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ABSTRACT

Objective: This study sought to improve: (1)
knowledge of child development among non-health
child and family workers; and (2) identification and
referral of children from culturally and linguistically
diverse (CALD) backgrounds at developmental

risk, by partnering child health services with non-
government early childhood education and family
support services in two suburbs with high numbers
of families from CALD backgrounds.

Background: Children from CALD backgrounds have
increased risk of developmental problems going
undetected prior to school entry, thereby missing
early intervention.

Study design and methods: This was a quality
improvement project. The model comprised:

(1) co-locating a child and family health nurse
CAFHN in a non-health setting or visits by early
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childhood health staff to undertake developmental
surveillance and (2) training non-health staff on
child development and New South Wales (NSW)
developmental surveillance tools. Evaluation used

a mixed methods design analysing qualitative data
from parents, early childhood workers, CAFHNs, and
paediatricians and de-identified activity data from
CAFHNSs, and other early childhood health services.

Results: Non-health workers increased their referrals
of children at developmental risk to CAFHN or other
child health providers. In Rockdale, 44% (n=62) and
Botany 41% (n=98) of children screened had one

or more significant developmental vulnerabilities.
CAFHN reported developmental surveillance for
families who were not accessing traditional clinic-
based services.

Discussion: This study tested a model of
developmental surveillance and entry into the child
and family health system in a non-health setting,
thus providing a 'soft' entry for parents who might
not otherwise engage with these services.

Conclusion: The project demonstrated a new way
of working for CAFHNs and facilitated identification
of developmental risk in children from CALD
backgrounds, who would otherwise have been
missed.

Implications for research, policy, and practice:
This relatively small-scale model of practice change
has resulted in improved access for a marginalised
population, but further research is needed to refine
the model and test it for scalability and replicability.

INTRODUCTION

One in five Australian children starting school are
developmentally vulnerable, which means that they do

not have the skills (learning, socio-emotional, physical) to
flourish at school.! Developmentally vulnerable children are
at increased risk of poor long term adverse academic, health
and vocational outcomes.>

Children from non-English speaking homes, who

are not proficient in English at school entry and/or
socioeconomically disadvantaged, are 1.5 times more likely
to be developmentally vulnerable compared to their English
speaking and/or more affluent peers.3® Given the potentially
adverse long-term consequences of developmental
vulnerability, children who are developmentally vulnerable
need to be identified as early as possible so that they can be
referred for early intervention and receive support prior to
school commencement.578

What is already known about this topic?

Our team undertook a systematic review of outreach
developmental surveillance occurring in non-health
settings. Eight studies across high, middle and low
income countries have been identified with a total
of 150,047 children aged 18 months to five years,
the majority from low socioeconomic backgrounds.
Only one study has been based in Australia® in a
regional area in Victoria which showed increased
detection of children who were developmentally
vulnerable. No studies have had a specific focus on
CALD populations in Australia or have been based in
the context of the NSW health and developmental
surveillance system.

What this paper adds:

This paper describes the outcomes of a quality
improvement project implemented in Rockdale and
Botany — two disadvantaged areas of South Eastern
Sydney — to increase access to developmental
surveillance and early intervention for children

from culturally and linguistically diverse (CALD)
backgrounds attending supported playgroups and
early childhood education services.

Key words: Developmental screening, detection,
child development, Child and Family Health Nurse
(CAFHN), culturally and linguistically diverse (CALD),
migrant, refugee, interagency, multi-agency

Unfortunately, only 18% of children who are developmentally
vulnerable receive early intervention in the preschool years.!
This is despite the fact that in New South Wales (NSW) there
is a program of universal early childhood developmental
surveillance throughout the early years, starting at birth

(the zero to four weeks check) and continuing to age four,
prior to enrolment in school. Traditionally the model of early
childhood developmental surveillance through NSW public
health services is through a single universally offered home
visit in the first few weeks after a baby’s birth (the o - four
week check) by a child and family health nurse (CAFHN),
with parents then invited to visit local child and family
health centres for the remaining checks, also undertaken by
a CAFHN. Child and family health nurses provide a universal
‘soft’ entry point into the health system supporting access

to early intervention. Generally speaking, CAFHNs work in
child and family health centres in a centre-based setting,
other than when undertaking the universal home visit.
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Centre-based CAFHN services are universally available but
may be harder to access for vulnerable families. Research in
disadvantaged areas of Sydney found that socioeconomically
disadvantaged families from CALD backgrounds were not
attending child and family health centres and were therefore
missing developmental checks.4

Services should consider how they invest their resources to
specifically target those families whose cultural, locational or
economic context create social determinants that adversely
affect their long-term health outcomes.

There has been increasing interest in models of early
childhood developmental surveillance that address poor
access to mainstream services and subsequent long-term
disadvantage for vulnerable families, including those from
CALD backgrounds.®

These sites were chosen due to documented disparities in the
performance of children from Rockdale and Botany on the
Australian Early Development Census (AEDC) compared to
the NSW average. For Rockdale and Botany, the proportions
of children identified in the AEDC as developmentally
vulnerable on one or more domains were 22.2% and 23.1%
respectively, compared to 20.2% NSW average. In addition,
child and family healthcare providers, including CAFHNs,
and staff in non-government organisation (NGO) early
childhood services were noting under-representation

of CALD families in early childhood developmental
surveillance. Children might be referred to a supported
playgroup because of familial vulnerabilities but this does
not automatically equate to a referral to a CAFHN or other
providers of early childhood developmental surveillance. As
aresponse, a model of practice for CAFHNSs in a non-health
setting was designed and tested, the elements of which, if
successful, might be replicated or adapted in other locations.

Our objectives were to:

(1) Investigate the effect of a training program on the
knowledge levels relating to child development among
non-health child and family workers.

(2) Identify if there had been an improvement in
identification and referral of children at developmental
risk from CALD background when the model was
implemented.

(3) Ascertain the views of service providers, parents or
grandparent caregivers on the suitability of the model for
the participating families.

In Rockdale, CAFHNs were fundamental to the study and
testing of the non-health setting model of practice.

METHODS
MODEL

The model comprised: (1) co-locating a CAFHN or regular
visits by early childhood health staff (community child
health doctor, paediatrician, speech pathologist) to
undertake early childhood developmental surveillance

in NGO providing early childhood services, supported
playgroups or family support services; and (2) training NGO
early childhood staff on child development and use of the
Parents’ Evaluation of Developmental Status (PEDS), which
was the NSW Health developmental surveillance tool at the
time. This tool has now been replaced by the “Learn the Signs
- Act Early” parental self-assessment tool.

The PEDS is an evidence-based screening tool in the form
of a 10-item questionnaire that elicits and addresses
parental concerns about children’s development, health
and wellbeing. It is completed by the parent individually
or in consultation with their healthcare provider, usually
a CAFHN. This tool was used by NGO early childhood
staff in discussion with parents. Early childhood health
providers score the PEDS form to identify concerns that
predictissues if identified at particular points in a child’s
development (predictive or non-predictive concerns). The
PEDS Interpretation Form assists early childhood healthcare
providers, such as CAFHNSs, to make the decision to refer,
further screen, keep a watch, advise parents or reassure.

Parents identified by NGO early childhood service staft

as having concerns (via PEDS) or identified as having not
attended scheduled early childhood health checks were
referred for a developmental screen with a CAFHN or
community child health doctor. Staff in the participating
supported play group and family worker program described
‘warm transfers’ where they walked a parent in to the CAFHN
for an appointment.

If required, children were referred by the CAFHN for further
specialist assessment to a Developmental Assessment Service.
The team from the Developmental Assessment Service visited
the site as well and this was identified as an enabler for

some families to take the step to additional assessment and
support.

The Botany project entailed visits to supported playgroups
from Community Child Health Doctor and Speech
Pathologist, with some assessments conducted in local and
familiar locations (e.g. shopping centre). A CAFHN became
part of the team during the study and visited playgroups to
meet parents and discuss child development.

EVALUATION DESIGN

A mixed-methods design was used to evaluate this quality
improvement project. The qualitative study included
focus groups, interviews with service providers, parents,
and grandparent caregivers to understand the suitability
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of the model components for participating families. The
quantitative study entailed a retrospective review of the
Community Health and Outpatient Care (CHOC) activity
database for the Rockdale and Botany areas and descriptive
analysis of the data.

DATA COLLECTION

In Rockdale, 45% of children lived in a home where English
was not the language spoken at home. After English, Nepali
was the most frequently spoken language at home, followed
by Mandarin and Cantonese.

The table below describes the data sources and data
collection methods:

TABLE 1: DATA SOURCE AND COLLECTION METHOD

Data source n Data collection
method

2 x English-speaking parent/ | n =30 Collected during NGO
grandparent focus groups (approx.)* | supported playgroups
with mixed participants from in Botany and Rockdale
different ethnic backgrounds. attended by parents
1 x Nepali speaking parent/ ar.ld/or granc!parents
grandparent focus group with the_|r children/

. . grandchildren
1 x Bengali speaking parent/
grandparent focus group
Interviews with NGO and n=13 Collected in the
health providers in Botany participant's workplace
and Rockdale. or by telephone
Results from pre and post n=16 Provided by survey
training survey of NGO author
attendees to assess changes
in knowledge as a result of
the training.
Results from previously n=<50 Provided by survey
administered parent survey author
in Rockdale (English speaking
only)
Activity data collected by n =149 Provided by SCH and
Sydney Children's Hospital SESLHD
(SCH) and South Eastern
Sydney Local Health District
(SESLHD)
* Parents joined/left the group in response to child needs so exact
numbers are not available.

QUANTITATIVE DATA COLLECTION

Knowledge: Pre and post-training surveys were administered
to attendees to assess changes in knowledge as a result of the
training. A total of 22 staffattended the training, with 21 (95%)
completing the pre-training survey and 16 (76%) completing
the post-training survey. The survey was completed by
attendees prior to completion of the training and re-
administered two months post-training by the project officer
(LS) and project lead (SW).

Retrospective audit: The de-identified data collected by the
project officer (LS) or project leads (VS; DP; JS; SW) covered
the period from commencement of the model in 2014 up

to June 2018 and included age of child, country of birth,

language spoken at home, and country of birth of parents (if
collected) as well as developmental vulnerabilities identified
and service contacts with CAFHN.

QUALITATIVE DATA COLLECTION METHODS

Focus groups: Parents and grandparents were invited by
participating NGO services to take part in focus groups to
gather their views of the model and their perception of how
it has affected them and their families. English speaking focus
groups were moderated by the English-speaking research
assistant (KE). Two language groups were planned to be
homogenous to enable culturally specific discussion. One of
these groups was moderated by a Nepali-speaking facilitator,
and the other by a Bengali-speaking facilitator using the
interview guide in Figure 1. Both facilitators were trained

in group facilitation, were briefed by the research assistant
(KE) prior to the focus groups and debriefed afterwards by
KE. English-speaking focus groups were audio recorded and
transcribed verbatim using a transcription service.

Parent/Grandparent Focus Group Guide

1 What does child development mean to you?

2 How has your understanding of child development changed
since you first started coming to (playgroup, childcare, family
support, CAFHN clinic)?

3 What do you think helps or hinders a child's ability to develop?
Why do you say this?

4 How do you get information if you have questions about your
child's development?

5 What did you think of the (playgroup, childcare, family support)
worker talking to you about your child's development?

6 Was it appropriate to discuss your child's development during
(playgroup, childcare, family support)? Why do you say this?
What do you think CAFHN do?

8 What was it like seeing the CAFHN or the paediatric doctor at
the (Centre name)?

9  What was it like seeing the paediatric doctor from the DAS (if
appropriate)?

10 How do you think things would have gone if you had not seen
the CAFHN and/or the paediatric doctor? Why do you say this?

11 What would you do now if you were worried about your child's
development?

12 What would you like to see done differently? Why do you say
this?

FIGURE 1: PARENT /GRANDPARENT FOCUS GROUP GUIDE

Telephone/face to face interviews: Participants were
nominated by their organisations and invited to take part
in an interview. Interviews were conducted by phone or
face to face with NGO and health providers to understand
the impact of the model on their work practices and the
perceived impact on participating families using the
interview guide in Figure 2. Interviews were recorded and
transcribed. Interviews were conducted by KE.
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Provider interview guide

1 Can you please describe "Getting in Early — Getting it Right" to
me?

2 Why do you think your service is part of "Getting in Early —
Getting it Right"?

3 How has taking part in "Getting in Early — Getting it Right"
changed your relationship with the other services? Why do you
say this?

4 How has "Getting in Early — Getting it Right" changed how you
work?

5 What did you think of the training you received for "Getting in
Early — Getting it Right"?

6 What sort of feedback do you get from referrals you make as a
result of "Getting in Early — Getting it Right"?

7  What do you think has worked well so far in "Getting in Early —
Getting it Right"?

8 What do you think could work better in "Getting in Early —
Getting it Right"? Why do you say this?

9  What have families told you about what they think of "Getting
in Early — Getting it Right"?

10 Would you remain engaged with the program if it continued?

Why do you say this?

FIGURE 2: PROVIDER INTERVIEW GUIDE

Additional reports: Reports from a previous survey of
parents in the Botany area, regarding barriers and enablers to
accessing early childhood developmental surveillance were
reviewed.

DATA ANALYSIS

Qualitative data was analysed by the research assistant (KE)
using NVivo™ 10, against the expected outcomes of the
projects and applying emergent themes approach within
grounded theory. Analysis identified emerging themes
related to processes and unintended consequences. Analysis
continued until all major themes were identified.

Descriptive analyses of the quantitative data was undertaken
by the project officer (LS) and project leads (TR; SW) in
conjunction with the Centre for Research in Nursing and
Health, University of Wollongong (RF), using the Statistical
Package for the Social Sciences (SPSS™ version 24.0).
Frequencies, means and their standard deviations were
calculated for quantitative data. All quantitative activity
data was de-identified. Pre and post training survey results
used simple descriptive statistics to measure increase in
knowledge, undertaken by the project officer (LS) and project
leads (TR; SW).

ETHICS

Ethics approval was gained from the SESLHD Human
Research Ethics Committee (HREC)!, with Site Specific
Approval from Sydney Children’s Hospital Network HREC2.
Information and consent forms for Nepali and Bengali-
speaking participants were provided in English and in Nepali
or Bengali. Translation was provided through the NAATI
accredited SBS Translation Service.

RESULTS
QUANTITATIVE DATA

Identification and referral

Data for 149 children were analysed (Rockdale n=9o*; Botany
n=59"*) (Table 2)

TABLE 2: SAMPLE SIZE OF CHILDREN RECORDED
(ROCKDALE AND BOTANY)

Rockdale Botany
Male 42 41
Female 48 18
Age Range Two months — 62 months | 12 months — 64 months

* Total families offered PEDS.

** Children for whom PEDS referral was sent to SCHN (out of total
of 98 screened) by SECC and The Deli Women & Children's Centre.
Data not available Botany Family & Children Centre.

Of the 55 clients who saw the CAFHN, 43 were existing clients
and 12 were new clients. Of the clients recorded as known to
CAFHN s (n=41), 63.4% (n=26) were not up to date with their
scheduled child development checks. These checks are the
means by which developmental issues can be identified early
within a universal child health system, reducing the risk that
delays in parental perception of developmental concern
may delay identification and early intervention. The diagram
below (Figure 3) describes the number of families offered
PEDS, and those who accepted in the Rockdale project.

In Rockdale, 45% of children lived in a home where English
was not the language spoken at home. After English, Nepali
was the most frequently spoken language at home, followed
by Mandarin and Cantonese. A record was kept of the
number and proportion of parents requiring an interpreter
for their initial and ongoing contact with Child and

Family Health Services. Of the 88 parents recorded for this
characteristic, 5.7% (n=5) required an interpreter.

1 17/264 (HREC/17/POWH/542)
2 SSA/18/SCHN/3
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Of PEDS
PEDS undertaken,
—> undertaken CAFHN
.| PEDS accepted | | 61 (67.8%) attended
1 62(68.9%) 55 (90.2%)
PEDS offered
90 (100%)
PEDS not PEDS not PEDS & PHR Failed to
checks up to
> accepted > undertaken — date > attend
0, 0, (V)
28 (31.1%) 29 (32.2%) 2 (3.3%) 5(8.2%)
Declined
> follow-up
1(1.6%)
FIGURE 3: ROCKDALE NUMBERS UNDERTAKING PEDS AND REFERRED TO CAFHN
Note: This data was available for Rockdale only and not for the Botany arm.
TABLE 3: CHILDREN IDENTIFIED WITH ONE TABLE 4: NUMBERS OF CHILDREN PREVIOUSLY
OR MORE PREDICTIVE CONCERN BY LANGUAGE KNOWN TO THE CAFHN, WHO RECONNECTED
(ENGLISH/NON-ENGLISH) SPOKEN AT HOME AND WERE IDENTIFIED AS HAVING ONE OR MORE
(ROCKDALE) PREDICTIVE CONCERNS (ROCKDALE)
PEDS Outcome English Other Total PEDS Outcome Pathways PHR child PHR child
Pathways than English development development
. o check NOT up check up to
A % 4 % to date date
A= t.wc? or more 7 58% 5 42% 12 A — two or more predictive 9 1
predlctlve concerns concerns
B — one predictive 5 46% 6 54% M B — one predictive concern 2 3
concern
12 52.2% 1 87% 23
PREDICTIVE CONCERNS Children identified as having two or more predictive
(ROCKDALE AND BOTANY) concerns were more likely to be not up to date with their PHR

child development check. Of 10 children identified as having
two or more predictive concerns, who were previously known
to the CAFHN and had reconnected with the service, nine

Of the 61 Rockdale families and 98 Botany families who
undertook the PEDS, 37.7% and 40.6% were recorded with
one or more predictive concerns on the PEDS, indicating
developmental vulnerability and requiring further
assessment and referral.

were not up to date with the PHR child development checks
(see below).

The Rockdale project recorded the number of children DEVELOPMENTAL AREAS OF CONCERN
with predictive concerns identified by the CAFHN, by home (ROCKDALE AND BOTANY)

language, and the results are shown below for the top

Figure 4 describes the developmental areas of concern
language groups.

identified in assessments. The highest proportion of
identified concerns was in expressive language and
articulation and in behaviour.
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Percentage of children identified with developmental areas of concern
0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0% 35.0%
Global / cognitive
Expressive language and articulation
Receptive language
Fine motor
Gross motor
Behaviour

Social / emotional

|;1|||11l||

Self help
School
Other
Nil
Expressive
ial i | lobal
Nil Other School Self help Soc:.a / Behaviour o Fine motor Kepeptive | nguage'| & ob.a. /
emotional motor language and cognitive
articulation
B Rockdale (n=61) 24.6% 6.6% 4.9% 13.1% 18.0% 32.8% 21.3% 16.4% 11.5% 31.1% 14.8%
M Botany (n=98) 0.0% 15.3% 2.0% 5.0% 12.2% 29.6% 5.0% 5.0% 2.0% 32.7% 0.0%
FIGURE 4: IDENTIFIED DEVELOPMENTAL AREA OF CONCERN (ROCKDALE AND BOTANY)
Referrals made by CAFN/Community Child Health for further assessment
25.0%
20.0%
@ 15.0%
.;_j
*
< 100%
- I J J I I
0.0% ‘ . Devipmil NGO
CAEHN Speech oT Physio Assess / Psychal Dentist Hearing disability Other NGO Spedialist Nil
review Therapy Revi services playgroup
eview service
mRockdale % 21.1% 12.2% 2.2% 0.0% 10.0% 0.0% 1.1% 15.6% 2.2% 0.0% 0.0% 0.0% 0.0%
W Botany % 6.0% 19.4% 4.0% 2.0% 21.5% 5.0% 9.2% 2.0% 9.2% 7.1% 11.2% 7.1% 15.3%

FIGURE 5: REFERRALS MADE BY CAFHN/COMMUNITY CHILD HEALTH FOR FURTHER ASSESSMENT (ROCKDALE AND BOTANY)
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REFERRALS FOR FURTHER ASSESSMENT
(ROCKDALE AND BOTANY)

Referrals were made to a range of child and family services
asaresult of initial assessment. Figure 5(below) shows the
variation in referrals across the two projects. Both projects had
similar rates of referral to Developmental Assessment Services.

More families were referred to speech pathology services
from Botany, where a speech pathologist was a member of the
project team. A higher proportion of children in Botany were
referred for developmental assessment/review, which may
reflect the team being led by community paediatricians and
community child health doctor in the early stages.

Ahigher proportion of Rockdale families were referred to
dental services, driven by CAFHNs including “Lift the Lip” (oral
health check) in their child development check and the health
service dental service providing an on-site screening visit.

QUALITATIVE DATA

IMPROVED KNOWLEDGE AND REFERRALS BY
NGO PROVIDERS

In questionnaires administered pre and post-training, non-
health staff who attended the training reported a gain in
knowledge and/or confidence relating to early childhood
development and surveillance from 68.4% to 71.4%.

In interview, Developmental Assessment Services (DAS)
reported a change in the level of need in referrals they were
receiving, as well as a perceived increase in the range of
families from CALD backgrounds being referred for further
assessment.

INCREASED FAMILY COMFORT WITH AND
ACCESS TO CAFHN

Focus groups with families in Rockdale and Botany revealed
that few of the participants distinguished between the
services provided by the on-site CAFHN and accessed through
the supported playgroup, and the activities provided in the
supported playgroup itself. This was particularly noticeable
in the English-speaking focus group where questions
regarding CAFHNs were answered in terms of the parents’
overall experience with the supported playgroup that they
attended.

“...all of us different cultures, different kind of things here, so
we don’t know what to do. So at least if we have professional
help, it will make - leave us in peace.”

Parent from English-speaking group

Where parents in focus groups differentiated between
services provided by the playgroup and those provided by
the CAFHN, they described the support they received from
CAFHNSs as including advice about eating and sleeping,
establishing routines, dental care and tips for playing with
children.

“It was good. It was good. She’s the one who told me that just,
like, she said, she’s the one who told me that I need to brush his
teeth, because I thought, we should have started brushing his
teeth at around two or something, because I just usually use my
hand, but then, now we starting to brush his teeth...”

Parent from English-speaking group

“Child and Family Health Nurses give tips during consultations;
give us helpful tips and guide us in case we are ignorant about
certain things and so on. Therefore, it is good to discuss with
Child and Family Health Nurses as we get guidance from

them to teach our children as they are experienced and have
qualifications.”

Parent/Grandparent from Nepali-speaking group

The regular contact with early childhood health professionals
was viewed by health service early childhood health
professionals, participating CAFHNs, and NGO services as a
strong enabler in encouraging parents to follow up referrals
and remain engaged.

“...it has been really good to be able to say this is a person you
might need for your process of assessment. So.... really having
that soft entry point has been most helpful.”

Botany Early Childhood Service Provider

A TEAM-BASED APPROACH

Several participants from NGO services emphasised the
importance of supporting families to follow through on
referrals and attend assessments. They saw the projects as a
team effort, with each agency involved providing a specific
element of the overall project. In both Botany and Rockdale,
interviewees commented on the value they gained from the
ongoing relationship with child and family health services
and CAFHNs. They reported increased confidence that their
opinions were respected and families seen in a timely manner.
Similarly, health professionals, including CAFHNs, commented
on the importance of engaging with NGO early childhood|
family support services and building good relationships.

“I think it’s the personal contact, I think it's knowing the people.
Them knowing us and us knowing them, I really think that
makes a big difference that people know who you are.”
SESLHD Health Professional

DISCUSSION

This is the first study to examine models of care which
specifically address access for culturally diverse and
socioeconomically disadvantaged communities to early
childhood developmental surveillance and CAFHNs by
partnering with community organisations. Consistent
with the emerging evidence on these models we found

that these outreach models are more effective in engaging
families of low socioeconomic background in participating
in developmental screening, with earlier detection of
neurodevelopmental vulnerabilities.’o"
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Akey component contributing to the model’s success is
training of non-government organisation staff in early
childhood development. Understanding developmental

risk and the steps that can be taken to address this has
helped staffin the participating NGO services to identify
children who will benefit from further screening, and to
more effectively use the existing universal developmental
surveillance provided through early childhood health
services. Although NGO staff generally reported a good
baseline knowledge of child development prior to training,
their reported confidence in being able to apply this
knowledge when talking with families about early childhood
development and concerns improved following the training.

A similar result was found in Victoria, Australia, where The
Wodonga Early Years’ Service Coordination Framework
tested the PEDS with childcare workers, pre-school teachers
and primary school teachers, as well as child and maternal
health services. The PEDS was reportedly easy to use across
these different service providers and was also well-received
by parents. There was increased capacity for early childhood
servicefeducation providers and child and maternal health
services to appropriately refer.

In terms of the significance for nursing, this study has

demonstrated the utility of a model of developmental
surveillance and entry into the child and family health
system in a non-health setting.

Co-location of a CAFHN on-site at the Rockdale NGO service
was recognised as an enabling factor in parents attending
initial assessments and further developmental assessments if
required. CAFHNs noted the ability to observe children and
families in the supported playgroup as of added value in the
assessment process.

In this study, by having regular contact with a CAFHN

in a safe, supportive and familiar environment, families

who might otherwise not attend child and family health
clinics were introduced to CAFHNs, developmental
surveillance activities and provided with ongoing support if
developmental vulnerabilities were identified.

Consistent with previous literature we demonstrated that
those children who are most likely to be developmentally
vulnerable were the least likely to have had developmental
surveillance done in their health checks.> In our study,

we also found that children identified with one or more
predictive concerns were less likely to be up to date with
their child health checks. In other words, our new model of
care has found children who might not have been identified
as having a developmental concern until they were attending
primary school, and ensured that they are linked into
essential early intervention.

CONCLUSION

The Botany and Rockdale models of care have demonstrated
the potential for improving access to CAFHNs and other early
childhood developmental health services, developmental
surveillance, detection of developmental concerns and early
intervention for children from culturally and linguistically
diverse backgrounds. We have shown that child health
services and CAFHN services can change their practice, can
successfully provide developmental surveillance in locations
apart from child and family health centres, and can work

in collaboration with the NGO sector. Our next steps are to
scale up these models across multiple sites and with different
priority populations.
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