“Time is the Dance of Research”
Building Research and Evaluation Capacity in a Community Health Centre
Submitted by

John H Bamberg

Master of Couple and Relationship Counselling
Diploma of Applied Science (Advanced Psychiatric Nursing)
Diploma of Psychology
Diploma of Alcohol and other Drugs

A thesis submitted in total fulfilment
of the requirements for the degree of
Doctor of Philosophy

The Bouverie Centre

Faculty of Health Science

La Trobe University
Bundoora, Victoria 3086
Australia
January, 2012.

i

Acknowledgments

There are many people I would like to thank that have either greatly contributed to this thesis
or have given me the support and encouragement when it was most needed and most
meaningful. Not one person was more important all of the time but each person assisted me
in their own way and at different times.
Firstly I would like to thank my supervisors Associate Professor Amaryll Perlesz and Dr.
Peter McKenzie. Not only have you given me inspiration but what I have learnt from you
cannot be learnt from a text book or in the classroom. Although each supervisor contributed
different knowledge and information to my research, it has occurred with equal importance.
A special thank you must go to Amaryll for without the trust and faith you have continued to
show in me, my research would not have occurred nor would I be the person I am today.
You saw potential in me which I was unable to see in myself or of which I was unaware, and
yet you were able to bring it out in me.

Secondly, thank you to Sharon, General Manager at Western Region Health Centre. It is
quite some time since I have enjoyed working with anyone more than you. I have always
enjoyed our working relationship in which we could bounce ideas off each other to further
the research project. It is without hesitation I state that without your input, support, ideas,
drive, insight, foresight, encouragement and management, the research project would have
been so much more difficult to accomplish.

I would also like to thank Clare, former CEO of Western Region Health Centre. It was your
insight and foresight into the requirements of the organisation that initially began the project.
I very much enjoyed your input, your trust, your belief in the project and your sense of
humour. I would also like to extend this thank you to the current CEO, Lyn, who has
continued the support, trust and belief in the project. Both Lyn and Clare have given me the
impression that a sense of humour is included in the Job description of a CEO.

I would like to thank all the staff at Western Region Health Centre. Special thanks go to the
Board of Management members, the General Managers and the Program Managers who have
ii

shown continual support for the project and have promoted and encouraged my work
throughout the organisation. A special thank you must go to Maxine for her invaluable
assistance with proof reading my thesis. Thanks must also go to Dina, Dharma, Wendy,
Kristen and Runga for their friendship, encouragement and interest in my work.

An enormous thank you goes to the members of the Organisational Research and Evaluation
Committee both past and present. The committee members greatly contributed to not only
the process of the research but also to the outcomes.

Finally, I would like to thank my friends who have understood that at times, my need to
debrief from my PhD studies and who knew when to leave me alone to read and write.
Thank you to Peter J, Sue and Dave, Candy, Julie and Peter, Jill, Wendy and Peter C,
Richard M and Geoff P. Your encouragement, patience, friendly ears and understanding was
of huge benefit to me.

I’m sure that I have missed a few people to whom I extend my apologies.

iii

Statement of Authorship

Except where reference is made in the text of the thesis, this thesis contains no material
published elsewhere or extracted in whole or in part from a thesis submitted for the award of
any other degree or diploma.
No other person’s work has been used without due acknowledgement in the main text of the
thesis.
The thesis has not been submitted for the award of any degree of diploma in any other
tertiary institution.
All the research procedures reported in this thesis were approved by the Faculty of Health
Science Ethics Committee. (No. 08/129)

Name: John H Bamberg

Signed:

Date:

iv

Table of Contents

Acknowledgments ........................................................................................................................ ii
Statement of Authorship ............................................................................................................ iv
Table of Contents ......................................................................................................................... v
Abstract......................................................................................................................................... xi
Chapter 1 - Introduction ............................................................................................................. 1
Western Region Health Centre.............................................................................................. 3
Context.................................................................................................................................... 4
Staff ......................................................................................................................................... 5
Programs ................................................................................................................................. 6
Funding ................................................................................................................................... 6
The Board of Management .................................................................................................... 6
Research and Evaluation Consultant ........................................................................................ 7
Discussion of Chapter Contents ................................................................................................ 8
Chapter 2 - Literature Review ................................................................................................. 10
Gardner and Nunan’s (2007) Research................................................................................... 11
Undertaking the Literature Review ......................................................................................... 13
Areas of Interest Emerging from the Literature Review ....................................................... 14
Practitioners’ Perception of Research and Evaluation....................................................... 15
The Importance of Research and Evaluation ..................................................................... 16
What is Capacity Building?................................................................................................. 17
Why Build Research and Evaluation Capacity? ................................................................ 18
What are the Barriers to Building Research and Evaluation Capacity? ........................... 19
Available Resources ............................................................................................................ 19
Lack of Funding and Time .................................................................................................. 20
Organisational Support. ....................................................................................................... 20
‘Fee for Service’ Practices. ................................................................................................. 21
Lack of Skills. ...................................................................................................................... 21
How do you Build Research and Evaluation Capacity? .................................................... 22
Training ................................................................................................................................ 22
Mentoring ............................................................................................................................. 23
v

Organisational Management and Policy ............................................................................ 24
Resources ............................................................................................................................. 24
Organisational Culture ........................................................................................................ 25
What is Missing?...................................................................................................................... 26
Research Question ................................................................................................................... 27
Chapter 3 - Theoretical and Methodological Framework................................................... 28
Rationale ................................................................................................................................... 28
Research Aim ........................................................................................................................... 28
Theoretical Underpinning........................................................................................................ 29
Action Research ....................................................................................................................... 33
Ethnography ............................................................................................................................. 36
Ethnographic Action Research................................................................................................ 38
Ethnographic Action Research at WRHC .......................................................................... 39
Co-operative Inquiry................................................................................................................ 40
Study Design ............................................................................................................................ 43
The Co-operative Inquiry Group ........................................................................................ 43
Implementation Science ...................................................................................................... 46
Data collection and analysis .................................................................................................... 47
Participants ............................................................................................................................... 50
Rigor ......................................................................................................................................... 51
Peer Review ......................................................................................................................... 51
Member Checking ............................................................................................................... 52
Prolonged Engagement....................................................................................................... 53
Thick and Rich Description ................................................................................................ 53
Triangulation ........................................................................................................................ 54
Chapter 4 - Re-discovering the Learning and Research Culture at WRHC .................... 55
What is Organisational Culture? ............................................................................................. 56
History of WRHC .................................................................................................................... 57
Types of Cultures ..................................................................................................................... 61
WRHC’s Culture...................................................................................................................... 64
Back to Our Cultural Roots: Looking After the Worker ....................................................... 74
Encouraging research and evaluation within a Learning Culture ......................................... 77
vi

Research and Evaluation Consultant ...................................................................................... 79
Doing and Being ...................................................................................................................... 82
Insider/Outsider ........................................................................................................................ 84
Going Native. ........................................................................................................................... 90
Staff members’ views of a re-developed research culture at WRHC. .................................. 93
Chapter 5 - Implementation Science ....................................................................................... 97
What the Literature Says ......................................................................................................... 98
Rogers’ Diffusion of Innovation Model ............................................................................... 101
Fixsen’s Core Implementation Components Model ............................................................ 103
Ely’s Eight Conditions for Implementation Model.............................................................. 105
Why I chose Ely’s Eight Conditions for Implementation Model ....................................... 109
Outcomes and Learnings ....................................................................................................... 110
Dissatisfaction with the status quo.................................................................................... 111
Knowledge and Skills ........................................................................................................ 112
Available resources ............................................................................................................ 114
Available Time ................................................................................................................... 118
Rewards or Incentives........................................................................................................ 119
Participation is Expected and Encouraged ....................................................................... 120
Commitment by Those Involved....................................................................................... 120
Leadership .......................................................................................................................... 121
Implications for Community Health organisations .............................................................. 122
In Conclusion ......................................................................................................................... 123
Chapter 6 – Ethics .................................................................................................................... 125
Historical Background ........................................................................................................... 127
Current Ethics Processes........................................................................................................ 129
National Health and Medical Research Council .............................................................. 129
When does a project not require ethics approval? ........................................................... 129
When does a project require ethics approval?.................................................................. 130
Ethics Committees ................................................................................................................. 131
Barriers to Incorporating an Ethics Process in Community Health .................................... 131
Ethical issues in Qualitative Research .................................................................................. 132
Emotional Impact on Research Participants..................................................................... 133
vii

Informed Consent .............................................................................................................. 134
Confidentiality ................................................................................................................... 134
In the Case of Community Health Centres........................................................................... 135
Human Ethics Advisory Group ............................................................................................. 139
Membership ....................................................................................................................... 139
Responsibilities of a HEAG .............................................................................................. 139
Developing Ethics procedures at WRHC ............................................................................. 140
Chapter 7 - Training and Mentoring .................................................................................... 146
Training .................................................................................................................................. 148
Research and Evaluation Training Curriculum ............................................................... 149
Mentoring Program ................................................................................................................ 161
Group Mentoring ............................................................................................................... 164
Sponsoring .............................................................................................................................. 165
Chapter 8 – Discussion and a Recommended Framework................................................ 168
Understanding the Organisation’s Culture ........................................................................... 169
Developing Action Plans ....................................................................................................... 170
Utilising a Cooperative Inquiry Group ................................................................................. 176
Utilising an Implementation Science Framework to Instigate Innovation......................... 178
Internal Conference ........................................................................................................... 180
Engaging Staff Members ....................................................................................................... 183
Engage Organisational Levels and Assess the Dissatisfaction with the Status Quo. .... 183
Simplify the Language and Provide Resources. .............................................................. 184
Provide Incentives and Showcase Achievements ............................................................ 185
Address Staff Members’ Fears.......................................................................................... 186
Overcome the Ethical Barriers .......................................................................................... 186
How the Framework was Disseminated ............................................................................... 187
Sustaining the Framework ..................................................................................................... 189
Project Limitations................................................................................................................. 190
To Conclude ........................................................................................................................... 191
Appendix A ............................................................................................................................... 194
La Trobe University Ethics Approval Memorandum .......................................................... 194

viii

Appendix B ................................................................................................................................ 195
Organisational Research and Evaluation Committee Workplan......................................... 195
Appendix C ................................................................................................................................ 202
Organisational Research and Evaluation Committee Review Survey ................................ 202
Appendix D ................................................................................................................................ 205
Organisational Research and Evaluation Committee Review Survey Results................... 205
Appendix E ................................................................................................................................ 210
WRHC Organisational Structure.......................................................................................... 210
Appendix F ................................................................................................................................ 211
Annual Training Calendar ..................................................................................................... 211
Appendix G ............................................................................................................................... 215
Staff Survey Example ............................................................................................................ 215
Appendix H ............................................................................................................................... 220
Training Curriculum .............................................................................................................. 220
Appendix I ................................................................................................................................. 223
Pre and Post Test Questionnaire............................................................................................ 223
Appendix J................................................................................................................................. 228
Training Evaluation Results .................................................................................................. 228
Appendix K ............................................................................................................................... 232
WRHC Internal Conference 2010 Program ......................................................................... 232
Internal Conference Abstracts 2010 ...................................................................................... 234
Internal Conference 2010 Survey.......................................................................................... 251
Internal Conference 2010 Evaluation Results ...................................................................... 253
WRHC Internal Conference 2011 Program ......................................................................... 261
WRHC Internal Conference Abstracts – 2011 ..................................................................... 264
Internal Conference 2011 Survey.......................................................................................... 296
Evaluation Results for WRHC Internal Conference - 2011 ................................................ 298
Appendix L ................................................................................................................................ 303
Ethics Review Policy and procedure .................................................................................... 303
Position Description including involvement with Research and Evaluation ..................... 307
Staff Orientation Agenda ...................................................................................................... 312
Research Assistant Contract .................................................................................................. 313
ix

Appendix M............................................................................................................................... 317
Reference Group Agenda ...................................................................................................... 317
Appendix N ............................................................................................................................... 319
Research and Evaluation Proposal Form.............................................................................. 319
Appendix O ............................................................................................................................... 324
Training Survey...................................................................................................................... 324
Appendix P ................................................................................................................................ 325
Training Agenda Survey Results .......................................................................................... 325
Appendix Q ............................................................................................................................... 327
Research and Evaluation Proposal Report ........................................................................... 327
Appendix R ............................................................................................................................... 328
PhD Researcher’s Conference Abstracts .............................................................................. 328
Journal Publication Abstracts................................................................................................ 333
References ................................................................................................................................. 335

x

Abstract
Health and welfare workers employed in community health based organisations have mostly
relied on the dissemination of each other’s experience to inform of advances in theory and
practice. Evaluation of interventions in community health have traditionally been conducted
by contractors and consultants external to the organisation resulting in high costs, sometimes
rushed evaluations, a disconnect between the language used by researchers and practitioners,
and a lack of in-depth understanding of the particularities of local health service delivery.
To address such issues, I was employed by the management team at Western Region Health
Centre (WRHC) to build and enhance the organisation’s capacity to conduct its own research
and evaluation projects. My PhD research used participatory action research, an
ethnographic action research and co-operative inquiry method to assist in developing the
organisation’s research and evaluation capacity. The co-operative inquiry method allowed
me to be a participant in the research in addition to being the researcher whilst the
organisation’s staff members also acted as researchers as well as participants.
My thesis has successfully contributed to building research and evaluation capacity in
community health by developing a framework that other organisations can use to guide the
building of similar capacity. I found that a number of components contributed to the
development of a research and evaluation capacity building framework. Components
consisted of: understanding an organisation’s culture; utilising strategies provided by action
research cycles to develop and adapt an action plan; using an implementation framework to
guide, monitor and measure progress made; developing human research ethics policies;
creating a training curriculum and mentoring process to build research and evaluation skills;
and developing strategies to engage staff members in research and evaluation activities.
Staff members’ increased research and evaluation activities were evident in the large number
of presentations given at two WRHC conferences (2010/2011). Two potential limitations of
the study remain: can research and evaluation activities be sustained in the future, and can the
framework be adapted to other organisations?

xi

Chapter 1 - Introduction
Before entering the world of research and evaluation, I was a Family Therapist specialising in
how substance abuse affected families and parenting. My interests led me to design and
facilitate a number of family substance use interventions which were both individually and
group based. Each time I designed a new family substance use intervention, I became more
aware that to understand which aspects of the treatment was effective and which aspects were
not, it would be essential to include and implement an evaluation framework for the program.
I soon recognised that my proficiency in understanding evaluation methods and their
processes was insufficient and therefore would have to leave the investigation regarding the
intervention’s efficacy to someone else.

The work involved in evaluating the interventions initially tickled my interest but soon this
grew to intrigue. The more I began to understand the need for evaluation, the more I became
aware of how little I knew about the subject and how important it was to provide evidence
based practice to, firstly, the funding sources and secondly, and more importantly, the people
who requested my knowledge and skills.

My growing interest in evaluation, and through informal discussions with colleagues with
whom I worked highlighted for me that there existed a general lack of knowledge and
understanding about conducting research and evaluation within community health
organisations. Furthermore, I became aware that my colleagues also lacked an interest in
exploring how research and evaluation practices could inform their practice and began to
wonder why that was.

When discussing issues related to research and evaluation, my fellow practitioners often
expressed that the reasons they lacked interest in research and evaluation were that they
preferred to gain knowledge about innovations in their field of practice from the experience
and work of other practitioners rather than from their own independent research and
evaluation studies. The lack of interest in such studies is supported in the research and
practice literature (Gardner & Nunan, 2007; O'Donohue, Curtis, & Fisher, 1985).
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When I attended conferences, I had opportunities to consult with evaluation and research
specialists hired by both the Australian Federal and State governments specifically to review
and evaluate intervention initiatives these bodies had funded. The researchers I spoke to often
expressed their frustrations regarding the difficulties they had experienced when attempting
to engage relevant evaluation data for analysis. They stated that they found the data collected
as being insufficient and/or of a poor quality. The researchers indicated that they also found a
lack of understanding and knowledge among the staff of community health centres in
conducting evaluation and research. The experiences volunteered by the researchers
reinforced my own concerns regarding the ability of community health centres to be involved
in research and evaluation. However, both the researchers and I also agreed that the lack of
knowledge and understanding could not specifically and singularly be attributed to a lack of
understanding and knowledge of the staff working in these community centres.

The researchers and I understood that the lack of understanding and knowledge of research
and evaluation by staff working in community health centres can also be attributed to a
variety of conditions under which they worked. Some examples included, (a) a lack of
training leading to a lack of expertise, (b) a high work/case load leaving little time for
extracurricular activities such as evaluation and research, (c) a lack of budget allocation for
evaluation and research, and (d) a lack of trust and belief that evaluation and research can
enhance skills (Often heard “researchers have no idea what my job is all about”). These
observations led me to consider that community health centres may not have the capacity to
conduct their own research and evaluation projects. This brought me to the question ‘How
can we build research and evaluation capacity in a community health centre?’

In order to seek an answer to my question, I first had to gain greater knowledge and
understanding of research and evaluation methods. This opportunity presented itself to me
while I was employed as a clinical program developer at a centre in Melbourne, Victoria, that
conducted a variety of different research and evaluation projects. My employment at the
Centre led to an opportunity for me to undertake a research project for my master’s degree at
La Trobe University utilising qualitative research methods under the supervision of Associate
Professor Amaryll Perlesz. While conducting research and subsequently writing up my
thesis, my work at the Centre began to evolve into evaluating community intervention
2

programs using a Program Logic model of evaluation (Shipman, 2005). My developing work
in evaluation sharpened my interest in building greater research and evaluation capacity in
community health initiatives. While conducting program evaluation for others, my work
continued to strengthen my view that there was a lack of understanding and expertise
regarding conducting research and evaluation in community health settings. When I added
both my academic and evaluation experience together, I realised I wanted to know more
about how to build research and evaluation capacity.

My view regarding the need for greater research and evaluation capacity in community health
was shared by others and especially by the then Chief Executive Officer (CEO) of the
Western Region Health Centre (WRHC), Clare (Full name withheld for confidentiality
purposes). Clare had the insight and foresight to recognise that evaluation and research was
imperative to advancing the already good work being conducted at the WRHC. She realised
that there was a lack of expertise in the organisation not only in conducting but also in
understanding the results of research and evaluation. Clare discussed her concerns with
Assoc. Prof. Amaryll Perlesz who in turn discussed with me the possibility of working as a
paid staff member at the WRHC with the aim of building research and evaluation capacity.
Furthermore, Amaryll also suggested that I conduct this work as my PhD project to which I
readily and gratefully agreed.

A number of meetings were held between Amaryll, Clare, General Manager Sharon (Full
name withheld for confidentiality purposes) and I in which the project was developed,
outlined and the time lines set. I began my work as the WRHC’s Research and Evaluation
Consultant in September 2008. However, to place my PhD project into perspective, it is first
necessary to outline and describe the makeup of the WRHC.

Western Region Health Centre
In order to understand how the WRHC re-developed their research and evaluation capacity I
must first describe the context in which the organisation exists. In what follows I will
describe and outline the components that make up the WRHC. I will refrain from presenting
the history of the organisation here as WRHC’s history is more pertinent to how its culture
was developed. For this reason I will present WRHC’s historical development in the “Re3

discovering the Learning and Research Culture at WRHC” chapter of my thesis. However, I
will include the context in which WRHC exists in relation to its clientele and the community
it serves, the staffing of the organisation, the programs facilitated by the organisation, how
the organisation is funded, the purpose of the Board of Management and the development of
my position as the Research and Evaluation Consultant.

Context
WRHC delivers its services to the people who live within an area from inner suburban
Melbourne and extending as far west as Bacchus Marsh. The area covers six local
government municipalities and involving a population of 696,728 people (Australian Bureau
of Statistics, 2010). The total area within WRHC catchment area is approximately 3400
square kilometres. The area in which the organisation provides its services is very
multicultural and represents one of the most disadvantaged populations in Victoria (Westbay
Alliance, nd).

The population within WRHC’s catchment area is represented by a wide range of people
born outside of Australia. The population is represented by people from Vietnam,
Philippines, China, Sudan, England, Macedonia, Malta, Greece, Africa, Italy, the former
Republic of Yugoslavia, India, Pakistan and Lebanon. In total the percentage of people
living within the local government areas associated with WRHC’s catchment area and who
were born outside of Australia equals 27.7% (Westbay Alliance, nd; Western Region Health
Centre, 2010). In addition, Aboriginal and Torres Straight Islanders living within WRHC’s
region make up 0.4% of the population (Western Region Health Centre, 2010).

As mentioned earlier, the population for which WRHC provides services is amongst the most
disadvantaged in Victoria. A report written by Westbay Alliance defined ‘disadvantaged’ as
including low income, low education, relatively low skilled workforce and high
unemployment. The report offers the Index of Relative Socio-Economic Disadvantage which
allocated a numerical figure to local government areas that reflected disadvantage according
to the above inclusions rather than it being a specific measurement. However, the report does
not indicate how the numerical figures were derived at. Nevertheless, the index gives an
insight into disadvantage experienced by the population within WRHC’s catchment area.
4

Areas that have a high population count with a low income and are high in unskilled people
in the workforce or people with little training would show a low Index of Relative SocioEconomic Disadvantage score. Conversely, areas with a high incidence of people with high
skills and high education and training would display high scores. For example, an area with
a Relative Socio-Economic Disadvantage Index score of 900 is more disadvantaged than an
area that has a score of 1200 (Westbay Alliance, nd).

Of the total 32 local government areas mentioned in the Western Alliance report, five fall
into the WRHC’s catchment area. The average Relative Socio-Economic Disadvantage
Index score for the five areas equals 965.52. When compared to the average Relative SocioEconomic Disadvantage Index score of the remaining 27 Melbourne suburban local
government areas (1030.57), the communities assisted by WRHC’s services display areas of
high disadvantage.

As can be noted from the above statistics WRHC has had to provide an increasing amount of
services to an increasingly diverse population and therefore has continued to expand with a
large ‘spurt of growth’ occurring over the last ten years. The growth experienced by WRHC
has resulted in the organisation now delivering a large variety of health services across its
catchment area involving 17 service sites.

Staff
The WRHC employs over 350 staff and volunteers who provide a range of services from its
17 sites across the Western Suburbs of Melbourne. WRHC employs staff members covering
a large range of health disciplines including Medical Doctors, Dentists, Nurses,
Psychologists, Physiotherapists, Podiatrists, Dieticians, Nutritionists, Social Workers, Health
Promotion staff, Occupational Therapists, and Speech Therapists. The staff members are
supported by administrative teams comprising of Accountants and Finance Officers, Client
Support Staff, Personal Assistants, Human Resources Officers, Maintenance staff and
Information Technology and Management staff.
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Programs
The program, services and interventions delivered by the 17 WRHC sites includes Refugee
Health, Mental Health (Community outreach as well as residential), Health Promotion,
Medical and Dental, Drug and Alcohol Services, Counselling Services, Paediatric
Occupational Pathology, Paediatric Speech Pathology, Nutrition & Dietetics, Podiatry,
Physiotherapy, Diabetes programs, Women’s Health, Youth Health, Chronic Health,
Personal Helper and Mentor Program, Needle Syringe Exchange Program, and Indigenous
health.

Funding
WRHC receives funding from a number of sources. The main funding bodies are as follows:


Department of Health, Victoria.



Dental Health Services, Victoria.



Department of Justice, Victoria.



Maribyrnong City Council.



Department of Health and Ageing.



Department of Families, Housing, Community Services and Indigenous
Affairs.



Philanthropic Trusts.

WRHC budget for the financial year of 2010/2011 was $23,000,000

The Board of Management
The WRHC Board of Management (BoM) consists of ten members who until recently met
monthly to arbitrate over the organisation’s affairs. Recently the BoM agreed to extend their
meetings to bimonthly due to the reporting requirements having increased significantly
(Financial, planning reviews, etc.) and tended to place a large workload on those that develop
the Board’s reports. The bimonthly meetings are currently being trialled for a one year
period after which the meeting calendar will be reviewed.
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The BoM members represent a number of authorities that are important to the management
of the organisation. Five of the BoM members represent finance, academia, medical, legal,
local government areas respectively while five members represent the community and
consumers of WRHC’s services. The BoM members understood the importance of
conducting research and evaluation within the organisation and were instrumental, in
partnership with WRHC’s management team, in the development of a program that could
build WRHC’s research and evaluation capacity. As a result I was approached and
subsequently hired as WRHC’s Research and Evaluation Consultant.

Research and Evaluation Consultant
As part of the planning, action research cycle, Sharon (General Manager at WRHC to whom
I reported and with whom I worked very closely to build research and evaluation capacity)
and I decided that my position at the WRHC should reflect an advisory role. To ensure the
consultative nature of the position, ‘Research and Evaluation Consultant’ was selected as the
position title. The title of Research and Evaluation Consultant was principally chosen in
order to offer protection from the staff members’ possible expectation that I would conduct
all of the research and evaluation projects which, by the very size and number of programs
administered by the WRHC, would easily be beyond my capacity. Equally and importantly,
for me to conduct the organisations research and evaluation programs would not fulfil the
requirements of my thesis of building the capacity for staff to confidently and effectively
conduct their own projects.

A further consideration was given to the position’s location within the hierarchical structure
of the organisation. The position should represent a sufficient amount of authority to instigate
change to allow for research and evaluation capacity to be developed. It was decided by
management and myself that the ‘Research and Evaluation Consultant’ position would be
created in the third organisational management tier of ‘Program Manager’.

However, a difficulty I experienced was how the authority allocated to the position could
function within the organisation when the position of ‘Program Manager’ is designed to
manage programs and teams of varying sizes unlike the ‘Research and Evaluation Consultant'
position which is not concerned with such responsibilities. When reflecting on how the
7

position could function without the responsibility of managing a team, I chose to view the
position in reverse. My approach viewed ‘Program Managers’ as having a focused influence
within the specific teams they are responsible for while my position of ‘Research and
Evaluation Consultant’ extends its influence across all teams. In other words, the position
manages the research and evaluation programs across all the teams within the organisation
and therefore being place on the hierarchical level of ‘Program Manager’ was appropriate.

Discussion of Chapter Contents
In what follows I will present the results of a literature review I conducted associated with
capacity building. The chapter will include how I conducted the literature review, what the
results of the review were and what was absent from the literature regarding research and
evaluation capacity building. A review of more specific literature associated with the
findings of my research project will be presented in the chapters of my results.

The chapter following the results of my literature review will explore the theoretical
framework underpinning my research including the aims and rationale. The chapter also
includes discussions concerning action research, ethnography, ethnographic action research,
co-operative inquiry and implementation science. In addition, I will discuss my study design,
how the data was collected and analysed, who participated and how research rigor was
maintained.

The Theoretical Framework chapter is followed by an investigation of the re-development of
a research culture at WRHC in relation to the organisation’s history and development. The
chapter includes what types of cultures are relevant to WRHC, utilising a culture of learning
to develop capacity, why I was employed and my role as the organisations Research and
Evaluation Consultant. I also present an exploration of the concept of organisations
employing staff members for ‘Doing’ and ‘Being’ and my experiences of being an ‘Insider’
and an ‘Outsider’.

In the subsequent Implementation Science chapter I report on what the literature states and
my exploration and comparison of the models proposed by Ely, Fixsen, and Rogers and why
I included aspects of each model to build research and evaluation capacity at WRHC.
8

Equally I report on the outcomes of the model in relation to its implementation at WRHC and
its implications for other community health organisations.

The chapter outlining Human Research Ethics follows the Implementation Science chapter
and provides a historical background that led to the current Human Research Ethics practices.
The chapter also examines what constitutes an ethics committee and the ethical issues that
exist with projects involving qualitative research. The Human Research Ethics chapter also
incorporates how community health organisations conducted their ethics processes. The
chapter concludes with an exploration of the purposes and responsibilities of a Human Ethics
Advisory Group and the procedures developed at WRHC to address the issues related to
Human Research Ethics.

In the next chapter, the Training and Mentoring chapter, I present the development and
implementation of a training curriculum designed to increase the research and evaluation
knowledge of WRHC staff members. Included in the chapter is a discussion of the
importance of adding a mentoring program to the training curriculum to assist staff members
put into practice what they learned from the research and evaluation training.

In the following chapter I recommend a framework that was developed as a result of building
research and evaluation capacity at WRHC. In discussing the framework, I included the need
to understand the organisational culture, developing an action plan, the utilisation of a Cooperative Inquiry Group, using implementation science to introduce change and innovation
and how to engage staff members in the project. This is followed with the dissemination of
the information gained from the project through publications and presentations, the
sustainability of the project and the limitations associated with the project. At the end of this
chapter I conclude my thesis by providing a summary of my PhD research on how to build
research and evaluation capacity in a community health centre.
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Chapter 2 - Literature Review
It is becoming increasingly important for community health services to provide evidence of
program and practice effectiveness. Funding sources, the community and individuals seeking
health interventions are demanding access to treatment models that have a proven history of
evidence based outcomes (Joly, Polyak, Davis, Brewster, Tremain, Raevsky & Beitsch,
2007).

There is growing concern that community health services do not have the level of practice
evidence that is comparable to other health services such as in clinical treatment interventions
(Hausman, 2002; Joly, et al., 2007). To explore the reasons why community health services
lacked such evidence, I first developed an interest in exploring how colleagues working in
community health knew or thought that their practice was effective.

As mentioned earlier, through informal discussion with my colleagues, I became aware that
they rarely consulted research or evaluation studies that could inform their practice. Further
exploration revealed that community health practitioners preferred to gain knowledge about
innovations in their field by discussing the experience and work of other practitioners. My
colleagues agreed that in general their lack of motivation to consult research publications and
to conduct their own evaluation and research projects stemmed from; (a) a lack of training in
research and evaluation methods leading to a lack of expertise and confidence; (b) a high
work/case load leaving little time for extracurricular activities such as evaluation and
research; (c) a lack of budget allocation for evaluation and research; and (d) a lack of trust
and belief that evaluation and research can enhance skills. The viewpoints expressed by my
colleagues are well supported in the literature (Gardner & Nunan, 2007; Kegeles, Rebchook,
& Tebbetts, 2005; O'Donohue, et al., 1985).

Although learning from each other is informative, it does not provide evidence or proof of
practice validity or efficacy. The lack of attention given to research and evaluation to inform
practice led me to consider that staff working in community health services may lack the
capacity, the knowledge and the opportunity to conduct their own research and evaluation
projects. To understand and explore solutions to establishing an evidence base for practice, I
decided to first investigate what other community health services had experienced in relation
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to building and enhancing research and evaluation capacity in their organisation.
To gain such knowledge, I conducted a review of the literature that covered a number of
areas pertinent to: (1) what the benefits of conducting research and evaluation are; (2) what
capacity building is; (3) what is necessary to build capacity; (4) what the barriers to capacity
building are; and (5) the issues associated with how to build research and evaluation in
community health services.

While focusing more specifically on literature related to building research and evaluation
capacity, I found a general paucity of published empirical studies concerning the
implementation and building of research and evaluation capacity in community health
services. The small collection of research studies my review did reveal was predominantly
descriptive in nature in that the papers discussed how to build research and evaluation
capacity and provided descriptions of various capacity building models. Moreover, not only
was the literature on capacity building models descriptive, there was an absence of empirical
endeavour to evaluate the efficacy of the capacity building models.

I did find a small number of research studies that were qualitative and mainly utilised an
action research design. The methods of data collection focused on in-depth, semi-structured
interviews with the data collected either face to face or by telephone. In addition, the majority
of the literature concentrated mainly on building research and evaluation capacity within
nursing, HIV/AIDS treatment facilities and within the Divisions of General Practice
(Medical). I also found a small amount of literature referring to building research and
evaluation capacity in specialist Community Mental Health Agencies but very little in more
generalist community health services. However, one article authored by Gardner and Nunan
(2003) is worth noting.

Gardner and Nunan’s (2007) Research
Gardner and Nunan (2007) revealed that they had implemented a similar project in a
community based organisation located across both suburban Melbourne and rural Victoria.
The project was implemented across the Lodden-Mallee region of rural Victoria. The
organisation delivers counselling, mental health, family and financial service to their local
community. Both Gardner and Nunan’s project of building research and evaluation capacity
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within their organisation had a number of common features as well as differences to my
project. I take the unusual step here of highlighting some of the similarities and differences
as a way of beginning to locate my own research prior to describing it more fully in
following chapters.

The areas where both projects were similar included utilising an Action Research method, the
mentoring of staff members, addition of a Learning culture, the need for leadership to be
shown from the organisation’s management, and information to be disseminated and
communicated throughout the organisation such as via team meeting agendas. In addition I
also noted other similarities such as the involvement in research and evaluation added to
position descriptions, the issue of time being available to conduct projects being significant
for staff members, the need for the provision of accessible resources such as electronic data
bases on the internet and the need for the recognition of the staff members’ research and
evaluation outcomes (WRHC created an Internal Conference for this purpose – see Chapter 4
and Chapter 8).

Although both projects had strong similarities, they equally had areas that were quite
different. For example, while Gardner and Nunan’s project concentrated on two intervention
teams in their organisation, WRHC’s project included all teams and programs within the
organisation including corporate services such as Finance and Human Resources. In addition
we designed and piloted a training curriculum specifically designed for the needs of WRHC
staff members, however, Gardner and Nunan (2007) did not include such a curriculum in
their publication. Furthermore, WRHC’s project took into account the organisation’s history
and culture in relation to building a research and evaluation culture while Gardner and Nunan
made no reference to how a research culture related to the overall culture of their
organisation.

Other differences that occurred between Gardner and Nunan’s project and WRHC’s project
was that WRHC included staff representing a larger number of programs and teams in our
reference group (Cooperative Inquiry Group). Also, I was embedded within the organisation
as a paid staff member where the project was participant (staff) driven while Gardner and
Nunan’s project was driven by a researcher employed by a university and was researcher
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driven. Finally, my project also included a focus on Human Research Ethics issues as an
aspect of building research and evaluation capacity while Gardner and Nunan publication did
not indicate whether ethics processes and procedures were considered in their project.

Apart from the Gardner and Nunan (2007) publication, few studies were published by people
working within generalist community health services. The majority of the literature was
published by university academics representing the schools of Medicine, Social Work,
Nursing, HIV Research and Public Health. The bulk of the representing literature was
located in the United States of America and the United Kingdom, with a small number
located in Australia and one in Pakistan. The lack of available literature suggests that the
challenge of building research and evaluation capacity in more generalist Australian
community health services has been largely overlooked.

Nevertheless, the literature I consulted when exploring how to build research and evaluation
capacity indicated that the necessary developmental elements remained constant across the
various disciplines and programs (Cooke, Nancarrow, Dyas, & Williams, 2008; Nu'Man,
King, Bhalakia, & Criss, 2007; Segrott, McIvor, & Green, 2006). For this reason the
following review of the literature, although taken mainly from nursing, HIV/AIDS treatment,
Community Mental Health and Medical Practitioners, I viewed as also having equal
relevance for building such capacity in more generalist community health services.

In what follows I will first present the way in which I conducted the literature review and
secondly, I will present the results of my literature review in relation to the importance of
research and evaluation to practice, what building research and evaluation capacity is, why
research and evaluation capacity should be developed, what the barriers are and how to build
research and evaluation capacity. The significance of and rationale for the current study as
well as the project’s aims and research questions emerging from this literature review will
draw the chapter to a close.

Undertaking the Literature Review
In conducting a review of the literature relevant to building research and evaluation capacity
in a community health centre the following databases were searched and examined
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Psychinfo, Embase, Medline, Ebscohost and Findarticle. Other data bases consulted were
Yahoo, Google and Google Scholar.

Several search terms were designed and utilised to locate the required literature when
consulting the data bases. If the search questions revealed few or no publications then the
questions were edited and key words replaced with words having the same or similar
meaning. The aim of editing the search terms was to broaden and increase the search
parameters and thereby augment the number of publications that could advise and inform the
questions under review. If the search results provided little or only a small number of
publications, the search question was ‘generalised’ to expand and include a greater view of
the available literature. For example, the term capacity was replaced with ability and later
with capability which thereby increased the scope of the search. Publications that displayed
relevant titles and abstracts were then retrieved and evaluated in relation to their relevance to
the search question(s) under investigation.

The retrieved publications were entered into the Reference Manager ‘Endnote v14’ using the
APAv6 style of referencing. Each publication was identified by a number and a notation
written in the Endnote ‘note’ section signifying the area of relevance to the project. In
addition, each publication was directly associated with and connected to ‘Endnote’ and saved
in a PDF format. The publications were read and analysed for content relevance using ‘Foxit’
PDF reader software. The ‘Foxit’ PDF reader software also allowed for the pertinent areas of
the publications to be highlighted and comments to be added highlighting a document’s or a
chapter’s relevance to my study.

Areas of Interest Emerging from the Literature Review
To understand why a community health centre should build research and evaluation capacity,
it was important that I first explore the views of the people who could participate and conduct
research and evaluation projects. Therefore I began my review with how practitioners
perceived research and evaluation. In addition I also found that it was important that I gained
an understanding of why research and evaluation should be conducted in community health
organisations.
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Practitioners’ Perception of Research and Evaluation
To comprehend how practitioners’ perceive research and evaluation, it is important to first
note how research and evaluations is defined. In general research is defined as a systematic
study and investigation of issues and activities to establish facts and principles with the
objective of obtaining, confirming and contributing to knowledge (National Health and
Medical Research Council, 2007; Patton, 2002). Evaluation conversely, is defined as a
study devised and conducted to assist in the assessment of the value and merit of an object,
issue or activity for the benefit of an audience (Hansen, 2005; Stufflebeam, 2001).

A small number of authors have contributed to the understanding of the viewpoint of health
practitioners towards research and evaluation. The literature revealed two qualitative studies
(Harrison, 2005; Kegeles, et al., 2005) involving the use of focus groups and semi-structured
telephone interviews to collect verbal data which was transcribed and analysed for themes
using a content analysis method. The studies found that the health practitioners interviewed
indicated that; (1) research was an extra activity that was not based in the reality of their
practice; (2) experience taught them what to do thus there was no need for research; (3) that
research was of little value as the results were frequently changing; and (4) few workers
considered that an organisation’s culture could play a role in developing research in daily
practice (Harrison, 2005).

As an adjunct to how practitioners view research and evaluation, it is of interest to consider
the views of Argyris, (1977) and Dick and Dalmau, (2000), who, although not commenting
on the view point of health practitioners, argued that there is often a disconnection between
what we think we are achieving (which they termed ‘espoused theories’) and what we
actually achieve (which they termed ‘theories-in-use’). This disconnection can often lead to
a decrease in satisfaction and practice effectiveness. The view expressed by Argyris, (1977)
and Dick and Dalmau, (2000) can be likened to how practitioners view the relevance of
research and evaluation of their practice in that, as discussed above, their own experience
(‘espoused theories’) determined their practice and not evaluation or research. Dick and
Dalmau (2000) argued that by linking ‘espoused theories’ (practice) with ‘theories-in-use’
(research and evaluation) practitioners will have greater options to improve their
effectiveness and satisfaction.
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Although many research studies concentrated on how practitioners viewed research and
evaluation, one study by Kegeles et.al. (2005) concentrated more on how practitioners
viewed the impact of evaluation on their practice. This study indicated that health workers
were; (1) apprehensive that evaluation may reflect badly on their practice and programs; (2)
concerned that poor evaluation outcomes may present difficulties in attaining funding in the
future; (3) aware that there was a lack of funding to conduct evaluation; and (4) believed that
evaluation was difficult to do effectively (Kegeles, et al., 2005). Similarly, Stratton (2007)
wrote that if practitioners believe that research is unsupportive of their practice, as outlined
by Kegeles et al (2005), they may avoid consulting or reading research literature and thereby
may miss the opportunity to improve their practice (Stratton, 2007).

However, it was also found that a number of workers were interested in research being an
aspect of their practice but felt that management and the organisation in which they worked
did not support their interest (Harrison, 2005).

The Importance of Research and Evaluation
Although written about in a number of publications, there have been few research studies
conducted that explored why research and evaluation is important on a practitioner level. It
is recognised in the literature that most of the research and evaluation involving interventions
and practice is conducted by scientists from an academic background and little is conducted
by practitioners (O'Donohue, et al., 1985). Most publications are descriptive or prescriptive
(“how to”) in nature with only a small number of literature review papers having been
published. As mentioned earlier, the publications I identified focused mainly on community
mental health, primary health care (Medical Practitioners) and nursing. However, the
publications I found offered opinions based in experience regarding the importance of
conducting research and evaluation within a practice setting.

The identified literature indicates that the evidence provided by research is necessary in order
to promote equity and to optimise health benefits for clients (F. White, 2002). Similarly,
research can also contribute to the health care of the community by providing an evidence
base from which to inform practice (Segrott, et al., 2006). In addition to providing health
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benefits and an evidence base for practice, research and evaluation can play a role in
enhancing quality of care and improve the accountability of health care providers (Farmer &
Weston, 2002).

In a similar way to research, evaluation of programs and practice has grown in importance as
a result of funding and human resources becoming increasingly limited. The previous custom
of relying on indicators that involved how much and what a program or practice does is
rapidly being replaced with the need for ongoing monitoring of programs and the necessity of
providing identifiable outcomes (Dwyer & Makin, 1997). Additionally, there is some
evidence that evaluation can help the implementation and impacts of programs and practices
by directing the focus more on results, encouraging communication between management
and staff regarding performance and developing a greater understanding of program goals
(Kirsh, Krupa, Horgan, Kelly, & Carr, 2005). However, in order to build or enhance an
organisation’s capacity to conduct research and evaluation, it is first necessary to understand
what capacity building is.

What is Capacity Building?
According to Milen (2001), capacity building remains a broad concept that includes a
number of issues such as managing (1) change; (2) information; (3) quality; and (4)
organisations to name a few. Milen, (2001) in her article, introduced various terms that are
used in the literature to identify the meaning of Capacity Building. She stated that terms such
as Capacity Building, Capacity Strengthening and Capacity Development may have slightly
different connotations but can be used interchangeably (Milen, 2001). The mentioned terms
all define capacity building as involving changing the mindsets and behaviour of people
through generally increasing skills and knowledge (Milen, 2001). Milen (2001) also
broadens her description by including a focus on the general context, environment and
system in which people, societies and organisations interrelate and function while other
authors such as Segrott, et al, (2006), focus more specifically on building research capacity
within organisations.

Segrott, el al, (2006) expanded on Milen’s (2001) view point by asserting that capacity
building involved improving and augmenting a professional group’s ability to conduct
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quality research projects. Segrott, etal, (2006) also emphasised a distinction between
developing research and developing research capacity which, although subtle, is also
important. They stated that developing research focuses on producing quality and a quantity
of research projects while research capacity involves building and enabling the ability of
individuals and organisations to conduct research projects (Segrott, et al., 2006). However,
Segrott et.al. (2006) also acknowledges that the differences between developing research and
research capacity is quite fluid as, in some approaches, research capacity can be built by
involving individuals in research programs, thereby increasing participants’ skills to conduct
their own projects through gaining experience.

Although the above identifies what Capacity Building is, the question remains as to why
individuals and organisations should build and develop their research and evaluation
capacity.

Why Build Research and Evaluation Capacity?
A major goal of developing research and evaluation capacity in health organisations is to
generate knowledge that is applicable to the improvement of the health of individuals, the
community and to improve practice (Cooke, 2005; Jolley, Lawless, Baum, Hurley, & Fry,
2007).

In today’s health service environment, the community expects greater service effectiveness,
greater accessibility of services and a greater divergence of knowledge that can deliver the
best possible interventions (Jolley, et al., 2007; Naccarella, Pirkis, Kohn, Morley, Burgess, &
Blashki, 2007). Funding sources similarly expect health services to demonstrate value for
money and that practice is based on evidence of effectiveness (Jolley, et al., 2007;
Naccarella, et al., 2007; Ried, Farmer, & Weston, 2007). Although the community and
funding sources may be developing such requirements, organisations concerned with
individual and community health generally find it difficult to answer such expectations due to
the inadequate training received by practitioners in research methodology (Ried, et al., 2007).
Boyd, Einbinder, Rauktis, & Portwood, (2007) suggest that inadequate training and
insufficient organisational support for research and evaluation can lead practitioners to
collecting data and information for purposes that present little value.
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To increase service effectiveness some organisations have enlisted the services of external
researchers and evaluators to determine evidence for practice (Jolley, et al., 2007; Naccarella,
et al., 2007). However, there is a growing concern that the use of external researchers may
not be an effective method by which to conduct evaluation and research projects (Naccarella,
et al., 2007). For instance, it is thought that external evaluators do not have an adequate
understanding of a service or program and therefore may find it difficult to encapsulate or
understand the essence of the issues under review (Naccarella, et al., 2007). Due to external
evaluators having an inadequate understanding of services or programs, funding bodies are
increasingly demanding that organisations allow their capacity for research and evaluation to
be developed internally (Naccarella, et al., 2007). However, the literature also identifies a
number of barriers that could hamper the process of building internal research and evaluation
capacity within an organisation. To fulfil the goal of building such capacity, the barriers will
have to be explored and resolved.

What are the Barriers to Building Research and Evaluation Capacity?
The literature has identified four areas that can present as barriers to building research and
evaluation capacity within organisations. The four areas consist of; (1) available resources
such as time and funding; (2) organisational support; (3) ‘fee for service’ practices; and (4) a
lack of research and evaluation skills. The literature views these barriers as inhibiting the
potential for organisations to enhance and develop their own capacity to conduct research and
evaluation projects and thereby provide an evidence base for practice.

Available Resources
The literature that has identified barriers to research and evaluation capacity building has
mainly focused on the lack of funding and time as the main hindrances in conducting
research and evaluation projects. However, Harrison (2005) also identified inadequate work
environments in relation to a lack of access to information technology as another substantial
barrier to conducting research and evaluation. He stated that a lack of staff access to
computers is equally detrimental to conducting research and evaluation projects.
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Lack of Funding and Time
A number of authors highlighted a lack of dedicated funding as a barrier for conducting
research and evaluation activities (Kegeles, et al., 2005; Ried, et al., 2007; Segrott, et al.,
2006). Although budgets may take into account the need for evaluation, either as a
requirement by funding sources or to obtain future funding, the amount of funding reserved is
often inadequate and ineffective. Segrott et al., (2006) gave an example involving nurses in
Britain who are frequently required to conduct research but are not provided with the funding
necessary to conduct such projects. Equally, Kegeles et al., (2005) wrote that inadequate
funding can have a considerable impact on an organisation’s ability to conduct research and
evaluation projects. Kegeles et al., (2005) added that often, organisations may not even have
funding to do basic data entry and analysis. However, the lack of funding, although
significant, is not the only resource that can hinder research and evaluation activities.

The lack of time made by the organisation for staff to conduct research and evaluation can
hinder an organisation’s research and evaluation availability (Kegeles, et al., 2005; Taut &
Alkin, 2003). Harrison (2005) supports this view, presenting evidence that a lack of
allocated time encourages the idea that research and evaluation is additional to a person’s
work rather than incorporating it into everyday work activities. Farmer et al., (2002)
reinforce the notion that a lack of time is a major barrier to conducting research and
evaluation projects and recommend as a solution that organisations provide staff with
protected time solely dedicated to conducting research and evaluation.

Organisational Support.
A fundamental aspect that has been identified as a barrier to the success of building and
enhancing research and evaluation capacity is the provision of support and encouragement
given to staff by the organisation. Segrott et al., (2006) state that for success the
organisation’s support and encouragement should be active and positive as mere approval is
not sufficient. The notion that building research and evaluation capacity requires more than
just organisational approval is supported by Ried e.al. (2007) who reported that providing
limited support can actually be detrimental. Unfortunately, Ried et al (2007) did not
elaborate further as to what the implications of limited support were. However, there are
ways by which management can support research and evaluation projects within
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organisations.

Harrison (2005) advocates that organisational management develop a research and evaluation
culture that is an integral aspect of staff member’s daily work and practice. Similarly, he
urges management to contract research and evaluation into service provision and the decision
making processes. Furthermore, management can provide and encourage an atmosphere that
is favourable to research and evaluation activities and provide direct assistance through
financial support for resources, training and supervision of staff’s research and evaluation
initiatives (Segrott, et al., 2006).

‘Fee for Service’ Practices.
There are circumstances that can present as quite challenging to building research and
evaluation capacity in an organisation. A barrier to staff conducting research and evaluation
projects is one where the payment structure of the staff is associated with a ‘fee-for-service’
arrangement (Farmer & Weston, 2002). That is, staff members are paid through consumer or
medical insurance payments collected for service provision such as utilised by Dental and
General Practice (Medical) services. Farmer et, al, (2002) consider that such ‘fee-for-service’
structures can discourage research and evaluation activities unless practitioners are otherwise
compensated. Freeing up practitioners time would allow greater research and evaluation
involvement away from income generation.

Lack of Skills.
The literature has reported a gap in research skills among health workers such as Community
Nurses and Allied Health workers (Owen & Cooke, 2004). The lack of research and
evaluation skills of staff at the client interface is reported in the literature as being a distinct
barrier to developing research and evaluation capacity within organisations (Owen & Cooke,
2004). Kegeles, et al.,, (2005) indicate that community based organisations frequently find it
difficult to implement evaluation designs due to a lack of skills and knowledge of the various
evaluation and research methods. The lack of evaluation skills often lead to confusion and
doubt in staff regarding their ability to conduct such projects (Kegeles, et al., 2005).
Besides there being a lack of research and evaluation knowledge and skills, the literature has
also identified that among the staff of community based organisations, the level and range of
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research and evaluation skills varies (Kegeles, et al., 2005). In addition, staff at the client
interface are often asked to conduct evaluation projects by their management but frequently
do not have the knowledge or understanding to fulfil the requests (Kegeles, et al., 2005).
Although the skill barrier can be addressed through training programs, attention should also
be paid to the creation of an environment in which the learned skills can be utilised (Owen &
Cooke, 2004).

How do you Build Research and Evaluation Capacity?
A number of authors identify enhancing staff skills as the means to develop an organisation’s
capacity to conduct research and evaluation projects (D'Auria, 2000; Farmer & Weston,
2002; White, 2002). However, one author suggests that building research and evaluation
capacity involves more than training individuals in how to conduct research projects
(Nu'Man, et al., 2007). Nu’Man et.al., (2007) stated that building capacity must also include
a change in attitude and policies that in turn can affect an organisation’s culture to be more
inclusive of research and evaluation practices.

Further to training, four additional themes have been identified in the literature as being
significant to building research and evaluation capacity. The themes identified in the
literature include; (1) mentoring; (2) organisational policy; (3) resources; and (4)
organisational culture (Cooke, 2005; Harrison, 2005; Kegeles, et al., 2005; White, 2002). In
what follows I will discuss the themes individually.

Training
The literature indicates that training and education which heightens research awareness is a
major catalyst in the uptake and motivation for the use of research in practice (Veeramah,
2007). Of equal importance for the uptake of research information is training that provides
staff with the capacity and ability to critically review research data in relation to its relevance
and validity in their work (Veeramah, 2007).

Nu’Man, et.al (2007) supported the importance of training as a means by which to build
capacity. Nu’Man, et.al (2007) advocated for training to have a focus on the transfer of
knowledge and skills that reflect the requirements of the organisation. Similarly, Cooke,
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et.al. (2008) stated that research capacity can be built by providing training programs that
improve confidence and skills that can be applied in practice. Moreover, an additional
benefit of training is that it can identify the needs necessary for an organisation to conduct
research and evaluation (Nu'Man, et al., 2007). White (2002) suggested that by building
capacity through training staff in research and evaluation, an organisation can develop
beneficial processes that require little funding. The type of processes identified by White
include: (a) forms of field research that require little laboratory support such as case-control
questionnaire based studies, (b) program reviews and, (c) literature reviews. By indicating
such a benefit, White, (2002) makes available a possible answer to Kegeles et al., (2005);
Ried et al (2007) and Segrott et al., (2006) who considered the lack of funding as being a
barrier to building research and evaluation capacity.

Mentoring
Mentoring has been defined in the literature as a complex process designed for new
researchers to gain knowledge, skills, standards and values from an experienced person to
help them develop as successful scientists (Keyser, Lakoski, Lara-Cinisomo, Schultz,
Williams, Zellers & Pincus, 2008). Furthermore, mentoring has also been defined as being a
reciprocal relational process that benefits the development of both the mentor and the
beginner researcher (Steiner, Curtis, Lanphear, Vu, & Main, 2004). The literature revealed
that mentoring is becoming increasingly understood as being an important and key element in
the development of research skills (Keyser, et al., 2008; Wills, 1999) .

Steiner et.al. (2004) conducted a study involving both quantitative and qualitative measures
of 215 research fellows using a survey to study the effect of mentorship on research
productivity and career development. Although their sample size was small and suffered
from a low response rate (65%), they found that research fellows who were mentored
reported being better prepared in their career, had more time for research and were more
likely to provide mentorship to others. In spite of this and irrespective of the advantages of
mentoring, the literature states that, in Australia as well as other countries, the use of mentors
in research has been poorly utilised and advises the importance of a stronger culture of
research mentorship (Farmer & Weston, 2002; Wills, 1999).
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Organisational Management and Policy
To build research and evaluation capacity within an organisation requires policies to be put in
place that can support and provide a commitment to a culture of learning (Jolley, et al., 2007;
Veeramah, 2007). Equally, to improve knowledge and practice requires good management
practices that incorporate a ‘top down’ approach that can support research and evaluation
initiatives (Nu'Man, et al., 2007; Veeramah, 2007; White, 2002). In addition, Cooke, (2005)
acknowledges that research capacity building should be conducted in a policy context that
can: (1) influence opportunities for research; (2) encourage research collaboration; (3)
support careers in research; (4) support research networks and infrastructures and; (5)
appropriately direct research funding. However, as the above mentioned influences are
important, policies and procedures that influence staff directly are equally important. White
(2002) refers to the commitment to research as not only occurring from the top down but also
bottom up.

The importance of commitment to research at a staff level is supported by Cooke, et.al.
(2005) who refer to adding research and evaluation to job descriptions as an area of
organisational policy that can directly reflect and influence staff members’ contribution to
research capacity building. Cooke et al (2005) further state that when research is added to
job descriptions, it reinforces research as a central work activity and can be reviewed at staff
annual appraisals. However, one article challenges this notion and states that adding research
to the existing job descriptions of staff members involved in treatment interventions is
unrealistic but the authors fail to elaborate on the reason why it is unrealistic (Boyd, et al.,
2007).
Resources
What is included as resources necessary to conduct research and evaluation varies amongst
authors. Some authors include knowledge and skills as a resource (Nu'Man, et al., 2007)
while others include freeing up time and obtaining a research consultant (Boyd, et al., 2007).
Other authors include providing sufficient funding (Harrison, 2005) and access to databases
and research papers (Veeramah, 2007) as necessary resources for staff to conduct research. I
was unable to find a publication whose author considered that all of the above resources were
necessary to build research and evaluation capacity in an organisation.
24

However, most authors identified access to information technology, computers and electronic
databases as necessary items in building research and evaluation capacity (Boyd, et al., 2007;
Harrison, 2005; Jolley, et al., 2007; Veeramah, 2007). In fact some authors identify health
practitioners lack of access to computers and information technology as being a major barrier
to conducting research and evaluation projects (Harrison, 2005; Veeramah, 2007).

As can be noted from the above, except for access to information technology, computers and
electronic databases, the understanding of what resources are necessary for an organisation to
be able to conduct its own research and evaluation varies. However, the provision of
resources can well be dependent on whether the culture of an organisation is able to
accommodate and adopt research and evaluation as a necessary and valuable activity that can
enhance practice.

Organisational Culture
The literature agrees that the culture within an organisation needs to be accepting of research
and evaluation in order for capacity building to be successful. However, according to
Harrison (2005) few organisations have considered their own role in cultivating a culture that
incorporates research. Harrison (2005) added that for an organisation to have a commitment
to an agenda involving research requires a total change to its culture. Jolley et.al. (2007)
supports the need for organisations to have a commitment to research and suggests that
organisations need to develop a Learning culture that is evident in their structures, processes
and policies.

To be able to influence an organisation’s culture to incorporate research and evaluation
requires an understanding of how the organisation functions, what its structure is and what its
core business is (Heward, Hutchins, & Kelehe, 2007). In addition, Jolley et al (2007)
suggests that to establish a research and evaluation culture, an organisation should state the
purpose of conducting such projects, provide and develop resources and structures, and
provide staff members’ with access to expert assistance and guidance. In developing a
research and evaluation culture the above conditions must have relevance and flexibility to
staff members’ daily work (Jolley, et al., 2007).
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Heward et al. (2007) reported an instance in which an organisation failed to support and
adopt a new program due to not managing the organisational culture and not having
identified aspects of the culture that did not support or were not ready for change. By not
reflecting on the readiness of the staff and the organisation in a cultural context to incorporate
change, the new program’s implementation was unsuccessful (Heward, et al., 2007). Taking
Heward et al (2007) seriously would involve changing organisational culture to support
health professional’s research and evaluation capacity.

What is Missing?
As discussed at the beginning of this review, there is a distinct lack of published studies
conducted addressing the benefits of, or identifing the issues associated with building
research and evaluation capacity in generalist community health centres.

Similarly, the literature does little to reflect the importance of leadership in building research
and evaluation capacity. I found two publications that included the importance of leadership
in the capacity building but both refrained from emphasising its value (Heward, et al., 2007;
Nu'Man, et al., 2007). Although building research and evaluation capacity is my research
project, I could not have succeeded without the commitment, co-operation and leadership
expressed by management, staff members and my research supervisors. Therefore I note that
not to emphasise the importance of leadership in building capacity is a vital omission in the
published literature.

In summary, the literature reviewed for the current thesis highlights at least eight areas,
similarly identified by Ely (1990), that need to be considered when steps are made to enhance
research and evaluation within an organisation. There has to be a desire to increase research
and evaluation based on an identified dissatisfaction with the amount, type and cost of
research and evaluation currently conducted in the organisation. Knowledge and skills need
to be built via training and mentoring. Resources, such as funding, research consultancy,
access to data bases etc. need to be made available. Sufficient time needs to be provided to
conduct research and evaluation projects. Rewards and incentives that include resources
such as funding and time are required for research and evaluation projects. Adapting
organisational policies and procedures such as position descriptions that reflect that
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involvement is expected. All levels of the organisation are committed to building a research
and evaluation culture. Good leadership is necessary if implementing research and
evaluation capacity is to be successful. Ely’s (1990) model and how it benefits my research
study will be explored in greater depth in the “Implementation Science” chapter of this thesis.

The current study has identified a gap in Australian health research in developing systematic
and rigorous investigation in the area of enhancing research & evaluation capacity within a
community health service. This study aims to explore the conditions, strategies and
mechanism that are necessary to effectively embed research and evaluation capacity within a
community health centre. The following research question will be addressed.

Research Question
“How can a community health service build and enhance its research and evaluation
capacity?”
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Chapter 3 - Theoretical and Methodological Framework

Rationale
As mentioned earlier community health centres today are facing increasing demands by
funding bodies and the community to provide services that are evidence based (Stevenson,
Florin, Mills, & Andrade, 2002). Funding bodies are enforcing greater competitiveness and
accountability when considering financial support. Although funding sources, both
government and philanthropic, require greater accountability, community health centres find
providing evidence of effectiveness more complicated (Stevenson, et al., 2002). Community
health centres have experienced a change in what the community and funding bodies
consider as evidence of effectiveness. At the inception of community health centres in
Victoria in the 1970’s, the services were evaluated according to the number of people
admitted to the service and the demographics of the consumers served. During the following
decades this form of evaluation, although important, has shifted more towards improving the
quality of the services and effective program design (Stevenson, et al., 2002). To provide
such evidence requires community health centres to undertake research and evaluation
projects they may not currently have the capacity to conduct without external assistance and
expertise (Naccarella, et al., 2007). However, employing external assistance can present with
some difficulties.

The management team at WRHC took the need to provide evidence of service effectiveness
seriously and therefore explored ways in which the research and evaluation capacity of the
organisation could be built and enhanced. To initiate the process, I was employed to develop
the mechanisms and strategies that would enable WRHC to conduct their own research and
evaluation of the interventions, practices and services the organisation provides.

Research Aim
The aim of my research was to build research and evaluation capacity within WRHC. My
broad research question, within an action research framework, was: How can we build
research and evaluation capacity within WRHC? More specifically I was interested in the
strategies, actions, processes and procedures that needed to be put in place in order to support
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WRHC staff members in researching and evaluating their own team’s, and the organisation’s,
programs and service delivery. To do this I also needed to better understand the underlying
culture, values, systems, structure and processes that pre-existed my introduction to the
agency. How I developed this understanding, and how I endeavoured to build and enhance
research and evaluation capacity within WRHC is the narrative of my PhD research.

Theoretical Underpinning
Answering the research question required me to investigate a research design that would
enable me to understand the complexities and context of the process of capacity building
(Krauss, 2005). This required me to take an active and subjective role within the project as
only the study participants could inform me regarding how to incorporate research and
evaluation capacity into their organisation and into their practice. Such subjective
involvement with the research participants is usually not possible within a positivist research
paradigm which espouses an objective epistemology (Krauss, 2005; Plack, 2005).

The close involvement with the people participating in the research allowed me to gain an indepth view of the organisational culture and how research and evaluation capacity could be
incorporated. At the inception of my project, I knew little of what was required to build
research and evaluation capacity, therefore the aim of my research project was not to test a
theory, as indicated in a positivist research paradigm (Creswell, Hanson, Plano, Clark, &
Morales, 2007), but rather to build relationships within the organisation in ways that could
inform me and assist me develop insight into the necessary processes (Ehigie & Ehigie, 2005;
Milne & Oberle, 2005).

My aim was not to reveal ‘truth’ through a deductive method but to gain insight and meaning
that could be attained through an inductive research method (Casey, 2007; Fossey, Harvey,
McDermott, & Davidson, 2002; Milne & Oberle, 2005). Similarly, my intention was not to
find or formulate a theory through people’s stories or experiences of how to build capacity.
My intention was to learn and understand the mechanisms and thereby develop and
implement the actual strategies required to build research and evaluation capacity.

The mechanisms by which to build capacity could not be found through an objective
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framework that observes and measures the issue under study from a detached perspective
(Krauss, 2005; Plack, 2005) but rather required a framework that not only took into account
the way the participants constructed their world from the perspectives of their particular roles
within the organisation but also how I constructed my own world as a researcher within
WRHC. Such a framework is the relativist, constructivist ontology which indicates that
objective reality does not exist but that multiple realities are determined and constructed by
those involved with experiencing a phenomenon of concern (Krauss, 2005). Krauss, (2005)
wrote that people find order in their world by constructing meaning around their experiences
and such meaning is determined by the filters they use to screen their experiences with what
they already know. This also implies that reality is personally and individually constructed.

Krauss (2005) stated that the standpoint taken by the constructivist researcher is that the
known and the knower are created together during the inquiry. Therefore the researcher and
the participants are interconnected in such a way that the results of the investigation are
developments of the inquiry process (Krauss, 2005). In order to investigate a phenomenon
jointly and develop results that are products of the connective processes between the
researcher and the research participants, the constructivist epistemology, or how we know
what we know, is subjectively determined. Therefore a constructivist paradigm is necessary
wherever one is seeking, as in this study, to understand the meanings and sense people make
of their work contexts, their professional roles and relationships, and work expectations as
they relate to enhancing research and evaluation capacity.

At WRHC a constructivist paradigm is warranted when considering the diverse nature of
staff members employed in the organisation. WRHC employs people from a variety of
different backgrounds such as different cultures (more than 12 non English speaking cultural
backgrounds), different levels of education (from little formal education to post graduate
degrees), different professional disciplines (medical, psychology, social work, administrative,
counselling, etc.), different age groups and different socio-economic backgrounds. The
diversity of backgrounds denotes a variety of different world views and experiences that
impact on the way people employed at WRHC constructed and interpreted their reality within
their work environment. The staff members’ construction of reality is not only determined
by their backgrounds but is also influenced by their local environment and is specific to their
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role in the organisation as a group and as individuals (Cupchik, 2001).

Although my research included a constructivist ontology, to involve people employed at
WRHC in building research and evaluation capacity required a framework that incorporated
their participation in the project. Such a framework is represented by the participatory
inquiry paradigm. As discussed, the constructivist paradigm suggested that people construct
their view of the world filtered by their own individual knowledge and experiences, however
my research also required a paradigm that could give meaning to my relationships with those
participating in developing and creating knowledge of how to build research and evaluation
capacity.

To discover such a paradigm I consulted Guba and Lincoln (1994) who presented a useful
document that described a number of alternative research paradigms aimed at portraying how
the nature of reality can be viewed (ontology), what the relationship is between the ‘knower’
and what can be ‘known’ (epistemology) and how what can be known can be discovered
(methodology). However, Guba and Lincoln (1994) did not include participatory inquiry in
their initial taxonomy of research paradigms. The column identifying participatory inquiry
was added later by Heron and Reason because of their dissatisfaction with Guba and
Lincoln’s constructivist viewpoint (Heron & Reason, 1997).

Heron and Reason (1997) considered that the relationship between constructed realities and
the living world was unclear. They argued that people are part of a whole and develop their
viewpoint of the world in relation to their participative and collaborative experiences with
others rather than constructing individual means of knowing (Heron & Reason, 1997). They
went on to write that the contention of a participatory world view is that it is experiential and
participation determines people’s way of being and knowing (Heron & Reason, 1997). For
these reasons, Heron and Reason (1997) espoused that a paradigm involving participation
and participative realities is more helpful and rewarding.

Heron and Reason (1997) proposed four ways of knowing within the participatory inquiry
paradigm which they termed an extended epistemology. The four ways of knowing are as
follows.
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Experiential knowing meaning knowing through the direct encounter and
participation with others.



Presentational knowing involves knowing from the visual representation of the
world through the use of imagery and symbolism.



Propositional knowing where knowing occurs through the understanding of
concepts and descriptions presented through the spoken or written word.



Practical knowing which equates to knowing through skills and competencies.
It assumes a theoretical understanding of the principles of practice and experience
related to the setting in which an action occurs. Practical knowing completes the
previous three ways of knowing by culminating in action and accomplishment.
(Reason, 1998)

Reason (1998) stated that the extended epistemology was quite different from both the
positivist and the relativist paradigms because it acknowledges experiential knowing as the
foundation of our existence in the world and practical knowing as a culmination of the other
three forms of knowing. Reason (1998) also suggested that we need to fully comprehend the
four ways of knowing although this presents the knower with a challenge he termed ‘critical’
subjectivity. Critical subjectivity asserts that we acknowledge our subjective experiences and
accept that the knowledge we attain comes from a subjective viewpoint. This entails us to be
aware of our viewpoints and express them in conjunction with our biases (Hummelvoll &
Severinsson, 2005).

In addition to adding a sixth column to Guba and Lincoln’s research paradigms, Heron and
Reason also added a fourth row they named ‘Axiology’ (Heron and Reason’s amendments
are outlined in Table 1) which asks the question “what kind of knowledge is valuable”
(Heron & Reason, 1997).
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Table 1 Heron and Reason’s inquiry paradigm amendments

Issue
Ontology

Participatory
Participative reality-subjective-objective reality, co-created by mind
and given cosmos.

Epistemology Critical subjectivity in participatory transaction with cosmos;
extended epistemology of experiential, propositional and practical
knowing; co-created findings.
Methodology Political participation in collaborative action inquiry; primacy of the
practical; use of language grounded in shared experiential context.
Axiology

Practical knowing how to flourish with a balance of autonomy, cooperation and hierarchy in a culture is an end in itself which is
intrinsically valuable.

(Heron & Reason, 1997)

Two research methods that readily incorporate and bring together the constructivist and
participatory paradigm are ethnography and action research. Both ethnography and action
research are positioned favourably within a participatory viewpoint and each urges research
to be a collaboration with people (Bridges & Meyer, 2007). Both action research and the
ethnographic research method used in this study are discussed in greater detail below.

Action Research
The literature casts some doubt on the origin of action research but a number of authors
suggest that the origins lie with Kurt Lewin’s social experiments of the 1940’s (Reason &
Bradbury, 2001). Boog, (2003), argues that Dewey and Mead through development of
symbolic interactionalist theory provided the bases for action research. Symbolic
Interactionalism asserts that people relate to things because of the meanings they place on
them and was intended to improve the participation, both socially and democratically, of
people in society and create social justice and equality (Boog, 2003; Tan, Wang, & Zhu,
2003). Other authors have included the evolution of action research with the Marxist dictates
that state that it is important to change the world but it is not necessary to understand it, while
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others include Paulo Freire’s work with the oppressed in South America (Pyett, 2002; Reason
& Bradbury, 2001). Although the action research method has been used for a range of
applications, there is agreement that action research is concerned with the participation and
democratic involvement of the people involved in gaining knowledge collectively to inform
change (Bridges & Meyer, 2007). Additionally, action research has recently been found to
be an effective process by which to attain change in organisations involved in the health
system (Bridges & Meyer, 2007).

Bridges and Meyer, (2007) wrote that action research consists of five characteristics. The
first feature is to produce useful and practical knowledge for people to use on a daily basis,
with the second feature being that action research is aimed at developing new
understandings. The third feature outlined by Bridges and Meyer states that the actions and
understandings add to the benefit of people and the community, while the fourth feature is
that action research is a participative and democratic process that involves all participants,
including the researcher, collaboratively and as equals. The fifth and final feature indicates
that through the action research process people build new understandings and inquiry skills
(Bridges & Meyer, 2007; Reason & Bradbury, 2001).

However, I chose a closely related derivative of action research called participatory action
research, to explore and discover the elements that could contribute to the building of
research and evaluation capacity. Participatory action research provided a process of inquiry
that involved the collaborative participation, experiences, ideas, viewpoints, knowledge and
contribution of as many people in the organisation as possible including the researcher
actively participating in the action research. By involving the people who are affected by the
research and by involving them in the decision making processes will encourage them to be
more supportive and more likely to investigate alternatives (Dick, 2007).

Both action research and participatory action research fundamentally involve people
collaboratively and democratically and both engage in similar cycles of inquiry (Boog, 2003;
Reason, 1994). Similarly, both action research and participatory action research try to
develop practical transformations and increase knowledge in people and organisations and
aim to develop new skills and knowledge (Huxham & Vangen, 2003; Marincowitz, 2003).
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However, the literature indicates that a definition of participatory action research was
generally lacking, with authors having described the method as unstructured as opposed to
action research having been considered systemic, technical, educational and a social method
of inquiry (Montero, 2000). The literature also described participatory action research as an
approach to research that is confusing because of the frequent misuse of the term due to a
lack of understanding of the approach (McTaggart, 1991).

Both action research and participatory action research seek the involvement of people who
are disempowered and oppressed and endeavours to give voice to people by empowering and
emancipating them through creating and encouraging equality and social change
(Marincowitz, 2003). The literature also reported that participatory action research and
action research both aim to develop new skills, increase self-determination and increase the
influence and decision making of people in organisations, cultures and institutions and
thereby transform their understanding and the conditions under which they practice and live
(Boog, 2003; Kemmis, 2009). Participatory action research and action research both address
the concerns experienced by an individual or a group of people in an organisation and help
them find solutions through gaining knowledge and applying that knowledge through action
(Street, 2004).

Nevertheless the literature does differentiate between action research and participatory action
research although the distinction is a subtle one. McTaggart (1991) describes action research
as having a characteristic in which those affected by change are responsible for deciding on a
course of action that may lead to improvement and for evaluating the effects of the strategies
utilised and thus leading the inquiry. McTaggart (1991) goes on to state that action research
is a method by which people can learn from the way they organise conditions and inform
others of their experiences. However, McTaggart (1991) refers to participatory action
research as being a group activity of people who conduct the research and participate not
only as participants, but also as co-researchers. McTaggart’s concept is supported by
Montero (2000) who wrote that participatory action research is a strategy and process in
which the people affected by a problem become co-researchers with the power and control to
find solutions. It is because of the participatory and collaborative nature of participatory
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action research that I chose it as a method of inquiry to build research and evaluation
capacity instead of an action research method which appears to be more researcher driven.

Although participatory action research allows the people who are affected by a problem to
participate collaboratively as both participants and researchers, I also required a method that
could unite its principles and those of ethnography (Tacchi & Hearn, 2009). Such a method
was necessary to first understand WRHC in relation to its local culture and processes and
build the organisation’s research and evaluation capacity in a participatory action research
framework. A method that fulfils these criteria was Ethnographic Action Research, but first,
I need to introduce ethnography as it related to this research.

Ethnography
Ethnography is a form of anthropology that involves intensive exploration of behaviour
through prolonged field observation in order to study culture (Ehigie & Ehigie, 2005; Harper,
2008; Zickar & Carter, 2010). Data collection in ethnography can include journal entries,
diaries, meeting minutes, emails, participant interviews, work place documents and
participant observation (Ehigie & Ehigie, 2005; Zickar & Carter, 2010). Ethnographers also
utilise organisational symbols such as (1) identifiable materials including badges or uniforms;
(2) staff job titles; language and communication methods; (3) the organisation’s history in
relation to its heroes and drivers; and (4) the organisations rituals and ceremonies (Ehigie &
Ehigie, 2005). Ethnography includes, in the study, the researcher who thereby is influential
to the research process (White, Drew, & Hay, 2009).

Organisations may hire consultants to observe and provide an ‘Outsiders’ view of an
organisational culture and become participant observers on a temporary basis while at other
times the ethnographer may become a member of the organisation being studied (Ehigie &
Ehigie, 2005). The latter describes my involvement in the research as a paid member of
WRHC’s staff.

To embed research and evaluation into the organisation I first needed to understand the
culture of WRHC in relation to the values of the organisation as a whole, how the culture
determined the daily practice of its staff members, and what if anything needed to change in
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order to build research and evaluation capacity. I initially sought to discover the influences of
the organisation’s culture through the use of an ethnographic method.

Ethnography could inform me about the culture of WRHC and how the values of the
organisation influenced the way staff members managed and fulfiled their daily work
(Harper, 2008). To introduce and embed research and evaluation capacity into the
organisation’s culture, I had to observe and elicit, via informal conversations and more
formal research interviews, staff members’ points of view to understand their worldview as it
pertained to their normal daily work practices. Ethnography is a research method by which
such understandings can be obtained (Cook, 2005; Devault, 2006). The ethnographic
research method allowed me to examine for myself (participant observation) how the culture
at WRHC influenced how staff members prepare their day and enact the values of the
organisation. Equally, ethnography is also a research method that fits well with action
research and participatory action research methods (Power, 2002).

The notion of “emic” and “etic” expresses and describes ethnographic research (Ehigie &
Ehigie, 2005). Emic indicates that knowledge is gained from the participants’ own
perception of their organisation’s culture while Etic refers to the knowledge gained about a
culture through the external viewpoint of the researcher (Ehigie & Ehigie, 2005). In other
words emic refers to the ‘Insider’ view and etic refers to an ‘Outsider’ view. Ethnographers
mostly begin their research from the emic viewpoint and later move to an etic viewpoint to
understand the research data (Ehigie & Ehigie, 2005). (The emic and etic concept as it
relates to my own research as a paid staff member of WRHC will be explored further in the
‘Re-discovering the Learning and Research Culture at WRHC’ chapter of this thesis.)

In addition, the principal focus of the ethnographic research, which is also indicative of this
method, is the level of description used in the writing. Ethnographic writing is very
descriptive in nature and expresses specific groups of people in detail (Zickar & Carter,
2010).

Although participatory action research allows the people who are affected by a problem to
participate collaboratively as both participants and researchers, I also required a method that
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could unite its principles and those of Ethnography. Such a method was necessary to first
understand WRHC in relation to its local culture and processes and equally involve staff
members to build the organisation’s research and evaluation capacity in a participatory action
research framework. A method that fulfils these criteria was Ethnographic Action Research.

Ethnographic Action Research
Ethnographic Action Research was developed by Tacchi, Slater and Hearn during a project
sponsored by the British Government’s Department for International Development (DFID)
and later by the United Nations Educational Scientific and Cultural Organisation (UNESCO).
The aim of the project was to provide the poorer people located in the Central Province, Sri
Lanka access to Information and Communication Technology (ICT) through a community
participation method and empower them through providing greater access to knowledge. The
theory behind the provision of greater access of ICT was that people would engender their
own local knowledge content which would then empower people to reduce poverty (Tacchi
& Hearn, 2009; Tacchi, Slater, & Hearn, 2003).
However, Tacchi and her colleagues identified two problems in their efforts to provide
people with greater access to ICT. The first problem involved the short time line of one
month for the projects to be completed. The second problem arose from the need of the
researchers to not simply provide recommendations in relation to their research but to also
empower local authorities to own the research and to apply their findings. This need of the
researchers led them to develop a method that could address their first problem by training
local authorities in longer term ethnography work and a method that could provide the
traditions of participatory and action research. Tacchi and her team of social researchers
combined the two methods and developed an ethnographic action research method (Tacchi &
Hearn, 2009; Tacchi, et al., 2003).
Tacchi and colleagues utilised the ethnography and participatory techniques to guide the
research and the action research to connect the research back to the project to create and plan
new activities. The ethnographic method combined with the characteristics of an action
research framework allowed for a project to be developed and adapted to the local needs
through gaining a rich understanding of the local conditions. In other words, ethnography
was utilised to gain a rich understanding of the impact and effectiveness of a project in local
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settings and cultures which in turn informed the design of further actions through a circular
process as prescribed by an action research cycle (Tacchi & Hearn, 2009; Tacchi, et al.,
2003).
Tacchi and her colleagues stated that the ethnographic action research method helped
develop a research culture in which reflections and the acquisition of knowledge are
integrated into the continued development of the project. The aims and methods of the
research in conjunction with the research results are a product of and are fed back into the
understanding of the local setting (Tacchi & Hearn, 2009; Tacchi, et al., 2003).
Tacchi et al., (2009; 2003), identified five key methods by which to utilise ethnographic
action research. The five methods include (1) observation, participant observation and field
notes to collect data of what the researcher sees and hears in addition to their own ideas; (2)
participatory techniques, such as prescribed by participatory action research, to understand
the local area, people and issues; (3) in-depth, semi-structured interviews; (4) Short
questionnaire based surveys to gain information from a large number of participants (but less
detailed); and (5) Diaries or journals that can include text, audio and visual recordings,
photographs and drawings (Tacchi & Hearn, 2009; Tacchi, et al., 2003).

Ethnographic Action Research at WRHC
Understanding WRHC’s attributes using an ethnographic method alone would not allow me
to implement and incorporate the changes necessary to build research and evaluation
capacity. Similarly, an understanding of WRHC’s attributes would also not allow me to seek
the participation of the organisation’s staff members as co-researchers or for myself to be a
participant in the project. I also required a method such as participatory action research to
collaboratively involve the staff members employed at WRHC, which could allow me to also
be a participant in the research processes and could drive and guide the cycles of planning,
acting, observing and reflecting necessary to implement change (Street, 2004).
Like Tacchi and colleagues I required a method that could provide me with a mechanism by
which I could utilise an ethnographic approach to understand the unique attributes of
WRHC’s history, culture and environment in its local context and could incorporate the
attributes of participatory action research to develop the appropriate strategies for building
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capacity. For these reasons I chose the ethnographic action research method as it provided an
excellent match for my project to building research and evaluation capacity at WRHC.

As I wanted to involve and include as many people as possible in building research and
evaluation capacity, I required an additional research paradigm that could unify and involve
people equally, democratically and practically in championing research and evaluation
capacity building. One such action research paradigm that fulfilled such conditions was a
Co-operative Inquiry Action Research method.

Co-operative Inquiry
Co-operative inquiry is a variety of action research first proposed by Heron in 1971 as an
inquiry paradigm that explores issues involving people (Reason, 2002). Co-operative Inquiry
espouses the view that the collaborative research process occurs with participants and not on
participants (Lloyd & Carson, 2005; Reason, 1999). Co-operative inquiry involves people
who have similar concerns and interests in the issues being studied as the researcher (Reason,
2002). Those involved in the research project are understood to be co-researchers who
contribute to the formulation of ideas, the management of the project, project design and the
analysis of the project (Reason, 2002). At the same time as being co-researchers, the people
in the project (including the researcher) are co-subjects who participate in research activities
and contribute to the outcomes (Hostick & McClelland, 2000, 2002; Moggridge, 2000). The
cooperative inquiry process consists of four phases reoccurring in cycles (Heron & Reason,
2006; Reason, 2002). The four phase of cooperative inquiry are very similar to the cycles
used by action research. That is, the formulation and implementation and planning of an
action plan, observation and the analysis of the action plan, reflection on what aspects of the
action plan succeeded and which did not and, following revision of the action plan, the
implementation of the next cycle (Dick, 2007; McTaggart, 1991; Street, 2004).
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For example:
Plan/Action

Revision

Observation and Analysis

Reflection

A number of authors have used different words to describe the action research cycle but
generally the cycles have equivalent points of reference (Dick, 2007).

In the first phase of cooperative inquiry the co-researchers agree and focus on what issues
require attention and propose what and how the issues should be explored. The participants
formulate an action plan that can assist with investigating the issues and agree to the
procedures by which the issues may be explored. The first phase of cooperative inquiry is
completed when the action plan has been formulated and the method and mechanisms for
data collection are agreed upon (Heron & Reason, 2006; Lloyd & Carson, 2005; Reason,
2002).

In the second phase the action plan is implemented and the co-researchers observe and record
the process outcomes of their own and others’ experiences. The action plan is monitored as
to what has worked and what has not worked in relation to the initial exploration of the issues
in focus (Heron & Reason, 2006; Lloyd & Carson, 2005; Reason, 2002).

In phase three the participants become more engaged in the experience of the research
process and find new insights and understandings into the issues under investigation. The
participants may develop new and novel ways of viewing the issues and seek new
experiences within the process through the analysis and reflection of the outcomes (Heron &
Reason, 2006; Reason, 2002).

In phase four the action plan is reflected on and considered with respect to the original issues
under investigation and in the context of new knowledge, understanding and experiences. As
a result of new knowledge, understanding and experiences the action plan may be modified,
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redeveloped or even rejected to be replaced by a new plan. The participants may also revise
the procedure of the investigation or how the data is collected when their experiences are
taken into consideration (Heron & Reason, 2006; Reason, 2002).

The cycle of the four phases is repeated a number of times with each cycle adding to the
depth of knowledge as discoveries and ideas increase and move to form concepts (Mash &
Meulenberg-Buskens, 2001). Through the repetition of the four phases, the participants can
become more unified and more critical of themselves. In addition the participants can
become more skilled in the practice of inquiry (Reason, 2002).

I chose the co-operative inquiry design to acquire an action research method that would
actively involve staff members within the target organisation as opposed to engaging them as
passive participants. The purpose of involving staff members as collaborative and active
participants was to encourage them to take ownership of the project and thereby take greater
responsibility for building research and evaluation capacity in the organisation (Ensminger,
Surry, Porter, & Wright, 2004). The assumption was that when staff members take shared
ownership and responsibility for project outcomes, the likelihood of successful
implementation increases (Ensminger & Surry, 2008). By acting as co-researchers in the
project, it was hoped that staff members employed by WRHC would collectively contribute
to the identification of the areas of concern, as well as research design, research management,
and on-going project decision making (Reason, 1999).

To be able to regularly consult everyone in the organisation was an overwhelming task and
therefore a group of people who could agree to represent the voice of all concerned and
could work together to implement change were asked to be involved in a Co-operative
Inquiry Group (CIG). The CIG members were required to be committed to the field of
inquiry and engage in a cyclic process of action, experience and reflection (Mash &
Meulenberg-Buskens, 2001). The concept of a CIG compares favourably with what Wenger
and Snyder termed “Communities of Practice” (CoP) and both shared a number of common
methods of developing change within an organisation.

Wenger and Snyder (2000) authored an article published in the Harvard Business Review
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urging managers to cultivate CoP to advance their organisation and business. Wenger and
Snyder (2000) went on to define CoP as groups of people who are bound together by a shared
passion and knowledge for a joint venture. Their definition of a CoP could very well apply
to a CIG and advocates people in organisations working together as a group as opposed to a
group of people working individually on their own (Wenger & Snyder, 2000). In both my
CIG and a CoP, people participated by seeking answers to problems in a new and creative
manner through the development of strategies, problem solving, development of people’s
skills and the generation of ideas that influenced change. Equal with my CIG, CoP work
together to institute change within an organisation and generate strategies to develop ‘new
business’ (Wenger & Snyder, 2000). In the case of my project the new business was the
building of research and evaluation capacity at WRHC.

In summary, the purpose of the co-operative inquiry and ethnography methods involved
gaining an understanding of the culture of the organisation and a way of involving research
participants in a democratic and collaborative manner. Conversely, to embed research and
evaluation capacity in the organisation required the use of a model that could assist with
implementing and monitoring of the change process (see below for a discussion of
Implementation Science).

Study Design

The Co-operative Inquiry Group
The Co-operative Inquiry Action Research process is determined and carried out by a group
of committed people who have a common interest of reflecting on and changing practice
within a particular field of investigation (Mash & Meulenberg-Buskens, 2001). In my
research the CIG members were all interested in improving the quality of their own practice
and the services provided by WRHC by using research and evaluation methods. However, I
did not originate the group but became a member of an already established group.

The original group, called the Organisational Research and Evaluation Committee (OREC)
was formed as a subcommittee of the WRHC’s ‘Quality Improvement Structure’
commissioned to ensure and monitor the quality improvement processes within the
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organisation via research and evaluation of services. Initially, the OREC had limited
knowledge and experience in researching or evaluating WRHC’s services and practices. The
limited knowledge and experience is understandable as staff members who are employed by
the organisation are appointed for their expertise related to service delivery and not research
and evaluation activities. For these reasons, the OREC members presented their difficulties
to the management group and requested greater assistance and resources for developing
research and evaluation practices in the organisation.

In response to the OREC members’ request, I was employed to develop and enhance the
research and evaluation capacity in the organisation as an actual PhD research project. As a
precursor to my employment, discussions were held between WRHC’s CEO, the Manager of
Primary Care, and my University PhD supervisors and myself, to design an action research
PhD project with the explicit aim of enhancing research and evaluation capacity within the
organisation. My research project was granted ethics approval by the La Trobe University
Faculty of Health Science Ethics Committee in September, 2008 (see Appendix A).

Upon commencing my employment, I became a member of the OREC and assisted in
reviewing and redeveloping the function of the committee which became my Cooperative
Inquiry Group (CIG). The CIG was redeveloped by revisiting and aligning the committee’s
‘workplan’ (see appendix B for the Committee’s 2008 to 2009 work plan) to reflect WRHC’s
aspiration of building research and evaluation capacity within the organisation.

At this point of my thesis, I will use the abbreviations OREC and CIG interchangeably to
signify the same committee of people. The distinction I make here is that the OREC is the
name given by WRHC to identify the committee internally and I use CIG to identify the
committee in research and academic terms.

The CIG met monthly over three years for a length of time ranging from 1 hour to 2 hours
but generally averaged 1.5 hours. The CIG met a total of 28 times over the three-year period.
Six meetings were cancelled when meeting times were scheduled during holiday breaks such
as Easter and Christmas. As the CIG was conducted as an open group where membership
changed periodically, a total of 31 different staff members were involved in the CIG
44

representing 16 program areas. Although there were ten members in the CIG, it was a rare
occurrence when all members attended the meetings. Some members found their attendance
at the meetings was at times in conflict with their daily practice and other responsibilities as
employees of the organisation. Equally, staff members were at times absent because of
illness or due to having taken annual leave. However, on average the CIG membership in
attendance at the meetings was 6 to 8. The meetings were chaired by General Manager,
Sharon who also chaired the original OREC meetings prior to the committee becoming the
CIG. Chairing the meetings was thus a continuance of Sharon’s original role. As part of the
actual PhD research the meetings were recorded with a digital recorder and the data were
subsequently summarised and thematically analysed (see Data collection and analysis p. 47)
to find categories and recurring themes that would identify what the CIG members
considered to be the actions necessary to develop research and evaluation capacity. In
addition to the recordings providing data for my research, the summaries also doubled as the
minutes of the meetings. In spite of the value of the summarised recordings, not all of the
meetings were recorded.

Sharon and I noted that the CIG members’ participation in the meetings was quite subdued at
times and we became curious as to the reason why this occurred. We postulated that one
possible reason was that the CIG members were conscious that the meetings were being
recorded and for this reason were reticent to participate. To explore whether recording the
meetings influenced the members’ participation we decided not to record the meetings for a
short interval. We found that not recording the meetings had little influence on the CIG
members’ participation and therefore reinstituted recording the meetings.

The CIG was subject to regular 12 monthly reviews that reflected on what had been achieved
and what the future focus of the CIG would be in relation to building research and evaluation
capacity at WRHC. The review of the CIG consisted of the development of a brief
questionnaire that was completed by each CIG member individually (see appendix C). The
data collected through the questionnaires were thematically analysed with the identified
categories and themes presented to the CIG (see appendix D). The identified categories and
themes became the focus of the next phase of the cooperative inquiry cyclic process by
informing and guiding a revised action plan for building research and evaluation capacity at
45

WRHC.

Implementation Science
Cooperative inquiry provided me with an appropriate research design and allowed me to
work with staff members as co-researchers while ethnography informed me about the
functioning of the organisational culture. Neither method though was able to inform me
about how the project could be implemented and monitored in relation to the degree of
success and achievement or the lack of success and progress. Hence I required an
implementation framework by which I could monitor and instigate research and evaluation
capacity in the organisation.

Implementation science involves the exploration of the methods and the factors that influence
the acceptance of practices, that are evidence based, by organisations and its people (Titler,
Everett, & Adams, 2007). Implementation science includes testing the effectiveness of an
organisation’s acceptance of a new practice or change and promoting and sustaining the new
or changed practice (Titler, et al., 2007).

The literature has identified a number of frameworks by which implementation of change and
innovation can be accomplished. I found three frameworks to have relevance to my research
project: Ely’s Eight Conditions for Change model (Ely, 1990; Ensminger & Surry, 2008);
Roger’s Diffusion of Innovation model (Rogers, Medina, Rivera, & Wiley, 2005); and
Fixsen’s Core Implementation Components model (Fixsen, Blase, Naoom, & Wallace, 2009).
The three models were mostly developed to implement change and innovation in areas
outside the health sector such as education and information technology but all three represent
a framework that can be adapted and utilised in organisations within the health sector.

The three frameworks have similarities yet do not agree on all aspects of implementing
change and innovation. However, I found Ely’s Eight Conditions for Change model had the
components I needed to develop a framework that could inform me in regards to
implementing and monitoring the capacity building process. Similarities and differences
between the three models and my final use of Ely’s model are discussed in chapter 5.
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Data collection and analysis
Data collected are noted in the following Table.
Table 2 Data Source
Data Collected

Number
of Items

How Collected

Regularly
throughout
the project Written notes in NVivo v8 and journal
Informal conversations with staff.
entries
over 3
years and
3 months.
Notes written during and after team
Formal attendances at team meetings
9
meetings
Thoughts, ideas and
recommendations both my own,
75
Journal entries
Sharon, CIG members and staff
members
Semi-structured interviews with staff
members with 2 CEO’s, 2 General
9
Digitally recorded and summarised
Managers, 3 team leaders and 2 staff
members.
Digitally recorded and summaries
21
CIG meetings
transcribed as meeting minutes.
(7 meetings were not recorded)
Documents and artefacts
Internal mail and emails
Pre and Post tests involving both
statistical data and written comments.
The statistical data was collected
117
Training curriculum evaluation
utilising a 20 item, 7 point Likert
scaled survey.
Evaluation of CIG
8
Brief open-ended questionnaire
The collected data were analysed using thematic analysis in which the information contained
in the summarised recordings of meetings and interviews was read and reread to find the
categories and themes that would guide building research and evaluation capacity. A
thematic analysis entails a flexible method of interpreting data so as to report the recurring
patterns in what is written or what has been said (Braun & Clarke, 2006). The recurring
patterns represent individual categories and the themes related to the important issues that
correlate to the research question (Braun & Clarke, 2006). I analysed the data using a
structural coding method (Saldaña, 2009). Structural coding relates the research question to
segments of large data sets involving several and various participants utilising semi47

structured methods of data collection (Saldaña, 2009). Structural coding labels initially
categorised data by conducting an exploratory study to determine the frequency of the
occurrence of common themes (Saldaña, 2009). Structural coding is useful to code data
gained from interviews and open ended surveys (Saldaña, 2009). Structural coding
represents an initial coding method that allows for data segments representing categories to
be subject to further qualitative analysis if needed (Saldaña, 2009).

I conducted a thematic analysis on the initial data collected in my study and identified four
categories: (1) the resources needed; (2) knowledge and competencies; (3) organisational
policy; and (4) communication. The four categories were identified by grouping and
segregating the data into groups that are represented with similar meaning (Saldaña, 2009).
For example, interviews conducted with staff members in general and the CIG summaries
revealed that a number of recurring concerns revolved around a lack of knowledge, a lack of
skills, a lack of confidence and the need for training in research and evaluation methods. The
concerns were coded according to their similar meanings then organised and grouped
together to develop the category labelled ‘Knowledge and Competencies”.

Having identified the categories that could inform me about how to build research and
evaluation capacity at WRHC, I required a second method of coding by which I could
develop the themes that related to the categories. To identify the themes I utilised the
Attribute coding method to code the data according to its relevance and the meaning to the
categories. Attribute coding focuses more on identifying and labelling characteristics in data
such as dates, gender, ethnicity, religions and so forth (Saldaña, 2009). Attribute coding can
be quite descriptive and can show time related, organisational and hierarchical streams in the
data (Saldaña, 2009). Attribute coding is suitable for studies that involve multiple
participants, multiple research sites (WRHC programs existed across multiple sites and
assorted service delivery teams) and diverse sources of data collection as occurred within my
research study (Saldaña, 2009).

However, I also utilised Attribute coding to reference and label the data that related to the
individual identified categories and thereby organised the data so as to investigate and inform
the action necessary to build research and evaluation capacity. To highlight the category
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‘Knowledge and Competency’ as an example, one manager I interviewed stated “the issue
that prevents the team from conducting evaluation and research is mainly the lack of skills
….and…. staff could be up skilled by attending training”. The interviewee’s statements
were coded to inform the project what the staff member considered to be the barrier for staff
to engage in research and evaluation and what could be a solution. The data were coded as
having characteristics or attributes associated with gaining skills and increasing the staff
members’ ability in research and evaluation and consequently was attributed to the
‘Knowledge and Competency’ category as the theme ‘Research and Evaluation Training’.

The result of the analysis was discussed with the CIG members at monthly meetings which in
turn were also thematically analysed. As part of an action research cycle of planning, action,
observation and reflection the strategies by which we implemented research and evaluation
capacity at WRHC resulted from the discussions held within the CIG and through the
reflection on the data supplied by WRHC staff members. All documentation and digital
recordings were entered into NVivo v.8 for analysis and reflection.

Prior to collecting these data as mentioned above, staff members were consulted at all levels
within the organisation through attendances by myself at team meetings. I introduced myself
as the Research and Evaluation Consultant and participant researcher, distributed information
about the project and described the project aims. In addition I described the participatory
action research process and the role that I personally and the CIG would play in enhancing
and monitoring research and evaluation capacity in WRHC. I also answered questions about
research and evaluation, and sought staff members’ views about research and evaluation
within their own service delivery teams and WRHC more generally.

The team meetings I attended ranged from the counselling and support services team, the
mental health services team, drug and alcohol team, dental team, corporate services team,
allied health team, and the outreach and homelessness team. The number of staff who
attended the team meetings varied depending on the size of the represented programs but
ranged between 16 and 35 staff members. In toto, 166 staff members attended these initial
information and consultation meetings. Some staff members did not attend the meetings due
to illness, annual leave, or prior commitments that precluded their attendance.
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Participants
As noted earlier, ethnographic action research considers all participants as co-researchers
who are actively involved in building research and evaluation capacity and are not passive
passengers in the process. However, to involve all staff members employed at WRHC as
active participants in the research was not a realistic venture. Although not all staff members
were involved directly in conducting research and evaluation projects, as research and
evaluation became more integrated into the organisation’s culture the teams representing the
majority of the services offered by WRHC became involved. The only service that refrained
from conducting research or evaluation project, throughout the life of the project, was the
medical doctors.

An overview of WRHC and services provided has been outlined earlier in this thesis, and
although many staff were involved in facets of this project, such as research and evaluation
training, implementation of actual program evaluations, attendance at the WRHC Internal
Conference and so on, the most direct input into the participatory action research came
through the participation of the CIG members and for this reason this section of my thesis
will describe the people involved in the CIG.

Recruitment for CIG membership initially involved asking Program Managers to present an
expression of interest to the staff members in the teams they managed for volunteers to join
the CIG. However as the involvement in research and evaluation projects increased within
the organisation, staff members began to volunteer their participation as a CIG member.

As I write this method section now, rather than writing totally in the past tense as one
normally would in a Dissertation, I have to acknowledge that the CIG remains an on-going
group continuing to foster research and evaluation within WRHC. There has been a stable
core membership of six members throughout the life of the research project constituting
around sixty percent of the fluctuating CIG membership. Besides the General Manager
chairing the meeting and myself as the Research and Evaluation Consultant, the core
membership has been represented by five program and discipline areas: drug and alcohol
programs; physiotherapy; assertive outreach; social work; and occupational therapy. Other
disciplines and program areas that have been represented over time include: health
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promotion; dental services; corporate services; and mental health programs. Unfortunately,
the representation of these programs at the CIG meetings tended to be less stable and varied.
A second consideration regarding the CIG membership entailed a representation of the
different hierarchical strata within WRHC. To this end the CIG membership incorporated a
general manager, program managers, team leaders and practitioners. The only program area
not represented on the CIG was medical services.
Rigor
Research rigor refers to the trustworthiness and reliability of a study’s validity (Davies &
Dodd, 2002). The rigor of my research entailed (1) Peer reviews; (2) Member checking; (3)
Prolonged engagement; (4) Thick and rich description; and (5) Triangulation. In what
follows I will outline how the above five research strategies contributed to the rigor in my
research.

Peer Review
Peer review entails remaining true and on track with the aims of the study (Milne & Oberle,
2005). By continually reviewing the research processes with others, such as colleagues and
supervisors, the study can remain on target.

I met regularly with my research supervisors Associate Professor Amaryll Perlesz and Dr.
Peter McKenzie. I would meet with either or both Amaryll and Peter fortnightly. The
supervision sessions involved guiding and highlighting the important issues governing the
research in regards to data collection and recording, analysis of the data and the interpretation
of the data, and in particular reviewing the action research cycles of planning, acting,
observing and reflecting (PAOR). This was followed by going back to the drawing board
with new plans and possible strategies to try out at WRHC. The research supervision also
provided for opportunities to discuss my own involvement in the research particularly when I
became too involved in the WRHC’s culture (see Chapter 4, Going Native, p. 91).

As an employed staff member of WRHC, I also participated in fortnightly supervision
sessions with my line manager. Both Sharon and I discussed how my work regarding
building research and evaluation capacity was progressing with an emphasis on the
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establishment of time lines, priorities and scheduling actions to implement change, and
reviewing the PAOR cycles within WRHC.

Besides the supervision I received from Amaryll, Peter and Sharon, an equally large section
of peer review occurred through the CIG. The CIG met monthly and reviewed the research
project’s progress. The items regarding the progress of the project were tabled at each
meeting with a group discussion concerning advancing the project’s progress and finding
solutions to problems as a continual PAOR cycle for the duration of the research.
Consequently the CIG played an important, integral and crucial role in maintaining research
rigor through the peer review process.

Member Checking
Member checking involved returning to the research participants to review and thereby
validate and give credibility to the data and findings (Milne & Oberle, 2005).

Member checking mainly occurred via the CIG meetings where the data, results and
outcomes were reviewed by the committee members for verification and altered if needed.
As representatives of the staff members employed by the organisation, the CIG members
would also validate the data with their colleagues in their team meetings. Member checking
also occurred by way of consultation with Sharon in which the previously established time
lines, priorities and scheduled actions were scrutinised according to their meaningfulness
(validity) and credibility to the research designs and aims. Equally, the impressions and the
interpretations I made of my experiences and observations regarding the culture of the
organisation were dissected with Sharon to ascertain their trustworthiness and dependability.
In addition member checking occurred regularly through the feedback given by Program
Managers post research and evaluation training and by people who requested assistance with
their projects through mentoring sessions. The feedback was aimed at validating the
effectiveness of the training and mentoring sessions and to ensure the needs of the staff
members were met (see Chapter 7).
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Prolonged Engagement
Prolonged engagement requires a researcher to spend sufficient time in the research and with
research participants to understand the context and the culture of the organisation in addition
to building sufficient trust to elicit interpretations and meaning (Bitsch, 2005). Prolonged
engagement was assured by my continuous employment at WRHC now just over three years
at the time of submitting this thesis.

My employment contract at WRHC consisted of a paid full time position (38 hours per week)
for four years. As an integrated member of the staff, I was able to observe the various
aspects of the organisation at first hand over a long period of time. I was able to not only
observe how the organisation functioned but also experience what it was like to be inside the
organisation. As a staff member I was able to gain an experiential understanding of the
culture that governed WRHC (see Chapter 4, WRHC’s Culture p. 65) and equally, the
significance of the values expressed by the organisation.

Thick and Rich Description
My thesis employs a thick description as a foundation to developing concepts and theory. A
thick and rich description entails an interpretive and detailed description of the participants
meanings placed on their actions, experiences and points of view (Bitsch, 2005; Fossey, et
al., 2002; Geertz, 1973). Thick and rich description is particularly relevant in ethnography
(Fossey, et al., 2002).

As I spent an extended amount of time within the project as discussed in ‘Prolonged
engagement’, I was able to provide a detailed description of the processes and people
involved in my research project. Similarly, as a full time staff member of WRHC, I have
been able to not only observe but also experience the meanings people place on working in
the organisation. The combination of being a staff member and remaining involved for a
long length of time, allowed me to provide a thick and rich description of the meaning
participants placed on their experiences and thereby provide research rigor.
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Triangulation
Triangulation involves collecting data from more than one source and in a number of
different ways regarding the same issue in order to enhance data quality and consistency
(Fossey, et al., 2002; Robson, Shannon, Goldenhar, & Hale, 2001). A study can be
strengthened by triangulating the research methods (Bitsch, 2005; Patton, 2002).
Broadly, this study relied on methodological triangulation of data gathered from various
sources as outlined above in Table 2. However, there were also more specific examples of
triangulation of the data collection throughout the project. For example, the research and
evaluation training curriculum pilot was evaluated and further developed as a result of three
different collection methods. The data were collected utilising a statistically based pre and
post-test, qualitative questions were associated with the post-test and field notes of
observations were recorded in my research journal. The data collected by the three methods
informed the changes that were necessary to increase the effectiveness of the training
curriculum. This was a good example of a PAOR cycle in which the actual research training
(action) was changed following questionnaire feedback & field observations (observation &
reflection), leading to more planning on how to train and mentor staff in research and
evaluation.

This chapter has described the methods of inquiry I used to build and enhance the research
and evaluation capacity at WRHC. The chapter equally described the theoretical framework
that informed the utilisation of the methods of inquiry. In what follows I would like to
present our journey of how research and evaluation capacity was built and enhanced at
WRHC. I will firstly present how research and evaluation had been, and were, in the context
of the current project, acknowledged as an integral part of the organisation’s culture.
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Chapter 4 - Re-discovering the Learning and Research Culture at WRHC
To introduce change or an innovation such as research and evaluation capacity into an
organisation, the existing culture must be ready to accept and support the change or
innovation. Not addressing or understanding the readiness of the organisation’s culture for
change can lead to a failure to implement such change or innovation (Heward, et al., 2007).
Understanding an organisation’s culture not only involves knowing how an organisation
functions, its structure and what its core business is (Heward, et al., 2007) but also includes
an appreciation of it values, beliefs and practices that both sustain, and at the same time are
continually renegotiated with change (Bloor & Dawson, 1994). When the values, function,
structure and business of an organisation is known, a milieu can be developed whereby
research and evaluation related ideas and activities can be valued and inform practice (ScottFindlay & Golden-Biddle, 2005).

A prior step for this research was developing an understanding of the organisation’s historical
roots and culture. This allowed me to understand the organisational features that would
allow me to determine how and where research and evaluation could be included. Equally, it
would also allow me to determine the organisation’s readiness to accept change. The insights
from this aspect of the research process became central to promoting a sustainable capacity
for research and evaluation at WRHC.

In what follows I will explore what constitutes organisational culture and what the challenges
were to implementing change in the culture at WRHC. To attempt to articulate the complex
cultural forces at work here, I utilised both an historical and a reflexive ethnographic lens.
Through such lenses I will present the historical-cultural foundations and features of WRHC.
Through the lens of my fieldwork experience and positioning as the Research and Evaluation
Consultant, I reflect on a number of roles and stances such as (a) ‘doing’ and being’, (b) an
‘Insider’ and ‘Outsider’ and (c) researcher, advisor, and manager. Finally I will present the
key cultural constructs of WRHC from the perspective and context of staff describing the
ways research and evaluation has resonated with and been incorporated by the staff members
as a characteristic of the organisation’s contemporary culture.
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What is Organisational Culture?
The literature identifies an organisational culture as an abstract concept where the shared
beliefs, behaviours, attitudes and values of a particular group of people are central to the
functioning of an organisation (Schraeder, Tears, & Jordan, 2005; Taormina, 2008). A
number of authors agree that there is a lack of consensus about an acceptable definition of
what constitutes an organisational culture. Similarly, the literature acknowledges that few
empirical studies have been conducted that have produced more than limited support for an
appropriate definition of what constitutes organisational culture (Bloor & Dawson, 1994;
Davies, 2002; Taormina, 2008).

Davies (2002) suggests that the literature describes an organisational culture from two
different viewpoints. The first viewpoint describes organisational culture as an attribute of
an organisation. Davies (2002) points out that when viewed as an attribute, the shared beliefs
and values of the people involved with an organisation may be responsible for the success
and performance of the organisation and that the shared beliefs and values can be isolated,
described and measured. Conversely, Davies (2002) also suggests that from another
perspective an organisational culture can be viewed as a rich description of organisational
life. Davies (2002) argues that when an organisational culture is viewed in this way the
culture is not seen as an attribute but is seen as a developing property of the organisation that
has limited controllability and predictability. I understand this to mean that because an
organisations culture is ever evolving, it is therefore difficult to regulate and manage.
However, according to this view, it can equally remain influential, describable and assessable
in relation to the organisation’s goals.

American authors in areas of business studies, management and technology administration
state that an organisational culture is a powerful force that is often invisible and elusive
which people usually ‘see through’ rather than ‘see’ (Schraeder, et al., 2005; Wines &
Hamilton, 2009). Other international authors from professions such as nursing and
commerce describe organisational culture as having its basis in the historical and social
constructions of the organisation as well as the common experiences of the people who share
similar values and meanings in their work (Bloor & Dawson, 1994; Cameron & Wren, 1999).
The framework which emphasises the contribution of history and social constructions to
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culture is useful for understanding WRHC. Its trade union history included the driving forces
for its establishment. These forces seem to continue to exert a powerful influence in its
current everyday policies and practices. The following section presents data about these
matters.

History of WRHC
The WRHC is situated in Footscray in the western suburbs of Melbourne. The western
suburbs, from their beginnings in the late eighteen hundreds were seen by the Melbourne
community as a working class area due to a large number of industries in the area. These
industries attracted a number of unskilled workers, and their families, who were seeking
employment in the local factories and assembly plants. The slaughtering and meat processing
industry employed a considerable proportion of people in the western suburbs. This industry
was later to become the major influence and driving force in the formation of the WRHC 1.

The WRHC, although not known by that name at that time, originated in response to the poor
health and injury recovery outcomes experienced by the slaughtering and meat processing
industry in the first half of the twentieth century. The representing union, the Australian
Meat Industry Employees Union (AMIEU), understood that the working conditions of people
employed in the industry were harsh and would frequently lead to injuries and disease.
Employees were often exposed to diseases such as tetanus and animal borne diseases such as
brucellosis which is a bacterial disease affecting multiple systems in the body and which
could be fatal (Sauret & Vilissova, 2002).

Treatment for animal-borne diseases and for work related injuries was difficult for the
workers to access due to a lack of medical facilities and doctors practicing in the western
suburbs. When I interviewed the former CEO in May 2011, she said:

_______________________
1

Unless otherwise noted, the summary of this history of WRHC has been taken from Bartak,

F., & Deery, P. (2004). A Unique Endeavour: A history of the Western Region Health Centre,
1964-2004: Western Region Health Centre.
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“The union built the original health centre because there was a
recognition by the trade unionists that the meat workers were not
getting access to health care, as there just was no service in the West
that was responsive to the needs of the meat workers. There were a
very small numbers of GPs in the West. You basically had to go to
Footscray Hospital or Williamstown Hospital.”
(Research interview with Clare, former WRHC CEO – 23/05/2011)
(This and all quotes from Clare (C), former CEO of WRHC, in this chapter came from a
research interview with her on the 23/5/11.)

The decrease in earning power caused by injury and disease frequently led to employees and
their families experiencing increased hardship and poverty if they did not return to work
quickly and often prior to having recovered their health

George Seelaf (Secretary of the AMIEU), in collaboration with local figures such as Moss
Cass (a local doctor and later a federal politician), advocated for the development of a
medical and hospital centre for industry employees that could operate separately from local
and traditional medical practices. To start the project, two properties were purchased in
Paisley Street, Footscray, in July 1959, and within a short time this purchase was followed by
the acquisition of two further properties located in close proximity. The construction of the
centre began in August 1963 and was completed in August, 1964. The Centre was opened as
the “Trade Union Medical and Research Centre Limited” in the same year. The term
research was included in the title as an aim of the Centre was to conduct research into the
problems and treatment of accidents and diseases that occurred in the industrial sector.

In addition to treating union members and conducting research, the medical centre also (1)
developed written material regarding health issues and (2) conducted public education
lectures into promoting safe work and health practices that could prevent accidents, injuries
and the contraction of diseases transmitted by animals.

Early in its development, staff at the Centre encountered some difficulties in their practice.
For example, the Australian Medical Association protested that the centre was restricting the
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business of the private medical practices in the area. Although the centre overcame the
difficulty, it began to experience financial difficulties as the people treated at the centre were
often itinerant and moved on before paying their fees while other people felt that the service
should be free as they were already paying union fees and therefore refused to pay. These
non-payments led the medical centre to accruing ever-increasing debts.

Towards the end of the 1960’s and into the early 1970’s, the Local, State and Federal
Government views of health and community health service provision began to change. The
Federal Australian Labor Party, while in opposition, began developing the implementation of
policies that would establish and fund preventative health practices, should they be elected to
power. These policies focused on health services that could be delivered through community
health centres.

In October 1972, the Federal Australian Labor Party was elected to power and subsequently
considered the western suburbs of Melbourne as an area in need of community health
initiatives. Through a number of different political and academic avenues, the centre, now
known as the “Trade Union Clinic and Research Centre” was strongly encouraged to seek
funding from the Federal Labor Government to develop into a community health centre that
could be viewed as the model of a community health service for others to follow.

The direction taken by the medical centre towards a community health focus raised some
concerns over its name which accentuated the involvement of the trade union. Those engaged
in developing the new direction felt that the name should place less emphasis on its history
with the AMIEU. In response to these concerns the centre was renamed “The Western
Region Community Health Centre: A Department of the Trade Union Clinic and Research
Centre”.

In response to the medical centre’s financial difficulties mentioned earlier, the organisation’s
Board of Management had considered selling the medical centre as a possible solution to its
financial problems. The change of name and the new direction of fulfiling more of a
‘welfare’ role reignited the consideration of selling the medical centre. After much
negotiation the Federal Government and the medical centre’s Board of Management reached
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an agreement for the Australian Government to purchase the medical centre and all its assets.
The centre would then act as the Australian Government’s agent and manage the facility for
the western region community. The AMIEU agreed to the purchase and the medical centre
was subsequently sold to the Australian Government in 1976.

After the sale, the medical centre was renamed the “Western Region Health Centre Ltd”
which effectively meant that the “Trade Union Clinic and Research Centre Ltd” ceased to
exist. A short time later and after the WRHC completed the required organisational changes
such as the Articles of Association, an autonomous Community Health Centre was formed.

As can be seen from the discussion, the AMIEU played a huge role in the creation and
development of the WRHC. Its concern for the health and welfare of its members was a
driving force. It contributed to the organisation’s culture of “looking after the worker” – a
culture which continues to permeate WRHC’s culture today.

An example of the ‘looking after the worker’ culture occurred when I had only been
employed at WRHC for a few months and was personally involved in the ‘Black Saturday’
bushfires which devastated a number of communities in Victoria. My experience of
WRHC’s caring culture was highlighted at that time when staff members at WRHC contacted
the (then) CEO Clare and General Manager Sharon outside regular office hours to inquire
after my welfare and to offer support. The following is my reaction to the concern shown to
me which I wrote in my research journal:

“I'm a bit overwhelmed by the attention I have been given re post the
fires. I have only been here a few months and everyone was worried
and concerned. Lots of hugs all round. ‘K’ contacted Clare and
Sharon on Sunday at home as to whether they had heard from me.
I'm stunned.
(Research Journal entry 16/02/2009)

My experience of the caring culture of WRHC was not isolated. A colleague expressed a
similar experience to me during an informal conversation:
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“I discussed my experience of the caring culture of the organisation
with “Bev” a staff member at WRHC who agreed with me and that
she had had a similar experience. “Bev” said that she became quite
ill one day and had to be admitted to hospital. She said that within
24 hours the organisation had sent her a bouquet of flowers and good
will messages.”
(Research Journal entry 14/07/2010)

The experiences of “Bev” and myself indicated that the culture of “looking after the welfare
of the worker” continues in the organisation as previously initiated by the Australian Meat
Industry Employees Union at the inception of organisation. The examples given above are
not isolated but reflect my own experience. I have neither observed nor gathered data that
contradict this aspect of WRHC’s culture.

Types of Cultures
I will present two organisational culture frameworks to help identify and situate the cultural
features I found at work in WRHC. Firstly, Handy (1985), who Kane –Urrabazo (2006)
described as an educator, economist and business man, and secondly Cameron and Quinn
(2006), who are both teachers and researchers in management and organisational change.
Both Handy’s and Cameron and Quinn’s organisational culture frameworks illuminate the
types of organisational cultures found within health organisations such as WRHC.
Handy (1985) listed four organisational culture types:


Power culture – The organisation is governed by a central power source such as the
president or owner of a company. The decisions are made from a central power
source by a key individual who holds the power and control within the organisation.
The important characteristics of this culture involves trust and personal
communication making it important that staff members have a similar understanding
of the nature of the job as the leader. Bureaucracy is minimal with staff members
functioning with few policies, few procedures and few rules.
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 Role culture – This framework is more recognisable as a bureaucratic culture that has
as its strengths departments with specific functions. The organisation is controlled
through its policies and procedures with staff member operations based in their job
descriptions and planned by a small group of managers.

 Task culture – The task culture assembles the right people to accomplish a task or
function with a specific purpose. The people who were hired to fulfil a task or
function often do so through the development of a committee such as a Co-operative
Inquiry Group.

 Person culture – This cultural framework is rather uncommon. Health and welfare
organisations are most likely to have a person culture but this culture frequently
occurs within a larger framework such as a role culture. As stated earlier, a role
culture consists of departments that have specific functions and within these
departments’ subcultures such as a person culture often exists to assist and serve the
people within the department to help them grow and acquire skills. An example of a
person culture within a role culture is a mentoring program that focuses on the
promotion of staff members’ knowledge, interest and growth
(Handy, 1985; Kane-Urrabazo, 2006).
Cameron and Quinn (2006) also listed four types of organisational cultures which they
named:


Hierarchy culture – In the hierarchy culture mechanisms that control and provide
accountability are considered the key to the success of the organisation. In addition,
there are standardised and formal rules and procedures with clear pathways to the
decision making authority. The work place is structured and formalised with the long
term objective for organisational stability, efficiency and predictability.



Market culture – The term Market culture does not pertain to consumers in a market
place or to the function of marketing a product but rather to an organisation that is
externally oriented rather than focused on internal relationships. The organisation
with a Market culture functions as a market in itself focusing on transactions external
to itself with a view to productivity and profitability. A Market culture assumes that
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consumers are choosy and the external world is hostile and competitive. Market
cultures are results oriented.


Clan culture – The Clan culture is quite similar to the ‘family-type’ organisation as
goals and values of the organisation are shared, are participatory, are cohesive, and
foster a sense of togetherness.

The characteristics of a Clan culture include

teamwork, employee involvement in improving the work place and a corporate
commitment to employees. Rewards are not allocated to individuals but rather to
team accomplishments. The Clan culture’s assumptions are that the environment is
best managed through teamwork and staff development, customers are partners, a
humane work environment is its business and management aims to empower staff
members and encourage participation, loyalty and commitment. Those in leadership
roles in a Clan culture are often seen as mentors and parent figures.


Adhocracy culture - The Adhocracy culture assumption is that success is achieved
through creating initiatives and through innovation. Organisations with an Adhocracy
culture prepare for the future through developing new products and services. The task
of management is to create an environment that encourages entrepreneurship and is
creative. The Adhocracy culture fosters flexibility, creativity and adaptability. Power
and authority are frequently passed on from team to team and from individual to
individual depending on the difficulty or problem being faced at a given time. The
emphasis is on risk taking, individuality and preparing for the future. Teams are
temporary and disintegrate at the completion of the project.

Leadership in an

Adhocracy culture is risk oriented, visionary and innovative. This form of culture can
often exist within a larger and different culture.
Although both Handy (1985) and Cameron and Quinn (2006) contributed to the identification
of the types of cultures that can exist within an organisation, they did not include a culture
that could adapt to change or an innovation as determined by a Learning culture.

The

Learning culture has been recognised by academics since the beginning of the twentieth
century but had only recently attracted interest due to the changing, complex and vibrant
economic environments organisations have had to quickly adapt to (Jamali, Sidani, &
Zouein, 2009). The complex changes that have recently occurred originated in greater
globalisation, increased global standards and agreements, more and more competition,
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improved knowledge and technologies and ever changing lifestyles. These rapidly changing
conditions required organisations to change and adapt quickly to market forces or run the risk
of becoming obsolete (Jamali, Sidani, & Zouein, 2009). By incorporating a Learning culture
into their organisations, managers were able to adapt and accommodate the changing
conditions.
A Learning culture is characterised by a number of elements. The first element is continuous
learning that involves an organisation providing on-going opportunities for staff members to
learn new skills. The second element consists of inquiry and dialogue in which an
organisation provides an atmosphere of questioning, feedback and experimentation. The
third element is team learning in which teams are effectively used in a collaborative fashion.
The fourth element involves empowerment in which an organisation develops and shares a
collective vision and encourages feedback to identify the gaps between what the status quo
was and the new vision. The fifth element consists of an organisation embedding systems
that capture and share learning. The sixth element of system connection involves an
organisation connecting to its external and internal environment through thinking and acting
globally. The seventh and last element involves strategic leadership in which leaders develop
change that will lead the organisation in new directions through the use of learning (Dick &
Dalmau, 2000; Pimapunsri, 2008; Yang, Watkins & Marsick, 2004). As noted by Yang et al.,
(2004), an organisation with a Learning culture has the ability to integrate people and
structures that proceed towards continuous learning and change.
The organisational cultures identified above tend to be quite rigid in that they describe
cultures within organisations as having somewhat static, predictable, specifiable and
identifiable characteristics. However, an organisation may have an overarching culture that
changes over time when conditions governing its existence alter through changing socioeconomic circumstances, changing government policies and as a result of changes within its
own management and leadership structure.

WRHC’s Culture
As mentioned in the history of WRHC, the organisation was formed in response to identified
gaps in the availability of appropriate medical services to disadvantaged AMIEU workers.
This response not only led to the development of a culture that incorporated ‘looking after the
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worker’ as a value but also valued research and evaluation to provide evidence for practice.
My interview with Clare in May 2011 illustrates the view that WRHC’s history is a crucial
influence on its current-day culture.
“The health centre was built on a research and evidence base so we
had that history. It was even part of our title … Research besides
providing quality services, it is also evidence and documentation of
what we do and how we do it so if anyone at any given time came in
and picked up any material or wanted to research around what does
it mean to do health promotion through Western Region Health
Centre it is captured and shows how we do things.”
WRHC has a culture that can most be likened to what Cameron and Quinn (2006) terms a
“Clan” culture in that it values teamwork, staff development, involves its customers as
collaborators, encourages a humane work environment and encourages staff members to
participate. The culture within the organisation is often referred to as being like a family.
The notion of the WRHC culture being like a family emerged during a conversation I had
with Sharon in March 2011. I recorded in my journal that:

“I had a chat with Sharon (General Manager) today regarding what I
thought the culture was at WRHC. Sharon said that she thought the
culture was maternal in nature. We used Sharon's term maternal to
continue the metaphor of the organisation’s culture being like a
family with similar values.”
(Research Journal entry – 28/03/2011)
In addition, the previous CEO, Clare, kept track off and sent personally written birthday
cards to more than 300 staff members who were celebrating a birthday. Although this is no
longer the practice since Clare left WRHC, birthdays continue to be celebrated by staff
through morning teas specifically organised for that purpose. These examples indicate that
WRHC’s culture is most consistent with a family or ‘Clan’ culture.
Although WRHC tended towards a dominant organisational culture such as the ‘Clan’
culture, the other organisational cultures as outlined by Cameron and Quinn (2006), and
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Handy (1985) are frequently represented as team or program sub-cultures. Handy’s Role
culture exists in different teams and departments that exist to perform specific functions and
have their own specific and unique job descriptions within the organisation (see the
organisational chart in appendix E).
Similarly, Handy’s Task culture is represented in WRHC through a number of discrete
reference and working groups made up of interested staff members from various teams that
exist for a specific purpose and over a limited time. Examples of Task sub-cultures include
the Organisational Research and Evaluation Committee (OREC) which was formed 18
months prior the beginning of the project with a specific purpose of developing and building
research and evaluation capacity at WRHC. The OREC, whose members formed the
Cooperative Inquiry Group (CIG) for this study, undertook a mandate to implement
innovative changes to the organisation’s policies, procedures and systems to create and
develop a culture inclusive of research and evaluation. During the interview with Clare in
May 2011, I asked her why she implemented the OREC to which she replied:

“I created the research and evaluation committee as part of our
quality assurance. I believe research and evaluation is a core for
always knowing what you're doing has impact and also if it doesn't,
being accountable to change it. It's an accountability for me around
keeping us aware of what the latest evidence is and supporting our
people. It is also about what is happening outside and bringing it in.

If we rely only on whatever people say we totally miss what the
external evidence says and how we are participating in creating that
evidence.”
Another example of a Task culture at WRHC involved a working group that was recently
formed to revise an innovative organisational policy aimed at allocating funding grants for
direct client services. The organisational policy, called the Internal Grants Program, consisted
of an internally generated resource aimed at subsidising innovative projects that were not
funded by other means. The working group existed for a limited time of two meetings to
review the policy and was then disbanded. A new working group was formed to enact the
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revised policy of appraising grant applications submitted by WRHC staff members and met
only once. The CIG and the Internal Grants Working group can also be understood to be what
Cameron and Quinn (2006) termed an “Adhocracy culture” as both were innovative
initiatives that prepared and positioned the organisation for the future with the authority and
power delegated to the group or team to make decisions.
Other sub-cultures that I identified within the organisation are Handy’s Person culture. The
Person culture is characterised by the research and evaluation mentoring program which is a
resource for WRHC staff members to further their skills and knowledge in conducting their
own research and evaluation projects (see Chapter 7, Mentoring Program, pp 160). Similarly,
WRHC’s management team conduct monthly Leadership Training programs to assist and
mentor program managers and team leaders. The purpose of these programs was for the
leadership to gain greater knowledge and skills in evaluating programs, risk management,
recruitment of staff, occupational health and safety and strategic planning to name a few.
The above organisational cultures as outlined by Handy (1985) and Cameron and Quinn
(2006) tend to be present in the organisation as sub-cultures while existing within an overall
“Clan culture”. When I asked Clare her ideas of what WRHC’s culture consisted of, she
replied:
“Culture is a complex business because you can argue that there was
a PDRS culture (psychiatric disability rehabilitation and support
services), community health culture, a medical culture, dental culture
and the drug services culture. None of them are right or wrong. There
is something about identifying yourself in multiple cultures. So you
can do for yourself (sic) at Western Region Health Centre and you
can identify yourself in the sector. The balance is called for.”
Importantly, WRHC incorporates a Learning culture that does not represent itself as a
subculture, but like the Clan culture, also overarches the services, teams and programs
offered at WRHC. As mentioned earlier, the incorporation of a Learning culture within the
overall organisational culture is an important element within the competitive milieu in which
organisations such as WRHC exists today. When I interviewed the current CEO, Lyn, I
asked her why WRHC should have a Learning culture. She stated:
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“My answer would be that if we don't do it that is tantamount to
standing still and it's all over. It is sustainability strategy. The whole
proposition of having a labour market that is job ready parallels with
that here. Are we to the challenge? I think you've got to be visionary,
got to set a strategic plan that says we aim to do and be etc .… but
you equally have to follow that up with (building) capacity and a lot
of capacity (building) is about learning.”
(Research interview with Lyn (L), current WRHC CEO – 27/06/2011)
A Learning culture has existed at WRHC as an overarching adjunct to the Clan culture that
was developed within the organisation from its inception. The presence of a Learning
Culture and the fact that this was embedded in the establishment and history of WRHC
became a key element in the building of research and evaluation capacity. My appointment
as research and evaluation consultant reinforced the existence of a Learning culture:

“Clare (Former CEO) stating that there is this guy who is going to be
coming. There was a sense of this PhD person is going to be here,
living here and working here for the next 3 years…. This is a good
opportunity to be curious and learn something. This is not about
"getting beaten over the head" (having research and evaluation
imposed on the staff members). This is about learning.”
(Formal interview with frontline worker – 16/09/2010)
In their book outlining the history of WRHC, Felicity Bartak and Phillip Deery (2004)
provides a number of examples of the organisations learning culture. They state that through
research the staff at the clinic formulated new methods of treating and preventing industrial
injuries and illnesses that were put into practice. Pamphlets and community lectures
promoting safe work practices were developed and delivered. The statement made by the
frontline worker (by frontline worker I mean a staff member engaged in direct client contact
with no management responsibilities) and Bartak and Deery’s book show that a culture of
learning and reflecting on practice existed in the organisation prior to my employment.
The incorporation of a Learning culture at the inception of WRHC and its continuance within
the organisation has contributed greatly to the success and acceptance of my project by the
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leaders and staff members of the organisation. As the frontline worker’s statement outlined
above indicates, there was an eagerness and encouragement by the leadership of the
organisation (Clare and the management group) for staff members to learn about conducting
research and evaluation. In what follows I will outline how WRHC encompasses the seven
elements of a Learning culture.
The first element of a Learning culture, continuous learning, was evidenced by the multitude
of opportunities for staff members to participate in training and education programs. The
aims of these programs were to develop skills and knowledge that enhance workers practice.
Integral too to this discussion of the Learning culture is the idea that the staff are not only
encouraged to learn new skills and knowledge, but core to this learning is the idea of
encouraging reflections on their practices and changing their practices as a result of this new
learning. For instance, like most organisations, WRHC aims to increase the staff members’
knowledge and skills in their practice and programs and offers continued training and
educational programs to staff that is outlined in the organisation’s annual training calendar
(see appendix F). Increasing staff members’ research and evaluation knowledge and skills is
in itself an example of an element of a Learning culture. The current project described in this
thesis has elements of both “action learning” and “action research” embedded within its
Learning culture. As Bob Dick (1997) describes,
“Action learning can be defined as a process in which a group
of people come together more or less regularly to help each
other to learn from their experience….(whereas)…. Action
research is a process by which change and understanding can be
pursued at the one time. It is usually described as cyclic, with
action and critical reflection taking place in turn …. The
reflection is used to review the previous action and plan the
next one. It is commonly done by a group of people, though
sometimes individuals use it to improve their practice…. It is
not unusual for there to be someone from outside the team who
acts as a facilitator.”
The OREC was congruent with the WRHC’s Learning culture with thirty-one members
participated in both action learning and action research processes within the Learning culture
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as they tried new ways of learning about and implementing research and evaluation within
WRHC. My role as a consultant, facilitator, trainer and mentor separated those processes.
Moreover, other staff members also participated in these action learning and action research
processes as they became more familiar with research and evaluation as it related to their
own programs.
An example of the second element of a Learning culture, inquiry and dialogue, was when
staff members were asked to provide feedback on what they considered to be important
elements and issues in their work and the issues facing WRHC. The feedback was frequently
asked for through questioning at meetings and through staff surveys (see appendix G). An
example of the third element of a Learning culture, collaborative use of teams, occurred
when a number of mental health and outreach program were located within one building
occupied by the Drug and Alcohol programs and were encouraged to learn from each other
by sharing staff for periods of time to gain an understanding of the issues faced by the
various teams and programs operating in the building.
The fourth element of the Learning culture, developing and sharing of a collective vision,
involved WRHC’s recent review of the organisation’s collective vision which was not only
driven by the Board of Management and senior management but also the staff members who
were invited to participate and provide feedback through meetings and discussion groups.
Examples of the fifth element of a Learning culture, capturing and sharing learning, involved
the presentations and sharing of staff members’ work and innovations at meetings such as
Management meetings, Team meetings, Board meetings and at Annual General meetings.
The sharing of learning and innovations greatly expanded on October 14th 2010 when the
organisation held its inaugural Internal Conference in which staff members presented the
results of their research and evaluation projects. The conference has become an annual event
during which new knowledge regarding practice and innovation can be captured and shared
(see chapter 8, p. 179).
The sixth and seventh elements of a Learning culture at WRHC, connection to external and
internal environments and strategic leadership, remained the domain of the management
group more so than the general staff members. The management group provided strategic
leadership through connecting with external stakeholders and reference group memberships
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that could inform the organisation of the changes that are required to be implemented. The
leadership provided by the management group was aimed at maintaining the validity and
viability of the organisation. My employment to build research and evaluation capacity at
WRHC was an example of the strategic leadership shown by the former CEO Clare. For
example, during my interview with her she stated:

“Continuous learning ..... if you're going to be responsive to local
community and create flexibility in how we do that then you have to
be changing all the time on the ground so new and emerging
treatment, rehab. Models, clinical trials and research translated into
practice.”
As the history of the organisation has shown, WRHC has embedded a Learning culture that
advocated and promoted advancement in knowledge that could benefit the people it services.
The existence of a Learning culture within the organisation that predates my tenure has
assisted me greatly in redeveloping a research culture at WRHC. Although over time staff
members and leaders of the organisation have changed, the need for knowledge has
remained. I asked Clare to comment on the Learning culture that existed when she was the
CEO of WRHC to which she answered:

“They (Staff members) are health professionals and if they are not
keeping up to date with the latest stuff and capturing it in what they're
doing, they are not doing anything for the community in the West.
That was our history.”

A similar view was given by the current CEO Lyn who stated:

“I think it is imperative to continue to reflect on whether what you're
doing is doing good or is doing ill, whether or not there are ways in
which this might be improved and holding up against the prevailing
culture more broadly in human services. For me it's important
(Learning culture) to ensure the ethical integrity of the work that
we're doing. At the end of the day I think it's an ethical obligation
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inherent on being in the helping game.”
As can be understood from the statements made by the past and present WRHC CEO’s and
the history of the organisation, a Learning culture continues.
However, not all teams are as actively involved in learning as others. For example, the
corporate area of WRHC that incorporates finance, pay office, accounts payable and accounts
receivable neither conducted nor attended formal education or training sessions within the
organisation. I wrote in my research journal after attending and presenting at a regular
monthly cluster meeting. (General Managers at WRHC are responsible for a number of
programs which the organisation calls a cluster of programs. A cluster meeting is a meeting
between the General Manager and the Program Managers existing with a specific cluster of
programs the General Manager is responsible for.)

“At today’s cluster meeting I presented organisational culture as a
discussion topic. Sharon noted that although most of WRHC
incorporates a Learning culture, areas such as corporate services are
not as involved in learning as other areas. She thought this may be
due to the high work load being experienced by corporate services
which leaves little time left to learn new things.”
(Research Journal entry – 16/06/2011)
The frameworks discussed above displayed organisational cultures to be somewhat static and
contained within boundaries consisting of signs and symptoms. That is, they show an
organisational culture to be either of one type or another. However, when observing and
reflecting on WRHC culture I found that the organisational culture was more fluid with a
number of frameworks existing in the organisation at the same time as noted by the
aforementioned subcultures.
For example, a number of programs (team A) were integrated within the one building after it
was refurbished. Team A joined another team (team B) that had been housed in the building
for some time. Team B had developed their own culture in which client care and protecting
clients from external threats was a more dominant factor. Conversely, team A’s culture,
although similar regarding client care, differed in that staff safety from external threats was a
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more dominant factor. Both programs adhered and connected to the overarching Clan/Family
culture by protecting a ‘partner’ but differed in that each party were opposed as to who the
‘partner’ was. Who the ‘partner’ was that required protection, subsequently lead to the
following conflict.
An incident occurred involving team A where the police were asked to attend, which was a
procedure informed and determined by team A’s culture of staff safety. Team B, overhearing
the incident, disagreed with Team A’s decision to request police attendance, as it conflicted
with their culture of protecting their clients from external threats and therefore considered
requesting police support as a last resort. After observing and reflecting on the incident I
made the following entry in my research journal:

“I found it very interesting to observe an incident at the X section of
the building during which the police were called. The staff and clients
at the Team B section of the building overheard and were quite
agitated regarding the police attendance. The incident highlighted
the different sub cultures that exist within the same building but in
different teams. Team A prioritised staff welfare while Team B
prioritised client welfare.”
(Research Journal entry, 10/02/2010)
The above disagreement was resolved through discussions and negotiations. However, the
incident revealed that although there may be an over-arching Learning and what Cameron
and Quinn (2006) termed as a Clan culture within WRHC, individual teams generate their
own sub-cultures that may conflict with each other and may not necessarily reflect the
organisation’s overarching culture. Such differences are tolerated, accepted, worked with and
accommodated. This is indicative of a Clan culture which presupposes that the work
environment is best managed via (1) staff development and growth; (2) the empowerment
and involvement of staff in improving the work place; (3) encouraging loyalty and; (4)
through staff member commitment (Cameron & Quinn, 2006).
The Clan culture has great relevance to building research and evaluation at WRHC. Firstly,
to build research and evaluation capacity required staff members to develop new skills
through training and mentoring. Secondly, the staff members of WRHC were required to be
73

involved in the processes and thereby improve their practice. Thirdly, staff members’ loyalty
and commitment is required to all work towards a common aim of redeveloping WRHC’s
research and evaluation capacity.
Back to Our Cultural Roots: Looking After the Worker
As shown in the history of WRHC the culture was determined by the need for better access
and availability of quality health care for workers working in the local area. Clare affirmed
the cultural history of WRHC when she stated the following during our 2011 interview:

“The original organisational culture was to be responsive to areas
of need and a way of getting access to services” (for industry
workers).
I had also participated in a meeting convened by the current CEO of WRHC, Lyn, to discuss
and gain feedback regarding the review of the organisation’s Strategic Plan. I was curious to
hear Lyn say that the organisation’s Strategic Plan included a focus on the health care needs
of workers employed in local industries as well as people who found it difficult to access
health care organisations. After reflecting on Lyn’s presentation regarding the strategic plan,
I made the following entry in my research journal:

“Attended the second strategic planning meeting. I found it
interesting that Lyn described that a focus of the organisation should
also be about workers’ safety and wellbeing in the industries in our
catchment area. I was quite impressed with the statements as this
was why the organisation was originally created. This indicates to
me that the culture has not changed and in fact continues as per the
organisation’s history.
(Research Journal entry – 11/05/2011)
In a later formal interview I conducted with Lyn, she reiterated the statement she had made at
the Strategic Planning meeting.
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“We're still doing what we have always been doing but we’re about
the lived lives and particularly the working lives of our people. We
have the prevalence of these particular (industrial) illnesses whether
they were injuries or particular diseases and the abject lack of
attention on the part of the powers that be. I would argue that that
absolutely describes where we are today.”
I was struck by how Clare and Lyn’s statements met the values and shared experiences that
originally established the WRHC’s culture as outlined in the organisation’s history by Bartak,
and Deery (2004).
I originally thought that Clare and her predecessors had emphasised and continued the
‘culture of looking after the worker’ in the organisation and Lyn was changing the culture to
be more what Cameron and Quinn (2006) termed to be a Hierarchical culture and a
combination of Handy’s (1985) Role and Power culture.
I realised that I had been mistaken and by inquiring into the historical formation of WRHC’s
culture, I now had a better understanding of how the organisation’s current values and shared
experiences have continued to be influenced and contributed to by its distinct history. I
believe that when I concentrated on the cultural types as outlined by Cameron and Quinn
(2006) and Handy (1985) in order to define WRHC’s culture, I interpreted the varied and at
times dissimilar leadership styles as stemming from different cultural orientations when in
fact the differing leadership styles were still drawing on the core cultural features that
established and continued to shape WRHC.
However, the clientele of WRHC has changed from providing services to poor, unskilled,
disenfranchised and disadvantaged workers who were unable to access health care facilities,
to including a multicultural, disadvantaged and disenfranchised community incorporating a
large population of migrants, refugees and indigenous people (Westbay Alliance, nd).
Nevertheless, the general organisational culture of ‘looking after the worker’ with its key
elements of Clan and Learning cultures has not dissipated and is continuing to provide
quality and timely initiatives and services to the community.
The following table is a schematic representation of WRHC’s key culture and sub-cultural
structures.
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Table 3 Key Organisational Cultural Constructs at WRHC.
“Looking after the worker.”
WRHC’s culture began with looking after the health care needs of
disadvantaged industry workers but today includes looking after the health
care needs of disadvantaged community groups.

Clan/Family Culture

Learning Culture

WRHC values team work,
encourages humane work
environment, values staff
development, involves customers
and encourages the participation of
staff members.

Is represented by staff members
having opportunities for training
and further education, provided
loops for questioning and feedback,
integrated services by which staff
can learn from each other, a shared
collective vision, systems that assist
shared learning, the organisation
thinks and acts globally and
leadership that is strategic and leads
the organisation in new directions
via learning’

Role

Task

Adhocracy

Staff members
and departments
have specific
functions and job
descriptions and
work is planned
by small groups
of managers.

Staff members
are hired to fulfil
a specific task
through the
development of a
committee.

Assumes success
is achieved
innovation. This
form of
organisational
culture is
innovative,
flexible, adaptive
and creative.

Person
Assists staff to grow and acquire skills. Usually exist within
larger cultures. Although uncommon, this culture is more likely
to exist in health and welfare organisations.
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As noted earlier, an organisational culture can be difficult to define and is largely invisible
without in-depth and contextual inquiry. An important component of this project’s attempt to
build research and evaluation capacity has been to articulate and understand the implicit and
explicit history, processes, rules, structures, functions, roles, and human behaviour
(objectives, values, assumptions, beliefs, actions etc.) that make WRHC what it is. In
addition, the culture in organisations such as WRHC originated via its own unique history
over lengthy periods of time, therefore change in a short span of time remains unlikely.
Encouraging research and evaluation within a Learning Culture
Building research and evaluation capacity within an organisation entailed more than
informing staff members of what was to happen. Building capacity entailed implementing a
variety of requirements within the organisation that encouraged staff members to conduct
their own research and evaluation projects. The requirements included the way research and
evaluation was communicated, the provision of necessary resources, ensuring staff members
received adequate education and training and that the organisation’s policies and systems
reflected staff members’ undertaking research and evaluation projects.
Through conducting my research project I have found that implementing the above
requirements did not build research and evaluation capacity in itself. Adaptions to the
organisation’s core Learning culture had to be made so that its capacity to conduct its own
research and evaluation projects could be incorporated into the staff members’ work practices
and thereby increase sustainability. However, incorporating and to some extent,
reinvigorating research and evaluation into the organisation’s contemporary culture was not a
simple matter.
A number of authors, representing business and economics, have noted the difficulty of
changing organisational culture, but have indicated several mechanisms by which change can
take place (Campbell, 2004; Dombrowski, Kim, Desouza, Braganza, Papagari, Baloh & Jha
2007). Wines and Hamilton (2009) report that some corporate organisations appear to
believe that to accomplish cultural change you have to change the people within the
organisation while other authors, such as Boan (2006) recommended five practices that help
develop organisational change.

77



Identify a champion who can encourage and work with staff members to make
cultural change.



Develop a plan by which to accomplish cultural change and engage stakeholders to
support the plan.



Don’t encompass the whole organisation from the outset but start small. Begin with
one team who can then be a role model for other teams to incorporate cultural change.



Allow for knowledge development and training to incorporate any additional skills
associated with the desired cultural change.



Cultural change is not something that happens overnight and takes time, therefore
allow sufficient time for people to incorporate the change without compromising
quality.

Dombrowski et al., (2007) also advocated the importance of gaining an understanding of the
elements that govern the organisation’s culture and then to assimilate other relevant elements
into that culture.
To build research and evaluation capacity at WRHC, I began with what Dombrowski et al.,
(2007) advocated and gained an understanding of the organisational culture by observing its
history, values and shared practices. With this understanding, the how and where to intervene
to encourage research and evaluation values and activities within the Clan and Learning
culture became more apparent. I utilised similar practices as identified by Boan (2006) to
incorporate resources, training and mentoring, change and add policies and procedures and
addressed how research and evaluation was communicated.
My goal of building research and evaluation capacity in the organisation, although
challenging, began from a reinvigoration of and a focus on the organisation’s historically
established interest in research as a learning tool.
In the following interview, Clare discusses how research was important to WRHC:

“The Health Centre actually won some awards. Occupational and
Health Safety awards for research that we did back in the late sixties
seventies around equipment use and alcohol and work related
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injuries.”…. “The health centre was built on research and evidence
base so we had that history is well. This is a way of me capturing
really good information that constantly proves that we are learning,
developing and adapting and that was the history of the health centre.
We were the old medical research clinic so it was bringing it a full
circle for me.”
Although WRHC’s originally incorporated research to inform its practices, the rapid
expansion and growth of the organisation’s services meant that the capacity to conduct
research and evaluation was lost from the organisation’s culture. Clare stated during her
interview:

“I said to the Board that while we continue to grow and develop we
risk the loss of parts of our culture and what were all about.”
A significant measure to counter this loss was the creation of a Research and Evaluation
Consultant position to build and enhance research and evaluation capacity within the
organisation.
Research and Evaluation Consultant
As noted earlier, research and evaluation was viewed by the organisation as necessary to
provide and ensure program and practice were of a high quality. At WRHC, the OREC was
placed within the quality assurance framework. During my interview with Clare, I asked her
why she placed the OREC within a quality assurance framework. She responded:

“I created the research and evaluation committee as part of our
quality assurance. I believe research and evaluation is a core for
always knowing what you're doing has impact and also if it doesn't,
being accountable to change it. It's accountability for me around
keeping us aware of what the latest evidence is and supporting our
people. It is also about what is happening outside and bringing it in.
If we rely only on whatever people say we totally miss what the
external evidence says and how we are participating in creating that
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evidence.”
Through its exploration of research and evaluation practices within the organisation, the
OREC began to understand that the barriers facing WRHC staff members were that they
were ill equipped to conduct their own research and evaluation due to the lack of knowhow
in conducting effective projects, were unsure as to the responsibilities regarding human
research ethics and that staff members were mostly disinterested in conducting research and
evaluation projects. According to one frontline staff member:

“Not knowing where to start. Not knowing what questions to ask or
where to go for searching data bases, designing questionnaires,
presenting at conferences, writing abstracts. Management was also
unsure and couldn't support research and evaluation.” …. “For most
people and most places evaluation was this onerous .… Oh God, we
have to do evaluation. It's a chore”.... “We really didn't know what
we were doing. We were doing things (evaluation) that didn't feel
very meaningful. It was all a bit ad hoc and haphazard.”
(Research interview with a Team Leader – 25/08/2010)

Another staff member I interviewed similarly stated:

As we went along this word evaluation kept coming up more and
more …. we struggled with that. The evaluations was more verbal
and involved discussions …. We didn't have the experience, or the
time to put into it, management was baffled as well.
(Research interview with a frontline staff member – 16/09/2010)

Equally, the management team of WRHC wanted to develop an innovative goal of building a
research and evaluation culture within the organisation that staff members could fulfil as
opposed to paying externally contracted researchers to conduct the projects. As the former
CEO pointed out:
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“It's recognising that we have some pretty good people who are
pretty committed to research. So it's about capturing and building on
that. It meant making it part of the core culture of the organisation
and not that we brought in a little external arm that is not actually a
core part of who we are. So to use people internally is strategic to
remind people that it's a core part of the organisation.”
As a role of Research and Evaluation Consultant was not previously a part of the staff
structure, an added component of my employment was to develop and sustain this role within
the organisation. The opportunity to develop the role and to build WRHC’s capacity to
conduct research and evaluation although rewarding and stimulating, it also presented me
with a number of challenges.
The idea of developing, implementing, observing and recording cultural and practice change
around research and evaluation as it occurred in the organisation was an essential and
satisfying aspect to my role. A similar reward was being able to note a general acceptance
and promotion by staff members of research and evaluation along with their increased
involvement in conducting more research and evaluation projects. An event that provided
evidence for the increase in staff member involvement in research and evaluation (and
provided me with a large amount of satisfaction), occurred when they presented their work at
the two WRHC Internal Conferences (2010/2011) (see Chapter 8 and Appendix K). I
interviewed a worker in late 2010 and asked him to comment on indications that staff
member involvement in research and evaluation had changed. The staff member responded
with:
“The internal conference and the amount of people who attended” was an
important indicator. ‘Organised in a short period of time. That would not have
happened a year ago without more prodding.
(Research interview with worker, 21/12/2010)
Nevertheless, there were a number of roles that were both challenging and strategic for this
research project. In what follows I will explore these which I will argue offer a number of
perspective on the issues of building research and evaluation capacity.
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Doing and Being
Scott-Findlay and Golden-Biddle (2005) identified two different ways an organisation’s
values are enacted in work practices. Firstly, some organisations value a ‘doing’ approach
that values efficiency, and is task focused and outcome oriented. Such an approach is
frequently found in client focused service organisations. Secondly, some organisations value
the ‘being’ approach which is more reflective of practice and involves time to access
knowledge, reading, writing and critically assessing new knowledge. The ‘being’ approach
to work practice is often the focus of academically oriented organisations.
Scott-Findlay and Golden-Biddle (2005) identified the health sector and health workers such
as nurses as having a ‘doing’ culture whereby hard work, appearing busy and achieving
tangible outcomes are acknowledged and often rewarded. The ‘doing’ cultures allow fewer
opportunities for reflecting, interacting and collaborating on projects that do not produce
tangible, measurable and valuable outcomes. Scott-Findlay and Golden-Biddle (2005)
considered that an organisation that traditionally valued a ‘doing’ culture would deem
projects involving research and evaluation as a ‘being’ activity that was not in keeping with
the organisation’s purpose.
I discussed the ‘Doing’ and ‘Being’ concept with a senior academic employed at a wellknown Melbourne university who disagreed that staff members working in academia were
employed solely as ‘Being’. She stated:

“In the university where I work, most people are hired to teach and
have to provide outcomes that show pass rates and results that are
measured and therefore are employed in the ‘doing’ role. Others like
myself are employed to conduct research and therefore spend a good
part of our time thinking, reading and writing. This places us in the
‘being’ role.”
(Informal lunch Conversation with academic – 15/03/2011)
The academic’s statement indicated that the concepts of ‘Doing’ and ‘Being’ do not solely
pertain rigidly to specific sectors such as health and academia but frequently co-exist within
organisations, and within particular roles in organisations. For instance, my position as
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Research and Evaluation Consultant, although predominantly providing a ‘being’ role, also
involves a ‘doing’ role through the management’s expectations of providing four mentoring
appointments per week and training 200 staff members by 2012 (this figure is yet to be
attained but remains a management directive). Also, my own annual performance review
expects that I present at four conferences and help staff publish eight articles over a 12 month
period indicating that I also fulfil a ‘doing’ role to achieve tangible and measurable
outcomes.
My experience of WRHC revealed that the organisation has a work structure that
predominantly values ‘doing’. I have found that the organisation values tangible outputs and
views being busy as important. For example, in a management meeting I attended in early
2009, an issue arose that involved additional work. The issue was discussed by the attending
Program Managers in relation to how busy everyone was and to absorb more work was too
difficult. In response, I heard one Program Manager comment:

“I know that we find it difficult to absorb new and additional work
because we say we are too busy, but is that true? Are we that busy or
do we feel that we have to say we are too busy?”
(Research Journal entry 12/03/2009)
The manager’s comment indicated that the organisation valued a ‘doing’ culture in which
being busy was approved of. As an example, my position as the organisation’s Research and
Evaluation Consultant was questioned by some staff members in relation to its relevance in
the organisation because it had more in common with a ‘being’ culture in that it did not
involve contact with clients nor did it have tangible and easily measurable outcomes. In
addition, as my position was promoted to a Program Manager’s position, confusion regarding
the validity of the level soon became evident. Noting in my journal a discussion between a
Program Manager and a staff member delegated to create a schematic diagram of the
reporting and communication lines within the organisation:

“I noticed that the Research and Evaluation Consultant position
was not included in the Program Managers’ peer group. On
inquiring as to the reason for its exclusion from the peer group, I
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was informed that I could not be a Program Manager as I did not
have a team of staff members reporting to me. I informed the
person that I had a research assistant reporting to me at which
time my position was validated as having a Program Manager’s
function.”
(Research Journal entry 25/08/2010)
This example led me to consider that the Research and Evaluation Consultant position was
unique within the organisation because the staff members did not consider that it adhered to
the ‘doing’ model of practice. Although this position was seen as valuable to the
organisation, I observed that several senior staff members higher up the organisational
hierarchy had difficulty understanding and relating to the work I was doing. Similarly, as my
position related more closely to the responsibilities expected of a project officer and did not
reflect the responsibilities expected from other program managers, it could be inferred by the
staff members that my role was a Quasi-Program Manager’s position.
The concepts of ‘Doing’ and ‘Being’ became an important guide and a way of understanding
the other prevailing cultural aspects of WRHC. In order to re-implement a research culture at
WRHC, it was important to not stereotype the organisation but rather view organisational
cultural models and concepts as a starting place to understand the historical and cultural
aspects of WRHC. Another conceptual dichotomy which proved useful in understanding my
role was that of ‘outsider (researcher conducting a PhD project) and ‘insider’ (paid staff
member).
Insider/Outsider
My position as a paid member of WRHC’s staff placed me ‘inside’ the organisation and
allowed me to experience what it was like to be an employee of the organisation and be
accountable to the leadership of the organisation. However, I frequently had to step ‘outside’
my organisational role to reflect upon not only the organisation’s values, its culture and its
functions, but also to be reflective and make sense of my own experiences and impact.
Therefore my dual role at WRHC as a staff member and as a PhD student conducting
research frequently required me to adopt an ‘Insider’/’Outsider’ position.
The term ‘Insider’ and ‘Outsider’ refers to the relationships that exist between the researcher
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and what is being researched relative to whether the researcher is considered a member of the
participant group or not. The ‘Outsider’ role denotes that the researcher is not a member of
the group participating in the research while the ‘Insider’ role denotes that researcher is a
member of the group (Collet, 2008).
The ‘Insider’ and ‘Outsider’ roles have both advantages and disadvantages. An ‘Insider’ is
able to build up a rapport with participants’ relatively quickly due to already being a member
of the participants’ group. Being a member of the participant group allows the researcher to
be more closely involved in the activities of the participants through knowing and
understanding the local conditions, the language and the culture. The researcher as an
‘Insider’ is able to gain the participants’ trust and co-operation and spend minimal time in
preparing the research activities as the researcher is already located in the research setting.
However, being in an ‘Insider’ role also has disadvantages (Bonner & Tolhurst, 2002; Le
Gallais, 2008).
As an ‘Insider’ the researcher may be considered more as a team member rather the person
conducting the research which can lead to role conflicts. The researcher, as an ‘Insider’ in
the team, may rely more on participants with whom he or she has developed a personal or
working relationship and therefore may have research findings that are quite biased.
Similarly, the researcher may focus more on major events that occur in the participants’ daily
work and pay less attention or exclude the known routine events. Equally as an ‘Outsider’
the researcher also faces both advantages and disadvantages (Bonner & Tolhurst, 2002; Le
Gallais, 2008).
As an ‘Outsider’ the researcher has the advantage of not having a commitment to the
participating group and can be seen to be objective by the group. Not being a member of the
participant group allows the researcher to improve his or her ability to observe and analyse
the properties of events that may not be as evident to the ‘Insider’ researcher. By not being
personally involved in the participant group the ‘Outsider’ researcher has a greater ability to
access more sensitive information as he or she is not considered to be aligned to factions.
However, although being an ‘Outsider’ to the research has its advantages, it also has its
disadvantages (Bonner & Tolhurst, 2002; Le Gallais, 2008).

Being an ‘Outsider’ to the participating team, developing trust with the participants may take
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some time. Also not understanding the language or the culture may desensitise the researcher
to meanings and he or she may receive responses that the participants feel are expected rather
than what is real. Similarly, the time needed to understand the culture and language could be
lengthy (Bonner & Tolhurst, 2002; Le Gallais, 2008).

On commencing my tenure at WRHC, I began my research as an ‘Outsider’ in that I knew
little about the organisation. As much as I had to learn about the organisation as an
‘Outsider’ so WRHC staff members had to learn about me. I did not understand nor had
knowledge of the culture and organisational practices. Equally I did not understand how
people communicated and conducted their daily activities. However, being in an ‘Outsider’
position within the organisation I was able to observe and question staff members in relation
to what they considered important unhindered by the loyalties and relationships formed by
working closely within teams.

I was also assisted in gaining this knowledge when staff members discovered that, like them,
I was a practitioner (Family Therapist and Drug and Alcohol Counsellor). This greatly
assisted me in gaining the staff members trust and respect as the staff members understood
that I knew their world practice and had additional knowledge such as conducting research.

The uninhibited questioning and observations greatly assisted me in understanding the issues
and processes I was required to address in order to build research and evaluation capacity.
When reflecting on my position at WRHC with my supervisors, I began to understand how I
should observe the culture of the organisation. I wrote the following observation in my
research journal:

“I have to change my way of thinking about my position here.
Amaryll and Peter (Research supervisors) alerted me to the culture
and the way the staff do and say things here. I need to get closer but
also remain detached enough to be able to observe.”
(Research Journal entry, 30/09/2008)

Furthermore, I was appointed to a position that had not existed prior to my tenure and
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consequently the staff members at WRHC not only did not know about my past experience
and suitability for the position but also did not know or understand the position of Research
and Evaluation Consultant. Added to not knowing about me or what the position entailed, I
was also employed without participating in the procedures and rituals of the “competitive job
interview” but was appointed directly to the position. The conditions through which I was
appointed led to issues of developing trusting relationships and the credibility of my work
and skills with the staff members employed in the organisation. I was aware that these issues
would also influence my ability to form a rapport with the staff members and to gain access
to the information I needed to build research and evaluation capacity.
For example, when staff members were informed that I would be joining their work area they
stated:

“Who is he? I thought he would be some young PhD student but he
is much older. Why should we have to accommodate him? He is only
a student.”
(Research Journal entry, 2/10/2008)
As a result of the consultation with CIG members and Program Managers regarding building
a rapport with staff, a plan was devised through which I began to slowly move from being in
an ‘Outsider’ role to being in an ‘Insider’ role. The plan involved attending numerous team
meetings in which I described and informed staff members of my project, how I could assist
them and, most importantly, my background as a researcher and, as mentioned earlier, my
previous roles as a drug and alcohol practitioner and family therapist. Informing staff
members of my previous role as a clinician helped develop my credibility as I was seen as
not only a researcher but also as being able to understand the complexities of their practice
which assisted my move to an ‘Insider’ position.
Although moving from being an ‘Outsider’ to becoming an ‘Insider’ can be a slow process, I
found that staff members were beginning to accept me as a colleague, and this collegial
relationship was strengthened as staff members began participating in the research and
evaluation training and mentoring program. However, it’s not that one actually becomes an
‘Insider’ after being an ‘Outsider’, but for me there was a sense of the co-existence of both
positions as I became more inducted into and accepted within the organisation. I was very
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much an ‘Insider’ as I sat gossiping in the lunch room, chatted in corridors, and contributed
to general discussions about WRHC at more formal meetings or social gatherings.
However, I retained an ‘Outsider’s’ perspective, and was viewed as an ‘Outsider’, at those
times that I donned a more formal teaching, mentoring and training role, or presented my
research findings at external conferences. Through the training and mentoring programs my
knowledge and abilities in research and evaluation frameworks were demonstrated and
therefore increased my credibility. However, my leadership in research and evaluation
activities also contributed to the sense that I remained an ‘Outsider’ bringing new learning
and skills from outside the organisation back into it, or assisting staff discover and own their
own skills in this area.
This is a good example of the Plan, Act, Observe, Reflect action research cycles underlying
the decision-making in this research. When ‘observing’ or hearing about the staff members’
concerns about my joining the staff team as a researcher, I had to ‘reflect’ on their concerns
and ‘plan’ ways of being more accepted within the staff team. As part of the ‘planning’ I
consulted CIG members, my co-researchers, who came up with new ‘action plans’ on how I
could become more visible as a research consultant in WRHC.
The following excerpts of the CIG meeting minutes shows how an action plan was developed
to increase my credibility and become accepted by the ‘Clan’:

The group (CIG) felt that John be the leader (of the project) so that it
acknowledges his work. Having John lead will help promotion (of
the project) as people will see it as "Oh that's John’s. That's what he
does." ‘S’ stated that this will also raise John's profile. Members
agreed.
(CIG meeting minutes, 25/11/2008)

The minutes of the following month’s CIG meeting stated:

‘B’ said that John speaking at team meetings has been influential
and should do more of it.
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(CIG meeting minutes, 23/12/2008)
Initial interviews with Program Managers in which I asked how I could gain trust and
credibility supported the suggestions made by CIG members. One program Manager
suggested:

“Be more proactive and talk to staff regarding their needs.
Attend more team meetings.”
(Research interview with Program Manager, 11/05/2009)
As a result of the consultation with CIG members and Program Managers (which again is a
reflection of a Clan culture), I began to slowly move from being in an ‘Outsider’ role to
being in an ‘Insider’ role. This was achieved by attending numerous team meetings in which
I described and informed staff members of my project, how I could assist them and, most
importantly, my background as a researcher and my previous roles as a drug and alcohol
practitioner and family therapist. As stated earlier, informing staff members of my previous
role as a clinician helped develop my credibility. I was seen as not only a researcher but also
as being able to understand the complexities of their practice which assisted my move to an
‘Insider’ position.
As noted in the Board of Management minutes:

“The Board noted and commended this report and John Bamberg’s
contribution to this project. Staff initially felt daunted however once
training and support from John Bamberg was provided they are
enjoying and finding the project very beneficial.”
(Board meeting minutes 22/03/2010)
I previously stated that my work in the organisation involved more of a ‘Being’ role however
it also constituted a ‘Doing’ role. I frequently accepted the role of ‘Being’ when I observed
the culture of the organisation, reflected on whether or not progress was made, when reading
the necessary literature to build on my work and when I wrote about my work for publication
and conference presentations. I also fulfiled a ‘Doing’ role when I conducted training and
mentored staff members, developed resources and changed or added to the organisation’s
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systems.
My employment as Research and Evaluation Consultant was quite varied in comparison from
the other program managers who managed teams and were bound with specific duties such as
ensuring their staff members met a predetermined number of client appointments and fulfil
budgetary guidelines. Although program managers’ duties involved some reflection of their
work, their dominant day to day role was ‘Doing’. For that reason, and as I also did not
manage a team as the other program managers did, I found it difficult to gain full
membership of the program manager group.

On the other hand, being associated with the program manager group (see appendix E
for organisational chart) influenced my ability to gather information from other staff
members in the organisation. As noted by Bonner and Tolhurst (2002), if a researcher is in
an ‘Outsider’ role, staff members are more inclined to share sensitive ideas and information
as the researcher is not seen to be connected to a decision making authority. However, as an
‘Insider’ (manager role), I at times experienced reluctance by some staff members in
discussing sensitive issues related to their work and had to assure them that although I was
employed at a Program Manager level, their responses would be confidential. It is possible
that one reason for their initial caution in confiding in me was that my role as a manager and
my overall role within the organisation had not been effectively communicated nor well
understood by staff members. Over time though, staff members became much more open in
discussing sensitive team issues with me, particularly in relation to developing research and
evaluation strategies for their projects and programs.

Going Native.
I experienced ‘going native’ on a number of occasions when I became personally embroiled
in the struggles of the organisation. Bonner and Tolhurst (2002), described ‘going native’ as
occurring when a researcher lives in two worlds (eg. researcher and staff member)
simultaneously and loses the research perspective as a result of becoming completely
immersed in the culture of the staff member group. The manager role sometimes resulted in
me losing my research perspective of situations and events and thereby became a nonobserving participant, even to the extent of an appropriate space to do the research work.
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For example:

“Since commencing employment at WRHC, the location of my work
space is a continual issue. I'm sharing a space that incorporates five
other people which is making the working condition noisy and I
experience frequent interruptions.”
(Research Journal entry – 6/04/2010)
As work culture focused on ‘doing’, along with the lack of office space, it may have been
deemed appropriate for managers to be place with other staff. But as a researcher
(‘Outsider’), the situation was increasingly difficult. An example was when consulting by
telephone and through emails about confidential issues concerning the project.
I noted in my research journal:

“The situation is becoming increasingly difficult to manage because
of the confidential information being communicated between myself
and General Manager Sharon about staff members and teams.
Others can listen to the information and can read the emails on my
computer monitor.”
(Research Journal entry – 9/12/2010)

And stepping into the ‘insider’ position even further:

“I have made a request to change my work space to one that could be
more private which was granted late last year. However, I'm now
informed that the new space that I occupy is temporary and awaiting
the return of a staff member on maternity leave. I'm not happy
regarding this decision and question whether the organisation
respects and values the work I do. Am I taking this issue too
personally?”
(Research Journal entry – 24/01/2011)
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I had lost my research perspective and failed to observe the context in which this occurred
and what this may have been telling me about the certain cultural aspects and structures of
the organisation. At the time I felt angry and disappointed that my needs were not being met
but later I was able to reflect on what I was doing. I began to understand that the
organisation had grown so quickly that it had not been able to keep up its infrastructure. For
this reason most staff members in the organisation had the same experience of sharing space
that was not ideal. It became apparent that management was aware of the space problems
and was in the process of rectifying it but this would take time. Sharon and others were
working hard to accommodate my needs for a space in which I could reflect, read and write.
When discussing this issue with Sharon, we invoked an action research cycle in which we
actioned a plan of me working from home one day per week. When reflecting on the efficacy
of the plan a few months later we found that it had the desired effect of allowing me to have
quite space to reflect, read and write and would not require further revision.
As can be noted from the above journal entry, I had lost my research perspective and ceased
being an observing participant regarding my work space. I had ‘gone native’ and had
personalised the situation instead of searching for its meaning within the organisation’s
culture. To regain my perspective of the problem, I temporarily had to move away from the
‘Insider’ position to an ‘Outsider’ position with the help of one of my PhD supervisors who
asked me questions such as:

Met with Peter and had a bit of whinge. He showed me that I had
gone 'native’ again by asking me who else in the organisation has
experienced this?” “Do you know of any other services in which this
occurs?”
(Supervision notes – 6/04/2011)
By answering the above questions I was able to not take the work space issue personally but
reflect on it and gain an understanding of the impact work space has on myself and on other
staff members.
The above vignette demonstrates research supervision as an important strategy by which to
avoid ‘going native’ and losing research perspective. The research supervision I received
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from my research supervisors and the organisational supervision I received from Sharon were
integral to maintaining my focus on building research and evaluation capacity at WRHC.
What I have described above illustrates the types of organisational culture, changing the
culture and my role in the organisation in relation to “Doing and Being” and “Insider and
Outsider”. In what follows I explore with WRHC staff their views of a research and
evaluation culture at WRHC.
Staff members’ views of a re-developed research culture at WRHC.
As an indication that WRHC has re-embraced a research culture, staff members’ views offer
an important perspective. I reflected that the capacity of WRHC to embrace research and
evaluation is particularly demonstrate by WRHC staff members’ perception and response to
building a research culture within the organisation. At a strategic planning meeting in March
2011 the current CEO Lyn invited me to participate in a conversation she was having with a
representative of an external organisation who was attending the meeting. After the meeting
I entered the following in my research journal:

“I was at the strategic planning day when Lyn invited me over to chat
to a member of VHA. It was interesting to note that she said research
and evaluation is definitely embedded in the organisation’s culture.”
(Research Journal entry – 31/03/2011)
Lyn’s statement regarding the acceptance of research and evaluation into the WRHC was
echoed by staff members I interviewed. In what follows responses from WRHC staff
members regarding their impressions concerning the acceptance of research and evaluation
by WRHC are provided as are their perceptions of how systems and practice had changed.
For example:

“There is an awareness there. It is a part of the culture. There has
been a culture shift towards evaluation. This is a good opportunity to
be curious and learn something.”…………… “Management have
given a very different message about evaluation. It's a different
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culture. There is a commitment there now. Very much. It is part of
what you do now. It's a culture shift. It's more ingrained in the
organisation.”
(Research interview with frontline staff member – 16/09/2010)
Through informal conversations I had with staff members, I found that the above statement
was a typical response regarding the acceptance of research and evaluation. Staff members
higher within the hierarchy also agreed that research and evaluation had been accepted as
indicated by the following statement:

“The culture surrounding research and evaluation has transformed.
People know what it is. They feel more engaged with it. People see it
as doable and I think that is absolutely significant. The reality is from
the outcomes, we are actually doing more and this will have a big
impact on our standing in the community and our standing in relation
to other primary care organisations and funding bodies. We are good
at developing ideas, we're good at implementing things and now we
are actually becoming really good at demonstrating their worth and
identifying ways for improvement and we feel confident enough to
speak about it. So I think it has had a very significant bearing on
what we do and how we see ourselves and how external people see us
regarding innovation and quality.”
(Research interview with manager – 25/05/2010)

Just as the above responses indicate that research and evaluation is now becoming integral to
WRHC’s culture, it is also relevant to note that there have been significant changes to
practice and systems to enable this to happen. The following responses by staff members
were captured around the themes of:
System change:

“It is reflected in Position Descriptions. People are looking for it in
interviews so you are recruiting staff who have that in mind as well.
So yeah, I think the culture has accepted research and evaluation.”
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(Research interview with team leader – 25/08/2010)

“Evaluation comes up on the team agenda.”
(Research interview with staff member – 16/09/2010)

“In my team everyone has something in their IDR's (Annual
Individual performance review) regarding research and evaluation.
It's in our program planning.”………… “You're getting more people
doing R&E. The amount of staff asking questions has changed. The
support from team leaders and mangers has changed. They support
staff more or asking them more questions. Skill sets have changed as
well. New staff coming to the organisation have an interest in it.”
(Research interview with team leader – 25/08/2010)

Practice change:

“There is heaps more research and evaluation happening since the
project started. Across the organisation it has increased.”………..
“With M's stuff we did 10 drafts before it got to you. We do a lot of
mentoring in our team before it takes up your time. We need to work
on these areas a bit and fine tune it before we take it to John for his
opinion. Even L and T's paper went to us to critique before it got to
you. Mentoring happens in our team as well. We consult 'V' before
we come to you.”
(Research interview with team leader – 25/08/2010)

“People are doing heaps more presentations. It is not led by
management but there is a ground swell of people doing it. They are
taking their own initiative. It (Research and Evaluation) is now part
and parcel of people's practice.”
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(Research interview with manager – 19/08/2010)

The above responses from WRHC staff members indicated that the organisation had rediscovered and re-embraced research and evaluation as integral to their organisation. The
comments also signified that staff members considered research and evaluation as having an
important role to play in providing evidence based practice and evidence based programs.
The above comments were made by both leaders and team members across the hierarchy of
WRHC. They include the Chief Executive Officer, General Managers, Program Managers,
Team Leaders and staff members involved in direct service delivery.
In this chapter I have discussed the various organisational cultures that can exist within an
organisation such as WRHC. I have also explored how the organisational cultures relate to
the dominant culture of WRHC and how the sub-cultures fit within the overall culture. I
have similarly explored how the history of WRHC determined its culture and my role within
the organisation. I have discussed my experiences of being an ‘Insider’ and an ‘Outsider’ as
well as ‘going native’. To complete the chapter I presented the views expressed by some of
the staff members regarding the redevelopment of WRHC’s research culture.
In the following chapter the elements of implementation science will become an important
guide in both building research and evaluation capacity and re-developing a research culture
for WRHC. Here the focus will be on aspects such as dissatisfaction with current research
and evaluation practices, rewards and incentives, training options, leadership, available time,
commitment and participation of those.
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Chapter 5 - Implementation Science
In this chapter I will describe the three implementation models that I considered to be the
most appropriate for implementing change at WRHC. I will outline the similarities and the
differences between the three models, namely Rogers’s, Fixsen’s and Ely’s model, and what
aspects of their models I found to be beneficial in implementing innovation. I will also
indicate why I chose and how I have utilised Ely’s Eight Conditions for Change model to
build research and evaluation capacity at WRHC. In addition, I will compare my research
project’s progress with Ely’s model, as well as how our results have implications for
implementing change and innovation in community health organisations more generally.
I will begin this chapter by first outlining why implementation science is necessary to
institute innovation and change in a community health service.

An issue facing community health services today is the increasing demand by the community
and service users for the provision of practices and treatment interventions that have an
evidence base. In addition, many funding sources require community health services to
provide proof of treatment and program effectiveness when applying for financial assistance
(Jolley, et al., 2007). However, few community health services have the capacity to conduct
their own research and evaluation and tend to employ external evaluators to administer
evaluation projects (Naccarella, et al., 2007). Unfortunately, external evaluators can be
expensive and frequently do not fully understand the nature and essence of the focus of the
evaluation (Naccarella, et al., 2007). Nor do outside evaluators, in the time available to
produce cost effective evaluations, always successfully capture the nuances of local
conditions that affect health service outcomes. For these reasons community health services
are gravitating towards building their own capacity for conducting research and evaluation
internally. Building such capacity is frequently reliant on effective implementation strategies
for success (Ensminger & Surry, 2008).

Implementation science has been poorly researched within the community health field
resulting in a lack of knowledge regarding effective implementation strategies (Gotham,
2006; Klein & Sorra, 1996). By ‘implementation science’ I mean the study of the processes
or conditions that are required to be present for the successful application of a new idea,
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innovation, or program that incorporates change within an organisation (Ely, 1990). I’m also
unaware of any previous rigorously researched attempt to explicitly seek to enhance research
and evaluation capacity within a large (greater than 300 EFT positions) community health
organisation such as WRHC. However, evidence is emerging that more attention needs to be
paid to the importance and complexity of implementation science in developing successful
strategies and implementation plans in a range of health sectors involved in health service
deliveries (Ensminger & Surry, 2008; Proctor, Landsverk, Aarons, Chambers, Glisson &
Mittman, 2009). For example, in America a small amount of funding has been made
available by the National Institute of Health to further the study of implementation science
(Proctor, et al., 2009). In addition, conferences dealing with health implementation science
have been launched to address the advancement of our knowledge in this area (Proctor, et al.,
2009).

At the WRHC we have become aware of the complexities of implementing change. My
research has led me to not only consider and explore strategies by which I can effectively
implement the policy, structural, procedural, training, mentoring and human resources
changes necessary to develop our research and evaluation capacity but to also bear in mind
the sustainability of these changes. To achieve my ambition, I explored a number of models
that could guide the implementation of research and evaluation capacity within WRHC. Due
to implementation science having been poorly researched as a means of introducing and
guiding change, community health specific implementation models were difficult to access.
Therefore I also explored implementation frameworks from other sectors, such as
information technology and education, which could be adapted and adjusted to facilitate and
guide implementing research and evaluation capacity within the organisation.

What the Literature Says
The literature has identified a number of frameworks by which change and innovation can be
implemented in an organisation (Ensminger, et al., 2004; Ensminger & Surry, 2008). The
frameworks have mostly represented the fields of sociology, communications, marketing,
advertising and engineering (Surry & Ensminger, 2003). Only a small amount of
implementation science has been explored in the medical field and then the studies generally
involved nursing and public health (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005).
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The scarcity of evidence concerning implementation of innovation within the health field was
exemplified by a review of the literature conducted by Greenhalgh, Robert, Macfarlane, Bate,
& Kyriakidou, (2004). They noted that there was a lack of evidence in the reviewed
literature that met all the inclusion criteria of their study. Such criteria included (1) studies
that were conducted within the health sector, (2) innovation taken up by the service sector,
(3) literature that specifically considered diffusion, dissemination and implementation, and
(4) met their methodological quality (Greenhalgh, et.al., 2004). Due to this lack of evidence,
they extended their review to include areas such as marketing and communication services so
as to widen their access to the relevant literature. Additionally, they reported that the
literature involving sustaining an innovation within an organisation was also sparse
(Greenhalgh, et.al., 2004).

However , the emerging concept of ‘knowledge translation’ has shown promise regarding
implementing change into an organisation. The European Science Foundation (2011) defines
‘knowledge transfer’ as:

“a dynamic and iterative process that includes the synthesis,
dissemination, exchange and ethically sound application of
knowledge to improve health, provide more effective health services
and products and strengthen the healthcare system”.

Ward, Smith, Foy, House, & Hamer (2010) suggest a planning guide that could be followed
to help translate knowledge. However, knowledge translation appears to be more relevant to
converting research results into practice and be used to implement what is already known.
My project involved the discovery of what is not known and then explore alternatives as
prescribed by the action research cycles to discover what worked and what did not work. As
I required a framework by which I could also explore what was needed to build capacity, I
considered the frameworks outlined by Ely, Rogers and Fixsen to be more beneficial.

In the following table (Table 4), I outline the three implementation frameworks I identified as
relevant to building research and evaluation capacity, namely Ely’s Eight Conditions for
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Implementation Model, Rogers’ Diffusion of Innovation Model, and Fixsen’s Core
Implementation Components Model. I have included Greenhalgh et al.,’s model as an
addition to Rogers’ model.

Table 4. Main components of three implementation models
Ely

Rogers

Fixsen

Dissatisfaction with status
quo
A discomfort that current
methods are ineffective or
inefficient.
Knowledge and skills
Assessment of current level
of knowledge and skills.

Relative advantage

Recruitment and selection

Innovation has a clear
advantage over what
already exists.
Compatibility
Innovation is compatible
with existing values, norms
and needs.

Who is qualified to
implement the innovation?

Adequate resources
Availability of resources
such as financial, personnel
and software.

Complexity
Innovation is seen to be
simple to use and
understand.

Pre-service training
Practitioners need to learn
how, when, where and with
whom to utilise the
innovation.
Consultation and coaching
Innovation requires on the
job coaching to learn the
skills.

Time

Trailability

Performance evaluation

Adequate time is available
for training and
implementation.
Rewards and incentives

The degree to which an
innovation can be
experimented with,
modified and trialed.
Observability

Assesses whether the
required skills and
knowledge has been
attained.
Decision support systems

Incentives to motivate
implementation.

Innovation can be seen to
have benefits.

Assesses overall
organisational performance
and provides information
for the decision to
implement an innovation.

Greenhalgh additions
Participation is expected
and encouraged

Reinvention

Facilitative administrative
supports

Involvement of stakeholders
in decision-making related
to planning and design.
Commitment by
management
The perception that

Innovation can be adjusted
and modified to meet
individual needs.
Fuzzy boundaries

Provides leadership
regarding the innovation
processes.
System intervention

Innovation has a hard core

Involves strategies to work
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management supports
implementation.

and a soft periphery which
can allow for modification.

Leadership
Active involvement of
supervisors through support
and encouragement of
implementation process.

Risk
If the innovation carries a
high personal risk,
implementation will be
affected.
Task issues
Does the innovation relate
and is it relevant to staff’s
work and performance?
Required knowledge
Knowledge that is required
to implement the innovation
from one context to another.
Augmentation/Support
The innovation is seen as an
augmented product to
current practice.

with external systems to
ensure availability of
resources.

(Fixsen, et al., 2009; Greenhalgh, et al., 2004; Sanson-Fisher, 2004; Surry & Ensminger,
2003)

In what follows I will outline Rogers’ Diffusion of Innovation framework, Fixsen’s Core
Implementation Components framework and Ely’s Eight Conditions for Implementation
framework individually. I also outline the additions made by Greenhalgh et al., (2004).

Rogers’ Diffusion of Innovation Model
Rogers developed his Diffusion of Innovation model to understand the process by which
innovation and new ideas can be adopted and translated into an organisation and into practice
or service delivery (Murray, 2009). ‘Diffusion’ is defined as a means by which an innovation
is communicated overtime among members of a social system and an ‘Innovation’ as an
object, idea or practice professed to be new (Backer & Rogers, 1998; Haider & Kreps, 2004;
Murray, 2009).

Rogers’ Diffusion of Innovation model has been applied in a number of disciplines including
communication, marketing and public health (Murray, 2009). Rogers considered that for an
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innovation to be accepted and implemented in an organisation it has to have five attributes:

(1) Relative advantage which relates to the level to which an innovation is
considered to be better than the one preceding it. An example of relative
advantage occurred when the management team at WRHC saw greater benefits in
conducting their own research and evaluation projects.
(2) Compatibility measures how much an innovation is seen to be compatible with
the experiences, requirements and values of people and organisations. For
example, building research and evaluation at WRHC was very compatible with
the organisations history and culture (see Chapter 4).
(3) Complexity involves the degree to which an innovation is understood to be
simple or difficult to implement. For instance, the complexity of conducting
research and evaluation at WRHC had been lessened by the development of the
training curriculum and the mentoring program (see Chapter 7).
(4) Trialability refers to the amount an innovation can be modified and
experimented with. As my research involved an action research design, how
research and evaluation capacity was achieved involved continuous modification
and experimentation as determined by the action research cycles.
(5) Observability relates to how visible the result of an innovation is to others and
thereby stimulates discussion. At WRHC observability has been achieved
through the Internal Conference and how the knowledge has been disseminated at
external conferences and publications (see Chapter 8)
(Rogers, 2003; Sanson-Fisher, 2004)

Although Rogers has identified five conditions for implementation in his ‘Diffusion of
Innovation’ framework, Greenhalgh et al, (2004) added six additional conditions they felt
were necessary for the implementation of innovations through the review of more recent
studies concerning the implementation of innovations involving health care services:

(1) Reinvention meaning that an innovation should be able to be adapted and
modified to suit the needs of the adopters.
102

(2) Fuzzy boundaries involves the balance between the elements of the
innovation and how an organisation can re-adjust itself to incorporate the change.
(3) Risk entails the balance between the personal risk a person is willing to
accept to implement the innovation in relation to the offered benefits.
(4) Task issues relates to whether the innovation has relevance to improving a
person’s work and performance and whether it is easily utilised.
(5) Knowledge required to use it refers to whether the knowledge required to
utilise an innovation is simple to adopt and can be transferred from one situation
to another.
(6) Augmentation/Support implies that an innovation should be supported and
assisted with additional resources such as customisation and training.
(See Table 4).

Fixsen’s Core Implementation Components Model
Fixsen and his colleagues noted that the implementation of change and innovation in the past
was frequently a passive process in which the researchers published their findings and service
managers and practitioners would try to implement the results into practice when and if they
read the literature (Fixsen, et al., 2009). However, Fixsen, et al., (2009) argued that in the
past few decades the implementation of innovation within the health field has moved from
being passive to becoming more active through working with external agencies to help
implement change. In other words, implementation of innovation moved from “Let it
happen” and “Help it happen” to “Make it happen” (Greenhalgh, et al., 2004).

Fixsen and his colleagues conducted a literature review of publications that involved juvenile
justice, health, substance abuse, social services, medicine, manufacturing, agriculture, child
welfare and business to name a few (Fixsen, et al., 2009; Fixsen, et al., 2005). They also
interviewed researchers who successfully implemented their results, leaders of organisations
representing ethnic and racial groups, policy makers and leaders of agencies who had
implemented evidence based programs. As a result of the information gathered through the
interviews and the literature review, Fixsen and colleagues developed a framework which
they considered was necessary for the implementation of innovations (Fixsen, et al., 2009).
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Fixsen and his colleagues identified seven core components which they judged as necessary
to implement innovation (see Table 4):

(1)

Staff selection which means that in order to implement an innovation,
qualified staff should be selected and recruited who can employ evidence
based programs or practices. My employment at WRHC to build
research and evaluation capacity is an example of staff selection and recruitment
to implement an innovation.

(2)

Preservice and in-service training which involves the practitioners who will
be implementing the innovation learning with who, when, where and how the
innovation will be implemented and practiced. For instance the development and
WRHC research and evaluation training curriculum (see Chapter 7).

(3)

Ongoing coaching and consultation that involves the practitioners continuing
to learn the innovation through a coach who provides additional information,
encouragement and advice. For example, the mentoring program instituted at
WRHC (see Chapter 7).

(4)

Staff performance assessment which is designed to assess the use of the
innovation in relation to the training, coaching and the meeting of the
selection criteria. The foremost aim of the assessment is to assist staff
continue to improve the innovation’s effectiveness. An example of this is
research and evaluation having been added to WRHC’s staff members annual
performance reviews (IDR).

(5)

Decision support data systems assesses the overall accomplishment of the
organisation in implementing an innovation. The assessment provides data
that assist in making decisions regarding the innovation’s continued
implementation such as the action research designs implemented at WRHC for
this project.

(6)

Facilitative administration involves leadership that makes use of the
collected data regarding the innovation and thereby supports decision
making, supports the progress made and keeps the focus on the desired outcomes.

(7)

Systems intervention involves working with external systems to evolve
financial, organisational and human resource strategies that support the
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practitioners.
(Fixsen, et al., 2009)

Ely’s Eight Conditions for Implementation Model
Donald Ely studied and developed eight conditions for implementing innovation within the
field of education and information technology and has shown that the conditions are equally
applicable to innovations involving processes, different cultures and organisations
(Ensminger, et al., 2004). Ely (1990) stated that eight conditions should be present in the
organisation for the implementation of an innovation to be successful. He indicated that if
implementation is not working then one or more of the conditions are either missing or are
insufficiently present (Ely, 1990).

Ely’s eight conditions have been evaluated to show that the model successfully facilitates
implementation in contexts as diverse as cultures from Latin America (Chile), South East
Asia (Indonesia) and Northern America as well as from organisations representing contexts
as diverse as education and business (Ely, 1990; Ensminger & Surry, 2008). Ensminger and
Surry (2008) indicate that Ely’s eight conditions represent a comprehensive and concise
method by which to assess and assist implementation. Ely’s eight conditions for
implementing change are:

(1) Dissatisfaction with the status quo refers to a condition in which one or more
people within an organisation feel that improvement is necessary. The
dissatisfaction with the status quo can originate anywhere from the Chief
Executive Officer (CEO) to the Board of Management to the staff members
practising in the field.
(2) Knowledge and skills specifies that staff members must have sufficient
knowledge and skills to successfully implement an innovation. He further stated
that without the competence derived from knowledge and skills the individual is
unable to implement change (Ely, 1990). Knowledge and skills are consistently
classed as a most significant influence on the implementation of innovation (Ely,
1990; Surry & Ensminger, 2003).
(3) Available resources not only include the appropriate tools, materials and
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equipment as resources but also considers the personnel, the existing
infrastructure, the organisation’s finances and support structures as necessary
available resources (Ensminger & Surry, 2008). Ely views these resources as
having to be not only available but also readily accessible (Ely, 1990; Ensminger
& Surry, 2008). The resources should not simply be available, but staff members
should be confident that they can access them easily and simply (Ebersole &
Vorndam, 2003).
(4) Available time is considered to be a vital facet in the successful implementation
of change. Time is needed to learn, to integrate change into practice and to reflect
on the impact the change has made (Ely, 1990; Ensminger & Surry, 2008). The
allocation of time to implement a new innovation refers not only to the
organisation’s readiness to provide time but also the staff’s own readiness to
dedicate sufficient time to implement change (Ensminger, et al., 2004; Surry &
Ensminger, 2003).
(5) Rewards and incentives should be available to staff in some form for an
innovation to be effectively implemented (Ely, 1990; Klein & Sorra, 1996; Smith
& Mourier, 1999). Ely refers to two types of rewards as incentives, namely,
intrinsic and extrinsic (Ely, 1990; Ensminger, et al., 2004; Ensminger & Surry,
2008). Intrinsic rewards for implementing an innovation could consist of personal
satisfaction in succeeding or doing something different from daily routine and
practice. However it is important to note that intrinsic rewards vary from person
to person (Ensminger & Surry, 2008). Extrinsic rewards could include financial,
greater recognition, more resources and greater professional opportunities (Ely,
1990).
(6) Participation is expected and encouraged advocates that those involved in
implementing or utilising innovations should be involved in the decision making
processes. The notion of involving all participants who are impacted by the
implementation processes in decision making has been reinforced by others
(Herson et al., 2000; Meyers, Sivakumar, & Nakata, 1999). If all parties
participating in implementation cannot be consulted nor be involved at all levels
then trusted representative colleagues should be involved and consulted regarding
implementation of the innovation (Ely, 1990; Ensminger, et al., 2004; Ensminger
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& Surry, 2008).
(7) Commitment by those involved in the implementation of an innovation should
originate with senior management such as the CEO and then be endorsed after
consideration by those affected by the change. The support for the innovation
should be a visible commitment and not solely verbal (Ensminger, et al., 2004;
Ensminger & Surry, 2008). Changes to procedures and organisational policies
can indicate to staff members that the innovation is strongly supported and
thereby is endorsed with a commitment from management (Ensminger, et al.,
2004).
(8) Leadership involves two tiers for the implementation of change and innovations.
The first tier consists of upper management, especially the CEO, of the
organisation who fosters, promotes and authorises the daily activities of the
innovation. The second tier consists of the project leader who actively initiates
and activates the implementation of the innovation (Ely, 1990; Ensminger, et al.,
2004; Ensminger & Surry, 2008). Both tiers ensure that the necessary resources,
training and supervision are in place so that enthusiasm and encouragement for
the project is maintained (Ely, 1990). Both tiers of leadership are required to
communicate and support each other in the implementation of the innovation
(Ely, 1990). It is often cited in the literature that the championing and the
endorsement of the innovation by both levels of leaders is a critical aspect for the
success of the change process (Ebersole & Vorndam, 2003; Meyers, et al., 1999;
Vrakking, 1995)

While utilising Ely’s eight conditions for implementation, I found that the process was not
lineal, as each of the eight conditions did not represent a discrete or stand-alone stage or
condition. I found that the eight conditions were frequently interdependent and reliant on one
another. For example, time is shown as a separate condition but is also a resource. Similarly,
time involves training, coaching and participation in the project in relation to how much time
is available to conduct these events. Equally, time can be a reward or an incentive when
made available to conduct research and evaluation projects. As can be seen, the issue of time
traverses a number of the eight conditions while at the same time can be classed as a single
condition.
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Although Ely’s eight conditions for implementation form a viable and worthwhile model by
which to introduce innovation and change, my research has noted that there are elements that
are missing or not explored by Ely. Ely does not list mentoring or coaching staff within his
eight conditions. Staff members who had participated in the training curriculum indicated
through in-session conversations that training alone was not sufficient to develop enough
confidence or competence in conducting research and evaluation projects and therefore were
offered ongoing mentoring. The follow excerpt was taken from the training post-test
evaluation questionnaires:

“Helpful to know there is someone to approach for help with
research and evaluation ……... Knowing that there will be
mentoring is an added bonus.”
(Post-test

questionnaire

question

“What

was

helpful”–

29/07/2009)

During a formal interview, a team leader was asked the following question
regarding the importance of mentoring and responded with:

“Q - One thing we did was to also offer mentoring. Do you
think that's been important?
A - Yeah it's definitely important as the people who got the most
out of the training followed up with some mentoring. I think it's
essential as training is limited. It's a good model to add
mentoring to training.”
(Research interview with a Team Leader – 21/12/2010)

As neither Ely nor Rogers’ implementation frameworks involved mentoring or coaching post
training, I consulted and borrowed from Fixsen’s Core Implementation Components model.

Fixsen advocated for mentoring and coaching of staff members to be a necessary adjunct to
training in order to enhance the skills needed to implement an innovation (Fixsen, et al.,
2009). To respond to the participants’ feedback, Fixen’s ‘Ongoing coaching and
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consultation’ component was instituted into the implementation process governing the staff
members’ acquisition of knowledge and skills. For example, a mentoring program was
instituted at WRHC where I would offer appointments to staff to assist them evaluate their
programs and practice. Many of the appointments were ongoing until the staff member’s
project was completed (see Chapter 7)

Why I chose Ely’s Eight Conditions for Implementation Model
To build research and evaluation capacity at WRHC I found that Ely’s model was the most
appropriate framework for my purposes. I chose Ely’s model for implementation at WRHC
because, although it has been little evaluated within the health sector, its use has been
evaluated elsewhere. None of the other models (Rogers and Fixsen) have been subject to an
equal level of scrutiny. .

As indicated earlier, Ely’s model was evaluated in a number of countries and cultures in
regards to its robustness (Ely, 1990). The evaluation results have shown that five conditions
were strongly represented in all the countries and cultures participating in the evaluation
studies. The five conditions included, dissatisfaction with the status quo, knowledge and
skill acquisition, the need for resources, leadership, and a commitment to the innovation (Ely,
1990). The strength of the other conditions, such as rewards and incentives and participation
varied between countries (Ely, 1990). Regrettably, the evaluation of the model does not
indicate whether the participating countries and cultures considered the condition of available
time as having importance (Ely, 1990).

A number of studies have been conducted examining the importance and the role of Ely’s
eight conditions with the results confirming that when the conditions outlined by Ely are in
place implementation of innovation is likely to be facilitated (Ensminger, et al., 2004;
Ensminger & Surry, 2008). The Ensminger and Surry (2008) study also found that different
occupational groups attributed different levels of importance to each of Ely’s conditions. For
example they noted that the condition of participation ranked second for occupations
involving higher education and third for occupations involving business and industry.
Similarly, leadership was ranked fourth in importance by business and industry but sixth in
the field of higher education. The two areas all occupational groups agreed on was ranking
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the importance of dissatisfaction with the status quo most important whilst rewards and
incentives were ranked as least important (Ensminger & Surry, 2008).

The evaluation of Rogers’ model has shown that it lacks the detailed information required to
better understand the steps and guidelines necessary to implement change or innovation
(Ensminger & Surry, 2008). In addition, Rogers’ Diffusion of Innovation model is
considered to focus more on the adoption of an innovation by an individual and less on the
adoption of an innovation by an organisation such as WRHC (Lundblad, 2003). Lundblad
(2003) revealed that the lack of focus on diffusion of innovation across organisations
represents a gap in Rogers’ model that could present as a concern to sectors such as public
health and education but refrained from identifying what those concerns were.

Fixsen’s Core Implementation Components model has focused more specifically on
implementing innovation in areas that included the health sector but, unfortunately, I was
unable to find published literature that had scrutinised or evaluated the model.

I chose Ely’s eight conditions for implementation model to build research and evaluation
capacity as it clearly specifies the eight conditions necessary to successfully implement
change and innovation across an organisation such as the WRHC. Ely’s model promotes
specific conditions and indicators that are necessary for an innovation to be implemented into
an organisation. However, there are gaps in Ely’s model that Rogers’ and Fixsen’s models
compensated for. For that reason I accessed and incorporated components of Rogers’
Diffusion of Innovation model and Fixsen’s Core Implementation Components model to
implement and monitor the changes necessary to build research and evaluation capacity at
WRHC. The components I borrowed from Rogers and Fixsen are discussed later in this
chapter.

Outcomes and Learnings
Here I present how each of Ely’s eight conditions were relevant to the implementation of
research and evaluation capacity within the WRHC.
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Dissatisfaction with the status quo
Through formal and informal discussion with Sharon and Clare, I began to understand that at
WRHC the dissatisfaction was first felt by the OREC (Organisational Research & Evaluation
Committee that had been set up 18 months prior to my commencing at WRHC) and soon
evolved to involve several senior management members including the CEO. The
management group of WRHC became increasingly dissatisfied with hiring external
evaluators due to (1) the high costs; (2) service evaluations that frequently did not capture the
essence of the work done by staff members; and (3) the language used in the reports was
often difficult to comprehend and too academic. The management group understood that in
order to make research and evaluation more beneficial and specific to WRHC practice,
change would have to be implemented in which the staff members could not only understand
and appreciate the need for research and evaluation but could also conduct their own projects.
During a formal interview with Sharon, I asked her to comment on who was dissatisfied. She
responded with:

“The staff were not dissatisfied but they should be rewarded for
the work they do. Research and Evaluation is a good way to
show that. Reflective practice. Can't show innovation unless it
is evaluated.”
(Formal interview with Sharon – 19/08/2010.)

During a research interview I asked the same question of a Team Leader who
stated:

“Q - Who do you think were the most dissatisfied?
A - Probably management who might have seen where it was
required.”
(Research interview with Team Leader – 21/12/2010.)

The dissatisfaction with the status quo led to the appointment of myself as the Research and
Evaluation Consultant who could, in partnership with members of the OREC, develop and
implement strategies to build and enhance the organisation’s capacity to understand and
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conduct research and evaluation. However, when General Manager Sharon and I reflected on
where to focus resources, it was noted that the dissatisfaction was not experienced
universally throughout the organisation. We observed that although some staff members
indicated that they would welcome research and evaluation and treated the notion with
enthusiasm, most of the dissatisfaction was expressed by the management group.
Differences in levels of dissatisfaction experienced within the organisation provided us with
the question: ‘How can staff members who are not dissatisfied with the status quo be
encouraged to embrace a culture of research and evaluation?’
To find an answer to the question we developed an action plan of informing WRHC staff
members of the benefits (such as greater access to funding grants) of evaluating their
programs and practice. This was achieved by the CIG members and myself attending and
encouraging such discussions at team meetings. Following the discussions we observed that
the dissatisfaction with the status quo began to build amongst staff members who gradually
became more involved when they became aware of the benefits of research and evaluation to
their practice. Subsequently, we observed an increased interest in conducting research and
evaluation projects. For instance, team leaders responsible for managing daily activities
encouraged the promotion of research and evaluation within their teams through staff forums
and team discussions. As staff members involved in advancing their knowledge and skills in
research and evaluation broadcast and shared their research interests and findings, the more
their enthusiasm ‘snowballed’ to other staff members who in turn became advocates for
enhancing their capacity to conduct their own projects.

An indicator of increased interest was the steady increase in the requests by staff members
for assistance in various aspects of their research and evaluation projects. The requests
increased from four in January/February 2009 to thirteen in January/February 2010.
Although this might seem a small number overall within such a large community health
centre, these requests came from 13 of the 15 program areas within WRHC.

Knowledge and Skills
To accommodate the knowledge and skills condition, we designed a 10-hour research and
evaluation training program that presented an overview and could be delivered to staff
members over five two-hour sessions (see appendix H). The curriculum was designed using
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an action research cycle of conducting a needs assessment that informed a plan of action,
acting by implementing the curriculum, observing what worked and what did not work and
reflecting on how the curriculum could be improved (see Chapter 7).

The curriculum was analysed using pre and post-test questionnaires (see appendix I and J)
which indicated that the training was extremely well-received by staff members and revealed
significant increases in the confidence and knowledge of (1) conducting evaluation projects;
(2) undertaking literature searches; (3) understanding qualitative research methods; (4)
designing and administering questionnaires; and (5) writing for publication. For example,
the post-test asked participants to comment on what they thought was helpful to them. One
participant responded with “I feel the program has provided an excellent foundation on
which I now have the confidence to build on”. Other participants responded with “The
sessions I have attended have been valuable and given me confidence to implement a
research project” and “Good to have the opportunity to enrich our knowledge and develop
areas of interest”. However, we quickly learned that the training was but a small aspect of
promoting sufficient competence and confidence in conducting research and evaluation
projects.

Reflecting on the results of the analysis of the curriculum, we found that training was wellreceived. It provided theoretical knowledge of the principles and the mechanisms of research
and evaluation. However, it failed to give sufficient practical experience to promote staff
members’ self-efficacy to conduct their own projects. Equally, we found that there was a
significant area missing from Ely’s model that complements knowledge and skills acquisition
and assists in developing staff members’ confidence in conducting their own projects. The
missing area was identified as the need for on-going support and mentoring or coaching of
staff members as an integral and necessary adjunct to the research and evaluation training.

As Ely did not identify mentoring as beneficial to adapting and conducting research and
evaluation projects, I consulted and borrowed the “Ongoing coaching and consultation”
element of Fixsen’s Core Implementation Components model as an addition to the training
curriculum (Fixsen, et al., 2009). Fixsen et al (2009) suggested that the probability of the
successful implementation of an innovation is greatly enhanced when staff members’
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mentoring or coaching is associated with a training curriculum.

Mentoring or coaching staff while they conduct their research and evaluation projects has
been of great benefit. Coaching allowed for learning through experience and has given staff
members the opportunity to practice what they have learned in the training (Fixsen, et al.,
2009). I found that the training was important but without the follow up mentoring or
coaching by the Research and Evaluation Consultant, it rarely translated into practice. I
observed an increase in staff members’ interest in implementing research and evaluation with
assistance through mentoring in either an individual or group format. The mentoring
sessions were utilised from the beginning of the project and involved staff members
negotiating with me in my role as the Research and Evaluation Consultant for a time to
discuss and seek advice regarding the design, analysis and reporting of their research or
evaluation projects.

A number of staff members indicated the value of mentoring as an addition to the training
when asked to suggest improvements to the training program on their post test administered
after training. For example, one staff member wrote, “Mentoring is a good way to assist with
ongoing implementation”. While another staff member wrote, “Mentoring group - great
idea. It will assist with motivation”.

Available resources
During discussions, staff members involved in the training and mentoring sessions expressed
a need for various resources on how to conduct research and evaluation projects. To meet the
staff members’ needs, we utilised the organisation’s Intranet to distribute the requested
resources. With the help of our Information Technology department, we developed a site
within the organisation’s Intranet solely devoted to research and evaluation. The site includes
(1) access to research software; (2) information about how to design, collect and analyse
research and evaluation data; (3) how to write reports and articles for publication; (4) access
to electronic databases and; (5) other links to useful internet sites concerned with research
and evaluation (see Table 5). Information and resources listed on the Intranet site were
developed with an emphasis on simplicity and ease of accessibility. However, when
reflecting on what the staff members reported in team meetings and through informal
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conversations with myself, the CIG and I noted that the resources required monitoring and
updating with new resources being identified and implemented according to emerging
requirements of staff members. For example, staff members’ requested methods by which to
create and analyse data bases they had created from their use of pre and post-tests. Although
staff members used Microsoft Excel to create and analyse data bases, staff members reported
that the software was cumbersome and very time consuming when utilised for analytical
purposes. To respond to the staff members concerns an alternative to Microsoft Excel was
found (PSPP), trialled and implemented.

The site was monitored by our Information Technology department for the number of times
staff member accessed the resources on the site. A snapshot of the access rate after the site’s
inception showed that resources were accessed 223 times during the August/September
period in 2009. The access by staff was high at the inception of the project, probably because
the intranet was new to the organisation. The high access rate can also be attributed to a
number of staff having participated in research and evaluation training during which use of
the intranet site was encouraged. Subsequent monitoring of the site by the Information
Technology department one year later revealed a decrease of the access rate to 94 times for
the August/September period of 2010. This rate, although significantly less than the
August/September 2009 period would represent a more realistic rate of access by staff
members considering their daily work load.

The access rates may suggest that the use of available resources contributed to staff
members’ interest in developing and implementing their own research and evaluation
projects. Staff members’ interest was shown by the variety of different resources being
drawn on which range from the use of questionnaire templates to how to conduct a case study
evaluation. More resources, such as the availability of a reference manager, are being
investigated for future staff member use. The site will continue to be monitored for changes
to the access rate on a monthly basis.
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Table 5 Resources available on Intranet
Research and
Evaluation Forms

External Links

Research and
Evaluation Information
and Resources

WRHC Research & Evaluation Proposal Form
Internal Grant Application
Research and Evaluation related Policies
- Ethics Policy
Internal Grant Allocation Policy
National Health and Medical Research Council NHMRC
Clinicians Health Channel
Research and Evaluation Committee Minutes and
Agendas
Training Curriculum
An example of a well written research article
Session 1- What is research and evaluation
Session 2 - Searching the Literature
Session 3 - Qualitative Research Methods
Session 4 - Designing Questionnaires
Session 5 - Writing a Paper

Relevant Articles and
Documents

Completed Research Reports
Conference abstracts
Designing Questionnaires
Administering, analysing, and reporting your
questionnaire
Designing an effective questionnaire
Designing Questionnaires
Measuring Evaluation Results with Microsoft Excel
Post-Then-Pre Evaluation
Questionnaire design
Reaching beyond the white middle classes
Selecting, designing, and developing your questionnaire
Survey Monkey
What’s the Difference post then pre and pre then post
National Statement on Ethical Conduct in Human
Research
Literature Searching
How to Read a Research Article
Resources for doing web based research
Differences Between Qualitative and Quantitative
Research Methods
Qualitative methods for assessing health care
Qualitative Research Designs Selection and
Implementation
Qualitative Research Rigor and qualitative research
The Application of Case Study Evaluations
Preparing reports for publication and responding
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Published Papers

Resources

Internal Conferences
abstracts and
presentations

The Science of Scientific Writing
Evaluation of HARP Psychology Service I've Done My
Time, Now What
Psychosocial Predictors of Quality of Life in a sample of
community-dwelling stroke survivors: A longitudinal
study
Use of the Program Explication Method to Explore the
Beneﬁts of a Service for Homeless and Marginalized
Young People
Utilising implementation science in building research and
evaluation capacity in community health
We are doing a great job, but are we effective
Consent forms
Data collection techniques
Basic evaluation on focus groups
Hands-on guide to questionnaire research
Nominal Group Technique
Qualitative Research Methods-A data collector's field
guide
Evaluation Framework Notebook
Evaluation Framework Workbook
Internal Conference Abstract Template
Miscellaneous
Access to the DHS Electronic Data Bases
Likert Scale Choices
Questionnaire post-test template
Questionnaire pre-test template
Research and evaluation process - The steps to follow
Research and Evaluation Administrative Process
2010
2011

Research and
Evaluation News

Clinicians Health Channel Bulletin
Conference abstract accepted

Upcoming Conferences

2011 FECCA Conference - Advancing Multiculturalism
Family Therapy Conference
7th Health Services and Policy Research Conference
Australasian Evaluation Society Conference
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Available Time
Time for staff members to conduct research and evaluation projects became quite an issue in
this research project. When I attended team meetings I observed that staff members
frequently complained that it was difficult to add extra responsibilities such as conducting
research and evaluation projects to already busy work and practice schedule. The complaints
about the lack of available time was pervasively expressed across the organisation and may
well be associated with the different and varying roles the staff members have in the
organisation. (For this reason the title of my thesis includes “Time is the Dance of
Research”).

I also noticed that the programs that expressed the most difficulties in finding available time
involved the programs that were reliant on “Output Based Funding” which involved time
constraints in that their work and employment relied on a throughput of clientele. In these
circumstances research and evaluation projects were very difficult to implement unless the
time could be “back filled” or other funding could be found and made available. The
“Output Based Funding” was a significant issue for the organisation’s Medical and Dental
teams in relation to conducting research and evaluation projects.

Other teams that expressed difficulty in find available time for research and evaluation
included a number of outreach and mental health programs who were engaged in instituting
significant changes that involved the restructuring and relocation of staff members and
program assets to new buildings and locations within the organisation. The staff members
employed by these programs said that they were experiencing competing and changing
priorities which, although temporary, disturbed their ability to dedicate sufficient time to
implementing research and evaluation projects. For example, within the study period
substantial redevelopment occurred to a WRHC building in order to accommodate a number
of programs under the same roof. As a result staff members involved in the redevelopment
were required to focus on moving to new premises and were more concerned with the impact
this would have on their practice, than devoting time to evaluation and research.

The issue of sufficient allocated time was also relevant for larger research and evaluation
projects that were on staff member time and involvement. One such project was evaluated of
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the restructuring and relocation of programs under the same roof already mentioned.

Through reflecting on the issue of available time, the CIG instigated an action research cycle
of planning, action, observation and reflection and formulated an action plan in which an
alternate strategy could be developed to assist and alleviate the burden of the Outreach and
Mental Health teams in conducting the evaluation. The action plan consisted of pooling
funds between three program areas and employing a research assistant who could assist staff
members conduct evaluation projects under my supervision. The people who requisitioned
the evaluation continued to guide the project and remained responsible and closely involved
with it. The action plan was implemented and a research assistant was employed to assist
with the evaluation projects. The action plan freed the three program areas from contracting
external evaluators. The action plan was implemented over a one year period with limited
success. The Research Assistant position was made redundant after one year due to
budgetary constraints.

On reflecting further on the issue of available time for teams to engage with smaller research
and evaluation projects, the CIG developed an additional action plan that involved
encouraging teams to add time for the evaluation of new and recurring programs. In
addition, the CIG suggested that staff members be encouraged to set aside a small amount of
time in either their daily or weekly practice which they could devote to researching and
evaluating their programs.

The plan to add research and evaluation time to program planning was quite successful in
that staff members applying to the organisation internal grants scheme for funding (see
Chapter 4) have to agree to set aside time to evaluate their programs and interventions.
However, although some progress has been made to resolve the issue of available time, it
continued to be a concern.

Rewards or Incentives
WRHC staff members were rewarded by way of recognition through their (1) research and
evaluation projects and findings, (2) conference presentations and, (3) published articles
being advertised on the organisation’s intranet. In addition, an internal conference open to
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WRHC staff, Board members, local academics and other key stakeholders in the region, was
held in which research and evaluation projects were endorsed, highlighted and acknowledged
by all programs and levels within the organisation (see Chapter 8). Thirty-six staff members
presented eighteen research and evaluation projects at the first conference and there were a
further 27 presentations in 2011 WRHC conference involving 34 staff members. Some
projects were completed with the results presented and some presentations involved how the
evaluation or research was being conducted (see appendix K for the conference programs,
accepted abstracts, evaluation survey sample and evaluation results for the years 2010 and
2011).

Participation is Expected and Encouraged
At WRHC, Ely’s condition regarding participation was put in place in two ways. Firstly,
prior to implementing our research project within the organisation, staff members were
consulted about what they thought was necessary to build research and evaluation capacity at
WRHC (a needs assessment that could inform an action plan). Secondly, as indicated in the
method chapter, the co-operative inquiry group continued to meet monthly and explored, as
much as possible, the views and ideas of WRHC staff. The committee members devised an
action plan that involved reporting back to their respective teams information regarding the
CIG’s aims, plans and progress and then sought comments and critique from their team for
consideration at the CIG meetings. To accommodate the interaction between teams and the
CIG, a number of teams added research and evaluation as an item for discussion onto their
regular meeting agendas. When reflecting on the action plan, it was observed that the
process encouraged as many staff members as practical to participate in building research and
evaluation capacity within the organisation. It was hoped that the strategy kept research and
evaluation issues a factor in daily practice and in program planning.

Commitment by Those Involved
At WRHC the commitment began with the CEO responding to the OREC’s concern for
greater resources to conduct research and evaluation projects. The CEO, with support from
the management group, was committed to funding and employing a Research and Evaluation
Consultant who could build and implement research and evaluation capacity within the
organisation - hence the invitation by the CEO to myself (as a known researcher in the health
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and welfare field) and to The Bouverie Centre (a small, publicly funded family therapy
service within the Faculty of Health Sciences at La Trobe University) to instigate and
supervise the action research.

The commitment to the project also included changes to the policy and procedures of the
organisation such as (1) the revision of Human Research Ethics policy and procedures; (2)
inclusion of research and evaluation in staff position descriptions; (3) the inclusion of
research and evaluation in the orientation of new staff members; and (4) the employment of a
part time research assistant in lieu of contracting costly researchers from outside the
organisation (See appendix L for samples of the ethics policy and procedure, staff position
description, orientation agenda and the research assistant’s position description).

Members of the management group displayed their support for and commitment to the
project by co-presenting in conjunction with the Research and Evaluation Consultant, to staff
forums within the organisation, to the Board of Management, to CEO’s of other community
health centres across Victoria and at conferences. As an example of the continued
commitment of those involved, the CIG have convened a Human Ethics Advisory Group that
can approve low and no risk ethics applications in WRHC.

Staff members representing both WRHC and The Bouverie Centre have been trained
(training occurred through the Research Integrity Department of Deakin University, Burwood
Campus) to formulate an ethics policy and guidelines that can objectively assess ethical and
methodological issues of research and evaluation projects. This ethics approval procedure is
an indication of the commitment shown by WRHC to building research and evaluation
capacity (a full account of this process is described Chapter 6).

Leadership
Both tiers of leadership recommended by Ely (1990) were actively involved in the current
project. Although there was a change in CEOs at WRHC following the inception of the
project, the original CEO appointed me as the Research and Evaluation Consultant to the
organisation, and the new CEO continued to actively support the project. Although I am the
designated leader and driver of the project, the actual implementation discussions, planning,
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action and reflection took place within the CIG and are thus actively contributed to by CIG
members who shared these ideas and implementation discussions with their own team
members. Moreover, the CEO’s delegate and CIG convener (Sharon) played a significant
leadership role through promoting research and evaluation implementation strategies with
other program managers. Both WRHC project leaders were further supported by my PhD
research supervisors.

Implications for Community Health organisations
Implementation science, and in particular Ely’s model, can provide useful guidelines for the
successful implementation of change within an organisation, in this case building research
and evaluation capacity. Change and innovation require a framework by which
implementation can be both directed and assessed. Such a framework assists in evaluating
the degree to which implementation of change or innovation has been successful or
otherwise.

Inevitably the implementation of change and innovation will have a mixture of success and
failure, and understanding the degree to which Ely’s necessary conditions are in place helps
make sense of whether or not implementation outcomes are being met.

A good example of a plan, act, observe, reflect action research cycle occurred when Sharon
and I observed that the CIG committee members’ were not as vocal nor were they
participating in the decision making processes during the committee meetings (Ely’s
condition of ‘Participation is expected’). When Sharon and I reflected on the reason why this
may be occurring, we hypothesised that they were not participating because I was digitally
recording the meeting proceedings. As noted earlier, we planned to test our hypothesis by
not recording a small number of meetings to observe if there was a difference in their level of
participation. We noticed that not recording meetings did not change the level of the CIG
members’ participation. When reflecting further on the problem Sharon and I considered
that, as we both fulfiled a management role within the organisation, the CIG members may
have felt vulnerable to our disapproval if they disagreed with us. Sharon and I formulated a
plan in which we would openly disagree with each other in the meetings (as opposed to
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disagreeing in private) and thereby, by example, give permission to challenge our decisions
and ideas. We found that after implementing our plan the committee members’ increased
their participation.

By utilising Ely’s model to implement change and innovation, a project can continue to be
monitored and adjusted to increase the project’s potential for a successful outcome. By
applying Ely’s model as a framework, the implementation of change and innovation can be
systematically used as a guide to increase the prospect of a successful implementation
process and accordingly contribute to an organisation’s capacity to provide effective and
appropriate health services.

In Conclusion
Adopting Ely’s eight conditions for implementing change and innovation was of great benefit
in building and enhancing research and evaluation capacity at WRHC. Ely’s model provided
guidelines on how I could implement research and evaluation capacity in the organisation by
clearly articulating elements that needed to be present for change to take place. The
experience of utilising Ely’s model also informed me of its short-comings and what else
needed to be present when implementing change. I discovered that Ely’s model lacked a few
essential components necessary for the successful implementation of change and innovation
in this health service delivery context, the model nevertheless provided an effective and
beneficial guide for implementing research and evaluation capacity at WRHC. We found
that the missing components could easily be added to Ely’s eight components without
compromising the strength of the model.

We found the science of implementation to be an important aspect of introducing change and
innovation at WRHC. Although implementation science has not been researched or
evaluated to a great extent for use in the health sector, we used the implementation model and
found it contributed to the success of this one innovative project. Therefore I recommend
that more studies are undertaken to gauge the effectiveness of the available models of
implementing change within the community health sector. By studying and learning about
the requirements of implementing change, we can develop and explore the models that can be
more specific and vital to the community health field.
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In the next chapter, I move onto discussing what human research ethics is in relation to the
history of research ethics procedures and what constitutes ethical reviews of research and
evaluation projects. The reason I have elaborated at such length on this history, is in order to
provide a rich context of the significance in the current project of beginning to pay attention
to ethics when conducting internal organisational research and evaluation projects. I will also
examine why ethical reviews are necessary and what has been accomplished at WRHC in
establishing human research ethics protocols.
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Chapter 6 – Ethics
In this chapter I will examine Human Research Ethics in relation to its historical
development and what governs the principles of conducting ethical research. I will relate
how I conducted a telephone survey of community based organisations as to how they
conduct their research ethics procedure when conducting research and evaluation. I will
present what the organisations stated and how I developed a Human Research Ethics policy
and procedure at WRHC through the incorporation of a Human Ethics Advisory Group
(HEAG).

When conducting human research things can go wrong irrespective of the best plans and
intentions. On rare occasions, research with human subjects has included terrible violations
of human rights such as that known to have occurred in the Nazi detention and concentration
camps during World War Two. These violations of human rights were the focus of the
Nuremberg judgments that led to the development of the ethical processes necessary for
conducting human research projects today (National Health and Medical Research Council,
2007).

Human research is defined as research that is conducted about people, their data/information
or tissues (National Health and Medical Research Council, 2007). Equally, ethics has been
described as a branch of philosophy that involves the morality of human behaviour and
actions (Tangwa, 2009). Tangwa (2009) goes on to note that research ethics is limited to free
acts, actions and behaviours that are intentional, purposeful and liable to affect other
creatures.

Currently in Australia, the Human Research code of ethics is governed by the National
Health and Medical Research Council (NHMRC) which has published a framework by which
research and evaluation proposals are judged (National Health and Medical Research
Council, 2007). This framework also takes heed of state and territory legislation regarding
the ethical responsibilities of those proposing to conduct research or evaluation studies.

The NHMRC human research ethics guidelines are well established in universities and health
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and medical institutions such as larger sized hospitals. Equally the various State Government
Departments such as the Victorian Department of Health also have Human Research Ethics
Committees. However, the results of a survey suggest (see below) community health centres,
such as WRHC, have in the past not been successful in implementing policies involving
formal Human Research Ethics procedures and processes. At WRHC, ethics approval for
research and evaluation projects was gained mainly by contracted researchers and evaluators
from the institutions they represented which normally were universities. The small amount
of research and evaluation conducted by staff members was either conducted with ethics
approval gained through the Department of Health ethics committee or approval was not
sought. When ethics approval was not sought, the management of WRHC received little
information regarding how a research or evaluation project influenced and impacted on the
participants, the staff members, the organisation and the community. Nor was WRHC
management able to calculate the risks, if any, the research and evaluation projects presented
to participants. However, applying to the Victorian Department of Health’s ethics committee
also presented staff members with challenges.

Through informal discussions with WRHC staff members I was able to gain a picture of why
there was a reluctance to engage the process of external ethics committee approval. For
example, many found that completing a Department of Health ethics application was very
time consuming, involved a lot of paper work and gaining approval often took considerable
time. The issue of time was especially important as research and evaluation, and in particular
evaluation projects, had to be completed within a set time frame as demanded by funding
bodies. For example, an evaluation that should be completed over a 12 month period
becomes more difficult if gaining ethics approval for the project took 3 months. As
evaluations are conducted additional to daily work requirements, the decrease in available
time can increase staff member stress, reduce staff members’ motivation to conduct research
and evaluation and decrease the depth and quality of the research and evaluation conducted.

For the reasons mentioned above the formulation of a Human Research Ethics policy and
procedures at WRHC was very important in building research and evaluation capacity. The
aim of developing an ethics process was to make the process simpler, less time consuming
and more accountable.
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In what follows I will present my journey in discovering more about ethics and ethics
approval processes that eventually led me to an exceptional outcome of getting approval from
a university to set up a Human Ethics Advisory Group at WRHC. I begin with an historical
perspective of human research ethics, the NHMRC guidelines of ethical considerations, what
study conditions can be considered exempt from the ethics process, and which study
conditions require an ethics review. I will also present the ethical issues that pertain to
qualitative research, the barriers that exist in community health centres incorporating ethics
processes, what a Human Ethics Advisory Group is and what WRHC accomplished in
developing research ethics protocols in the organisation. I will focus on the ethical
considerations relevant to research and evaluation projects normally conducted in community
health such as human research, but refrain from discussing other research such as medical,
animal and genetic research.

Historical Background
I feel it is important to understand the origins of Human Ethics processes as the reasons for
its existence informs us as to why such processes are important. Human Ethics processes
originated in post-World War 2 through the influence of the Nuremberg Military Tribunal
convened to bring to justice those involved in the violation of human rights and crimes
against humanity. The Nuremberg Military Tribunal was convened by Britain, France, Russia
and the United States of America (USA) in 1946 to 1947 in order to judge German war
criminals accused of committing human rights violations during World War 2 (Weindling,
1996). At the same time the USA also convened and paid for the Nuremberg Medical trials
(also known as the ‘Doctor Trials’) that stood in judgment of 23 defendants (of whom 20
were physicians) who were accused of conducting horrific experiments which led to the
suffering and death of people imprisoned in Nazi concentration camps (Hazelgrove, 2002;
Weindling, 1996).

In 1947, as a result of the trials, the Nuremberg Code was developed to protect the rights and
welfare of research participants (Grodin, 1996). The Nuremberg Code consisted of ten
principles regarding medical experimentation with an emphasis on ‘informed consent’:
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(1) The voluntary consent of the human subject is absolutely essential.
(2) The experiment should be such as to yield fruitful results for the good of society.
(3) The experiment should be so designed that the anticipated results will justify the
performance of the experiment.
(4) The experiment should be so conducted as to avoid all unnecessary physical and mental
suffering and injury.
(5) No experiment should be conducted where there is a prior reason to believe that death or
disabling injury will occur.
(6) The degree of risk to be taken should never exceed that determined by the humanitarian
importance of the problem to be solved by the experiment.
(7) Proper preparations and adequate facilities should be provided to protect against even
remote possibilities of injury, disability, or death.
(8) The experiment should be conducted only by scientifically qualified persons.
(9) Human subject should be at liberty to bring the experiment to an end.
(10) During the course of the experiment the scientist in charge must be prepared to terminate
the experiment at any stage, when the experiment is likely to result in injury, disability,
or death to the subject.
(Shuster, 1997; Temme, 2003)

Some years after the Nuremberg Trials, the ten principles of the Nuremberg Code were
discussed by the World Medical Assembly and adopted as a code of ethics in 1964. The ten
principles had two important elements added to the code and became known as the Helsinki
Declaration (Drewry, 2004). The two additional elements consisted of (1) all human research
subjects are to receive the best treatment available and (2) the interest of the individual
subjects has priority over the interest of society (Drewry, 2004).

As a result of the Helsinki Declaration, Human Ethics focuses mainly on three themes. The
three themes by which research projects are judged are (1) the involved risks and burden to
participants physical, mental, emotional, social and spiritual wellbeing; (2) protection of
participants’ right to privacy and confidentiality; and (3) that the research project is or will be
of benefit to the community and knowledge (National Health and Medical Research Council,
2007).
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Current Ethics Processes
In Australia the guidelines governing ethical research were first issued during the 1960’s and
initially determined the ethical standards for human medical research (Malouff & Schutte,
2005). The guidelines were later adopted to apply to social, behavioural and psychological
research (Malouff & Schutte, 2005). The guidelines have been revised with researchers
strongly encouraged to adhere to the guideline principles which has resulted in the current
condition of no human research being conducted at universities without ethics approval
(Malouff & Schutte, 2005). The guidelines governing human research in Australia today are
overseen and administered by the NHMRC.

National Health and Medical Research Council
In 2007 the NHMRC published and endorsed the “National Statement on Ethical Conduct in
Human Research” paper that currently determines the Ethics processes governing research
proposals in Australia. The ‘National Statement’ stated that all research must conform to
Commonwealth, State and Territory legislation involving privacy, safety, and other ethical
issues and is governed by Australian law (National Health and Medical Research Council,
2007).

When does a project not require ethics approval?
The NHMRC ‘National Statement’ states that research can be exempt from ethical review if
(1) the research poses ‘negligible risk and (2) involves records or data containing only nonidentifiable human information (National Health and Medical Research Council, 2007).

NHMRC national statement classifies research that is of ‘negligible risk’ as being no more
than inconvenient to research participants and does not present with having any foreseeable
risk of harm or discomfort. The NHMRC national statement goes on to state that if a
research project presents with an element of risk greater than inconvenience, even if the risk
is unlikely to the participant, then the project cannot be considered to have negligible risk and
would require a human research ethics review (National Health and Medical Research
Council, 2007).
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When does a project require ethics approval?
Research projects will require an ethics review and approval under the following conditions:



When the risk to participants as outlined above is greater than negligible risk and
low level risk.



When the research outcome is intended for publication.



When the research gathers information about an individual which is more than
could be reasonably requested in the normal course of service delivery.



When a person who is conducting the research does not normally have access to
data, information or records regarding persons under clinical care.



When the data, information or clinical records are to be used for secondary
purposes. That is, for purpose other than its primary reason for collection.



When the research involves the introduction of new technology, such as an
intervention, beyond normal routine clinical care.



When the research involves the random allocation of participants.

(La Trobe Univesity, 2007; National Health and Medical Research Council, 2003, 2007)

When a research or evaluation project requires ethics approval, the proposal normally
requires referral to a properly constituted Ethics Committee for review. Equally, when a
research project includes children and adolescents, disadvantaged people, different cultures,
Aborigines and Torres Strait Islanders as participants, the project requires review by a
properly constituted Human Research Ethics Committee (National Health and Medical
Research Council, 2007).

At WRHC the majority of projects conducted by staff members involved the evaluation of
interventions and practice that included either the opinions of staff members or clients. As
the evaluation projects involved negligible risk to clients in the way of discomfort and
confidentiality, it could be seen that few projects required an ethics review. However,
WRHC clientele include Indigenous people, disadvantaged people, people who engage in
illegal activities and people with psychiatric disabilities. Equally, to disseminate the findings
of the evaluation projects, staff members are encouraged to publish and present their results
at conferences. For these reasons WRHC’s projects require an ethics review.
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Ethics Committees
In the “National Statement on Ethical Conduct in Human Research” (2007), the NHMRC
outlined the minimum membership that could incorporate an ethics committee. The
following constitutes the NHMRC guidelines for an ethics committee membership.



A chairperson whose other activities will not impair the committee’s obligations.



Two lay people with no affiliation to the institution and who do not currently
engage in medical, scientific, legal or academic work.



One person with knowledge of or current experience in professional care,
counselling or the treatment of people.



One person who performs pastoral care in a community.



One lawyer who, if possible, is not advising the institution.



Two people with current research experience relevant to the research proposal
under consideration.

Establishing an ethics committee as described above presents community health centres such
as WRHC with enormous challenges both to find appropriate committee members and to
maintain the membership over time. Community health centres are not funded nor are they
structured to conduct research and evaluation project. For these reasons establishing and
maintaining a properly constituted ethics committee as described above is very difficult and
holds a low priority for community health centres due to their core business being service
delivery.

Barriers to Incorporating an Ethics Process in Community Health
For the practitioner whose routine work involves treatment and involvement with clients,
writing an ethics proposal can be a daunting task. Health professionals are often untrained in
the underpinnings of research and the ethical judgments associated with research (Richards &
Schwartz, 2002). Equally, human ethics committees ask practitioners to submit ethics
applications after answering many detailed questions in order to meet the formal
requirements of an ethics application (Mauldon, 2005). Such requests also constitute a
barrier to staff members who are employed in a service delivery capacity.
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For practitioners completing and presenting an ethics application using the appropriate
language, adding large amounts of detail and then implementing an approved research plan
can be a considerable hurdle. To develop an ethics application requires considerable skill
and effort for which the practitioner may be ill equipped and poorly trained and which may
take some time to complete (Mauldon, 2005). However, the most reported dissatisfaction as
expressed by practitioners regarding the human research ethics processes is the time it takes
for an application to be approved (Malouff & Schutte, 2005).

Besides the time taken to write an ethics application, the standard turnaround time from
submission to be approved in Australian universities averages six weeks (Mauldon, 2005).
Delays in gaining an ethics approval occur if the application requires amendments or if the
committee is not meeting due to being in holiday recesses (Mauldon, 2005). Such constraints
can affect the time allowed to complete a research or evaluation project (Mauldon, 2005).
For example, if a research project has a deadline to be finished within a twelve month period
and an ethics application takes three months to be approved, then only nine months are left to
complete a twelve month project.

As staff members working within the community health sector are employed to deliver
services, time to conduct research and evaluation projects is a major issue. Fitting such
projects into busy schedules of service delivery becomes even more difficult when the ethics
processes are lengthy and time consuming.

Ethical issues in Qualitative Research
As my research project was inductive or qualitative in nature, I felt that it was important to
place an emphasis on the ethical issues such research presents. Qualitative research involves
the examination of people’s lives, behaviours and experiences (National Health and Medical
Research Council, 2007). The research I conducted at WRHC was aimed at understanding
and investigating the meaning of the staff members’ personal experience rather than
concentrating on measuring their behaviour in relation to a set criteria. Such an investigation
denotes a more qualitative way of investigating how to build research and evaluation capacity
(see Chapter 3).
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Over the past few decades social scientists have increasingly utilised qualitative research as
an alternative or as an adjunct to the more traditional research methods which has resulted in
larger volumes of qualitative research within the health sector having been published
(Hadjistavtopoulos & Smythe, 2001; Richards & Schwartz, 2002). According to Richards
and Schwartz (2002) with the exception of a few articles published in nursing journals
regarding qualitative methods in health services research, publications have not dealt with the
associated ethical issues.

Although quantitative research can also incorporate narrative and hermeneutic components,
qualitative research by its very nature of gaining in-depth knowledge and meaning of
people’s experiences presents the researcher with significant ethical implications
(Hadjistavtopoulos & Smythe, 2001). Ethical issues such as the emotional impact on
research participants, issues of informed consent and issues of confidentiality are very much
heightened. In what follows I will explore the risks associated with conducting qualitative
research within a capacity building exercise in a health service such as WRHC.

Emotional Impact on Research Participants
The in-depth interviews often conducted in qualitative research may provoke anxiety and
distress in participants when personal experiences are investigated. The unstructured nature
of the inquiry often asks for discussions involving traumatic experiences or unresolved
conflicts within themselves or with others that may illicit a negative emotional response in
the research participants (Hadjistavtopoulos & Smythe, 2001; Richards & Schwartz, 2002).
The risk of emotional impact is especially relevant in qualitative research where the
participants are from a vulnerable population such as those involved in the legal system,
those suffering from a psychiatric disorder, those who are terminally ill, those who have been
tortured, those that have been marginalised within a society or those who have been
discriminated against (Hadjistavtopoulos & Smythe, 2001).
This was the situation at WRHC. WRHC’s provided services for people who suffered from a
psychiatric disorder, were involved in illegal activities such as drug use and refugees who
were disadvantaged and marginalised. To limit such a risk to clients, staff members were
strongly encouraged to provide timely appointments and easy access to counselling and
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debriefing services in the event that they were adversely affected by the interview process.

It is extremely important that when conducting qualitative research and evaluation at WRHC,
research participants are continuously monitored for distress and, if present, refrain from
placing undue pressure on the participants to continue to participate or respond to the
questions posed. Protocol should be in place to assist participants who may have experienced
a negative emotional impact as a result of the research process (Hadjistavtopoulos & Smythe,
2001).

Informed Consent
The discovery and in-depth based method of qualitative research is an attribute that allows
new issues and new questions to emerge through the data gathering processes. This attribute
can cause difficulties in the informed consent process as the research interviews may
generate issues not anticipated by the researcher or the participant and therefore not covered
by the informed consent (Hadjistavtopoulos & Smythe, 2001; McLeod, 1996; Richards &
Schwartz, 2002).
At WRHC the issue of informed consent was an important one. As mentioned in the
Introduction chapter, WRHC’s provides services to a diverse population from a number of
ethnic origins. Such a population with diverse backgrounds will require informed consent to
be provided and understood in various languages so that when the participants agree to
participate, they are aware of the processes and the possible risks that may accompany the
research or evaluation projects.
Richard and Schwartz (2002) suggest that research participants should also be informed of
and given the opportunity to withdraw themselves and the data they provided from the
research project.
Confidentiality
In quantitative research, the participants’ identity is more easily hidden by converting
participants’ details into numbers and merging individual scores into groups. In qualitative
research the uniqueness and the individuality of people’s stories and experiences leave their
data flooded with signs that can reveal an individual’s identity (McLeod, 1996). Because of
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the small sample sizes utilised in qualitative research, the possibility of participants being
identified increases. Speech patterns, the specific language used, life styles, quotations and
other speech mannerisms used by participants can lead to them and others being identified
(Richards & Schwartz, 2002).
This is true of WRHC’s clients who come from a number of different ethnic origins. When
research participants belong to small community cultural groups in which people are
reasonably well known to each other, the risk of identification can be exacerbated. For this
reason, as well as the often sensitive nature of WRHC clients’ histories and stories, requires
that confidentiality be closely monitored and maintained.

As can be understood, the nature of qualitative research can present with ethical issues that
are quite significant for both the researcher and the research participant. Issues of the
emotional impact on research participants, informed consent and confidentiality can impact
and challenge the ethical processes. For the reasons discussed above, it is important that
community health centres employ ethical standards and protocols when conducting research
and evaluation projects.

In the Case of Community Health Centres
As can be judged by the information presented above, the issue of ethical review for research
and evaluation projects at WRHC is an important one. There are many reasons why the
organisation should participate in ethics reviews for proposed research and evaluation
projects. The reasons why WRHC should participate in ethics reviews include publishing
findings to add to the knowledge generated in the field, acknowledgement of the important
work and learnings achieved by the organisation, legal responsibilities, protection of research
and evaluation participants.

However, to participate in ethics reviews is not a simple matter. The ethics review process
can involve a ‘juggle’ between taking ethical responsibility and making the process
uncomplicated and time appropriate to encourage staff participation in research and
evaluation. In addition, the involvement of an organisational Human Research Ethics
Committee may not be the most efficient mechanism by which the organisation can involve
ethics reviews.
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Human Research Ethics Committees in Australia are mainly facilitated in academic
institutions, such as universities, or larger medical hospitals (Berends, 2007). These
academic and hospital-based Human Research Ethics Committees frequently apply ethical
codes that are conservative and that may not be realistic in practice settings (Richards &
Schwartz, 2002). Human Research Ethics Committees impose ethical codes and standards
that are based on the medical model and yet may review ethics proposals that involve a wide
range of disciplines engaged in the social sciences such as social work and psychology
(Berends, 2007; Mauldon, 2005). Mauldon (2005) argues that enforcing unrelated, externally
determined ethical standards on health professional practices can weaken the assertion that
such people can bring the benefit of their personal knowledge of their work to the research or
evaluation process.

Conversely, health professionals are usually not trained in the theoretical aspects of the
ethical judgments within health research (Richards & Schwartz, 2002). For reasons
mentioned earlier, health professionals in community health managed the ethical issues
involved in research and evaluation through (1) informal discussions with colleagues; (2) by
ignoring the issues; (3) developing internal procedures; or (4) used university guidelines to
conduct their ethical proposals (Berends, 2007). In addition, community based health
agencies vary in the way they manage the ethical issues and processes in their research and
evaluation practice.

Prior to commencing my project of building research and evaluation capacity in the
organisation, WRHC management had considered implementing an ethics process but found
it difficult to understand what was necessary or what the ethics process should be. After
commencing my employment at WRHC, I endeavoured to gain an understanding of the
protocols and the factors governing the implementation of an ethics process within a
community health centre. To gain such an understanding, I contacted a number of similar
services and ‘peak bodies’ that advise the health sector on health related issues, to investigate
how they managed the ethics reviews when conducting research or evaluation projects.

I contacted 13 health services of which six were community-based agencies and three were
peak representative bodies that represented health organisations to government and were
136

involved in training and research within the health sector. I also contacted two agencies
involved in quality improvement accreditation and two government health organisations. I
spoke to people within these organisations who were involved in the management of research
and evaluation in relation to how they conducted their research ethics reviews.

The community based health agencies I contacted reported that they dealt with ethics issues
in a variety of ways. The agencies reported the following methods of addressing human
research ethics reviews:

1. The agency manager approved a research or evaluation project. If the manager
considered the project to be difficult, it was discussed with other managers in the
organisation before being approved.
2. One agency used the organisation’s ‘code of conduct’ as the research ethics
review process.
3. Agencies contracted the projects out to external researchers and considered ethics
approval as the responsibility of the contractors.
4. Similarly, the services were frequently asked by universities to participate in
research projects and relied on the university and their ethics committees to
consider the projects’ ethics issues.
5. At times research ethics was approved through service partnerships in a similar
fashion as approval being granted by a service manager as noted earlier.
6. The health service agencies I contacted received funding from the Victorian
Government’s Department of Health, and therefore had access to their Human
Research Ethics Committee. However, this process was reported as being
difficult in terms of excessive paperwork and the time taken to receive
notification (can be three months or more).
7. One health agency reported having convened a properly constituted Human
Research Ethics Committee as set out in the NHMRC guidelines but found it
problematic to sustain. The agency reported that as members withdrew from the
committee, new members were difficult to find which resulted in the committee
losing its viability and subsequently disbanding.
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The community based health services I contacted all agreed that the ethical review of
potential research and evaluation within the health sector remained problematic and difficult
to maintain.

Besides contacting community based health services I also contacted Accreditation
organisations involved in ensuring quality assurance in health agencies through accreditation
processes. Participating agencies agreed to fulfil and maintain a number of conditions that
assured ongoing quality of services through quality assurance systems. The Accreditation
organisations reported the following when asked to comment on how they conducted ethics
reviews involving human participants in research and evaluation projects:

1.

The Accreditation organisations questioned whether evaluation projects
required an ethical review.

2.

The organisations agreed that there are problems conducting human research
ethics reviews in community health agencies but did not know if there was a
solution.

In addition to contacting Accreditation organisations I also contacted Peak bodies that
represent and lobby for community health services to government and other interested
bodies. The Peak bodies were frequently involved in the training and research of the
interests held by community health agencies that included issues ranging from mental health
and work force development. The following responses were reported by the Peak bodies as
to how human research ethics reviews were dealt with in their organisations:

1.

One Peak body stated that they did not conduct research involving
people and therefore did not require ethics approval.

2.

Other Peak bodies stated that they did not have an ethics process
but conducted research with universities and therefore utilised the
university Human Research Ethics Committees.

The Victorian Government Department of Health and its subsidiaries’ research projects are
reviewed by the Department of Health’s own Human Research Ethics Committee.
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As a result of having contacted the above agencies, I was invited to attend a meeting of
community health agencies to discuss issues pertaining to ethics reviews of research and
evaluation involving human participants (for a copy of the meeting agenda see appendix M).
The discussion that ensued at the meeting reinforced that ethics reviews were poorly
conducted within community based health services. For the reasons discussed above, I
investigated and explored an alternative ethics process that may be more appropriate for
community based health services. I found that an appropriate alternative to the university
based Human Research Ethics Committee process was the Human Ethics Advisory Group.

Human Ethics Advisory Group
The main purpose of a Human Ethics Advisory Group (HEAG) is to assess the research
proposals submitted by university staff and students and advise the university’s Human
Research Ethics Committee as to the ethical issues identified in the proposals (Melbourne
Research Human Ethics - University of Melbourne, n.d.). The HEAG is a concept that has
been accepted by a number of universities in Victoria, Australia and is normally faculty
based.
Membership
The ethics department at Melbourne University recommended that a HEAG membership
should include three academic staff members with one member being a senior academic staff
member. In addition to the three academic staff members, the Melbourne University ethics
department recommends that a post graduate student be included in the HEAG (Melbourne
Research Human Ethics - University of Melbourne, n.d.).
Responsibilities of a HEAG
As mentioned earlier the primary responsibility of a HEAG is to assess staff and student
research proposals regarding their ethical issues, including the methodological and technical
features, and advise the Human Research Ethics Committee in relation to whether the ethical
guidelines are complied with. Additionally, the Melbourne University Ethics Department
included eight further responsibilities:
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1.

To consider and approve Project-within-Project proposals.

2.

To consider and approve minimal risk proposals and provide a report to the
Human Research Ethics Committee.

3.

To ensure that those conducting the research are appropriately qualified.

4.

To ensure the data collected during the research project is correctly and
securely stored and disposed of.

5.

To monitor the research projects regarding adherence to the NHMRC
guidelines.

6.

To provide ethics training to staff, researchers and HEAG members.

7.

To attend training sessions provided by the Human Research Ethics
Committee.

8.

To keep suitable and appropriate records of assessed proposals for the
purposes of compliance and audits.
(Melbourne Research Human Ethics - University of Melbourne, n.d.)

On exploring the role of a university based HEAG, I felt confident that such an ethics process
was able to be implemented at WRHC. I also felt confident that WRHC could fulfil the
responsibilities of a HEAG as outlined above. However, implementing a HEAG within a
community health centre such as WRHC required further considerations in relation to ethics
training for HEAG members and staff members. Equally, the development of the appropriate
documentation and protocols for submitting an ethics application by staff members was also
an important item for consideration.

Developing Ethics procedures at WRHC
To track research and evaluation projects conducted at WRHC, I developed a ‘Research and
Evaluation Proposal Form’ for the use by WRHC staff members (see appendix N). The
‘Research and Evaluation Proposal Form’, although not a formal ethics application
document, is nevertheless based on academic ethics application guidelines. When staff
members attempted to complete the ‘Research and Evaluation Proposal Form’, they
conveyed a number of questions to me relating to how to complete the form. The number of
questions indicated that only a few staff members had experienced an ethics process and
therefore required training in the understanding of what an ethics review was and what
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constituted a sound human research ethics proposal.
To assist staff members understand the ethics process, I explored the possibilities of enrolling
interested staff members in an ethics training course. Through discussions held with the
CIG, it was decided that the CIG members would be the most appropriate to be involved in
the ethics training due to their involvement in implementing research and evaluation at
WRHC.
Through my affiliation with Deakin University in Victoria (Honorary Fellowship) I contacted
and met with a representative of the university’s ethics department with the aim of
investigating the possibility for the CIG members and a select number of staff members from
The Bouverie Centre La Trobe University (where I was located as a PhD candidate) to be
trained in assessing the human research ethics proposals submitted by staff members of both
organisations. After the meeting and through subsequent emails between myself and the
Deakin University representative, dates and times were arranged to train the CIG and The
Bouverie staff members in the issues governing human research ethics applications. The
training of the CIG and The Bouverie Centre staff members occurred in April, 2010, and
consisted of two half day sessions. The half day sessions were offered as two separate events
which allowed staff members to choose which ones they would attend in accordance with
their work commitments. Following the training we created a HEAG at WRHC.
We endeavoured to develop the membership of the HEAG in accordance with the Melbourne
University recommendations outlined earlier that included two academics from the Bouverie
Centre, one of which was an Associate Professor (senior academic), a second academic
(PhD). In addition, three members of the CIG would be members of the HEAG with myself
appointed as the HEAG secretary and also representing the post graduate (PhD) student
position. However, we found the above membership of the HEAG difficult to maintain due
to issues relating to The Bouverie Centre being a School of La Trobe University and the
HEAG’s The Bouverie Centre’s academic representatives having to relate to La Trobe
University’s Human Research Ethics protocols (see below). To address this issue, the CIG
members applied an action research cycle and developed an action plan that saw it become
WRHC’s HEAG. The action plan included devoting up to half the meeting times to
reviewing staff members’ ethics submissions. However, even though the HEAG was formed,
the CIG, on reflection, felt that it could not operate in a vacuum and required an association
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with a fully constituted Human Research Ethics Committee as established within universities.
The CIG felt that associating the HEAG with a university Human Research Ethics
Committee offered greater legitimacy and support for the research and evaluation projects
proposed by WRHC staff members. In addition to seeking greater legitimacy and support,
the HEAG also required an institution with a Human Research Ethics Committee that could
review and approve research and evaluation projects that constituted risks greater than low or
negligible. The institutions that most commonly incorporate a Human Research Ethics
Committee are the universities and consequently it was a university I contacted first.
As my PhD research came under the auspices of La Trobe University and the Bouverie
Centre was a school of La Trobe University, it stood to reason that I contacted that university
first to request an association with their ethics committee. However, La Trobe University
Ethics Department informed us that the ethics committee could only review applications that
were submitted by either the staff or students of the university. For this reason the HEAG at
WRHC was unable to be associated with the La Trobe University Human Research Ethics
Committee. However, there was another University in close proximity to WRHC that I
contacted next.
I contacted the manager of the Human Research Ethics department at Victoria University
(VU) in Footscray, Victoria, and arranged a meeting to discuss the possibility of the WRHC
HEAG associating with their ethics committee. The ethics manager was optimistic about my
proposal of associating the WRHC HEAG with the VU ethics committee and agreed to
consult with the ethics committee ‘chair’ and present my proposal. Through a telephone call,
the manager reported that the ‘chair’ of the ethics committee considered my proposal
favourably and a meeting between the management of both parties would be arranged in the
near future to discuss the benefits of the proposal to both WRHC and VU.

A meeting between Sharon, two senior representatives of the Ethics department at VU and
myself occurred in March, 2011, at which time my proposal was presented and discussed.
As the discussion progressed a decision was reached in which the WRHC’s HEAG would
approve no and low risk ethics applications and refer application with a higher risk to the VU
ethics committee for review. We agreed to limit the number of referrals to around five per
year and as approximately 85% of the applications at WRHC involved no or low risk
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evaluation projects, the proposed number of referrals was acceptable. Another condition
involved the referral of high to moderate risk ethics applications which would have to be
sponsored by a person employed by VU. As my employment at WRHC involved research
and evaluation, the representatives of the VU ethics committee preferred that I sponsor the
applications (see Table 5 below for a schematic representation of the WRHC Ethics
application processes).

Table 5 WRHC Ethics application schematic flow chart.

Staff Member completes ethics application and Program Manager signs off on
application.

Application is sent to Research and Evaluation Consultant.
Consultant sends HEAG members a copy of the application.

HEAG reviews the application at the OREC’s monthly meeting.

HEAG determines project to be of low
or no risk.

HEAG determines project to be of
moderate or high risk.

Application is sponsored by the chair of
the committee and submitted to
Victoria University’s Human Research
Ethics Committee.

Application is approved or approved
after additional information is
provided and staff member notified
by Chair of HEAG

Application is approved or
approved after additional
information is provided and staff
member notified.
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We decided that the above agreement would be piloted over the remainder of 2011 and, if
successful, we may be able to move towards a more formal agreement. In addition to the
above conditions, the VU representatives requested that a WRHC staff member become a
member of VU’s ethics committee and provide a community health perspective to the
committee when reviewing applications. An agreement was made by WRHC and the VU
Ethics manager that I become a member of the Faculty of Health, Engineering and Science
Human Research Ethics committee. After attending five meetings, I was offered the position
of Deputy Chair of the Ethics committee which I accepted. However, for the ethics
procedures to succeed, the levels of knowledge of staff members at WRHC concerning the
governing aspects of ethical research and evaluation would require to be addressed.

As staff members at WRHC were not familiar with ethics processes or protocols, a training
course was considered and planned. The need for training in ethics had a similar importance
as the staff members need for training in research and evaluation methods as without training,
building research and evaluation capacity in the organisation would not have been possible.
As the membership of the CIG had changed since the training with Deakin University was
completed and as the CIG would also be the HEAG, ethics training began with the new CIG
members. The training was conducted by Sharon, a long standing CIG member and myself.
All three of us were involved in the ethics training at Deakin University.

When planning the ethics training for the staff members, Sharon and I reflected on how
WRHC has experienced a very demanding time in the second half of 2011. The demands on
staff time involved increased training commitments and meetings associated with
redeveloping the structure of the organisation. This resulted in less time being available for
staff members to be involved in ethics training. We agreed on an action plan that looked
towards early 2012 to commence the training of staff members. This plan will be presented
to the CIG at its February meeting with the training commencing soon after.

The ethics training curriculum has not as yet been created but will be developed and piloted
as was the WRHC’s research and evaluation curriculum which I will discuss in the next
chapter.
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In conclusion, it is of great benefit for community health services to engage in the research
and evaluation of their practices, interventions and services. However, organisations should
pay more attention to projects being conducted in an ethical manner. It is with interest that
my study found community health services that had not determined the importance of
identifying, assessing and lessening the risks to the confidentiality and the physical,
emotional, psychological, social and spiritual safety of those participating in their research
and evaluation projects. It is my belief that organisations should develop policies and
procedures in collaboration with other bodies such as universities through which community
health services can be guided to develop safer and more accountable processes and protocols
to safeguard research and evaluation participants. At WRHC we have developed such a
collaboration, which, although yet in its early stage of functioning, has provided benefits to
both parties.
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Chapter 7 - Training and Mentoring
As noted in the “Implementation Science” chapter, Donald Ely acknowledged that it is
important that staff members have the knowledge and skills to be able to implement
innovation and change within an organisation (Ely, 1990; Ensminger, et al., 2004; Ensminger
& Surry, 2008; Fixsen, et al., 2009; Fixsen, et al., 2005; Greenhalgh, et al., 2004).
Ensminger and Surry (2008) on reviewing Educational Change Models noted that training
staff members involved in implementing change and innovation was integral to the success of
the project. Ensminger, Surry and Ely’s statements indicate that by not building the
knowledge and skill base of staff members an organisation’s ability to develop research and
evaluation capacity would be constrained. However, one question remained. Would a
training curriculum be sufficient to build the knowledge of staff members or would they need
additional support to help them implement the knowledge they gained? Before this question
could be answered it was important to first develop the necessary knowledge and skills.
Although it was important to provide training for staff members implementing change and
innovation, it was equally important that the content of the training curriculum met the needs
of and also addressed the gaps in staff members’ knowledge and skills. As I was unaware of
the abilities of the WRHC staff members in conducting research and evaluation projects, I
first had to determine what they considered to be the gaps in their skills and knowledge.
To ascertain the level of the staff members’ research and evaluation skills and knowledge and
what they considered to be important to include in a training curriculum, I designed and
implemented a survey (see Appendix O). To include as many staff members as possible, I
asked the CIG members to discuss the issues outlined in the survey with the staff members in
their teams and then complete the survey. The results of the survey analysis identified a
number of themes (see appendix P) which advised the creation of an initial six session
research and evaluation curriculum which I then piloted. The identified themes included:



Greater knowledge of what comprises good research.



How to search electronic databases, do a literature search, create research
questions and understand research literature.



How to choose a research or evaluation method.
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Gain an understanding of qualitative research and understand what research
rigor is.



How to design surveys, pre and post tests and how to analyse the results.



Gain an understanding of ethics processes and how to obtain ethics approval
from institutions such as hospitals.



How to write for publication, how to write an abstract and how to present at
conferences.

In addition to training staff members, I also implemented a mentoring program to assist staff
members to apply the research and evaluation principles, knowledge and issues learned in the
training curriculum. The mentoring program was implemented in response to requests from
staff members for advice and assistance with their projects. Requests were received during
the training curriculum feedback (see Chapter 5). For example, it was noted in the August
2010 CIG meeting minutes:

“John provided 10 mentoring and advice appointments in the last
month. This amount is the average for over a four-week period.
(Cig meeting minutes 18/08/2010)

In addition, the CIG implemented a variation of the mentoring program we termed
“sponsoring” in which CIG members offered assistance and support to WRHC staff members
who were conducting research and evaluation projects.
In what follows I will discuss how the training curriculum was designed and outline the
content of the training curriculum. I also discuss the results of training curriculum pilots and
the changes made to its content and delivery over the past two years. I include a section on
incorporating a mentoring program for staff members in addition to acquiring research and
evaluation skills and knowledge. Similarly I will discuss how and why CIG members
sponsor staff members conducting research and evaluation projects.
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Training
The literature review (Chapter 2) and my assessment of the staff members at WRHC
suggested that a lack of skill and knowledge was a barrier to developing research and
evaluation capacity within WRHC (Kegeles, et al., 2005; Owen & Cooke, 2004). To
overcome this lack of knowledge and skill, a number of authors advocated training staff
members in research and evaluation processes (Argyris, 1977; Nu'Man, et al., 2007;
Veeramah, 2007).
Equally, Ely (1991), Greenhalgh et.al, (2004) and Fixsen et al., (2009) promoted the
importance of training when implementing innovations such as building research and
evaluation capacity. The authors advocated that without training, staff members would find
implementing change and innovation very difficult (Ely, 1990; Fixsen, et al., 2009;
Greenhalgh, et al., 2004)
Just as the literature I reviewed had promoted training, I too became aware that the staff
members at WRHC required a training program if they were to conduct research and
evaluation projects. I became aware of the training needs while attending various meetings
such as team meetings, and through informal discussions with staff members in lunch rooms
and in corridors. I noted that some staff members had exposure to research and evaluation
when studying for their qualifications. Such staff members believed that a training
curriculum that gave them a refresher in conducting research and evaluation would be
helpful. Other staff members admitted that they had little if any exposure as to how to
conduct projects involving research and evaluation. I noted in my research journal:

“Some staff are saying that although they had studied research
as part of their qualifications, they did not use it and therefore
would need a refresher. Other staff stated that they had no skills
in research or evaluation and wouldn't know where to start.”
(Journal entry – 28/10/2008).
The same staff members acknowledged that they required involvement in a training program
that developed greater research and evaluation skills and knowledge (Personal
communications and Journal entry – 28/10/2008).
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In response to what the staff members and the review of the literature reported, I discussed
the need to develop a research and evaluation curriculum with the CIG at our November
2008 meeting. The CIG agreed that a research and evaluation training curriculum would
benefit the organisation and formed a subgroup of four members, three CIG members and
myself, to create a training program.
Research and Evaluation Training Curriculum
The research and evaluation training curriculum was developed utilising an action research
design. The action research design included (1) the development of an action plan that
outlined the initial content of the training sessions and addressed the issues of communicating
the training for the recruitment of staff members to the training program; (2) the
implementation of the training curriculum and recruitment strategies (action plan); (3) the
analysis of the collected data and our own experiences (observation); (4) reflection on the
results of the analysis and experiences to identify the changes that could be made to enhance
the curriculum’s effectiveness and (5) the formulation and implementation of a new revised
action plan.
For example,
Stage 1
Planning and development of a
research and evaluation
curriculum.

Stage 5
Revision and adjustment of the
training curriculum.

Stage 2
Implementation of the
curriculum and recruitment of
participants.

Stage 3
Observation and analysis of the
participants and my own
experiences.

Stage 4
Reflection on what worked and
what did not work by the CIG.
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The CIG training group met three times in early 2009. At the initial meeting the training
group members considered the results of the survey aimed at ascertaining what staff members
considered important to include in the training program. In response to the survey results, the
training group agreed that I design a research and evaluation curriculum and when
completed, reconvene to review the progress made. The training group met two more times,
once to discuss and suggest any changes and a second time to ratify the curriculum and plan
its implementation. The training curriculum was presented at the February 2009 CIG
meeting where it was agreed to pilot the curriculum.
The research and evaluation curriculum initially consisted of six sessions spanning two hours
per session. The contents of the six sessions are as follows (Stage one of action research
cycle):
Session One - What is Research and Evaluation?
Session one presented what research and evaluation is, why conduct research and evaluation,
the types of research and evaluation models, the research and evaluation processes, the
program logic model as a precursor to research and evaluation and what constitutes high,
moderate and low levels of evidence. Session one also involved an explanation of the
differences between qualitative and quantitative research and what constituted good research.
Session Two – Searching the Literature.
Session two involved why do a literature search, how to do a literature search, the types of
research papers available and how to create a search question. It also included accessing and
searching electronic data bases and how to critically review the research literature.
Session Three - Qualitative Research Methods.
Session three incorporated a discussion of different qualitative research designs, sampling
methods, how to collect and analyse data and what research rigor and research ethics are.
Session Four - Designing questionnaires and analysing the results.
Session four discussed how to design a questionnaire, guidelines for designing a
questionnaire, how to administer a questionnaire, the limitations of questionnaires (biases)
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and how to analyse the data.
Session Five - Writing a paper.
Session five involved how to write a report for publication, how to develop a manuscript
outline, what constituted the various chapters of a report and what is included and excluded,
the rules of writing and the process of submitting a manuscript for publication.
Session Six – General discussion.
Session six involved a general discussion regarding how the content of the training sessions
could be adapted to individual projects currently being planned or being undertaken within
WRHC.
To advertise and recruit staff members to attend the training, CIG members suggested I email
Program Managers and encourage them to announce the training times and dates to their
teams and allow their staff members to participate. We found that the response to my email
to Program Managers was limited. The limited response rate was included in the agenda of
the March 2009 organisation’s management meeting in which it was reported that some
Program Managers had read the email while others had not because of differing team
priorities. The Program Managers reported that the training may have been overlooked as
their resources were dedicated more in assisting people affected by the “Black Saturday”
bushfires which had recently occurred. For this reason another email was sent out which
included all staff members within the organisation as well as the management group.
In addition to emailing all staff members in the organisation, General Manager Sharon,
discussed the training curriculum with the then CEO, Clare, who indicated that the research
and evaluation training was to be considered mandatory and a core event on the WRHC’s
training calendar. As a result of the email announcing the training to all staff members in the
organisation and the CEO proclaiming the training to be mandatory, a total of thirty-one staff
members registered to be involved in the first research and evaluation training pilot. To gain
a greater understanding of the research and evaluation training and thereby be able to
promote it to staff members throughout the organisation, the CIG members volunteered to
participate in the first pilot of the curriculum.
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The training curriculum was presented to staff members as consisting of a program involving
two separate groups of staff members (Stage two of action research cycle). The first group
was facilitated on Monday and the second group was facilitated on Wednesday, with session
times for each day either being a morning (Monday) or an afternoon (Wednesday). Offering
the training curriculum on different days and at different times allowed staff members, who
worked part time or found it difficult to attend due to work commitments, a greater choice of
access to the training program. The CIG also considered that offering the training for two
hours every week was excessive as staff members would have been taken away from their
daily work commitments too often which could have led to overburdening their teams. The
training was therefore initially piloted in 2 hour sessions occurring fortnightly rather than
weekly.
The decision to conduct the training on two separate days and at two separate times with two
separate groups of staff members proved to be of benefit. The training scheduled for
Monday received fifteen registrations while the training scheduled for Wednesdays received
sixteen registrations. The implementation of the second stage of the action plan (the pilot of
the research and evaluation training curriculum) began on Monday the 20 th of April, 2009,
and on Wednesday the 29th of April, 2009 and extended over a twelve week period.
The third stage of the action research cycle was implemented by the evaluation processes of
the curriculum through the implementation of pre and post-test questionnaires to elicit the
participant responses as to the effectiveness and appropriateness of the curriculum content
(see appendix I). The pre-test questionnaire was implemented at the beginning of the first
session with the post-test questionnaire implemented at the completion of the sixth and final
session. The pre and post-test questionnaires were analysed and the results were presented at
the following CIG meeting and used to inform the changes that were necessary to further
develop and enhance the training curriculum (see appendix J).

The results are presented as “Overall Clinical Significance of Questions in clusters A, B, C
and D (see discussion on how the results were analysed and Table 6 below).
The analysis of the questionnaires was conducted following the first pilot and consisted of 28
completed pre and post questionnaires. The questionnaires were analysed by calculating and
comparing the mean and standard deviation of each question presented in the pre and post152

test questionnaires. The majority of the questions involved a seven point Likert scale, but in
addition the post-test questionnaire also included three open-ended qualitative questions that
asked the training participants to express individual comments on how they valued the
training curriculum (see appendix I). The differences between the pre and post-test mean for
each question was further analysed to determine the ‘Clinical Significance’ of the outcomes.
‘Clinical Significance’ is a statistical analysis method that remains poorly defined in the
literature but nevertheless is a viable method by which change in people can be measured
individually or as a group (Jacobson, Follette, & Revenstorf, 1984). Jacobson et.al., (1984),
who studied methods by which to measure psychotherapy outcomes, proposed that clinical
significance occurs when a person moves from being dysfunctional to being functional.
Similarly, clinical significance may indicate and inform changes that could be made in the
way an intervention is implemented to improve its effectiveness (Greenstein, 2003).
I utilised the clinical significance measure to evaluate the amount of change that had
occurred following the participants’ involvement in the research and evaluation training
curriculum. In the manner outlined by Jacobson et.al., (1984), I wished to determine whether
the curriculum increased the participants’ low level of knowledge and confidence in
conducting research and evaluation projects (dysfunctional) to gaining a higher level of
competency (functional). Although there are a number of ways clinical significance can be
measured, I chose the ‘Percentage Improvement’ method (Long, 2009) for its simplicity and
as a possible future resource for staff members at WRHC to use in their own projects when a
more quantitative measurement is required in their projects. The ‘Percentage Improvement’
formula is as follows:
Post-test group mean minus pre-test group mean divided by the pre-test group mean and the
result multiplied by 100 which resulted in the percentage improvement. The result is
considered to have clinical significance if the percentage improvement is 25% or greater
(Long, 2009).
As an example, below is the application of the formula for calculating the clinical
significance of question d1 (“How (well do you know how) to write an article for
publication?”) of the pre and post-test questionnaires.
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4.87 (Post-test mean) – 3.52 (pre-test mean) = 1.35
1.35 ÷ 3.52 = 0.3835
0.3835 × 100 = 38.35%
As the result is greater than 25%, the ‘intervention’ created change which is considered to be
clinically significant.
In order to gain an understanding of which cluster of questions and therefore which sessions
had the greatest impact, I calculated the clinical significance mean (average) of each cluster
of questions and presented the results as the overall percentage for a specific cluster of
questions. For example, in cluster (C), the overall clinical significance mean was calculated
by adding the clinical significance percentages of each questions (34.58% + 27.96% +
50.00%). The
total was divided by the number of questions (3) which gave an overall clinical significance
mean for questions in cluster (C) of 37.51% (see Table 6).

Table 6 Overall Clinical Significance of questions in cluster A, B, C, and D.

Cluster (A) overall clinical significance equals 26.20%.
Clinical

Questions in Cluster A

Significance

How confident are you of the following:
1.

Conducting an evaluation project?

41.24%

2.

I know the differences between quantitative and

17.85%

qualitative research?
3.

Being able to identify good research?

25.65%

4.

Able to do a literature search?

14.70%

5.

Search electronic data bases.

19.78%

6.

Create a search question.

42.75%

7.

Critically review research literature.

21.41%
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Cluster (B) overall clinical significance equals 20.47%.
Clinical

Questions in Cluster B

Significance

How much do you agree with the following statements:
1.

I have knowledge about qualitative research methods and

20.38%

designs.
2.

I know how to find a sample for my research project.

17.76%

3.

I know how to collect data for my research.

14.76%

4.

I have a good knowledge of how to analyse the data.

19.83%

5.

I have a good knowledge of how to ensure research rigor.

33.33%

6.

I understand the importance of Ethics processes in research.

16.78%

Cluster (C) overall clinical significance equals 37.51%%
Clinical

Questions in Cluster C

Significance

How confident are you of the following:
1.

Designing a questionnaire?

34.58%

2.

Administering a questionnaire?

27.96%

3.

Analysing a questionnaire

50.00%
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Cluster (D) overall clinical significance 53.35%

Questions in Cluster D

Clinical
Significance

How well do you know the following:
1.

How to write an article for publication?

38.35%

2.

The process of writing an article?

45.55%

3.

The rules of writing an article?

59.81%

4.

How to submit an article for publication?

69.69%

By utilising the above method of calculating the mean of the questions in the various clusters,
the results of the analysis indicated that “How to write for publication” (cluster D = 53.35%)
and “Creating and analysing questionnaires” (cluster C = 37.51%) had the highest clinical
significance and therefore having the highest impact. The next highest results with an overall
clinical significance were the questions pertaining to “Doing a literature search” (cluster A =
26.20%). Although the clinical significance of 4 of the 7 questions in cluster (A) was below
the cut-off point of 25%, the mean overall clinical significance of the questions in cluster (A)
indicated that elements of the session had a worthwhile impact (see Table 6). The least
change noted in relation to clinical significance was the session involving an “Overview of
qualitative research” (cluster B = 20.47%). The low result for the Qualitative Methods
session could be seen to be associated with a number of participants being aware of
quantitative research methods and having received minimal exposure to qualitative research
methods and therefore the subject matter was new and not a revision of already gained
knowledge.
As can be noted, even though the results of the analysis of the pre and post-test
questionnaires varied, each session showed a percentage increase in confidence and
knowledge of the subject matter. Nine of the twenty questions did not reach the cut-off point
of 25% and therefore did not display clinical significance but did indicate a percentage
increase.
The themes that emerged for the qualitative questions included in the pre and post
questionnaires supported the analysis of the quantitative questions. The analysis of the pre
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and post-test that involved qualitative questions such as (1) what was found to be helpful; (2)
what was found to be unhelpful; and (3) further comments indicated that the curriculum was
generally well received.
The data involving the questions “What was helpful” and “What was unhelpful” were
thematically analysed. The themes that produced the most comments included revision of
what some participants already knew. In response to “What was helpful”, one participant
stated “Revision of how to do research” while another participant stated “Good review of
research and evaluation processes”. Another theme that emerged showed that some
participants valued the sessions that were concerned with writing for publication.

“Steps to writing an article” and “How to write an article for
publication”.
Creating and analysing questionnaires session.

“How to analyse quantitative data sets” and “Learning more about
how to store references and T tests. How to set up a database”.
Doing a literature search session.
“How to do a literature search” and “Review of how to create
research questions and carry out the evaluation project”
Qualitative methods session.
“Going through the different types of methodology” and explanation
of terminology”.
Although the themes outlined showed that the participants considered the training curriculum
favourably, they also provided information about the training sessions that they considered
not to be helpful.
The theme that dominated the question “What was unhelpful”, involved issues related to the
timing of the training curriculum. Statements made by participants include:
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“Time of day was challenging due to restrictions with direct
treatment of clients especially due to travelling times” and
“As a part-time worker I needed to attend on my day off. But it
was worth it” and “Sometimes 2 hours was too long to maintain
concentration”.
During the reflective phase or fourth phase of the action research process, the results were
presented to the CIG for discussion. The CIG considered not only the above results in the
discussion but also the reflective experience of the CIG members following their own
participation in the training curriculum. The discussion identified two areas of concern. The
first concern involved the timing of the training sessions.

“S stated that some of the feedback suggested that fortnightly was
difficult for some people who would prefer training over a one day
period” and “staff at different locations such as Braybrook have to add travelling
time to the training time which means being away for a whole morning”.
(CIG meeting minutes – 6/06/2009)

The CIG members, after consulting with their team members, suggested the following
changes to the timing of the delivery of the training curriculum.

“We need to think about adapting the training to different teams
and to different people's needs. We can also take the training to
other sites so that people who can't come to regular sites can
participate in the training. C reported that the feedback
she received re the training was that some would prefer to do all
the training over 2 days. It suggested that as we have diverse teams,
it may work better for some teams to do the training over 2 days.
It suggested that we have different ways of engaging staff. One size does not
necessarily fit all”.
(CIG meeting minutes – 17/03/2009)

158

Another area of concern expressed by staff was that some aspects of the curriculum were too
academic with the language being difficult to understand at times. The training evaluation
revealed:

“Some of the very academic things (ie. Ethnographic) found these
concepts difficult to grasp” and “Terminology at times was tricky.”

As a result of the reflective discussions by the CIG, the following changes were made to the
research and evaluation curriculum that constituted the fifth phase of the action research
process in which the action plan was revised and re-implemented as the second pilot.



The timing of the training was suspended from being two hour sessions fortnightly in
favour of presenting the sessions either over a one day period or over two half days.



As an alternative to inviting interested staff members within the whole organisation to
participate in the training curriculum, I negotiated with individual program managers
and trained the staff members in their specific teams. Staff members from other
WRHC programs who requested research and evaluation training could also
participate if the program manager and their team members agreed.



The aspects of the curriculum that were too academic, difficult to understand or not
necessary to conduct research and evaluation projects were deleted. For example, an
aspect of the first session involved a discussion about ‘Inquiry Paradigms’ (Guba &
Lincoln, 1994) which was considered difficult to understand and unnecessary and was
therefore excluded from the curriculum.



The sixth session which involved discussions regarding the knowledge gained over
the previous sessions was discarded in favour of developing the curriculum to be
more interactive and less didactic. Discarding the sixth session was aimed at
relieving some of the conflicts participants were experiencing between attending the
training and their daily work commitments by decreasing the time required for their
attendance.

The above changes to the training curriculum were implemented as pilot 2 and pilot 2a.
Pilot 2 involved all the changes to the curriculum but continued to be facilitated as 2 hour
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sessions. The pilot 2a involved all the planned changes to the curriculum as outlined above
and was facilitated as a one day or two half day events. Both pilots 2 and 2a were evaluated
utilising the same pre and post-test questionnaires as used to evaluate pilot 1.
A difficulty I experienced when facilitating the curriculum as fortnightly 2 hour sessions
(pilot 2) was the haphazard attendances of participants because of changing work
commitments, sick or holiday leave or, as the sessions were two weeks apart, not
remembering to attend. The haphazard attendance of some participants interfered with the
continuity of the sessions as the curriculum items represented the stages of conducting a
research or evaluation project and was therefore cumulative.
Equally, the haphazard attendances also interfered with the evaluation of the curriculum in
that the completion rate of the pre and post questionnaire decreased. Some people would
complete a pre-test questionnaire but failed to complete the post-test questionnaire due to
being absent or could not answer the questions associated with the session(s) they missed.
Such evaluation interference can be noted in the low numbers of valid pre and post-test
questionnaire completed in pilot 2 (n=13). To address the difficulties I negotiated with the
managers of specific teams to implement the training curriculum over one full day or two
half days. The evaluation of pilot 2a was conducted and analysed utilising the same
questionnaires and methods as those used to evaluate pilots 1 and 2.

The purpose of above results of the analysis of the pilots 1, 2 and 2a was not to verify the
training curriculum’s validity but to advise on the changes that were required to be made to
enhance the curriculum’s effectiveness. Although valuable information was gained from the
pilot evaluations to advise the CIG and myself regarding the changes that were necessary, the
number of completed questionnaires received was too small to provide conclusions about the
training curriculum’s effectiveness in enhancing knowledge and skills in research and
evaluation. Similarly, the information gained from pilot 2a was provided by the pre and posttest being implemented before and after a one day or two half day sessions and therefore
could not account for change occurring over such a short time span.

The training curriculum is continuing and utilising a combination of pilots 2 and 2a. The
second pilot of the curriculum was facilitated as a five session program delivered either over
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one day or two half days a week apart. The continuation of the training will provide
additional information and data to further ascertain the full effect of the changes to the
training curriculums in the future. The implementation of the pre and post-test
questionnaires during a one day or two half day training regime remains problematic in
relation to the validity of the data. If the training program continues following the
submission of this thesis, I would recommend a follow-up post-test around 10 weeks later, to
allow more time for participants to consider the value of the training in enhancing and
building their research and evaluation competencies.

The use of the action research process greatly contributed to the successful development of
the training curriculum outlined above. The development of the training strongly suggested
that by using an action research process that invited planning, action, observation and
reflection, such a curriculum can be replicated in other organisations by attending to the
particular needs and skill sets of workers within those agencies. However, an important
aspect emerged when analysing and reflecting on the training curriculum evaluation. The
data suggested that staff members needed ongoing assistance when they engaged in research
and evaluation projects. To address this requirement we instituted a mentoring program that
was designed to be an adjunct to the training curriculum.

Mentoring Program
As indicated earlier in the literature review of my thesis, mentoring is defined as a mutual
relationship or a voluntary alliance between an experienced practitioner and a ‘beginning’
practitioner in a work environment aimed at advancing the development of both parties
(Byrne & Keefe, 2002; Steiner, et al., 2004). Mentoring in research was increasingly
understood to be an essential mechanism in providing researchers with the necessary skills,
enhancing professional practice and improving the environment in which research is
undertaken (Keyser, et al., 2008).
Mentoring provides an opportunity to solve problems, to network, to provide a sounding
board and to coach and guide research work (Byrne & Keefe, 2002). Byrne et al, (2002)
suggested that mentoring is an appropriate activity in research programs, clinical practice,
educational programs and in partnerships established between clinicians and academics.
Similarly, Keyser et al. (20008) wrote that mentoring assists emerging researchers gain the
161

standards, values, attitudes, knowledge and behaviours that promote the development of
successful independent researchers.
Equally, as noted in the ‘Implementation Science’ chapter of my thesis, Fixsen et al. (2009),
included ongoing coaching and consultation in their seven core components of implementing
innovation and change. Fixsen et al., wrote that in order to implement and continue to learn,
practitioners require further information, assistance and support. Although I gained
knowledge from the literature, in order to develop an action plan that would be in accord with
the organisation’s values and practices, I also sought to consult staff members and inform
them of the availability of mentoring appointments and how they thought a mentoring
program could be implemented.
Through my attendances at meetings and through general discussions between CIG members
and myself, staff members at WRHC became more aware that my role of Research and
Evaluation Consultant incorporated the provision of assistance and guidance in research and
evaluation projects. As a result of gaining such awareness, staff members began to request
my assistance in planning and conducting evaluation projects. As a result of staff members’
requests and in conjunction with what I had learned about the value of mentoring from my
literature review, I instituted a mentoring program at WRHC. The mentoring program
consisted of offering a choice of four appointment times per week that had a duration of half
an hour to one hour or more if necessary.
The subject matter presented to me by staff members requesting assistance entailed:



Identification of what was to be researched or evaluated (What is the
question?).



Designing a research or evaluation method (How can the question be
answered?).



Who should participate (Who can answer the question?).



How to gather data.



Designing a survey or questionnaire.



How to analyse the data.



How to ensure research or evaluation rigor.
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How to write a report or a paper for publication.



How to write a conference abstract.



How to present at conferences.

The presentation of the above issues varied. Often staff members, who had some knowledge
and experience of conducting research or evaluation projects requested an appointment to
either affirm how they intended to conduct a research or evaluation project or how to get
their project started. The appointments were frequently followed with another appointment
towards the completion of the project to validate and confirm the results. Other staff
members with less knowledge or experience of conducting research or evaluation projects
requested assistance with their projects from the inception of an idea. For these staff
members the mentoring process continued with on-going regular meeting times and involved
guidance and support through every stage of their project.
Staff members often presented with statements such as “I want to evaluate my treatment
program but I don’t know where to start” (personal communication). Staff members
frequently felt overwhelmed by the prospect of conducting a research and evaluation project
and considered taking the first steps complex and difficult. To help the staff members
simplify the research or evaluation processes I would ask questions such as:
John: “What do you want to know about your program?”
Reply: “That it is effective”
John: “How would you know if your program is effective?”
Reply: “If the participants showed a change in the way they viewed their difficulties.”
John: “Who could tell you that the participants’ view of their difficulties had changed?
Reply: “The people participating in the program”.
John: “How could they tell you?
Reply: “Through filling in a questionnaire before and after their participation in the
treatment program”.
The above conversation would frequently simplify the research or evaluation processes by
breaking down the components into more manageable parts and thereby decrease the staff
member’s feelings of being overwhelmed and confused regarding where to start.
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The requests were initially initiated by staff members representing the Drug and Alcohol
programs and the Allied Health programs. As the benefits of the mentoring program spread
by word-of- mouth, the requests for assistance increased from three to six per month within a
six month period and quickly incorporated four more program areas such as Health
Promotion, Hospital Admission Risk Program (HARP), Mental Health and Counselling.
After two years the requests for mentoring appointments increased to eight to ten per month
and incorporated staff members representing 13 of the 15 program areas within the
organisation. Two years after the commencement of my project of building research and
evaluation capacity, and at the time of writing this chapter, I have completed over 170
individual mentoring appointments with WRHC staff members.
The mentoring program has expanded to include staff members themselves taking on a
mentoring role to other colleagues. It was reported by a long standing CIG member that in
her team, staff members assisted (mentored) each other if they had difficulties in starting
their project or if they found it difficult to proceed. If the team members were unable to
assist their colleague, the colleague was then referred to me for further assistance. The CIG
member reported:

“I don't pretend to be an expert by any means but we do a
lot of mentoring before it gets to you and uses up your time. With
M's stuff we did ten drafts before it got to you.”
(Formal interview – Team Leader 25/08/2010)
Group Mentoring
In order to make the best use of my time, it was suggested at a CIG meeting that I organise a
time in which mentoring could occur in a group format. The March 2009 meeting indicated:

“S and John have been discussing ideas regarding using
resources better. The idea of developing mentoring groups for
people interested or who are conducting research and evaluation
projects was discussed. …. The committee felt that a mentoring group
is a good idea in order to provide additional follow up for people
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post the (research) training. The group can meet monthly. John will
organise the start of the group.”
(CIG meeting minutes – March 2009)
I organised the mentoring group to meet on a Thursday afternoon every four weeks. The
mentoring group was to remain open to anyone who required assistance or support with their
research or evaluation project. The meeting time and venue was advertised throughout the
organisation by way of emails to all staff. The first group was scheduled for June 16 th, 2009,
but no-one attended. The mentoring group was re-advertised by way of email to all WRHC
staff members with the CIG members also adding the facilitation of the group to their team
meeting agendas. Five more group mentoring sessions were scheduled with no-one having
attended. When exploring and reflecting upon the reasons for the lack of attendance a
number of staff members reported (1) Lack of available time, (2) Didn’t know it was on, (3)
Too far to travel from other WRHC sites, and (4) Would prefer to consult on a one to one
basis rather than in a group. Although most of the reasons were quite important, the most
reported reason for not attending the mentoring group was “I prefer to consult on a one to
one basis” (Journal entry - 9/12/2009). In response to the lack of attendance by WRHC
staff members the mentoring group was cancelled in December, 2009.
However, the CIG and I developed a variation of mentoring which we termed ‘sponsoring’
and entailed CIG members assisting and supporting staff members conducting research and
evaluation projects.

Sponsoring
In August 2009 after eight meetings of the CIG, the members were asked to reflect on
whether the CIG was meeting its aims and to revise and amend the work plan if necessary.
In addition to the discussions held during the monthly meeting, each CIG member was asked
to complete a survey (see appendix C and appendix D). The results of the survey indicated
that CIG members would have liked to be more involved by participating more in the CIG’s
actions and tasks. The CIG members signified that they would like a greater involvement
when members answered the survey question “How do you think the committee can be better
utilised?” with:
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“More sharing of actions among committee members” and “Could
increase delegation of tasks/duties for follow up.”
(From Organisational Research and Evaluation Committee Review
Survey Results)
In response to what the CIG stated in the survey, it was agreed by the CIG that members
would assist me in mentoring staff members who were conducting a research and evaluation
project. However, the CIG members resolved that they would provide a different form of
mentoring from what I provided.
In order to distinguish between the mentoring that I provided and the mentoring the CIG
members provided we termed the CIG mentoring as “sponsoring”. The aim of sponsoring
was to assure staff members that they were not conducting their research and evaluation
projects in isolation and that support was available to them. Therefore the CIG members
agreed to offer support, a sounding board, encouragement and where to find resources if
necessary. The research and evaluation proposal form (see appendix N) became the conduit
by which CIG members sponsored staff members’ projects.
As noted in the ethics chapter, staff members wishing to conduct a research or evaluation
project were required to submit a research and evaluation proposal form. When the
completed forms were submitted to me, I would write a summary of the proposal which was
attached to the proposal and presented to the CIG members at the next meeting (see appendix
Q). At the meetings a CIG member would volunteer to sponsor the staff member’s project by
telephoning the person and offering assistance and support until the project was completed.
If the help or support required by a staff member was greater than the CIG member could
provide, the staff member was referred to me for assistance. If the CIG member left the
group or left the organisation, the research and evaluation project they were sponsoring was
re-presented to the CIG members and re-allocated.
The sponsoring of staff members conducting research and evaluation projects was well
received within the organisation. CIG sponsors were asked to report back their impressions
of the process and update the progress of the projects at CIG meetings. Staff members have
not reported any negative responses to the sponsoring process to date. The following
statement made by a CIG member was a typical response by staff members whose projects
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were sponsored.

“B reported back the benefit experienced by the person she
contacted regarding the proposal allocation. The person she contacted
felt supported in her project with B phoning her. B also felt it
was worthwhile.”
(CIG meeting minutes – 16/02/2010)

As can be understood from the evidence presented above, mentoring is a valuable and vital
addition to training and increasing staff members’ research and evaluation knowledge and
skill levels. Training staff members in the theory of research and evaluation falls short of
developing their competency to actually conduct their own projects and thereby decreasing
an organisations capability to build such capacity.
Up to this point of my thesis I have presented my experiences and what I have learned about
building and enhancing research and evaluation in a community health centre. Based on
these reflections I will now present a recommended framework for building such capacity.
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Chapter 8 – Discussion and a Recommended Framework
The purpose of this chapter is to highlight core elements of the conceptual and practice
framework that informed this study’s research and evaluation capacity building. The five
core elements that I outline in this chapter were informed by both the pre-existing literature
and the outcomes of the current research.

My research project is now 3 years old with effective progress and outcomes having been
made. Resources are in place, knowledge has increased and research and evaluation has
been, to a significant degree, integrated into staff members’ practice. The discovery that the
organisation has a strong history and culture of local community focused research and
evaluation was an important thread for my project to re-established and build research and
evaluation capacity.

More research and evaluation projects are being conducted internally and very few projects
are considered for external referral. In 2008, $30,000 was spent by the organisation in
evaluating one mental health program and a further $15,000 was allocated to the evaluation
of a nutritional program in schools. Since 2008 WRHC has not invested monetarily in the
evaluation of its programs and services as such projects were conducted internally from that
time. Due to the organisation’s accounting practices at the time, how much was spent on
evaluation prior to 2008 was not available.
I have learned a substantial amount regarding how to build research and evaluation capacity
in a community health setting such as WRHC. The framework I and WRHC staff members
have been developing in order to build this capacity is based on WRHC’s conditions, culture
and practices which have been adapted by the organisation over the years to meet the needs
of the community it serves.
Although the framework is specific to WRHC, it could easily be adapted for use in other
community health organisations and settings taking into account locally specific cultural and
structural adjustments and amendments.
In what follows, I will outline the framework’s key components such as organisational
culture, implementation science, action research cycles, co-operative inquiry groups and
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engaging staff members in the project. I believe the key components are applicable to
building research and evaluation capacity across a range of community health settings. I will
revisit a number of areas already discussed and present my reflections and ideas of the
reasons the components are included the framework. The components I incorporated in the
framework include (1) understanding the organisation’s culture; (2) the development of an
action plan; (3) utilising a Co-operative Inquiry Group (CIG) to implement change; (4)
utilising an implementation framework to instigate innovation;(5) engaging the staff
members; (6) training and mentoring, (7) sustaining the framework; and (8) developing a
dissemination strategy.
Understanding the Organisation’s Culture
To build and enhance research and evaluation capacity within an organisation, it is
imperative to first understand the culture that influences and determines the staff members’
day to day work practices. As noted earlier in the ‘Re-discovering the Learning and
Research Culture at WRHC’ chapter, it can be quite difficult to perceive and understand what
an organisation’s culture is.
To understand WRHC’s culture, I began by researching its history through reading the
organisation’s documents, talking to people who have a long history with the organisation
and through accessing records within the institution. It was important for my project to
comprehend why WRHC was created and what the needs were within the community at that
time. By identifying and gaining a better understanding of its history, cultural values and
shared experiences allowed me to understand what resources were required and where they
should be made available in order to build effective research and evaluation capacity.
Before WRHC could develop the capacity to conduct its own research or evaluation projects,
it required the recognition of itself as a Learning culture in which staff members with support
of management engage in learning new skills and knowledge. Without a culture that can
actively incorporate learning new skills and technologies, the organisation will find it very
difficult to build and sustain their capacity to conduct research and evaluation projects.
As I have discovered, from its inception WRHC had incorporated a ‘Learning culture’ that
made building research and evaluation capacity easier. However, I would not have
discovered WRHC ‘Learning culture’ without gaining an understanding of how and why
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these particular cultural constructions of the organisation culture were developed. Therefore,
it remains important to understand and identify these cultural constructions so as to determine
where in the organisation research and evaluation was best initiated and what resources were
required and where they could best be applied. I distilled seven major questions into a
framework that can be used to assist researchers analyse an organisation’s culture.
The seven questions I asked were: (1) Why was the organisation created? (2) What and
whose needs did the organisation fulfil? (3) Are the reasons why the organisation was created
still relevant? (4) What are the values and shared experiences within the organisation? (5)
Does the organisation incorporate a Learning culture? (6) How does the organisation and its
staff members learn new skills and technologies? and (7) Where and how can research and
evaluation fit into the organisation?

These seven questions and their answers guided my understanding of the culture that
underpinned WRHC’s functioning and provided clues as to how to incorporate research and
evaluation. For example, understanding the purpose of the organisation informed me where
and what research and evaluation staff members might be interested and motivated in
conducting (questions 1 and 2). Similarly, was the organisation continuing to provide the
services it was designed to provide (question 3 and 4) which told me what the staff members
should and could evaluate. It was also important for me to understand whether the
organisation could incorporate new ideas and methods (questions 5 and 6) and finally how
research and evaluation could be introduced into the organisation (question 7).
When the above questions have been answered, then the next phase of the framework,
developing an action plan, can be enacted.
Developing Action Plans
Other community health organisations will have their own unique culture, objectives, visions,
values and the way they do business. For these reasons the framework will need to
incorporate the local environment, culture and conditions in order to develop and enhance
research and evaluation capacity. An appropriate mechanism to inform the framework is via
the utilisation of an action research cycle through which the action plan can be created and
implemented. The action research cycle continuously monitors the action plan for
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effectiveness and adjusts it through analysing and reflecting on the progress made.
My research has shown that an action research process fits well when implementing change
such as building research and evaluation capacity. I found that the action research design did
not require modifications to attain the results outlined earlier and was consistent with
contemporary ethnographic action research literature. To expand this further, my research
has also shown that an action research process is likely to be a beneficial method of
achieving important results in similar settings.
However, my research has also shown that projects do not involve one single action research
cycle but consist of a number of cycles occurring within the overall action research (Dick
2000; 2007). Bob Dick (2007) referred to the cycles that occur within cycles as “nested
cycles”.
One such nested cycle was described at greater length in Chapter 7. In the “Training and
Mentoring” chapter, the action research cycle began with the development of an action plan
and involved first conducting an assessment of the requirements of the organisation and the
staff members. Understanding the organisational and staff members’ needs was
accomplished by interviewing the key personnel across the organisation’s hierarchical strata
and by attending and observing staff and management meetings. In addition to capturing the
opinions and ideas of staff members who may not, for one reason or another, have a voice in
developing an action plan, an organisation wide confidential survey was administered. A
survey requesting the opinions of staff members as to what their needs are in relation to
conducting research and evaluation projects can elicit feedback from staff members who
were previously absent, not contactable or who felt inhibited to participate.
Once the organisational and staff members’ needs are understood, an action plan can be
formulated and implemented. A range of organisational areas should be focused on so as to
understand how research and evaluation capacity can be implemented within all aspects of
the organisation. Through discussing and reflecting on what was learned through attending
team meetings and my interviews with staff members in the CIG meetings, we identified four
areas of focus to build research and evaluation capacity. These four areas should be
considered by other community health services as guides only.
The first area involved developing strategies by which research and evaluation could be
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communicated throughout the organisation. Strategies were developed to include research
and evaluation in staff meeting agendas and informing key organisational groups such as the
Board of Management. Another strategy involved developing the organisation’s intranet that
not only provided resources but also disseminated staff members’ conference abstracts and
journal publications.
The second area of focus encompassed organisational policy. Involvement in research and
evaluation was added to WRHC’s position descriptions, individual annual employment
reviews and to program planning processes. Additionally, information regarding research
and evaluation at WRHC was added to the orientation procedures for new staff members. A
significant addition to WRHC’s policies and procedures was the creation of a “Research and
Evaluation Proposal Form” which each staff member who wished to conduct a project was
required to complete. The form subsequently led to the formation and implementation of
WRHC’s Human Research Ethics Policy.
The third area for focus included resources for staff members to use and learn for when
conducting research and evaluation projects. Resources included access to electronic data
bases for literature searches and software to help the analyses of both quantitative and
qualitative data. Included in the resources is the employment of a staff member, such as a
research and evaluation manager, who is versed in research and evaluation methods and
designs. A resource such as research and evaluation manager can consult with staff members
and assist them with planning and advising on project designs. The manager can also assist
staff members write for publication and for conferences.
The fourth area involved improving research and evaluation knowledge and competency
among the staff members. I first surveyed the WRHC staff members to ascertain what they
considered their training needs were. The survey also informed me as to the level and type of
knowledge regarding research and evaluation that existed amongst WRHC staff members,
which subsequently determined the depth, initial length and the contents of the training
curriculum. In addition to the training curriculum, mentoring appointments were offered to
staff members. The training curriculum provided staff members with knowledge but
mentoring was necessary for the knowledge to be practiced and thereby increase staff
members’ competency in conducting research and evaluation projects. Mentoring was also
considered a resource for gaining knowledge and competency in conducting research and
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evaluation projects.
As mentioned earlier the above areas of focus were developed according to the needs and
conditions associated with WRHC. The specific needs of WRHC led to the development of
our own unique action plan which is likely to differ to that of other organisations. Once the
action plans have been created, the next step of the action research cycle is the
implementation of the plan.
Action plans should be implemented utilising the conditions reported in the “Implementation
Science” chapter with the involvement of a working group such as a co-operative inquiry
group. At WRHC the action plans were continuously monitored by observing indicators
such as: (1) how the research and evaluation resources were being utilised on the intranet; (2)
the number of staff members who attended the training sessions; (3) the number of staff
members who requested mentoring appointments; (4) the number of evaluation projects
actually having been implemented; (5) whether abstract submissions to conferences had
increased; and (6) whether more staff members were submitting manuscripts to journals for
publication.
Other organisations may wish to monitor different areas through which to analyse and gauge
their success or where the barriers or gaps are, however the above observations related to
some of the areas of focus that were continuously monitored at WRHC. For example, when
a WRHC staff member submitted a completed Research and Evaluation Proposal form, I
presented the form at the next CIG meeting which was a way of sharing and monitoring the
amount of research and evaluation being conducted within the organisation. Similarly, I also
reported the number of mentoring appointments I had responded to in a one month period,
who was requesting the appointments and for what reason. Both the number of requests for
mentoring appointments and the number of Research and Evaluation Proposal forms
submitted allowed the CIG to monitor the progress of implementing research and evaluation
capacity and attend to program areas where research activity was lower.
Although it is heartening when the analysis of an action plan indicates success, the most
significant and beneficial outcomes relate to what is not working, and where the gaps are.
Equally, it is important to also understand what the barriers are that hinder the successful
building of research and evaluation capacity (see Chapter 2). By identifying the gaps and
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barriers, plans involving strategies can be developed and more resources can be allocated to
address any difficulties. For example, the CIG noted that although a number of different
teams quickly embraced research and evaluation as part of their work practice, other teams
did not. The CIG’s action plan was for me to attend the staff meetings of the teams who had
not readily embraced research and evaluation in order to understand what the barriers were
and to understand what resources were needed and what strategies would need to be
developed and implemented in order to overcome those barriers.
The analysis (observation and reflection) phases of an action research cycle can identify what
and where the gaps and barriers are that hinder the successful building of research and
evaluation capacity. Such reflection allows for an exploration of strategies that can be put in
place to address and fill the gaps and break down the barriers inhibiting the success of the
project. The newly developed strategies will alter the existing action plan and will contribute
to the formulation of a new or modified plan that commences the repeating cycles of the
action research process. The process continues until the research and evaluation capacity has
been built within the organisation.
Here I would like to reintroduce the action research design to emphasis how its cycles can be
utilised to implement change and innovation in a community health centre.
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Develop an Action Plan
Action plan is developed after
conducting a staff needs assessment
through the implementation of
surveys, informal and formal
discussions and attendances at
meetings.

Redevelop the Action plan
Action Plan is redeveloped to
accommodate new ideas, options and
thoughts arising from the reflective
understandings and results of the
initial action plan analysis.

Pilot Action Plan
Action plan implemented and
monitored through participant
responses and observations.

Analyses of responses and
observations
The information attained from the
implementation of the action plan is
analysed as to the degree of success
or failure of the various
components.

Reflections regarding new
Understandings
The results of the action plan analysis
are reflected on to gain an
understanding of which action plan
components requires greater resources
and attention, which components
should be discarded and which
components require monitoring.

I mentioned earlier that the implementation of an action plan should be assisted through the
formation of a working group such as a CIG. In what follows I will offer what I found to be
helpful regarding how a group such as a CIG can best be utilised to build an organisation’s
capacity to conduct research and evaluation projects.
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Utilising a Cooperative Inquiry Group
As noted earlier, after an extensive literature search, and through anecdotal discussions with
other researchers and practitioners, I found no evidence that cooperative inquiry had been
previously employed specifically to develop research and evaluation capacity within the
community health sector. However, the literature did indicate that this form of inquiry had
been employed within the mental health sector to develop new interventions and methods of
practice.
Building research and evaluation capacity required the input from a number of people in
order for it to be successful. A group of people was necessary to gain broad opinions and
understandings of how and where to implement change within an organisation. A working
group of people can also assist in disseminating change and innovation throughout the
organisation by encouraging the people they work with to incorporate and promote research
and evaluation in their practice. A working group can act as a conduit between
organisational staff members and those responsible for implementing the project.
To accomplish the above, the working group membership should, firstly, comprise of a broad
cross section of staff members from within the organisation who can represent the views and
opinions of as many of the organisation’s hierarchical strata as possible. Secondly, the
working group’s membership should also comprise of and represent the various health
disciplines, such as nursing, social work, occupational therapy, counselling, psychology, drug
and alcohol workers etc. that exist within the organisation. In addition to representing the
various disciplines and the hierarchical strata of the organisation, the working group also
requires a process by which the members can relate to each other and to other staff members
within the organisation.
At WRHC I found that the most effective process by which the working group’s members
can relate to each other and to the broader organisation was through a Cooperative Inquiry
Group. The CIG allowed for the project members to relate equally to each other as
participants and as researchers (see Chapter 3, p. 40 and 43). The CIG aimed for those
involved in the research to have an equal relationship in relation to developing the project.
However, although the relationship between members was equal, the knowledge that each
person gave to the group varied but was important to developing a rich base from which
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research and evaluation could be built. There were times where research issues were referred
to me because of my expertise on particular subjects such as ethics, research methods,
ethnography and implementation science and equally, there were times where I relied on the
CIG members’ knowledge and understanding of the structure of the organisation.
The CIG was also valuable in guiding the context in which research and evaluation capacity
could be built, what the barriers were and how to overcome them. The CIG provided the on
the ground knowledge and experience of the staff members working in the organisation and
what their colleagues considered to be valuable and important in their daily practice. For
example, the CIG members informed me of the difficulties staff members experienced in
attending extra curricula activities above their case loads when I began recruiting their
attendance at research and evaluation training sessions. The CIG members’ knowledge
informed me as to how the training curriculum was piloted (see Chapter 7). With each
person in the CIG having brought and contributed different but complimentary knowledge to
the project, we together built research and evaluation capacity at WRHC.
I mentioned earlier that the CIG membership should reflect the disciplines or areas of the
hierarchical strata of the organisation. However, to do so would have increased the
membership of the group to a size that would have been unmanageable in an organisation the
size of WRHC. For this reason the membership of the CIG changed frequently so as to
represent as many teams and disciplines as possible over time. The literature does not
indicate whether a CIG membership should remain constant and maintain a similar profile,
however, one author found that an open CIG with members representing organisations or
programs with a large staff compliment was of greater benefit (Baldwin, 2002). Similar to
Baldwin (2002) our CIG’s membership changed frequently and incorporated as many
different disciplines and represented the many different teams that make up the staff member
complement of WRHC. Not maintaining a constant membership and encouraging the
various teams and disciplines to participate in the CIG provided an added bonus of
disseminating information and engaging staff members throughout the organisation. When
the membership of the CIG changed, more staff members were involved in building research
and evaluation capacity within their teams and in championing the project.
To conclude, the knowledge and experiences gained by WRHC’s CIG related well to what
Reason (1998) termed an “Extended Epistemology” (see “Chapter 3, p. 31 - 32). The CIG
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members experienced Experiential Knowing through the participation with each other and in
particular by discussing and promoting the importance of research and evaluation in practice
to other staff members in the organisation and their teams. The CIG members experienced
Presentational Knowing through written reports and evaluation results presented at meetings
and via schematic outlines of concepts and ideas regarding issues related to research and
evaluation such as ethical concepts in research and evaluation. CIG members also
experienced Propositional Knowing by gaining an understanding of research and evaluation
concepts and descriptions of the project’s progress in monthly meetings. CIG members also
gained an understanding of the concept of Cooperative Inquiry and subsequently, in a few
cases, developed their own CIGs to manage their research and evaluation projects. Finally,
the CIG members experienced Practical Knowing when what they learned was put into
practice through co-presenting research results at conferences, promoting the practice of
research and evaluation within the organisation and in particular taking on a “sponsoring”
role of mentoring WRHC staff members engaged in conducting research and evaluation
projects.
Although there is a distinct need to formulate a working group such as a CIG to assist in
building research and evaluation capacity, implementing change within an organisation to
incorporate innovation requires an implementation framework. An implementation
framework is needed to measure the amount of success of the project and where more
resources or attention is needed to accomplish change.

Utilising an Implementation Science Framework to Instigate Innovation
When considering the necessary requirements to build research and evaluation capacity, I
found the lack of a conceptual framework greatly hindered the formation of action planning.
To overcome this difficulty, I found it useful to apply an implementation framework that
helped me understand what conditions needed to be in place and whether or not the strategies
I was using in the action research process were successful or not. I found three models that
most suited my needs for implementing research and evaluation capacity at WRHC.
I discovered that a mixture of the three models was the most effective. Although I
predominantly utilised Ely’s model it lacked areas that I found were essential to building
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research and evaluation capacity namely, mentoring and an understanding of the
organisation’s culture.
The dissatisfaction with the status quo indicates the level of motivation and the reason why
change is necessary within an organisation. Although parts of an organisation such as the
management group may be dissatisfied, other areas may not be. Understanding who is
dissatisfied can inform as to where to focus attention and resources and where they are
needed most. Another implementation component is training and mentoring. A training
curriculum should be designed and implemented according to the levels of knowledge and
expertise of the organisation’s staff members. The most effective training curriculum is the
one that is guided and driven by the staff members themselves. In addition, mentoring of
staff members to apply what they have learned from the training curriculum in their research
and evaluation practice is equally important as I found theory backed by practical knowing
and guidance was an effective mechanism by which to develop and enhance staff members’
research and evaluation skills.
To implement change within an organisation, staff members need the necessary resources
available which must also be readily accessible to them. Resources such as access to
computer software, time to conduct research and evaluation projects, access to data bases,
access to a mentoring program and access to written information and research and evaluation
tools, to name a few. Such resources will greatly assist staff members in conducting research
and evaluation projects and when provided, will encourage participation in capacity building.
Not enough time is the most common reason given for not conducting research and
evaluation projects. Staff members often view research and evaluation as time consuming
and labour intensive. However, a strategy that can be implemented for staff members to have
sufficient time to conduct projects involves including a ‘time budget’ to conduct research and
evaluation in program plans in the same manner as a financial budget is included. A ‘time
budget’ can allow staff members to allocate the amount of time they can spend researching or
evaluating their practice and programs. The provision of time to conduct projects can in
itself also act as a reward and incentive for staff members.
Providing staff members with rewards and incentives can greatly enhance their participation
in conducting research and evaluation. The rewards and incentives do not necessarily have to
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involve financial benefits but can include recognition through highlighting achievements
internally, publishing results in journals and presentations at conferences. The WRHC CIG
found a novel and innovative method for staff members to be rewarded for their efforts to
conduct research and evaluation projects. The CIG proposed and organised an ‘Internal
Conference’.
Internal Conference
At the April 2009 meeting of the CIG, the question of how the staff members’ projects could
become known to the rest of the organisation was raised. Through reflecting on this, it was
suggested that we conduct our own conference in which staff members could present their
research and evaluation projects to other WRHC staff members. The development of the
conference identified two aims. The first was to showcase the research and evaluation
projects completed or currently being conducted at WRHC. This meant that the conference
was open only to WRHC staff members to present. Although a large proportion of the
audience consisted of WRHC staff members, significant key stakeholders and interested
health and welfare professionals were also invited and attended the conference. The second
aim of the conference (now known as the ‘Internal Conference’) was to give staff members
an opportunity to gain experience and more confidence in writing abstracts, developing
presentations and presenting their work in front of an audience of their peers. For the aims to
be met, the Internal Conference was modeled on the requirements of professional
conferences, although the very nature of a single workplace conference provided
opportunities for both informal and informed discussions.
A funding budget was granted through the Internal Grants program to finance aspects such as
the venue, catering and other commodities necessary to conduct the Internal Conference. A
working party of six staff members was developed to organise the Internal Conference. In
addition, teams and members of the management group were asked to provide the contact
details of members of partner organisations and funding bodies who they would like to invite
to the Internal Conference.
Presentation abstracts were called for but leniency was exercised if they did not fully fulfil
the requirements, for example the word count. As the Research and Evaluation
consultant/manager, I was on hand to mentor and assist in the development of the abstracts
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and presentations. However, a non-negotiable condition of presenting at the Internal
Conference was that the presentation had to involve research and evaluation projects. In total
WRHC staff members submitted 20 abstracts with 18 going on to presentation.
WRHC’s first Internal Conference occurred on October 14 th, 2010, and was attended by over
165 staff members throughout the day. The Internal Conference audience also included
invited representatives from partner agencies, stakeholders, funding bodies, local councils
and state political parties. Not all WRHC staff members’ attended the Internal Conference as
some staff were part-time and did not work on that day and programs required that some staff
members to be available to deliver the organisation’s services to the community.
The Internal Conference was acknowledged by most people who attended as having been a
huge success. This was evidenced by the evaluation survey conducted at the end of the day’s
proceedings (see Appendix K). Approximately 180 people (staff members and invited
guests) attended the Internal Conference and although the ‘Internal Grants’ program funded
the event, CEO Lyn announced that because of its success, the Internal Conference would be
an annual event with funding being provided through the organisation’s overall budget.
WRHC’s second Internal Conference was held on October 27th, 2011, with 32 staff
members’ submitting conference abstracts. This figure represents a 43.75% increase of
abstract submissions from 2010. Of the 32 abstracts submitted, 27 abstracts were accepted
for presentations with the remaining either accepted as poster presentations or were
withdrawn. As was the practice of the 2010 Internal Conference, staff members’ were asked
to invite representatives from key stakeholders, politicians, local councils, and partner
agencies to attend as audience members. For the 2010 Internal Conference, WRHC staff
members’ invited 35 key stakeholders while for the 2011 Internal Conference staff members,
the invitations increased to over 100 interested stakeholders. One addition was added to the
2011 Internal Conference protocol, which was the invitation to consumers to co-present with
WRHC staff members to impart their perspectives and experiences of the programs and
projects they participated in.

Both the 2010 and the 2011 Internal Conferences met their aims of showcasing WRHC staff
members’ research and evaluation projects as well as providing a vehicle for them to practice
and hone their presentation skills and techniques. I know of no other agency that has
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conducted a conference for such a purpose and with such productive research outcomes. I
recommend that other agencies consider conducting their own Internal Conference and for
that reason I have incorporated it in this framework.

The Internal Conference has been a very effective reward and incentive to the organisation
and its staff members to continue to conduct their own research and evaluation projects. The
Internal Conference, having been a collaboration involving a high proportion of WRHC’s
staff members, also relied on another implementation component namely, that participation
is expected and encouraged.
To implement research and evaluation capacity within an organisation required the
participation of as many people as possible. For example, the CIG can act as a
communication conduit to the staff members and teams within the organisation regarding
research and evaluation issues and thereby involve and encourage other staff members’
participation in the project.
To build research and evaluation capacity required a commitment by those who are involved.
Key stakeholders such as the management team, the Board of Management and the members
of the CIG should provide both support and a commitment to the project. The commitment
to the project by the stakeholders should not only be verbal and practical but should also be
visible to all levels of the organisation.
Leadership of the project cannot be underestimated when building research and evaluation
capacity. Leadership should involve two levels, firstly through the legitimate leader of the
organisation such as the CEO or manager, and other leaders within the organisation such as
program managers and team leaders. The second level of leadership should be provided by
the project organiser or driver. Both levels of leadership should communicate freely and
frequently and provide a consolidated and united approach to the successful implementation
of research and evaluation capacity within the organisation.
Finally, to implement research and evaluation capacity, an understanding of the
organisation’s culture is imperative. Not understanding the values, shared experiences and
the history of the organisation will hamper the implementation efforts. If the organisation
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does not have a culture that values learning or research and evaluation practices, then these
issues will have to be considered prior to building capacity.
Utilising an implementation science framework is a major component to consider when
implementing change or an innovation such as building research and evaluation capacity.
However, there is also another important and vital component to consider which involves
how to engage staff members to participate in the project.
Engaging Staff Members
Engaging staff members throughout the organisation can be quite challenging. At WRHC we
developed a number of strategies that assisted us in engaging staff members to build research
and evaluation capacity.

Engage Organisational Levels and Assess the Dissatisfaction with the Status
Quo.
As discussed in chapter 4, dissatisfaction with the status quo is a driving force and the
motivation for change. As this is a pivotal aspect of motivating staff members to engage in
research and evaluation, agencies considering similar projects should investigate who in the
organisation is dissatisfied with the status quo and why. Equally, agencies should also
explore and investigate what would change the perceptions of the staff members if they were
not dissatisfied.

For example, at WRHC, the dissatisfaction was mostly felt by the management team but did
not extend to the staff members at the forefront of client services. The different levels of
dissatisfaction experienced between the organisation’s hierarchical strata posed a question as
to how staff members practicing at the client service level could also become dissatisfied
with the status quo and become motivated to conduct their own research and evaluation
projects. A strategy we employed to increase the dissatisfaction with the status quo was for
me to attend team meetings and ask staff members if they had evidence that their programs
were still delivering interventions with the desired outcomes they had initially aimed for.
This would often encourage staff members to consider finding the evidence through
evaluating their programs.
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Simplify the Language and Provide Resources.
To implement research and evaluation and encourage staff participation, strategies need to be
developed to facilitate such participation. One strategy I employed was to simplify the
research and evaluation processes. An item of feedback that I frequently received was that
research and evaluation was couched in language that was too academic and too technical.
Therefore it is important that the language be fully explained and interpreted. For example,
WRHC staff members understood the language more easily when a description of the
differences between qualitative and quantitative research began with “quantitative research
deals with numbers and qualitative research deals with text”.

Another area that was simplified was the provision of resources. Although pertinent
information should be provided, equally the provision of research and evaluation tools was
also of benefit. For example, although staff members received training and were competent
in designing pre and post-test questionnaires, I provided them with readily available
templates in which they could insert their own questions and use quickly. The aim of
providing questionnaire templates was to recognise that designing a questionnaire takes time
and offer a tool that decreased the time spent on the process. Providing tools such as
templates resulted in staff members being less reluctant to design their own questionnaires
and surveys. However, a mentoring process was also necessary for staff members to assist
them if they had further questions regarding formulating their questionnaires.
Integrate research and evaluation into clinical practice and health service
delivery
Staff members working in agencies such as WRHC are employed to perform tasks other than
research and evaluation. To engage staff members in such projects, it is important that they
see research and evaluation as a valid and valuable aspect of their practice. For this reason
agencies should find ways of integrating theory regarding research methods, data collection
and analysis directly into community health service delivery. At WRHC there was already a
history of using research and evaluation findings to make changes in ways of treating and
preventing work-place injuries (Bartak & Deery, 2004). When teaching staff about research
and evaluation in the current project it was particularly helpful to use examples that related
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directly to staff members’ everyday work experiences. Moreover, my past clinical experience
as a family therapist and conducting my own research and evaluation projects provided me
with many examples that I could use when training and mentoring to place research and
evaluation within a practice context.
Engage in joint solution seeking and collaborative ownership
In addition to simplifying research and evaluation language and processes and highlighting
its relevance to clinical outcomes, it is also important to adopt a collaborative stance when
engaging staff around implementation. This enables more shared ownership around solution
seeking to create locally relevant strategies to monitor clinical and health delivery outcomes.
I took a position in which I refrained from arguing or being demanding of staff members but
enlisted their assistance and involvement in finding solutions to presenting difficulties
associated with conducting research and evaluation. This approach encouraged staff
members to engage more collaboratively with research and evaluation. For example, neither
Sharon nor I argued with the staff members around issues such as not having available time
to conduct projects. Instead we agreed with staff members and asked them how we could
assist them find more time. Similarly, as WRHC’s service sites were spread across a large
area, I often either negotiated a convenient meeting place with staff members or offered to
travel to their place of employment when conducting training or mentoring sessions. This
provided me with greater understanding of particular team and individual constraints to
conducting evaluations. Travelling to staff members’ place of work also allowed me to
absorb the extra time needed by staff members for the consultation and indicated that
research and evaluation was a joint and collaborative venture that required some sacrifices to
be made by those involved.
Provide Incentives and Showcase Achievements
Although taking such a position as mentioned above was beneficial, staff members needed a
reason to change their routines so as to accommodate research and evaluation into their
practice. As noted above, staff members need to be reminded or informed of the benefits
research and evaluation can have to their practice and tenure. For example, at WRHC I
began by discussing with staff members how funding bodies have altered their reporting
conditions on programs and interventions they have been funding. I informed staff members
that funding bodies were now linking funding to the proven effectiveness of interventions
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and programs.
To successfully engage staff members in an innovation such as building research and
evaluation capacity, agencies should provide an event or other mechanism to showcase the
staff members’ work and acceptance of the innovation. At WRHC the Internal Conference
played this role and was a great success as it also helped staff members who were not
involved in research and evaluation to understand its value and applications to practice.
Address Staff Members’ Fears
An extension of seeking the benefits of their practices, interventions and programs, included
recognising the values associated with the results of staff members’ research and evaluation
projects. It is imperative to highlight, not only the favourable results of a research or
evaluation project, but also the negative aspects which normally indicated where practices,
interventions and programs required improvement or where the gaps were.
For example, staff members frequently expressed that a reason that they were reluctant to
conduct projects involving research and especially evaluation was that they were afraid that
the results may indicate that they were not doing a good job. To assist staff members
understand the importance of evaluation they were assured that there were no bad evaluation
results only badly conducted evaluation projects. The staff members were informed that we
conduct research and evaluation projects not only to show that we are effective, but also to
discover how we can do things better.
As a practical example of utilising negative results to improve practices, interventions and
programs occurred when an evaluation indicated that the participants received little benefits
from a program. The staff members involved with the program were quite distressed by the
results but were reassured when the results also indicated how and where the program could
be changed and improved. The staff members implemented the changes as indicated by the
evaluation with the result that the program has grown and is now considered to be a leader in
the field it represents.
Overcome the Ethical Barriers
An important inclusion in the framework was the application of a human research ethics
process. Organisations, when building their capacity to instigate research and evaluation
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projects should give consideration to installing policies and procedures that secure the safety,
privacy and confidentiality of those participating in the projects. Such security, at a
minimum can be maintained by adhering to the standards set by the NHMRC guidelines of
ethical human research. However, organisations should discuss their human research ethics
requirements with institutions such Universities or their Department of Health and investigate
how human research ethics processes and procedures can be instigated within community
based organisations.
The above framework has been quite instrumental in building research and evaluation
capacity at WRHC. Although restricted to WRHC, I believe the framework can be adapted
and utilised to build research and evaluation capacity in other health organisations.
To encourage organisations to invest in building research and evaluation capacity, the
strategies and the conditions that were necessary to be present for change to occur were
disseminated to the health sector through journal publications, conference presentations and
other less informal presentations.

How the Framework was Disseminated
From the outset of the project I have continued to disseminate the information gathered
through a variety of channels such as formal conference presentations, informal presentations
to interested groups and through journal publications.
The following table outlines the dissemination of the framework.
(The terms used in the table have been used in the following manner. ‘Formal presentations’
include presentations delivered at official and advertised national and international
conferences where abstracts were requested and peer reviewed, and ‘Informal presentations’
are presentation delivered to groups who were interested or who invited me to discuss my
research findings. Equally, ‘Journal article’ denotes manuscripts published in peer review
journals and ‘seminar’ refers to a meeting of PhD students who reported on the progress of
their research projects.)
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Table 7, How the framework has been disseminated.
Date

Presentation

Presentation Title

Presentation Type

27/10/2009

WRHC Board
Meeting

Quality Research and
Evaluation Committee

Informal
presentation

25/06/2009

Community Health
Chief Executive
Officers Meeting

Taking the First Steps to
Research and Evaluation
at Western Region Health
Centre.

Informal
Presentation

21/07/2009

Bouverie Centre
Learning Circle

Enhancing Research and
Evaluation Capacity at
WRHC

Informal
Presentation

12/08/2009

WRHC Staff Forum

Introducing Research and
Evaluation

Informal
Presentation

27/10/2009

WRHC Annual
General Meeting

Research and Evaluation
at WRHC

Informal
Presentation

25/11/2009

Health Services and
Policy Research
Conference

How can Community
Health Centres build
Research and Evaluation
Capacity?

International
Conference

29/04/2010

Vicserv Conference

We are doing a great job,
but are we effective?

National Conference

4/06/2010

La Trobe University
Counselling Research
Seminar

Building Research and
Evaluation Capacity in a
Community Health Centre

Seminar

7/09/2010

Action Learning and
Action Research
Conference

Building Research and
Evaluation Capacity in a
Community Health Centre
(revised)

International
Conference

Summer
2010

Newparadigm Journal

We are doing a great job,
but are we effective?

Journal Article

February
2011

Australian Journal of
Primary Health (2010)
Volume 16, Number 4

Utilising implementation
science in building
research and evaluation
capacity in community
health.
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Journal Article

2/09/2011

Australasian
Evaluation Society

Do we really need Human
Research Ethics processes
in Community Health?

International
Conference

(For the abstracts presented to conferences and journals see appendix R)
The above table indicates how the knowledge and experience that informed the creation of
the framework was disseminated to not only inform others, but also to develop interest in and
encourage more health organisations to conduct their own research and evaluation projects.
However, a question that often arose during the dissemination of the framework was how and
whether research and evaluation capacity could be sustained when established.

Sustaining the Framework
As my project of building research and evaluation capacity at WRHC became more
embedded within the organisation, sustaining and maintaining staff members’ interest in
researching and evaluating their programs, interventions and initiatives became the next
focus of the project. Through discussions with Sharon we felt that an issue for WRHC to
consider was that when the project came to an end and the position and leadership of the
Research and Evaluation Consultant was gradually withdrawn over time, how could the staff
members’ interest in research and evaluation be maintained and sustained. To prepare for
such a possibility we formulated the following action plan:


The position of Research and Evaluation Consultant will remain in the organisation
but involve a different structure. As the position would no longer be required to build
research and evaluation capacity, it will remain as a resource for WRHC staff
members by providing training schedules, mentoring appointments and the
orientation of new staff regarding research and evaluation protocols in the
organisation.



The position would act as an advisor to the organisation’s management structure on
issues relating to research, evaluation and research ethics.



As the restructuring of the position would not require it to be maintained full time
(five days per week) it will become a part-time position of two to three days per
week.
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The Research and Evaluation Consultant position will also focus on developing and
building relationships with universities and other agencies regarding the formulation
of collaborative research partnerships.



Develop a research agenda involving a committee of organisational managers that
would oversee and champion the more extensive evaluation of WRHC programs.
The committee would also instigate of a minimum of one major research project per
year that will study issues relating to the health and wellbeing of people who live in
the WRHC’s catchment area.

Although the plan has not as yet been enacted, (as I am still currently employed as the
Research and Evaluation Consultant), the plan’s strategies will maintain and sustain the
organisation’s capacity for conducting its own research and evaluation projects. Being
unable to trial the plan aimed at sustaining research and evaluation at WRHC beyond the
allotted time frame of the PhD research, constitutes, among others, one of the limitations of
the project.
Project Limitations
My research project has presented with a number of limitations. Firstly, as mentioned earlier,
the project only involved WRHC and was not trialed at any other community health centre or
community based organisation. Not having been trialed at another community based
organisation has limited the project’s results to the culture, community, conditions and
environment as experienced at WRHC. If other community based organisations wished to
utilise the framework outlined above to implement research and evaluation capacity, then the
framework would be required to be adapted to their own local conditions.
The second limitation of my research project involves whether the research and evaluation
capacity that has been incorporated into WRHC practices can be sustained over both the
short and longer terms. As discussed above, a plan has been formulated that can address the
maintenance of the organisation’s research and evaluation capacity at WRHC post my
research project. However, as the plan is yet to be implemented, I am currently unable to
inform as to the plan’s success and whether further adjustments will be required to be made.
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The third limitation involves the extent to which WRHC program teams have embraced
research and evaluation within their practice. Some of WRHC’s program teams have
incorporated research and evaluation into their practice to a high degree but others, although
involved in conducting evaluation of their practice, have done so to a lesser degree. On
reflection, this issue could be the related to the size of WRHC and the spread of its service
localities over six local government areas (17 sites). Although strategies have been
implemented to understand and resolve this issue, like the issue of sustainability, due to the
available time allocated to my project, it remains a limitation of the project. The issue
relating to the uniformity by which the elements of an organisation incorporates research and
evaluation capacity also raises the question as to whether a smaller organisation would
experience a more uniform uptake of the framework.

To Conclude
Over the past three years I have led Western Region Health Centre in building and enhancing
research and evaluation capacity. I believe that my research question of “How can we build
research and evaluation capacity in a community health centre?” has been answered. Staff
members have engaged in learning about the mechanisms and methods that constitute
exploring and finding evidence that can drive and guide their practice. Although the staff
members and I began with uncertainty and a lack of knowledge regarding how to build
capacity, we have, through an ethnographic action research and co-operative inquiry method,
developed a successful framework to build research and evaluation capacity.
My PhD research project was instrumental in developing a capacity building framework that
can be utilised by other organisations to also build research and evaluation capacity. The
framework takes into account the need to understand an organisation’s culture and the need
for a process, such as action research cycles that can allow for experimentation and
exploration. The framework also includes the need for an implementation structure using a
combination of Ely’s, Rogers’s and Fixsen’s models. The framework advises the use of a
working group, such as a Co-operative Inquiry Group, that can champion projects and assist
in increasing staff members’ knowledge through training and mentoring. Another significant
contribution the framework makes is how to engage staff members’ in the project. Often
staff members are encouraged to participate in an authoritarian way when other strategies
may be more fruitful. Finally, my thesis emphasises the need for ethics policies and
191

processes as well as the creation of a reward and incentive system such as can be provided by
an Internal Conference. Each of the above components contribute greatly to the framework’s
ability to build research and evaluation capacity in an integral way with service delivery in
community health.
Equally, the framework was able to address my original concerns regarding how practitioners
within community health centres such WRHC viewed their participation in research and
evaluation projects. Prior to my project I found that research and evaluation was viewed by
staff members as something that was barely tolerated and tended to interfere with practice.
Similarly, staff members reported that they were more inclined to learn from each other from
word of mouth rather than to consult research and evaluation results published in appropriate
journals. The views of the staff members was very much supported by the literature which
also indicated that health practitioners placed little faith in the ability of research and
evaluation to inform and advance their practice for the benefit of their clientele.
My project has altered the WRHC staff members’ perception of conducting research and
evaluation projects. The number of staff members who attended the research and evaluation
training, the number of mentoring appointments requested per month, the increase in the
submitted abstracts for the 2011 Internal Conference and the abstracts submitted by teams not
previously involved in the project indicated that a high proportion of the teams within the
organisation have added research and evaluation to their practice. Such involvement also
indicated that staff members are more interested, more comfortable and more confident with
conducting their own research and evaluation projects.
However, two issues remain regarding the outcome of my project. Firstly, how can the
organisation’s research and evaluation capacity be sustained and maintained at the conclusion
of my project and the termination of my involvement? Although the issue of sustainability is
currently being addressed, the strategies needed to maintain research and evaluation capacity
in an organisation currently remains inconclusive. Secondly, WRHC’s history and past
experiences valued research and evaluation and included an ongoing Learning culture within
its practices therefore building such capacity in another community health centre will require
the framework to be adapted to adjust to the organisation’s own unique values, culture and
circumstances.
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I recommend that the framework be implemented, explored, trialed and evaluated in a
number of other community based health centres in order to validate its effectiveness under
various conditions that involve different organisational cultures, different service
communities and different practice disciplines. Trialing the framework in other health based
communities will inform as to how it can be further developed and adapted to benefit
organisations other than WRHC.
Although building research and evaluation capacity at WRHC over the past three years has
been at times very challenging and at times very rewarding, I have gained enormous
satisfaction in watching the organisation and the staff members develop and enhance their
research and evaluation skills. Equally I have gained satisfaction in observing staff members
alter their perceptions and attitudes to engaging with research and evaluation projects. The
satisfaction I experienced was especially prominent when the Internal Conferences came to
fruition and staff members showcased their research and evaluation projects that I considered
to be of a high quality.
I remain confident that the framework I developed in conjunction with the WRHC staff
members and my research supervisors, can benefit other organisations in developing and
building their own research and evaluation capacity. I look forward to the framework
providing a mechanism and a means by which community health organisations can provide
evidence of their practice and interventions for the people and communities they serve.
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Appendix A
La Trobe University Ethics Approval Memorandum
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Appendix B

WESTERN REGION HEALTH CENTRE
Organisational Research and Evaluation Committee Workplan
2008- June 2009

Function:
1.
To promote and
support research
and evaluation at
the WRHC.
Performance
Indicator

Actions

Timeline

Responsibility

Progress

1.1 Develop a
communication
strategy for the
OREC committee’s
work.

1.1 (a)Communication
strategy developed in
accordance with the
WRHC communication
framework.
(b) create and develop
an evaluation and
research newsletter

Sept 2008

G/M PCS

Work begun for
linking WRHC
communication with
R & E Committee

March
2009

OREC

March
2009

G/M PCS

1.2 Develop a
system where staff
can access research
and evaluation
completed at
WRHC.

1.2 a) Investigate
Sharepoint software,
(0nce implemented) to
store research and
evaluations.
b) Implement
new system
c)Communicate
new system all
WRHC staff.

195

Sharepoint
implementation
being scoped, will
include R &E
storage capacity.

1.3 Implement a
resource which has
links to a research
search engines to
assist staff to
undertake research.

1.3a)Investigate
search engines that
will be useful for staff
b) Implement this
information on
intranet/drive

Sept 2008

John

Access given by
DHS to their
databases through
username and
password they
provided. For
implementation on
sharepoint
Research
undertaken by
WRHC compiled,
showed an increase
of 100% in
evaluations in 08/09
year.

1.4 Understand
and map current
use of research
and evaluation
at WRHC

1.4 a)Current use of
research and
evaluation identified

December
2008

G/M PCS
G/M PCS
G/M PCS
All committee
members

1.5 To establish
links to a
university to
provide
research
expertise to
the committee.

1.5 Contact
universities to see what
expertise they have
that could assist WRHC
to develop an expertise
in R& E

June
2008

G/M PCS

Contact established
with Latrobe and
partnership being
formalised.
Researcher
employed to work
with committee at
implementing a
research agenda at
health centre.

Performance
Indicator

Actions

Timeline

Responsibility

Progress

2.1 WRHC
workforce
understands the
relevance of
research and
evaluation within
their current work
and have the skills
and confidence to
undertake research

2.1 - Training program
developed
- Training
implemented across
organisation.

Action
begun by
May 2009

OREC

Function:
2.
To implement
learning and
development
program aimed at
building research
capacity and
continuous
evaluation within
the WRHC
workforce.
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and continuous
evaluation.
.
2.2 Provide support
for ongoing R & E
for staff

2.2 a) Options
developed to assist
ongoing support for
staff to undertake R &E

Dec 2008

John then
OREC

2.3 Develop process for
gauging interest in a
research group and if
sufficient interest
implements research
and evaluation interest
group.

February
2009

OREC

Process being
developed by
committee for
research interest
group.

Performance
Indicator

Actions

Timeline

Responsibility

Progress

3.1 To develop and
review research and
evaluation policies
and procedures in
accordance with
WRHC policy and
procedure process

3.1 a) Ensure Service
Delivery Framework
includes a section on
Research and
evaluation.
3.1.b) Identify what
policies and are
required for committee
to ensure that research
and evaluations are
undertaken at WRHC.

Sept 2008

OREC

Service Delivery
framework under
development, will
include R & E.

3.2 Research and
Evaluation process
developed to ensure
that the committee is
informed of research
and evaluation
undertaken at
WRHC.

3.2 Develop and
implement a Research
and evaluation form
that includes ethics
consideration and
consumer feedback,
that is sent to Research
committee to ensure
they can monitor the
research and
evaluations undertaken

March
2009

OREC

Template in
development with
committee.

2.3 Explore
possibility of a
research interest
group with an
established
researcher as a
mentor to encourage
and support staff to
undertake research.

Function:
3. To develop an
efficient system
for authorisation,
documentation
and reporting
research
undertaken at the
health centre.
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at WRHC

Function:
4.To develop and
a
implement
consistent
to
approach
ethical approval
for
research,
both which the
WRHC
undertakes and
research that the
is
Centre
involved in.
Performance
Indicator

Actions

Timeline

Responsibility

Progress

4.1 System
developed ensures
ethics approval is
considered in all
research undertaken
at WRHC.

4.1a) Checklist
developed for all
research undertaken
which includes ethics
approval. This is to
include sign off
process.
b) Checklist
implemented at all
programs.
c) Checklist form sent
to OREC.

August
2009

OREC

Other organisations
ethics approval
process being
reviewed to assist
with development of
WRHC process

Performance
Indicator

Actions

Timeline

Responsibility

Progress

5.1 All research and
evaluation
undertaken has
consumer feedback
as an integral aspect
of work of the

5.1 A process is
developed for research
and evaluation which
includes consumer
feedback.

Dec 2009

OREC

Function
5.To
Investigate
methods of
consumer
feedback in all
evaluations
undertaken
within
all programs.
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committee.

Function:
6. To develop and
review planning
and human
resource
documentation to
ensure R & E is
included in
organisational
documentation.
Performance
Indicator

Actions

Timeline

Responsibility

Progress

6. The WRHC
internal system
includes research
and evaluation.

6.1 To review and
implement a new
documentation system
to ensure research and
evaluation is included
in the WRHC:
a) Planning system
b) IDR’s
c) Position
descriptions

Dec 2010

OREC

Performance
Indicator

Actions

Timeline

Responsibility

Progress

7.1 Review workplan
quarterly

7.1 Workplan updated
at quarterly OREC
meetings

April,
July 2008
Oct 2008

G/M PCS

July update
completed.

Function:
7. To review
the WRHC
Research and
Evaluation
Committee
annually and to
report on the
work plan of
the Committee.

Sept 2008
7.2 Annual review of
committee and its
functions in
September

7.2 The performance of
committee reported on
annually using following
indicators of success;
eg:
attendance,
membership, ability to
complete planned

G/M PCS
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activity’s in workplan.

Function
8. promote
publication,
conference
presentations and
acceptance and
awards
Performance
Indicator
(a) Staff submit
more
articles for
publication.
(b) More
submissions
are
accepted for
publication
(c) Write more
effective
grant
applications
Increase in
conference
presentations
Function
9. complete
internal research
and evaluation
Performance
Indicator
(a)Less reliance on
external evaluation
consultants
(b) WRHC is leader
in more research
and evaluation
projects
Function
10. Incorporate
research and
evaluation into
practice and policy

Actions
- Train staff in writing
articles for publication
- Train staff in writing
abstracts
- Train staff in writing
grant applications

Timeline

Responsibility

May 2009

John then
OREC

Train staff in how to
present at workshops,
conferences and
seminars

Actions

Progress

John then
OREC

Timeline

Responsibility

2011

OREC
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Progress

Performance
Indicator
(a) Attitudes to
R/E have
changed. (Is
not as scary
but can be
fun)
(b) R/E has
influenced
and
changed
practice
(c) R/E is
similarly
entrenched
in
organisation
al policy as
is OHS
Function
11. Increase
funding for
research and
evaluation projects
Performance
Indicator
(a) Write more
effective grant
applications
(b) Identify
possible funding
sources

Actions

Timeline
2011

Actions

Timeline

(a) Train staff in writing
grant applications
(b) Develop data base
of funding sources

Responsibility
OREC

Responsibility
John then
OREC
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Progress

Progress

Appendix C
Organisational Research and Evaluation Committee Review Survey
In order to improve the functioning of our committee, would you please answer the following
questions. Your participation in the survey will remain confidential and will not affect or
influence your involvement with the committee.
To maintain confidentiality, you are asked to avoid adding any identifying information in the
survey. In addition, on completing the survey, could you place it in John Bamberg’s pigeon
hole at 81 Paisley St, Footscray.

Q1 How many meetings were you able to attend in the past year?
Number of meetings attended________
If you had missed a few meetings, what has made it difficult for you to attend?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Q2 Do you think the committee could be better utilized? (Please circle one)
Yes

No

If “Yes”, how do you think the committee can be better utilized?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Q3 Do you think the committee is representative of WRHC? (Please circle one)

Yes

No

If “No” who do you think is poorly represented by the committee?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
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Q4 Are you happy with the committee’s current structure? (Please circle one)

Yes

No

If “No”, how do you think the structure could be improved?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Q5 How often do you think the committee should meet?
___________________________________________________________________________
___________________________________________________________________________

Q6 Do think the information generated by the committee is sufficiently disseminated
throughout the organisation? (Please circle one)
Yes

No

If “No” how could the information be better disseminated?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Q7 Are the actions discussed in the committee meetings completed?
If “No” how do you think this could be improved?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Q8 How useful do you think the committee is to:
(1) Yourself ______________________________________________________________________
(2) WRHC _______________________________________________________________________
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Q9 Do you think the committee members value your opinion? (Please circle one)
Yes

No

If “No” How do you think the committee can value your opinion more?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Q10 Do you think you receive information regarding the committee in a timely
manner? (Please circle one)
Yes

No

If “No” how soon prior to the meetings would you like to receive the information?
___________________________________________________________________________
___________________________________________________________________________
Any Further Comments:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Thank you for participating in the survey
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Appendix D
Organisational Research and Evaluation Committee Review Survey Results
N=7
Q1 How many meetings were you able to attend in the past year?
Number of meetings attended

meetings

Q1

2

Count
1

4
5

2
2

8
11

1
1

Total

7

Q2 Do you think the committee could be better utilized?
Yes = 57%

No = 43%

(1 missing)

Q3 Do you think the committee is representative of WRHC?

Yes = 71.4%

No = 28.6%

Q4 Are you happy with the committee’s current structure?

Yes = 100%

No = 0%

Q5 How often do you think the committee should meet?

See Comments
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Q6 Do think the information generated by the committee is sufficiently disseminated
throughout the organisation?
Yes = 71.4%

No = 28.6%

(1 missing)

Q7 Are the actions discussed in the committee meetings completed?
See Comments
Q8 How useful do you think the committee is to:
(3) Yourself –
See Comments
(4) WRHC –
See Comments

Q9 Do you think the committee members value your opinion?
Yes = 100%

No = 0%

Q10 Do you think you receive information regarding the committee in a timely
manner?
Yes = 87.7%

No = 12.3%
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Organisational Research and Evaluation Committee Survey Comments
Q1 If you had missed a few
meetings, what has made it
difficult for you to attend?

Q2 How do you think the
committee can be better
utilized?

Q3 Who do you think is
poorly represented by the
committee?

1. 3 meetings were missed because of annual leave.
3 meetings were missed due to reduced staffing
on the day and extra responsibilities regarding
student placements.
2. Joined committee midyear but missed no
meetings.
3. Was not a member of committee 12 months ago.
4. Did not receive email re next meeting/date of
meetings after break.
5. Workload.
6. Upcoming deadlines and other meetings
scheduled at the same time.
1. More sharing of actions amongst committee
members.
2. Could increase delegation of task/duties for
follow up.
3. I see it as an ongoing development; I think the
committee has overseen the establishment of the
R&E within WRHC and the focus will change
accordingly.
1. Representative of Centre’s commitment to
research.
2. Is representative – could maybe be more so if
included reps from outer programs (eg. Melton,
St.Albans, Sunbury and Werribee)
3. I am not sure of all the WRHC programs;
there does appear to be a general
representation. Perhaps the programs whose
staff have not attended any training need to be
invited to send a representative?

Q4 How do you think the
structure (committee) could
be improved?

No comments
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Q6 How could the
committee’s information
be better disseminated?

1. Make it standard agenda item for all teams
bi-monhly/quarterly
2. Sharepoint is useful in getting info out; as well
as updates at team meetings.
3. News page either presented on sharepoint (at
lunch tables with brief info)
4. Will continue to improve with sharepoint

Q7 Are the actions
discussed in the committee
meetings completed? How
do you think this could be
improved?

1. Yes. Big thanks to John and Sharon for doing
so.
2. Whenever possible yes – difficult at times if
dependent upon funding/higher management
3. Seems to be.

Q8 (a) How useful do you
think the committee is to:

1. Minimal
2. Quite useful
3. Very –increase participation in
organisation as a whole and increased
motivation for evidence based practice.
4. Useful
5. It has been an opportunity to participate
in a wide committee and to contribute
ideas.
1. Extremely
2. Very useful
3. This takes time especially in terms of
increased research culture through
organisation. Actions of committee are
however followed through and carefully
planned to increase impact on WRHC.
Organisation as a whole has been
receptive.
4. Very useful. It’s the body responsible for
such tasks as training etc…
5. Very useful
6. I think it very valuable as it has supported
the establishment of R&E. I think there is
an enthusiasm for R&E within the
committee which I believe supports its
relevance to service programs.

Yourself

Q8 (b) How useful do you
think the committee is to:
WRHC
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Q9 How do you think
the committee can
value your opinion
more?
Q10 How soon prior
to the meetings would
you like to receive the
information?
Any Further
Comments:

No comments
Variable – day of meeting/day prior is good however a
few hours before meeting is necessary to review contents

1. Thank you
2. It has been great to participate in a committee that
has supported such a progressive initiative within
WRHC.
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Appendix E
WRHC Organisational Structure
BOARD OF DIRECTORS

CEO

Executive Manager
Community Engagement,
Planning and Development

General Manager
Support Services

General Manager
People & Culture

General Manager
Health Outcomes

Cultural Competence

Indigo and Mental
Health Matters

Human Resources
and client services

Medical and
Refugee Health

Finance

Senior Project Officer
Community Engagement

Assertive Outreach

Information
Technology and
Information
Management

Oral Health

Assets and Facilities
Management

Community Health

Corporate
Operations

Health Promotion Planner

Community Mental
Health (Mid West)
Health Works

Health Promotion Officer

Community Mental
Health (South West)

Research and
Evaluation
John Bamberg

Residential Services
Corporate Planner
Communications
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Counselling Support
Services and Child
Health

General Manager
Finance and
Infrastructure

Appendix F
Annual Training Calendar
Month
April-2009
May-2009
May-2009
May-2009
May-2009
June-2009
June-2009
June-2009
July-2009
August-2009
August-2009
August-2009
August-2009
August-2009
August-2009
October-2009
November-2009
November-2009
November-2009
November-2009
February-2010
February-2010
February-2010
February-2010
March-2010
March-2010
March-2010
March-2010
March-2010
March-2010
April-2010
April-2010
April-2010
April-2010
April-2010
May-2010

Title
Introduction to Research and Evaluation
Staff Orientation Program
Privacy Training
Staff Orientation Program
Health Promotion
Sudanese Cultural Awareness
Working with Interpreters
Indigenous Cultural Awareness Training
Indigenous Cultural Awareness
Staff Orientation Program
Sudanese Cultural Awareness
Research & Evaluation
Privacy Training
Working with Interpreters
Indigenous Cultural Awareness
Privacy Training for Volunteers
Staff Orientation Program
Working with Interpreters
Privacy Training
Indigenous Cultural Awareness
Staff Orientation Program
Research & Evaluation Training
IDR Training
Privacy Training
Indigenous Cultural Awareness
Lunchtime Learning - Presented by Lindy Marlow
Confident Public Speaking
Working with Interpreters
Cultural Competency
Lunchtime Learning - Presented by Andy Sinclair
Staff Orientation Program
Cultural Competency
Lunchtime Learning - Presented by Libby Jewson
Indigenous Cultural Awareness
Health Promotion
Conflict Resolution Skills for Managers & Team Leaders
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May-2010
May-2010
May-2010
May-2010
June-2010
June-2010
June-2010
June-2010
June-2010
June-2010
June-2010
June-2010
July-2010
July-2010
July-2010
July-2010
July-2010
July-2010
August-2010
August-2010
August-2010
August-2010
August-2010
August-2010
August-2010
August-2010
August-2010
September-2010
September-2010
September-2010
September-2010
September-2010
September-2010
September-2010
October-2010
October-2010
October-2010
October-2010
October-2010
November-2010
November-2010

Cultural Competency
Lunchtime Learning - Presented by John Bamberg
IDR Training
Privacy Training
Indigenous Cultural Awareness
Staff Orientation Program - BOOKED OUT!!
Care Plan Coordination Training
Working with Interpreters
Lunchtime Learning - Why WRHC uses Facebook
Smokefree Interventions for Clients Training
Smokefree Interventions for Clients Training
Understanding ABI (Acquired Brain Injury)
Lunchtime Learning Presentation - Everything you want to
know about Diabetes
Sudanese Cultural Awareness Training
Intermediate Excel Training
Health Promotion Training
Intermediate Excel Training
Intermediate Excel Training
Measuring change after a Clinical Intervention or Program:
Handy tips for Clinicians
Beginners Excel Training
Staff Orientation Program - FULLY BOOKED!
Fire Extinguisher Training
IDR Training
Privacy Training
Fire Extinguisher Training - FULLY BOOKED OUT!
Fire Extinguisher Training - FULLY BOOKED OUT!!!
Disclosure of a Mental Illness by Staff in the Workplace
Cultural Competency
Indigenous Cultural Awareness
Health Promotion Training
Fire Extinguisher Training
Fire Extinguisher Training
Fire Extinguisher Training
Fire Extinguisher Training
Staff Orientation Program
Sudanese Cultural Awareness Training
Conflict Resolution Skills
Fire Extinguisher Training
Lunchtime Learning - All About WRHC's Community Mental
Health Programs
Cultural Competency
An introduction to Parkinson’s Disease
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November-2010
November-2010
November-2010
November-2010
November-2010
December-2010
December-2010
December-2010
December-2010
February-2011
February-2011
February-2011
February-2011
March-2011
March-2011
March-2011
April-2011
April-2011
April-2011
April-2011
April-2011
April-2011
May-2011
May-2011
June-2011
June-2011
June-2011
June-2011
June-2011
June-2011
June-2011
June-2011
July-2011
July-2011
July-2011
August-2011
August-2011
August-2011

IDR Training
Privacy Training
Lunchtime Learning - Mental Health Matters - whats it all
about?
Creative Goal Setting with Clients who have complex needs
Health Promotion Training
Staff Orientation Program
Skills for Managers and Supervisors
Asthma Education Session
Skills for Managers and Supervisors
Staff Orientation Program
Lunchtime Learning - Developmental and Learning issues in
Refugee Children
Privacy Training
IDR Training
Lunch Time Learning - South Sudan Celebration
Beginners Excel Training
Lunchtime Learning - Diet and Nutrition Information Session
Staff Orientation Program - FULL!
Lunch Time Learning - Female Genital Mutilation
Privacy Training
IDR Training
Cultural Competency
Indigenous Cultural Awareness
Creative Goal Setting
Skills for Managers - Managing Inappropriate Workplace
Behaviour
Managing Difficult Calls and Aspects of Handling Difficult
Behaviour Face to Face
Staff Orientation Program
Cultural Competency
Indigenous Cultural Awareness
Privacy Training
IDR Training
Staff Awareness Raising Workshops – Harassment and
Bullying Prevention
Sensory Modulation for Mental Health Workers Workshop
Managing Difficult Calls and Aspects of Handling Difficult
Behaviour Face to Face
Care Plan Coordination Training
Advocacy Training
Staff Orientation Program
Privacy
IDR Training
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October-2011
October-2011
October-2011
December-2011

Staff Orientation Program
Privacy Training
IDR Training
Staff Orientation Program
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Appendix G
Staff Survey Example
Thank you for your participation in our “Working Together” survey. We are interested in
understanding if there are gaps in the services provided by Corporate Operations, Human
Resources Information Technology and Research and Evaluation and Finance. This survey is
aimed at identifying the possible gaps that exit and then develop solutions that work and will
benefit the staff employed in this organisation. If you have any questions please feel free to
ask.
Thank you again.

A NOTE ON CONFIDENTIALITY
The information you provide here is confidential and will only be used for evaluation
purposes. We want to know your point of view, so please complete the following survey.
We undertake to protect your confidentiality. Your personal details will not be used for
purposes other than for this survey, except with your permission.
We would encourage you to complete the survey as your responses will assist us develop a
better service for you. Note, however, that your answers to the questions will not affect your
employment at Western Region Health Centre.

(a) Corporate Operations
On a scale of 1 to 7 (1 = Not satisfied and 7 = Very satisfied), please indicate by circling
how satisfied you are of with the following:
(Please tick the DNA box if the question does not apply to you)
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1. How satisfied are you with how
quickly your requests are responded
to?
2. How satisfied are you with the how
Corporate Services responded to your
requests?
3. How satisfied are you with your
experience of the assistance you have
received?

DNA

Very
Satisfied

Not
Satisfied

1

2

3

4

5

6

7

1

2

3

4

5

6

7

2

3

4

5

6

7

1

Please indicate whether you agree or disagree with the following statements by circling
one answer
(i)

I’m quite confident I know how to log a maintenance request?
1.
2.
3.
4.
5.

(ii)

Strongly disagree
Disagree
Agree
Strongly agree
Does not apply to me

I understand which items I should log as a maintenance request?
1.
2.
3.
4.
5.

Strongly disagree
Disagree
Agree
Strongly agree
Does not apply to me

(b) Finance
On a scale of 1 to 7 (1 = Not satisfied and 7 = Very satisfied), please indicate by circling
how satisfied you are of with the following:
(Please tick the DNA box if the question does not apply to you)

1. How satisfied are you with how
quickly your invoice requests are
responded to?

1
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2

DNA

Very
Satisfied

Not
Satisfied

3

4

5

6

7

2. How satisfied are you with the how
payroll responds to your requests?

2

1

3. How satisfied are you with how
current payroll inquires are dealt
with?

1

3

2

4

3

5

4

6

5

7

6

7

Please indicate whether you agree or disagree with the following statements by circling
one answer:

I think we should be able to log payroll inquiries on sharepoint?
1.
2.
3.
4.
5.

Strongly disagree
Disagree
Agree
Strongly agree
Does not apply to me

(c) Human Resources
On a scale of 1 to 7 (1 = Not satisfied and 7 = Very satisfied), please indicate by circling
how satisfied you are of with the following:
(Please tick the DNA box if the question does not apply to you)

1. How satisfied are you with how quickly
Human Resources respond to your
requests?
2. How satisfied are you that human
resources have dealt with your issues
confidentially?
3. How satisfied are you that questions
concerning privacy and legislative
compliance will be responded to in a
timely manner?
4. How satisfied were you with the
consultation processes during the
preparation of QICSA in 2011?
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DNA

Very
Satisfied

Not
Satisfied

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

5. If you were employed by WRHC in the
past 2 years, how satisfied were you
with the orientation you received by the
organisation?
6. If you were employed by WRHC in the
past 2 years, how satisfied were you
with the orientation you received by
your team or program?

1

2

3

4

5

6

7

1

2

3

4

5

6

7

Please circle who you think you should consult in regards to the following issues:
(i)

You haven’t received a pay increment that was due to you.

HR

Payroll

(ii) You want to find out how much long service leave you have. HR

Payroll

(iii) You want to know which award you are employed under.

HR

Payroll

(iv) You want to know your leave balance.

HR

Payroll

(v) Your employment details have changed.

HR

Payroll

(vi) If you are entitled to an allowance.

HR

Payroll

(vii) Your personal details have changed.

HR

Payroll

(d) Research and Evaluation
On a scale of 1 to 7 (1 = Not satisfied and 7 = Very satisfied), please indicate by circling
how satisfied you are of with the following:
(Please tick the DNA box if the question does not apply to you)

Not
Satisfied

1. How satisfied are you with how quickly
your
requests are responded to?
2. How satisfied are you with the research
and evaluation information given to
you?
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DNA

Very
Satisfied

1

2

3

4

5

6

7

1

2

3

4

5

6

7

3. How satisfied are you with the
assistance you have received with your
research or evaluation project?

1

2

3

4

5

6

7

(e) Information Technology
On a scale of 1 to 7 (1 = Not satisfied and 7 = Very satisfied), please indicate by circling
how satisfied you are of with the following:
(Please tick the DNA box if the question does not apply to you)

DNA

Very
Satisfied

Not
Satisfied

1. How satisfied are you with how quickly
your requests are responded to?

1

2

3

4

5

6

7

2. How satisfied are you with the
information given to you?

1

2

3

4

5

6

7

1

2

3

4

5

6

7

3. How satisfied are you with the
assistance you have received?
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Appendix H
Training Curriculum
Session 1 - Introduction to Research and Evaluation













What is evaluation?
Why Do Evaluation?
Types of Evaluation.
To evaluate a program what should we do first?
What Should We Do Next?
Program Logic Model.
Logic Model Process.
Levels of evaluation evidence.
- High evidence
- Moderate evidence
- Low evidence
- Lack of evidence
Types of research.
Differences Between Qualitative and Quantitative Research Methods.
What constitutes good Research?

Session 2 - Searching the Literature











Why do a literature search?
Types of Research Literature.
Writing in an IMRAD format.
Types of Electronic Data Bases.
Creating Search Questions.
Critically Reviewing Publications.
Critical Review Questions.
What am I reading?
What does the literature review say?
What is the research trying to do?

Session 3 - Qualitative Research Methods Overview









Qualitative Methods.
Grounded Theory.
Action Research.
Narrative.
Phenomenology.
Ethnographic.
Case Study.
Sampling.
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Purposive Sampling.
Theoretical Sampling.
Snowballing.
Other types of Sampling.
Data Collection.
Focus Groups.
Focus Group – Limitation.
In-Depth Interviews.
In-Depth Interviews – Limitations.
Nominal Group Technique.
Nominal Group – Limitations.
Participant Observations.
Participant Observation – Limitations.
Data Analysis.
Thematic Analysis.
Hermeneutic Analysis.
Content Analysis.
Narrative analysis.
Rigor and Ethics.
What is Research Rigor.
Types of Rigor.
What is Research Ethics?

Session 4 - Designing Questionnaires and Analysing the Results











Basic rules.
Types of Questions.
Likert Scales.
Questions to Avoid.
Administering the Questionnaires.
Pre then Post Test.
Pre then Post Test Limitations.
Post then Pre Test.
Post then Pre Test Limitations.
Analysing Questionnaires.

Session 5 – Writing a Paper








Why do we write?
Why don’t we write?
How to Start.
How to create an outline.
Title Page
The Abstract.
The Introduction.
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The Method Section.
The Results Section.
The Discussion Section.
The Conclusion.
Acknowledgements.
Writing Styles.
George Orwell’s Rules of Writing.
Ernest Hemingway’s Rules of Writing.
Constructing Sentences and Paragraphs.
Plagiarism.
The First Draft.
Submitting a paper.
Writing Revisions
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Appendix I
Pre and Post Test Questionnaire

Research and Evaluation Training
Questionnaire
Pre Test

Your answers on this questionnaire are confidential.
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Thank you for your participation in the Research and Evaluation Training
Program. As you know, we are evaluating the program and we would
like to invite you to complete this questionnaire. This is to help us
determine whether the program is helpful in assisting people understand
how to conduct research and evaluation projects.
If you have any
questions please feel free to ask.
Thanks again and best wishes.

A NOTE ON CONFIDENTIALITY
This questionnaire is designed to help us evaluate the benefits and drawbacks of the research and
Evaluation Training Program. We are interested in your opinion. The information you provide here is
confidential and will only be used for evaluation purposes. This questionnaire should be filled out by
you before you start the training course. We want to know your point of view, so please complete the
following questionnaire.
We have a system to protect your confidentiality. Firstly, once you provide your information, we
remove the questionnaire and file it separately from this page of identifying details. Secondly, your
personal details will not be used for purposes other than for evaluation, except with your permission.
We would encourage you to give permission for your responses to be included in the study. Note,
however, your answers to the questions will not affect your employment at Western Region Health
Centre.
John Bamberg
Research and Evaluation Consultant

Name:
Team:

I hereby agree to be involved and give my permission to have my responses
included in the study.

Signed: …………………………………….. Date: ……………………..
Witness: …………………………………… Date: ……………………..
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Pre Test Questions
(A) On a scale of 1 to 7 (1 = Not confident and 7 = Very confident), please indicate by circling
how confident you are of the following:

Not
Confident

Very
Confident

1. Conducting an evaluation project?

1

2

3

4

5

6

7

2. I know the differences between
quantitative and qualitative research?

1

2

3

4

5

6

7

3. Being able to identify good research?

1

2

3

4

5

6

7

4. Able to do a literature search?

1

2

3

4

5

6

7

5. Search electronic data bases.

1

2

3

4

5

6

7

6. Create a search question.

1

2

3

4

5

6

7

7. Critically review research literature.

1

2

3

4

5

6

7

(B) Please indicate whether you agree or disagree with the following statements by circling
one answer.

(i)

I have knowledge about qualitative research methods and designs.
6.
7.
8.
9.

(ii)

I know how to find a sample for my research project.
1.
2.
3.
4.

(iii)

Strongly disagree
Disagree
Agree
Strongly agree

Strongly disagree
Disagree
Agree
Strongly agree

I know how to collect data for my research.
1.
2.
3.
4.

Strongly disagree
Disagree
Agree
Strongly agree
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(iv)

I have a good knowledge of how to analyse the data.
1.
2.
3.
4.

(v)

I have a good knowledge of how to ensure research rigor.
1.
2.
3.
4.

(vi)

Strongly disagree
Disagree
Agree
Strongly agree

Strongly disagree
Disagree
Agree
Strongly agree

I understand the importance of Ethics processes in research.
1.
2.
3.
4.

Strongly disagree
Disagree
Agree
Strongly agree

(C) On a scale of 1 to 7 (1 = Not confident and 7 = Very confident), please indicate by circling
how confident you are with the following:

Very
Confident

Not
Confident
1.

Designing a questionnaire?

1

2

3

4

5

6

7

2.

Administering a questionnaire?

1

2

3

4

5

6

7

3.

Analysing a questionnaire (Ttests and P values)

1

2

3

4

5

6

7

(D) Please rate the following questions by circling the number on the scale that indicates how
well you know the following:
1. How to write an article for publication?

1

2

3

4

Do not know

5

6

7

Know well
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2. The process of writing an article?

1

2

3

4

5

Do not know

6

7

Know well

3. The rules of writing an article?

1

2

3

4

5

Do not know

6

7

Know well

4. How to submit an article for publication?

1

2

3

4

5

Do not know

6

7

Know well

(Post Test Questions not included on the Pre test)
(E) Your thoughts about the Research and Evaluation Training Program

Please tell us what you found helpful.

Please tell us anything you thought was unhelpful, or did not work for you.

Do you have any further suggestions for the program, or any other comments?

Thank you very much for your participation.
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Appendix J
Training Evaluation Results
N=63
(a)
1. I’m confident in conducting an evaluation project?
Not Confident
Very Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
1
3
5
9
15
18
9
3
4.27 1.47
Test 1.5% 4.8% 7.9% 14.3% 23.8% 28.6% 14.3% 4.8%
41.64%
Post
0
0
0
4
7
24
23
5
5.29 0.99
Test 0.0% 0.0% 0.0% 6.3% 11.1% 38.1% 36.5% 7.9%
2. I’m able to do a literature search?
Very Confident
Not Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
3
3
7
12
14
16
8
4.76 1.60
Test 0.0% 4.8% 4.8% 11.1% 19.0% 22.2% 25.4% 12.7%
18.08%
Post
0
0
1
4
6
15
28
9
5.46 1.15
Test 0.0% 0.0% 1.6% 6.3% 9.5% 23.8% 44.4% 14.3%
3. I’m able to search electronic data bases?
Not Confident
Very Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
2
3
13
11
13
13
8
4.60 1.59
Test 0.0% 3.2% 4.8% 20.6% 17.5% 20.6% 20.6% 12.7&
25.71%
Post
0
0
1
3
8
14
25
12
5.51 1.18
Test 0.0% 0.0% 1.6% 4.8% 12.7% 22.2% 39.7% 19.0%
4. I can create a research question?
Not Confident
Very Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
1
4
8
10
19
11
8
2
3.86 1.57
Test 1.5% 6.3% 12.7% 15.9% 30.2% 17.5% 12.7% 3.2%
14.70%
Post
0
0
1
1
7
18
28
8
5.51 1.01
Test 0.0% 0.0% 1.6% 1.6% 11.1% 28.6% 44.4% 12.7%
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5. I’m able to critically review research literature?

Pre Test
Post
Test

Not Confident
Missing
1
0
4
0.0%
6.3%
1
0
1.5%
0.0%

2
5
7.9%
2
3.2%

Very Confident
3
4
5
6
7
Mean S/D
9
9
28
5
3
4.25 1.48
14.3% 14.3% 44.4% 7.9% 4.8%
4
11
14
28
3
5.15 1.17
6.3% 17.5% 22.2% 44.4% 4.8%

(b)
1. I have knowledge about qualitative research methods and designs.
Pre-test
%
Post-test
%
C/S
Strongly Disagree
4
6.5
1
1.6
20.00%
Disagree
20
32.3
4
6.3
Agree
32
51.6
44
69.8
Strongly Agree
6
9.7
14
22.2
Missing
1
1.5
0
0.0
2. I know how to find a sample for my research project.
Pre-test
%
Post-test
Strongly Disagree
3
4.8
1
Disagree
20
32.3
2
Agree
36
58.1
53
Strongly Agree
3
4.8
7
Missing
1
1.5
0

%
1.6
3.2
84.1
11.1
0.0

3. I know how to collect data for my research.
Pre-test
%
Post-test
Strongly Disagree
0
0.0
1
Disagree
20
31.7
2
Agree
36
57.1
53
Strongly Agree
3
4.8
7
Missing
4
6.3
0

%
1.6
3.2
84.1
11.1
0.0

4. I have a good knowledge of how to analyse the data.
Pre-test
%
Post-test
Strongly Disagree
5
7.9
2
Disagree
37
58.7
14
Agree
17
27.0
43
Strongly Agree
4
6.3
4
Missing
0
0.0%
0

%
3.2
22.2
68.3
6.3
0.0%
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C/S
17.83%

C/S
14.76%

C/S
19.91%

C/S
21.17
%

5. I have a good knowledge of how to ensure research rigor.

Strongly Disagree
Disagree
Agree
Strongly Agree
Missing

Pre-test
7
39
15
2
0

%
11.1
61.9
23.8
3.2
0.0

Post-test
2
11
40
10
0

%
3.2
17.5
63.5
15.9
0.0

C/S
32.42%

6. I understand the importance of Ethics processes in research.
Strongly Disagree
Disagree
Agree
Strongly Agree
Missing

Pre-test
2
11
36
14
0

%
3.2
17.5
57.1
22.2
0.0

Post-test
1
1
28
33
0

%
1.6
1.6
44.4
52.4
0.0

C/S
16.44%

(c)
1. How confident are you in designing a questionnaire?
Very Confident
Not Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
2
11
16
14
13
7
0
3.73 1.36
Test 0.0% 3.2% 17.5% 25.4% 22.2% 20.6% 11.1% 0.0%
34.31%
Post
0
0
2
3
10
28
17
3
5.02 1.05
Test 0.0% 0.0% 3.2% 4.8% 15.9% 44.4% 27.0% 4.8%
2. How confident are you in administering a questionnaire?
Not Confident
Very Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
1
4
17
13
15
12
1
4.22 1.33
Test 0.0% 1.6% 6.3% 27.0% 20.6% 23.8% 19.0% 1.6%
27.72%
Post
0
0
1
3
5
22
25
7
5.40 1.06
Test 0.0% 0.0% 1.6% 4.8% 7.9% 34.9% 39.7% 11.1%

3. How confident are you in analysing a questionnaire?

Pre
Test
Post
Test

Not Confident
Missing
1
0
14
0.0%
22.2%
0
2
0.0%
3.2%

2
14
22.2%
8
12.7%

3
14
22.2%
6
9.5%

4
10
15.9%
15
23.8%
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5
7
11.1%
15
23.8%

Very Confident
6
7
Mean
3
1
2.92
4.8% 1.6%
14
3
4.38
22.2% 4.3%

S/D
1.56

C/S
50.0%

1.53

(d)
1. How well do you know how to write an article for publication?
Not Confident
Very Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
6
9
18
11
14
5
0
3.52 1.43
Test
0.0%
9.5% 14.3% 28.6% 17.5% 22.2% 7.9% 0.0%
38.35%
Post
0
0
3
4
10
31
11
4
4.87 1.13
Test
0.0%
0.0% 4.8% 6.3% 15.9% 49.2% 17.5% 6.3%

2. How well do you know the process of writing an article?
Very Confident
Not Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
5
9
21
8
12
7
1
3.60 1.51
Test 0.0% 7.9% 14.3% 33.3% 12.7% 19.0% 11.1% 1.6%
45.27%
Post
0
0
1
5
6
25
18
8
5.24 1.15
Test 0.0% 0.0% 1.6% 7.9% 9.5% 39.7% 28.6% 12.7%
3. How well do you know the rules of writing an article?
Not Confident
Very Confident
Missing
1
2
3
4
5
6
7
Mean S/D
C/S
Pre
0
12
18
15
8
5
4
1
3.21 1.61
Test 0.0% 19.0% 28.6% 23.8% 12.7% 7.9% 6.3% 1.6%
60.00%
Post
0
1
2
4
5
27
17
7
5.13 1.26
Test 0.0%
1.6% 3.2% 6.3% 7.9% 42.9% 27.0% 11.1%

4. How well do you know how to submit an article for publication?
Very Confident
Not Confident
Missing
1
2
3
4
5
6
7
Mean
Pre
0
12
18
15
8
5
4
1
2.87
Test 0.0% 19.0% 28.6% 23.8% 12.7% 7.9% 6.3% 1.6%
Post
0
2
1
6
8
26
17
3
4.87
Test 0.0%
3.2% 1.6% 9.5% 12.7% 41.3% 27.0% 4.8%
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S/D
1.53

C/S
69.68%

1.28

Appendix K
WRHC Internal Conference 2010 Program

9:00 am – 9:15 am

Registration

9.15 am – 9.25am

Welcome
Sharon General Manager WRHC

9.25 am – 9.45 am

Opening
Welcome to Country
Michelle Towstoless, Board Member WRHC
Keynote Address
Lyn, Chief Executive Officer WRHC

9.45am – 10.30 am

Morning Tea

10.30 am – 11.00 am

Room 1
Room 2

Creative Health
Care

Presenters

Collaborative Practice

Presenters

Chair - Dina
Chair - Angela
11.00 am – 11.25am

11.25am – 11.50am

11.50 – 12.15am

“I only go out to see
the doctor” –
Promoting social
participation through
community
partnerships

Tai Chi for Diabetes
Self-Management
Program

Will the Boomerang
come back?-“Chippies
Indigenous Men’s Shed
– Early Stages in
Evaluation”

Robin Valentine
Nicole Kopel,

Wilfred Kwok
Kylie Busch

Virginia Sitzler
Graham Wilson

Lunch

12:15 pm – 1:15 pm
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Railway Reserve
Redevelopment
Project

Kaleidoscope:
Community and
clinical services
working together to
improve the health of
young people with a
dual diagnosis
Living Skills – the next
chapter – Tool
assessing risk of
homelessness-worker
training

Anna Voight

Maggie Toko

Brett Murphy
Rebecca
Hanrahan
Robin Valentine

Afternoon
Evaluation through
Narratives

Chronic Disease
Presenters
Chair - George
1:15 pm – 1:40 pm

1:40 pm – 2:05 pm

2:05 pm – 2:30 pm

A Systems Approach to
Chronic Disease at
Western Region Health
Centre
Step by Step: a
discussion based
approach to taking
groups for clients with
chronic disease.

Health of those with
mental health
problems

Presenters

Chair - John
Kylie Busch
Debra Starr

Teresa Bergin
Elizabeth Jewson

Rachel Gleeson

Indigo – What’s all the
fuss about…?

(Name with held)

SAVI digital stories:
The use of digital
stories for evaluation

Brett Murphy
Bharti Verma
Jenniffer
Waweru

“I have got rights”
Evaluation through
narrative - Case Study

Maree Chambers

Afternoon Tea

2:30 pm – 2:50 pm

Capacity BuildingCommunity
Training

High Risk Behaviours
Presenters

Presenters
Chair - Elaine

Chair - Grant
2:50 pm – 3:15 pm

3:15 pm – 3:40 pm

3:40 pm – 4:05pm

Why Health Works:
Because I Trust Them:
Consultation with
Health Works service
users on hepatitis c
treatment.

Leah Dick
Emily Carey
Paul Jeffery

Natalie Chahine
Cath Bevan
Nicole Kopel

NSP- Not just a
vending machine

Nicole Hallahan

Tanya Druce
Lorena Wright

Vein Care: Training
program for injectors

Renee Brown

Lessons learned and
challenges encountered
in evaluating crosscultural family violence
prevention training

Teresa Dowd
Peter Carlon

Evaluation of School
Staff Sexuality Education
Training

Parent Information
Forums – Reaching Out
to Families Waiting for
Services

Closing – Sharon

4:05 pm – 4:15 pm

End

4:15 pm
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Internal Conference Abstracts 2010

A Systems Approach to Chronic Disease at Western Region Health Centre (WRHC)
Presenting Authors (Oral Presentation):
Hospital Admission Risk Program, Western Region Health Centre, Footscray, Melbourne,
Victoria
2
Living Well Program, Western Region Health Centre, Footscray, Melbourne, Victoria
1

Introduction
Recent research suggests that three quarters of Australians are affected by at least one
chronic disease and that chronic conditions are more prevalent in disadvantaged communities
(Australian Institute of health welfare, 2006). The prevalence, cost and need to detect and
effectively treat chronic conditions, has placed pressure on the health system to treat clients
in innovative and cost effective ways. Research has demonstrated that treatment is more
effective when systems are integrated and support self-management, as well as collaborate
with the client and their carers (Wagner, Austin & Van Korff, 1996).
Method
Western Region Health Centre (WRHC) has conducted three projects, all aimed at improving
our capacity and systems, to be responsive to people with chronic disease. The first, The
Better Health Pathway (BHP), was a system improvement process that enhances care
coordination. The second, the BERNIE project, reviewed clinical staff practice, knowledge
and skills in self-management support for clients with chronic and complex health conditions.
It also reviewed the training and organisational support required to aid staff to enable this.
The third provided a Road Map for clinicians to help support clients experiencing chronic
disease.
These projects are working towards a systems approach to Chronic Disease, aiming to
improve capacity, partnership, support and integration within the organisation. All projects
utilised a cooperative inquiry group to support project design and implementation with
qualitative and quantitative data collection being utilised across the BERNIE and BHP
projects. These three projects will be reviewed in this presentation.
Results
BHP: Various tools have been developed as a part of the Better Health Pathway to provide
evidence based care for people with chronic disease. These include client and clinician
information sheets for a number of chronic health conditions, thereby ensuring clients are
receiving evidence based care and encouraging clinicians to give the same message.
Road Map: This tool was developed for use by clinicians across the City of Maribyrnong
and outlines referral pathways encouraging integrated care.
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BERNIE: A number of recommendations were made aiming to improve capacity amongst
the organisation and within staff to support self-management for clients. These related to
training, policies and procedures and other organisational supports.
Conclusion
Almost all of WRHC has been involved in this work, with much energy and enthusiasm
dedicated to improve care for people with chronic disease. WRHC has recently approved a
permanent position for a Chronic Disease Co-ordinator to work across the organisation to
build on the work of BHP and BERNIE and further develop capacity to be responsive to
clients with a chronic disease.
References
Australian Institute of Health Welfare. (2006). Accessed from:
http://www.aihw.gov.au/mediacentre/2006/mr20061116.cfm;
Dotts, A., Ravensdale, D., & Saliversa, S. (2003). The Expanded chronic Care Model: An
Integration of Concepts and Strategies from Population Health Promotion and Chronic Care
Model. Hospital Quarterly, 7: 73 – 82.
Wagner, E., Austin, B, & Von Korff, M. (1996). Improving Client Outcomes in Chronic
Illness. Managed Care Quarterly, 74: 511 – 542.

Evaluation of School Staff Sexuality Education Training
Background
Sexual and reproductive health (SRH) is a Health Promotion Priority for the 2009-2012
Integrated Health promotion plan for Western Region Health Centre (WRHC).
The increasing need for schools to deliver sexuality education, lack of resources by the health
centre and schools to deliver these sessions and the limited sustainability of one-off
classroom sessions formed the rationale for delivering a training session to improve the skills
of staff to deliver sexuality education in their schools.
Methods
The training was developed by Youth and Women’s Health Nurses and a Health Promotion
Officer from WRHC, ISIS Primary Care and Djerriwarrh Health Services. Registration was
received from 2 school teachers and 5 primary school nurses. The content of the training was
mainly activity based, and covered background information and theory of sexuality
education. Participants completed a questionnaire indicating their knowledge and confidence
in delivering sexuality education before and after the training, in addition to the quality of the
session.
Results
Knowledge and confidence of all staff in delivering sexuality education programs either
stayed the same at a high level or improved following the training. Participants found the
majority of the training day was of high quality and the content relevant.
Conclusions and future implications
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The results demonstrate the benefit of training school staff to deliver more sexuality
education. Support and follow up will be offered to participants, and sexuality education
training will continue as a health promotion intervention for 2010-2011.

KALEIDOSCOPE: Community and clinical services working together to improve the
health of young people with a dual diagnosis
The co-occurrence of psychiatric disorders and substance use is widely acknowledged
as being one of the most prevalent and challenging presentations in both Alcohol and Other
Drugs (AOD) and Mental Health services. Research has shown that, particularly in the
younger population, the co-occurrence of mental health and AOD issues is linked with higher
rates of relapse and rehospitalisation, poor adherence to treatment interventions, poor
physical health, family conflict, homelessness and loss of support networks (Drake, MercerMcFadden, Mueser, McHugo & Bond, 1998). In order to address some of the difficulties
faced by young people with a dual diagnosis in the Western Metropolitan Region, the
Western Region Health Centre (ROCKET Residential Rehabilitation Program, Day-to-Day
Living and Health Promotion), in partnership with MidWest Area Mental Health Service, has
developed KALEIDOSCOPE, a Substance Use and Mental Health Support Group.
This paper aims at presenting KALEIDOSCOPE as an effective model for health
promotion and integrated intervention, and a successful example of collaboration between
clinical and community services. The discussion will highlight theoretical approaches and
strategies implemented by KALEIDOSCOPE in order to address issues such as the need for
an improved consumers’ understanding of the interactions between mental health and
substance use and associated impact on physical health, knowledge of harm reduction
interventions, awareness of relevant services available in the community, and the importance
of promoting meaningful alternative activities to substance use to encourage behavioural
change. The group’s outcomes and future directions will also be discussed.
References
Drake, R. E., Mercer-McFadden, C., Mueser, K.T., McHugo, G. J., & Bond, G. R.
(1998). Review of integrated mental health and substance abuse treatment for patients
with dual disorders. Schizophrenia Bulletin, 24, 589-608.

TITLE: “I have got rights”

Case Study

INTRODUCTION
The “Let’s Get Started” group is a behavioural change program which is delivered by two
facilitators with a small number of clients. It explores themes involving behaviour change
strategies, health coaching, setting health goals, recreational activities and the inclusion of
outings into the community. The model is based on, the Partnership Model, that resonates
for both the client group and the facilitators as an authentic and empowering process where
the client is seen as the expert and the facilitator’s role is one of motivator. All clients
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participating in the program have a chronic illness and have varying degrees of self
management.
A decision was made by the facilitators to conduct a Case Study with this cohort of clients in
the belief that positive behaviour change could be better demonstrated and analysed through
a more in depth, individualised personal story. The group runs weekly for eight sessions and
provides clients with opportunities for discussion, normalising of their situation, problem
solving strategies and sharing of ideas by which their health goals can be achieved.
METHODS
The study consisted of a semi structured, in-depth interview which was digitally recorded and
transcribed. Narrative analysis was chosen as a means of capturing the client’s lived
experience of the Let’s Get Started program and allows for a greater depth of understanding
of the impacts of the client’s experiences.
RESULTS
The study has identified a number of themes the participants have acknowledged were
important to their well being. The identified themes include having a positive attitude,
distracting self from negative thoughts, the need for ongoing support, how to be assertive, the
need to rekindle or develop interests and hobbies, how to assertively negotiate the health
system and how to improve relationships.
CONCLUSION
The “Let’s Get Started” group program offers an alternative opportunity to people suffering
from a chronic illness on how to develop greater motivation in relation to managing their
health. The program also helps participants gain a greater understanding of how their health
can be improved and maintained.

Abstract
Lessons learned and challenges encountered in evaluating cross-cultural family violence
prevention training
The Supporting Traditional African Mediators Project (STAMP) is a Primary Prevention
Health Promotion Project focused on reducing Domestic Violence within the African
Community. A current aspect of STAMP involves providing training for Traditional African
Mediators. Implicit within the process of STAMP’s development of training has been an
ongoing commitment to action research methodology. This involves a cyclical process of
planning, implementing, reflecting and evaluating, and re-planning as the project unfolds.
A Pilot training package was run over four Saturdays in Oct-Nov 2009. Evaluation included
(a) Pre and Post Questionnaires (b) A forum for participants to provide feedback on the
training (c) Content/process running sheet recorded for each session. An inter-agency
Training Development Group has also met continually to reflect on and ‘refine’ the sessions.
A second training package redeveloped from this evaluation recently ran over five Saturdays,
and the feedback obtained is currently being evaluated.
This presentation will reflect on the challenges for project workers in evaluating this type of
training, and lessons learnt so far. The response to the training package content itself has
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been extremely positive and participants found the curriculum relevant. It remains an
ongoing issue to discern the meaning of participant feedback and continue refining the
package towards achieving the stated aims given the time available. In particular assessing
attitudinal change towards family violence remains a challenge to evaluate.

Abstract – Indigo – What’s all the fuss about…?
Introduction:
The Indigo Assessment and Care Plan Development service has been operating for three
years. We are one component of a DHS Statewide Initiative known as the Multiple and
Complex Needs Initiative (MACNI).
We undertake comprehensive assessments and develop Care Plans for 50 of Victoria’s most
complex needs clients.
Referrals to the Initiative are made when all other service options have been exhausted and
can often be highly political in nature, for example client’s who pose a significant risk to
themselves and to the community.
Due to the complexity of the client’s presentation and the systemic issues that surround the
client, the assessment and care plan development process can be extremely onerous and at
times, overwhelming. The work that Indigo produces attracts a high level of scrutiny and
critique from external stake holders.
We, as a service would like to explore the method that underpins our approach and to
examine whether we conduct our work in the most effective manner possible. What could we
do differently? How would that improve our work? We would also like to explore the unique
aspects of our service delivery and the challenges and complexities that underpin our work.
Method:
To research the evaluation questions we are conducting a number of qualitative and
quantitative techniques and employing a mixed method approach; we are running focus
groups with peers and conducting in depth interviews with the management team at Indigo.
We are also conducting in depth interviews with a number of external key stakeholders;
referral agencies, Regional Coordinators from both metropolitan and regional areas, other
external components of the Initiative that sit within the Department, clinical consultants
whom we receive secondary consultation from and the services who work with the MACNI
clients.
We have also developed a quantitative survey for external key stakeholders to complete,
which will hopefully furnish us with some quantifiable data concerning, among other things,
their satisfaction with the service Indigo delivers. This will also provide us with an
opportunity to receive some feedback from external stakeholders whom we are unable to met
with due to resource and time limitations.
To support this process and to ensure rigor in approach Indigo are meeting with John
Bamberg fortnightly in a peer/supervisory context. Where relevant and necessary we are also
able to access assistance from the research and evaluation assistant Alice Wilkin.
The qualitative data collated will be thematically analyzed and the data collated from the
survey quantitatively analyzed.
Conclusion:
The process is underway and we are currently undertaking all aspects of the qualitative and
quantitative techniques outlined earlier. What we are presenting here today is the evaluation
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framework we have developed in order to evaluate the Indigo Assessment and Care Plan
development program.

Abstract......... Health of those with mental health problems
People with serious mental illness have significant barriers to good health.
It is well documented that use of antipsychotic drugs, particularly the newer ones, increases
the risk of hyperglycemia and type 2 diabetes.
There are often challenges adhering to diet, getting enough exercise and taking medication
and health practitioners while aware of the risks can feel frustrated when positive changes
are few.
A recent literature review explores some of the barriers to weight loss, reflects on what
people on these medications find helpful and what interventions are more likely to work. To
conclude I will offer an example of a successful case study at WRHC.

HARP Tai Chi for Diabetes
Self-Management Program
Background and Introduction
The prevalence of type II diabetes in Australia has increased considerably over recent years;
more than 7% of Australian adults now have type II diabetes (Diabetes Australia, 2005).
Evidence shows that this group of people also frequently use hospitals or are at risk of
hospitalisation.
One of the core components of the HARP chronic disease model is self-management.
This ensures that clients have a central role in determining their care and are primarily
involved with decision making. By adopting these principles the HARP program aims to
reduce avoidable hospital and emergency presentations.

Diabetes and Exercise
Everybody benefits from regular exercise. In diabetes it plays an important role in
maintaining health and fitness in various ways such as assisting with weight control, blood
pressure, reducing stress and the risk of heart disease and assisting insulin to work (Diabetes
Australia, 2005).
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The majority of HARP clients from the Western Health HARP program are frail and aged;
the average age of a sample population taken in 2008 was 78 (Western Region Health Centre,
2008). It has been recognized by physiotherapy staff that there are a limited number of
exercise options for this client group. Other health centres have commenced strengthening
programs for Diabetic clients however these are often too strenuous for HARP clients.
Anecdotally clients have reported that for them suitable exercise options need to accessible
(both financially and physically), not too strenuous and provide the social benefit of
exercising with other people in a group setting. As a result, the HARP allied health service
set about developing a Tai Chi for Diabetes self-management program. Two groups were
held in December ’07 and Feb ’08.
Project Objectives
1. To provide a safe and alternative exercise option for people with diabetes
2. To empower participants to actively self-manage their diabetes and improve selfefficacy
3. To evaluate the benefits of the group (i.e. changes in self-management and selfefficacy) and to evaluate program implementation
4. To make recommendations in terms of exercise options for this client group (i.e. frail
aged clients with diabetes)
Methodology
Design: The group ran for a period of 6 weeks and involved an education/discussion and
exercise component run by a diabetes educator and physiotherapist trained in TCD. For
further information refer to the program plan.
Setting: The group was held at WRHC. Consideration was given in terms of accessibility
for clients. HARP funded transport for clients as needed.
Participants: The group was piloted with HARP and Living Well clients. The goal was to
recruit up to 15 participants per group. The groups were poorly attended; 5 participants
attended the first group; 3 attended the second.
Intervention: Two tai chi self-management groups were held between December 2007 and
February 2008.
Evaluation
Evaluation included both process evaluation (i.e. are the participants happy with the
program? Was the program implemented as intended and and summative evaluation (i.e. are
the short term and long term goals met?).
Process Evaluation
Whilst the initial plan was to conduct a focus group upon completion of the groups, due to
the poor health of some of the participants this evaluation was completed using a telephone
questionnaire. Factors such as satisfaction with the program, importance of the education
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sessions, and an assessment of Tai Chi as a safe and easy form of exercise and other factors
such as timing and location of the sessions were considered.
Summative Evaluation
The short and long term goals were considered. For example, have there been changes in
activity levels, exercise habits and self-management practices? This was measured using the
Diabetes self-efficacy tool (a validated tool) and HbA1C levels. These were recorded at
baseline and again at 3 months as a quantitative measure of changes in health practices.
Results
Profile of the participants
Seven participants commenced the TCD HARP Self Management Rehabilitation Program.
The seven participants had an average age of 64.6, with 71% of participants being male. Four
of the participants were married, two were widowed and one was single. One third of the
participants were living at home alone, and the rest living were either living with a spouse or
other family members.
In terms of the functional and mobility status of the participants all participants used some
form of gait aid. In particular, three participants walked unaided, two used four wheeled
walkers, one used a four point stick and one used a single point stick.
Participation in the TCD HARP Program
Five of the seven participants completed the six weeks Tai Chi for Diabetes HARP self
management rehabilitation program (85%).
The five participants who completed the program attended an average of 81% of the classes.
Reasons for non-attendance were mostly related to illness and medical appointments.

Comparison of pre and post self management (self efficacy questionnaire)
Scores for the five participants in the Diabetes Management Self-Efficacy Scale (Queensland
University of Technology 2003) show relatively small changes; on most measures there was
a small but non-significant improvement. There were improvements shown in most domains
of Diabetes management, such as to choose different foods and maintain a healthy eating
plan; an awareness of the importance of foot care; do enough physical activity; do more
physical activity if the doctor advises; and be able to take medication as prescribed and
modify according to blood glucose levels.
Given the small sample size, it is not surprising that none of these changes were significant.
For the statistical power consideration and apriori power calculations indicated that a sample
of approximately 40 participants would be required to achieve significant group differences.
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As such, this study should be considered as a pilot study, and this level of improvement
considered a positive outcome supporting the need for a larger sample study.

Summary and Discussion
The results reported in this study can only be considered preliminary, given the small sample
size. Nonetheless, they provide sufficient data to conclude that Tai Chi for Diabetes is an
acceptable and practical form of exercise for people with diabetes who are living at home and
receiving community support.
The results of this study indicated trends for improvement on a number of the key domains
identified. However, investigation with a larger sample is required to establish the strength of
these improvements, and use of a control group and randomised controlled trial design would
clearly establish the effectiveness of the TCD HARP Self Management rehabilitation
Program.
The classes were poorly attended and recommendations to improve attendance are noted
below. It must also be noted that in terms of measuring objective measurements such as the
HbA1C engaging the GP and specialists may further enhance the effectiveness of the
program.
Recommendations
The following recommendations are made to improve attendance and the success and
effectiveness of the program.






Opening the group up to other community clients (i.e. WRHC clients)
Marketing the group more extensively with the Western health Endochrinologists and
other community based Endochrinologists
Continuing to involve two group facilitators (i.e. diabetes educator and
Physiotherapist and/or exercise physiologist trained in TCD)
Providing participants with appropriate resources to facilitate ongoing participation
(i.e. TCD handbook and DVD)
Continuing with regular evaluation

References:
Diabetes Australia, (2005). Diabetes and Exercise.
http://www.diabetesaustralia.com.au/multilingualdiabetes/English/exercise/index.htm
(Accessed July 3rd, 2008).
Diabetes Australia, (2005) Diabetes Facts.
http://www.diabetesaustralia.com.au/multilingualdiabetes/English/whatis/facts.htm
(Accessed July 3rd, 2008).

242

Western Region Health Centre
Internal Conference:
Title:
Living Skills – the next chapter
Background:
Through the WRHC Internal Grant funding in 2007 staff had developed a manual “Living
Skills: A guide to assessment & intervention with people at risk of homelessness.”
The need for this manual had been identified by workers from within the Assertive Outreach
(AO) and Community Mental Health (CMH) teams of the Western Region Health Centre
(WRHC). These teams often work with clients who experience, or are at risk of
homelessness. These workers aim to help their clients to achieve housing stability. In order
to sustain housing a person must be able to care for themselves, conduct household duties
and fulfil the obligations of being a tenant. These requirements can be encompassed by the
term ‘living skills.’ Workers in the AO & CMH programs have reported that many of their
clients demonstrate difficulties with their living skills and subsequently experience a
‘housing breakdown.’
The “Living Skills” manual was therefore developed to provide workers with a systematic
way of assessing and developing living skills – which it is proposed will result in reduced
incidence of housing breakdown.
The Department of Human Services assisted with further funding for printing of the manuals
& a training partnership was established between Vicserv and WRHC Occupational
Therapists.
To date 5 training session have been conducted (since August 2009). Approximately 40
internal staff and 30 external staff have attended the training.
Methods:
Training was conducted over a 4 hour session.
Written evaluation forms collected from all training participants following completion of
training.
Currently in process of conducting follow up surveys with all participants.
Results:
Post training evaluation forms have been very positive with regards to content of training,
usefulness of manual & knowledge of facilitators.
However next stage is to investigate what the effectiveness of the manual & training has
been once training completed
Eg.
- Have participants used the manual since attending the training?
-

If not –what are the barriers to this.

-

If so- has it been a useful resource?

-

Do they report it having had an impact on outcomes for their clients?

-

Any suggestions/ requirements for further training
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Conclusions:
In development - to be based upon a summary of the current evaluation stage.

Abstract Submission August 2010
Will the Boomerang come back? – “Chippies Indigenous Men’s Shed – Early Stages in
Evaluation”
This project was developed in response to a perceived lack of programs specific to
Aboriginal men living in the western suburbs. The aims of this project focus on engaging
Aboriginal men at risk of isolation, seeking to create a strong connection to community and
develop personal empowerment. Participants are encouraged to attend weekly activities at the
Braybrook Tool Library.
Activities undertaken with the group include excursions to culturally significant sites and
crafting items such as boomerangs and didgeridoos. We also aim to re-engage the men in
education and increase their confidence and access to WRHC services.
Chippies has been running for over 12 months. It has a regular group of men who attend and
involves new partnerships between services (VU, Tool Library, Gathering Place,
Maribyrnong City Council and WRHC).
Participants have given positive feedback and continue to attend the program. In light of this,
it was decided to plan an evaluation of the program to identify if the men were actually
benefiting from participating in Chippies.
The evaluation will be conducted through action research and case study work. The project
will be divided in to two stages. The first stage will involve collation of data gathered from
participant observation during weekly sessions already completed. Stage two will include
semi-structured interviews and focus group discussion.
An evaluation of the program will ask participants about the Chippies Program, thus far, in
order to ascertain strengths and weaknesses in the program. The data will then be used in a
discussion about what has worked well and what needs improving. In addition, this
information will be used to highlight any gaps in the program in terms of participants needs.
This presentation will briefly discuss the Chippies Indigenous Men’s Shed, and how we aim
to evaluate the project to inform future planning.

Abstract: Railway Reserve Redevelopment Project
In partnership with the Maribyrnong City Council the Western Region Health Centre
(WRHC) developed a project to undertake targeted outreach to a group of highly
marginalised people whom are regularly present in Railway Reserve, Footscray.
The park is perceived as a significant social problem in the local area: some people do not
feel safe entering the park due to the levels of aggression and alcohol and other drug use. On
the other hand – it is recognised that regular park users in many cases have significant social
connection to the space – in some cases spanning over decades. The park and railway
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precinct are also about to undergo major redevelopment – it is important that the needs of the
current park users are not overlooked in this change.
The project had three elements:
1. Consult with regular park users around park redevelopment
2. Link park users into relevant support services
3. Provide recreational opportunities for park users
Key work phases in the cycle involved:
1. Engaging staff
2. Setting the evaluation framework for the project
3. Establishing a model of assertive outreach based on community development
principles
4. Implementation of the assertive outreach and cultural development recreation pilot
5. Ongoing data collection and monitoring
6. Conducting an evaluation of the pilot.
The presentation will summarise the elements of the project, and present the findings of the
pilot evaluation.

Step by Step: a discussion based approach to taking groups for clients with chronic
disease.
Aim. To explore the impressions and experiences of marginalised clients with a chronic
disease who participated in the group, called “Let’s Get Started”.
Background. The burden of chronic disease is increasing in Australia. Early intervention is
lacking for clients with chronic disease. Group work is one way to address the increasing
number of clients with chronic disease in Australia.
Methods. The study employed a qualitative design incorporating a thematic analysis that
identified common themes that indicated the impact of the program.
Results. From this qualitative study key themes emerged within the categories of the
strongest benefits, the most difficult aspects of the group and the most enjoyable aspects of
the sessions.
Conclusion. The themes emerging from this report reflect the importance of behaviour
change strategies for clients with chronic disease. One way of presenting behaviour change
strategies is in a group setting supported by the Mutual Aid Model. This appears to be an
effective approach for this population group. This report found that a discussion based
approach to chronic disease management in general, maybe an appropriate method of
empowering clients to be more active and informed in relation to learning to live as well as
they can with their chronic disease.
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“I only go out to see the doctor” – Promoting social participation through community
partnerships
Social participation is an important determinant of health and wellbeing. People with chronic
social isolation face multiple barriers to optimal social participation. Health professionals
working with this client group often lack resources to help overcome these barriers
successfully. Occupational Therapists at Western Region Health Centre identified a group of
women who depended solely on their carers and doctors for social participation. To improve
the health and wellbeing of these women, our organisation in partnership with local council
and community groups, developed a program designed to promote social participation. This
presentation reports on the successful participation of 30 women who have attended our
program.
The program was developed using an Action Research design. Questionnaire and service
mapping data were gathered to understand the barriers to social participation of this client
group. An action plan was developed in partnership with local council and community
groups to address these barriers and the results analysed. Insights gained from the analysis
informed the changes needed to develop the program further.
Preliminary results indicate that promotion of social participation in this client group requires
a collaborative approach from a range of disciplines and community support services.
The establishment and development of community partnerships is a critical factor in
overcoming barriers to social participation affecting the health and wellbeing of people with
chronic social isolation. The program developed for promoting social participation among
women in this group shows promise. Therefore, we recommend this model to other health
professionals who seek to address the needs of similar clients.

Parent Information Forums – Reaching Out to Families Waiting for Services

Speech and language disorders in preschool children are frequently a precursor of language
and literacy difficulties that persist into adolescence and beyond. The strong link between
language learning and social, emotional and behavioural difficulties is evidenced in the
education, psychology and speech pathology literature, with co-occurrence rates reported of
50-70%.
Inadequate support and intervention for children with severe speech and language disorders
has major implications for their ability to learn to read, write and therefore participate in
many of the activities central to classroom-based learning. Early and appropriate intervention
and support for children with language disorders will benefit both the individual children and
their families and have benefits for the wider community.
It is a reality that many children in the public health system experience long delays while
waiting for a Speech Pathology and/or Occupational Therapy service. The Parent
Information Forums (PIFs) were devised as a way of providing information and assistance to
families on the waiting list for paediatric services at the WRHC. At the PIF, information is
provided regarding relevant community services, play, fine motor and communication
development and broad strategies to assist children in the acquisition of these skills.
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This paper describes an evaluation of five PIFs held over a three year period for the families
of preschoolers waiting for Speech Pathology and/or Occupational Therapy services at the
WRHC. All families on the waiting list at five points in time (N= 153), were invited to
attend. Attendance rates at the sessions have ranged from to 17 to 33%. A questionnaire is
completed by the participants and feedback regarding the sessions has been overwhelmingly
positive. Changes have been made to the PIFs over this period to optimise attendance at
sessions and fine-tune the information presented. These changes, which have centred around
maximising engagement of participants, will be discussed during the presentation.

NSP- Not just a vending machine
Abstract –
Historically, Needle and Syringe Program (NSP) workers are often seen as glorified vending
machines, doing not much more than dispensing clean equipment to injectors. However, we
at Health Works, a program of Western Region Health Centre, understand that an NSP can
provide health care services far greater than handing out injecting equipment to those who
inject drugs.
To provide such health services Health Works deems it important that all staff are trained to
similar levels and are providing consistent harm reduction messages to our service users. All
staff members employed at Health Works are expected to spend some time each week on the
NSP. This includes management and staff not employed specifically as NSP workers. An
NSP Practical Training Package was developed by the Community Education Worker who is
responsible for in-house staff training programs.
This training package looks at the type and range of injecting equipment available at Health
Works, why we have such a range, what drugs our clients are injecting and the safest way to
do this. It also includes practical demonstrations of consumable equipment available at
Health Works.
This presentation will detail the background information as to why this package was initially
developed giving an insight into some of the benefits of practical training sessions. The
presenter will outline the components of this package, how it was evaluated and briefly
discusses the need to view NSP workers as a vehicle for harm reduction education and not
just as vending machines.

WRHC Conference Abstract – Vein Care
Background
Vein care, a combination of good injecting technique and use of appropriate injecting
equipment, is an ongoing issue for people who inject drugs. Consequently, Health Works, a
service of Western Region Health Centre that provides health care and injecting equipment
for people who inject drugs in Footscray, has conducted biannual surveys of service users’
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injecting practices since 2008, using the survey responses to enable provision of appropriate
education and intervention and to inform health campaigns.
This presentation will explore the results of the surveys conducted over the period of 20072008, examining whether the number of injecting sites used by services users, and the
location, and thus risk, of the injecting sites used, had changed over a 12 month period, with
change in number of sites used and progression to riskier sites possibly indicating poor vein
care/injecting technique.

Method
The sample comprised 86 service users, twenty-four of whom were female and fifty-three of
whom were male. Participants were asked to identify the injecting sites they used ‘now’
(2008) and ‘one year ago’ (2007) on diagrams of the human body, to rate the quality of their
veins and injecting technique, and to identify the drugs they most commonly used. Space
was also provided for participants to leave comments, if applicable.
Results and Conclusions
The majority of service users surveyed rated the quality of their injecting technique as being
higher than the quality of their veins. While the mean number of injecting sites remained
similar in 2007 and 2008, there was a slight increase in the mean risk of injecting sites in
2008. This progression to riskier injecting sites, combined with vein and technique rating
and supported by service user comments, suggests that service users may be more likely to
attribute injecting related problems to their veins rather than to their technique, and, as such,
while education about vein care may be beneficial, service users may be unlikely to seek it.

Title:
Contacts:

SAVVI Digital Stories

Background:
The SAVVI (Supporting Accommodation for Vulnerable Victorians Initiative) program was
introduced in 2006
- to create a stronger foundation for pension level SRS
-

to improve their viability and sustainability

-

& to meet the support needs of residents.

WRHC has been involved with SAVVI since its inception and works with 5 pension level
SRS through two programs:
- FCR (Facility Cost Relief)
-

SRS Supporting Connections

The Department of Health (DOH) are currently evaluating the effectiveness of the SAVVI
program. The Digital Stories project, conducted in collaboration with WRHC, is one
component of an external evaluation.
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Methods:
WRHC SRS Supporting Connections workers (in collaboration with Swinburne University
students) conducted semi structured interviews (or between 30-60 minutes) with 1 SRS
Proprietor & 6 SRS residents (3 from 2 separate SRS).
As the project was coordinated by the North and Western Metropolitan Region DOH, Merri
Community Health workers also interviewed 1 SRS Proprietor and three residents from the
Northern region.
Interviews were then edited by Swinburne students into digital stories intended to reflect
themes inherent to the aims of the SAVVI program.
Results:
12 digital stories were completed which reported each interviewees individual story.
Each story is approximately 3 minutes duration with the format a combination of animation,
photography and dialogue from the interviewees.
Themes from the interviews included:
- benefits to residents from improved amenity of the SRS facility (and improved
quality of life)
-

benefits to residents from increased access to activities

-

residents reporting improved support to their health needs since moving to SRS

-

benefits to proprietors from increased access to resources (through Facility Cost
Relief)

Conclusions:
The full evaluation of the SAVVI program is being completed by an external consultant (on
behalf of DOH) – this will include formal conclusions regarding the effectiveness of the
SAVVI program.
However the content of the digital stories would indicate from the perspective of the
interviewed SRS proprietors and residents the SAVVI program has been invaluable to:
- improving the viability & sustainability of the SRS facilities
-

improving the support needs and quality of life of SRS residents

Title: Why Health Works: Because I Trust Them.
Subtitle: Consultation with Health Works service users on hepatitis c treatment.
It has been noted by a number of services involved in hepatitis c treatment, that it is hard to
engage people who inject drugs (PWID) regarding the access of hepatitis c treatment. At
Health Works (HW), we embarked on some research to explore the barriers and possible
reasons why PWID refrain from using such services. To investigate possible reasons, we
conducted a research project that involved semi-structured interviews collected from twenty
participants. Some of the participants had been diagnosed and experienced treatment, while
others did not have a diagnosis of hepatitis c.
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Data was thematically analysed in order to discover categories and related themes. Service
users had a low level of knowledge and information surrounding treatment. Almost half of
the participants interviewed had not thought about treatment. A strong theme that arose
when asked about why service users would access Health Works for treatment was that all
staff at Health Works made people feel comfortable and were non-judgemental. A few of the
main reasons we found that PWID did not access treatment were that;
 PWIDs perceptions regarding the treatment side effects
 PWIDs perceptions that their lifestyle were not “stable” enough
In our presentation we will explore the implementation of education strategies to raise
awareness around hepatitis c treatment and increase the current level of knowledge with
PWIDs. We will also address barriers raised with services users that are impacting on their
access to treatment.
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Internal Conference 2010 Survey

Thank you for attending our conference. We are interested in your impression of our conference
and invite you to complete this short survey. The survey is to help us determine whether the
conference has been helpful in meeting your expectations.
Please rate your satisfaction with the following aspects of the conference (Please tick one box).

Not
Satisfied
1
2

3

4

5

Very
Satisfied
6
7

The registration process
Conference material
Speakers/Presenters
The topics presented
The Conference Venue
The food
The venue location

Did you feel that the length of the conference was (please circle one):

(a) Too long
(b) Just right
(c) Too short

Please rate the level of your agreement with the following (Please tick one box):
Strongly
disagree
The content of the conference was
appropriate.
The content of the conference was
informative.
The conference was well organised.
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Disagree

Strongly
Agree
agree

How would you describe the conference to your colleagues?
……………………………………………………………………………………………………………………………………………………………
………….......................................................................................................................................................
..................................................................................................................................................................
..................................................................................................................................................................
..................................................................................................................................................................
Any other comments:
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………

Thank you for participating at our Conference.
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Internal Conference 2010 Evaluation Results

The registration process

Valid

1
2
3

Frequency
1

Percent
1.8

Valid Percent
1.8

Cumulative
Percent
1.8

1
5
17

1.8
8.8
29.8

1.8
8.8
29.8

3.5
12.3
42.1

33
0

57.9
00.0

57.9
00.0

100.0

0
57

00.0
100.0

00.0
100.0

4
5
6
7
Total
Conference material

Valid

1
2

Frequency
4
1
3

Percent
7.0
1.8
5.3

Valid Percent
7.0
1.8
5.3

Cumulative
Percent
7.0
8.8
14.0

3
4

12
19

21.1
33.3

21.1
33.3

35.1
68.4

5
6

18
0

31.6
00.0

31.6
00.0

100.0

7
Total

0
57

00.0
100.0

00.0
100.0

Frequency
2

Percent
3.5

Valid Percent
3.5

Cumulative
Percent
3.5

1

0

00.0

00.0

3.5

2

0

00.0

00.0

3.5

Missing

Speakers/presenters

Valid

Missing

3

3

5.3

5.3

8.8

4

25

43.9

43.9

52.6

5

27

47.4

47.4

100.0

6

0

00.0

00.0

7

0

00.0

00.0

57

100.0

100.0

Total
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The topics presented

Valid

Frequency
3

Percent
5.3

Valid Percent
5.3

Cumulative
Percent
5.3

0
0

00.0
00.0

00.0
00.0

5.3
5.3

7
17

12.3
29.8

12.3
29.8

17.5
47.4

30
0

52.6
00.0

52.6
00.0

100.0

0
57

00.0
100.0

00.0
100.0

Frequency
10
4

Percent
17.5
7.0

Valid Percent
17.5
7.0

Cumulative
Percent
17.5
24.6

2
3

3
10

5.3
17.5

5.3
17.5

29.8
47.4

4
5

28.1
24.6
00.0
00.0

28.1
24.6
00.0
00.0

75.4
100.0

6
7

16
14
0
0

Total

57

100.0

100.0

Frequenc
y
2

Percent
3.5

Valid Percent
3.5

Cumulative
Percent
3.5

12
22

21.1
38.6

21.1
38.6

24.6
63.2

4
5

12
9

21.1
15.8

21.1
15.8

84.2
100.0

6
7

0
0
57

00.0
00.0
100.0

00.0
00.0
100.0

Missing
1
2
3
4
5
6
7
Total

The exhibiters (posters)

Valid

Missing
1

The conference venue

Valid

1
2
3

Total
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The food

Valid

Missing
1

Frequency
2

Percent
3.5

Valid Percent
3.5

Cumulative
Percent
3.5

4
11

7.0
19.3

7.0
19.3

10.5
29.8

19
13

33.3
22.8

33.3
22.8

63.2
86.0

8
0

14.0
00.0

14.0
00.0

100.0

0
57

00.0
100.0

00.0
100.0

2
3
4
5
6
7
Total

The location of the venue

Valid

1
2

Frequency
1
3

Percent
1.8
5.3

Valid Percent
1.8
5.3

Cumulative
Percent
1.8
7.0

3
4

9
20

15.8
35.1

15.8
35.1

22.8
57.9

5
6

24
0
0
57

42.1
00.0
00.0
100.0

42.1
00.0
00.0
100.0

100.0

7
Total

Creative health care

Valid

1
2

Frequency
0
0

Percent
00.0
00.0

Valid Percent
00.0
00.0

Cumulative
Percent
00.0
00.0

3
4

8
18

14.0
31.6

14.0
31.6

14.0
45.6

5
6

23
0

40.4
00.0

40.4
00.0

86.0

7
N/A

0
8
57

00.0
14.0
100.0

00.0
14.0
100.0

Total
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100.0

Capacity building

Valid

Frequency
3

Percent
5.3

Valid Percent
5.3

Cumulative
Percent
5.3

0
0

00.0
00.0

00.0
00.0

5.3
5.3

3
15

5.3
26.3

5.3
26.3

10.5
36.8

21
0

36.8
00.0

36.8
00.0

73.7
100.0

0
15

00.0
26.3

00.0
26.3

57

100.0

100.0

Frequency
1

Percent
1.8

Valid Percent
1.8

Cumulative
Percent
1.8

0
0

00.0
00.0

00.0
00.0

1.8
1.8

8
11

14.0
19.3

14.0
19.3

15.8
35.1

20
0

35.1
00.0

35.1
00.0

70.2
100.0

0
17

00.0
29.8

00.0
29.8

57

100.0

100.0

Frequency
1

Percent
1.8

Valid Percent
1.8

Cumulative
Percent
1.8

0
0

00.0
00.0

00.0
00.0

1.8
1.8

5
20

8.8
35.1

8.8
35.1

10.5
45.6

17
0

29.8
00.0

29.8
00.0

75.4
100.0

7
N/A

0
14

00.0

00.0

24.6

24.6

Total

57

100.0

100.0

Missing
1
2
3
4
5
6
7
N/A
Total

Collaborative practice

Valid

Missing
1
2
3
4
5
6
7
N/A
Total

Chronic disease

Valid

Missing
1
2
3
4
5
6
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Evaluation through narratives

Valid

Missing
1
2
3
4
5
6
7
N/A
Total

Frequency
3

Percent
5.3

Valid Percent
5.3

Cumulative
Percent
5.3

0
0

00.0
00.0

00.0
00.0

5.3
5.3

2
13

3.5
22.8

3.5
22.8

8.8
31.6

22
0

38.6
00.0

38.6
00.0

70.2
100.0

0
17

00.0
29.8

00.0
29.8

57

100.0

100.0

Frequency
4

Percent
7.0

Valid Percent
7.0

Cumulative
Percent
7.0

0
0

00.0
00.0

00.0
00.0

7.0
7.0

5
7

8.8
12.3

8.8
12.3

15.8
28.1

17
0

29.8
00.0

29.8
00.0

57.9
100.0

0
24

00.0
42.1

00.0
42.1

57

100.0

100.0

High risk behaviours

Valid

Missing
1
2
3
4
5
6
7
N/A
Total

Length of sessions

Valid

Just Right
Too Short
Missing
Total

Frequency
55

Percent
96.5

Valid Percent
96.5

Cumulative
Percent
96.5

1
1

1.8
1.8

1.8
1.8

98.2
100.0

57

100.0

100.0

Frequency
1

Percent
1.8

Valid Percent
1.8

Cumulative
Percent
1.8

10
46

17.5
80.7

17.5
80.7

19.3
100.0

57

100.0

100.0

Length of the conference

Valid

Missing
Too Long
Just Right
Total
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The content of the conference sessions was appropriate

Valid

Frequency
2

Percent
3.5

Valid Percent
3.5

Cumulative
Percent
3.5

Agree

26

45.6

45.6

49.1

Strongly agree

29

50.9

50.9

100.0

Total

57

100.0

100.0

Missing

The content of the conference sessions was informative

Valid

Frequency
2

Percent
3.5

Valid Percent
3.5

Cumulative
Percent
3.5

Agree

26

45.6

45.6

49.1

Strongly agree

29

50.9

50.9

100.0

Total

57

100.0

100.0

Frequency
1
2
26

Percent
1.8
3.5
45.6

Valid Percent
1.8
3.5
45.6

28
57

49.1
100.0

49.1
100.0

Missing

The conference was well organised

Valid

Missing
Disagree
Agree
Strongly agree
Total

Cumulative
Percent
1.8
5.3
50.9
100.0

Comments








I genuinely thought it was a terrific day. Well-organised, interesting, enjoyable and
inspiring. Thanks so much to all involved in organising the event.
Hope this becomes a yearly event.
The toilet facilities were appalling. Didn't really like the venue. Couldn't we go
somewhere more comfortable?
Should do it at least annually. Congratulations to all involved.
Not enough information on conference leading up to it. Needed informative e-mails
to advise specifically of location, catering, etc. Much confusion from staff about it
before the conference.
Intriguing way to view range of services at WRHC to focus on efficacy of programs.
Willingness of WRHC to be innovative and deliver quality ensuring best practice to
service users. Nice opportunity to also get everyone together develop skills to assess
and view programmes and alliances-wish more services would do this
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thanks very much for the leadership - it is very much seen as do the walk and not
just the talk
some herbal tea options would be appreciated. Spending a bit more harm the
facilities flew and beverages can make a big difference to people's enjoyment of the
day.
Thank you for organising this. We should have this regularly e.g. every two years
please include surnames and job titles of chairpersons on programs in future thanks
CEO spoke slightly too long. Thanks for setting it up-can see it would have taken a lot
of work. Nice idea that presenters got a gift
food was disgusting. Unsure why all the health works presentations labeled under
high risk behaviour. Unsure if title most appropriate option
really enjoyable day. Have a broad understanding of programs at WRHC and
innovative methods of service delivery community engagement and evaluation
great day. High-quality. Very well organised.
Toilets were disgusting
could we look at doing this on a six monthly basis? Great opportunity to practice
presenting
very inspiring and encouraging. Great opportunity to experience presenting and
learn about other services
well done to the organisers and presenters. Considered, well-organised, great
opportunity for networking and learning within the organisation. Also a really
fantastic demonstration of WRHC commitment to innovation and learning-both in
terms what was presented, but in hosting and resourcing the event at all
movement of the distance between sessions was disruptive-better to stay in a
module for all the presentations
regular conference will be great
smaller groups. Stalls located around the room with more info. Other organisations
from the region
hot food police-sugariene for diabetics
toilets-this was problematic but outside of organisations control. Room one-hard to
hear once after-school program started next door
would prefer more consumers in the presentation-like the digital work. Teach
workers to present in an interesting way-not tell us all the nuts and bolts of the
evaluation-give the site to look that up-and present the interesting bits. Don't use
acronyms given context of where the program is run in the service
think it's fantastic-thank you and well done for all your work and all the staff to
present an attempt. Abstracts for each presentation would have been useful. What
to go to an explanation of abbreviations would have been good
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as a new staff member I feel this conference was a good way to hear about a range
of programmes. My only concern is that I would have loved to attend all sessions in
both rooms one and two. Fantastic
enjoyable. Sessions-time limit is just right-did not become boring/tiring even by the
end of the day. Will follow up with topics of interest
I found most interesting/useful in finding out about programs/initiatives that I didn't
know much about previously. The evaluation inflow was interesting but not what I
took away
well done WRHC. It was great to hear of the valuable ideas and skills that make up
your service/programs and their effectiveness
I enjoyed the conference-however the venue was not so great (terrible toilets)
although good venues are hard to find. I have a chronic health condition (diabetes)
and food was not appropriate. Simple things like a healthy option for morning tea
and sandwiches made with alternatives to white bread would have been good. The
concept of conference was great, just little things could make it better-I hope it is an
annual event. It would be great if there were paper everything other than
polystyrene cups
some fruit would have been lovely morning tea. Would've been good to have a
poster viewing session. Brakes were along the presentations a bit rushed-shorter
breaks would have allowed more time for questions. Double side your questionnaire
to save paper
well-organised. I've worked in several community health services and have not
found such commitment for evaluation and research as in this organisation. Great
collaboration between educational institutes and programs and workers in the
community. This survey could have been printed double sided to save the trees
maybe shorter breaks would make it a shorter day
well done to all presenters
the conference was very good and informative but the venue wasn't good (toilet was
disgraceful)
I think the morning tea should have been a lot more organised. There was no
sugariene for people with diabetes
women's toilets were appalling
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WRHC Internal Conference 2011 Program

Western Region Health Centre (WRHC)
Internal Conference
THURSDAY, 27 OCTOBER, 2011

Convention Centre, Victoria University,
Gate 1, 460 Ballarat Rd,
Sunshine, Melbourne

8.30 – 9.00

Registration

9.00 – 9.10

Welcome
Sharon – General Manager, People and Culture, WRHC

9.10 – 9.15

Llewellyn Prain – Vice President, Board of Management, WRHC

9.15 – 9.25

Welcome to Country

9.25 – 10.05

Opening Address
Lyn, Chief Executive Officer, WRHC

10.05 – 10.45

Keynote Address
Amaryll Perlesz - Associate Professor, Latrobe University, Bouverie Centre

10.45 – 11.05

Morning Tea
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11.05 – 11.30

11.30 – 11.55

Seminar Room

Auditorium

Living Skills

Mental Health

Chair: Jess Lees

Chair: Muriel
Cummins

What’s cooking – Better Health
and Wellbeing in Sunbury.

The Western Region Health
Centre’s First Response Model

Medical Re-Development

Bernard Heaney and Donna Koo

Chris Woodall and Anne Amadi

Jane Canaway

Boost: Partnerships, People and
Purpose.

Bringing Mental Health First
Aid Model training to African
refugee and migrant
communities as a way of
shifting attitudes through health
promotion and early
intervention.

Encouraging Uptake of Harm
Reduction Equipment.

Egigayehu Chanyalew and
Bronwyn Massie

Chris Howie

Well for Life

Self-defence – Brimbank
Community Mental Health
Team

The challenges of evaluating a
sexual and reproductive health
program for young, disengaged
refugee women.

Alison Brinksma and Ranga
Nyahoda

Luke Falzon

Gabrielle Bennett

Maureen Clayden

11.55 – 12.20

12.20 – 1.15

Dining Room
Medical/Dental
Chair: Sharon

Lunch
12:45 – 1:10 – WRHC’s Barkly Arts Centre, MASSIVE hip hop choir: A singing and body percussion
workshop.

Afternoon

Seminar Room

Auditorium

Dining Room

Community
Participation, Health
Promotion and
Management
Systems

Mental Health

Medical/Dental

Chair: Brett Murphy

Chair: John Bamberg

A Burning Issue: Tobacco and
Mental health

It’s taken so long to do treatment:
A program aimed at engaging
people using illicit drugs and
living with Hepatitis C.

Chair: Karoline
Curtis
1.15 – 1.40

Doing it with us not for us:
tailoring engagement
approaches for diverse
communities.
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1.40 – 2.05

2.05 – 2.30

Jessie Lees

Andrew Egan

Leah Higgins and Tess Bergin

‘Whoops’ moments in Health
Promotion evaluation… are
they OK?

Research exploring staff
perspectives on sharing a lived
experience of mental health
issues, to promote recovery of
consumers

Smiles 4 Miles at WRHC.

Jaime Edge

Muriel Cummins

Claire Mustchin

Better targeting our services:
The art and science
of HACC OT
waiting list
management.

Aged Active Group

It’s just the pain women go
through: Barriers and Enablers to
accessing Pap screening for
women in the western suburbs.

Christine Grandjean and
Robin Valentine

Kristen Arnott

Emily Carey

Afternoon Tea
2.50 – 3.15

2.50 – 3.15

3.15 – 3.40

3.40 – 4.05

Social Connections

Mental Health

Family

Chair: Jean-Louis Nguyen

Chair: George Mattar

Chair: Anne Amadi

“By sharing you gain”Improving access to
mainstream health services for
Vietnamese community.

The Being Happy Support Group

Tailoring a structured early
childhood enrichment program for
a CALD community: Challenges
and Strategies.

Trinh Nguyen,
Graham Wilson
Venerable Thich Phuoc Tan

Steven Holzman and Cara Hudson

Linda Baker, Lorena Wright
Robin Gregory

Hearing Voices Group

Sensory Awareness Project:
Developing awareness of sensory
strategies to assist community
mental health workers and
consumers.

Neil Turton-Lane

Rebecca Hanrahan and Jasmine
White

Lorena Wright

Community Health meets
Police Culture

Pathways through Participation:
Creating Dynamic Mental Health
Services with Consumers at
Western Region Health centre.

STAMP – From a client’s
perspective

Sally Keegan

Neil Turton-Lane

Athieng Majak

4.10

Closing – Lyn
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Keeping Children in Mind

WRHC Internal Conference Abstracts – 2011

Title
Author(s) details:
Title
First name
Surname
Team
Submission type
(oral presentation,
poster…)

A Burning Issue: Tobacco and Mental Health
Program Manager
Andrew
Egan
Community Mental Health
Oral presentation

Abstract:
History:
According to research undertaken by The University of Melbourne, School of Public Health;
people experiencing mental illness in Australia are four times more likely to smoke than the
general population (Moeller-Saxone, 2008). This study, published in the Australian and New
Zealand Journal of Public Health, reports that despite a 50% decrease in smoking amongst
Australia's general population over the past 20 years, there has been little change in smoking
rates among people with psychiatric disabilities (Moeller-Saxone). Smoking rates remain
high within WRHC’s Community Mental Health Program (CMHP) even though many
consumers reportedly wanting to quit or cut down. This stated desire for behaviour change
presented an opportunity for WRHC to help people experiencing mental illness stop
smoking.
In 2010 -11, as part of the WRHC’s innovative internal grant scheme, the WRHC CMHP
undertook the Tobacco and Mental Health Project . The Project has been completed and the
final report ‘A Burning Issue’ is about to be released.
This Présentation aims to provide ; an overview of the Project, its key findings, actions taken
to date and recommendations for future action. Importantly it provides an overview of the
issues faced by consumers and staff of the Western Region Health Centre’s - Community
Mental Health Program with regard to reducing or ceasing tobacco use and a change in the
culture in the CMHP that is required if we are to more openly acknowledge the harms
associated with smoking and support the reduction of tobacco use
Method:
Commencing in February 2010, as part of the WRHC’s innovative internal grant scheme, the
WRHC CMHP undertook the Tobacco and Mental Health Project.
A Mental Health Project Advisory Team was set us consisting of:
Project Coordinator: Helen De Freitas; WRHC Program Manager, CMHP.
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Research Consultant: John Bamberg; WRHC Research Consultant.
Project Advisor:

Muriel Cummins; WRHC Program Manager, CMHP.

Project Consultant: Kristen Moeller-Saxone, PhD Candidate, Centre for Health Policy,
Programs and Economics, University of Melbourne).
The WRHC contracted Kristen Moeller-Saxone to assist with the project, conduct training
sessions for staff and formulate recommendations.
The project methodology included the development and administration of questionnaires to
consumers (n=119) and staff (n=42). In addition, focus groups were held with management,
staff and consumers to gather information on perceptions of smoking and the introduction of
the WRHC No Smoking Policy.
Result:
The Project has been completed and the final report ‘A Burning Issue’ is about to be
released.
The project
 Evaluated the effectiveness of smoke-free interventions,
 Assessed levels of smoking and smoking trends amongst consumers and staff,
 Assessed interest in smoking behaviour change by consumers,
 Assessed the current efficacy of smoke-free interventions from a consumer and
staff perspective,
 Implemented training to improve the capacity of staff to provide smoke-free
interventions.
 Developed Recommendations for further intervention
Conclusion:
The Project has been completed and the final report ‘A Burning Issue’ is about to be
released.
This Présentation aims to provide ; an overview of the Project, its key findings, actions taken
to date and recommendations for future action. Importantly it provides an overview of the
issues faced by consumers and staff of the Western Region Health Centre’s - Community
Mental Health Program with regard to reducing or ceasing tobacco use and a change in the
culture in the CMHP that is required if we are to more openly acknowledge the harms
associated with smoking and support the reduction of tobacco use
The key findings were that:
 Smoking prevalence for consumers was 49% and notably, most consumers who
smoked were interested in cutting down (85%) or quitting (59%).
 Smoking prevalence amongst staff employed within the CMHP was 29%,
considerably higher than the community average (17%). In addition, almost all of
these staff wanted to cut down (92%) or quit (50%).
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42% of consumers smoked more than 50 cigarettes per day. This is more than
twice the average daily consumption for a smoker in the general community.
In addition to the obvious health implications, CMHP consumers’ smoking often
creates an immense financial burden, some consumers reportedly spending more
than 30% of their income on cigarettes.
Importantly, the study also provided evidence that within WRHC CMHP, there
exists a ‘smoking culture’, potentially impeding opportunities for consumers to
quit or cut down. Subsequently, it was found that a much more targeted and
comprehensive approach is required to drive change and smooth the way for a
reduction in staff and consumer smoking rates.
4 key Recommendations to support a culture change are included in the Overview
of the Project and Summary of Proposed Action (21 strategies for action) are
submitted for consideration by WRHC management, staff and consumers

Aged Active Group
Ms. Kristen Arnott
Wros and Phams Werribee
Abstract
The aged active group is a group for people over 65 years, who have mental illness. The
group meets monthly and undertakes activities such as bingo, movies and lunches. The group
also has an education component and last year they attended a Mental Health Forum and the
Williamstown Education Centre.
We believe that the aged active group provides opportunities for its members to participate in
social activities and engage with the wider community. We are hoping to show through
research that there is an ongoing need for this type of group and that the participants feel safe
and supported to attend.
Method
The project involves using a survey to evaluate various aspects of the group member’s
thoughts about the aged active group. It is a short survey that uses Likert scales on 4 of the 6
questions asked. The group will be evaluated by using a survey that will be given to the group
members who attend the July 2011 aged active group outing. If a member is absent from this
outing the survey will be mailed out to them.

Result
So far seven out of the aged active group participants have completed surveys. Three surveys
are being mailed out.
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Conclusion
The conclusion will highlight links between people’s health and well-being and social
participation.

Title

Better targeting our services: The art and science of HACC OT
waitlist management

Author(s) details: Christine Grandjean (Occupational Therapist)
Robin Valentine (Occupational Therapist)
Community Health Team
Submission type

Oral presentation – power point

Abstract:
Background: Effective waitlist management usually means better client outcomes for most
health service providers. That is because it helps the right services reach the right people in a
timely manner. Community health clients can wait 9 – 12 months for a routine Occupational
Therapy (OT) assessment. Given current trends and available resources this figure is set to
rise. The aging population and current emphasis on ‘outpatient’ care, together with changes
in funding guidelines for service providers affiliated with the WRHC HACC OT network,
and known limitations of our existing waitlist management system (WLMS) to meet
increased demand, all add pressure.
Aim: To evaluate the HACC OT WLMS to better target our services and so achieve better
outcomes for our clients.
Method: Referral patterns and pathways linked to the HACC OT WLMS were audited. Key
factors impacting the effectiveness of our WLMS included the knowledge, skills and
experience of HACC OT staff in waitlist management, and the stage of integration of our
internal partnership with WRHC Intake. Factors that determined our practice context such as
policy frameworks, available resources, and the pattern of referrals and associated pathways
were also influential. Over the last 12 months we have begun to address these factors in
collaboration with staff at Intake and with our key referral sources.
Results: Results to date are promising. Improvements related to key factors affecting our
WLMS have been noted. This demonstrates improved capacity and better targeting of
available resources to meet the increasingly complex, challenging and diverse needs of our
clients.
Conclusion: This paper reports on the story so far: what we have called “The art and science
of HACC OT waitlist management”. Efforts to sustain and develop our key referral
partnerships are vital to this process. Ongoing evaluation of our WLMS in collaboration with
our colleagues at Intake is imperative given the dynamic context of our service environment.
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Title
Author(s) details:
Title
First name
Surname
Team
Submission type
(Oral presentation,
poster…)

BOOST: Partnerships, People and Purpose

Community Support Worker
Maureen
Clayden
Outerwest Mental Health Team
Oral presentation

Abstract:
History:
Building Occupational Opportunities and Skills Training (BOOST) was designed and
delivered by the community mental health team to generate links between consumers and
relevant job agencies. A partnership between WRHC and Westgate Community Imitative
Group (WCIG) was pursued for the purposes of co facilitation, utilising expertise in both
mental health and employment across two agencies.
Method:
Participants in the program (N=6, male= 3, female = 3) were between the ages of 19 and 60,
had a primary diagnosis of mental illness and were registered service. Data was collected
using pre and post test questionnaires measuring outcomes around confidence and skills. The
questionnaires utilised quantitative and qualitative techniques. Data was analysed utilizing a
Clinical Significance technique. A cut off point of 25% was set with scores exceeding this
point indicating that the result of the intervention was clinically significant. Follow up
questions took place with participants or their support staff 6 months post-program.
Result:
Results suggest that the program was successful in achieving increases in the area of
confidence and skills for the participants. There is merit for delivering the program in the
future with consideration to the recommendations from the evaluation. Limitations to the
evaluation include a small sample size, the program being delivered in one location only and
the strict criteria for participation.
Conclusion:
BOOST showed significant improvement in the participants confidence and skills related to
the workplace or engaging in a vocational pathway. Participants of this program had a high
incidence of unemployment despite wanting to have a job or undertake study. Most
participants had attempted to find meaningful employment or a vocational pathway with very
little success. The participants stated that despite their best efforts they had diminishing hope
that they would be able to participate in the workplace.
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The participants entered the program with low levels of confidence and low workplace skills.
Boost has effectively addressed these concerns
I will be presenting these results via a brief oral presentation and a Q & A. format featuring
one of the participants of the program and a representative of WCIG..

Title

“Bringing Mental Health First Aid (MHFA) training to African
refugee and migrant communities as a way of shifting attitudes
through health promotion and early intervention”
Community Mental Health Outreach Worker, Egigayehu Chanyalew,
Community Mental Health Footscray
Community Mental Health Team Leader, Bronwyn Massie,
Community Mental Health Footscray

Author(s) details:
Title
First name
Surname
Team
Presentation
Submission type
(oral presentation,
poster…)

Abstract:
History:
This presentation aims to show case how the Western Region Health Service (WRHC)
identified the gaps in the way we engaged African communities in mental health services.
Through bringing MHFA training to African community groups and workers WRHC has
aimed to: raise awareness and educate communities about mental health and wellbeing; to
maximizing health workers capacity and effectiveness to deliver quality and culturally
appropriate mental health services; and to identify tools and strategies to improve access to
services for African communities.
As research shows that pre as well as post-immigration factors have an impact on mental
health due to stigma, lack of knowledge about available mental health services and cultural
perceptions. (African Think Tank Inc. 2007) These issues are major barriers to help seeking
behavior and as a result Africans have underutilized mental health services (Australian
Human Rights Commission 2010).
In addition the presentation will also share the experience, challenges and learning process of
our service working with the communities to address mental health needs.
With the continuing emergence of mental health issues for people from African background
we need to find better ways to engage the community by developing culturally sensitive
approaches to improve outcomes.
References:
1. Australian Human Rights Commission (2010) In our own words…African Australians A
review of human rights and social inclusion issues Australian Human Rights Commission
2. African Think Tank Inc. Melb (April 2007) African Resettlement in Australia Conference
Paper
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“By sharing you gain” – Improving access to mainstream health services for the
Vietnamese community
Trinh Nguyen, Western Region Health Centre, VIC;
Graham Wilson, Western Region Health Centre, VIC;
Venerable Thich Phuoc Tan, Quang Minh Temple, VIC.
The spiritual leader of a Vietnamese Buddhist Temple expressed a gap exists between
Vietnamese and Western cultures regarding the origin of illness. He noted that Vietnamese
people tend to attribute their health problems to external causes resulting in them not having
control over their own health. As a result, Vietnamese people do not see the importance of
prevention but tend to focus on cure. In addition, many older Vietnamese people are not
aware of community health services available thus do not access them. These factors create a
barrier for Vietnamese community members accessing mainstream health services.
To address this issue, Western Region Health Centre (WRHC) in partnership with Quang
Minh Temple, developed a program called “Sharing Food Gaining Health”. Through
information, education and social interaction the program aims to demystify the forces that
can determine the health outcomes involving both cultures.
The program includes a gentle exercise and health information session followed by a shared
culturally appropriate meal. The program attracts an average of 60 participants yearly.
During and after the program a number of participants, their families and friends continued to
access services at the WRHC or relevant local community support providers. The program
also increased the cultural awareness of health centre staff and strengthened the partnership
between WRHC and the Vietnamese community.
The program was evaluated using focus groups, semi-structured interviews and participant
observation.
This presentation will not only describe the program but will also describe how it impacted
on the participants.
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Community Health meets Police Culture
Ms
Sally
Keegan
VACP~Victims Assistance & Counselling Program
Oral presentation

270

Abstract:
History:
A VACP Case Management service was provided at the Werribee police station, initially for
six months by 4 staff seeing clients referred by the police. This was the first co-location of a
VACP service within a police station in Victoria.
The project idea emerged during a meeting between WRHC Management and a Victoria
Police Commander regarding the work of the VACP.
The rationale behind this pilot was driven by the Victims’ Charter Act 2006 and from similar
models of co-location of victims services with police established in the United Kingdom and
New Zealand.
One of the key aims of the project was to provide a seamless service provision for referral of
Victims of Crime. Werribee was decided because of the high levels of family violence crime
and as a smaller site to trial this new model.
The Department of Justice were enthusiastic to support a pilot project and provided a Victims
Charter Grant to enable it to occur. Staffs from the DOJ policy area were provided to
evaluate the project from February to November 2010.
Method:
As a first of its kind in Victoria, evaluating the effectiveness of the pilot from a stakeholder
point of view was critical. To this end an Evaluation Steering Committee was established and
met four times to develop and oversee the evaluation of the pilot. The steering committee
consisted of senior staff from Werribee Police, DoJ (VSA) and WRHC.
As a result of the steering committee’s direction, the pilot was evaluated through a focus
group with the police, a focus group with the co-located VACP case managers and phone
interviews with victims of crime who received a service through the Werribee Police Station
co-location. The interview questions were devised by VACP staff and the Police Co-location
Evaluation Steering Committee. There were nine questions, which included open ended
questions and a 5 point likert scale.
The clients and staff were interviewed by DoJ (VSA Policy) staff and the data was analysed
by them where themes were identified and results tallied
Result:
The results of the evaluation showed that the benefits of the service were:
Timely service provision for victims
Better relationship with Police
Increased referrals by Police
Improved awareness of VACP by Police
Anecdotal reports of good outcomes for victims of crime
Conclusion:
While there were many positive outcomes of the pilot shown in the evaluation, the
project was not without its challenges and learnings:
Difficult to change police culture
Police work is not focused on the rights or needs of victims
Visibility is important
VACP have learnt more about police culture and vice versa
Timing of referrals not always right
In my presentation I will talk about the cultural differences between the police and the VACP
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service and how we have successfully negotiated a good working relationship with Police via
co-location by describing a few case studies in story form .
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Doing it with us not for us: tailoring engagement approaches for
diverse communities.

Ms
Jessie
Lees
Community Engagement, Planning and Development
Oral presentation, with powerpoint

Abstract:
History:
The WRHC Strategic Plan 2011-2015 embeds a commitment to active and meaningful
participation in our principles and goals. This commitment is consistent with the Department
of Health’s Doing it with us not for us: Strategic Direction 2010-13, which promotes
participation as an means to improve access, respond to feedback and work with and
alongside communities to support active involvement in service planning and quality
improvement. The Community Engagement, Planning and Development Team is working to
promote and support the realisation of these principles across the Centre, with the newly
established Community Engagement Advisory Committee (CEAC) bringing consumer and
community perspective to this work. This presentation will highlight examples of how
engagement and participation approaches can be tailored to the needs and preferences of
diverse communities, using WRHC’s Indigenous Engagement Project (by consultant Karen
Milward) as a case example. Models from across Victoria will be used to demonstrate good
practise for consideration during the impending development of whole-of-Centre
Community Engagement, Consumer Participation and Cultural Responsiveness Strategies in
2011/2012.
Method:
The research into tailored engagement and participation approaches was conducted through
research, literature review, consultation with staff and stakeholders, and the collection of case
examples and models from across Australia and internationally. The Executive Management
Team, Program Managers and Team Leaders participated in consultations and focus groups
272

about the tailoring of approaches to our communities’ particular needs and participation
preferences. Consultant Karen Milward was engaged to conduct the Indigenous Engagement
Project, which involved consultation with Aboriginal communities, organisations and Elders,
as well as WRHC staff. A summary of the project’s recommendations will be a key
component of this presentation. Audience engagement in this presentation will be
incorporated as much time allows.
Result:
The Indigenous Engagement Project report will not be available until September 2011, so
results are unknown at the time this abstract was developed. Examples of tailored approaches
for culturally and linguistically diverse communities, injecting drug users, male health
consumer, mental health consumers, and Indigenous communities will be drawn from
WRHC (Community Mental Health, Health Works etc), North Yarra Community Health,
Inner South Community Health Service, Alfred Hospital and Peninsula Health.
Conclusion:
This presentation will highlight that different communities have different needs and
preferences when it comes to participating in planning, monitoring and evaluation of services
and strategic level issues. Case examples will prompt consideration of how WRHC can
develop responsive and appropriate participation models and approaches to bring to life the
principles in our new Strategic Plan.

Encouraging Uptake of Harm reduction Equipment.
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Community Development Worker
Chris
Howie
NSP - Education Team, Health Works
Oral presentation with a filtering demonstration. I’ll also hand some of
the relevant injecting equipment for the audience to pass around and
familiarize themselves with.

Abstract: type text in the box below
History: After discussing our shared experience in the Needle and Syringe Program (NSP)
the team agreed that although NSPs have been very effective in slowing the spread of HIV
and reducing other harms associated with injecting drug use, there were other associated
harms we could increase our focus on to reduce harm among our consumers. One area we
identified was the filtering practices of consumers. Although sterifilts (sterile filters) and
wheel filters have been available for a number of years now, we find that a large percentage
of our service users still prefer to use cigarette filters or other makeshift filters that are often
unsterile. Unsterile filters increase the risks and occurrences of: abscesses, collapsed veins,
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edema and endocarditis. I discussed these issues with the members of the Health Works’
Health Care Team who confirmed that a high percentage of clients accessing the medical
clinics presented with abscesses, collapsed veins and edema.
In response to these issues the NSP Team ran a campaign last year where we engaged with
consumers about the importance of using sterile filters. As part of the campaign we
demonstrated how to use the sterifilts to 40 consumers in the space of a week. However, as
many consumers are often in hurry and the NSP is a public space it wasn’t practical or cost
effective to let every client practice using the sterifilts until they felt confident with using
them. So we found only a small number of consumers changed their filtering practices and
began using the sterifilts, but the ones that did were very happy them.
Method: As a result of small client uptake of the sterifilts, which meant that risky filtering
practices were still taking place for a large number of clients, the team decided to try another
approach which was for me to conduct sterifilt demonstrations in the client tearoom with
clients who weren’t in a hurry to leave. This involved me sitting in the client tearoom with:
needles, steri filts, spoons, water and sugar to use as a substitute for drugs. As well as talking
about the hazards of risky filtering practices and how to use sterifilts, I also provided the
clients with sterifilts and reading material to take with them. I then gave the participants a
demonstration of how to use the sterifilts and then allowed them to have a go at using them.
As the majority of clients were proficient with using needles they were able to make the
sterifilts work on their first or second attempts. Unlike watching a staff member demonstrate
how use the filters this meant the clients left the sessions feeling confident that they could
use them too.
What did you do?
Initially I researched the issue of poor filtering techniques by talking with clients and
members of the Health Care Team about the types of injecting injuries clients were
sustaining, and came to the conclusion that unsafe filtering practices were playing a large
part in some of the injuries like: collapsed veins and dirty hits. In response the NSP Team
spent a week attempting to encourage clients to change their filtering practices. In that time
we gave forty clients sterifilt demonstrations over the NSP desks, as well as education about
the dangers of not filtering safely. We’ve also handed out free sterifilts during other NSP
campaigns as well. But given the low uptake of clients changing their practices and using the
sterifilts the team realized we needed to try another approach, because we realized that some
of the barriers to getting the clients to use the sterifilts were 1) They were often in too much
of a hurry to watch a sterifilt demonstration 2) Weren’t confident enough to use them after
watching a demonstration. So it was decided that we should conduct sterifilt demonstrations
in the client tearoom, were they weren’t in a hurry to leave, and give the clients the
opportunity to have a go at using the sterifilts under the supervision of a staff member, so
they could leave feeling confident about their ability to use them
Result: Given that most of our clients are proficient at using at using needles it wasn’t
surprising that they were able to learn how to use the sterifilts under the right conditions.
Although it’s only early days every client who has left thus far has been able to use the
sterifilts and has said they will be prepared to use them for now on.
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Conclusion:
The initial signs are encouraging. However, the long term success of the project will only be
known when we see if there has been an increase in the number of clients purchasing
sterifilts in the NSP and if there is a reduction in clients presenting to the Health Care Team
with injecting injuries that are associated with risky filtering practices.
For my presentation I intend to discuss how the dangers of risky filtering has been somewhat
overlooked by the broader community due to the focus on BBV prevention and I’ll discuss
the challenges we’ve faced with getting our clients to change their filtering practices and
what the outcomes have been. As I’m currently in the middle of the sterifilt project and the
conference isn’t until October I’m confident that I’ll have more information regarding
outcomes to pass on to the conference than I have at present.
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“…it’s just the pain women go through…”: Barriers and enablers to
accessing Pap screening for women who inject drugs in the western
suburbs
Community Health Nurse
Emily
Carey
Health Care Team – Health Works
presentation/paper

Abstract:
History:
Health Works has a history of poor attendance for cervical screening with either the General
Practitioner or Sexual Health/Pap test provider Nurses. This presentation will address
innovative engagement strategies and discuss peer-based recruitment for cervical screening.
This reflects findings from evaluation of existing literature and the outcomes of the
HealthWest Partnership Sexual & Reproductive Health Working Group report 2008.
Method:
Women were paid to have their Pap test completed and the introduction of the
snowballing™ technique of recruitment meant that women who recruited other women for
their Pap test gained another payment for their assistance.
Result:
Results of this project were remarkable with almost 50% of women attending for their Pap
test having an undiagnosed sexually transmitted infection and almost 30% needing
colposcopy or other referral for follow up.
Conclusion:
This presentation will address the planning, implementation, findings and evaluation of this
275

successful primary health promotion strategy. It will also discuss the plan for the successfully
funded project to continue engaging women for cervical screening, as well as attending for
follow up and referral for colposcopy.

“It’s taken so long to do treatment”: A program aimed at engaging people using illicit
drugs and living with hepatitis C.
HISTORY: Injecting illicit drugs and Hepatitis C are two topics not generally discussed
openly within our society. As a result, these people often experience discrimination. The
Western Region Health Centre’s “CHOICES” group is based on the “Mutual Aid Model”
(Schulman), which highlights how participants learn through discussion based approach and
is based on the principles of self management and positive behaviour change.
METHOD:
A focus group was undertaken before the commencement of the program to identify how
participants would like the group to proceed. The program was evaluated using a mixed
method design to ascertain the degree of which this program impacted on this marginalised
and select group of participants. This method was implemented by a pre and post survey
comprising 13 questions using the Likert scale and 2 qualitative questions. The
questionnaires were analysed using a clinical significance formula and thematic analysis.
RESULTS:
By sharing similar experiences, participants normalised their condition and learned from
other people living with the same long term condition. This increased their confidence in
managing their own health and taking greater responsibility for their lives. The participants
often described attending the program as an opportunity for them to talk about living with
hepatitis C in a safe and positive group setting. In addition, the outcome of the program also
improved social connectedness, increased self-efficacy, better community integration,
increased movement through the stages of change and more effective peer support.
CONCLUSION:
The “CHOICES” program has been of great benefit to participants and has increased their
knowledge and the adoption of self-management strategies to better manage their hepatitis C.
The participants found that this discussion based group enabled them to express themselves
openly and share similar experiences in a trusting and respectful setting.
Our presentation will include an overview of the effects the “CHOICES” group had on the
participants, which is reflected by the evaluation results.
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KEEPING CHILDREN IN MIND
History:
The Keeping Children In Mind project was developed with support through an internal grant
to build the capacity of WRHC staff to respond to the needs of children and enhance family
inclusive practice.
Method:
Consultations with Program Managers, Staff survey, Training evaluation.
A Thematic analysis was used to analyse information from consultations with Program
Managers and the staff survey. Feedback from training was obtained by surveying staff
attending and from identifying actions undertaken.
Result:
Program managers identified a range of strengths, challenges, opportunities and training
requirements for their teams. There was some
Approximately half staff who responded to the survey indicated they had good knowledge
1/5th had limited awareness of the needs of preschool children. 1/3 of staff were confident in
assessing the needs of preschool children and 1/3 were not confident. Outcomes of the survey
and anecdotal evidence (conversations with staff) indicate that further work is required to
increase staff awareness of the needs of children / families.
The post training survey for key staff indicated that the capacity of staff members who
attended the training was increased. Staff have begun sharing their skills with other members
of their teams.
Resources available were identified. A need for a broader dissemination of information
regarding these resources is required. This work has commenced through the development of
a WRHC Family & Children Services at Footscray brochure. This was based on the
brochure that had already been developed for Braybrook.
Staff identified a need for: integrated services; time to participate in training and to undertake
this work; information about referrals and resources and appropriate physical space.
Team Leaders and key staff were invited to attend training and progress the work of the
project amongst the team. They have reported back on some of the initiatives that they have
begun with their teams. These Team Leaders have expressed interest in being involved in a
Keeping Children in Mind Program Implementation Group
Conclusion:
The KCIM project has built on the strengths within WRHC to generate a child and family
focus within the centre. Successful outcomes from the work so far undertaken are
encouraging. Challenges and opportunities for furthering this work will require significant
commitment from staff and management at WRHC. Further work is required regarding:
Physical space, policies and practices, coordinating information, workforce development and
leadership, consultation with the community and promotion of the needs of vulnerable
children.
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Medical Re-Development
Acting General Manager Health Outcomes
Jane
Canaway
Medical Redevelopment project
Oral Presentation

Abstract:
History:
The medical clinic has been a major part of the business and identity of WRHC for 44 years.
Despite the dedication of the staff, the clinic has experienced problems including difficulty
attracting new doctors, no capacity to see new patients and lack of financial viability. A
project has been running for 18 months investigating how we can maintain this vital service
with a resolution passed by the Board late last year to relocate the clinic and create a new
model based on a stand alone medical clinic. The process for making this a reality and
reflections on this process are the subject of this abstract.
Method:
The redevelopment of the medical clinic has involved three major areas of activity
People – Workforce and Human Resources, including defining support staff roles and
recruitment
Processes – developing and implementing new business processes to support the clinic
including IT and IM, finances and patient/work flow
Premises – source and refurbish new premises.
Result:
The redevelopment continues with relocation scheduled for mid November 2011. Although
the operational outcomes of the project are important, of more interest is the organisations
progress through this change. The redevelopment of the medical clinic has been a major
change project with impacts felt across the organisation and management of the change,
particularly the cultural change required has required careful handling and a shared effort
across stakeholders.
Conclusion:
There have been major learnings arising from this project for the project team and the
organisation more broadly. The presentation will share and reflect on these learnings.
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Pathways through Participation
Neil Turton-Lane
Community Mental Health Program

Oral

ABSTRACT: Pathways through Participation: Creating Dynamic Mental Health Services
with Consumers at Western Region Health Centre (WRHC)

Presenting Authors
Neil Turton-Lane and Muriel Cummings
Authors: Kylie Busch, BPhys, MPH 1
Neil Turton-Lane, BComDev2
Wanda Bennetts, MEdu3
John Bamberg, McoupRelCoun 4
Muriel Cummins, MPH 5
The release of the revised National Standards for Mental Health (2010) with its increased
focus on the needs and rights of Consumers signals a need for change within mental services.
This change can be viewed as a shift from designing mental health services for people,
towards a culture of designing mental services with people. So, how do you go about
building capacity for greater consumer involvement in the planning, evaluation and delivery
of services? And what structures and processes have to be put in place to foster success for
such a vision?
Pathways through Participation: Creating Dynamic Mental Health Services with Consumers
summarises the work of a consumer-led research project undertaken in 2010 at Western
Region Health Centre that sought to find answers to such questions. It discusses key
learning’s and recommendations that arose out of this review of consumer participation
within the Health Centre’s Community Mental Health Programs and provides an overview of
how the reports action plan is now being implemented.
We hope that our presentation will both inform and encourage other mental health services to
invest in building more accountable and open (person-centred) services through greater
involvement and collaboration with consumers.
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Learning Objectives
1. Managing change within mental health services through collaborating with consumers to
articulate and implement a shared vision for sustainable consumer participation practice.
2. Designing services from the ground up; the value of consumer led research in co-designing
accountable mental health services.
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Self Defence - Brimbank Community Mental Health Team
Mr.
Luke
Falzon
Brimbank Community Mental Health Team – Horizons
Paper

Abstract
The Brimbank Community Mental Health team aim to deliver high quality, responsive
psychosocial rehabilitation & recovery mental health services to the Brimbank community.
The proposed series of Martial Arts lessons aims to satisfy the physical recreation element of
our recovery program by providing a limited number of professionally facilitated self
defence training sessions for up to 15 consumers of mental health services.
The program aims to :


To provide a safe and inclusive environment for consumers to explore their interest in
martial arts.



To advance consumer knowledge around the benefits of physical activity for
improved mental health.



To raise awareness around local martial arts service providers and provide
opportunities for ongoing access to training.



To have consumers complete a basic course in self defence.
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To provide opportunities for social interaction and peer support within the group
environment.

Participants completed pre and post test questionnaires as part of an evaluation of the
program. Questionnaires were used to assess consumer satisfaction around the program, as
well as aims and objectives.
The data was collected directly from consumers of the service via a pre and post
questionnaire directly before and after the program was run. The questionnaires asked the
same set of questions. The data was then collated and analysed. The data was analysed in
terms of attendance rates, consumer knowledge in health and fitness principles and consumer
satisfaction in regards to the program.
All results showed positive outcomes with an average increase in consumer awareness
around a number of health principles and satisfaction, and confidence levels.
The five initial objectives were met by the majority of consumers that actively participated in
the Self Defence program. Outcomes of the activity are improved consumer knowledge
around the benefits of physical activity; improved physical activity levels of the consumers;
positive partnership and networking opportunities with partner agencies for WRHC and an
improved confidence and satisfaction level amongst our consumers. Overall the program was
a success.
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Sensory Awareness Project: Developing awareness of sensory
strategies to assist community mental health workers and
consumers.

Author(s) details: Ms Rebecca Hanrahan (WROS) & Ms Jasmine White (WROS)
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Abstract
Abstract: type text in the box below
History: In 2010 a WRHC internal grant was secured to promote the use of ‘Sensory
Awareness’ within Community Mental Health Teams at WRHC.
Multi-Sensory rooms and sensory approaches are currently being utilised in acute mental
health settings as a way of helping consumers manage anxiety and distress often experienced
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in hospital environments. Research suggests that these sensory strategies, in conjunction with
staff training in sensory approaches, are beneficial to individual consumers in reducing selfrated levels of distress (Champagne, 2004).
Community mental health workers often assist with crisis prevention and anxiety/stress
management strategies. The purpose of this project was to promote ‘Sensory Awareness’ as a
means of supporting consumers to self-regulate their emotions using sensory strategies to
prevent possible relapse or hospitalisation. Additionally, this knowledge may assist worker
well-being, to manage workplace stress and even increase productivity.
Method:
Sensory Awareness content and concepts were gathered and communicated in the form of a
power-point presentation, videos and interactive activities.
A worker and consumer steering committee meeting provided feedback upon the proposed
content of the training package and templates for use by workers
Presentation of the ‘Sensory Awareness Training Package’ that was developed
Participant feedback regarding training via a written evaluation form.
Quantitative and qualitative data was collated post-workshop as a means to justify and
improve upon future Sensory Awareness workshops.
Result:
An interactive training package about Sensory Awareness was produced and presented to
workers. Positive feedback was received via participant evaluation forms.
Templates were developed and provided to worker to support safety planning, sensory
assessment and facilitate structured intervention.
Conclusion:
The initial ‘Sensory Awareness Training Package’ was evaluated positively by participants.
Further presentations are planned to capture a wider range of workers from different
community mental health teams. This presentation will look at some of the resources
developed and the evaluation outcomes of the ‘Sensory Awareness’ project.
References:
Champagne, T. & Stromberg, N. (2004). Sensory approaches in inpatient psychiatric settings:
Innovative alternatives to seclusion and restraint. Journal of Psychosocial Nursing, 42, 34-44.
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Consumer Participation Team (Muriel Cummins and Neil Turton
Lane)
(Drawing on findings of OT Student project completed by Siofra
McDonagh)
Oral presentation
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History: In 2010, a WRHC internal grant was secured to evaluate Consumer Participation
within Community Mental Health Teams at WRHC. This evaluation included a strong
emphasis on the benefits of staff with lived experience of mental health issues sharing this
experience in practice, to promote consumer recovery. As WRHC strongly supports the
employment of staff with lived experience, a need to conduct research on the topic was
identified.
A research proposal was compiled, highlighting the need to explore the benefits and
opportunities of sharing lived experience in practice. This piece of research was completed
by an OT student, Siofra McDonagh, with the support of the Consumer Participation team
and the broader mental health team (Southwest).
The research questions were:




What is the outcome of sharing a lived experience for the consumer worker
themselves? What are the positive aspects? What are the negative aspects?
What are the outcomes for the client with whom the lived experience is shared, and
what is its role in the recovery process?
What supports do workers with lived experience require to enable them to fulfil the
role of sharing their lived experience?

Method:
The method of data collection was semi- structured interview, guided by a questionnaire
aiming to gather information on the research questions identified above. The data was
collected from five interviews. The interviews will took approximately 1hour to complete,
and were recorded using an audiotape. The data was thematically analysed, assessing the data
for themes and patterns.
Result:
The research questions identified above were explored in detail, highlighting the
opportunities and benefits in applying lived experience in practice. The following themes
were identified and will be discussed in detail:
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Conclusion:
The process of sharing lived experience is complex and requires a high level of
consideration, skill and intuition. There is emerging evidence that sharing lived experience
can support consumers in their recovery journey. Staff sharing lived experience in the course
of their work require a comprehensive support structure to enable them to sustain the work,
and to engage in strategies that promote personal and professional self-care
References:


Brown, G., & Courtney, M. (2006). Are we There Yet? Consumer Participation in Mental Health
Services. Australian Journal of Primary Health, 12 (1): 8 – 13.



Lammers, J & Happell, B. (2003). Consumer participation in mental health services: looking from a
consumer perspective. Journal of Psychiatry and Mental Health Nursing, 10: 385 – 392.



Department of Health. (2009). Strengthening consumer participation in Victoria’s public mental health
services – Action Plan. Melbourne: Victorian Government Department of Human Services.
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Smiles 4 Miles at WRHC
Team leader Dental and Oral Health Therapists
Claire
Mustchin
Integrated oral Health Program
Health promotion plan
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Abstract:
History:
In 2009 WRHC was successful in our application for a grant from DHSV to run the program
Smiles 4 Miles in the Maribyrnong catchment area. The program is a state-wide oral health
promotion program that is aimed at preschool aged children and there families. The program
is based in preschools and runs over a calendar year. The program focuses on three key
messages: Drink Well, Eat Well and Clean Well. The aim of the program is to reduce the
caries (decay) risk and experience of young children.
Method:
13 preschools were recruited to participate in the program. 5 of the preschools are preschools
were children bring their own lunch to school (at the other 8 are preschools are part of a
larger child care centre and the daily food is prepared for the children).
At least one staff member from each preschool attended a training session. The training
session explained the Smiles 4 Miles program and its implementation along with the basics
of oral health. Every attendee evaluated this training session by completing a pre and post
training session survey.
The key messages were implemented in Preschools. Drink Well and Eat Well in term 2 and
Clean Well in term 3 (at the time this abstract was written).
Lunch box surveys were completed by every preschool before and after the implementation
of the Drink Well and Clean Well messages. The results of the surveys were used to
determine the uptake of the information and to see if the messages had a positive effect on
what was in children’s lunch boxes (i.e.; a reduction of sweet drinks and sugary/high fat
packaged foods).
Result:
Evaluation of the staff training session revealed that attendees found it to be of benefit, with
generalised increase in confidence about implementing the program, and increase in
knowledge about early childhood oral health.
 Reduction of sweet drinks by 3.6 serves per preschool
 Reduction of sugary /high fat packaged foods by 5.2 serves per preschool
Conclusion:
We have found that to date the program has been successful. We will be presenting the above
results and how we plan to progress this program in 2011-2012.

STAMP – From a Client’s perspective
Title
Author(s) details:
Title Counselling – STAMP client/participant
First name (Name withheld)
Surname
Team
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Submission type
(paper, poster…)

paper

Abstract:
History:
STAMP is an example of a service working with the local community in a collaborative way
to enhance the well being of families and to reduce family violence. The project has shown
that working in this way with the community, responding to their expressed needs as well as
assisting the community to understand systems and frameworks in the Australian context can
have significantly positive outcomes.
Method:
The evaluation of this project by the project workers has been ongoing and was the subject of
STAMP’s presentation at last year’s Research and Evaluation Internal Conference.
This presentation will be from the perspective of a consumer/participant who has been
actively involved in the STAMP program over the past twelve months. Athieng, who is from
Sudan, will share her history as a refugee, her journey to Australia, what led her to the
STAMP program and what she sees as the benefits to herself and her community. This will
be an informal personal evaluation.

Result:
It is acknowledged that this approach is outside the normal perimeters of a Research and
Evaluation conference, however, it will be valuable for conference participants to gain
insights from the point of a participant, particularly in light of the WRHC Strategic Plan
2011-2015 principles and goals which promote participation, empowerment and listening to
the people we work with.
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Tailoring a structured early childhood enrichment program for a CALD
community: Challenges and strategies

Title
Author(s) details:
Title
First name
Surname
Team
Title
First name
Surname
Team

Ms
Linda
Baker^
HIPPY Co-ordinator, Paediatric Team, CCVoC
Ms
Lorena
Wright
Paediatric Speech Pathologist and Team Leader
Paediatric Team, CCVoC

Title
First name Ms
Surname Robin
Team Gregory
Program Manager
CCVoC
Submission type
(paper, poster…)

Paper

Abstract

History:
The Home Interaction Program for Parents and Youngsters (HIPPY) is a two year home
based early childhood enrichment program. Whilst the recent implementation of HIPPY at
Western Region Health Centre has been enthusiastically embraced – how does this structured
program meet the needs of culturally and linguistically diverse (CALD) families? Tailoring
of structured programs is important, but in CALD groups this holds particular significance
due to language, cultural and literacy issues.
Method:
All parents enrolled in the 4yr old group at HIPPY Braybrook were invited to complete a
brief user-friendly evaluation questionnaire halfway through the first year of delivery.
Participants were given the option of self completing the questionnaire or with tutor
assistance. Data were analyzed using PASW StatisticsTM 18.
Conclusion:
This presentation will discuss how HIPPY Braybrook tailored this early childhood
enrichment program to address the diverse needs of the CALD families, parent evaluation
results and implications for future practice.
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Title

The Being Happy Support Group

Author(s) details:
Title
name
Team
Submission type
(oral presentation,
poster…)

Community Mental Health Workers
Steven Holzman & Cara Hudson
D2DL
Oral presentation

Abstract:
History:
In a recent study conducted by SANE Australia1, consumers were asked, “What is the most
effective strategy for managing a mental illness?” Of 261 consumers that responded, 74%
stated that education and counselling were the most effective strategy. This provided the
basis for the Being Happy Support Group. Initiated as part of the Day-to-Day Living
Program, this eight week support group aimed to equip consumers with the skills, knowledge
and motivation to manage their recovery. It was anticipated that the participants would
develop confidence in their ability to self manage their mental illness via attendance at the
Being Happy Support Group.
Method: The support group is run every second week, with a total of eight sessions. Six
sessions have already been completed. Each session focuses on different areas for
improvement for clients such as: Managing Thoughts, Overcoming Anxiety, Improving Self
Esteem and Assertiveness. Although there was no structured assessment prior to the
commencement of the project, at the conclusion of the course, in Session 8 (i.e. 5th
September 2011), a structured evaluation will be completed to determine whether the aims of
the support group were achieved. Informal evaluations are also completed after each session
where participants report on what they have gained from participating in that session to assist
them to self manage their mental illness.

Result:
The formal evaluation of the Being Happy Support group will be conducted in Session 8 (i.e.
5 th September 2011) where we will use a quantitative survey (Mental Health Confidence
Scale) and qualitative discussion to determine if the Support Group has achieved its
objectives i.e. to provide the participants with the skills, knowledge and motivation to
manage their recovery.

Conclusion:
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Although the formal evaluation will not be conducted until the end of the project, we have
received favourable responses from the mini evaluations conducted at the end of the six
completed sessions. These evaluations tend to suggest that the Support group has achieved its
aim to equip consumers with the skills, knowledge and motivation to manage their recovery.
It is these findings that we will explore at the internal conference.

Title
Author(s) details:
Title
First name
Surname
Team
Submission type
(paper, poster…)

The challenges of evaluation
Refugee Health Nurse/Team Leader
Gabrielle
Bennett
Refugee health
paper

Abstract: type text in the box below
History:
WRHC received funds from Healthy Mothers, Healthy Babies Program to work with
refugee mothers to improve health outcomes. The aims were :





To provide pregnancy and early parenting education to refugee women in easily accessible
familiar surroundings.
To improve linkages to key resources such as GPs, Maternal Child Health Nurses and other
services by pregnant and parenting refugee women. (including transport advice/assistance
and introduction to key health providers)
To work collaboratively with The River Nile Learning Centre, Footscray, in the development
of a peer education program.

Method:
The program was planned and conducted using a health promotion approach. Actions from
the Jakarta Declaration (1997) were incorporated including;
 Promoting social responsibility for health,
 Consolidating and expanding partnerships,
 Increasing community capacity and empowering the individual.
Three planning meetings were held in late 2010 with RNLC teachers, board members and Refugee
Health Nurses (RHN) from WRHC. Maternal and Child Health Nurses were invited to attend but they
were unable to participate. The health needs of the young women, as perceived by RNLC staff, were
discussed. Topics listed as being of prime importance to the young women included contraception,
understanding the menstrual cycle and reproductive health system, sexually transmissible infections,
safe sex, pregnancy care, safe relationships, parenting issues and stages of children’s development.
As there was no formal needs analysis available, and time did not allow for this, it was agreed that the
first session of the program would be conducted as a needs analysis of the young women.
An evaluation plan for each session was developed.
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Result:
 2 programs delivered over 2 terms
 Increased awareness & knowledge of SRH.
 Establish connection between students & health workers. Increased use of services.
 Ongoing partnership to visit school; RNLC/WRHC services/MCHN at City of
Maribyrnong
 Many challenges in performing an evaluation with pre-literate, non English speaking
young, refugee mums who experience daily complex social issues, including
homelessness, family violence, etc.
Conclusion:
The challenges of performing a meaningful evaluation for this program included:
 Adapting teaching and evaluation methods
 English language skills
 Literacy & numeracy levels
 Varied experiences/understandings
 Attendance levels

Title
Author(s) details:
Title
First name
Surname
Team
Submission type
(oral presentation,
poster…)

The Western Region Health Centre’s First Response Model.
Mr
Chris
Woodall
First Response Worker.
Oral

History:
The First Response Model was developed in response to a growing body of evidence that
highlights the poor health status for people with mental health issues and complex needs
(Vicserv, 2008). Traditional primary care models have limited success in engaging this
population (Victorian Department of Health, 2009, Homelessness Taskforce, 2008) The
First Response Model developed by Western Region Health Centre is an innovative and
highly accessible approach designed to facilitate better access to primary healthcare
Method:
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There are currently two evaluations underway; firstly in February 2011, a 'snapshot' In
evaluation, (set in the context of a larger evaluation) of the accessibility of the service was
undertaken over a two-week period. Secondly, a survey is being undertaken using the data
findings from the Tracare client system to identify monitor a clients' journey from the initial
presentation and the subsequent access to Western Region Health Centre’s services. The data
of these two evaluations is currently being analysed that will identify trends and patterns in
the access of services for clients with complex health needs.
Result:
Considering the infancy of the First Response model (established in December 2009) and the
outcomes of the two evaluations are yet to be comprehensively analysed, there are certain
trends that have emerged through the adoption of qualitative information through discourse
analysis.

(i)

Secure housing is identified as a predominant need for clients who present at
First Response. The barriers to housing impede an individual’s human rights
and further entrench a culture of disempowerment and exclusion that the First
Response model may alleviate through access to primary and secondary
health services. . (Australian Human Rights Commission, (2008),
Homelessness is a Human Rights Issue, Discussion Paper).

(ii)

Access to a model of care that is expedient and collaborative such as the First
Response model, provides clients with a holistic approach to their health care
needs.

Conclusion:
The presentation will involve discussion of the aforementioned issues through the use of case
studies that highlight the First Response model and the capacity to improve the health and
well being of clients. It is envisaged that client experiences of the First Response Model will
be presented visually and verbally (through written contributions) that will provide a
personal perspective from a recipient of the Western Region Health Centre’s initiative.
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Title
Author(s) details:
Title
First name
Surname
Team
Contact author
e-mail address
Submission type
(paper, poster…)

Well For Life
Alison Brinksma & Ranga Nyahoda
Outreach Support Workers
Older Persons High Rise (OPHR) Program

Presentation with DVD (7 minute duration)

Abstract:
History:
Well For Life (WFL) is a Department of Health initiative which encompasses health
promoting principles with a focus on physical activity, nutrition and emotional wellbeing
among older people. OPHR has conducted WFL for several years. In 2011, the program had
the opportunity to apply these principles at a broad acre estate (William Angliss, Footscray)
as a 12-month HLPH (Healthy Living in Public Housing) pilot project. This presentation and
DVD covers:
1) the evaluation of ongoing WFL initiatives within OPHR
2) evaluation of the HLPH pilot project
Method:
OPHR:
A needs assessment was carried out using:
- resident surveys
- resident focus groups
This assessed the success of previous projects and guided suggestions of future initiatives.
Workers also completed pre- and post test questionnaires (using several tools provided by
DoH).
HLPH:
Needs assessment involved:
- focus groups
- gathering information through semi-structured interviews with individual residents
This information guided initial planning of activities.
As project progressed workers kept journals of weekly activities provided at the estate
(including participant numbers and feedback from participants).
A DVD was created which aimed to capture residents’ experiences of involvement in WFL
across both projects. This involved 12 semi-structured interviews edited to 4 key stories
reflecting themes and experiences of participants.
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Results:
OPHR
Based on resident & staff feedback seven group activities were conducted as part of the WFL
initiative.
For each group (with one exception) participant numbers exceeded pre initiative
expectations.
Several limitations were apparent with regards to the pre & post test questionnaires. Whilst
improvements were recorded in outcome measures targeting emotional, physical and
nutritional wellbeing – the limitations of these tools meant little credence was given to these
results.
HLPH
38 participants were involved in the WFL initiative over the 12 months of the HLPH project.
Based on their needs assessment project workers facilitated weekly ‘Come & Try’ sessions
which provided participants the opportunity of involvement in different activities focused on
nutrition, physical activity and emotional wellbeing. Each session was accompanied by
afternoon tea. Of significance was the growth of the group and maintenance of numbers
once participants were engaged.
The DVD enabled participants the opportunity to articulate how WFL concepts were
applicable to their lived experience in public housing high rise & broad acre estates.
Conclusion:
WFL remains relevant to OPHR and during the HLPH pilot project, was shown to be
relevant and transferable to other public housing estates too.
The resulting DVD showcased participants experience in WFL activities and can be used as
an informative tool for stakeholders involved in WFL directly, or working with older
residents of public housing estates.

“WHAT’S COOKING – BETTER HEALTH AND
WELLBEING IN SUNBURY”
Author(s) details: Bernard Heaney and Donna Koo
Title
First name
Surname
Team
Oral presentation – possible video
Submission type
(oral presentation,
poster…)
Title
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Abstract:
History:
The Hume Municipal Public health Plan 2009-2013 and the WRHC Health Promotion Plan
2009-2012 identified the need for programs that increase access to nutritious food. The
Hume Mental Health Program at the WRHC was operating its own cooking program and saw
the benefits of participating in a partnership with a broader participant base.
The Community Kitchen is a partnership program initiated by Hume City Council and
involving the WRHC and Sunbury Community Health Centre. Funded under the Healthy
Hume initiative, it aims to empower individuals and communities by providing skills and
knowledge to achieve a healthy lifestyle
Method:
Generally the community kitchen aims to provide participants with skills and knowledge to:
 Cook healthy and affordable meals
 Identify and cook common fruit and vegetables
 Operate and use common kitchen utensils
All participants completed a pre and post survey after a 12 week pilot aimed at assessing
changes in healthy food knowledge, changes in cooking skills and also changes in social
inclusion. The questions were both quantitative and qualitative in nature.
The program also includes input from dieticians and advice on budget conscious recipes – as
well as portion sizes and social etiquette.
The additional aim for mental health consumers at WRHC is integration into a broader
community program and decrease levels of social isolation.

Result:
There have been some positive results for participants both in terms of knowledge and skill
development- as well as being more connected to the general community.
An additional benefit for the community is that it has assisted to increase knowledge around
mental health issues and to reduce stigma in this area of the community.

Conclusion:
The kitchen is now operating as an ongoing and vibrant program – with participants gaining
more independence in the management and coordination on a weekly basis. It seems that the
time honoured tradition of a community coming together to prepare food and share meals
together has a multitude of benefits for those willing to participate
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Title
Author(s) details:
Title
First name
Surname
Team
Submission type
(oral presentation,
poster…)

Whoops’ moments in Health Promotion evaluation…. are they OK?
Health Promotion Planner
Jaime
Edge
Community Engagement Planning and Development
Oral Presentation

Abstract:
Background:
The Western Region Health Centre (WRHC) Health Promotion (HP) Policy Vision states:
“Western Region Health Centre staff will work towards promoting the health and positive
wellbeing for our local communities through reducing preventable illness and supporting
initiatives which address the broader determinants of health.”
WRHC has recently introduced new planning and reporting requirements for funded
integrated health promotion work. These requirements include more rigorous evaluation of
our initiatives. The requirements have been introduced for a number of reasons including:
our funding body’s new requirements and to support WRHC’s strategic plan’s goals and
associated outcomes. In training staff regarding these new evaluation results the issue of
“bad” evaluation results has been raised.

Content:
This presentation examines the reasons why HP evaluation is important with a particular
focus on evaluation results that showed programs didn’t achieve what they intended
(misguidedly often referred to as “bad” evaluation results). Such results will be explored and
discussed. Discussion (in addition to exploring why HP evaluation is important) may include:






Are such results OK?
Should we share them?
Why aren’t good intentions enough?
Should we begin if there is no evidence base?
Protecting our community from harmful/ ineffective or inappropriate practices

Using published research, the presentation will provide examples of HP work which has been
evaluated and whose results reveal that the project didn’t achieve what they intended. The
value of these results will be highlighted. Particular focus will be given to the Life Education
Drug and Alcohol Prevention program run in Victorian Primary Schools in the 1980’s.
Overall the presentation will send the message why it is important to evaluate and why “bad”
evaluation results are still good results.

295

Internal Conference 2011 Survey

Conference Survey - 2011

Thank you for attending our conference. We are interested in your impression of our conference
and invite you to complete this short survey. The survey is to help us determine whether the
conference has been helpful in meeting your expectations.
Please rate your satisfaction with the following aspects of the conference (Please tick one box).

Not
Satisfied
1
2

3

4

5

Very
Satisfied
6
7

The registration process
Conference material
Speakers/Presenters
The topics presented
The Conference Venue
The food
The venue location

Did you feel that the length of the conference was (please circle one):
(a) Too long
(b) Just right
(c) Too short
Please rate the level of your agreement with the following (Please tick one box):
Strongly
disagree
The content of the conference was
appropriate.
The content of the conference was
informative.
The conference was well organised.
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Disagree

Agree

Strongly
agree

How would you describe the conference to your colleagues?
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………

Any other comments:
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
Thank you for participating at our Conference.
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Evaluation Results for WRHC Internal Conference - 2011
N=31
A 7 point Likert scale was utilised with 1 equalling “Not Satisfied” and 7 equalling Very Satisfied”.

The Registration
Process
2
3
4
5
6
7

Count
1
1
1
2
7
19

%
3.2%
3.2%
3.2%
6.5%
22.6%
61.3%

Conference Material

Speakers/Presenters

The Topics Presented

Count

%

Count

%

Count

%

1
2
5
14
9

3.2%
6.5%
16.1%
45.2%
29.0%

1
1
5
11
13

3.2%
3.2%
16.1%
35.5%
41.9%

1
1
4
13
12

3.2%
3.2%
12.9%
41.9%
38.7%

The Conference Venue
Count
1
2
3
4
5
6
7

The Food

%
1

The Venue Location

Count
1

%
3.2%

Count
1

%
3.2%

3.2%
9.7%
25.8%

3
3

9.7%
9.7%

29.0%
29.0%

11
13

35.5%
41.9%

3.2%

1
3

3.2%
9.7%

1
3
8

9
17

29.0%
54.8%

9
9

The Length of the
Conference

Too Long
Just Right

Count
7
23

%
22.6%
74.2%

Too Short

1

3.2%

Disagree
Agree
Strongly Agree

The Content of the
Conference was
Appropriate

The Content of the
Conference was
Informative

The Conference was
well Organised

Count

Count

Count

1

%
3.2%

17
13

54.8%
41.9%

1

%
3.2%

14
16

45.2%
51.6%
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17
14

%
54.8%
45.2%

Comments

How would you describe the conference to your colleagues?

Positive comments
-

-

-

-

-

Made me feel proud of Western Region Health Centre. Great insight into other
programs.
A good opportunity to hear what's going on across Western Region Health Centre
and get together with colleagues and meet new people.
Very informative and well organised.
A showcase of work done across Western Region Health Centre. An opportunity for
staff to build capacity and confidence in conference presentations. An enjoyable day
with colleagues.
Informative and inspiring. Proud to be part of Western Region Health Centre grass
roots staff. Recognised that the challenges we face can be overcome with diligence,
creativeness, lateral thinking and partnership.
Great idea.
A great way to hear what your colleagues are doing. The fantastic work which
Western Region Health Centre does. Gave staff an opportunity to showcase their
work.
Very informative and motivating.
Informative. Good way to find out about other programs across Western Region
Health Centre and share ideas. Supportive environment to present your work.
Fantastic showcase of the broad, diverse, yet synergistic work of Western Region
Health Centre. Congratulations to all organising people and all presenters.
An opportunity to share in the ideas innovations and expertise of a diverse range of
health services.
Informative, well organised and interesting. Really fascinating to hear about what
other staff are up to.
Dynamic.
Highly recommended it.
Informative! It gave great insight into the organisation and the direction.
Interesting to find out what other colleagues do at Western Region Health Centre
and get to put names to faces. Really shows that we are a very innovative
organisation.
It is worth attending.
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-

-

-

-

-

It was fun and good to hear about the work of programs because sometimes you
forget how much we are helping people.
Better than the last one.
Great opportunity to present what goes on across the centre. Good incentive for
programs to evaluate and promote their work.
Informative with a great understanding of services provided by Western Region
Health Centre.
Very informative about the different programs at the health centre and getting a
sense of the work colleagues do and the results that they are achieving. Also a great
setting to get constructive criticism of our work from fellow colleagues and other
stakeholders.
A fantastic opportunity to understand and appreciate the work done by other
Western Region Health Centre programs and meeting the workers first hand.
Fantastic. Stimulating. Challenging. Integrating. Quality. Made me proud of us. A
catalyst for the work we are doing. Reflects the change of culture in our
organisation. Amazing.
Great sharing information and learning new information. Supportive and friendly
culture.
Great opportunity to hear about initiatives and programs.
A great forum to learn about the work that other teams are working on.
It was a great deal better than last year in terms of the organisation, food and
amenities. The day’s very long though and it is hard to maintain concentration with
all the presenters.
Informative and holistic. A fantastic opportunity to share Western Region Health
Centre’s achievements across all teams and programs.
Loved the fact that we had a choice of seminars! Excellent. Cheerful presenters.
Uplifting. Informative. Lay person terminology was good. Great and comfortable
venue. Better than other year. Not so this is from annual report/political. More
about actual learning/revisiting/awareness/networking.
Great opportunity to learn about other parts of the service are doing in terms of
evaluation.
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Any other comments
-

-

-

-

-

-

-

need more detailed descriptions re presentation topics and it was difficult to know
sometimes what they were about.
Favourite seminars were hearing voices and consumer participation. Like listening to
the aboriginal lady for five minutes-wish it was longer and more informative-shame.
Like John Bamberg and his mentor Amaryll. The hoping the consumer participation
in court and the staff, actually are empowered-their research and the violation is not
simply shelved and the action research outcomes is implemented. Well done
everyone who presented.
Please ensure all rooms run on the same schedule.
Perhaps longer lunch with some time to unwind would make the day easier to
manage. It would also be nice to go for a walk somewhere other than along Ballarat
Road, so a different location might be nice.
Well done team.
Czech people needed guidance about what was expected of them and could have
been better prepared about topics that were cheering.
Was surprised that morning tea was so sugary no fruit. Little encouragement of
chairpersons to monitor people to keep on time. Missing out other presentations
because of that. I would suggest new year to allow 5 to 10 minutes between
presentations.
Good for networking. Good for showcasing our work. Given the resources, to have a
copy of abstracts to help choose between sessions.
Thank you very much for the support and leadership in research and of a relation in
Western Region Health Centre.
It would be good for presenters to have a short induction before commencing the
conference on the day and how to use the technology in what will be done for time
etc. Maybe as part of registration. Thanks.
Sessions need to run in time with each other, as people would miss out on other
sessions because some would run over or under time.
Well done! Was very slick/impressive day.
Some presentations, while informative, seem to forget that focus was on evaluation
and missed describing this (e.g. challenges, learning is, what would do differently
etc).
The Barkley arts Centre Tip Hop presentation was the best part because we actually
got to meet the clients we help and hear their stories. It inspired me-I wish there had
have been more clients speaking-success stories.
Thanks for organising the conference. Congratulations to all your hard work.
Would be great to invite external community health workers-could create some
positive referral pathways.
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-

-

-

-

-

-

Some food for the vega would have been nice. Need to ensure all presenters
commence at the same time to guarantee this day flows.
The conference had an encouraging and supportive environment. Seeing many
presentations helped me realise how research and evaluation is integral to good
practice.
Great venue. Timing of presentations a bit challenging resulting in people coming in
and out of sessions.
The program listing-could there be more detail-sometimes the titles to provide
enough information on what the presentations would be about. (I am aware more
info was available on SharePoint but I didn't have time to look at this).
Congratulations! Well done. Look forward to next year.
Re-establish a committee to support organising to avoid workload all sitting with a
couple of staff. Excellent work, very enjoyable day.
I enjoyed the conference very much.
Felt it could have been contained in 2 to 3 sessions keynote interesting would have
liked to hear something about the challenges of the sector what emerging research
in an area not specific to Western Region Health Centre. Great effort.
My only criticism was the timekeeping. There needed to be a senior wide dull the
starting and ending presentations because the timekeeping ferry to greatly between
rooms which was a shame.
Keeping talks to schedule to ensure consistency. This means all the chairpersons
need to keep their time strictly. Chairpersons should not be the presenters as they
can get distracted regarding timekeeping. Thank you for putting the conference
together though!
Need more detailed description regarding presentations topics as it was difficult to
know sometimes what they were about.
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Appendix L

Ethics Review Policy and procedure

Policy
Area:

Research
and
evaluation
Ethics

Grouping:

Western Region
Health Centre

Chief Executive
Officer

Date
Effective:
Review Date:

Grouping
Number:
Version
Number:

Authorised
by:

1

Review
Period:
Number of
Pages:

1 year
3

Research and Evaluation Ethics Review Policy and Procedures
Purpose and Scope
The purpose of this policy is to ensure that the ethical standard in research and
evaluation conducted at the WRHC conforms to the guidelines outlined by the
National Health and Medical Research Council (NHMRC).
This policy incorporates all Centre staff and volunteers across all program areas who
are involved in conducting research and evaluation projects.

Background Information
WRHC, is required to ensure that the research and evaluation conducted within the
organisation adheres to the guidelines as set out by the National Health and Medical
Research Council.
Research and evaluation ethics aims at maintaining the privacy and confidentiality of
participants (WRHC staff and clients). Equally research and evaluation ethics aims at
ensuring no harm will come to participants’ physical, psychological, personal worth,
social, economic, and legal condition. Research and evaluation ethics procedures also
aims at ensuring that projects contribute to knowledge and understanding, improves
social welfare and wellbeing and contributes to skill and expertise.
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Policy
1. WRHC is committed to ensuring that the research and evaluation projects
conducted within the organisation are carried out in a safe and professional
manner.
2. To ensure that research and evaluation projects are conducted in a safe and
professional manner, WRHC Management will accept the NHMRCl’s guidelines
as the indicator of best and ethical research and evaluation practice.
3. WRHC is committed to encouraging research and evaluation project that benefits
its clients and community and will contribute to skill and knowledge base to
ensure evidence based best practice .
4. Research and evaluation projects must meet the requirements stipulated in the
NHMRC’s guidelines.
5. Research and evaluation is also to mean activities conducted under the terms
“Audit” and “quality assurance” as determined by the NHMRCl.
6. This policy also extends to individuals and organisations (Hospitals, Universities,
Community Health Centres etc.) who requests WRHC participation in there
research and evaluation projects.
7. WRHC will appoint an internal Human Research Ethics Advisory Committee
(HREAC) who can approve projects that present “minimal” or “no” risk as
determined by NHMRC guidelines.
8. The HREAC will consist of three (3) members of the Organisational Research and
Evaluation Committee and meet monthly.

Procedure
1. WRHC Staff wishing to conduct a research or evaluation project are to
complete the “Research and Evaluation Proposal Form” which can be
accessed on Sharepoint.
2. In addition, staff complete the nine (9) question survey attached to the
Research and Evaluation Proposal Form either individually or in conjunction
with their Program Manager.
(If all of the nine questions are answered as “no”, then an ethics review is not
indicated. If any one question is answered “yes” then the proposal will
require an ethics review.)
3. Staff members should discuss their project with their Program Manager who is
required to sign the form to indicate that they either endorse or reject the
project.
4. The Program Manager will send the Research and Evaluation Proposal Form
to the organisations Research and Evaluation Consultant who will inform the
WRHC’s Human Research Ethics Advisory Committee (HREAC) of the
project proposal at their next meeting.
5. If the HREAC determines that the research or evaluation proposal presents
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with minimal or no risk, the project can commence but if the proposed project
presents with moderate, high or other risks as outlined by NHMRC guidelines,
the HREAC will refer the project to a fully constituted Human Research
Ethics Committee external to WRHC before the project is approved.
6. In the case of individuals or organisation external to WRHC who request our
involvement in their research or evaluation projects, a copy of their project’s
ethics review approval should be requested and forwarded to WRCH’s
Research and Evaluation Consultant. If no ethics approval documents are
available or given, then our involvement should not continue.

Further Information
National Health and Medical Research Council. (2007). National statement on ethical
conduct in human research.
Victorian Government. (2005). An ethics framework for applying the Victorian public
sector values, principles, codes and standards.
Victorian Government. (2008). Victorian Department of Human Services Human
Research Committee: Procedures and Documentation Guidelines.

Quality Improvement
When reviewing this policy the Manager, Primary Care Services will:
 determine if the ethical review procedures that are outlined in this document
are adhered to by all staff.
 ascertain if the ethical review policy and procedures reflect the guidelines
outlined by the National Health and Medical Research Council.

Responsibility
All Program Managers

Author
John Bamberg (Research and Evaluation Consultant)

Approver(s)
Manager, Primary Care Services

Implementation Plan
Implementation Goals
All staff adheres to the ethics policy ands procedure.
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Implementation Strategies
1. Manager Primary Care Services will inform all staff of the organisations ethics
review policy and procedure and where the documentation can be viewed
(Sharepoint).
2. General and Program Mangers will be made aware, via email, of their
responsibility to ensure staff adhere to the WRHC ethics review policy and
procedures.

Responsibility for Implementation
Manager, Primary Care Services
Authorised by:
Date:
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Position Description including involvement with Research and
Evaluation

WESTERN REGION HEALTH CENTRE LTD
POSITION DESCRIPTION

Position:

Community Health Nurse (Youth & Women’s Health)

Location:

72-78 Paisley St, Footscray, VIC 3011
(However the position may be required to work from any
of the Centre’s sites).

Job Status:

Fixed Term, Part time, 15.2 hours per week (0.4EFT)

Conditions of employment:
Nurses (Victorian Public Health Sector) Agreement
2007 – 2011 – Grade 3B, Year 1
Authority re Appointment:

Reports To:

General Manager, Health Outcomes

Team Leader, Community Health

POSITION OBJECTIVE:
The position aims to increase the health and well being of women and young people
in the City of Maribyrnong. The role has a clinical component including running a
Well Women’s Clinic. It also involves undertaking health promotion, health
education, community health nursing and secondary consultation around the health
needs of marginalized women and young people.
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POSITION REQUIREMENTS:
Clinical
To provide counselling, educative and support services to women and youth and
to support access to services
 To provide Well Women’s Clinics to women working, living or studying in the City
of Maribyrnong.
 To maintain an accurate recall system for Pap smear provision.
 To ensure the sexual and reproductive health needs of clients are met for both
individuals and in groups.
 To work in partnership with external organisations in the provision of women’s and
youth health e.g. Western English Language School; Victoria University AMEP and
ESL Programs; AMES; ISIS Primary Care Women’s Health Nurses; Women’s
Health West
 Undertake outreach and other strategies to reach marginalized population groups
i.e. Iramoo Youth Refuge
 To work closely with the Refugee Health team to provide health education and
clinical services for newly arrived women and refugees.
 To provide support for the Western Health Antenatal Clinics at WRHC


General Organisational Requirements














Participate in strategic planning and development activities as required
Report on all areas of responsibility against performance targets as required
Undertake specific projects or tasks as directed by Program Manager, Community
Health
Participate in Health Promotion initiatives and activities as required
Maintain information systems on relevant resources and implement relevant
administrative procedures and systems
Participate in regular supervision meetings and an annual Individual Development
Review process with the Team Leader, Community Health
Maintain and develop standards of practice and skills by pursuing internal and
external professional development opportunities
Promote and represent the Centre as a caring, professional, and client-focused
organisation, and its range of primary health and social support services
Adhere to Workplace Health Safety and Well Being standards within the
organisation
Participate in the identification of risks to the program and organisation
Adhere to all Centre policies and procedures
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Commitment to the philosophy of Western Region Health Centre
 Commitment to the philosophy expressed in the centre’s vision, goals and
values statements
 Commitment to work within a community focused whole of population health
approach, recognising the importance of providing a medical model within a
holistic health response
 Commitment to working within a service which includes targeting of
marginalised communities
 Commitment to providing services in a manner that is sensitive to the cultural
background of clients
General Organisational Requirements (standard)














Participate in strategic planning and development activities as required
Participate in WRHC Research & Evaluation projects as required
Report on all areas of responsibility against performance targets as required
Undertake specific projects or tasks as directed by CH Team Leader
Participate in Health Promotion initiatives and activities as required
Maintain information systems on relevant resources and implement relevant
administrative procedures and systems
Participate in regular supervision meetings and an annual Individual
Development Review process with the CH Team Leader
Maintain and develop standards of practice and skills by pursuing internal and
external professional development opportunities
Promote and represent the Centre as a caring, professional, and clientfocused organisation, and its range of primary health and social support
services
Adhere to Workplace Health Safety and Well Being standards within the
organisation
Participate in the identification of risks to the program and organisation
Adhere to all Centre policies and procedures

Commitment to the philosophy of Western Region Health Centre (standard)
 Commitment to the philosophy expressed in the centre’s vision, goals and
values statements
 Commitment to work within a community focused whole of population health
approach, recognising the importance of providing a medical model within a
holistic health response
 Commitment to working within a service which includes targeting of
marginalised communities
 Commitment to providing services in a manner that is sensitive to the cultural
background of clients
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KEY SELECTION REQUIREMENTS
Applications are invited from suitably qualified and experienced people addressing
the following areas:
Mandatory:
 Registration with the Australian Health Professionals Registration Association as
a Registered Nurse Division 1
 Post Graduate qualification in Community Health and / or Post Graduate
qualification in youth and /or women’s health
 Certificate in Sexual and Reproductive Health Part 1 and 2
 Credentialed as Pap Test Provider in Victoria
 Current driver’s license
Desirable:
 Extensive experience in working in the area of Sexual and Reproductive Health
 Sound experience with working with a range of communities from diverse
backgrounds
 A sensitivity to, and an understanding of, the particular needs of clients from
culturally and linguistically diverse communities.
 Developed written and verbal communication skills
 Well developed interpersonal skills
 Demonstrated experience in Health Promotion practice and theory and an
understanding and commitment to the principles of health promotion
 Project management skills, including needs assessment, community
consultation, planning, implementation and evaluation

OTHER RELEVANT INFORMATION


WRHC is an equal opportunity employer



Pre-Existing Condition Declaration
Prior to any person being appointed to this position it will be required that they disclose full details
of any pre-existing injuries or disease that might be affected by employment in this position



Proof of Right to Work in Australia
Documentation that proves the right to work in Australia will be required prior to appointment



A pre-employment police check is mandatory for all new employees



Working with Children Check - Appointment to the position will be subject to a
satisfactory Working with Children Check
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Probation period of three (3) months

 Employees are requested to comply with the Centre’s policy on staff
immunisation

Employees signature:
Employee name:

Date:

Manager signature:
Manager name:

Date:
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Staff Orientation Agenda
Time
8:45am
9.00 – 9.15

Topic

Presenter

Arrival & Registration
“Welcome - A virtual tour and outline of the day”

Shevonne –
HR Officer

9.15 – 10.15

“Achieving the Vision” - A snapshot of WRHC’s past, present and
Lyn – Chief
future through the eyes of the CEO
and
Executive Officer (CEO)
“Taking it on board - Community participation”

10.15 – 10.45

“Taking the guesswork out” – WRHC’s approach to research and
evaluation supporting continuous improvement

10.45 – 11.00

John Bamberg –
Research & Evaluation
Consultant
Morning Tea Break – 81 Paisley Street Tea Room
Jessie –
Senior Project Officer,
Community
Engagement

11.00 – 11.45

“Cultural Competency – Are we there yet?”

11.45 – 12.15

“More than an apple a day……a strategic approach to Health
Promotion”

Karoline –
Health Promotion
Officer

12.15 – 12.45

“Workplace Health and Wellbeing: our approach to making
WRHC a great place to work”

Sharon –
General Manager
People & Culture

12.45 – 1.15

Lunch – Boardroom @ 81 Paisley Street, Footscray
(New Staff, CEO, General Managers and Presenters)

1:15 – 1:30

Walk to Nicholson Street

1.30 – 2.15

“Service + Integration = Better Health Outcomes”

Bernadette
– General Manager
Support Services

2.15 – 2.25

Nicholson Street Tour

Bernadette
– General Manager
Support Services

2.25 – 2.30

Evaluation – what did you think of today?

2:30pm

Program End
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Shevonne –
HR Officer

Research Assistant Contract

WESTERN REGION HEALTH CENTRE LTD
POSITION DESCRIPTION
Position:

Research Assistant

Location:

81 Paisley St
Footscray
(However the position may be required to work from any
of the Centre’s sites)

Job Status:

5 day per week till June 30th 2011

Conditions of employment: Health, Community Services, Ambulance, Management
and Administrative Staff Award 2003
Authority re Appointment: General Manager Primary Care

Reports To:

Research and Evaluation Consultant

POSITION OBJECTIVE
The Research Assistant position will assist Western Region Health Centre programs research
and evaluate their interventions, services and practices as directed by the Research and
Evaluation Consultant. The role of Research Assistant will include a focus on qualitative
evaluation.
POSITION REQUIREMENTS
Project Work
The Research Assistant will work with the Research and Evaluation Consultant to:
 Support development, monitoring and implementation of project evaluation plans.
 Support the sourcing of suitable evaluation tools and data collection methods.
 Be actively involved in professional development related to the role, including
supervision with line manager
 Support evaluation report writing and dissemination.
 Be involved in record keeping, information sharing and communication as required.
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Be involved with the design of evaluation plans including quantitative and qualitative
methods.
Be involved with identifying data collection methods and undertaking data collection.
Carry out implementation of the evaluation plan
Assist with analysing and interpreting the data.

Administrative & Support Systems
 Plan and manage own work load to ensure the achievement of project objectives are met
on time.
General Organisational Requirements










Report on all areas of responsibility against performance targets as required.
Undertake specific projects or tasks as directed by Research and Evaluation Consultant
Maintain information systems on relevant resources and implement relevant
administrative procedures and systems.
Participate in regular supervision meetings and an annual Individual Development
Review process with the Research and Evaluation Consultant
Maintain and develop standards of practice and skills by pursuing internal and external
professional development opportunities.
Promote and represent the Centre as a caring, professional, and client-focused
organisation, and its range of primary health and social support services.
Adhere to Workplace Health Safety and Well Being standards within the organisation.
Participate in the identification of risks to the program and organisation.
Adhere to all Centre policies and procedures.

Commitment to the philosophy of Western Region Health Centre
 Commitment to the philosophy expressed in the centre’s vision, goals and values
statements.
 Commitment to work within a community focused, whole of population health approach,
recognising the importance of providing a medical model within a holistic health
response.
 Commitment to working within a service which includes targeting of marginalised
communities.
 Commitment to providing services in a manner that is sensitive to the cultural
background of clients.
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PROGRAM INFORMATION
The Nicholson St Integration model evaluation project aims to evaluate the efficacy of
locating a number of services within the one site. The evaluation of the First Response
Model will involve determining the efficacy and further development of the model.
Additionally, the Dual Diagnosis program evaluation will focus on the impact the program
has made on consumers and staff.
The aim and objectives of the evaluation of the Nicholson St Integrated Model, First
Response Model and Dual Diagnosis evaluation projects are:
Aims:
1. To conduct an evaluation project into the efficacy and of the services provided by
Western Region Health Centre.
2. To design and conduct a qualitative research and evaluation projects as determined by
the Research and Evaluation Consultant.
3. To provide a written report including all results and recommendations associated with
the evaluation at the completion of the projects.
Objectives:
1. To develop the methods and conduct research and evaluation projects involving the
service, practices and interventions provided by WRHC.
2. To design and conduct a qualitative evaluation project as determined by the Research
and Evaluation Consultant.
3. To develop research questions that will provide the project with the appropriate
information.
4. To conduct semi-structured, in-depth interviews or focus groups to gather information
regarding the efficacy of the interventions, services and practices provided by
WRHC.
5. To conduct an analysis of the obtained information and data.
6. To provide a written report which will include the method used, the results, the
available evidence found and the recommendations of the project.
7. To liaise and provide timely feedback to the Research and Evaluation Consultant
regarding the progress of research and evaluation projects.
KEY SELECTION REQUIREMENTS
Applications are invited from suitably qualified and experienced people addressing the
following areas:
Mandatory:





Knowledge of or exposure to research or evaluation projects and designs
Highly motivated
Demonstrated willingness to learn new skills
Good communication skills – written and verbal
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Desirable:





Current Victorian Drivers Licence
Relevant tertiary qualification or currently studying relevant tertiary qualification.
Experience working within the health sector
Experience in conducting interviews

OTHER RELEVANT INFORMATION


WRHC is an equal opportunity employer.



Pre-Existing Condition Declaration
Prior to any person being appointed to this position it will be required that they
disclose full details of any pre-existing injuries or disease that might be affected by
employment in this position.



Proof of Right to Work in Australia
Documentation that proves the right to work in Australia will be required prior to
appointment.



A pre-employment police check is mandatory for all new employees.



Working with Children Check - Appointment to the position will be subject to a
satisfactory Working with Children Check.



Probation period of three (3) months.



Recipients of Voluntary Departure Package (VDP) are ineligible to apply.



Employees are requested to comply with the Centre’s policy on staff immunisation.

Employee signature: _______________________________________________
Employee name: _____________________________ Date:_______________

Manager signature: ________________________________________________
Manager name: ______________________________ Date: _______________
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Appendix M
Reference Group Agenda
Community Health, Health Promotion Special Initiative Reference Group
(CHHPSIG)

AGENDA
Tuesday 27th April 2010
2.00 – 4.00pm
VENUE
AGENDA
NUMBER
1.

ACTION
BY

MEETING MINUTES
Present:

2.

Apologies:

3.

Business arising from previous minutes:

all



Ethics in Health Promotion
– John Bamberg



Introduction to HP training calendar 2010



Intro to HP training for HACC

AR/TF
CF
CF


Peer learning



Network – discuss potential topics

MP

CF


Intro
to
HP Facilitator
registration form

training



PCP One Plan



Results Based Accountability (RBA)



Peer Learning Network



EMR AOD Strategy



Closing the Gap in the EMR - feedback

–

AB
CF
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AR
all

4.

Discussion


Chair for meetings Aug, Sept, Dec 2010

5.

General Business:Other business

6.

Next Meeting: Tuesday 22nd June 2010
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all

Appendix N
Research and Evaluation Proposal Form
Policy Area:

Grouping:

Western Region
Health Centre

Research and
evaluation
Ethics
Form

Grouping
Number:
Version
Number:

Authorised by:

Chief Executive Officer

Date Effective:
Review Date:
Review Period:

2

1 year

Number of
Pages:

Research and Evaluation
Proposal and Ethics
Application Form
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Western Region Health Centre is committed to providing services of quality and
effectiveness by ensuring a process of continual quality improvement. An effective method
by which to ensure quality improvement is through conducting research and evaluation of the
services we provide the community.
The purpose of this form is to contribute to the quality improvement process by providing an
efficient system by which research and evaluation projects can be undertaken effectively.
Similarly, the purpose of this form is also to ensure that research and evaluation projects are
undertaken in an ethical manner with minimal risk or inconvenience to our clients. For
further information regarding WRHC ethics reviews, WRHC ethics policy and procedures,
and filling out this form, please call John Bamberg on 9680 1103 or email
johnb@wrhc.com.au.

Please complete the following details prior to commencing your research or evaluation
project. Once your Program Manager has signed this form, please forward the completed
forms to John Bamberg.
1

STAFF DETAILS
(a)

(b)

Name:

Position:

Team:

Telephone No:

Does your project involve an external researcher or evaluator:
(please circle one)
No (Go to Question 2)

Yes
If “Yes” please complete the following:

External Investigator(s):
Name:
Title:
Agency/University:
Ethics Approval:

Yes

No

Address for correspondence:
2

PROJECT
(a)

Title
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(Please circle)

(b)

Type of Project (tick whichever is applicable)

[ ] Research by Staff Member

3

[ ]

External Contract Research

[ ]

Evaluation (Internal)

[ ]

Evaluation (External)

[ ]

Other (please specify)

PERIOD DURING WHICH ACTIVITIES WILL OCCUR
From:

4

To:

DESCRIPTION OF PROJECT
Aims:
Brief description of your project:
Methods:

5

PARTICIPANT DETAILS
(a) Who will participate in your project?
(a) Number of Participant

Males:

Females:

(b) Age Range:
(c) Will any participants be ill or frail?
[ ]

No

[ ]

Yes (please provide details)

(d) How will you recruit the participants?

(e) How will you protect the privacy and the confidentiality of the participants?
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(f) Are there any risks (real or possible) to the participants greater than
inconvenience?
[ ] No
[ ] Yes (Physical, emotional, mental, social and spiritual risks)
If “Yes”, please state what you consider the possible risks are and how you will
protect the participants from such risks.

(g) Are there any risks (real or possible) to the researcher/evaluator?
[ ] No
[ ] Yes
If “Yes”, please state what you consider the possible risks are and how you will
protect the participants from such risks.

6

PLEASE INDICATE HOW THE PROJECTS RESULTS WILL BE
DISSEMINATED.

IMPORTANT: Please attach a copy of any surveys/questionnaires, interview or focus
group questions, plain language statements and consent form you intend to use.

Submitted by:

Signature:

Date submitted:
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Endorsement

I …………………………………………. (Program Manager) have read the above
proposal and endorse the undertaking research/evaluation project.
Comments:

…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Name:
Signed:

Date:
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Appendix O
Training Survey
Please indicate what aspects of research and evaluation your team feels is important to be
trained in. Please place a tick in the appropriate boxes.
What is research and evaluation?
Why do research and evaluation?
What constitutes good research (Quantitative and Qualitative)
What is research rigour. (member checking, transferability, triangulation,
peer debriefing, supervision)
What is and why have ‘ethics’ processes?
What is the nature of reality (Ontology) and how do we know what we know
(Epistemology) and how do we study the world (Method)
Qualitative research and evaluation methods overview.
How to search electronic databases.
How to create a search question.
How to design questionnaires. (Surveys and pre and post questions)
How to analyse pre and post test data using T tests.
Writing conference and article abstracts.
Writing papers (articles)
Choosing a Journal to publish in.
Presenting at conferences.

Other:
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
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Appendix P
Training Agenda Survey Results
What is research and
evaluation?

Why do research and
evaluation?

Count

Count

%

Yes
No

8

100.0%

‘Ethics’ processes

Yes

Count
5

%
62.5%

No

3

37.5%

How to create a search
question.

Yes

Count
7

%
87.5%

No

1

12.5%

Writing papers (articles)
Count
Yes
No

8

%
100.0%

%

What constitutes good
research
Count

%

What is research rigor.
Count

%

1

12.5%

7

87.5%

7

87.5%

7

87.5%

1

12.5%

1

12.5%

What is the nature of
reality (Ontology) and
how do we know what
we know (Epistemology)
and how do we study
the world (Method)

Count
6

%
75.0%

2

25.0%

How to design
questionnaires.
(Surveys and pre and
post questions)

Count
8

%
100.0%

Choosing a Journal to
publish in.
Count
2
6

%
25.0%
75.0%
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Qualitative research and
evaluation methods
overview.

Count
6

%
75.0%

2

25.0%

How to analyze pre and
post test data using T
tests.

Count
8

%
100.0%

Presenting at
conferences.
Count
5
3

%
62.5%
37.5%

How to search electronic
databases.

Count
6

%
75.0%

2

25.0%

Writing conference and
article abstracts.

Count
7

%
87.5%

1

12.5%

Comments:
 How to obtain ethics approval esp. from hospitals.


Include Literature reviews.



Making sense of the available information; Clinical based research.



How to create research question; ethnographic research techniques; consumer
involvement in resources; research methods with injecting dug users; funding for
research.
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Appendix Q
Research and Evaluation Proposal Report
Title:
Staff Member:
Team:
Is the project Research or Evaluation?
Type of research or evaluation
Qualitative
Quantitative
Mixed
Risk Factors and Ethics Requirements:
Project Complexity:
Ideas that can be offered:
Assistance Required:
Signed:

Date:
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Appendix R
PhD Researcher’s Conference Abstracts

Health Services Policy Research Conference – 25/11/2009
Abstract
Background
Community Health funding can no longer rely on providing programs and interventions that
are said to work. Many funding sources, including government and philanthropic, now insist
that practice be evidence based with programs including evaluation processes that can verify
their efficacy. However, generally Community Health is not well placed to conduct
evaluation and research. External evaluators are often expensive and have frequently been
found to miss the values and the essence of what makes Community Health programs
effective and vital. At the Western Region Health Centre we have developed an action
research project that would enhance the capacity of the staff to conduct research and
evaluation of a publishable standard. To accomplish this, a number of areas have been
identified that are crucial to implementing change in the organisational policy and culture.
This presentation reports on our findings.
Method and Data
The project incorporates a qualitative research method involving a Cooperative Inquiry and
ethnographic action research design. Data is obtained through observation and semi
structured interviews with meetings recorded and transcribed. The data was analyzed using
thematic analysis.
Results and conclusion
Four areas have been identified as imperative to enhancing the organisation’s capacity to
conduct research and evaluation projects. The areas identified are organisational policy
(ethics, job descriptions), knowledge and competencies (training, mentoring),
Communication (intranet) and resources (software, database access). By addressing these
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four areas, the organisations culture is changing in which the staff is embracing research and
evaluation as an element of their practice.

Vicserv Conference – 29/04/2010
Title: “We are doing a great job, but are we effective?
Theme: Inspiration
Stream: Health Inequalities
Presentation: Extended presentation (40 minutes)
Rationale: There is growing concern that Community Health Services do not have the level
of practice evidence that is comparable to other health services such as in clinical treatment
interventions. This has lead to frustration not only for management but also for the people in
treatment and in the community. Providing evidence of practice effectiveness requires
organisations to develop new innovation and new ideas that can change and implement a
culture by which staff can engage in evaluating and researching their practice. At Western
Region Health Centre, this frustration has lead to the implementation of an innovative idea
that builds a culture which incorporates a greater understanding of the value and
effectiveness that research and evaluation can bring to develop practice effectiveness.

Latrobe University Counselling Research Seminar – 4/06/2010
Abstract
Background
Western Region Health Centre is increasingly urged to provide services that are evidence
based. Providing evidence of practice effectiveness requires the organisation to develop new
innovation and ideas that can change and implement a culture in which staff can engage in
researching and evaluating practice. My PhD involves an action research project that aims to
build a culture which incorporates a greater understanding of the value and effectiveness of
research and evaluation by building the staffs’ capacity to conduct their own projects within
the organisation.
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Method and Data
The project incorporates a qualitative research method involving a Cooperative Inquiry and
ethnographic action research design. Data is obtained through observation and semi
structured interviews with meetings recorded and transcribed. The data was analyzed using
thematic analysis.
Results and conclusion
Four areas have been identified as imperative to enhancing the organisation’s capacity to
conduct research and evaluation projects. The areas identified are organisational policy
(ethics, job descriptions), knowledge and competencies (training, mentoring),
Communication (intranet) and resources (software, database access). By addressing these
four areas, the organisations culture has changed in which the staff is embracing research and
evaluation as an element of their practice.
Title: Building Research and Evaluation Capacity in a Community Health Service

Action Learning and Action Research Conference – 7/09/2010
Abstract
Background
Staff members at Community Health Services are increasingly urged to provide services and
practices that are evidence based. However, in general, staff members often lack the
incentive to embrace research and evaluation to inform their practice. A number of reasons
have been postulated as to why this occurs, namely, a lack of research and evaluation
training, a lack of confidence in research, a high work load leaving little time for
extracurricular activities such as evaluation and research, a lack of budget allocation for
evaluation and research, and a lack of trust and belief that evaluation and research can
enhance skills. To provide services that have an evidence base requires organisations to
develop new innovations and ideas that can change and implement a culture in which staff
members can engage in researching and evaluating practice. Western Region Health Centre
has initiated an action research project that would enhance the capacity of staff members to
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consult, understand and conduct research and evaluation projects. My PhD project involves a
cooperative inquiry and ethnographic action research project that aims to build an
organisational culture in which a greater understanding of the value and effectiveness of
research and evaluation is achieved. My project aspires to accomplish this by building and
enhancing staff members’ capacity to conduct their own research and evaluation projects
within the organisation.
Method and Data
The project incorporates a qualitative research method involving a Cooperative Inquiry and
ethnographic action research design. Data was obtained through observation and semi
structured interviews with cooperative inquiry group meetings recorded and transcribed. The
data was analyzed using thematic analysis.
Results and conclusion
Four areas have been identified as imperative to enhancing the organisation’s capacity to
conduct research and evaluation projects. The areas identified are organisational policy
(ethics, job descriptions), knowledge and competencies (training, mentoring),
Communication (intranet) and resources (software, database access). By addressing these
four areas, the organisations culture has changed in which staff members are embracing
research and evaluation as an element of their practice.

Australasian Evaluation Society Conference – 2/09/2011

Title – Do we really need Human Research Ethics processes in Community Health?
J. Bamberg1
1

Western Region Health Centre, Footscray, Melbourne, Australia

At Western Region Health Centre (WRHC) we have conducted a project that will build and
enhance our capacity to conduct the Research and evaluation of our programs to ensure we
offer our community quality services involving practice that is evidence based. To
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accomplish this goal a staff member was hired who is versed in research and evaluation
modalities to build our capacity so that it could be included in the staff’s daily practice. In
building such capacity a frequent question arose as to whether ‘Ethics’ approval was
necessary to conduct evaluation projects. To find an answer we surveyed 13 community
based health services to explore how this sector determined and fulfilled their ‘Human
Research Ethics’ responsibilities.

The result of our survey showed that many community health services failed to implement
the ethics guidelines established by NHMRC and could be viewed as not conducting
evaluations based in ethical practice. At WRHC we developed a strategy by which ten staff
members received university based training in appraising Human Research Ethics
applications. Following the training, we established a Human Ethics Advisory Group that
could approve “no” or “low” risk projects. To accommodate risks greater than “no” or “low”
we have formed an association with a local university’s Human Research Ethics department
who have agreed to review applications that present with “moderate” to “high” risk in
exchange for WRHC involvement in the university’s Ethics committee.

Our presentation will involve the development of WRHC’s Human Research Ethics policy
and procedures and why involving ‘Ethics’ processes in conducting evaluation projects in
community health centres is important. The Human Research Ethics processes benefit not
only our organisation but is especially valuable and central to ensuring and protecting the
rights of the people who require participation in our services.

Family Therapy Conference – 2511/2011
Title: Developing Family Therapy Research in Practice: Is it easy?
Abstract
Conducting research or evaluation in family therapy, as in other health fields, is frequently
difficult to accomplish because of a number of barrier which include available time and the
level of research skill and knowledge of practitioners. Practitioners acknowledge that they
often gain information and knowledge regarding advancements in their field from other
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practitioners and frequently refrain from consulting literature involving research studies.
Such praxis can lead to clinical practices that are based in hearsay rather than evidence.
At Western Region Health Centre we have conducted an innovative project by which we
could build, enhance and incorporate research and evaluation into clinical practice. The
project has developed a greater understanding and confidence in critiquing research
literature, conducting research and evaluation projects, writing for publication and presenting
at conferences. We have accomplished this through the development of a research training
curriculum, through mentoring staff members conducting projects, through understanding the
organisation’s culture and through applying Eli’s eight conditions for implementing change
and innovation.
My presentation will discuss the results of our project and the importance of the above
framework. It will include the factors that constitute an organisation’s culture, staff’s skill
acquisition and mentoring opportunities and the components of Eli’s implementation frame
work.

Journal Publication Abstracts
Newparadigm – Summer 2010

We are doing a great job, but are we effective?
John Bamberg
(Research and Evaluation Consultant)
And
Kylie Busch
(Physiotherapist)

Practitioners frequently express their preference to be informed by other practitioners
regarding practice knowledge and innovation in lieu of consulting applicable research and
evaluation studies. Practitioners often cite that research is an activity that was not part of
their practice, experience gave them practice knowledge therefore there is no need for
research and that research results were frequently changing and consequently was of little
value (Harrison, 2005). This viewpoint has contributed to practitioners consulting the
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experience of other practitioners to gain practice knowledge and innovations as opposed to
consulting the results of research and evaluation studies (O'Donohue, et al., 1985). The
results of practitioners’ not consulting research and evaluation can also have other
detrimental effects.
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Abstract
It is becoming increasingly important for the community health sector to provide evidence of
practice and program effectiveness. Unfortunately many community health centres do not
have the capacity to provide such evidence and require the implementation of innovative
changes within their organisation to develop their capacity to conduct research and
evaluation. In this paper we present our project in which we utilised Donald Ely’s model to
build research and evaluation capacity in a community health centre. We utilised a qualitative
research method that incorporated a co-operative inquiry action research design. Qualitative
research methods incorporated data from semi-structured interviews, observations and the
recording of relevant meetings. The data were analysed by means of thematic analysis. We
found that to successfully build research and evaluation capacity entails the application of a
model that is capable of not only addressing significant issues in implementation but that can
also identify the conditions within an organisation that are important to achieve change. Ely’s
Conditions for Change model was most appropriate to implement the necessary changes.
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