uncertainty when 

estimating the burden of disease in people under 25 years old (Erskine et al., 2017), which in 

turn reduces the visibility of mental health disorders in this group (Erskine et al., 2017; Fairchild 

et al., 2019). Nonetheless, the Global Burden of Disease Study 2010 estimated that the 

prevalence of CD in males was 3.6% and 1.5% in females (Erskine et al., 2017). There is some 
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evidence of worldwide increases in the rates of CD in urban areas and in males (Fairchild et al., 

2019; Pilling et al., 2013). 

In Australia, the prevalence of CD is approximately 2%–3% with a decline from 2.7% in 1998 

to 2.1% in 2013–2014 (Sawyer et al., 2018). There has been a persisting pattern in which the 

prevalence of CD is higher among children living in single-parent and low-income households 

(Sawyer et al., 2018). Among Aboriginal children, the data for prevalence rates of CD are 

limited and further confounded by the legitimacy of using Western paradigms to diagnose 

behaviours as mental health conditions in Indigenous communities (Kilian et al., 2019). 

Furthermore, many studies in this cohort are based on incarcerated adults and thus inadequately 

represent the Aboriginal community (Azzopardi et al., 2013; Black et al., 2015; Kilian et al., 

2019). Additionally, Aboriginal children are underrepresented in most national datasets 

(Azzopardi et al., 2013), making it difficult to draw conclusions about the prevalence of mental 

health challenges and patterns of service use among Aboriginal young people (Lawrence et al., 

2016). However, in the Western Australian Aboriginal Child Health Survey, which focused on 

children in a community-based setting, 31.4% of Aboriginal young people were at high risk of 

clinically significant CD compared with 13.1% of children who were not Aboriginal (Blair et 

al., 2005). 

In Europe, CD is estimated to occur in 1%–3% of girls and 2%–5% of boys (Bartels et al., 

2018). In a US national survey of children aged 3–17, 7.4% had CD (Ghandour et al., 2019), 

and earlier studies were suggestive of a prevalence between 5.9% and 9.5% (Moore et al., 

2017). In US samples, there is a variation in the prevalence of life-course-persistent CD (1.9% 

in males and 0.5% in females) and adolescence-limited CD (5.1% in males and 4.6% in females) 

(Moore et al., 2017). In children diagnosed with CD, an estimated 25% of girls and 40% of 

boys will later meet the criteria for ASPD (Black et al., 2015). 

Comorbidity is common with CD. Comorbid conditions include ADHD, depression and anxiety 

disorders (Erskine et al., 2017; Patel et al., 2007). A New Zealand (NZ) study showed that boys 

with CD were three times more likely to have an anxiety disorder and major depressive disorder, 

eight times more likely to be homeless, three times more likely to be dependent on alcohol and 

25 times more likely to have attempted suicide by age 32 than boys without CD (Patel et al., 

2007). 
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CD is often associated with mental illness, substance abuse, legal problems, criminality, 

unwanted teenage pregnancy, academic issues, leaving school without qualifications and 

occupational difficulties (Frick, 2006, 2012; Fairchild et al., 2019). A systematic review of 47 

studies from 19 countries comprising 28,033 male and 4,754 female adolescents showed that 

61.7% of male adolescents in custody had a diagnosis of CD compared with 59.0% of female 

adolescents (Beaudry et al., 2021). Locally, studies from Tasmania and Sydney showed that 

91%–98% of those in in youth detention centres presented with CD (Bickel and Campbell, 

2002; Dixon et al., 2004). 

2.5 Costs Associated with Conduct Disorder 

CD accounts for about 1% of all years lived with disability, which surpasses that of autism 

spectrum disorder and ADHD (Fairchild et al., 2019). The costs related to CD are far-reaching, 

spanning across the health sector to the wider society, and include the impact of criminality. 

This makes estimations of the true cost of the issue challenging (Bonin et al., 2011; Gilmore, 

L., 1999; Knapp and Wong, 2020, Beecham, 2014), particularly because there are few 

economic studies about child and adolescent psychiatric disorders compared with studies of 

adult disorders (Beecham, 2014; Knapp and Wong, 2020). 

In the Dunedin Multidisciplinary Health and Development Study, it was shown that although 

children with life-course-persistent CD made up only 9% of the population studied, they 

accounted for 53.3% of all convictions, 15.7% of emergency department visits, 20.5% of 

prescription fills, 13.1% of injury claims and 24.7% of welfare benefit months. Fifty per cent 

of those with life-course-persistent CD accrued high service use across the domains of criminal 

justice, health and social welfare services, as compared with 11.3% of those without CD (OR = 

7.27, 95% CI = 4.42–12.0). The authors concluded that a diagnosis of CD in childhood points 

to high future costs across multiple sectors (Rivenbark et al., 2018). 

Estimates of the cost of services incurred by people with CD vary markedly, making 

comparisons and assessments of cost-effectiveness difficult. The National Institute for Health 

and Clinical Excellence guidelines suggest a total annual cost of between GBP6,000 (2002–

2003 prices) and USD180,000 (2008 prices). The majority of these costs, between 19% and 

64% of the total costs, have been attributed to the use of criminal justice services (National 

Collaborating Centre for Mental Health [UK], Social Care Institute for Excellence [UK], 2013). 

Difficulties associated with such calculations include uncertainties in quantifying intangible 
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costs such as fear, pain, psychological trauma and grief suffered by victims of crime, and other 

indirect costs such as loss of productivity (National Collaborating Centre for Mental Health 

[UK], Social Care Institute for Excellence [UK], 2013). It has been estimated that about 20%–

25% of people visiting mental health services do so as a result of being victims of crime, with 

an annual cost of between USD5.8 and USD6.8 billion (National Collaborating Centre for 

Mental Health [UK], Social Care Institute for Excellence [UK], 2013). 

In the United States (US), one study estimated the cost to society of a high-risk adolescent 

because of criminal offending to be between USD1.7 million and USD2.3 million (Cohen, 

1998), while another US study found that for children born into poverty, failing to provide early 

childhood care and education for two or more years incurs costs of approximately USD100,000 

per child (Barnett, 1995). In the US, Foster et al. (2005) showed that the cost of CD on mental 

health, general health, education and juvenile justice systems exceeded USD70,000 over a 

seven-year period, while the costs of mental, emotional and behaviour problems in children 

were estimated to cost USD247 billion per annum (National Research Council et al., 2009). 

In the United Kingdom (UK), costs to public services for children with CD were GBP70,000, 

compared with GBP7,000 for children without CD (Scott et al., 2001). Another UK-based study 

showed that the total support costs for children with CD were between GBP49 and GBP19,940 

per annum with a mean of GBP5,960 (2002–2003 prices). Almost 80% of this cost was due to 

loss of productivity (Romeo et al., 2006). Clark et al. (2005) showed that children with more 

severe CD tended to live in specialist facilities for a period, which incurred a higher cost of 

around GBP52,000 per year (2000–2001 prices). About half this cost was accrued to social care 

services, a third to education and 5% each to the health and justice system (Clark et al., 2005). 

Costs were significantly higher for younger children, those living away from home, those 

demonstrating inappropriate sexual behaviour and those from a White ethnic background (Clark 

et al., 2005). 

A pan-European study estimated the total costs associated with 5,932,112 children with ADHD, 

CD or autism spectrum disorder to be EUR21.3 billion per year (Gustavsson et al., 2011). Direct 

healthcare costs accounted for 12% of the total and direct non-medical costs accounted for 88% 

of the cost (Gustavsson et al., 2011). 

CD can produce extensive costs across the health and non-health sectors. The associated high 

personal and societal costs make a strong case for increased investment in early intervention 
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and treatment (Beecham, 2014; Gilmore, L., 1999; Knapp and Wong, 2020). A review of 

interventions for youth offenders was shown to generate savings of between USD1,900 and 

USD31,200 per adolescent, and the most effective interventions were early childhood home 

visiting programs for at risk mothers, early childhood education for low-income families and 

some youth development programs (Aos et al., 2004). Evidence-based parenting programs such 

as Incredible Years may save GBP16,450 per family over 25 years (Foster et al., 2007). School-

based social and emotional learning programs to prevent CD demonstrate cost savings of 

GBP150,000 for severe problems and GBP75,000 for mild problems for each case prevented 

(Knapp et al., 2011). 

In Australia, the need for prevention and early intervention for mental health issues has been 

raised. One report found that late intervention for children experiencing mental health concerns, 

when acute or statutory action is required, costs the government AUD15.2 billion each year 

(Teager et al., 2019). Many more good quality economic studies, including cost-effectiveness 

analyses, are required to allow informed decision-making about resource allocation for CD 

(Beecham, 2014; Knapp and Wong, 2020). 

2.6 Clinical Features 

The clinical features of mental health diagnoses such as CD are complex and evolve over time 

(Caspi et al., 2020). Using Western frames of knowledge, the clinical features of ODD or CD 

can be understood from a life-course perspective, which views behavioural changes as they 

follow a pathway synchronous with developmental stages. Typically, young children aged 3–7 

with ODD or CD will present with symptoms that include general defiance or disobedience of 

adults’ instructions, anger outbursts, temper tantrums, physical aggression to others, destruction 

of property, arguing, blaming others, and a tendency to annoy and provoke others (National 

Collaborating Centre for Mental Health [UK], Social Care Institute for Excellence [UK], 2013). 

In middle childhood (8–11 years), similar features preside, but additionally, as the child grows 

older and stronger, and spends more time outside the home, other behaviours are seen. These 

include swearing, lying, stealing, persistent breaking of rules, physical fights, bullying, cruelty 

to animals and setting fires (Fairchild et al., 2019; National Collaborating Centre for Mental 

Health [UK], Social Care Institute for Excellence [UK], 2013; Sanders, 2000). In adolescence 

(12–17 years), more antisocial behaviours are observed. These include being cruel to others, 

hurting others, assault, robbery, vandalism, breaking and entering houses, stealing, absconding, 

truanting from school, and misusing alcohol and drugs (Fairchild et al., 2019; National 



19 

Collaborating Centre for Mental Health [UK], Social Care Institute for Excellence [UK], 2013; 

Sanders, 2000). 

Most individuals with childhood-onset CD will not progress to the more severe forms of CD. 

The natural course of CD is to peak in middle adolescence and gradually desist. About half of 

those with childhood-onset CD continue to experience problematic behaviours in middle 

childhood. In those with middle childhood symptoms, about half display problematic behaviour 

in adolescence (National Collaborating Centre for Mental Health [UK], Social Care Institute 

for Excellence [UK], 2013). Childhood-limited CD is characterised by very severe symptoms 

during childhood that subside prior to adulthood. Symptoms are often then replaced by anxiety 

and/or depression (Sanders, 2000). Most children with CD will have an adolescence-onset form. 

This form tends to be less severe and often arises in the context of peer group pressure. These 

children have little or no history of earlier antisocial behaviour and generally follow a more 

positive trajectory (Fairchild et al., 2019). For those in the life-course-persistent group, there is 

an earlier onset of problematic behaviour that develops into more severe behavioural problems 

(Black et al., 2015; Junewicz and Billick, 2020; Sanders, 2000). 

Risk factors for CD include male gender, low socio-economic status, recipient of harsh 

discipline, lack of maternal closeness, family instability, lower cognitive ability, impulsivity, 

low school achievement, antisocial peers who abuse substances, truancy and criminal activity 

(Boden et al., 2010; Murray and Farrington, 2010). Other risk factors include maternal smoking 

during pregnancy, exposure to physical or sexual abuse, domestic violence and parental 

substance abuse or criminal behaviour (Boden et al., 2010; Lillig, 2018; Murray and Farrington, 

2010; Sanders, 2000). 

Most studies about CD focus on male subjects, and there is some evidence of gender differences 

in the expression of CD (Lillig, 2018). Females with CD may be at a higher risk for internalising 

symptoms and post-traumatic stress disorder (Freitag et al., 2018b). Teenage pregnancies are 

more common in females with CD, as is an increased risk of their offspring developing CD 

(Pedersen and Mastekaasa, 2011). Other issues unique to females include increased difficulties 

integrating into working life, teenage prostitution, chronic mental and physical health problems, 

substance abuse and delinquency (Bardone et al., 1998). 

Another important feature of CD is the presence of CU traits. CU traits are considered a 

precursor to psychopathy or an ASPD. CU traits include lack of empathy and/or a sense of guilt, 
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shallow emotion, proactive aggression, and an insensitivity to punishment and emotionally 

distressing stimuli (Junewicz and Billick, 2020; Pisano et al., 2017). Those children with CD 

but without CU traits tend to exhibit aggression that is reactive in nature and tend to be 

hypersensitive to punishment and distressing stimuli. The presence of CU traits is predictive of 

worse outcomes in terms of antisocial behaviours, delinquency and recidivism. Early 

identification of CU traits presents an opportunity for early intervention and prevention 

(Junewicz and Billick, 2020). 

Comorbidity with CD is common. Coexisting conditions may include language impairments, 

learning difficulties, ADHD, mood disorders, anxiety disorders and/or substance abuse 

problems (Winther et al., 2014). Those with CD often experience difficulties with interpersonal 

relationships and higher levels of peer rejection (Kazdin and De Los Reyes, 2007). 

2.7 Aetiology 

2.7.1 The Developmental Perspective 

The aetiology of CD is multifactorial and stems from a complex interplay of inherited factors 

and the environment, and the developmental trajectory of childhood-onset and adolescent-onset 

subtypes differ (Pardini and Frick, 2013). The risk of developing CD is also closely linked to 

cognitive skills, social skills, parent characteristics and parenting techniques (Sanders, 2000). 

In the childhood-onset form of CD, infants may be described as having ‘a difficult 

temperament’, which can progress to obstinance, temper tantrums and defiance in the toddler 

years. These behaviours often consolidate in the early school years with noncompliance at 

home, which then becomes generalised to other settings (Sanders, 2000). 

The adolescent-onset subtype is more common in females and typically presents with less 

aggressive behaviours. The behavioural issues may be associated with familial stressors, such 

as divorce and unemployment; such disruption allows the young person an opportunity to 

associate with more deviant peer groups. This group tend to have a better prognosis because 

they have better social skills and interpersonal relationships (Eme, 2020; Sanders, 2000). 

2.7.2 The Role of Cognition, Personality and Social Skills 

Cognitive testing involves the use of standardised tools to measure various aspects of cognitive 

skills, such as memory, literacy, numeracy and problem-solving. Tools designed for these 
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purposes are based on Western concepts of cognition, and very few culturally validated tools 

have been developed or adapted for these purposes (Dingwall et al., 2010). While it is important 

to recognise the limitations of cognitive assessments, there is evidence of a relationship between 

lower cognition and an increased risk of CD (Caspi et al., 2020), and low cognitive abilities are 

more predictive of developing life-course-persistent CD (Eme, 2020). Children with CD often 

display deficits in verbal skills as well as impairments in facial emotion recognition (FER) and 

empathy (Freitag et al., 2018b). Furthermore, there is evidence that cognitive function in these 

individuals continues to decline later into childhood and middle adulthood (Caspi et al., 2020). 

Boys with CD tend to have problem-solving deficits and are more likely to respond to 

challenges in an aggressive manner. They often have distorted cognitions about interpersonal 

interactions and low self-esteem, and are more likely to see the outcomes of aggressive 

behaviour in a positive light. They are also less likely to perceive their behaviour as aggressive 

or angry in nature (Sanders, 2000). 

Social maturity plays a role in CD. Children with CD often lack the skills necessary for effective 

integration with a non-deviant peer group. This makes them more likely to respond in an 

aggressive manner, which leads to rejection by peers. Those who are more socially competent 

may have their problematic behaviour viewed as amusing, which leads to peer acceptance. Peer 

rejection is predictive of ongoing social difficulties (Sanders, 2000). 

CU traits are negatively associated with verbal intelligence, creativity, practicality and analytic 

thinking. Those with CU traits show abnormalities in the processing of punishment cues and in 

empathic responses (Pisano et al., 2017). 

Individual protective factors for children include an easy temperament, sociability, average 

intelligence, school competency and high self-esteem. External supports such as peers, friends 

and adults are also protective (Sanders, 2000). 

2.7.3 Adverse Childhood Experiences 

The term adverse childhood experiences (ACEs) is used to describe various negative episodes 

that a child or young person is exposed to. Such experiences can include abuse and/or neglect 

as well as parental psychopathology, separation or incarceration (DeLisi et al., 2019). Long-

term exposure to ACEs is linked to various behavioural and mental health disorders (Connolly 

and Kavish, 2019; Lackova Rebicova et al., 2019; Park et al., 2014). 
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Parental psychopathology is a known risk factor for CD. Fathers experiencing an ASPD, 

substance abuse issues or depression present a high risk to children. Mothers with an ASPD or 

depression are a risk factor for developing CD. The risk related to parental psychopathology is 

likely to be multifactorial and represent an interplay of genetics, modelling and more coercive 

parenting techniques (Ivanova, 2019). 

Family characteristics such as household conflict, single-parent families or changes in marital 

status are risk factors for emerging CD. Changes in marital status can cause a 3–7 times increase 

in CD. Interparental conflict, and in particular, domestic violence, is a significant predictor of 

CD, with a higher risk in males than females (Eme, 2020). 

Children experiencing abuse are more likely to display CD. In an NZ study, child sexual abuse 

predicted CD after controlling for other childhood adversities (Fergusson, D.M., McLeod, G.F. 

and Horwood, L.J., 2013). Repeated physical abuse is also associated with CD (Eme, 2020; 

Fergusson et al., 2013). 

CU traits are influenced by parenting characteristics (Pisano et al., 2017). Mothers with 

antisocial traits are predictive of toddlers demonstrating CU behaviours (Hyde et al., 2016). It 

may be that children with CU traits produce a negative response from parents whereby parents 

then demonstrate less warmth towards the child (Muñoz et al., 2011). Mothers who exhibit 

more positively reinforcing behaviours can buffer the inherited risk for early CU behaviours 

(Pisano et al., 2017). 

2.7.4 Neighbourhood Effects 

CD and other externalising behaviours have been linked to neighbourhood characteristics. This 

is most likely related to increased concentrations of poverty and its association with transiency, 

crime and general neighbourhood disorder. Children growing up in such neighbourhoods often 

experience developmental challenges, form fewer community connections and have lower 

social capital (Jennings et al., 2018). Adverse neighbourhood characteristics may predict 

cognitive deficits and low school achievement, which may lead to problematic behaviour 

(Ainsworth, 2002). Protective factors include family cohesion and connection with the 

community (Caughy et al., 2008; Plybon and Kliewer, 2001; Riina et al., 2013). 

Within Aboriginal communities, access to health and disability services is limited by 

geography, and those residing in regional, rural or remote areas of Australia are particularly 
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affected (D’Aprano et al., 2024). Contributing factors include cultural concepts of disability 

that may lead to stigmatisation and a reluctance to seek such services, while systemic racism 

has led to mistrust in mainstream services (Gilroy et al., 2017). These factors have an impact 

on the quality, cultural responsiveness and timeliness of support for communities (D’Aprano et 

al., 2024). 

2.8 Pathophysiology 

2.8.1 Genetics 

Although there is considerable variation in the heritability estimates of CD, most studies have 

found CD to be moderately heritable (Freitag et al., 2018b). One twin study found that 

maltreatment was associated with a 24% increase in the probability of CD among children with 

a high genetic risk, compared with a 2% increase among children at low genetic risk (Jaffee et 

al., 2003). Candidate genes include those of the dopaminergic and serotonergic system (Freitag 

et al., 2018b), including the monoamine oxidase-A gene, which is thought to interact with early 

life adversity or maltreatment (Byrd and Manuck, 2014). The heritability of CU traits is 

significant, ranging from 42% to 68%, and is thought to contribute to the stability of these traits 

over time (Frick et al., 2014). 

2.8.2 Central and Peripheral Nervous Systems 

The central and peripheral nervous systems mediate responses to stress. This includes the 

hypothalamic-pituitary-adrenal axis and sympathetic nervous system. Fear and threat activate 

the release of cortisol and norepinephrine and induce the ‘fight or flight’ response, leading to 

changes in heart rate, skin conductance and startle response (Junewicz and Billick, 2020). 

The two main theories relating to the impaired stress response of children and adults with CD 

is that of ‘overarousal’ and ‘underarousal’ (van Goozen and Fairchild, 2008). Physiological 

overarousal or a more active fight or flight system has been associated with externalising and 

internalising problems that can lead to CD (Fanti, 2018). Physiological underarousal suggests 

that those with CD lack the appropriate arousal and emotional response to situations, including 

negative consequences (van Goozen and Fairchild, 2008), such that affected individuals seek 

stimulation to raise their arousal to optimal levels (Fanti, 2018). 
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2.8.3 Biomarkers 

Many biomarkers have been associated with CD. These include decreased basal cortisol levels, 

increased testosterone levels, increased testosterone to cortisol reactivity ratio, reduced 

serotonin levels, reduced oxytocin levels, low resting heart rate and reduced skin conductance. 

Table 2.2 provides a summary of these biomarkers and their role in behaviour. In children, the 

clinical utility of such markers is ambiguous. This is mainly because research in children is less 

rigorous and more open to heterogeneity (Junewicz and Billick, 2020). Furthermore, 

environmental factors such as stress and diurnal rhythms interact with physiological markers, 

making clinical norms difficult to establish (Junewicz and Billick, 2020). 

Table 2.2: Summary of Biomarkers and Role in Behaviour 

Biomarker Role of Biomarker Reference 

Low basal cortisol Impaired fear reactivity in 

children and increased 

sensation-seeking in adults. 

Glenn and Raine, 2014 

Influenced by many factors, 

e.g. hormones, age, 

environment. 

Alink et al., 2008 

Işık et al., 2018 

Increased testosterone 

 

Psychopathic traits, e.g. 

impulsivity, sensation-

seeking and seeking 

dominance over others. 

Glenn and Raine, 2014 

Increased testosterone to 

cortisol reactivity ratio 

Reduced amygdala response 

to fear and threat. 

Glenn and Raine, 2014 

Reduced serotonin and 

oxytocin levels 

 

Associated with antisocial 

behaviour in adults, evidence 

less clear for young people.  

Junewicz and Billick, 2020 

Lower serotonin metabolite 

(5-HIAA) levels associated 

with aggression. 

Van Goozen et al., 1998 

Low resting heart rate and 

reduced skin conductance  

Associated with low levels 

of fear. 

Fanti, 2018 

Loeber et al., 2000 

 

2.8.4 Neural Structure 

There are similarities between the neural structure of young people with CD and adults with 

ASPD, providing evidence for a developmental pathway linking these groups. Both groups 
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exhibit decreased size and functioning of the amygdala and prefrontal cortex and reduced 

connectivity of the default mode network (Junewicz and Billick, 2020). These findings are 

summarised in Table 2.3. 

Studying neural structure and functioning in children is complex. Heterogeneous findings can 

be due to normal neurodevelopmental changes, which involve both increases and decreases in 

size and functioning depending on the developmental stage and maturational processes of the 

brain (Junewicz and Billick, 2020). This complexity makes the clinical utility of neural 

structural changes difficult to ascertain. 

Table 2.3: Summary of Neural Structure and Role in Behaviour 

Neural Structure Role of Neural Structure Reference 

Amygdala Smaller size and dysfunction 

associated with conduct 

disorder (CD).  

McDonough-Caplan and 

Beauchaine, 2018 

Junewicz and Billick, 2020 

Noordermeer et al., 2016 

Striatum Lower dopamine activation 

in striatum associated with 

irritability and negative 

affective states. 

Leads to seeking of external 

rewards and thereby 

impulsive or disruptive 

behaviour. 

McDonough-Caplan and 

Beauchaine, 2018 

Junewicz and Billick, 2020 

 

Prefrontal cortex Smaller in CD and 

associated with dysregulated 

emotional responses and 

impulsive behaviour. 

McDonough-Caplan and 

Beauchaine, 2018 

Junewicz and Billick, 2020 

Default mode network 

(coordinated activity 

between various cerebral 

areas) 

Associated with moral 

judgement, theory of mind, 

emotion regulation, self-

reflection and self-

referential thinking. 

Impaired functioning in CD. 

Glenn et al., 2013. 

Raine et al., 2003. 

 

2.8.5 Facial Emotional Recognition 

FER is associated with emotional processing and allows the detection of distinct facial muscle 

activity during exposure to different emotional stimuli (Fanti, 2018). Difficulties in FER are 

associated with a range of mental health and antisocial presentations in adolescents and adults. 
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A systematic review of children aged 12 and under suggested FER problems are present in 

ADHD, CD and CU presentations. FER deficits could be a relevant target of intervention for 

externalising behaviours (Cooper et al., 2020). 

2.9 Screening and Surveillance 

2.9.1 Screening 

From a population perspective, there are many screening or surveillance tools in use to identify 

potential CD in children (Cooper et al., 2020; Pilling et al., 2013). The goal of screening is to 

improve the rate of early identification of behavioural difficulties so that specialist services and 

early intervention can be facilitated (Sim et al., 2019). Currently, there is limited evidence to 

suggest the optimal timing for monitoring or screening for behavioural issues (Cooper et al., 

2020; Pilling et al., 2013). 

Screening and diagnostic tools for CD are discussed in the following sections. However, in 

most circumstances these tools have been designed and validated within Western systems of 

knowledge under the assumption that everyone, including those from different cultural 

backgrounds, will be able to participate in these assessments equally. Therefore, the tools 

mentioned below need to be considered with care when extrapolating them to Aboriginal 

communities (Pattel, 2007). 

2.9.2 Screening Tools 

The most commonly used tools to screen for externalising behaviour are the Strengths and 

Difficulties Questionnaire (SDQ), Survey of Wellbeing of Young Children, and Ages and 

Stages Questionnaire: Social Emotional (ASQ:SE) (Maldonado et al., 2019). 

2.9.2.1 Strengths and Difficulties Questionnaire 

A review of preschool screening tools for language and behavioural difficulties in a community 

setting reported that the SDQ administered at age 4 achieved the best predictive validity 

compared with other behaviour screening tools (sensitivity 31%, specificity 93%, negative 

predictive value 84% and positive predictive value 52%) (Sim et al., 2019). 

The SDQ is a short screening instrument (25 questions) for those aged between 3 and 17. It 

screens for emotional, behavioural and social functioning, and can be used serially. The 
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instrument allows for a multi-informant assessment and can be completed by parents, teachers 

and children aged 11 to 17. A computerised algorithm predicts the risk of a disorder in the 

following five subscales: conduct problems, emotional problems, hyperactivity/inattention 

problems, peer relationships, and kind and helpful behaviour (Goodman, 1997). A further five 

questions assess the impact of the behaviour on the domains of home, life, friendship, classroom 

learning and leisure activities. An overall score and risk prediction is made for total difficulties 

and the impact of the behaviours (Goodman, 1997, 2001; Goodman et al., 1998, 2003). 

The psychometric properties of the SDQ have been examined in various studies. Factor analysis 

shows that the five subscales correspond with the hypothesised domains of psychopathology 

and personal strengths (Goodman, 2001; Muris et al., 2003). The internal consistency and test-

retest stability of the SDQ is satisfactory (Goodman, 2001). Correlations among parent, teacher 

and self-report SDQ scores are moderate and comparable with other psychopathology measures 

(Goodman, 1997, 2001; Goodman et al., 1998; Muris et al., 2003). 

In terms of validity, SDQ scores correlate well with other indexes of psychopathology, such as 

the Rutter and Achenbach questionnaires (Goodman, 1997), and discriminate well between 

children with and without psychopathological symptoms in a community setting (Goodman, 

1997, 2001; Goodman et al., 1998; Muris et al., 2003). 

Among Aboriginal Australians, the SDQ, with modifications in the wording and the response 

scale, has high reliability and consistency (Dingwall and Cairney, 2010). The peer problems 

scale is the least reliable (0.60) (Blair et al., 2005; Dingwall and Cairney, 2010), mainly because 

this subscale does not appear to fit well with cultural concepts of the relative importance of 

different interpersonal relationships (Williamson et al., 2010). The SDQ has been used in 

multiple other settings where Aboriginal children and adolescents were represented in the 

samples and is generally considered to be an acceptable tool (Dray et al., 2016; Pilling et al., 

2013; Priest et al., 2012; Williamson et al., 2010). 

2.9.2.2 Survey of Wellbeing of Young Children 

The Survey of Wellbeing of Young Children is a brief instrument used to screen for 

development, behaviour and family circumstances for children between 2 and 60 months of age 

(Sheldrick and Perrin, 2013; Whitesell et al., 2015). In validation studies, it compares 

favourably with the Ages and Stages Questionnaire (ASQ), the ASQ:SE, the Child Behaviour 

Checklist (CBCL) and the Modified Checklist for Autism in Toddlers (Whitesell et al., 2015). 
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2.9.2.3 Ages and Stages Questionnaire: Social Emotional 

The ASQ:SE is a brief parent-report questionnaire designed to identify young children and 

infants (1–72 months) at risk of social and emotional problems. The ASQ:SE has been validated 

in clinical and non-clinical populations (Squires et al., 2002). 

One important issue to consider when using the ASQ:SE, and possibly the other tools 

mentioned here, is that measures are based on parent reporting rather than objective data 

(Salomonsson and Sleed, 2010). Therefore, parental stress, particularly depression, can be 

associated with negative ratings of the child’s behaviour (Salomonsson and Sleed, 2010). 

2.10 Diagnosis 

2.10.1 Multidisciplinary Diagnostic Assessment 

CD is a complex mental health issue (Hawes et al., 2009; Mason, 2020) requiring a 

multidisciplinary approach to make a diagnosis and to identify comorbid disorders (Barry et al., 

2013). The assessment generally consists of gathering information from a parent or carer while 

also allowing for a young person to be seen on their own. 

The assessment for CD involves checking for core symptoms as described in DSM-5 or ICD-

10, severity of symptoms, CU traits, comorbidities and potential causal factors (Mason, 2020). 

An understanding of the social context of a child’s life, including parenting practices, is 

required. A family history of mental health, substance misuse and criminal behaviour is 

important to elucidate, and where appropriate, screening for domestic violence is conducted 

(National Collaborating Centre for Mental Health [UK], Social Care Institute for Excellence 

[UK], 2013). Further information regarding a child’s behaviour and social circumstances is 

often gained through discussions with teachers or childcare educators (Sanders, 2000). 

Approaches to the multidisciplinary assessment are varied. The interviews may follow a 

structured or non-structured format. A structured interview is based on eliciting specific 

diagnostic criteria. Non-structured interviews allow greater flexibility and can incorporate 

formats such as a HEEADSSS assessment (Smith and McGuinness, 2017) or a mental state 

examination. The assessment process can involve a single appointment or multiple 

appointments and requires a period of observation, particularly of the parent and child 

interacting (Fairchild et al., 2019). 
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After a thorough assessment has been completed, the presenting issues in the context of the 

child’s developmental pathway are formulated (Mason, 2020; National Collaborating Centre 

for Mental Health [UK], Social Care Institute for Excellence [UK], 2013; Pilling et al., 2013; 

Sanders, 2000). This then forms the basis of an individualised care plan that can be developed 

in partnership with the child and their parents (Fairchild et al., 2019). 

In addition, when considering a diagnosis of CD in Aboriginal children and young people, it is 

necessary to reflect on power differentials and the cultural context. For instance, clinicians are 

in a dominant position in relation to the patient. Clinicians often use Western models for 

assessments, such as structuring their enquiry to determine whether the DSM-5 criteria are met. 

This means that how a clinician appropriates behaviour has significant power over whether or 

not a diagnosis is made. From a different perspective, the behaviour of the Aboriginal person 

may be seen as a demonstration of self-respect and resistance to colonisation. It is thus 

important for clinicians to reflect upon their own worldview as part of any diagnostic process 

(Vance et al., 2022). 

2.10.2 Diagnostic Tools 

2.10.2.1 Strengths and Difficulties Questionnaire 

See Section 2.9.2.1. 

2.10.2.2 Child Behaviour Checklist 

The CBCL is a tool for children aged 4–16. The first part asks about the child’s social, activity 

and school competencies, and the second part comprises a list of 100–118 specific behaviour 

problems, which covers a broad range of behaviours. In preschool children, the CBCL is 

completed by parents, whereas for school-aged children a parent and teacher version are 

available. Scores are then generated to indicate whether a child falls into the clinical range for 

the following categories: aggressive behaviour, anxious/depressed, attention problems, rule-

breaking behaviour, somatic complaints, social problems, thought problems and 

withdrawn/depressed (Achenbach and Ruffle, 2000; Nolan et al., 1996). The CBCL has been 

validated and is applicable to an Australian setting; however, it may overestimate the prevalence 

of psychiatric disorders (Achenbach and Ruffle, 2000; Nolan et al., 1996). 



30 

2.10.2.3 Conners’ Rating Scales–Revised 

The Conners’ Rating Scales–Revised (CRS–R) are often used to assess for ADHD, which can 

coexist with CD. Parent and teacher versions are available (Conners et al., 1998, Helton et al., 

2006). A systematic review of the CRS–R showed that it had moderate sensitivity and 

specificity in diagnosing ADHD (Chang et al., 2016). The CRS–R has undergone revisions, 

and Conners 4th Edition was recently launched. Yet most of the published literature refers to 

Conners 3rd Edition, which is a validated tool for diagnosing ADHD and ODD or CD (Gallant, 

2007; Gomez et al., 2021). The psychometric properties of Conners 3rd Edition indicate a 

reliable and replicable factor structure, strong construct correlations between the scales and 

sensitivity to diagnostic group differences (Gallant, 2007). The Conners 4 Parent, Teacher, and 

Self-Report scale is reported to have excellent reliability and validity measures as well 

(Conners, 2024). 

2.10.2.4 Assessment of Callous-unemotional Traits 

The presence of CU traits is important to identify because of its association with more severe 

symptoms and psychopathy (Fairchild et al., 2019; Freitag et al., 2018b). The Psychopathy 

Checklist Youth Version or the Youth Psychopathic Traits Inventory can be used to assess for 

a grandiose and manipulative interpersonal style, a callous and unemotional affective style, and 

impulsive and irresponsible behaviour (Junewicz and Billick, 2020). 

2.10.2.5 Culturally Validated Tools 

A small number of culturally appropriate, evidenced-based assessment tools are available for 

use among Aboriginal children with CD (Dingwall and Cairney, 2010; Edwige and Gray, 2021). 

One example is the Westerman Aboriginal Symptom Checklist Youth, which identifies youth 

at risk of depression, suicidal behaviours, drug and alcohol misuse, impulsivity and anxiety, 

and considers cultural resilience a moderator of risk (Little, Jonathon, 2007; Westerman, 2003). 

2.10.3 Differential Diagnosis 

The differential diagnosis of CD includes ADHD, manic-depressive disorder, adjustment 

disorder or organic disease, such as seizures (National Collaborating Centre for Mental Health 

[UK], Social Care Institute for Excellence [UK], 2013; Sanders, 2000). 
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2.10.4 Diagnostic Criteria 

Diagnosing mental health disorders is a complex process requiring a holistic understanding of 

an individual over their lifetime. Diagnostic manuals are useful but also have limitations, 

including cross-cultural applicability, as discussed in Section 5.3 (Clark et al., 2017). However, 

the ICD-10 and DSM-5 set out criteria that are often used for diagnosing CD (see Figure 2.2; 

American Psychiatric Association, 2013). A diagnosis of CD is based on an enduring pattern 

of problematic behaviour, such as excessive fighting or bullying, cruelty to animals or other 

people, and destruction of property (American Psychiatric Association, 2013; World Health 

Organization, 1992). 

Drawing the line between ODD and CD can be somewhat arbitrary and requires taking into 

account the child’s developmental age (Clark et al., 2017; Moffitt et al., 2008). For all children, 

the expression of any particular behaviour varies with age. For example, hitting behaviours 

peak at around 2 years of age and then decline in subsequent years (National Collaborating 

Centre for Mental Health [UK], Social Care Institute for Excellence [UK], 2013). 

Distinguishing between ODD and CD is generally based on meeting specific criteria at a point 

in time. For example, a child reacting to a negative experience may meet the diagnostic criteria 

for CD, but over time, the child may no longer meet these criteria (Clark et al., 2017). It is thus 

important to review the diagnosis periodically and to assess a child’s behaviour in the context 

of their life experiences (Edwige and Gray, 2021; Moffitt et al., 2008). 

2.11 Management 

The management of CD can involve a tiered approach. From a population perspective, 

preventive strategies have been described in the literature. For those with a diagnosis of CD, 

management consists predominantly of psychological-based therapies, including individual 

therapy and/or family therapy. Multimodal forms of therapy, in which a suite of interventions 

are available and tailored to individuals, have also been used (Norberg, 2010). These 

approaches are discussed in this section. 

Within Australia, there are no specific guidelines for the treatment of CD; nor are there 

guidelines for the management of CD in Aboriginal children. For Aboriginal children with CD, 

modified cognitive-behavioural therapy has been validated (Bennett and Babbage, 2014; 

Bennett-Levy et al., 2014), but the direct acceptability or impact of child-focused interventions 
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in this group has not been evaluated (Kilian et al., 2019). Further progress is required to 

understand how CD can be managed in a culturally safe way. 

2.11.1 Prevention 

Universal strategies for prevention are aimed at the general population, in which the overall 

population risk is low, for example, using the ASQ:SE at scheduled child developmental 

checks. There is substantial overlap between selective and indicated prevention. Selective 

prevention is aimed at individuals who are at high risk of developing a behavioural disorder or 

are showing early signs or symptoms. Indicated prevention is aimed at specific groups for 

whom early symptoms, but not the full disorder, have been identified. The interventions for 

both these groups tend to focus on reducing risk and strengthening resilience. The associated 

risk is often multifactorial and related to ACEs, including poverty, unemployment, substandard 

housing, parental mental health problems and marital conflict (National Collaborating Centre 

for Mental Health [UK], Social Care Institute for Excellence [UK], 2013). 

The effectiveness of various preventive programs has been extensively reviewed. Most of these 

programs tend to produce small to moderate short-term (1 to 3 years) effects on reducing 

antisocial behaviour, but 20%–30% of children do not show any symptomatic improvement 

(Brennan and Shaw, 2015; Kazdin, 2018). In many cases, programs are not adequately 

resourced to evaluate long-term effectiveness (Eme, 2020) and are too heterogeneous for 

comparisons to be made (Brennan and Shaw, 2015; Durlak, 2009; Fergusson et al., 2005). 

An example of a selective prevention program is the FAST Track Program, which was based 

in the US (Conduct Problems Prevention Research Group, 1992). This was a randomised 

controlled study of 979 children at high risk for CD. The intervention included psychosocial 

support and skill training for parents and children, intensive reading tuition in first grade, 

behavioural management consultation with teachers, and the provision of homework support as 

needed. Overall, the intervention reduced externalising, internalising or substance use disorder 

in the intervention group by 10% (small effect size d = 0.15). There was a more notable 

reduction of 31% in the severity-weighted violent crime conviction index in two of the three 

cohorts studied (Dodge et al., 2015; Zych and Farrington, 2018). 
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2.11.2 Early Intervention 

Early intervention for children with CD offers an opportunity to positively change the trajectory 

of affected individuals. The complex nature of behavioural issues often means that such 

interventions may need to be repeated at various times during a life course (Gilmore, 1999). 

2.11.2.1 Individual Interventions 

Individual therapy aims to improve a child’s emotional regulation, social skills and problem-

solving skills (Gorman et al., 2015; Lillig, 2018; Sanders, 2000). Problem-solving skills training 

is an example of this treatment modality, and many other cognitive-behavioural models are also 

in use (Kazdin, 2018). 

2.11.2.2 Classroom-based Interventions 

Classroom-based interventions are usually delivered at schools considered to have risk factors 

for the development of CD, for example, low socio-economic status, low school achievement 

and parental mental health or drug problems (National Collaborating Centre for Mental Health 

[UK], Social Care Institute for Excellence [UK], 2013). These programs are often developed 

for children aged between 3 and 7, and aim to increase a child’s emotional awareness and self-

regulation as well as promote a positive self-concept, good peer relations and problem-solving 

skills (National Collaborating Centre for Mental Health [UK], Social Care Institute for 

Excellence [UK], 2013). 

Classroom-based interventions often involve strategies that teachers can use to prevent or 

manage problematic behaviour, such as effective monitoring, management of transitions, 

reinforcing positive behaviours, ignoring minor misbehaviour and fair consequences for serious 

misbehaviour (Sanders, 2000). 

A systematic review and network meta-analysis investigating whether school-based 

interventions were effective in preventing anxiety, depression and CD in children and young 

people showed that most school-based interventions using components of psychoeducation or 

cognitive-behavioural therapy may be effective in preventing symptoms in these groups. The 

studies were heterogeneous and the cost-effectiveness of such programs was not evaluated 

(Caldwell et al., 2021). 
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2.11.2.3 Parent-focused Interventions 

Most parent-focused programs focus on parenting techniques (Winther et al., 2014). Others 

involve a more systematic approach and can include individual and/or family therapy (Conduct 

Problems Prevention Research Group, 1992; Webster-Stratton et al., 2008). Parent-focused 

interventions based on cognitive and behavioural principles, for example, the Triple P (Positive 

Parenting Program) or Incredible Years programs, have been shown to reduce antisocial 

behaviour in younger children (Sanders, 2000). The strongest evidence for Triple P is for those 

in the early adolescent period who are displaying oppositional behaviour. Large and sustained 

effect sizes are seen in this group, particularly in reducing prenatal depression and stress, 

decreasing marital conflict, and increasing parenting efficacy and sense of capacity (Sanders et 

al., 2000). The cost-effectiveness of Triple P versus no intervention has been evaluated. When 

delivered in a group setting, the incremental cost-effectiveness ratio was $1,013 per disability-

adjusted life year averted, and in an individual format the ratio was $20,498 per disability-

adjusted life year averted (Sampaio et al., 2018). In 2022, a suite of online Triple P programs 

became available across Australia after a competitive government grant was won (Triple P 

Positive Parenting Program, 2024). 

2.11.2.4 Multimodal Therapy 

Multimodal therapy involves the use of various forms of therapy that are individualised for a 

child and their family (Norberg, 2010). An example of multimodal therapy is Functional Family 

Therapy (FFT). FFT involves improving relationships within the family unit by establishing 

clear communication between family members, helping to solve interpersonal problems, and 

identifying behavioural goals (Kazdin, 2001). FFT has been shown to improve communication 

and relationships within the family, and result in less contact between young people and police 

(Kazdin, 2001). 

Multisystemic therapy (MST) is another example of multimodal therapy. MST involves a 

thorough assessment of the young person in the context of their family and social circumstances 

and then individualising interventions based on the needs of the child and their family. MST 

will often address issues pertinent to the wellbeing of the parents and improving the 

relationships within the family. This may include issues related to drug or alcohol abuse, mental 

health concerns, domestic violence and issues with accessing welfare benefits or adequate 

housing (National Collaborating Centre for Mental Health [UK], Social Care Institute for 
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Excellence [UK], 2013). The intervention period is around 3–5 months, during which the MST 

team have almost daily contact with the family (Frick, 1998). The effectiveness of MST was 

evaluated in the START (Systemic Therapy for At Risk Teens) study. This was a large UK-

based multicentre, randomised controlled trial assessing the effectiveness and economic 

benefits of MST versus the usual management of adolescent antisocial behaviour. At 18 

months, there was a reduction in overall offending but otherwise no difference in outcomes. At 

48 months, no significant differences were found in self-reported outcomes, such as behavioural 

adjustment, psychosocial or family functioning, and quality of life. The five-year follow-up 

showed no significant difference in out-of-home placements. The authors commented on the 

intuitive value of MST and the difficulties encountered when obtaining follow-up data in the 

cohort (Conroy et al., 2023; Fonagy et al., 2013, 2018). 

Within NSW, MST was implemented as part of a whole-of-government reform called Their 

Futures Matter. The aim of this policy was to improve outcomes for vulnerable children, young 

people and their families. MST for Child Abuse and Neglect and FFT–Child Welfare were 

implemented as part of this policy as a mechanism for improving family preservation and 

restoration outcomes (Economidis, 2023). A broader evaluation of these programs showed that 

while they may reduce rates of child abuse and neglect, the methodological limitations of 

published studies caused their effectiveness to be unclear (Economidis, 2023). An NSW review 

found that uptake of the programs was low: 20% of families withdrew prior to completion of 

the program. Some of the key enablers to implementing the programs were their therapeutic 

and strengths-based approaches. Key barriers included issues related to the referral and 

adaptation process, staff recruitment and retainment, and data collection. The authors 

recommended including cultural factors when implementing the programs as well as ongoing 

monitoring of the outcomes and costs (Economidis, 2023; Audit Office of New South Wales, 

2020). 

2.11.2.5 Community Interventions 

The characteristics of a community can play a role in a child developing CD. There is a strong 

association between the social determinants of community disadvantage such as poverty, social 

exclusion and racism, and youth violence (Warner et al., 2010). This association may be partly 

due to a child being exposed to violence (De Coster et al., 2006), a paucity of positive 

relationships among residents and an acceptance of violence as being unavoidable (David-

Ferdon and Hammond, 2008). 
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Community interventions are generally implemented by building partnerships and establishing 

trust. Some examples include training residents on how to intervene when they observe 

inappropriate behaviour, fostering the development of social capital (Warner et al., 2010), 

parent-focused interventions, nurse-led home visiting programs and self-regulation programs 

(Piquero et al., 2009, 2016). A systematic review of community coalitions, meaning 

connections across health and social care sectors, showed beneficial effects particularly for 

racial minority groups. However, information about the specific characteristics of such 

interventions was limited, making generalisation challenging (Anderson et al., 2015). 

2.11.2.6 Psychopharmacology 

Psychopharmacology plays a role in the more severe forms of CD and is used alongside the 

other therapy modalities described above (Lillig, 2018; National Collaborating Centre for 

Mental Health [UK], Social Care Institute for Excellence [UK], 2013; Sanders, 2000). When 

medication is used, the aim is to target specific symptoms such as hyperactivity, impulsivity 

and aggression. For example, risperidone is licensed for the short-term symptomatic treatment 

(up to 6 weeks) of persistent aggression in CD in children from the age of 5 years (Lillig, 2018). 

When there is coexisting ADHD, stimulant therapy, such as methylphenidate or amphetamines, 

is often used. Alternatives include atomoxetine, guanfacine and clonidine (Gorman et al., 2015). 

For those with coexisting depression and/or anxiety, selective serotonin reuptake inhibitor or 

other similar medications may be used (Gorman et al., 2015; Sanders, 2000). 

2.11.2.7 Treatment of Callous-unemotional Traits 

No definitive psychological or pharmacological treatment is available for children with elevated 

CU traits (Wilkinson et al., 2016). However, some promising treatment modalities are available. 

These are summarised in Table 2.4. For those with CU traits, methylphenidate and risperidone 

have the largest effects on aggression (Balia et al., 2018). There is some low-quality evidence 

to support a small effect of mood stabilisers and other agents, but use of these needs to be 

weighed against the adverse effects associated with these medications. 
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Table 2.4: Summary of Treatments for Children with Conduct Disorder and High Callous and Unemotional Traits 

Name Age Range 

(Years) 

Treatment Target Treatment 

Description 

Length of 

Treatment 

Directed 

towards 

Main 

References 

Evidence 

Emotional 

Recognition 

Therapy (ERT) 

6–16 Improve emotion 

recognition and 

interpretation. 

Improve empathic 

abilities. 

Mind Reading 

program to 

interpret 

emotions. 

4 sessions 

(90 min each) 

Children Dadds et al., 

2012 

RCT with N = 195 

6 months after 

treatment: ERT 

produced 

significant 

improvements in 

affective empathy 

and CD.  

Mental Models Adolescents Increase positive 

emotion and 

reduce negative 

affect. 

Improvement of 

decision-making 

skills. 

Combination of 

motivational 

techniques, 

cognitive 

behaviour 

training, and 

instruction on 

positive emotion, 

12 didactic 

sessions. 

Education on 

brain 

development. 

12 weekly 

sessions 

 

Children Salekin et al., 

2012 

24 youths in 

secure residential 

facility. 

Short-term results 

show increased 

positive emotion, 

reduction in CU 

traits, improved 

amenability to 

treatment.  
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Name Age Range 

(Years) 

Treatment Target Treatment 

Description 

Length of 

Treatment 

Directed 

towards 

Main 

References 

Evidence 

Coping Power 

(CP) Program 

7–14 Improvement of 

emotion 

recognition. 

Increase child’s 

ability to cope 

with anger. 

Enhancement of 

perspective taking 

ability and 

problem-solving 

skills. 

Improvement of 

parenting skills. 

 

Contextual 

social–cognitive 

model. 

12 months 

36 group 

sessions 

16 parent 

sessions 

Small group 

parenting 

sessions 

 

Children 

and parents 

Muratori et 

al., 2017 

 

N = 110 

Randomised to 3 

treatment groups 

for 12 months. 

CP program more 

effective in 

reducing 

aggressive 

behaviours. 

Decrease CU traits 

and lower rate of 

referrals to mental 

health at 1-year 

follow-up. 

Abbreviations: CARES = coaching and rewarding emotional skills, CP = coping power, ERT = emotion recognition training, RCT = randomised control trial 
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2.12 Summary 

CD is an example of a significant behavioural problem emerging in childhood. Globally, CD is 

one of the leading causes of disability in young people (Fairchild et al., 2019). Children with 

CD experience a broad range of negative outcomes that continue into adulthood. These 

outcomes range from lower educational attainment and poorer health outcomes to criminal 

behaviour and suicidality (Frick, 1998; Gorman et al., 2015). Therefore, the individual and 

societal costs of CD are chronic, high and widespread, involving multiple sectors, including the 

health, education, social welfare and criminal justice sectors (Fairchild et al., 2019). Australian 

Aboriginal communities are disproportionately affected by such diagnoses, which are deeply 

rooted in the historical and generational trauma caused by colonisation (Edwige and Gray, 

2021; Kilian et al., 2019). These concepts are further explored in Chapter 5. 

For multiple reasons, CD is described as a complex mental health disorder. It is a heterogeneous 

and multifactor disorder with many known and unknown risk factors. Comorbidity is common 

and gender differences in clinical manifestations also exist. This makes comparative studies 

regarding effective treatment modalities difficult to analyse. While there is evidence for 

preventive models and early childhood interventions, much less is known about effective 

treatment in adolescence (Freitag et al., 2018a). In addition, diagnostic assessments and 

treatment modalities are based on Western discourses, which are inappropriate for use among 

Aboriginal children and young people. Furthermore, those children at highest risk of CD or 

with the most severe symptoms are often the hardest group to engage with for intervention and 

research (Freitag et al., 2018a). 

The substantial future costs associated with CD manifest a sense of urgency for novel 

approaches to its prevention and management (Czeisler et al., 2020; Daniel, 2020; Fairchild et 

al., 2019). In recent times, there has been growing recognition of the knowledge systems of 

Indigenous people as crucial in managing health and wellbeing. The complexity of CD 

necessitates a thorough multidisciplinary management approach through which a holistic and 

culturally appropriate understanding of the child and family is respectfully sought. This requires 

a systematic approach across sectors, including the health, education and social sectors, as well 

as cooperation by the family and co-design with the Aboriginal community (Norberg, 2010). 

This type of holistic approach requires redirecting resources through integrated partnerships 

and endorsement through policy—concepts that are explored further in the following chapters.  
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Chapter 3 Literature Review of Partnerships between Health and 

Education 

3.1 Introduction 

Effective collaboration between the health and education sectors are an integral means for 

ensuring equitable health, education and social outcomes (World Health Organization and 

United Nations Educational, United Nations Educational, Scientific and Cultural Organization, 

2021). Globally, the physical and mental health of children and young people are a priority, and 

novel and innovative ways to deliver health initiatives are needed (Strong et al., 2021). Schools 

play an important role in such innovation by reorientating how health services are delivered. 

Schools represent a place of safety and convenience for families. Almost all children attend 

primary school and have continuous enrolment into secondary school thereafter (World Health 

Organization and United Nations Educational, United Nations Educational, Scientific and 

Cultural Organization, 2021). Therefore, most children spend a substantial amount of time at 

school (Ali et al., 2019; Larson et al., 2017; Lemkin et al., 2019). Additionally, schools are 

permanent physical institutions with a structure that enables new programs to be sustained. 

Schools have access to human resources who can provide care and support activities while 

holding an understanding and a relationship with local communities (Argall and Allemano, 

2012). Furthermore, among the Aboriginal community of Australia as well as other First 

Nations communities, co-location and cooperation across sectors to understand the ‘whole-of-

child’ are valued (Brendtro et al., 2014; Mental Health Commission of NSW, 2020; Shultz et 

al., 2018; Tagalik, 2010). 

The previous chapter of this thesis discussed CD as an example of a CBD. In this chapter, the 

importance of partnerships between the health and education sector is reviewed from a social 

determinants perspective. Thereafter, the role of integrating care across these sectors is 

examined alongside the evidence for such programs (Beem et al., 2019; Centers for Disease 

Control and Prevention, 2014; Diaz et al., 2021). In particular, models from southern Africa 

and the US are described to show how SBHC models have been implemented in different 

settings (Argall and Allemano, 2012; Centers for Disease Control and Prevention, 2014). This 

knowledge leads into a discussion about how cultural concepts important to the Aboriginal 

community were used to inform the co-design of the NS model. 
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3.2 The Social Determinants Perspective 

The WHO defines health as a ‘state of complete physical, mental and social wellbeing and not 

merely the absence of disease or infirmity’ (World Health Organization, 1948, p. 1). This 

definition acknowledges the importance of the holistic needs of individuals to their overall 

sense of health and wellbeing. In addition, children are recognised as having special rights as 

stated in the UN Convention on the Rights of the Child (1959), where it is declared that every 

child has the right to the best health care possible and the right to an education (United Nations, 

1989). The rights of Indigenous children to exercise their cultural beliefs and the importance of 

this for individual and community development, identity and resilience are further highlighted 

in the convention (United Nations, 1989). 

3.2.1 Social Determinants Frameworks 

Health and education outcomes are closely related. Frameworks that describe the social 

determinants of wellbeing provide insights into why this is the case. Social determinants models 

describe how multiple social factors influence health and wellbeing (Dunfee, 2020; Larson et 

al., 2017; Lewallen et al., 2015; Marmot et al., 2008). Some of the major determinants of health 

are education, health care, employment opportunities, living conditions and food accessibility 

(Eastwood and Miller, 2021; Lewallen et al., 2015; Marmot et al., 2008). These factors are 

shaped by government policies and economic forces, effects that can influence health across 

generations (Marmot et al., 2008; World Health Organization, 2011). In addition, for children, 

social factors such as family, school and cultural values influence health and wellbeing 

(Bronfenbrenner, 1992). 

An example of a social determinants model is the coordinated school health program (CSHP). 

This provided the foundations for SBHC programs in the US (Allensworth and Kolbe, 1987). 

The CSHP evolved from earlier models in which a ‘three-legged stool’ consisting of health 

education, health services and a healthy school environment was described (Allensworth and 

Kolbe, 1987). In the CSHP model, additional components, such as food and nutrition services, 

health promotion for staff, physical education, counselling, psychological and social services, 

family and community involvement, were included (Allensworth and Kolbe, 1987; Lohrmann, 

2008). Figure 3.1 depicts this framework (Lohrmann, 2008). 
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Figure 3.1: Coordinated School Health Program (Lohrmann, 2008) 

The CSHP model was adopted and recommended by the Centers for Disease Control and 

Prevention in the US (Division of Adolescent and School Health., 1992; National Association 

of State Boards of Education, 1992). The WHO adopted a version of this model in the 1990s as 

part of its health promoting schools initiative (World Health Organization, 1997). Lohrmann 

later adapted the CSHP model to incorporate public health and child development theories and 

called it an ecological model of the coordinated school health program. This model is 

represented by an inner circle of six program and service components surrounded by four rings 

(see Figure 3.2). The four rings represent the healthy school environment, essential structures 

of CSHP, local school governance, and family and community involvement (Lohrmann, 2008). 

The model provides a conceptual approach to school and health partnerships along with a 

framework for evaluation (Lohrmann, 2008). 
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Figure 3.2: Coordinated School Health Program Ecological Model (Lohrmann, 2008) 

3.3 The Relationship between Health and Education Outcomes 

A social determinants approach articulates the interplay between health and education outcomes 

(Blank, 2015; Lewallen et al., 2015; Minier et al., 2018; Patton et al., 2016). More specific 

examples are drawn upon in this section. 

Educational attainment has an impact on health-related behaviours across the life course. 

Globally, those who are more educated live longer and with better health (Lewallen et al., 2015; 

Patton et al., 2016). In low- and middle-income countries, higher education levels are associated 

with reduced teenage births as well as older age at marriage (Gakidou et al., 2010). Education 

also has an intergenerational effect: improved education for women accounts for significant 

improvements in child mortality (Gakidou et al., 2010). 

Higher education levels are associated with lower rates of risky behaviours and higher rates of 

healthy behaviours in adulthood (Champaloux and Young, 2015; Minier et al., 2018). 
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Graduating from high school is associated with lower rates of health problems, reduced risk for 

incarceration and increased financial stability (Freudenberg and Ruglis, 2007; Sum et al., 2009). 

A safe and healthy school environment is associated with positive student engagement as well 

as protection against risky behaviours and being an early school leaver (Aveyard et al., 2004; 

Bradley and Greene, 2013). 

Educational attainment is a predictor of employment, and a bidirectional relationship exists 

between employment and mental health (Baggio et al., 2015; Modini et al., 2016). Young 

people with mental health problems are more vulnerable to unemployment, and unemployment 

is a risk factor for mental health concerns (Baggio et al., 2015). Within Australia, about one-

third of young people accessing youth mental health services report non-participation in the 

workforce (Hilferty et al., 2015). The consequences of non-participation include ongoing 

marginalisation through economic and social exclusion (Holloway et al., 2018). 

Poor health is associated with an increased risk of educational inequity (Lemkin et al., 2019; 

Minier et al., 2018). For example, chronic health issues can lead to frequent absences from 

school and reduced levels of academic, physical and social functioning (Allensworth and 

Kolbe, 1987; Blank, 2015; Centers for Disease Control and Prevention, 2014; Lewallen et al., 

2015). Children who are chronically absent are more likely to leave school without obtaining 

secondary school qualifications (Champaloux and Young, 2015). In addition, children that are 

frequently absent in the first years of schooling are less likely to read at the same level as their 

peers and are at increased risk of leaving school without any qualifications (Stempel et al., 

2017). 

Furthermore, children and adolescents living in low socio-economic households or belonging 

to minority racial groups, are at the most risk of experiencing socially determined inequities 

(Larson et al., 2017; Turner et al., 2010). These children often experience chronic psychological 

trauma, such as abuse, neglect and family violence, which places them at increased risk of 

developing behavioural or mental health disorders that can lead to poor school attendance and 

low academic achievement (Larson et al., 2017; Turner et al., 2010). 

Within Australia, Aboriginal children experience inequitable health and educational outcomes 

(Doyle and Hill, 2008; Edwige and Gray, 2021; Salmon et al., 2018; Shultz et al., 2018). 

Aboriginal students demonstrate lower preschool and school attendance, retention and 

achievement than non-Aboriginal students across all age groups (Australian Institute of Health 
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and Welfare, 2023a). Post-school qualifications, labour force participation and employment 

rates are lower in Aboriginal students, and these factors are associated with ongoing disparities 

in socio-economic, health and wellbeing status (Australian Institute of Health and Welfare, 

2023b; Doyle and Hill, 2008; Mellor and Corrigan, 2004; Ministerial Council for Education, 

Employment, Training and Youth Affairs, 2009). 

3.4 Integrating Care across Sectors 

Integrated care can be defined as ‘health services that are managed and delivered so that people 

receive a continuum of health promotion, disease prevention, diagnosis, treatment, disease-

management, rehabilitation and palliative care services, coordinated across the different levels 

and sites of care within and beyond the health sector, and according to their needs throughout 

the life course’ (World Health Organization, 2016, p. 2). More simply, integrated care can be 

seen as the bringing together of the fragmented parts of a health system to optimise care across 

the life span (Goodwin, 2016; Heath et al., 2013; Waddington and Egger, 2008). Given the 

strong association between health and education outcomes, an integrated approach across these 

sectors is considered a mechanism for improving outcomes for young people while providing 

greater job satisfaction for employees and resulting in more efficient use of existing resources 

(Ali et al., 2019; Chiang et al., 2015; Cleveland et al., 2020; Diaz et al., 2021; Eastwood and 

Miller, 2021; Newman et al., 2022). Use of the NS model of care, through cross-sector 

collaboration and multidisciplinary assessment, means that students do not have to repeat their 

stories to multiple professionals, which is a mechanism of trauma-informed care. It also 

supports students and families in navigating complex systems, thereby improving access to 

care. 

The principles of integrated health care were first described in the Alma Ata Declaration on 

Primary Health Care in 1978, which called for local integration of services, and stronger 

community and interagency engagement (World Health Organization, 1986). In 2016 the 

framework for IPCHS was produced (see Figure 3.3) (World Health Organization, 2016). This 

framework emphasised a people-centred approach through which the perspectives of 

individuals, families and communities are listened to and acted upon (World Health 

Organization, 2016). The overarching goal of this approach was to provide ‘universal, 

equitable, people-centred and integrated health services’ by addressing five interdependent 

strategies (see Table 3.1) (World Health Organization, 2016). 
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Figure 3.3: The Five Interdependent Strategies of the WHO Framework on Integrated 

People-centred Health Services (World Health Organization, 2016) 

 

Table 3.1: The Five Strategies of the Framework for People-Centred and Integrated 

Health (World Health Organization, 2016) 

Strategy Description 

1 Empowering and engaging people and communities 

2 Strengthening governance and accountability 

3 Reorienting the model of care 

4 Coordinating services within and across sectors 

5 Creating an enabling environment 

 

Integrating care can be challenging, but it has been shown to have a positive impact not only 

for marginalised children and families but for the whole of society (Eastwood and Miller, 2021, 

p. 87). ‘Top-down’ and ‘bottom-up’ approaches have been described in the literature. A top-

down structural approach is where government sectors and policymakers align and guide 

implementation (Eastwood and Miller, 2021). A bottom-up approach is locally driven and 
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places the needs of individuals and their families at the centre of how services are delivered 

(Eastwood and Miller, 2021). An example of a bottom-up approach is the Healthy Homes and 

Neighbourhoods (HHAN) integrated care initiative in Sydney, Australia (Eastwood et al., 

2019). This was a locally designed ‘whole of system’ approach to child, youth and family health 

and wellbeing. The design elements of HHAN are described in Table 3.2 (Eastwood et al., 

2019). NS was developed as part of the HHAN initiative and was more specifically aligned to 

Component 1, through interagency collaboration; Component 6, by being a place-based 

initiative; and Component 7, where system change to reorientate health service delivery is 

described (Eastwood et al., 2019). Other examples of bottom-up approaches from Australia 

include Our Mia Mia and Our Place. Our Mia Mia is a hub located at Nowra East Public School, 

where various agencies, such as social support services, legal services and health services, are 

co-located and work in a holistic and collaborative model (Diaz et al., 2021). Our Place is a 

school-based hub in Victoria that provides holistic and evidence-based care to support the 

education, health and development of children and families living in disadvantaged 

communities (Cleveland et al., 2020). An evaluation of the pilot site for the initiative, Doveton 

Early Learning Centre, showed a trend towards higher academic achievement from school entry 

to Year 3 (McMahon, 2017; Newman et al., 2022). 

Table 3.2: Design Components of the Healthy Homes and Neighbourhoods Initiative 

(Eastwood et al., 2019) 

Components of Healthy Homes and Neighbourhoods 

Component 1 Shared identification and intake 

Component 2 Care coordination 

Component 3 Evidence-informed interventions 

Component 4 General practice engagement and support 

Component 5 Family health improvement 

Component 6 Placed-based neighbourhood initiatives 

Component 7 Interagency system change and collaborative planning 

Component 8 Monitoring of individual and family outcomes 

Component 9  Evaluation 
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3.5 Frameworks for School-based Health Care 

SBHC programs have been adopted by many countries across the world to improve the health 

and education outcomes of children through a more integrated approach (World Health 

Organization and United Nations Educational, United Nations Educational, Scientific and 

Cultural Organization, 2021). In this section, these frameworks are broadly explored with a 

more detailed focus on two models, one based in southern Africa called Schools as Centres of 

Care and Support (SCCS) and the SBHC model established in the US. The section highlights 

how such models are implemented in different settings. 

The health promoting schools guidelines introduced by the WHO describe the positive impact 

embedding health in the education system can have on health, education and social outcomes 

(World Health Organization, 2021). The WHO have developed eight global standards and an 

implementation guide for the initiative, stating that this could improve the health and wellbeing 

of 1.9 billion school-aged children, adolescents and staff worldwide, thereby potentially tripling 

the dividend for students across their life span and for the generations to follow (World Health 

Organization, 2021; World Health Organization and United Nations Educational, United 

Nations Educational, Scientific and Cultural Organization, 2021). Examples of SBHC programs 

from around the world are described in Table 3.3. 
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Table 3.3: Examples of School-based Health Care (SBHC) Models 

Country Name of SBHC Program Description of SBHC Program 

Indonesia Usaha Kesehatan 

Sekolah/Madrasah 
• Mandatory and government led. 

• Promotes health and wellbeing. 

• 10-component program including 

mental health screening, 

immunisations, teacher training, 

embedding health education within 

education curriculum. 

• Limited evaluation measures (Putri 

et al., 2023).  

Tunisia 

 

School Health Program • Government led. 

• Doctor/nurse team works with 

schools to develop and implement 

school policies that align with the 

program. 

• One study showed that knowledge 

and behaviours regarding tobacco 

use, physical activity and a healthy 

diet improved after accessing the 

program (Harrabi et al., 2010). 

Brazil Health in School Program • Government led. 

• Promotes the health and wellbeing 

of students, e.g. healthy eating, 

physical activity, and disease and 

infection prevention. 

• Emphasis on staff education and 

community partnerships to ensure 

access to healthcare services 

(Cenedesi et al., 2024). 

Europe School Health Services • Physical health screening and 

health promotion. 

• Model requires redesign to include 

psychosocial wellbeing and holistic 

care (Michaud et al., 2021). 

India Integrated Child Development 

Scheme and other programs 
• Government led. 

• Health promotion. 

• Parent and community engagement. 

• Mental health services (Jain et al., 

2019; Pathania and Devgan, 2022). 

New Zealand School-based health services 

(SBHS) 
• Model of care ranges from referrals 

made by school to drop-in clinics. 
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Country Name of SBHC Program Description of SBHC Program 

• Government funded for low socio-

economic communities. 

• School-funded or partnering with 

local health services in other 

communities (Denny et al., 2019). 

• Comprehensive SBHS associated 

with lower student-reported 

depressive symptoms, emotional 

and behavioural difficulties and 

suicidality (Denny et al., 2018). 

 

3.5.1 Southern African Model—Schools as Centres of Care and Support Program 

In southern Africa, a school-based model of care called SCCS has been developed through 

multisector partnerships in rural and impoverished communities to improve access to health 

and social services. This program was developed in response to high rates of HIV (human 

immunodeficiency virus) and AIDS (acquired immunodeficiency syndrome) within the 

community and has now been implemented in about 1,000 rural schools within southern Africa 

(Argall and Allemano, 2012). One of the successful implementation strategies for the program 

was the identification of central schools that other schools in the region clustered around. At 

each central site, a multidisciplinary school support team was established to lead program 

implementation and to promote sharing of resources. Another mechanism for successful 

implementation was the recognition of new roles, particularly that of a learner support educator 

and a counsellor, who were trained to provide psychosocial support to students (Argall and 

Allemano, 2012; Looman et al., 2021). 

A powerful enabler of the model was its endorsement at a macro and meso system level. At the 

macro level, the KwaZulu-Natal Department of Education helped address barriers regarding 

acceptance of the program by promoting it as a vehicle to address the health and learning needs 

of the most vulnerable students. Thereafter, various structures were implemented at a meso 

level to facilitate and support the program, including coordinated costing and financing of the 

program. This led to a favourable and harmonious policy environment that allowed legislative 

and policy frameworks to drive the normative integration of the program (Argall and Allemano, 

2012; Valentijn et al., 2013). 
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Collaborative partnerships with government departments, local non-governmental 

organisations and communities were key to the success of the program, as was an understanding 

of the community. Furthermore, staff contracted to the program were able to learn new skills, 

which often led to new employment opportunities and thus growth of the community as a whole 

(Argall and Allemano, 2012). Table 3.4 summarises the implementation mechanisms utilised 

by SCCS (Argall and Allemano, 2012). Some of the challenges faced by the program were 

limited access to more intensive psychological support when needed, establishing cross-sector 

partnerships, monitoring progress, being perceived as ‘adding’ to workloads and transport to 

some regions. Overall, the program was associated with multiple benefits, including better 

access to health care and social care, community connectiveness, reducing stigmas associated 

with HIV/AIDS, promoting acquisition of life skills, positive peer relationships, improved 

school attendance and achievement, and strengthened cross-sector relationships (Argall and 

Allemano, 2012). 

Table 3.4: Mechanisms Utilised by the Schools as Centres of Care and Support Program 

(Argall and Allemano, 2012) 

Mechanisms Utilised by the Schools as Centres of Care and Support Program 

1. Establishing and/or strengthening school and community structures 

2. Developing the capacity of school and community structures, e.g. upskilling staff 

3. Strengthening school and community leadership through shared leadership 

4. Fostering an interdependent relationship between schools and community 

5. Building partnerships—schools, communities, government departments, donors, non-

governmental organisations and businesses 

6. Identifying ‘champions’ for all levels of the program  

7. Engaging community members to ensure acceptance of the program 

8. Extensive psychosocial support programs within schools, including life and 

employment skills  

9. Supporting and empowering parents through ongoing home visits and attendance at 

school and community meetings  

 

3.5.2 United States Model for School-based Health Care 

In the US, SBHC programs are well established with over 2,300 programs across the country 

(Arenson et al., 2019). SBHC programs play an important role in providing services to 

underserved populations of children and young people (Beem et al., 2019). They provide 
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family-centred care and are often successful in establishing trusting and respectful relationships 

(Beem et al., 2019). The programs vary but, in general, comprise on-site health care delivered 

by a multidisciplinary team (Keeton et al., 2012). Most will provide medical assessments, 

immunisations, vision screenings, chronic disease management, behavioural health services, 

oral health, nutritional counselling, sexual health and reproductive counselling, and anticipatory 

guidance (Love et al., 2019). Common characteristics of SBHC are summarised in Table 3.5. 

Table 3.5: Common Characteristics of the School-based Health Care (SBHC) Model 

(Keeton et al., 2012) 

Common characteristics of SBHC 

Located in schools or on school grounds 

Becoming integrated within the school culture 

Providing a comprehensive range of services that meet the specific physical and 

behavioural health needs of the young people in the community 

Multidisciplinary team of providers to care for the students, e.g. nurses, social workers, 

physicians and counsellors 

Providing clinical services through a qualified health provider, e.g. hospital, health 

department or medical practice 

Requiring parents to sign written consents for their children  

Advisory board consisting of community representatives, parents, youth and family 

organisations, to provide planning and oversight 

 

SBHC programs within the US have evolved over time, and more recently, alignment has been 

sought through the Whole School, Whole Child, Whole Community (WSCC) framework. The 

WSCC framework was jointly developed by the Association of Supervision and Curriculum 

Development and the Centers for Disease Control and Prevention in 2014 (Centers for Disease 

Control and Prevention, 2014). The framework was developed from earlier models, including 

the CSHP (see Figure 3.1) and the whole child approach (Allensworth and Kolbe, 1987; 

Association for Supervision and Curriculum Development, 2007). 

The WSCC framework builds on integrated care approaches to child health and wellbeing 

through the development of partnerships across the education and health sectors. The 

framework focuses on the whole school and how services and supports from the whole 

community are needed to serve the needs of the whole child (Lewallen et al., 2015). There are 

10 main components to the framework, which is represented in Figure 3.4, and each component 

is interdependent on the others (Centers for Disease Control and Prevention, 2014; Lewallen et 
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al., 2015). The overarching concepts of the framework are improved alignment and 

coordination of policy, process and practice (Chiang et al., 2015; Hunt et al., 2015; Lewallen et 

al., 2015). The model was designed so that specific interventions and resources could be tailored 

to the unique needs of each community (Chiang et al., 2015; Lewallen et al., 2015; Pittman et 

al., 2020). A Healthy Schools Toolkit (Purnell et al., 2020) and a 10-step process (see Table 

3.6) were developed to assist with implementation of the framework. The scientific evidence 

for SBHC and the WSCC framework is summarised in Section 0. 

 

Figure 3.4: The Whole School, Whole Community, Whole Child Framework (Centers 

for Disease Control and Prevention, 2014) 
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Table 3.6: Processes to Implement the Whole School, Whole Community, Whole Child 

Framework 

Component Description 

Steering Group  Representatives from each sector and community to oversee initiative. 

Members have a strong interest in improving health and education 

outcomes. 

Can be a new committee or an existing one. 

Develop terms of reference. 

Needs 

Assessment 

To identify specific needs of community. 

Use existing datasets if available.  

Shared Goals Agreed goals and outcomes. 

Openly discuss competing interests. 

Specific 

Outcomes 

Select specific and measurable outcomes.  

Identify 

Interventions 

Review of evidence for interventions/programs to target goals. 

Review of existing policies, processes and practices that can affect goals. 

Roles and 

Responsibilities  

Determine how interventions/programs will be coordinated and 

implemented. 

Identify problems and solutions. 

Community 

involvement  

Expand committee’s membership to include other community members 

or organisations to further the achievement of goals. 

Action Plan To implement the interventions/programs identified and measure 

outcomes.  

Evaluation Evaluate outcomes. 

Monitor Monitor action plan. 

Troubleshoot. 

Modify action plan as needed. 

 

The WSCC framework emphasises the importance of a child’s psychosocial and physical 

environment for their wellbeing as well as the need for strong collaboration between community 

agencies and sectors (Hunt et al., 2015; Lewallen et al., 2015). An example for the WSCC 

framework is the Coordinated Healthcare for Complex Kids (CHECK) program developed in 

Chicago (Minier et al., 2018). CHECK was designed to provide comprehensive healthcare 

delivery for children with chronic conditions. Community health workers engaged with families 

and worked across sectors to understand and address the various issues families were facing 

(Glassgow et al., 2017). The CHECK team identified key actions necessary for effective 

implementation of the program (see Table 3.7). These included a shared understanding about 
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how learning and health were interrelated as well as agreement on goals and measurable 

outcomes (Centers for Disease Control and Prevention, 2014; Purnell et al., 2020). To achieve 

these outcomes, the partners worked towards forming meaningful collaborations, sharing data, 

establishing evaluation processes, and implementing policies and systems to improve efficiency 

(Minier et al., 2018). 

Table 3.7: Key Actions for Effective Partnerships from the Coordinated Healthcare for 

Complex Kids (CHECK) Team (Minier et al., 2018) 

Key Actions 

Choose partners carefully. 

Listen intently. 

Advocate for institutional leadership to allow for collaboration and long-term resourcing. 

Identify a common vision and values between educational and health partners. 

Invest in the vision using a variety of resources. 

Break down hierarchies and knowledge silos. 

Pursue data-sharing agreements around specific and significant shared problems.  

 

3.6 Childhood Behavioural Disorders: Evidence Review for Integrated Care 

Models 

The scientific evidence for integrated care models to manage CBDs was examined as part of 

this thesis. A literature review of Embase, Google Scholar, Web of Science and MEDLINE was 

conducted. The search terms, with some combinations and variations, included oppositional 

defiant disorder, conduct disorder, childhood behavioural disorders, youth health, school-based 

health/care, integrated care, implementation, scoping reviews and systematic reviews. The 

evidence from systematic and scoping reviews of integrated models for CBD is summarised in 

Table 3.8 and is described in more detail below. 

3.6.1 Integrated Models of Care for Childhood Behavioural Disorders and Youth Health 

Care 

Integrated models between primary care providers and mental health professionals for the 

management of CBDs were reviewed by Platt et al. (2018). The authors identified 34 studies 

that reported on implementation outcomes using the Proctor et al. (2009, 2011) criteria of 

acceptability, adoption, appropriateness, feasibility, fidelity, implementation cost, penetration 
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and sustainability. Facilitating factors for implementation were interprofessional 

communication and collaboration, clear protocols and co-employment of integrated care 

providers by specialty clinics. Challenges that were identified included differences in services 

based on demographic factors and funding. The authors concluded that the available research 

did not clearly identify implementation strategies and that further research was required (Platt 

et al., 2018). 

Using a similar methodology, another scoping review examined the implementation of off-site 

integrated care between primary care providers and mental health professionals for CBDs 

(Spencer et al., 2019). Off-site integrated care models offer opportunities in settings where co-

location of services is not feasible and include telephone or video conferencing. Overall, off-

site models were found to be acceptable when there was strong interdisciplinary 

communication, timeliness of availability, reliability of services, additional support beyond the 

consultation and standardised care algorithms (Spencer et al., 2019). Adoption and penetration 

were facilitated by enhanced program visibility, particularly when there were on-site 

champions. Lack of funding and inadequate reimbursement limited the sustainability of all the 

models (Spencer et al., 2019). 

In another recent review, the outcomes of mixed-methods studies for US school-based care 

coordination programs were reviewed (Francis et al., 2021). Care coordination referred to an 

organised and holistic approach to addressing the needs of families by connecting them to 

resources in the community. Included in this definition were the medical, social, developmental, 

behavioural, educational and financial needs of the family. The authors identified 11 papers out 

of 260 as being relevant. These studies showed that various health and learning issues were 

addressed and that over half of the care coordination programs were nurse led. Positive 

outcomes described by parents and students were convenience, trust and improved parent–

teacher engagement. There was also improved asthma knowledge and management, 

immunisation rates, follow-up care for vision and hearing, mental health and school attendance. 

The authors concluded that although the literature was lacking in conclusive evidence, the trend 

towards potential health and learning benefits of care coordination meant that reliable funding 

for such programs and the evaluation process through strengthening of policy was needed 

(Francis et al., 2021). 

Hetrick et al (2017) reviewed the available literature for integrated youth health care. The 

authors concluded that the best available data indicated that ‘one-stop shops’ for youth mental 
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health provided increased access to care and indicators were suggestive of symptomatic and 

functional recovery as well as high consumer satisfaction (Hetrick et al., 2017). A systematic 

meta-analysis of randomised clinical trials to understand whether integrated models of care 

were better than standard primary care models for the management of CBDs showed a 

significant advantage for integrated care interventions on behavioural health outcomes (d = 

0.32; 95% CI, 0.21–0.44; p < .001) (Asarnow et al., 2015). The authors showed a probability 

of 66% that a randomly selected youth would have a better outcome after receiving integrated 

medical-behavioural treatment than a randomly selected youth after receiving usual care 

(Asarnow et al., 2015). 

A scoping review on community-based, integrated youth health hubs to identify the principles 

and characteristics necessary for implementing such models identified rapid access to care and 

early intervention, youth and family engagement, youth-friendly settings and services, 

evidence-informed approaches, partnerships and collaboration as being key features (Settipani 

et al., 2019). The authors found that very few studies included an evaluation arm, and there was 

a paucity of long-term follow-up data, generally because of inadequate resourcing. Generally, 

most studies reported positive outcomes, particularly improvements in psychological distress 

and psychosocial functioning. Most studies, however, did not provide sufficient information 

regarding replication, nor an evaluation of feasibility or implementation (Settipani et al., 2019). 

3.6.2 School-based Health Programs in the United States 

Several systematic reviews have examined the role of SBHC in the US. A systematic review 

between January 1990 and March 2014 examined the effectiveness of delivery of mental health 

services in SBHC settings. This review showed that SBHC provided access and eliminated 

barriers to mental health services. Furthermore, those students who displayed high-risk 

behaviours were more likely to have sought services at the SBHC centre. The authors noted 

that there was a lack of high-quality research in this area (Bains and Diallo, 2016). 

In terms of chronic health conditions, a systematic review of literature published from 2000 to 

2015 for conditions such as asthma, food allergies, diabetes, seizure disorders and poor oral 

health showed that having direct access to school nursing and other health services led to 

improved health and academic outcomes (Leroy et al., 2017). Mason-Jones et al. (2012) showed 

that although there was limited high-quality research to evaluate the effect of SBHC on 

adolescent sexual, reproductive and mental health, there was evidence that it was not only 
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acceptable to young people, but popular among this age group. The authors found that SBHC 

provided important mental and reproductive health services for young people while being cost-

effective because of reduced health disparities and emergency department presentations 

(Mason-Jones et al., 2012). 

In the US, the role of SBHC in advancing health equity by providing health care to children 

from low-income and racial or ethnic minority populations was reviewed (Knopf et al., 2016). 

Forty-six studies conducted up to July 2014 were included. SBHC was associated with 

improved educational outcomes, such as in grade point average, grade promotion, suspension 

and non-completion rates, as well as health-related outcomes, for example, vaccination, asthma 

morbidity, emergency department use, hospital admissions, contraceptive use, prenatal care, 

illegal substance use and alcohol consumption. The availability of more services and more 

hours of operation was associated with greater reductions in emergency department overuse. 

Therefore, the reviewers concluded that SBHC in the US could be effective in advancing health 

equity by improving educational and health-related outcomes in disadvantaged students 

(Community Preventive Services Task Force, 2016). 

A further review from the US provided an economic evaluation of SBHC. The initial costs 

associated with setting up an SBHC centre ranged from USD41,450 to USD378,704 with 

ongoing annual costs between USD16,322 and USD659,684 (Ran et al., 2016). The cost range 

was explained by variations in the services offered by SBHC centres. From a societal 

perspective, the total annual benefit per SBHC centre ranged from USD15,028 to USD912,878 

with reductions in health service use and hospitalisation costs. Results from seven estimates in 

two cost–benefit studies showed that societal benefit per SBHC centre exceeded intervention 

costs, with the benefit–cost ratio ranging from 1.38:1 to 3.05:1. The authors concluded that the 

economic benefit of SBHC exceeded the operating cost (Ran et al., 2016). 

3.6.3 Whole School, Whole Child, Whole Community Framework 

The WSCC framework (see Figure 3.4) was intended to create alignment and assist with 

evaluation of SBHC programs across the US, but its use in this aspect has been limited. A 

review by Willgerodt et al. (2021) showed that there were eight published research studies 

specific to the WSCC framework. Of these, most studies described the value of the WSCC 

framework in implementing various interventions rather than its effectiveness. For example, in 

Mississippi, the challenges associated with establishing national recommendations for in-
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school physical activity were explored. The researchers discussed how the WSCC framework 

was useful in overcoming identified barriers to implementation, such as engaging students, 

families and the community (Gamble et al., 2017). 

In another study investigating the predictive value of specific risk factors for bullying, the 

authors discussed implementation of programs and policies consistent with the WSCC model 

to help improve the school environment and proactively reduce bullying behaviour (Brewer et 

al., 2018). Another article discussed how the WSCC framework provided a useful approach for 

food education by encompassing nutritional status, culture, community, environment and 

society. In this study, researchers developed unifying standards for food education based on 

these principles but did not report on an evaluation process (Sutter et al., 2019). 

Three studies specifically studied the 10 domains of the WSCC framework (Willgerodt et al., 

2021). In a study by Vamos et al. (2020), the health education component of the WSCC 

framework was explored using a mixed-methods approach and it was concluded that ongoing 

training in health education for teachers was required. Another study specifically examined how 

local wellness policies in Los Angeles aligned with the principles of WSCC. It was found that 

while legislative mandates were better aligned with WSCC domains than non-legislated 

documents, there were opportunities to strengthen the alignment of wellness policies with 

WSCC (DeFosset et al., 2020). A more comprehensive study by Lee et al. (2019) examined 

practices that supported school health for each component of the WSCC model in US schools. 

It was found that around 27% of schools had a school health council that addressed any specific 

WSCC component, and that over 50% had a coordinator for most components. The use of 

practices that supported school health varied widely (Lee et al., 2019). 

While there is a large body of evidence showing the link between the components of the WSCC 

model to health and education, the WSCC model as a whole and its cumulative impact using a 

thorough and comprehensive evaluation model have not been established (Michael et al., 2015; 

Rasberry et al., 2015). The limited empirical data on WSCC creates difficulty when drawing 

conclusions about the utility and effectiveness of the framework in relation to health, education 

and community outcomes (Willgerodt et al., 2021). 

3.6.4 Other Reviews 

A comprehensive systematic review of the effectiveness of school health services worldwide 

showed that there was evidence for interventions that addressed autism, depression, anxiety, 
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obesity, dental caries, visual acuity, asthma and sleep. The authors did not find any systematic 

reviews that evaluated the effectiveness of school health services that addressed multiple health 

areas (Levinson et al., 2019). 

In NZ, school-based health services (SBHS) have varying clinical and funding models (see 

Table 3.6) (Denny et al., 2018). An observational study of SBHS using data from 8,500 high 

school students from 91 high schools showed that selection bias was an issue because students 

who used the SBHS were more likely to have physical health and/or mental health concerns 

(Denny et al., 2019). However, in this cohort, more comprehensive SBHS were associated with 

lower levels of student-reported depressive symptoms (p = 0.002), emotional and behavioural 

difficulties (p = 0.004) and suicidality (p = 0.008) (Denny et al., 2018). The authors suggested 

that cluster-randomised studies were required to better understand the effectiveness of SBHS 

(Denny et al., 2019). 

Locally, a rapid review to inform SBHC development in Victoria showed that while there was 

limited conclusive evidence on the effectiveness of global school health intervention programs, 

there was evidence to suggest that SBHC promoted healthy eating, physical activity and mental 

health improvements in adolescents while being acceptable, accessible and affordable (Sanci et 

al., 2015). A recent report on the impact of the National Community Hubs Program through 

partnerships with schools in Australia showed a social return on investment of 3.5 with an 

estimated social benefit of approximately AUD65.7 million. Children experienced 

improvements in educational outcomes, valued at AUD7.3 million, while schools saved 

approximately AUD754,000 because of a reduction in the school supports required by students 

(Deloitte, 2024). 

3.6.5 Summary of Evidence 

Overall, the evidence for integrated youth health models and SBHC models shows that they are 

acceptable to students, parents and stakeholders and that the main limiting factor is resourcing 

and sustainability (Mason-Jones et al., 2012; Settipani et al., 2019; Spencer et al., 2019). There 

is evidence that SBHC models lead to improved physical health, mental health and education 

outcomes for children (Asarnow et al., 2015; Bains and Diallo, 2016; Francis et al., 2021; Leroy 

et al., 2017; Levinson et al., 2019; MacArthur et al., 2018; Mason-Jones et al., 2012; Settipani 

et al., 2019). SBHC has been shown to advance social equity (Knopf et al., 2016) and be 

economically beneficial (Deloitte, 2024; Ran et al., 2016). However, there are gaps in the 
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literature with regard to evaluation frameworks and implementation guidelines, both globally 

and within Australia. 
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Table 3.8: Summary of the Evidence for Integrated Care and School-based Health Care for Children and Young People 

Topic Article Title Authors Aims Methods Outcomes Conclusions 

Integrated 

behavioural 

health care for 

children and 

adolescents 

Integrated 

Medical-

Behavioral 

Care Compared 

with Usual 

Primary Care 

for Child and 

Adolescent 

Behavioral 

Health: A 

Meta-analysis 

Asarnow 

et al., 

2015 

Integrated 

models versus 

primary care 

models for 

management of 

behavioural 

health problems 

for children and 

adolescents. 

Systematic 

meta-analysis 

of randomised 

clinical trials 

between 1 

January 1960 

and 31 

December 

2014. 

31 studies 

included. 

Significant 

advantage for 

integrated care 

interventions vs 

usual care (d = 

0.32; 95% CI, 

0.21–0.44; p < 

.001). 

Integrated medical-behavioural 

primary care is beneficial for 

improving youth behavioural health 

outcomes of children and 

adolescents. 

Integrated 

youth health 

care 

Integrated 

(One-Stop 

Shop) Youth 

Health Care: 

Best Available 

Evidence and 

Future 

Directions 

Hetrick 

et al., 

2017 

To describe 

existing 

integrated 

youth services 

and evaluation 

outcomes. 

 

Systematic 

review until 

20 February 

2017. 

49 documents 

included. 

‘One-stop shops’ 

provided increased 

access to care, 

suggestion of 

symptomatic and 

functional recovery 

and high consumer 

satisfaction. 

Limited definitions 

and descriptions of 

models. 

Integrated youth health care models 

of care are multilayered, respond to 

diverse needs and improve access. 

No single ‘best practice’ model has 

been described.  

Integrated 

youth health 

care 

Key Attributes 

of Integrated 

Community-

Based Youth 

Service Hubs 

Settipani 

et al., 

2019 

To identify the 

key principles 

and 

characteristics 

of integrated 

Scoping 

review 

between 2001 

and 2019. 

Several models 

identified, mainly 

high-income 

countries. 

Internationally, integrated youth 

service hubs share common key 

principles and provide 
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Topic Article Title Authors Aims Methods Outcomes Conclusions 

for Mental 

Health: A 

Scoping 

Review 

community-

based youth 

health services 

to contribute to 

implementing 

and replicating 

such models. 

110 

documents 

included.  

Common principles 

included rapid 

access to care and 

early intervention, 

youth and family 

engagement, youth-

friendly settings 

and services, 

evidence-informed 

approaches and 

collaborative 

partnerships. 

Outcomes and 

information for 

replication was 

limited. 

comprehensive services to youth with 

mental health difficulties. 

Need for consistent evaluation 

processes. 

Co-location of 

primary care 

providers and 

mental health 

professionals 

What’s Known 

about 

Implementing 

Co-located 

Paediatric 

Integrated 

Care: A 

Scoping 

Review 

Platt et 

al., 2018 

To understand 

how co-located 

mental health 

interventions 

targeting 

children and 

adolescents 

have been 

implemented 

and sustained. 

Systematic 

review until 

May 2018. 

34 studies 

included. 

Facilitating factors: 

interprofessional 

communication and 

collaboration, clear 

protocols for 

intervention 

delivery and co-

employment of 

integrated care 

providers. 

Challenges: 

inadequate funding, 

which affected 

sustainability.  

The available research did not clearly 

identify implementation strategies 

and further research was required. 
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Topic Article Title Authors Aims Methods Outcomes Conclusions 

Implementation 

of off-site 

integrated care 

for children 

Implementation 

of Off-site 

Integrated Care 

for Children: A 

Scoping 

Review 

Spencer 

et al., 

2019 

Review the 

existing 

literature on 

implementing 

off-site 

paediatric 

integrated care. 

Systematic 

review until 

June 2018. 

39 papers 

included. 

Off-site models 

were acceptable to 

providers. 

Facilitating factors: 

strong 

interdisciplinary 

communication, 

timely availability 

and reliability of 

services, additional 

support, 

standardised care 

algorithms, 

enhanced program 

visibility, certain 

populations (e.g. 

school-age, less 

complex ADHD). 

Challenges: 

inadequate funding, 

which affected 

sustainability.  

Off-site interventions are feasible and 

acceptable. 

They require adequate planning, 

administrative support and 

interprofessional communication. 

 

School-based 

health care 

(SBHC)—care 

coordination 

programs 

A Mixed-

Methods 

Systematic 

Review 

Identifying, 

Describing and 

Examining the 

Effects of 

Francis 

et al., 

2021 

To describe and 

examine the 

effect of US 

SBHC care 

coordination 

programs on all 

Systematic 

review 

between 2012 

and 2020. 

11 studies 

included.  

Various health and 

learning issues 

addressed. 

> 50% programs 

were nurse led. 

Parents and 

students described 

There is a need to expand school-

based care coordination programs in 

the US and conduct robust 

evaluations to assess effectiveness. 
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School-Based 

Care 

Coordination 

Programs in the 

US on All 

Reported 

Outcomes 

the outcomes 

reported. 

care coordination as 

convenient, 

trusting, improved 

parent–teacher 

engagement, 

enhanced health 

knowledge and 

school attendance. 

Challenges: staff 

shortages, unmet 

family needs, 

privacy laws and 

lack of resources.  

SBHC—

mental health 

services  

Mental health 

Services in 

School-Based 

Health Centers: 

Systematic 

Review 

Bains 

and 

Diallo, 

2016 

To review 

evidence on the 

effectiveness of 

delivery of 

mental health 

services in 

SBHCs. 

Systematic 

review 

between 

January 1990 

and March 

2014. 

23 studies 

included. 

 

Mental health 

comprised up to 

30% of total visits 

to SBHCs. 

Students with high-

risk behaviours, 

complex mental 

health difficulties, 

sleep difficulties or 

uninsured were 

more likely to 

access SBHCs. 

SBHCs provide improved access to 

mental health services for children 

and adolescents.  

SBHC and 

chronic health 

conditions 

The Role of 

School Health 

Services in 

Addressing the 

Needs of 

Leroy et 

al., 2017 

To assess the 

role of school 

health services 

in addressing 

CHCs among 

Systematic 

review 

between 2000 

and 2015. 

Improved clinical 

symptoms, 

medication 

adherence and 

Most studies were on asthma, which 

limits generalisability. 

Some evidence for improved health 

outcomes and reduced absenteeism. 
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Students with 

Chronic Health 

Conditions 

(CHCs): A 

Systematic 

Review 

students in 

Grades K–12. 

39 studies 

included (38 

on asthma). 

 

healthcare 

utilisation. 

Decreased 

absenteeism. 

Further research required. 

SBHC and 

adolescent 

health 

A Systematic 

Review of the 

Role of School-

Based Health 

Care in 

Adolescent 

Sexual, 

Reproductive, 

and Mental 

Health 

Mason-

Jones et 

al., 2012 

To review the 

evidence of the 

effects and 

cost-

effectiveness of 

SBHC on 

adolescent 

sexual and 

reproductive 

health and 

mental health. 

Systematic 

review 

between 

January 1990 

and March 

2012. 

27 studies 

included. 

Limited evidence of 

effectiveness of 

SBHCs in sexual 

and reproductive or 

mental health 

outcomes. 

Some studies show 

that students 

received more 

focused preventive 

health care. 

Improved access 

particularly for 

female students and 

those with more 

severe mental 

health concerns. 

SBHCs are popular with young 

people, and provide mental and 

reproductive health services. 

Services have cost benefits. 

Further high-quality research needed. 

SHBC and 

economic 

evaluation  

Economic 

Evaluation of 

School-Based 

Health Centers: 

A Community 

Guide 

Ran et 

al., 2016 

To evaluate the 

economic cost 

and benefit of 

SBHCs. 

Systematic 

review 

between 

January 1985 

and 

SBHC led to net 

savings between 

USD30 and 

USD969 per visit. 

Patients’ savings 

were positive. 

The economic benefit of SBHCs 

exceeds the intervention operating 

cost. 
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Systematic 

Review 

September 

2014. 

21 studies 

included. 

Medicaid cost and 

hospitalisation cost 

decreased with 

SBHC. 

Societal benefit 

exceeded 

intervention cost, 

with benefit–cost 

ratio ranging from 

1.38:1 to 3.05:1. 

SBHC and 

health equity 

School-Based 

Health Centers 

to Advance 

Health Equity: 

A Community 

Guide 

Systematic 

Review 

Knopf et 

al., 2016 

To examine the 

effectiveness of 

SBHC in 

improving 

educational and 

health 

outcomes of 

disadvantaged 

students. 

Systematic 

review until 

July 2014. 

46 studies 

included. 

Most SBHC centres 

served urban, low-

income and racial 

or ethnic minority 

high school 

students. 

SBHC associated 

with improved 

educational (i.e. 

grade point 

average, grade 

promotion, 

suspension, and 

non-completion 

rates) and health-

related outcomes 

(i.e. vaccination, 

preventive services, 

asthma morbidity, 

emergency 

SBHCs improved educational and 

health-related outcomes in 

disadvantaged students and are thus 

effective in advancing health equity. 
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Topic Article Title Authors Aims Methods Outcomes Conclusions 

department use and 

hospital 

admissions, 

contraceptive use, 

prenatal care, birth 

weight, illegal 

substance use and 

alcohol 

consumption).  

SBHC and 

health 

outcomes 

Investigating 

the 

Effectiveness 

of School 

Health Services 

Delivered by a 

Health 

Provider: A 

Systematic 

Review of 

Systematic 

Reviews 

Levinson 

et al., 

2019 

To investigate 

the 

effectiveness of 

school health 

services for 

improving the 

health of 

school-age 

children and 

adolescents. 

A systematic 

review of 

systematic 

reviews until 

June 2018. 

20 studies 

included. 

Effective 

interventions 

included those for 

autism, depression, 

anxiety, obesity, 

dental caries, visual 

acuity, asthma and 

sleep. 

Limited systematic reviews available. 

Strongest evidence for anxiety 

prevention programs, indicated 

asthma education and vision 

screening with provision of free 

spectacles. 

Additional systematic reviews 

needed. 

Impact of the 

National 

Community 

Hubs Program 

Community 

Hubs Australia: 

Social Return 

on Investment 

Evaluation of 

the National 

Community 

Hubs Program, 

2023 

Deloitte, 

2024 

Measuring the 

impact on local 

communities of 

the National 

Community 

Hubs Program 

(NCHP) 

through 

partnerships 

Social return 

on investment 

(SROI) was 

estimated 

using 

quantitative 

and qualitative 

evidence. Data 

SROI of 3.5 with an 

estimated social 

benefit of 

approximately 

AUD65.7 million. 

Children 

experienced 

improvements in 

educational 

NCHP delivered benefits of $65.7 

million to Australian society in 2023, 

equating to a social return on 

investment of $3.5 for every dollar 

invested in the program. 
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Topic Article Title Authors Aims Methods Outcomes Conclusions 

with schools 

throughout 

Australia. 

 

sources used 

were: 

• 2023 Hub 

Census 

• English and 

Childminding 

evaluation 

data 

• Hub Portal 

activity data 

• Secondary 

data: 

Government 

statistics 

websites and 

the 2019 

SROI 

evaluation of 

the NCHP. 

outcomes, valued at 

AUD7.3 million. 

Schools saved 

approximately 

AUD754,000 

because of reduced 

in-school supports 

required by 

students. 
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3.7 Developing School-based Health Care Programs in Australia 

School health programs were introduced in Australia in the 1970s and called Health Action 

Models. The goal of the model was to bring together various factors that influenced health 

including social and environmental factors (Tones, 1987). Health Action Models led to the 

development of health promoting schools in the 1980s, where the concepts of health education 

and health promotion were combined to address complex issues such as drug misuse, but only 

a few initiatives had health services co-located within schools (Dennis et al., 2017; Eapen et al., 

2012). 

In recent times, there has been growing recognition of the importance of schools in supporting 

not only the educational needs of a community but also the health and wellbeing of individuals, 

families and community groups (Cleveland et al., 2020). In addition, it has been noted that 

schools are an underutilised resource in Australia since most are unused outside of school hours. 

In addition, very few schools are co-located with other services, such as sporting, recreation 

and health services (Cleveland et al., 2020). 

For Aboriginal populations within Australia, health and education are closely linked. Education 

helps improve physical health and SEWB by promoting improved self-esteem and confidence, 

increased health literacy, and facilitating better employment opportunities (Cohen and Syme, 

2013). Among the Aboriginal community, though, education is much more than schooling. 

Compulsory schooling was introduced during colonisation and does not sit comfortably with 

Aboriginal concepts of learning. Western models of education focus heavily on academic 

achievement. For Aboriginal people, particularly in remote regions of Australia, inclusion of 

cultural knowledge and skills is more highly valued. These include skills in art, culture, history, 

land and sea management, as well as literacy in both English and Aboriginal languages (Shultz 

et al., 2018). Moreover, attending school has associated costs. They include having a home 

environment suited for schooling, such as a place to do homework, as well as psychosocial 

costs, such as intergenerational experiences of racism within the education system (Bodkin-

Andrews and Carlson, 2016). 

The program studied in this thesis is NS, which was co-designed with the Aboriginal 

community. The model of care is described in Chapter 6. In developing the NS model, an 

important consideration was cultural safety and how this could be fostered through creating a 
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sense of connection, flexibility and choices, consistency and collaboration. These concepts are 

described in more detail in the following section. 

3.7.1 Service Models for Aboriginal Communities 

In developing SBHC models across the world, the importance of involving communities, 

particularly Indigenous communities, has been recognised. This is relevant when considering 

how SBHC programs can be implemented in Australia as well. The Indigenous School Health 

Framework addresses concepts from different First Nations communities, including those in 

the US, NZ and Australia (Tagalik, 2010). The model centres on developing a holistic 

understanding of wellbeing as represented by a circle (see Figure 3.5). The cultural context of 

learning, knowledge and application of knowledge surrounds this circle, emphasising the 

dynamic interactions of ‘ways of knowing’ and ‘ways of doing’. Other aspects of the framework 

are physical, emotional, social and spiritual wellbeing and how these facets are interconnected 

with beliefs, values, teachings and gifts (Tagalik, 2010). These principles helped conceptualise 

the goals of the NS model of care, which involved the provision of holistic care to children. 
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Figure 3.5: A Framework for Indigenous School Health (Tagalik, 2010) 

Cultural safety refers to a respectful and deep understanding of cultural and social differences 

(Harrison et al., 2017). For the health and education sectors to engage with Aboriginal 

communities, cultural safety can be achieved by reflecting local cultural knowledge and 

practices (Harrison et al., 2017). An example of this approach is the Multifunctional Aboriginal 

Children’s Services program, which was established across Australia in 1987. This was a 

childcare program managed by the community with predominantly Aboriginal employees. Staff 

were equipped to provide a range of education and care programs while offering practical 

family support, such as transportation. Facilitating trusting and culturally respectful 

relationships led to a high level of demand and engagement with the program (Sydenham and 

Mason-White, 2015). This approach allowed communities to have autonomy and agency over 

decisions affecting their health (Kuipers et al., 2016; White et al., 2021). 
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Models of care that involve Aboriginal communities, such as NS, require an understanding of 

psychological trauma. Psychological trauma can be defined as single or repeated adverse events 

that threaten to overwhelm a person’s ability to cope. Trauma-informed systems are based on 

the principles of safety, trustworthiness, choice, collaboration and empowerment, as well as 

respect for diversity. Such systems are sensitive to the needs of the individual and are careful 

to avoid creating more trauma or blaming the victim. When developing the NS model, the 

community endorsed a strengths-focused, collaborative and respectful approach to the 

engagement and assessment of students and families (Bath, 2008; Wilson et al., 2013). This 

aligned well with the approach of Aboriginal Community Controlled Health Services 

(ACCHS). ACCHS play an important role in delivering culturally safe and trauma-informed 

health care in Australia. They provide holistic and multidisciplinary health care with embedded 

evaluation activities. The models of care often adopt a whole-of-family approach and can 

involve schools and outreach services to address complex needs (Panaretto et al., 2014) 

Programs that are successful within Aboriginal communities often foster a strong sense of 

connection between the client, the service and the community (Mental Health Commission of 

NSW, 2020; Shultz et al., 2018). The National Aboriginal and Torres Strait Islander Social 

Survey showed that strong traditional culture is associated with improved socio-economic 

outcomes and Aboriginal literacy (Cairney et al., 2017). This is exemplified by Aboriginal-led 

‘caring for country’ initiatives. Such initiatives have been based on traditional ecological 

knowledge to manage land and sea activities. In this way, connections to country were restored, 

resulting in improvements in social, cultural, SEWB and physical health (Burgess et al., 2009), 

as well as benefits to the environment (Berry et al., 2010). For the NS model, a sense of 

connection was created by involving the Aboriginal community from the outset of its 

development. 

Flexibility has been recognised as a way to enhance uptake of guidelines and improve care for 

Aboriginal communities (Hinton et al., 2015; Kilian et al., 2019). This includes having multiple 

entry points for an individual to engage with a service (Mental Health Commission of NSW, 

2020). Similarly, wraparound support services have been identified by Aboriginal communities 

as being effective in encouraging students and their families to engage with a service (Berry et 

al., 2010; Hinton et al., 2015). The nature of wraparound support varies depending on available 

resources and capabilities but generally involves a holistic and flexible approach to the needs 

of individuals as well as coordination across services (Shultz et al., 2018). Furthermore, 
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consistency and cooperation among services and sectors is desired among the Aboriginal 

community and allows communities to achieve more with limited resources. For trusting 

relationships to be built, services and multisector partners need to be consistently present. In a 

study about access to mental health services in the Northern Territory, a high turnover of staff 

was noted as having a detrimental effect on the community (Hinton et al., 2015). A further study 

about suicide rates among Aboriginal people in Central Australia found that failure to support 

staff to remain in key roles was a barrier to care (Kuipers et al., 2016). Consistency in service 

delivery requires adequate resourcing with sustainability measures as well as effective 

governance and systems in place (Hinton et al., 2015). Partnerships and sharing resources are 

looked on favourably by the Aboriginal community as opposed to services competing for 

resources (Shultz et al., 2018; White et al., 2021). These concepts informed NS, where a 

multidisciplinary team collaborated to provide wraparound care, consistency and flexibility. 

3.8 Summary 

Healthy students are more successful learners, and health providers can achieve improved 

health outcomes by reaching children in schools (Blank, 2015). Children spend a substantial 

amount of time at school. By being situated in schools, SBHC programs provide an accessible 

and convenient place to provide preventive and primary health care (Love et al., 2019; Riley et 

al., 2016). As shown by the various examples of SBHC programs, the services provided are 

often based on the needs of a community and allow communities to have ownership of their 

health care (Arenson et al., 2019; Argall and Allemano, 2012; World Health Organization and 

United Nations Educational, United Nations Educational, Scientific and Cultural Organization, 

2021). The scientific evidence shows that integrated care and SBHC programs for young people 

are effective in improving physical health, mental health, education and social outcomes while 

being acceptable and cost-effective (Chiang et al., 2015; Keeton et al., 2012; Larson et al., 2017; 

Lewallen et al., 2015). 

For young people, partnerships between the health and education sectors improves access to 

holistic care to strengthen their developmental trajectory. Forming collaborative partnerships is 

an active and ongoing process that requires time so that trusting and deep relationships can be 

formed. The success of any collaborative efforts hinges on the strength of these relationships. 

For Aboriginal people, multisector partnerships between the health and education sectors can 

change the cycle of intergenerational psychological trauma, promote resilience and improve 
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outcomes for children and families (Edwige and Gray, 2021). Furthermore, schools provide a 

universal platform to support disadvantaged communities. 

Schools are uniquely placed in that they are accessible to communities without being 

stigmatising. This provides a foundation on which to build relationships, identify needs and 

reduce barriers to accessing support. With strong engagement of local community leaders and 

service providers, schools can offer integrated care opportunities that can have a positive effect 

on two powerful social determinants of wellbeing: health and education (Cleveland et al., 2020). 
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Chapter 4 Methodology and Methods 

4.1 Methodology 

4.1.1 Introduction 

Internationally, SBHC has had a promising impact on health, mental health and educational 

outcomes while having high acceptability with young people and parents (Allison et al., 2007; 

Arenson et al., 2019; Keeton et al., 2012). To date, specific research on the role of integrated 

partnerships between the health and education sectors for students with CBDs within Australia 

has not been studied. This thesis is based on a multidisciplinary and holistic SBHC program 

(NS) established at a specialised school (YGS) for children experiencing CBDs to understand 

how partnerships between the health and education sectors could promote positive outcomes 

for students. In this chapter, the methodology and methods behind this research are discussed. 

4.1.2 Purpose Statement 

The purpose of this research was to evaluate a multidisciplinary SBHC program (NS) at a 

specialist behavioural secondary school (YGS) to understand how the health and education 

sectors can partner to provide care for children experiencing CBDs. By exploring how such 

partnerships could improve outcomes for these children, this research has important 

implications for the health and education sectors as well as for families and communities. 

To conduct this evaluation, a critical realist–informed, sequential three-phase mixed-methods 

approach was used. Figure 4.1 describes the research process and this is further discussed in the 

methods section of this chapter (see Section 4.2). In Phase 1, quantitative research was used to 

describe the population assessed at NS in terms of demographics, attendance at the clinic, health 

and wellbeing screening, recommendations made, and changes in behaviour. In Phase 2, 

qualitative semi-structured interviews were used to understand the factors related to the model 

of care, including the facilitators and barriers to forming partnerships between the health and 

education sectors. In Phase 3, qualitative semi-structured interviews with a CoP were used to 

understand the factors related to implementing the model of care at other sites, including the 

facilitators and barriers associated with this process. 
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Figure 4.1: Diagram Illustrating the Sequential Three-phased Research Design for 

Ngaramadhi Space 

4.1.3 Goal and Objectives 

Goal: The overall goal of this thesis was to describe the need for and the co-design, evaluation 

and potential for scale-up of a school-based healthcare program (NS) developed with the 

Aboriginal community to provide holistic care for students attending a specialist behavioural 

secondary school in Sydney. The project had five main objectives relating to this overarching 

goal: 

• Objective 1. To explore the cultural, social and historical factors associated with CBDs 

within Australia. 

• Objective 2. To describe how the NS model of care was co-designed with the health 

sector, schools and the Aboriginal community. 

• Objective 3. To evaluate the characteristics and needs of students attending NS between 

2016 and 2019 to inform ongoing implementation efforts and scaling up of the model 

of care. 

• Objective 4: To understand the facilitators and challenges of developing and operating 

a multidisciplinary school-based model of care for CBD. 
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• Objective 5: To understand how the NS model could be implemented in other 

educational settings, as well as the related challenges and facilitating factors. 

4.1.4 Methodology Background and Theory 

This body of research was conducted using a mixed-methods approach, combining qualitative 

and quantitative approaches. Qualitative studies are useful when seeking to understand why 

models of practice are successfully or unsuccessfully implemented (Albright et al., 2013). In 

contrast, quantitative methods emphasise a deductive and objective approach and are often used 

for measuring outcomes (Albright et al., 2013; Creswell, 2009). In mixed-methods design, these 

two approaches are integrated to increase the depth of understanding produced by the research 

(Landsverk et al., 2012). For example, in a quantitative study of immunisation rates, the use of 

reminder or recall systems were shown to increase immunisation rates, but such systems were 

rarely used in clinical practice. A qualitative study provided insight into this issue and identified 

time constraints, competing demands, instability of staffing and costs as barriers to 

implementation (Saville et al., 2011). These findings led to alternative approaches being 

developed, including centralised approaches that were less labour intensive for individual 

practices (Kempe et al., 2013). 

For effective combination of quantitative and qualitative methods to occur, data from both 

studies need to be mixed at some stage of the research process (see Figure 4.2) (Albright et al., 

2013; Landsverk et al., 2012). There are many ways to accomplish this, including merging the 

data, connecting the data and embedding the data (Creswell and Clark, 2017). When merging 

the data, two types of data are brought together to answer the same question or related questions. 

Connecting the data involves analysing one set of data, which then leads to the collection of 

another set of data to better understand the findings of the initial data (Landsverk et al., 2012). 

Embedding the data occurs when qualitative studies are entrenched within larger quantitative 

studies to obtain depth or expansion of results (Landsverk et al., 2012). For this research study, 

a sequential approach was used to connect the data. Quantitative data were first analysed to 

inform the qualitative study. Overall, this mixed form of methodology allowed a better 

understanding to be gained about how the education and health sectors could work 

collaboratively. More specifically, in Phase 1, quantitative analysis of NS was used to 

understand the background demographics of students as well as the health and social issues 

present. It also allowed information about unmet physical health, mental health and social 

needs, as well as recommendations and behavioural changes to be gained. The qualitative 
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methodology of Phase 2 allowed exploration of how the education and health sectors worked 

together, and the related facilitating factors and barriers. Phase 3 of the study was also 

qualitative in nature and identified factors associated with implementation of the NS model at 

other sites. 

 

Figure 4.2: Integration Processes for Quantitative and Qualitative Data (Albright et al., 

2013) 

Implementation research can be conceptualising using the Knowledge to Action (KTA) 

Framework (Graham et al., 2006). This framework was developed in Canada to describe the 

process of moving knowledge into action. The KTA Framework has two components. These 

are knowledge creation, which is represented by an inverted triangle or a funnel, surrounded by 

an action cycle (see Figure 4.3) (Graham et al., 2006). The framework is dynamic, with overlap 

and bidirectionality between the components. The knowledge creation phase involves various 

research processes. As knowledge moves through the funnel, it becomes more refined so that, 

eventually, only the most useful knowledge is left (Graham et al., 2006). The action cycle 

interacts with the elements of knowledge creation. The goals of the action part are to allow the 

implementation or application of knowledge in either a sequential or a simultaneous manner so 

that it is adapted to suit local contexts (Field et al., 2014). In this body of research, qualitative 

data from key stakeholders helped determine the barriers and facilitators to implementation of 

the NS model of care. 
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Figure 4.3: The Knowledge to Action Framework (Graham et al., 2006) 

4.1.5 Ontology, Epistemology and Worldview 

4.1.5.1 Ontology 

Ontology is defined as ‘the study of being’ and is concerned with ‘what kind of world we are 

investigating, with the nature of existence, with the structure of reality as such’ (Crotty, 1998, 

p. 10). It seeks answers to questions related to the nature of reality (Lincoln et al., 2011). In 

other words, ontology explores the nature of different entities within the world and underlying 

assumptions about them (Bryman and Bell, 2011). 

Bryman (2007) described two main ontological viewpoints: (a) reality is one entity and (b) 

multiple realities coexist as a function of the social world. These viewpoints affect how a 

researcher investigates a phenomenon. For example, if reality is viewed as a single entity, then 

a researcher would choose an objective form of investigation. This position would be called 

objectivist and is often associated with the scientific analysis of the physical world, in which 

subjects respond to a fixed set of stimuli or conditions (Bryman and Bell, 2011). On the other 

hand, if reality is viewed as a multiplicity, then a researcher would choose to investigate a 
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variety of human experiences (Bryman and Bell, 2011). This would be called subjectivist and 

is associated with how humans assign meaning to their world on the basis of social, cultural 

and historical factors (Bryman and Bell, 2011). 

While these ontological views are on opposite sides of the research spectrum, most modern-day 

researchers are positioned somewhere in the middle of these viewpoints (Ansari et al., 2016). 

This positioning is often the reasoning behind using mixed methodology, in which the value of 

both objective and subjective views when understanding the notion of reality is acknowledged 

(Ansari et al., 2016). For example, in a study of reading habits and performance in English of 

bilingual university students, researchers used quantitative measures of performance as well as 

semi-structured interviews to explore participants’ home and educational backgrounds. This 

allowed for a more complete understanding of the phenomena being studied (Ansari, 2015). 

Similarly, when endeavouring to understand how the health and education sectors can work in 

an integrated manner, the ontological view was positioned in the middle with the importance 

of both objective and subjective information recognised. 

4.1.5.2 Epistemology 

Epistemology is concerned with the process through which a researcher may establish or 

determine reality or a way of understanding and explaining ‘how we know what we know’ 

(Crotty, 1998, p. 8), providing a philosophical understanding when ‘deciding what kinds of 

knowledge are possible and how to ensure that they are both adequate and legitimate’ (Crotty, 

1998, p. 8). 

The two main paradigms that underpin epistemology are positivism and interpretivism (Ansari 

et al., 2016). Positivism assumes that there is only one objective reality, that this is independent 

of human perception about it and that the truth can only be determined by systematic scientific 

inquiry (Creswell and Clark, 2017). Interpretivism is on the opposite side of the epistemological 

spectrum. The underlying assumptions here are that the world is a complex entity, that 

subjective experiences and social dimensions within specific social settings are important and 

that the interaction between the researcher and the subjects allows the truth to be determined 

(Creswell and Clark, 2017; Maykut and Morehouse, 2002). 

As with ontology, most researchers will take an intermediate viewpoint on epistemology. In the 

abovementioned example of reading proficiency in bilingual students, the researchers involved 

with the study took an intermediate epistemological viewpoint. This positioned the researchers 
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to use empirical data to gather objective data of proficiency as well as data collected from 

interviews to better understand the factors that influenced reading habits and reading 

proficiency (Ansari, 2015). Again, in this research, to form a clearer understanding of how the 

education and health sectors can work collaboratively, an intermediate epistemological position 

was taken so that objective and subjective data were collected. 

4.1.5.3 Philosophical Worldview 

This research is grounded in critical realism. Critical realism is a philosophical worldview 

whereby ‘realism’ describes a natural world that exists outside of our interpretations of it. 

‘Critical’ refers to the study of science as a human activity that is mediated by interactions with 

human language and social powers, all of which inevitably evolve over time (Buch-Hansen, 

2005; Gorski, 2013). A theme within critical realism is that of transcendental realism. This 

refers to nature as being stratified and that the strata are emergent—such that scientific 

knowledge grows as previously unknown strata are discovered. In this manner, critical realism 

seeks to understand the natural world as it really exists alongside our changing perceptions or 

knowledge of it (Gorski, 2013; Groff, 2008). In doing so, a critical realist approach rejects 

reduction of the social factors that influence nature and embraces complexity (Alderson, 2021). 

Some practical ways to conduct critical realist–informed research are through the interviewing 

style used, developing an understanding of process evaluation (Sturgiss and Clark, 2020) and 

adopting the techniques of abductive and retroductive reasoning (Meyer and Lunnay, 2013). 

The interviewing style used casts the interviewee as the expert or ‘teacher’ and the interviewer 

as the learner. So, the interviewer asks deep and progressive questions to formulate a rich 

understanding of how and why interventions are effective (Manzano, 2016). Process evaluation 

involves identifying contextual strata that influence the effectiveness of interventions as well 

as the unseen mechanisms that trigger change. So instead of assuming that it is the intervention 

itself that effects change, a realist approach recognises the influence of context on the 

effectiveness of a particular intervention (Clark et al., 2012). Abductive reasoning, meaning the 

application of logical inference to seek the simplest and most likely conclusions, and 

retroductive reasoning, meaning to use prior knowledge and available evidence to explain an 

observation, are techniques that assist in revealing the contextual strata (Meyer and Lunnay, 

2013). 
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As an example of a critical realist approach, in a Columbian study about school effectiveness, 

the author discussed the role an overemphasis on linear empirical or causal outcomes has on 

education frameworks (Parra, 2018). For example, a focus on test scores alone negates an 

understanding of the role of historical and social structures on educational attainment (Parra, 

2018). The authors recommended using a critical realist methodology to understand the social 

processes behind observable educational outcomes. In another study, a critical realist approach 

was applied to the subject of wellbeing in a primary school after participation in an intervention 

program. The researchers found that the collective efforts of parents, schools, stakeholders, 

communities, policymakers and governments were all part of the overall success of such 

programs and highlighted the importance of understanding the historical, social and cultural 

contexts of such programs (Ranatunga and Pagliano, 2017). 

Critical realism is relevant to this research in that the NS model of care emerged as a dimension 

or potential solution for inequitable health, education and social outcomes observed within the 

local community, as is described in Chapter 6. The Aboriginal community was integral in 

developing the NS model, particularly the concept of SEWB. The meaning of SEWB is centred 

around developing a holistic understanding of wellbeing that accounts for physical, emotional, 

social and spiritual wellbeing and how these elements relate to beliefs, values, teachings and 

gifts (Mental Health Commission of NSW, 2020; Tagalik, 2010). 

This study aims to understand the underlying nature or mechanisms of SBHC programs, 

particularly the elements relating to partnerships between the health and education sectors, to 

identify the facilitating factors and barriers to this process. Care and a reflexive approach were 

taken to avoid overinterpretation of quotes and themes that would lead to a bias through which 

data were made to fit within frameworks (Meyer and Lunnay, 2013; Skivington et al., 2021; 

World Health Organization, 2016). 

4.1.6 Frameworks for Thematic Analysis 

Braun and Clarke’s thematic analysis framework (2006) was applied to this research. Thematic 

analysis refers to a methodological study of patterns within qualitative data to uncover meaning 

(Braun and Clarke, 2022). Braun and Clark’s framework describes theoretical flexibility, 

procedures of coding and theme development, and the use of inductive and deductive analysis 

(Braun and Clarke, 2022). Of the various schools of thematic analysis, this research used a 

codebook approach. A codebook approach involves early theme development. In this study, 
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early themes were based on the research questions that informed the interview guide (see 

Appendix C: Interview Guide) (Braun and Clarke, 2022). The research team worked from a 

strengths-based perspective and were guided by Bronfenbrenner’s (1977) ecological systems 

framework, in which the influence of interconnected environmental systems on individuals and 

communities is posited, and the Lowitja evaluation framework, which provides an evaluation 

framework oriented towards improving the benefits of evaluation for Aboriginal and Torres 

Strait Islander people (Kelaher et al., 2018). 

To assist with developing an understanding of how the NS model could provide care for 

children, and to identify the facilitating factors and barriers to this process as well as for scaling 

up, the principles of the IPCHS framework (see Figure 3.3) (World Health Organization, 2016) 

and Looman et al.’s (2021) underlying implementation strategies for integrated care (see Figure 

4.4) were considered (Looman et al., 2021). 

The IPCHS framework proposes five interdependent strategies that seek to transform health 

service delivery to be more responsive to people’s needs throughout their life course (World 

Health Organization, 2016). Looman et al. (2021) proposed 10 mechanisms that underlie 

implementation strategies for scaling up integrated care initiatives. The IPCHS framework was 

used to contextualise the main themes from the data analysis, while Looman’s implementation 

strategies were used to derive themes that would help determine mechanisms for broader 

scaling up and implementation of the model (Looman et al., 2021; World Health Organization, 

2016). 
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Figure 4.4: The 10 Implementation Mechanisms for Integrated Care for Multi-

morbidity (Looman et al., 2021) 

4.1.7 Aboriginal Research Perspectives 

Western approaches to research have had a long and problematic history with Indigenous 

communities (Williams et al., 2024). Historically, research conducted on Aboriginal 

communities has created a rhetoric of negativity and of deficit thinking. Additionally, research 

has been used to inform policy that has had adverse implications for Aboriginal communities 

and left a trail of intergenerational mistrust of researchers and research (Heris et al., 2022; 

Williams et al., 2024). With this legacy in mind, the literature points to culturally safe ways of 

working with Aboriginal communities, which are discussed here in relation to how this research 

was conducted (Williams et al., 2024). 

From the outset, researchers must consider their role and obligations as researchers (Wilson, 

2020). For Aboriginal communities, research is not simply about gaining information from 

others but about sharing that information (Wilson, 2020). For this thesis, the Wouwanguul 

Kanja community reference group highlighted the importance of ‘spreading the sunshine’ or 

sharing knowledge so that it can benefit others. The community agreed that an evaluation 

process was required to help implement the model of care in other settings. This exemplifies 

another fundamental concept of working with Aboriginal communities, which is the importance 
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of building genuine relationships. In this research, the community were involved from the 

inception of the model, having first voiced their concerns about students at YGS through a 

community consultation process and then being involved with the design of the model and its 

evaluation, which is described in Chapter 6. 

Another important consideration when working with Aboriginal communities is the 

involvement as well as capacity building of Aboriginal researchers (Ewen et al., 2019). An 

Aboriginal researcher was part of the research team and was integral during the qualitative 

component of this study. This researcher was also able to learn new skills during the research 

process, including how to interview participants, with support from a senior researcher, 

thematic analysis and interpretation of findings. 

Other important concepts to guide how researchers work with Aboriginal communities include 

the need to work in partnership, be flexible, take time to get to know the community, and reflect 

on privilege and power imbalances (Jamieson et al., 2012; Thomas et al., 2011; Wilson et al., 

2020). In this research, the community paediatrics department had pre-existing relationships 

with the Aboriginal community that had been formed over many years and, more specifically 

for this research, had worked alongside the community to develop the model of care. This 

degree of connection with the community lent a genuine sense of engagement in the research 

process as well as reciprocity and relational accountability (Williams et al., 2024). 

4.1.8 Ethical Considerations 

4.1.8.1 Compliance with the National Statement of Ethical Conduct 

This research was designed in keeping with the National Statement on Ethical Conduct in 

Human Research 2007 (updated 2018) (National Health and Medical Research Council, 2007). 

In terms of research merit, the concept of integrated partnerships between health and education 

had many potential benefits, including contribution to knowledge, understanding and improved 

outcomes for children. These potential benefits were based on a thorough review of the existing 

literature and discussion with partners from the education and health sectors as well as the 

community. The design of the research ensured that respect for the participants was not 

compromised, particularly because children and the Aboriginal community were involved. 

In the qualitative arms of the study, experienced researchers conducted interviews and de-

identified the data collected. An Aboriginal researcher was part of the team conducting 
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interviews and analysing data. Written participant information sheets that outlined the research 

process and the risks and benefits to the participant were provided (see Appendix A: Participant 

Information Sheets). Written consent was also obtained (see Appendix B: Consent Form). 

The research was conducted with integrity, respect and honesty, and a commitment to searching 

for knowledge and understanding by following recognised principles of research conduct. The 

research team were responsible for designing the study to minimise the risks of harm or 

discomfort to participants, clarifying for participants the potential benefits and risks of the 

research, and the welfare of the participants in the research context (National Health and 

Medical Research Council, 2007). 

4.1.8.2 Addressing Ethical Issues 

I was a clinician and researcher in this study. In 2016, I was asked by the Director of Community 

Paediatrics at Croydon Community Health Centre to work with the team at YGS to develop a 

multidisciplinary school clinic. The Aboriginal community emphasised the need to provide a 

holistic model for students attending the school because of the nature of CBD, which was 

associated with negative outcomes. 

As the lead paediatrician involved in its inception and ongoing delivery of services, it was 

important for me to ensure that the clinical and research components were acceptable to the 

stakeholders involved. To ensure that this was the case, a community reference group was 

formed. This was called the Wouwanguul Kanja committee, which is a name derived from the 

Dharawal language whose meaning combines the concepts of health and learning. This 

committee consisted of elders within the local Aboriginal community as well as the principal, 

social worker and school counsellor from YGS, and me. The group oversaw the development 

of the clinic as well as the research objectives and methods. Terms of reference were 

documented, and the group met regularly to chart the progress of the clinical and research 

components of NS. This was in line with the Aboriginal Health and Medical Research Council 

guidelines, which stipulate that research involving Aboriginal communities needs to provide a 

net benefit for Aboriginal people and communities, that there is Aboriginal community control 

of the research, that the research is conducted in a culturally sensitive manner, that any costs 

incurred be reimbursed, and that the research activities will enhance Aboriginal skills and 

knowledge (Aboriginal Health and Medical Research Council of NSW, 2023). Ethics approval 

was received from the following committees: the Sydney Local Health District Human 



88 

Research Ethics Committee, the Aboriginal Health and Medical Research Council and the NSW 

State Education Research Applications Process. 

Because I am a clinician-researcher, there was a risk of data becoming identifiable to me. This 

risk was mitigated for each of the three phases of this research study as discussed below. 

4.1.8.2.1 Phase 1: Quantitative Study 

For the quantitative phase, about 100 students were in the database prior to analysis. To ensure 

confidentiality and privacy, two linked databases were formed, one that included identifiable 

data such as names and contact details, and a second database that contained de-identified data. 

For the quantitative data analysis, only the de-identified database was accessed, and these data 

were collected in an aggregated form. It was thus not possible to identify individual participants 

form the information accessed. 

4.1.8.2.2 Phase 2: Qualitative Study 

The qualitative analysis was conducted in two parts. Phase 2a was completed in collaboration 

with a Centre for Disability Research and Policy (CDRP) research team at the University of 

Sydney. The team used semi-structured interviews with students, staff and community 

members, to understand: 

1. the critical elements of the YGS multidisciplinary model of education 

2. the facilitators and challenges of developing and operating a multidisciplinary model of 

education 

3. the critical elements of the YGS model that could be adopted or adapted for education, 

health and policy settings. 

The above research was designed primarily to understand the place of YGS and its model of 

education delivery in managing CBDs. So, while the health aspect of NS formed a component 

of the overall education model, the researchers did not describe the clinical model of care in 

detail, nor was there a focus on the aspect of the partnership between the health and education 

sectors. To understand these components, I conducted a secondary analysis (Phase 2b) of the 

data collected in Phase 2a. The data were provided to me by the CDRP team in a de-identified 

format. 
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For the secondary analysis, the following ethical issues were considered. First, because I was a 

clinician at NS, there was potential for data from staff members and stakeholders to become de-

identified by me. This risk was mitigated by including multiple participants who had been 

involved at various time points. For example, the NS clinic was established in 2016, and in that 

time, there had been staffing changes, including two years when a locum paediatrician was part 

of the clinic. Second, I was not involved with clinical activities at NS when the qualitative study 

was being conducted. There was thus a low risk of ascertaining which staff members had 

consented to participate in the study. Third, the secondary analysis included data received from 

stakeholders. Since there was no clear power differential among stakeholders and me, this 

aspect was considered a low risk. 

4.1.8.2.3 Phase 3: Implementation Study 

Phase 3 of this study involved understanding how the NS model of care could be replicated at 

other sites. Semi-structured interviews were conducted to understand the expectations of 

stakeholders at these sites as well as barriers and facilitators to successful implementation. 

Three groups were studied. They included two schools and a CoP consisting of various 

stakeholders across NSW. In one of the schools, the paediatric doctors involved initially were 

no longer at the site and I had participated in the SBHC program for one year. In the second 

school, I was not a clinician at the SBHC program and was not involved in any face-to-face 

meetings with stakeholders. For data collection with the CoP, there did not appear to be a power 

differential so this aspect was considered low risk. The mixture of scenarios represented was 

thought to produce a varied degree of experiences to add depth to the understanding of how this 

research could be implemented in urban and rural sites across NSW. 

4.1.8.3 Insider Research 

Insider research is relevant to this body of research. Insider research refers to research being 

conducted within a social group, organisation or culture of which the researcher is also a 

member (Sikes and Potts, 2008). In contrast, outsider research is research undertaken by those 

who do not have prior knowledge of the community or subjects being studied (Chavez, 2008). 

Insider versus outsider research can be conceptualised as a continuum whereby the positionality 

of the researcher evolves during the research process (Chavez, 2008; Dwyer and Buckle, 2009; 

Greene, 2014). For example, an outsider researcher may know very little about the subjects 
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being studied at the start of the research, but as they become more involved they gain more 

insider knowledge (Chavez, 2008; Trowler, 2011). 

Positionality refers to where the researcher stands in relation to what or who is being studied. 

This is influenced by the cultural values and norms of both the researcher and the participants 

(Cayir et al., 2022; Merriam et al., 2001). Insider researchers may be total insiders, meaning 

that they share profound similarities with the community they are studying, or partial insiders, 

who hold a degree of detachment from the community (Chavez, 2008). As the lead researcher 

and lead paediatrician involved with NS, I was simultaneously the researcher and a subject 

being researched. Overall, my involvement was akin to that of a partial insider because my 

experiences and role differed from those of others involved in NS. Great care, though, was 

taken to ensure that the trustworthiness of the data was maintained and that potential bias as a 

result of insider status was minimised (Greene, 2014). Several techniques have been described 

in the literature to establish credibility with insider research (Lincoln et al., 2011), including the 

following criteria: credibility, transferability, dependability and confirmability (Guba, 1981). 

Table 4.1 describes how credibility was established in this body of research (Guba, 1981; 

Lincoln et al., 2011). 

Table 4.1: Techniques Used to Establish Credibility in This Insider Research 

Technique Technique Description Utilisation of Technique in This 

Research 

Prolonged 

engagement 

Investing sufficient time to 

learn about the subjects and 

setting, allowing the 

researcher to reflect on their 

positionality, and to build 

trust. 

Involvement with clinical and research 

processes over almost a decade. 

Ongoing reflections and discussions 

with the Wouwanguul Kanja 

community reference group. 

Persistent 

observation 

Identifying the most 

relevant information 

pertaining to the subject 

being researched. 

Data collected from various 

participants in different settings. 

Thematic analysis of data collected.  

Triangulation Use of multiple sources, 

methods, investigators and 

theories to formulate ideas 

and conclusions. 

Mixed-methods approach used. 

Regular reflective discussions with 

supervisory team, other researchers 

and community reference group 

(Wouwanguul Kanja). 

Several theoretical frameworks, 

including critical realism and the 

Integrated People-Centred Health 
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Technique Technique Description Utilisation of Technique in This 

Research 

Service framework influenced my 

interpretation of findings.  

Peer debriefing Sharing of findings and 

hypotheses with peers or 

colleagues to generate 

critical thinking about issues 

encountered.  

Regular meetings with supervisors and 

research team that involved reflections 

and discussion of findings. 

Detailed written and electronic records 

of these meetings.  

Negative case 

analysis 

Process of revising and 

refining hypotheses based 

on information gathered. 

Detailed review of data collected in 

accordance with ongoing literature 

reviews and peer or supervisor 

discussions. 

Referential adequacy Gathering other reference 

material to compare against 

data analyses. 

Thorough and ongoing literature 

reviews.  

Member checking Engaging participants in 

verifying data. 

Participants able to revise transcripts of 

their interviews. 

Transferability Detailed note taking to 

understand the setting and 

context. 

Field notes were taken throughout the 

research process. 

Emails and minutes from meetings 

were kept. 

Dependability Independent auditing. Detailed written and electronic notes 

and data available.  

Confirmability Independent auditing. Detailed written and electronic notes 

and data available. 

 

There are benefits to insider research. They include timely access to participants, circumventing 

the need to acclimatise or orient to the study conditions, and allowing for more natural and 

comfortable interactions to be formed (Asselin, 2003; Chavez, 2008; Greene, 2014; Merriam et 

al., 2001). Insider researchers often have pre-existing knowledge about the social, historical and 

practical context of the research, which allows them to delve deeper into the issues encountered, 

often producing a more truthful and authentic account of the research findings (Asselin, 2003; 

Chavez, 2008; Merriam et al., 2001). Furthermore, by belonging to the group being studied, the 

researcher holds a degree of legitimacy, which leads to acceptance and openness by participants 

(Asselin, 2003; Berkovic et al., 2020; Dwyer and Buckle, 2009). The counterargument to this 

is that subjects may withhold information because of concerns about how it may affect future 

interactions (Greene, 2014). 
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Issues raised during insider research include confidentiality and power dynamics. The insider 

researcher can become privy to confidential information about colleagues or the institution 

under study (Chavez, 2008). During the research process, data were carefully de-identified to 

maintain privacy. Furthermore, interviewees were able to read and edit their de-identified 

transcripts before the data were analysed (see Section 4.2.2.3). In terms of power dynamics, 

there was a possibility of a perceived power imbalance between participants and myself 

(Asselin, 2003). For this reason, and after discussion with the supervisory team, it was decided 

that Phase 2 would be conducted by an independent research team (CDRP) and that I would 

conduct a secondary evaluation of the de-identified data (Phase 2b). For Phase 3, it was decided 

that because implementation of SBHC was an evolving area involving stakeholders belonging 

to a CoP, there was less of a power imbalance and so I was able to conduct these interviews 

(Greene, 2014). 

A significant issue pertaining to insider research is a loss of objectivity. The close relationship 

between the insider researcher and the subject matter can lead to assumptions being made based 

on prior knowledge or experience (Asselin, 2003; Greene, 2014). This was avoided in Phase 2 

by having the CDRP conduct interviews, while in Phase 3, I had a much lower degree of prior 

involvement with the participants and an interview guide was used to minimise bias (see 

Appendix C: Interview Guide) (Asselin, 2003; Chavez, 2008). Reflexivity was an important 

technique employed throughout this research process to improve objectivity. Reflexivity is a 

process whereby the researcher takes a considered approach to understanding how their 

background and values influences the research process (Bourdieu and Wacquant, 1992; Chavez, 

2008; Van Heugten, 2004). In this research, my reflexivity was developed by keeping a diary 

of events, thoughts, ideas and external perspectives (Greene, 2014). Additionally, a reflexivity 

statement can be found at the beginning of this thesis. 

4.2 Methods 

4.2.1 Phase 1: Quantitative Study 

4.2.1.1 Study Design 

A retrospective cohort design was used. Participants were students seen at NS, located at YGS 

in metropolitan Sydney, between 2016 and 2019. Data were collected from existing medical 

records of clinical assessments, de-identified and analysed. 
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4.2.1.2 Participants 

All students seen at NS had data collected as part of their routine care. The model of care is 

described in detail in Chapter 6. In brief, students were referred to YGS from a mainstream 

school because of their problematic externalising behaviour. If assessed as being appropriate 

for placement at YGS, the student proceeded to enrolment when a place became available. 

Students and families were then offered a multidisciplinary clinical assessment at NS and 

participation was voluntary. 

4.2.1.3 Outcome Measures 

Details of available data pertaining to outcomes of interest are summarised below and in Table 

4.2. 

4.2.1.3.1 Demographics 

Demographic details collected included the child’s age, gender, ethnic background and primary 

language spoken. 

4.2.1.3.2 Service Features 

Service features included engagement with a paediatrician or mental health service, and 

previous or current open case with child protection services (NSW Department of Communities 

and Justice). 

4.2.1.3.3 Health and Social Characteristics 

Data on physical health and social characteristics that were recorded in the medical records of 

clinical consultations were extracted. Previous and new concerns or diagnoses were evaluated 

as well as recommendations or referrals made after attending NS. 

4.2.1.3.4 Socio-emotional Wellbeing 

The SDQ was used to measure SEWB (see Appendix D: Strengths and Difficulties 

Questionnaire) (Goodman, 2001). The SDQ consisted of 25 questions, and a computerised 

algorithm was used to predict the risk of a disorder in the following five subscales: conduct 

problems, emotional problems, hyperactivity or inattention problems, peer relationships, and 

kind and helpful behaviour. An overall score and risk prediction was made for total difficulties 
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and the impact of the behaviours (Goodman, 2001). Details of the validity of the SDQ can be 

found in Section 2.9.2.1. 

The SDQ was completed by parents, teachers and children aged 11 and older. The SDQ was 

collected at the initial visit and when the child or adolescent returned to their home school on a 

full-time basis. This was because students returned to their home schools at varying times 

according to their individual progress. In general, this was between 6 and 12 months after 

enrolling at YGS. 

Table 4.2: Summary of Outcome Measures 

Demographics Service Features Health and Social 

Characteristics 

Social and 

Emotional 

Wellbeing (pre- and 

post-intervention) 

Date of birth Failure to attend 

(FTA) 

Referral Reasons SDQ teacher (4–17 

years old) 

Gender Reasons for FTA Physical Health 

Medical review 

Examination 

Hearing screened 

Vision screened 

Dental screen 

SDQ parent (4–17 

years old) 

Preferred language Cancellations  SDQ self (11–17 

years old) 

Interpreter required Reasons for 

cancellations 
 

Ethnicity Other 

services/agencies 

involved 

Paediatrician 

Mental health 

Allied health 

Child protection 

Social care 

Other 

Aboriginal/Torres 

Strait Island 

Background Previous 

Concerns/Diagnoses 

New 

Concerns/Diagnoses 

Investigations 

Blood tests 

Urine tests 

Radiology 

Engagement with 

named 

services/agencies 

(engaged/partially 

engaged/not 

engaged) 

Paediatrician 

Mental health 

Allied health 
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Child protection 

Social care 

Other 

Recommendations 

 

4.2.1.4 Data Collection 

De-identified data were collected from a password-protected electronic medical database used 

by SLHD. The collected data were then stored electronically, using Research Electronic Data 

Capture (REDCap). REDCap is a secure web-based application to support data collection for 

research studies (Harris et al., 2009). Critical REDCap security components involve user 

authentication and role-based security. More specifically, the User Rights tool ensured that all 

survey data entered were confidential and secured, so that project administrators could restrict 

access to certain data from research personnel. Survey forms were also only accessible to users 

that had been granted survey access privileges. 

4.2.1.5 Data Analysis 

Data were exported from REDCap into SPSS Software in a de-identified format for analysis. 

Descriptive statistics (proportion, mean, standard deviation and range) were used to characterise 

the population attending NS, and the range of physical health, mental health and SEWB 

conditions they presented with. Differences in the diagnostic characterisation of individuals 

before and after clinic attendance were investigated. The proportion of students requiring 

onward referrals was also evaluated. Changes in SDQ scores over time, where available, were 

assessed for statistical significance after assessing for normality of distributions. Significance 

was defined as p < 0.05. 

4.2.1.6 Limitations 

A limitation of this study was not having a control group for comparison with. This was because 

all the students attending the school were enrolled as a result of problematic externalising 

behaviour. Given that these students were at high risk of negative health, educational and social 

outcomes, it was considered unethical to offer the intervention to randomly selected children. 

Furthermore, this approach was not acceptable to the community steering committee 

(Wouwanguul Kanja committee) who oversaw the initiative. 
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4.2.2 Phase 2: Qualitative Study of Ngaramadhi Space 

4.2.2.1 Study Design 

Phase 2 of this research study was qualitative and designed in collaboration with the CDRP 

research team to avoid bias associated with insider research. The CDRP research team 

conducted semi-structured interviews with key stakeholders. These included members of the 

Wouwanguul Kanja community reference group, leaders and staff from the education sector 

and health sector, and students from YGS and their parents or caregivers (see Table 4.3). 

Table 4.3: Anticipated and Actual Numbers of Study Participants for Phase 2 and 

Phase 3 

 Participant Group 

(Abbreviation) 

Actual Participants/Anticipated 

Participants 

Ngaramadhi Space 

(NS) and Yudi 

Gunyi School 

(YGS) 

School Principal  1/1 

School Executive  2/2 

School Teacher  6/7 

Social Worker  1/1 

Occupational Therapist  1/1 

Speech Pathologist  1/1 

Paediatrician  1/1 

Aboriginal Community Member  2/3 

School Student  3/5 

Parents/Caregiver  0/4 

School A School Counsellor  2/2 

Social Worker  2/2 

School B School Principal  1/1 

School Counsellor  1/1 

Paediatrician  1/1 

Community of 

Practice (CoP) 

Director of Community 

Paediatrics  

1/2 

Rural General Practitioner  1/1 

Director of Non-Governmental 

Organisation  

1/1 

Researcher  1/2 

 Total number of participants 29/39 
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4.2.2.2 Participants 

4.2.2.2.1 Members of the Wouwanguul Kanja Committee 

The Wouwanguul Kanja steering committee was led by Aboriginal community leaders. 

Decisions and developments were guided by the committee. Therefore, the perspective of this 

group was considered integral to the evaluation. 

4.2.2.2.2 Leaders and Staff 

Leaders and staff from both the education and the health sectors played an important role in 

designing the model of care. This group was interviewed to understand how the model evolved 

over time, as well as the facilitators and challenges of development and implementation of the 

initiative. 

4.2.2.2.3 Students and Families 

The perspective of students and families accessing NS was relevant in understanding how 

acceptable the model of care was. Aboriginal students and their families provided essential 

input about the cultural responsiveness of the model. 

4.2.2.3 Interviews 

Participants were contacted by the school’s social worker and provided with written 

information about the research, where it was clearly stated that participation was voluntary and 

that all information gathered would be confidential (see Appendix A: Participant Information 

Sheets). 

Interviews were conducted in person if possible and via videoconferencing as needed. 

Interviewees were permitted to have a support person present during interviews. An Aboriginal 

researcher was part of the interviewing team. The interviews were semi-structured. They 

followed a structured set of questions but allowed for elaboration of information shared during 

the interview (see Appendix C: Interview Guide). Interviews were audio recorded with the 

written consent of research participant (see Appendix B: Consent Form). Recordings were 

transcribed by a secure Australian-based transcription service that complied with Australian 

privacy legislation. Transcripts were securely stored in a password-protected shared drive 
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accessible only to the research team. Participants were able to review and amend their interview 

transcripts. Most staff members reviewed their transcripts but the students elected not to. 

4.2.2.4 Analysis 

The CDRP de-identified data before providing it to me. Thereafter, Braun and Clarke’s (2006, 

2022) thematic analysis framework was used to develop an understanding of how the education 

and health sectors could work in partnership. After each interview was read, a reflective process 

was undertaken through note taking to identify emerging themes (Patton, 2014). De-identified 

data were manually coded using NVivo qualitative data analysis software to identify common 

themes within the data. Dr Liu and I held in-depth discussions after the initial thematic analysis 

to triangulate and reach agreement on emerging findings. Following a critical realist approach, 

abductive and retroductive reasoning was used to then identify themes within the IPCHS 

framework (World Health Organization, 2016). The next stage of analysis involved further 

triangulation, abductive and retroductive reasoning to align these themes with Looman’s 

implementation strategies (Looman et al., 2021). Themes were presented in various forums for 

deliberation and revision. These forums included stakeholders from the education and social 

sector as well as school health working groups and collaborators from the Australasian School-

Based Health Alliance (n.d.). 

4.2.2.5 Data Security 

De-identified data were stored in a password-protected secure location at the University of 

Sydney. Only members of the research team had access to this information. 

4.2.2.6 Limitations 

Special consideration was taken by the CDRP team to ensure the safety and comfort of the 

students involved. All researchers provided their Working with Children Check number (NSW 

Office of the Children’s Guardian., n.d.). The researchers had extensive experience working in 

education settings, including with young people who had experienced trauma and Aboriginal 

young people. 

The risk of students having a limited understanding of the research process was mitigated by 

testing the readability of participant information sheets (see Appendix A: Participant 

Information Sheets) with various students. Researchers were available to answer questions or 

queries, and all students under 18 years of age required family consent to participate in the 
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research. The requirement for parental consent was for the purpose of the research study and 

differs from that of clinical practice, which gives students aged 12 and over the option of being 

seen on their own or with their parents, carers or support persons present. 

To address the risk that Aboriginal students may not have felt culturally safe with a non-

Aboriginal researcher, Aboriginal students were offered the option of completing the interview 

with an Aboriginal researcher and/or with a support person of their choice. Two students who 

participated acted as each other’s support person. Two social workers elected to be interviewed 

together. Most participants were comfortable being interviewed without a support person. 

4.2.3 Phase 3: Qualitative Study of Implementing the NS Model of Care in Other Settings 

4.2.3.1 Study Design 

Phase 3 of this research design investigated how the NS model of care could be implemented 

in other educational settings. The model of care used at NS had been replicated in four other 

schools. A research assistant who was not involved with the clinical aspect of the work 

approached these four schools to invite them to participate in the research. The first two schools 

that agreed to participate were included in the study. Participants were also recruited from a 

CoP within NSW. Participants from schools included paediatricians, school counsellors, school 

principals and social workers, and the CoP included stakeholders from across NSW (see 

summary in Table 4.3). 

4.2.3.2 Participants 

Participants from the education sector, health sector and CoP played an important role in 

understanding how SBHC models of care could be implemented in other settings. This group 

was interviewed to understand how the model of care was implemented in different 

communities, as well as the facilitators and barriers to this process. 

4.2.3.3 Interviews 

Participants were contacted by a research assistant and provided with written information about 

the research (see Appendix A: Participant Information Sheets). This written information clearly 

stated that participation was voluntary and that all information gathered would be confidential. 
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Interviews were conducted in person if possible and via videoconferencing as needed. 

Interviewees were permitted to have a support person present during interviews and could 

choose to be interviewed on their own or as a group. I conducted the interviews using a semi-

structured approach (see Appendix C: Interview Guide). Interviews were audio recorded with 

the written consent of the research participant (see Appendix B: Consent Form). After each 

interview, a reflective process was undertaken through note taking to identify emerging themes 

(Patton, 2014). Recordings were transcribed by a secure Australian-based transcription service 

that complied with Australian privacy legislation. Transcripts were securely stored in a 

password-protected shared drive accessible only to the research team. Participants were able to 

review and amend their interview transcripts, which all completed. 

4.2.3.4 Data Analysis 

Braun and Clarke’s (2006, 2022) thematic analysis framework was used to develop an 

understanding of how the model of care could be implemented in other settings using de-

identified data. As in Phase 2, coding was manually conducted using NVivo qualitative data 

analysis software. After the initial thematic analysis, Dr Liu and I held in-depth discussions 

using triangulation, abductive reasoning and retroductive reasoning to identify themes within 

the IPCHS framework and emerging strategies around implementation (Looman et al., 2021; 

Meyer and Lunnay, 2013; World Health Organization, 2016). In addition, themes were 

reviewed with stakeholders from the education and social sectors as well as school health 

working groups and collaborators from the Australasian School-Based Health Alliance (n.d.). 

4.2.3.5 Data Security 

De-identified data were stored in a password-protected secure location at the University of 

Sydney. Only members of the research team had access to this information. 

4.2.3.6 Limitations 

I was the lead researcher and a clinician involved in implementing SBHC programs. This may 

have led to bias during interviewing. Therefore, the interviews were semi-structured, and open-

ended questions were used if possible. The risk of bias was further mitigated by selecting 

schools at random and using the strategies outlined in Section 4.1.8. 
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PART B: RESEARCH FINDINGS 

In Part B, the research findings as related to the goals and objectives of this thesis are presented 

through five published articles. The first two articles relate to Objective 1 and explore the 

cultural, social and historical factors associated with CBD within Australia through a yarn with 

Aboriginal elders and a commentary article (Chapter 5). Chapter 6 relates to Objective 2, and 

the development of NS model of care is described through a published article. In Chapter 7, 

which relates to Objective 3, the characteristics and needs of students attending NS through a 

quantitative study are described. Objectives 4 and 5, which were about understanding the 

facilitating factors and barriers to developing and implementing the model of care, are discussed 

through a published article in Chapter 8. 
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Chapter 5 Childhood Behavioural Disorders in the Context of 

Aboriginal Culture within Australia 

5.1 Introduction 

In the research presented in this thesis, SBHC programs were studied to understand how the 

model could improve outcomes for children experiencing CBD. However, before considering 

SBHC models in more detail, the historical and societal context behind a diagnosis of a CBD 

first needs to be examined as part of a critical realist approach (Objective 1). This chapter 

presents two publications that explore the origins of childhood and CBDs in the context of 

Australia’s history. The first part (Part 1: ‘Not Just Using the Words’) is a conversation, or a 

yarn, with Aboriginal community leaders about what behavioural problems in childhood mean 

to them. The second part (Part 2: Historical and Social Context) discusses how the concept of 

CBDs originated, how the diagnostic criteria for CBDs has evolved and the limitations 

associated with such criteria. This is followed by a discussion about the impact of colonisation 

and CBD diagnoses on Aboriginal communities. These concepts lay the foundation for 

contextualising the significance of CBDs within an Australian setting and provides a pathway 

for understanding why co-design and consultation with the community is necessary when 

building integrated care solutions such as the NS model of care. 
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5.2 What Does the Term Childhood Behavioural Disorders Mean in the 

Context of Aboriginal Culture within Australia? Part 1: ‘Not Just Using the 

Words’ 

Citation 

Rungan, S., Denzil, T., Daley, D., Edwige, V., 2022. What does the term childhood behavioural 

disorders mean in the context of Aboriginal culture within Australia? Part 1:‘Not just using the 

words’. Journal of Paediatrics and Child Health 58, 1942–1945. https://doi.org/10.1111/

jpc.16232 
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5.3 What Does the Term Childhood Behavioural Disorders Mean in the 

Context of Aboriginal Culture within Australia? Part 2: Historical and Social 

Context 

Citation 

Rungan, S., Liu, H.M., Edwige, V., Smith‐Merry, J., Eastwood, J., 2022. What does the term 

childhood behavioural disorders mean in the context of Aboriginal culture within Australia? 

Part 2: Historical and social context. Journal of Paediatrics and Child Health 58, 1946–1951. 
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Chapter 6 Ngaramadhi Space—An Integrated, Multisector Model 

of Care for Students Experiencing Childhood Behavioural 

Disorders 

6.1 Introduction 

Partnerships between the education and health sectors play an important role in optimising care 

for children and young people. An integrated, multisector model of care was developed at YGS, 

located in metropolitan Sydney, Australia. YGS is a specialised secondary school for children 

experiencing problematic externalising behaviour. NS is the name of the SBHC program 

located at YGS. NS was developed from the ground up and in partnership with the Aboriginal 

community and the school to provide holistic, integrated, multidisciplinary child-and-family-

centred care to students attending YGS. The school and Aboriginal community had identified 

that students referred to the school had complex support needs and experienced social 

marginalisation and social issues. The main issues identified prior to establishing the model of 

care were mental health issues, learning difficulties, behavioural difficulties, family dysfunction 

leading to involvement with out-of-home care or juvenile justice systems, social isolation, drug 

or alcohol misuse, and early disengagement from education. The school and community 

believed that a holistic and integrated model was required whereby health professionals, allied 

health professionals, educators and social care workers collaborated to understand and respond 

to the students’ needs (Gonski Institute for Education, 2020). It should be noted that when 

further assessments such as a cognitive assessment, autism assessment or ADHD assessment 

were required, these were done in-house, utilising the skills of the school counsellor and 

paediatrician. This practice allowed for a faster and less convoluted assessment process and 

thus more efficient use of services. In the following article, the development of the NS model 

of care is described, as is the importance of collaboration between sectors in improving access 

to health and social care in a culturally safe manner (Objective 2). 
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Chapter 7 Quantitative Evaluation 

7.1 Introduction 

In this chapter the quantitative part of the evaluation is described through a published article 

(Objective 3). 
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Chapter 8 Qualitative Evaluation 

8.1 Introduction 

In this chapter the findings from the qualitative study are described (Objectives 4 and 5). 
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PART C: KNOWLEDGE TRANSLATION AND CONCLUSION 

In Part C, the knowledge acquired from Part A: Foundational Concepts and Part B: Research 

Findings is used to propose how the NS model could be translated to other educational settings. 

This is through a published article in Chapter 9 in which an integrated care framework called 

Kalgal Burnbona is described. In Chapter 10, the implications of this research on clinical 

practice, research and policy as well as limitations are discussed. This is followed by a 

concluding statement. 
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Chapter 9 Kalgal Burnbona Framework 

9.1 Introduction 

The integrated model of care piloted at NS improved access to health care for students, most of 

whom had multiple unmet physical health, mental health and social needs. Attendance at NS 

was high and after the model of care was delivered, behavioural improvements were noted. In 

addition, a qualitative evaluation of the model of care showed that it was effective in engaging 

and empowering people and communities, was community driven and delivered in a culturally 

safe manner, improved access and outcomes for students and families, created connection 

between students and the community, and had beneficial effects on staff wellbeing. 

The evaluation of NS has led to statewide interest in scaling up the model of care. In this 

chapter, a published manuscript proposing a framework called Kalgal Burnbona for 

implementing SBIC within SLHD is described. The term SBIC has been adopted for this 

framework to highlight the importance of cross-sector collaboration and partnerships. 
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Chapter 10 Conclusion, Limitations and Implications 

NS is a practice-based example of an SBHC program that was co-designed with schools and 

the community. The preceding chapter (Chapter 9) proposed a shift towards the concept of 

school-based ‘integrated care’ (SBIC) with a framework for scaling up the model across SLHD 

called Kalgal Burnbona. In this final chapter, a thesis overview is provided. Thereafter, the key 

findings of the evaluation and how these relate to the available literature are summarised. The 

clinical, research and policy implications of this research are then outlined. Lastly, the strengths 

and limitations of this body of work are considered. 

10.1 Chapter Overview 

Part A of this thesis consists of four chapters that focus on the foundational concepts 

underpinning this research. Chapter 1 introduces the burden of disease and future risks 

associated with mental health and behavioural disorders in young people aged between 10 and 

24, an issue that has an inequitable effect on Aboriginal children in Australia (Doyle and Hill, 

2008; Edwige and Gray, 2021; Patton et al., 2016; Salmon et al., 2018; Shultz et al., 2018; 

Strong et al., 2021). Additionally, young people experience poor access to assessment and 

treatment modalities, which creates a need for innovative solutions to address this national and 

global issue (Bruns et al., 2016; McGorry et al., 2024; National Mental Health Commission, 

2021). SBHC programs are positioned as a potential solution to this problem (Allensworth and 

Kolbe, 1987; Arenson et al., 2019; Keeton et al., 2012; Larson et al., 2017; World Health 

Organization and United Nations Educational, United Nations Educational, Scientific and 

Cultural Organization, 2021). 

Chapter 2 provides a literature review of CD as an example of a CBD to illustrate the wide-

ranging and negative impact of this complex diagnosis on individuals and society. In Chapter 

3, the literature on partnerships between the education and health sectors is reviewed through a 

social determinants lens to understand how collaborative and integrated cross-sector 

partnerships can be successful in improving the physical health, mental health, education and 

social outcomes of children. Moreover, examples from global SBHC models and frameworks 

are drawn upon. These review chapters provide the background for why and how the NS model 

of care was developed. 
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The research methodology and methods are in Chapter 4. The ontological and epistemological 

perspective are positioned in the middle, in recognition of the value that both objective and 

subjective views bring to the subject matter. The research was grounded in critical realism so 

that the underlying mechanisms related to why and how the NS model of care worked and how 

it could be implemented in other settings could be understood (Gorski, 2013; Groff, 2008). 

These methodological underpinnings led to the development and conducting of a sequential 

three-phase mixed-methods approach. 

In Part B, the research findings are described. This begins with Chapter 5, where, using a critical 

realist approach, CBDs were situated within the unique cultural, social and historical identity 

of Australia through two published articles co-written with Aboriginal community members 

(Objective 1). This includes a yarn or conversation with Aboriginal elders and a literature 

review on how the concept of childhood and the field of psychiatry has changed over time. 

In Chapter 6, a detailed description of how the NS model of care was co-designed and 

implemented over almost a decade is provided through a published article (Objective 2). In 

Chapter 7, the results of the quantitative study are presented through a published article 

(Objective 3), and in Chapter 8, the qualitative results are described through another published 

article (Objectives 4 and 5). 

The knowledge gained from Part A and Part B are then synthesised into Part C, where a tiered 

integrated care framework, called Kalgal Burnbona, for scaling up the model is proposed 

through a published article (Chapter 9). 

10.2 Key Research Findings 

The overall goal of this thesis was to describe the need for and the co-design, evaluation and 

potential for scale-up of a school-based healthcare program (NS) developed with the Aboriginal 

community to provide holistic care for students attending a specialist behavioural secondary 

school in Sydney. The research findings in relation to the objectives stipulated at the beginning 

of this thesis are discussed here. 

Objective 1. To explore the cultural, social and historical factors associated with CBD 

within Australia. 
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In line with a critical realist approach, the importance of CBDs within the unique cultural, social 

and historical identity of Australia has been explored through two published articles (Chapter 

5). The literature shows that the concept of childhood has evolved over time, and its meaning 

is rooted in societal expectations (Mason, 2020; Mook, 1999; Norberg, 2010). Over the past 

century, industrialisation has led to the need for a workforce skilled in numeracy and literacy. 

This became the basis of compulsory schooling and of those who deviated from behavioural 

norms being seen as problematic to society (Laurence and McCallum, 2003). 

Furthermore, the field of psychiatry rapidly developed over the same period, with advances in 

the understanding and treatment of many mental health disorders. However, this process also 

had implications, particularly in relation to how diagnostic criteria were used to provide access 

to treatment and how diagnoses were made in different cultural contexts. Gradually, it became 

clear that holistic and flexible approaches to diagnoses were required (Clark et al., 2017). 

Within Australia, these changes occurred alongside colonisation, which had a detrimental effect 

on Aboriginal communities. Aboriginal life ways are centred around connections with family, 

community and land (Lohoar et al., 2014; Salmon et al., 2018). Disruptions and disconnection 

compounded by deficit thinking and lack of respect for the cultural identity of the Aboriginal 

people created a legacy whereby Aboriginal children continue to be over-represented in 

statistics describing CBDs (Edwige and Gray, 2021). 

It thus becomes apparent that in Australia diagnoses of CBDs are closely intertwined with its 

history of colonisation and the impact this has had on Aboriginal communities (Tribe, 2014). 

In developing effective strategies to prevent or improve the outcomes related to CBDs, there is 

a need to build on the strengths of Aboriginal culture and the resiliency of its people through a 

deep commitment to healing, genuine partnerships and holistic care (Edwige and Gray, 2021; 

National Aboriginal Health Strategy Working Party, 1989). 

Objective 2. To describe how the NS model of care was co-designed with the health sector, 

schools and the Aboriginal community. 

The school and Aboriginal community had identified that students attending YGS had complex 

needs due to social marginalisation and social issues. They believed that a holistic and 

integrated model in which professionals from the health, education and social care sectors 

worked collaboratively was required to meet the needs of these students (Gonski Institute for 

Education, 2020). The development of the NS model of care in partnership with the health 
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sector, education sector and Aboriginal community has been described through a published 

article (Chapter 6). The model of care was developed over almost a decade to address 

inequitable health, education and social outcomes for students attending YGS with oversight 

provided by the Wouwanguul Kanja community reference group. The model of care was child-

and-family centred and based at the school. There was a focus on taking a holistic approach to 

the needs of children. Key professionals from the health, education and social sectors worked 

collaboratively to gather information, conduct assessments with families and follow up on 

recommendations. A memorandum of understanding (MOU) was prepared to formalise roles 

and responsibilities. An evaluation plan was also embedded within the model. Community 

acceptance of the model provided impetus to consider what scaling up would look like. 

Objective 3: To evaluate existing data on students attending NS between 2016 and 2019 

to inform ongoing implementation efforts and scaling up of the model of care. 

The NS model of care was unique in that it was delivered to students attending a specialised 

behavioural school. The quantitative evaluation of students attending NS between 2016 and 

2019 provided an understanding of the types of concerns experienced by students. In line with 

the local and international literature, students had multiple unmet physical health, mental health 

and social needs (Gore et al., 2011; Hetrick et al., 2017; McGorry et al., 2024; National 

Research Council et al., 2009). The qualitative evaluation provided more information about 

these students, describing the degree of marginalisation they had experienced because of 

socially determined factors that often manifested as problematic behaviour. The quantitative 

study showed that students at the school were at high risk of social disadvantage, with 76% 

known to child protection services (Baidawi et al., 2020; Baidawi and Sheehan, 2019; Leckning 

et al., 2023; Mendes et al., 2014). Despite having high health and wellbeing needs, few students 

accessed paediatric or mental health services (22.8%; 27.8%, respectively) and engagement 

with services was low (33.3%). In contrast, attendance at NS was high (failure-to-attend rate = 

7.6%; cancellations = 8.9%) with reasons for non-attendance inclusive of the behavioural issues 

experienced by the student and parents having inflexible work commitments. These findings 

indicate that the model was successful in engaging students and was an acceptable way to 

deliver health services. 

After the multidisciplinary team model of care was delivered, behavioural improvements as 

measured by pre- and post-SDQ teacher reports were noted. These showed a significant 

decrease in total difficulties scores (M = 6.2, SD = 6.165, p < 0.05, eta squared = 1.013 [large 
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effect]) and all subsets. These behavioural improvements were promising because they 

indicated a better likelihood of engagement with the educational curriculum (Gonski Institute 

for Education, 2020) and reflected the positive impact made through a collaborative cross-

sector approach, which allowed the holistic needs of students to be addressed. 

Objective 4: To understand the facilitators and challenges of developing and operating a 

multidisciplinary school-based model of care for CBDs. 

NS was a pilot site developed from the ground up in partnership with the education sector and 

the Aboriginal community over almost a decade. The goal of the model was to provide child-

and-family-centred care to students attending the school. In the qualitative evaluation, an 

understanding of the facilitators and challenges of forming a working relationship between the 

health and education sectors was developed through the lens of the IPCHS framework, and is 

summarised here (World Health Organization, 2016). 

Strategy 1: Engaging and empowering people and communities 

In the IPCHS framework, Strategy 1 refers to engaging and empowering people and 

communities to make effective decisions about their own health (World Health Organization, 

2016). The qualitative study demonstrated the close involvement of the Aboriginal community 

in designing the NS model, as well as other models across NSW, as a strong facilitating factor. 

The Aboriginal community was integral in developing the whole-of-child model and voiced a 

need for partnerships across sectors, seeing this as a more efficient way of delivering services 

and as promoting a sense of community connectedness (Kilian et al., 2019; Mental Health 

Commission of NSW, 2020). The literature identifies these features as key to providing 

culturally safe practice (Carrigan et al., 2023; Thomas et al., 2011). Further exploration of this 

finding through the qualitative study, and supported by the literature, showed that schools were 

an appropriate setting for the delivery of health services because of the convenience and trust 

they afforded to families (Keeton et al., 2012; World Health Organization and United Nations 

Educational, United Nations Educational, Scientific and Cultural Organization, 2021). 

Strategy 2: Strengthening of governance and accountability 

In Strategy 2 of the IPCHS framework, the importance of governance and accountability 

through a participatory approach in decision-making and evaluation is described. NS required 

cross-sector governance. Similarly to previous studies, this process was challenging to establish 
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(Ling et al., 2012; Looman et al., 2021). However, facilitators included collaborative 

governance whereby processes around roles and responsibilities were discussed and then 

formalised through an MOU. Teams also met regularly to develop a shared understanding of 

clinical issues and to develop cohesive workflow practices. The literature demonstrates that 

these avenues are important in creating a respectful and cohesive multidisciplinary culture (Ling 

et al., 2012; Looman et al., 2021; Petch, 2014). 

For NS, one of the key mechanisms for strengthening governance and accountability was 

through the formation of a community reference group called Wouwanguul Kanja. This 

reference group guided local implementation by emphasising the need for sectors to work 

collaboratively at the school, and in a holistic manner to provide a one-stop shop for students. 

The group assisted in designing and interpreting the evaluation process as well (Ling et al., 

2012; Sydow et al., 2011). 

Strategy 3: Reorienting models of care 

The NS model allowed healthcare delivery to be shifted from traditional health settings to 

schools. The concept of a school health team, which consisted of a core set of professionals 

from the health, allied health, education and social sectors as well as Aboriginal community 

workers, who worked within a school or across a group of schools, was described by 

participants (Evans et al., 2016; Hole et al., 2015; Taylor and Guerin, 2019). Mechanisms for 

building positive team culture included working through complex cases together and shared 

professional development sessions (Lara Montero et al., 2016; Looman et al., 2021). To assist 

teams when scaling up, incremental growth models were preferred (Borgermans et al., 2017; 

Ling et al., 2012), as was a balance between flexible and formal structures that outlined roles 

and responsibilities within teams (Carrigan et al., 2023). 

Strategy 4: Coordination of services 

Coordination of services was an essential part of the model of care. The multidisciplinary 

approach to assessment and follow-up was valued by staff, stakeholders and the community 

and facilitated normative integration of the model. In addition, ‘integrators’ who connected 

families with services and helped coordinate different organisations were seen as playing a 

pivotal role (Fraser et al., 2018; Looman et al., 2021). A barrier to coordination of services 

included staff turnover or changes to how services were delivered. For NS, there were periods 

when staffing was unstable. This created difficulty when consolidating processes and managing 
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expectations. Funding for resources was also a challenge for partners. Similarly to other 

integrated care initiatives, stakeholders needed to explore various avenues for resourcing, 

including grants and private contracts (Cheng and Catallo, 2020; Looman et al., 2021; Petch, 

2014). In other circumstances, creative solutions such as re-imagining how available resources 

could be utilised was required (Hunt et al., 2015). 

Strategy 5: Creating an enabling environment 

Strategy 5 of the IPCHS framework refers to creating an enabling environment for the previous 

four strategies to become operational. Schools were seen as exemplary in accommodating the 

model of care and the multidisciplinary teams. Shared or collaborative leadership across the 

sectors, which are further discussed under Objective 5, was also fundamental for effective 

implementation (Evans et al., 2016; Johri et al., 2003; Kirst et al., 2017; Petch, 2014). Other 

enablers included preparing manuals and MOUs that outlined procedures and protocols (Angus 

and Valentijn, 2018; Cameron et al., 2014; Johri et al., 2003; Kirst et al., 2017). 

Objective 5: To understand how the NS model could be implemented in other education 

settings, as well as the related facilitating factors and challenges. 

The themes derived from the IPCHS framework (World Health Organization, 2016) were 

aligned with Looman’s implementation strategies to understand the facilitators and challenges 

of scaling up the NS model to other education settings (Looman et al., 2021). 

Collaborative governance 

The qualitative evaluation revealed that one critical implementation strategy for scaling up the 

integrated care model is collaborative governance. This requires the engagement of a broad 

range of stakeholders through community consultation and co-design so that there is shared 

responsibility over the model (Evans et al., 2016; Johri et al., 2003; Kirst et al., 2017; Petch, 

2014). The literature shows that leadership is important in applying collaborative governance 

effectively (Blank, 2015; Looman et al., 2021). When working across sectors, at times it can be 

unclear who the leader is, which can lead to confusion and loss of direction (Blank et al., 2012). 

In many respects, leadership in cross-sector initiatives is about identifying key partners. For 

SBHC programs, key partners include members from the health and education sectors as well 

as social care professionals, managers and key administrators. These partners need to 

communicate clearly with each other as well as with other team members. They are responsible 

for ensuring that a common vision and common goals are formed and that a respectful culture 
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is created (Blank et al., 2012; Ling et al., 2012; Looman et al., 2021). Key partners are 

fundamental for building an infrastructure that facilitates achievement of that shared vision, 

including the development, management and evaluation of local care pathways (Cheng and 

Catallo, 2020; Evans et al., 2016; Johri et al., 2003; Kirst et al., 2017; Petch, 2014). These 

partners are also responsible for developing clear policies and protocols for operations and 

delivering training and evaluation goals (Blank et al., 2012; Eastwood and Miller, 2021; 

National Collaborating Centre for Mental Health [UK], Social Care Institute for Excellence 

[UK], 2013) 

Collaborative governance crucially depends on relationships between sector partners. These 

relationships need to be fostered in a proactive and continuous manner. Building trusting 

partnerships requires time and effort, the value of which is often underestimated in time-

pressured and outcome-driven work settings (Kimberlee, 2001). Strong partnerships are 

beneficial for many reasons, including consistency, governance, sustainability, scaling up and 

advocacy (Blank, 2015; Hunt et al., 2015; National Collaborating Centre for Mental Health 

[UK], Social Care Institute for Excellence [UK], 2013). When scaling up, collaborative 

governance can be facilitated through two types of committees. The first is a committee of 

leaders at a meso level whose role is to ensure that the purpose of the initiative is clear and to 

oversee operational processes (Blank, 2015; Ling et al., 2012; Sebastian et al., 2023; Sydow et 

al., 2011). The second is a community reference group at a micro level, such as the 

Wouwanguul Kanja community reference group, who provide knowledge and an understanding 

of the needs and resources within a community (Ling et al., 2012; Sydow et al., 2011). 

Multidisciplinary teams and team culture 

Another key implementation strategy proposed by participants was the concept of a school 

health team. Central to this concept was having a core set of professionals with representatives 

from each sector. This team could work across a cluster of schools to deliver the model of care 

and develop expertise about available services, referral processes and the model itself such that, 

over time, the team could also cultivate more robust clinical and governance processes (Evans 

et al., 2016; Hole et al., 2015; Taylor and Guerin, 2019). 

For multidisciplinary teams to be effective, an important facilitator is building a respectful 

culture, the basis of which is trusting relationships. Through this research, the mechanisms 

identified for enabling this included communication, working through complex cases together 
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and shared professional development sessions (Haynes et al., 1999; Johri et al., 2003; Ling et 

al., 2012) because these situations provided opportunities to understand the skills and expertise 

of others in the team (Lara Montero et al., 2016; Looman et al., 2021). The literature adds that 

for respectful and effective communication to occur, members need to feel encouraged to 

participate in an open dialogue about challenges and solutions while feeling confident to make 

midcourse corrections (Blank, 2015; Lemkin et al., 2019; Ling et al., 2012; Looman et al., 

2021). 

Coordination of services 

Coordination of services was a key part of the model and was seen as a significant component 

for its success. Participants described the need for an integrator. An integrator possessed the 

skills to assist with engagement, bridge communication with families and other sectors, 

navigate care pathways, and maintain team cohesion (Fraser et al., 2018; Looman et al., 2021). 

These essential skills were held by various professionals, including school counsellors, 

Wellbeing and Health In-reach Nurse Coordinators, social workers, general practitioners and 

community workers, meaning that when scaling up there was flexibility about who could 

assume this role depending on the resources available in a community (Carrigan et al., 2023). 

The literature describes a further avenue for coordination using intermediary partnerships. This 

can involve other agencies, including non-governmental organisations or higher education 

institutions. The role of such partnerships would be to actively facilitate evaluation processes 

and work towards aligning and integrating programs and services while supporting financing 

and resource development, policy development, professional development and engaging with 

the broader community (Blank et al., 2012; Ling et al., 2012; Looman et al., 2021). 

Other implementation strategies 

Additional facilitating factors for scaling up included using incremental growth models 

(Borgermans et al., 2017; Ling et al., 2012) and providing a balance between flexible and formal 

governance structures (Carrigan et al., 2023). Other enablers included preparing manuals and 

MOUs to create clarity about roles, responsibilities, funding allocation and contributions, 

shared goals and intended outcomes. Resourcing the development of data systems and research 

capacity to support collaboration was also considered important (Angus and Valentijn, 2018; 

Cameron et al., 2014; Johri et al., 2003; Kirst et al., 2017). 
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10.3 The Kalgal Burnbona School-based Integrated Care Framework 

The implications of the NS mixed-methods evaluation and statewide interest in scaling up the 

model of care led to the development of a framework for implementation. The Kalgal Burnbona 

framework proposes a shift from SBHC to SBIC, highlighting the significance of cross-sector 

partnerships. SBIC is thereby defined as deeply embedded partnerships between the health and 

education sectors to provide health, education and social support to children and their families 

by working collaboratively and collectively with each other, the community and other key 

stakeholders while endeavouring to integrate care at a systems level. 

Kalgal Burnbona is a framework developed for implementing the concept of SBIC within 

SLHD that aligns with the Rainbow Model of Integrated Care (Valentijn et al., 2019). The 

Rainbow Model’s vision of person-focused and holistic health care sits well with Aboriginal 

concepts of SEWB and whole-of-child approaches to wellbeing (Kilian et al., 2019; Mental 

Health Commission of NSW, 2020). The Kalgal Burnbona approach is tiered, according to a 

prioritisation system involving a combination of national indexes of socio-economic advantage 

and community knowledge. At a micro level, schools at each tier level would form a school 

health team consisting of health, allied health, education and social care professionals, 

depending on the needs and available resources within a community. It is envisioned that this 

group of professionals could work across several schools to implement the model and to share 

resources. This team would meet regularly to form a system for referrals, clinical assessments 

and follow-up as well as evaluation of the program. 

To assist with integration, two committees would be formed. The first would be an overarching 

Kalgal Burnbona team (i.e. meso level), who would provide oversight of the initiative, while a 

second local community steering group (i.e. micro level) would be formed to represent clusters 

of schools. These committees would consist of stakeholders from each sector and the 

community to promote shared responsibility and collaborative governance over the program. 

Policies and guidelines would be developed with these committees to promote integration at a 

meso level, such as MOUs, procedural documents and evaluation processes. At a macro level, 

key partnerships between the different sectors involved in child health and wellbeing would be 

built in a continuous manner so that goals and outcomes could be aligned. To achieve functional 

and normative integration of the Kalgal Burnbona framework, MOUs across sectors as well as 

procedural documents to guide multidisciplinary teams at individual schools are required. Since 

beginning this research, a logic model and a start-up manual have been produced to assist other 
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sites with service delivery, governance and evaluation processes (Valentijn et al., 2013). Since 

it is in the early stages of formation, normative integration of the Kalgal Burbona framework is 

being developed through cross-sector meetings for shared professional development, case 

discussions and review of processes, and to develop an ongoing evaluation plan. 

10.4 Clinical, Research and Policy Implications 

Despite the strong association between health and education outcomes, these two sectors have 

often grown and developed without interacting with each other. The two sectors rarely share 

information and data, and often develop interventions without cross-sector collaboration and 

partnerships (Chiang et al., 2015; Eastwood and Miller, 2021). This leads to missed 

opportunities to actively collaborate for a more integrated, long-term approach (Baciu et al., 

2015). This thesis presents implications for clinical practice, research and policy. 

10.4.1 Clinical Implications 

CBDs are complex entities that are multifactorial in nature. The effects of CBDs pervade the 

health and education sectors, affecting student and staff wellbeing (Giles-Kaye et al., 2023). 

Therefore, fundamental shifts in clinical practice are required. First, the link between health and 

education outcomes needs to be clearly articulated. This includes recognising that one is 

dependent on the other and that treating each domain as mutually exclusive perpetuates a cycle 

of inequity that permeates into adulthood (World Health Organization and United Nations 

Educational, United Nations Educational, Scientific and Cultural Organization, 2021). Second, 

a balanced understanding of CBDs is needed. This involves an appreciation of the strengths and 

limitations of diagnostic criteria, awareness that children move in and out of diagnostic criteria 

over time, and that they may not fit cleanly into any set of criteria (Clark et al., 2017). 

Furthermore, the diagnostic criteria for CBDs have been developed from a Westernised or 

Eurocentric position, which can negate the values and beliefs of other cultures. Therefore, it is 

important to value how behaviour is understood within different cultural contexts and to 

recognise the impact of behavioural diagnoses on communities (Cauce et al., 2002; Clark et al., 

2017). In this thesis, Aboriginal cultural concepts regarding the strength of connections with 

family, community and country are described (Featherstone, 2016; Houston, 1989; Kelaher et 

al., 2018). These life ways were disrupted by colonisation, the impact of which continues to 

have an intergenerational effect whereby behaviour that does not fit within Western norms are 

often labelled as a disorder (Edwige and Gray, 2021; Featherstone, 2016). Third, the complexity 



184 

inherent in CBDs, in which there is an interplay between physical health, mental health and 

social factors, means that new approaches to the assessment and management process needs 

consideration (Fairchild et al., 2019; National Collaborating Centre for Mental Health [UK], 

Social Care Institute for Excellence [UK], 2013). In line with Aboriginal concepts of SEWB, a 

holistic approach using models that wrap around the child and family are a more successful and 

culturally safe way of practising than current models (Eastwood et al., 2020; Mental Health 

Commission of NSW, 2020; Newman et al., 2022). To operationalise such models, from the 

perspective of the health sector, healthcare professionals need to reorientate the way that they 

work. This involves sectors working collaboratively, recognising the knowledge and experience 

of teachers and schools, thus shifting away from the ‘clinician as expert’ model (King et al., 

2014; Rothì et al., 2008). This approach allows a better understanding of the child to be gained 

while promoting a shared and integrated approach to management (Eastwood and Miller, 2021). 

A key mechanism for integrating care in this way is co-location, in which healthcare 

professionals position themselves at schools to deliver health care and participate in 

multidisciplinary meetings and case discussions (Platt et al., 2018; Spencer et al., 2019). This 

way of working is valued by families and communities because it lends a sense of connection 

while protecting families from having to retell psychologically traumatic stories (Bateman et 

al., 2014). In this thesis, while partnerships between the health and education sectors are 

explored, it is easy to see how other sectors could play a role in the model, including the child 

protection sector, mental health sector, housing sector and justice sector (Fraser et al., 2018). 

In real time, the NS model of care has continued to evolve, and other services are now attending 

the school, including drug and alcohol services, youth justice officers and Aboriginal 

community workers. Finally, any changes to clinical practice would not be possible without 

community and stakeholder buy-in. It is thus imperative that communities and stakeholders be 

engaged from the outset in co-designing the model. This would promote shared ownership over 

the model and act as a mechanism for facilitating governance, normative integration, 

sustainability and scaling up (Looman et al., 2021). 

The research findings indicate strong practice support for school-based integrated programs and 

potential useful strategies for implementation and scaling up (Shaw et al., 2022). These 

strategies include community consultation and co-design to create locally effective and 

culturally safe cross-sector models that improve access and engagement with health care. 

Another implication for practice is the need to actively build the culture of multidisciplinary 

teams through collaborative practices and respectful interactions. Moving forward, new skills 
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need recognition, including the pivotal role of integrators or coordinators. Furthermore, 

collaborative and shared leadership across sectors is particularly important in providing 

guidance and direction while securing stable funding streams. Overarching mechanisms for 

implementation include alignment of operational systems through protocols and policies while 

maintaining a balance between structure and flexibility. 

10.4.2 Research Implications 

While there is research on different elements of SBHC programs, the lack of uniformity across 

different models of care and how outcomes are measured makes conclusive evidence difficult 

to draw upon (Arenson et al., 2019; MacArthur et al., 2018; Willgerodt et al., 2021). In itself, 

the NS model of care is unique in that it was co-designed for students attending a highly 

specialised behavioural school, which makes it difficult to compare across other settings. 

Arguably, such programs are complex community interventions (Skivington et al., 2021). 

Evaluation of such interventions requires an understanding of the complexity that arises from 

the various components of the intervention and from the way the model interacts within the 

context in which it is being implemented. This represents a shift from traditional evaluation 

models in which the focus is usually on the effectiveness of an intervention, a view that can 

negate important learnings regarding how interventions can become implemented in real-world 

settings (Skivington et al., 2021). Yet future research pathways do require robust design and 

adequate resources. This requires the commitment of stakeholders and the community to co-

design and clearly articulate the goals of the research and what ‘effective’ means using 

standardised language (Argall and Allemano, 2012). Potential outcomes of interest include the 

impact of the model on schools, including staff satisfaction with the model, costs associated 

with participating in the model, teacher wellbeing and retention, and routinely collected 

education outcomes, such as literacy and numeracy data, behavioural incidents data, changes 

in attendance and suspension data (NSW Department of Education and Communities, 2015). 

The perspectives of students and families are also important to explore in future studies that are 

funded to adequately reimburse participants for their time. 

Although this research has shown acceptability and feasibility on a small scale, further larger 

scaled studies at sites across rural and urban NSW are required to understand the adaptability, 

effectiveness and scalability of the model. In addition, useful implementation measures may 

include outcomes such as the number of multidisciplinary meetings held, service encounters 

and outcomes of referrals. Such studies could involve a quasi-experimental design in which 
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clusters of schools receive the model or parts of the model at different time points to compare 

the real-world effectiveness of the intervention (Maciejewski, 2020). From a longitudinal 

perspective, emergency department presentations, hospital admissions and encounters with the 

child protection system and justice system could be evaluated using data linkage. This process 

would allow data from one source to be paired with data from other existing data sources, such 

as hospital or police databases, to extrapolate the long-term impact of the model on a range of 

health, education and social outcomes (Bohensky et al., 2010). 

Furthermore, as momentum for implementing SBHC programs across Australia has grown, so 

has a need to understand what other models are being developed (Australasian School-Based 

Health Alliance, n.d.). This would require a statewide census in which the similarities and 

differences between rural and urban models, including cultural contexts, workforce limitations 

and funding paradigms, are elucidated. A comprehensive cost analysis is also required to assist 

with scaling up, while an economic evaluation would be useful for informing policy 

recommendations. 

Another consideration for future research is the role of family-based therapies such as MST and 

FFT to reduce child abuse and neglect among high-risk families and to increase the number of 

children who remain safely with their families (Economidis, 2023). It has been recommended 

that further consultation with the Aboriginal community be conducted to understand whether 

these programs can be adapted so that they are more acceptable to the Aboriginal community 

(Economidis, 2023; Audit Office of New South Wales, 2020). 

10.4.3 Policy Implications 

The international evidence is now clear: there is a mental health crisis among children and 

young people, and action is required urgently (Kieling et al., 2024; Maslowski, 2021; McGorry 

et al., 2024). Failure to do so is essentially a violation of the rights of children. Access to 

adequate mental health services is limited, even in high-resource settings (Signorini et al., 

2017), and existing services often fail to engage young people (McGorry et al., 2024). This 

leads to missed opportunities to provide developmentally appropriate early intervention for a 

group that often has limited agency to act on their own behalf (Heimer and Palme, 2016; Seidler 

et al., 2020). Furthermore, the strong association between health, education and social outcomes 

needs to be asserted in all policy. With the global cost of all mental disorders estimated to range 

from USD2.5 to USD8.5 trillion in 2010 and projected to double by 2030, the economic case 
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for innovative approaches is pressing (Bloom et al., 2012). Modelling has shown investing in 

the prevention of depression or anxiety at school or university leads to a return from that 

investment in terms of healthcare service savings and increased productivity (McDaid et al., 

2019). 

The economic argument for policy reform is strong and so is the moral one (National Mental 

Health Commission, 2021). For the rights of children to be fully realised, the principles of the 

UN Convention on the Rights of the Child need to be comprehensively expressed throughout 

all policies (Heimer and Palme, 2016). An example of comprehensive policy reform can be 

drawn from the National Framework for Protecting Australia’s Children within Australia, in 

which policies relating to child protection were reviewed with the notion that ‘child protection 

is everyone’s business’ (McDougall and Gibson, 2014, p. 22). This led to a focus on prevention 

both in adult and in child and family services rather than a siloed approach (McDougall and 

Gibson, 2014). For the reform to become operational, the authors recognised that systematic 

organisational commitment was necessary, and they identified collaboration, capacity building, 

training of staff and normative integration as facilitators (Maybery and Reupert, 2009). This 

research has shown that the NS model of care, similarly to other SBHC initiatives, is acceptable 

to students, parents, schools and communities while improving access and engagement to 

culturally safe health care (Arenson et al., 2019; Keeton et al., 2012; World Health 

Organisation, 2021). Scaling up the model requires macro-level policy to guide alignment, 

governance and sustainability of services, but in doing so, a degree of flexibility is required to 

reflect the needs and voices of diverse communities (de Mello-Sampayo, 2024). 

Reflecting on a ‘whole-of-government’ reform, it becomes clear that for any improvements in 

the wellbeing of children, policy integration and coordination across, but not limited to, the 

education and health sectors is required. Other sectors include social services, child protection, 

justice and housing (Eastwood and Miller, 2021). Siloed approaches to policy and to health care 

are no longer valid or helpful, and efforts need to be focused on culturally safe, child-and-

family-centred and integrated approaches, preferably from a single location such as those 

provided by schools (Cleveland et al., 2020; McGorry et al., 2024). 

Within Australian policy is another issue of contention. This pertains to the inequitable gap 

between the outcomes of Aboriginal and non-Aboriginal children (Arnold and Arisara, 2019; 

Australian Government, 2023). For Aboriginal communities, inaccuracies and challenges 

around data collection have impeded decision-making processes and reduced the visibility of 
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Aboriginal people in policy. Additionally, from a historical perspective, data relating to 

Aboriginal people have been used to create policy that has been damaging to Aboriginal 

communities (Murrup-Stewart et al., 2021; Riley, 2021). To address these issues, the Aboriginal 

community needs to be respectfully and genuinely included in all aspects of governance and 

policy development. In doing so, policymakers will gain a better understanding of what 

Aboriginal communities want while allowing them to have control and self-determination over 

their health and SEWB (Griffiths, 2023). 

From an education policy perspective, formal diagnoses for CBDs are often required for schools 

to access support for students (Prykanowski et al., 2015; Wodrich et al., 2008). This is 

problematic given the limitations of the diagnostic process as outlined earlier. The literature 

shows that an understanding of functional impairments is a more appropriate measure of need 

rather than diagnoses alone. For example, the inability to attend school or maintain positive 

social relationships can have a significant impact on wellbeing (Andrews and Schweizer, 2023). 

Therefore, alignment work between health and education policy is required to identify how 

children can be better supported to meet their needs. 

The rights of children delineated in the UN Convention on the Rights of the Child include the 

rights to health and education (United Nations, 1989). Equally, the voice of children in matters 

that affect them needs to be listened to. Despite this, children and youth are often not visible in 

societal discourses or public policy (Equit et al., 2024). While there have been advances in 

children having representation in policy development, this has been criticised for being 

tokenistic because the balance of power inevitably favours adults and policymakers (Tisdall 

and Davis, 2004). A policy implication that lies within this finding is the need to invest in the 

agency of children. This means accounting for how children can play a tangible role in policy 

and what outcomes of engagement could look like (Heimer and Palme, 2016). 

The Kalgal Burnbona integrated framework described in this thesis postulates a vision of 

integrated care that aligns with existing national and statewide policies (see Table 10.1). In 

particular, the Brighter Beginnings—First 2000 Days policy and the Wellbeing and Health In-

reach Nurse Coordinator Program have recently been established in recognition of the 

importance of the early years in child development and behaviour as well as the powerful effect 

that collaboration between the health and education sectors can have (Diaz et al., 2023; NSW 

Health, 2022; NSW Ministry of Health, 2019). The Kalgal Burnbona SBIC framework provides 

a mechanism for continuation of these policies by reaching school-aged children. 
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Table 10.1: School-based Integrated Care Alignment with Policy 

Government/Entity Policy Alignment 

NSW Government Brighter Beginnings: First 2000 Days 

Framework 

The Henry Review 

NSW Their Future Matters 

Future Health Strategic Framework 2022–

2032 

NSW Regional Health Strategic Plan 2022–

2032 

NSW Youth Health Framework 

NSW Integrated Care Strategy 

Our Plan for NSW Public Education 2024–

2027 

NSW Department of Education’s Wellbeing 

Framework 

Australian Government National Disability Insurance Scheme 

Review 

The Closing the Gap Implementation Plan 

National Children’s Mental Health and 

Wellbeing Strategy 

Primary Health Care 10 Year Plan 2022–

2032 

Australia’s Disability Strategy 2021–2031 

World Health Organization Health Promoting Schools Framework  

 

10.5 Strengths and Limitations of Research Design 

A strength of this thesis is its grounding in critical realism, through which the multiple layers 

or strata underlying reality were intentionally uncovered (see Figure 10.1). However, critical 

realism along with other worldviews described in the literature are subject to being Eurocentric, 

thereby excluding the viewpoints of other cultures. From an Aboriginal research perspective, 

research about Aboriginal people has been used to influence the development of policies and 

practices that have contributed to ongoing marginalisation. More appropriate ways of 

conducting research in Aboriginal communities have been described in the literature (Murrup-

Stewart et al., 2021; Riley, 2021). These include taking a more critical and reflective position 

by the provision of longer time frames to allow relationship building, a deep understanding 

about the purpose of the research and genuine community consent (Riley, 2021). The NS model 
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of care has evolved over a period of almost 10 years and was developed after a need was voiced 

by the Aboriginal community. This degree of prolonged engagement and consistency has led 

to frequent formal and informal discourses with the community and the building of trusting 

relationships (Riley, 2021). This is exemplified in the naming of the Ngaramadhi Space 

program by the Aboriginal community, articles written with the community in which the impact 

of CBDs from a cultural lens is explored (see Chapter 5), and the clinical and research 

governance provided by the Wouwanguul Kanja community reference group. 

Furthermore, in this body of work, the complexities associated with a diagnosis of a CBD in 

the setting of culture, history and society have been explored rather than minimalised. A 

discourse on how the definition and expectations of childhood has evolved over time and how 

Western and Aboriginal concepts of behaviour differ has been elucidated while an in-depth 

understanding of how the field of psychiatry developed alongside these societal changes has 

been provided. This includes how diagnostic criteria were adapted to provide guidance on the 

diagnosis and management of various disorders, including CBDs, as well as the limitations of 

these approaches, particularly across different cultural settings. Through these viewpoints, this 

thesis provides a nuanced understanding of the diagnosis and management of CBD. 

Building on these concepts, the strong relationship between health and education outcomes 

across the life span and from a social determinants’ perspective has been explained. This 

provided a platform for considering how concepts from integrated care models could offer a 

solution for the physical health, mental health and educational needs of children and young 

people. The role of SBHC programs across the world were explored to understand how similar 

programs could play a role within Australia. 
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Figure 10.1: Strata Identified through Critical Realist–Informed Evaluation of 

Ngaramadhi Space 

The knowledge derived from the above literature reviews was further informed by the 

Aboriginal community through the Wouwanguul Kanja community reference group. The 

impetus for the intervention was driven by the community to meet the needs of students 

attending YGS. The integrated and multidisciplinary nature of the model of care was developed 

in partnership with the health sector, the education sector and the community reference group. 

The NS model thereby provided a unique solution to the complex needs of students attending 

YGS. The community reference group provided deep and ongoing insights and direction into 

developing a culturally safe model that would benefit students at the school. This relationship 

was fostered by consistency and leadership. The group oversaw the design of the mixed-

methods evaluation and interpretation of findings. 

An added strength of the research design was understanding the facilitators and barriers to 

SBHC implementation in different education settings by interviewing a range of stakeholders 

from other schools and a CoP. The thematic analysis of the qualitative data was then aligned 

with the IPCHS framework and Looman’s implementation strategies to provide a pragmatic 
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understanding of how the model could be scaled up. From a position of strength and using the 

KTA Framework (Field et al., 2014), the results of the mixed-methods evaluation were used to 

design the Kalgal Burnbona framework, which can be utilised to benefit the greater community. 

One limitation of this research was using the term CBD, which often encompasses both ADHD 

and CD. For ease of understanding and to highlight the impact that such diagnoses have on 

individuals and society, CD was elaborated on with the recognition that CD and ADHD are 

diagnoses that often interact with each other and may occur as comorbidities. 

Another limitation of this community-based study related to the small sample, which reflected 

the size of the school. This is due to the distinct nature of the school, which is specialised for 

children with significant CBD. Furthermore, it was not possible to include a comparison group 

because it was difficult to find a similar group to draw comparisons with. As well as this, the 

students inherently had high needs and so it was not ethical to randomly allocate the 

intervention to some students and not to others. This approach was not acceptable to the 

Wouwanguul Kanja community reference group either. While this limits its generalisability, 

this evaluation provided a voice for a marginalised group of young people. 

For the qualitative component of this study, while the sample size was also small, it did allow 

for in-depth discussions to be had with stakeholders who were closely involved with the subject 

matter. To broaden the scope of the study and to understand how the model could be 

implemented in other settings, stakeholders from two other schools and a CoP were included in 

the study. This allowed sampling for expertise so that the broader content could be deliberated 

on, aspects that then informed the Kalgal Burnbona framework for scaling up. Furthermore, the 

qualitative study was limited in its ability to recruit students and parents. This was in part due 

to the nature of those attending the school, which predicated a higher degree of social 

marginalisation from the outset. Future studies should aim to improve recruitment in this group 

by providing reimbursement through grant funding. 

Insider research played a role in this research (Sikes and Potts, 2008). As the lead researcher 

and a clinician, I was simultaneously the researcher and a subject being researched. Care was 

taken to ensure that the trustworthiness of the data was maintained and that potential bias was 

minimised. These measures included reflexivity, prolonged engagement with the research topic, 

triangulation, referential adequacy and allowing participants to verify their interviews (Greene, 

2014). 
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10.6 Conclusion 

Young people often have multiple unmet physical and mental health needs (Arenson et al., 

2019; Clark et al., 2017; Juszczak et al., 2003; Kjolhede et al., 2021; Love et al., 2019). Mental 

health disorders are common in this group, affecting up to 20%, but only 30% of those affected 

are able to access mental health services (Clark et al., 2017; Merikangas et al., 2011). This 

mental health gap has a disproportionate effect on minority racial groups and those of lower 

socio-economic status (Clark et al., 2017; Keeton et al., 2012; Kilian et al., 2019). The 

substantial future costs associated with mental health issues, which have been exacerbated by 

the COVID-19 pandemic, have created a sense of urgency for finding novel approaches towards 

the prevention and management of such issues (Czeisler et al., 2020; Daniel, 2020; Fairchild et 

al., 2019). Schools play an important role in this process and in reorientating health services to 

where they can be more readily accessed by children and families (Ali et al., 2019; Kazdin, 

2018; Lewallen et al., 2015; United Nations, 1989). 

Administering health care in schools began in the early 1900s, when schools employed nurses 

to address increased student absences due to infectious diseases (Keeton et al., 2012a). Over 

the past century, SBHC has undergone transformative changes, evolving into a successful and 

holistic global strategy to address two major social determinants of wellbeing, namely, health 

and education (Dunfee, 2020; Keeton et al., 2012b; Love et al., 2019; World Health 

Organization, 2021). 

In this research, the concept of CD as an example of a CBD has been explored as an issue that 

transects multiple sectors, including the health, education and social sectors (Fairchild et al., 

2019). CD is a complex mental health disorder with a heterogeneous aetiology stemming from 

inherited factors, structural neural pathways and environmental legacies. Comorbidity is 

common with CD, as are differences in clinical manifestations, all of which create challenges 

when studying the effectiveness of various treatment modalities for the disorder. Despite this, 

there is evidence for early childhood interventions and preventive models in CD, but much less 

is known about effective treatment modalities for adolescents (Freitag et al., 2018a). This is 

made more complicated by the very nature of CD, which makes engaging and ensuring access 

to physical health and mental health care for young people difficult (Freitag et al., 2018a). It is 

for these reasons that a culturally safe, multidisciplinary and integrated care approach is 

required to improve outcomes for those experiencing CBDs (Norberg, 2010). 
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The concept of CBD has evolved over time and its meaning is embedded in historical 

proceedings and societal expectations. In Australia, the impact of European colonisation on the 

SEWB of Aboriginal communities cannot be underestimated. Aboriginal culture is deep and 

vast, beginning over 65,000 years prior to colonisation (Salmon et al., 2018). Aboriginal culture 

centres on connections with family, community and country (National Aboriginal Health 

Strategy Working Party, 1989). These connections were disrupted by colonisation and have 

greatly contributed to intergenerational health, education and social inequities (Featherstone, 

2016; Kilian et al., 2019). In contrast to this, the field of mental health is young, developing 

most rapidly in the past century. In this short period, knowledge about mental health has 

changed and shifted. Classification systems such as DSM and ICD were developed to assist 

with diagnosis and treatment but they had limitations, especially across cultural settings (Clark 

et al., 2017). Gradually, a need for flexibility and holistic approaches to diagnostic processes 

has become more evident (Clark et al., 2017). 

From a social determinants’ perspective, health and wellbeing are affected by various factors, 

including education and social issues (Chiang et al., 2015; Eastwood and Miller, 2021; Newman 

et al., 2022). Healthy students are in a better position to learn, and educated students are more 

likely to have good health throughout their lifespan (Blank, 2015; Chiang et al., 2015). Children 

and adolescents experiencing low socio-economic status or belonging to minority racial groups 

are at an increased risk of inequity (Larson et al., 2017; Turner et al., 2010), which places them 

at risk of developing behavioural or mental health disorders (Larson et al., 2017; Turner et al., 

2010). Within Australia, Aboriginal children experience such inequities in the domains of 

education, health and socio-economic status (Doyle and Hill, 2008; Edwige and Gray, 2021; 

Salmon et al., 2018; Shultz et al., 2018). For children, the strong link between health and 

education means that partnerships across these disciplines is not simply desirable but essential 

in achieving equity (Allensworth and Kolbe, 1987; World Health Organization and United 

Nations Educational, United Nations Educational, Scientific and Cultural Organization, 2021). 

Schools provide a universal platform to support students and communities (Cleveland et al., 

2020). The international literature shows that SBHC models are acceptable to students, parents 

and stakeholders, and that resourcing and sustainability form the main limiting factors to 

implementation (Mason-Jones et al., 2012; Settipani et al., 2019; Spencer et al., 2019). There 

is evidence that use of SBHC models by children leads to improved physical health, mental 

health and education outcomes (Asarnow et al., 2015; Bains and Diallo, 2016; Francis et al., 
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2021; Leroy et al., 2017; Levinson et al., 2019; MacArthur et al., 2018; Mason-Jones et al., 

2012; Settipani et al., 2019). SBHC has been shown to advance social equity (Knopf et al., 

2016) and be economically beneficial (Ran et al., 2016). An Australian rapid review of SBHC 

showed that it promoted healthy eating, physical activity and mental health improvements in 

adolescents while being acceptable, accessible and affordable (Sanci et al., 2015). A recent 

report on school health partnerships within Australia estimated the social return on investment 

as being AUD3.5 for every AUD1 spent, with an estimated social benefit of approximately 

AUD65.7 million (Deloitte, 2024). 

NS is a holistic child-and-family-centred model of care. Using a critical realist–informed, 

mixed-methods design, the model demonstrated improved access to health care and was 

acceptable to students, families and staff. There were promising trends towards improved 

teacher-reported behavioural scores after they received the multidisciplinary model of care. The 

NS school-based integrated healthcare model offered a novel, convenient and innovative way 

to engage students. Participants described the model as effective in engaging and empowering 

people and communities. The model of care was community driven, was delivered in a 

culturally safe manner and created connection between students and the community with 

beneficial effects on staff wellbeing. Potential strategies for implementing such models across 

NSW include community consultation and co-design; building multidisciplinary teams with 

new competencies and roles, such as integrators and coordinators; collaborative and shared 

leadership; and alignment of operational systems while maintaining a balance between structure 

and flexibility. 

Overall, this research has shown that the model is feasible, acceptable and efficacious. It does, 

however, require high-level collaboration across sectors and at a micro, meso and macro system 

level. The value of doing so has infinite possibilities for communities by providing a shift 

towards child-and-family-centred care that improves engagement, access and outcomes for 

health delivery. With this in mind, an integrated framework called Kalgal Burnbona is proposed 

for scaling up across SLHD. This would allow holistic care to be provided at local schools, 

particularly as we navigate a post-pandemic era. Future research that aligns education, health 

and social goals is required to understand the replicability, adaptability, effectiveness, cost-

effectiveness and scalability of the model in different settings. 

In Australia, schools are an underutilised resource for the delivery of health and support 

alongside education. Collaboration between sectors can be challenging, but it allows a more 
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coordinated and efficient approach to the management of complex social and health issues. The 

health sector can play a pivotal role in improving the wellbeing of children by forming effective 

partnerships with schools and communities. The NS model is a practice-based example of this 

and is in line with national and international frameworks for improving health service delivery 

and addressing inequity. SBIC models are valued by communities, creating impetus to scale up 

the initiative. 

It’s the way you treat people. It might be in the short term, but you’ve got to be able to do 

that. And I think that if we have a one-stop shop where the people recognise the people all the 

time, it makes them feel more comfortable. And we’re on a pathway to fixing some of the 

problems. 

—Uncle Terry 
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Appendices 

Appendix A: Participant Information Sheets 

Phase 2 

 

 

 

 

Yudi Gunyi School Evaluation 

INFORMATION SHEET for Yudi Gunyi Students 

 

Hello! We are from the University of Sydney. We are doing an evaluation of the Yudi Gunyi school. We are 

writing up a description of the school education model, including the Ngaramadhi Space This description will 

make it easier to share the Yudi Gunyi education model with others. 

You are invited to be part of the evaluation because you are, or were, a student at the school. We would like to 

talk with you about your experience of Yudi Gunyi and the Ngaramadhi Space, including what you think is good 

and not so good about it, and any suggestions you might have. This will help the NSW Department of Education 

plan future programs. The NSW Department of Education is paying for the study. 

This Information Statement tells you more about the evaluation. Please read it to help you decide if you want 

to take part. You can choose if you want to participate in this study. No-one at Yudi Gunyi school will know if 

you participate or not. If you have any questions about the evaluation, you can email Ally Drinkwater at 

alison.drinkwater@sydney.edu.au 

If you sign the consent form, it means that you agree to take part in this evaluation , and that you: 

✓ Understand what you have read in this statement  

✓ Agree to your personal information being used in the ways talked about in this sheet. 

 

What is this study about? 
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The aim is to develop a description of the Yudi Gunyi school ‘wrap-around’ model. 

We want to understand how the teachers and the health professionals work together to support the students 

at Yudi Gunyi. 

What will participation involve? 

You will be asked to talk with someone from our team. We will ask you about your experience of being a 

student at Yudi Gunyi school. 

We will talk either on the phone or in person. If you want to talk in person, one of us will meet you in the 

Ngaramadhi Space. You can choose to yarn with an Aboriginal person from our team, or have a friend or family 

member with you. We will work out a time and day that works for you. 

If you agree, we will record the talk and have it typed up by a transcription service that follows the Australian 

privacy laws. We will read the typed-up information (transcript) to remember what we talked about. 

You will need to sign the consent form before we talk. If you are under 18 years, you will need to have a parent 

or family member sign the consent form as well. If you need an interpreter, we will arrange one. 

If you want to, you can read through the transcript. If you want to do this, tick the box on the consent form. If 

you want to make changes to the transcript, you will need to send it back within 2 weeks. 

How long will it take? 

We will talk with you for about 30 minutes. If you want to read the transcript later, that will take some of your 

time too. 

Do I have to be in the study? 

You do not have to take part. It is your choice and whatever you choose is fine. No-one except the team at 

Sydney University will know what you choose. 

If you decide to take part, and then change your mind, you can tell us to delete the recording of our talk, as 

long as it is within two weeks of the interview, or up to two weeks after you get the transcript to read. If you do 

change your mind, just let one of us know. 

You can also stop the talk at any time. If this happens, we will delete the recording and the information you 

have provided unless you say we can keep them. You can also choose not to answer any questions you do not 

want to answer. 



242 

Are there any risks or costs from being in the study? 

We don’t think that you will feel upset by what we talk about, but you may feel uncomfortable if you want to 

talk about some of the challenges you have experienced. If you do feel upset, you can talk to the Yudi Gunyi 

staff or contact Lifeline on 13 11 14. 

Are there any benefits for me being in the study? 

It is not likely that you will get any direct benefits from being in the study. You will be given a $20 Coles/Myer 

voucher to cover any costs related to taking part. 

What happens with the information I give? 

When you agree to take part, it means that you are agreeing to us using the information you have provided for 

the purposes of this study. 

Your information will only be used for the reasons we have told you about in this Participant Information 

Statement, unless you agree to other uses. 

All of the information you give will be kept confidential and only we will have access to that information, except 

if you share information about crimes you haven’t told the police. The information from the talk will be kept 

safely on computers at the University of Sydney. Only the team named in this statement can listen to or look at 

them. 

We may use information you share with us, in reports and other academic papers, and/or at conferences, but 

we will make sure no-one will know the information was from you. We will only use the information you give in 

a general way—we will not use any personal stories or situations you tell us. 

There is a second part to the study as well. This part is to understand more about how the health sector and 

education sector work together. This part will be done by Dr Santuri Rungan. Dr Rungan used to be a 

paediatrician working at Ngaramadhi Space. Dr Rungan will be given data that is collected during your 

interview. There will be no information about who you are (de-identified) in this data so Dr Rungan will not be 

able to identify who you are. 

 

Who is running the study? 

The study is being run by: 
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• Associate Professor Jennifer Smith-Merry, Director, Centre for Disability Research and Policy, the 

University of Sydney. 

• Ally Drinkwater, Research Officer, Centre for Disability Research and Policy, the University of Sydney. 

• Joanne Hinitt, Research Officer, Centre for Disability Research and Policy, the University of Sydney. 

Staff from the Department of Education may help contact some people for the study, but they will not know 

who is participating and they will not see the information collected from when we talk. 

 

Complaints 

This study has been approved by the HREC of the Aboriginal Health and Medical Research Committee [INSERT 

protocol number once approval is obtained]. We have agreed to carry out the study according to the National 

Statement on Ethical Conduct in Human Research (2007) 

If you are worried about this study or you want to make a complaint, you can contact the Aboriginal Health and 

Medical Research Committee using the details below: 

The Chairperson 

AH&MRC Ethics Committee 

35 Harvey Street Little Bay 

NSW 2036 Australia 

Email: ethics@ahmrc.org.au 

 

 

Further information and who to contact 

If you wish to participate in this evaluation , please contact Ally Drinkwater by xx(date 2 weeks after the date of 

the invitation). You can email Ally Alison.Drinkwater@sydney.edu.au or phone 02 9351 9060. 

If you have any questions about this study, please contact Ally Drinkwater or Jennifer Smith-Merry. If you 

would like to know more at any stage during the study, please feel free to contact us on 02 9351 9060, or 

email: 

Ally Drinkwater: Alison.Drinkwater@sydney.edu.au 

Jennifer Smith-Merry jennifer.smith-merry@sydney.edu.au 

  

mailto:ethics@ahmrc.org.au
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Phase 3 

Participant Information Sheet 

 

Implementation Study about School-Based Health Care for Children Experiencing Problematic Externalising 

Behaviour 

 

Dr Santuri Rungan (Responsible Researcher) 

Faculty of Medical Research, University Of Sydney 

Email: SLHD-ComPaedsSchoolClinics@health.nsw.gov.au  

 

 

 

1. What is this study about? 

 

We are conducting a research study about school-based health care. We are interested in finding out about 

your experiences with this approach including some of the benefits and challenges encountered. Taking part 

in this study is voluntary. 

 

Please read this sheet carefully and ask questions about anything that you don’t understand or want to know 

more about. 

 

2. Who is running the study? 

 

The study is being carried out by the following researchers: 

 

RESEARCHER DEPARTMENT ROLE 

DR SANTURI RUNGAN HEALTH AND MEDICAL 

RESEARCH, UNIVERISTY OF 

SYDNEY  

PHD STUDENT 

PROF JOHN EASTWOOD HEALTH AND MEDICAL 

RESEARCH, UNIVERISTY OF 

SYDNEY 

PHD SUPERVISOR 

PROF JENNIFER SMITH-MERRY 

 

CENTRE FOR DISABILITY 

RESEARCH AND POLICY, 

UNIVERISTY OF SYDNEY 

PHD CO-SUPERVISOR 
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DR HUEI MING LIU HEALTH AND MEDICAL 

RESEARCH, UNIVERISTY OF 

SYDNEY 

PHD CO-SUPERVISOR 

DR AMBER TICKLE UNIVERSITY OF SYDNEY PUBLIC HEALTH TRAINEE 

 

Dr Santuri Rungan is conducting this study as the basis for a Doctorate of Philosophy (PhD) at The 

University of Sydney. 

 

Conflicts of interest 

Dr Rungan is a paediatrician at Sydney Local Health District. Dr Rungan is involved in setting up 

multidisciplinary school-based clinics and is the main researcher in this study. 

 

3. Who can take part in the study? 

 

You have been invited to take part in this study because of your involvement with school-based 

healthcare. 

 

4. What will the study involve for me? 

 

If you decide to take part in this study, you will be asked to be interviewed by Dr Rungan about your 

experiences relating to school-based health care. This process will involve: 

• A face to face, videoconference or telephone interview 

• The interview will be for approximately 1 hour 

• The interview will be recorded and then transcribed 

• You will be able to read the transcript and edit any of the information provided 

• The transcripts will then be de-identified, meaning that any information that could identify you 

will be removed 

• The de-identified document will then be analysed 

• Once the analysis is completed you will be invited to attend a presentation about the overall 

findings 

• Any published material about the study will also be available to you 

 

5. Can I withdraw once I’ve started? 

 

Being in this study is completely voluntary and you do not have to take part. 
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Your decision will not affect your current or future relationship with the researchers or anyone else at The 

University of Sydney or Sydney Local Health District. 

 

If you decide to take part in the study and then change your mind you can withdraw by contacting a 

member of the research team. 

 

If you take part in an interview you may refuse to answer any questions that you do not wish to answer. 

 

6. Are there any risks or costs? 

 

Possible risks may include, but are not limited to: 

• Discomfort: participants may feel anxious when reflecting on their experiences and then discussing 

these 

• Other than for your time, there are no costs associated with taking part in this study. 

 

7. Are there any benefits? 

 

As a professional involved with school-based health care, participating in this research will help improve how 

the health and education sector work together to ensure better outcomes for children, their families and 

the community. 

 

8. What will happen to information that is collected? 

 

By providing your consent, you are agreeing to us collecting information about you for the purposes of this 

study. 

 

Any information you provide us will be stored securely and we will only disclose it with your permission, 

unless we are required by law to release information. We are planning for the study findings to be published. 

 

You will not be individually identifiable in these publications. 

 

Data will be de-identified before analysis occurs. This data will be stored electronically on a secure database. 

Your data will not be made available to any other organisations or institutes. Your data will not be used for 

any other purposes. After 5 years, this data will be permanently deleted. 

 

9. Will I be told the results of the study? 
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You have a right to receive feedback about the overall results of this study. This feedback will be in the form 

of a brief lay summary or you can attend a presentation about the results. 

 

 

10. What if I would like further information? 

 

When you have read this information, the following researcher/s will be available to discuss it with you 

further and answer any questions you may have: 

• Dr Santuri Rungan SLHD-ComPaedsSchoolClinics@health.nsw.gov.au 

 

11. What if I have a complaint or any concerns? 

 

The ethical aspects of this study have been approved by the Human Research Ethics Committee (HREC) of 

The University of Sydney [INSERT HREC Approval No. once obtained] according to the National Statement 

on Ethical Conduct in Human Research (2007). 

 

If you are concerned about the way this study is being conducted or you wish to make a complaint to 

someone independent from the study, please contact the University: 

 

Human Ethics Manager 

human.ethics@sydney.edu.au 

+61 2 8627 8176 

This information sheet is for you to keep 

  

mailto:SLHD-ComPaedsSchoolClinics@health.nsw.gov.au


248 

Appendix B: Consent Form 

 

Study about School-Based Health Care for Children Experiencing Problematic Externalising Behaviour 

 

Dr Santuri Rungan (Responsible Researcher) 

Faculty of Medical Research, University Of Sydney 

 

Email:SLHD-ComPaedsSchoolClinics@health.nsw.gov.au  

 

 

Participant Name  

 

I agree to take part in this research study. In giving my consent, I confirm that: 

 

• The details of my involvement have been explained to me, and I have been provided with a written 

Participant Information Statement to keep. 

 

• I understand the purpose of the study is to investigate my experiences with school-based healthcare 

including some of the benefits and challenges encountered. 

 

• I acknowledge that the risks and benefits of participating in this study have been explained to me to 

my satisfaction. 

 

• I understand that in this study I will be required to participate in an hour long interview (face to face, 

videoconference or telephone). 

 

• I understand that my participation may be audio-taped and then de-identified. 

 

• I understand that being in this study is completely voluntary. 

 

• I am assured that my decision to participate will not have any impact on my relationship with the 

research team or the University of Sydney or Sydney Local Health District. 

 

• I understand that I am free to withdraw from this study and that I can choose to withdraw any 

information I have already provided. 
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• I have been informed that the confidentiality of the information I provide will be protected and will only 

be used for purposes that I have agreed to. I understand that information about me will only be told to 

others with my permission, except as required by law. 

 

• I understand that the results of this study may be published, and that publications will not contain my 

name or any identifiable information about me. 

 

 

• I confirm the following: 

 

I consent to recordings (audio)     Yes ☐  No ☐ 

 

I would like to review my interview transcripts   Yes ☐  No ☐ 

 

I consent to being contacted for future studies   Yes ☐  No ☐ 

 

I consent to my data being used in future research    Yes ☐  No ☐ 

 

I would like feedback on the overall results of this study  Yes ☐  No ☐ 

 

If you answered yes, please provide your preferred contact details (email/telephone/postal address): 

 

 

 

 

 

• I understand that after I sign and return this consent form it will be retained by the researcher, and that 

I may request a copy at any time. 

 

Participant Name  

Signature  

Date  
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Appendix C: Interview Guide 

A) Set of guidelines to adhere to during the interviewing process 

1. It is essential that I do not assume to understand the lived experience of my participants. 

It is important to remember that individuals are unique in their experiences, culture and 

biology. 

2. It is imperative to remain impartial during interviews and allow both positive and negative 

responses to be given without interference. 

3. Impartiality includes being aware of the direction interviews can take, and thus try as 

much as possible to adhere to the semi-structured questions. 

 

B) Introduction to Participant 

“Thank you for taking part in this research study. The study is about how the Ngaramadhi 

Space model of school-based health care has been implemented in different settings. 

Ngaramadhi Space is a multidisciplinary clinic, based at a specialist behavioural secondary 

school called Yudi Gunyi School. The model of care has been implemented in other schools. 

The aim of this study is to see what others have experienced with this type of approach 

including some of the benefits and challenges encountered. Taking part in this study is 

voluntary.” 

 

“This interview will be recorded. Are you okay with this?” 

“After the interview, the recording will be transcribed. You will be able to read this 

afterwards and make any changes you like.” 

 

C) Semi-Structured Interviews 

PHASE 2: Interviews with YGS/NS staff, community members, students and parents 

1. What has been your involvement in Yudi Gunyi School and Ngaramadhi Space? 

2. What is your understanding of the Yudi Gunyi School/Ngaramadhi Space model? 

3. What are the benefits and/or challenges of the Yudi Gunyi School/ Ngaramadhi Space 

model? What changes or developments have led to the current model? 

4. What has been the experience of the students and families of Yudi Gunyi School? 
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5. What would you say are the critical or key elements of the model? OR What are the 

key/critical elements of a model such as this one? 

6. How do you think these critical elements could be adopted or adapted for use in other 

school settings? 

7. Why is it important for the health and education sector to work collaboratively? 

8.  What are the barriers and facilitators to partnerships between health and education? 

9. What are some of the policy implications for successful partnerships between health and 

education? 

 

PHASE 3: Interviews with other SBHC staff and CoP 

1. What has been your involvement in the school-based healthcare program? 

2. How would you describe the model of care? 

3. What facilitated the establishment of the program e.g. key stakeholders, infrastructure, 

technology, serendipity? 

4. What barriers did you come across when establishing the program e.g. impediments, 

change of direction? 

5. How were barriers overcome? 

6. What were your expectations when setting up the hub? 

7. Have these expectations been met or not met? Why do you think this is the case? 

8. Who accesses the clinic at the moment? Could anyone else access the clinic? 

9. What have been the benefits of forming a multidisciplinary program? 

10. What could be done better? 

11. Overall, do you think that the school-based healthcare programs are worthwhile? 

12. Do you think the school-based healthcare programs should be replicated in other settings? 

13. What would be needed to replicate the model? 

 

D) Closing Statements 

“Thank you for participating today. Your interview will be transcribed and I will send you a 

copy of this. Please make any changes you like to the transcript.”  
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Appendix D: Strengths and Difficulties Questionnaire 
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Appendix E: STROBE Checklist 

STROBE Statement—Checklist of items that should be included in reports of cohort studies 

 
 

Item 
No Recommendation 

Page 
No 

Title and abstract 1 (a) Indicate the study’s design with a commonly used term in the title 

or the abstract 

xvii–
xix 

(b) Provide in the abstract an informative and balanced summary of 

what was done and what was found 

xvii–
xix 

Introduction 

Background/rationale 2 Explain the scientific background and rationale for the investigation 

being reported 

2 

Objectives 3 State specific objectives, including any prespecified hypotheses 5 

Methods 

Study design 4 Present key elements of study design early in the paper 91 

Setting 5 Describe the setting, locations, and relevant dates, including periods 

of recruitment, exposure, follow-up, and data collection 

91 

Participants 6 (a) Give the eligibility criteria, and the sources and methods of 

selection of participants. Describe methods of follow-up 

92 

(b) For matched studies, give matching criteria and number of exposed 

and unexposed 

n/a 

Variables 7 Clearly define all outcomes, exposures, predictors, potential 

confounders, and effect modifiers. Give diagnostic criteria, if 

applicable 

92 

Data sources/ 

measurement 

8* For each variable of interest, give sources of data and details of 

methods of assessment (measurement). Describe comparability of 

assessment methods if there is more than one group 

94 

Bias 9 Describe any efforts to address potential sources of bias 92 

Study size 10 Explain how the study size was arrived at 86 

Quantitative 

variables 

11 Explain how quantitative variables were handled in the analyses. If 

applicable, describe which groupings were chosen and why 

n/a 

Statistical methods 12 (a) Describe all statistical methods, including those used to control for 

confounding 

94 

(b) Describe any methods used to examine subgroups and interactions n/a 

(c) Explain how missing data were addressed - 

(d) If applicable, explain how loss to follow-up was addressed - 

(e) Describe any sensitivity analyses n/a 
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Results 
 

Participants 13* (a) Report numbers of individuals at each stage of study—e.g. 

numbers potentially eligible, examined for eligibility, confirmed 

eligible, included in the study, completing follow-up, and analysed 

134 

(b) Give reasons for non-participation at each stage - 

(c) Consider use of a flow diagram - 

Descriptive data 14* (a) Give characteristics of study participants (e.g. demographic, 

clinical, social) and information on exposures and potential 

confounders 

134 

(b) Indicate number of participants with missing data for each variable 

of interest 

- 

(c) Summarise follow-up time (e.g., average and total amount) 136 

Outcome data 15* Report numbers of outcome events or summary measures over time 135–
136 
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Main results 16 (a) Give unadjusted estimates and, if applicable, confounder-adjusted 

estimates and their precision (e.g. 95% confidence interval). Make clear which 

confounders were adjusted for and why they were included 

136 

(b) Report category boundaries when continuous variables were categorized - 

(c) If relevant, consider translating estimates of relative risk into absolute risk 

for a meaningful time period 

n/a 

Other analyses 17 Report other analyses done—e.g. analyses of subgroups and interactions, and 

sensitivity analyses 

n/a 

Discussion 

Key results 18 Summarise key results with reference to study objectives 136 

Limitations 19 Discuss limitations of the study, taking into account sources of potential bias 

or imprecision. Discuss both direction and magnitude of any potential bias 

137 

Interpretation 20 Give a cautious overall interpretation of results considering objectives, 

limitations, multiplicity of analyses, results from similar studies, and other 

relevant evidence 

136–
137 

Generalisability 21 Discuss the generalisability (external validity) of the study results 137 

Other information 

Funding 22 Give the source of funding and the role of the funders for the present study 

and, if applicable, for the original study on which the present article is based 

138 

 

*Give information separately for exposed and unexposed groups. 

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background 

and published examples of transparent reporting. The STROBE checklist is best used in conjunction with this 

article (freely available on the websites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal 

Medicine at http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the 

STROBE Initiative is available at http://www.strobe-statement.org. 
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Appendix F: COREQ Checklist 
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