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Abstract 

Introduction 

Health promotion is recognised as an essential element of comprehensive primary 

health care. Primary health care organisations in Australia need to increase their 

capacity to deliver health promotion to reduce the growing burden of disease. 

Aboriginal Community Controlled Health Services (ACCHS) have been identified as 

ideal models for integrating clinical care, health promotion and community capacity 

building into primary health care services. Yet very little is known about how health 

promotion is practised, and what the enablers and barriers to health promotion practice 

are in an ACCHS.  

Methods 

The aim of this research was to explore how health promotion is practised and how it 

can be strengthened in an ACCHS. A mixed methods research design was used in this 

research, with a Participatory Action Research (PAR) approach. Using this approach, 

participants were actively involved in deciding the focus of knowledge generation, in 

collecting and analysing information and in taking action to address the priorities 

identified. Participants were staff at Apunipima Cape York Health Council, an ACCHS 

located in Cairns, Australia. 

The thesis contains seven papers (three published, two in press, the remainder are under 

review). Paper one is a narrative literature review that identified the enablers and 

barriers to building health promotion capacity in health organisations. Paper two 

describes the steps the candidate undertook to establish and maintain a research 

partnership with an ACCHS. Papers three to seven report on the findings drawn from 

each of the five PAR cycles.  

Multiple data collection methods were used and included cross-sectional surveys, semi-

structured interviews and document analysis. A pre- and post-workforce survey 

(electronic) was conducted in cycle one and five. Qualitative and quantitative data were 

collected to explore how health promotion is practised in the organisation, attitudes to 

health promotion in a primary health care context, confidence to perform health 

promotion and staff’s perceived enablers and barriers to health promotion work. The 

second PAR cycle focused on workforce development to build health promotion 
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evaluation capacity. Qualitative and quantitative data were collected via surveys 

(electronic) to assess staff confidence, satisfaction, and usefulness of the workshop 

series and mentoring support. The third PAR cycle explored how health promotion 

practice was captured and reported in the organisation. Semi-structured interviews were 

conducted with staff using a purposive sampling approach. Organisational documents 

such as operational, business and team plans, quality standards, reporting requirements 

and templates used by staff for reporting health promotion practice were reviewed. The 

combination of staff interviews and document analysis was used to triangulate the 

findings. The fourth PAR cycle explored how staff accessed skill development and 

expertise in health promotion to assist their work practice. Semi-structured interviews 

were conducted using a purposive sampling technique. The fifth PAR cycle repeated 

the baseline survey and in addition explored changes staff had noticed over the previous 

year. 

Results  

Staff in this ACCHS valued the role health promotion practice provides as part of 

comprehensive primary health care. Participants demonstrated a good understanding of 

and described practising health promotion at both individual and population levels. 

However, a number of areas were identified where health promotion practice could be 

strengthened. These areas focused on: workforce development in evaluating and 

sharing findings of health promotion projects; improving the way health promotion 

practice is captured and reported to decision-makers; and, understanding and 

formalising how staff access health promotion skill development and expertise.  

As a result of this research, there were a number of changes to health promotion 

workforce and organisational practice. Changes included: an increase in skilled staff to 

complete health promotion project evaluations and document work for publication in 

peer-reviewed journals; updated project planning and evaluation templates; an increase 

in staff sharing their health promotion project outcomes with other staff, community 

members and peers at conferences; the development of strategic documents detailing 

activity aimed at individual and at population levels; and the development of new 

organisational performance indicators to capture the impact of health promotion 

practice. As a result of these changes, staff were significantly more confident in the 

organisation’s ability to lead health promotion practice in 2016 compared to 2015.  
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Discussion 

By identifying and understanding what influences health promotion practice, strategies 

can be put in place to strengthen practice. PAR provided practice-based evidence on 

how health promotion is practised and what influences this practice. By basing the 

researcher within the organisation and involving the workforce in identifying priorities 

to action, the researcher was able to understand the work context and current influences 

on practice, tailor strategies to the current enablers and address the gaps specific to this 

workplace. Through the research process, the scope of health promotion practice that 

was already occurring became more visible in the organisation.  

The organisation was able to identify ways that health promotion practice could be 

strengthened through changes to workforce and organisational practice. The primary 

health care workforce needs to be skilled and knowledgeable in health promotion 

practice and needs the organisational support in place to effectively work at individual 

and population levels. Having the skills and capacity to share health promotion 

learnings with other staff, with community members, with other colleagues, and 

importantly, with decision-makers advances understanding of how health can be 

improved in disadvantaged populations such as those in Cape York.  

The research also identified a number of external influences that affect the capacity of 

the organisation to practice health promotion. National and state leadership, investment 

in resources for health promotion practice, and the development of individual and 

population measures are needed to increase the capacity and capability of health 

promotion practice. 

Conclusion 

The research conducted within this ACCHS is the first study of its kind and provided 

practice-based learning and insights into how health promotion capacity can be 

strengthened in an ACCHS. The research aligns with current national policies that 

identify a need to increase health promotion and prevention approaches in primary 

health care. A number of recommendations for future research, policy and practice have 

been made that will increase health promotion practice in Indigenous primary health 

care settings. 

  



ix 
 

List of publications included in this thesis 

Publications on which this thesis is based and contributions of authors 

Chapter #, 
Paper #, 

Publication, nature and extent of intellectual input from each 
author including the candidate 

Chapter 1. 
Paper 1. 

McFarlane K, Judd J, Devine S, Watt K. Reorientation of health 
services: enablers and barriers faced by organisations when 
increasing health promotion capacity. Health Promotion Journal of 
Australia. 2016; 27(2): 118-33. 

McFarlane was responsible for the concept and design of the study, 
conducted the search, extracted the data from the papers, 
synthesised and interpreted the findings and wrote the paper. Judd, 
Devine and Watt advised the search strategy and scope of the review 
and provided critical feedback to inform revisions to the paper. 

Chapter 2. 
Paper 2. 

McFarlane K, Devine S, Judd J, Canuto K, Watt K. Research with 
an Aboriginal Health Service: Building an effective partnership, step 
by step. Australian Indigenous Health Bulletin. 2016; 16(4). 
Retrieved [25/03/17] http://healthbulletin.org.au/articles/research-
with-an-aboriginal-health-service-building-an-effective-partnership-
step-by-step 

McFarlane was responsible for the concept and design of the paper, 
and wrote the paper. Devine, Judd, Canuto and Watt advised on the 
format of the paper and provided critical feedback to inform 
revisions to the paper. 

Chapter 3. 
Paper 3. 

McFarlane K, Devine S, Judd J, Nichols N, Watt K. Workforce 
insights on how health promotion is practised in an Aboriginal 
Community Controlled Health Service. Australian Journal of 
Primary Health. 2017; Online Early. Retrieved [25/03/17] 
http://dx.doi.org/10.1071/PY16033 

McFarlane conceived and designed the study, developed the survey, 
performed the statistical analysis and qualitative analyses, 
interpreted the findings and wrote the paper. Devine, Judd and Watt 
contributed to the study design, survey development and provided 
critical feedback to inform revisions to the paper. Watt provided 
assistance with the statistical analysis and interpretation. Nichols 
provided critical feedback to inform revisions to the paper. 



x 
 

Chapter 4. 
Paper 4. 

Nichols N, McFarlane K, Gibson P, Millard F, Packer A, McDonald 
M. Skills, systems and supports: an Aboriginal Community 
Controlled Health Service approach to building health promotion 
evaluation capacity. Health Promotion Journal of Australia (in 
press). 

McFarlane mentored Nichols in the study design and writing of the 
paper, developed the questionnaires, performed the statistical 
analysis and interpretation, wrote the first draft of the methods and 
results sections, and contributed to the drafting and revisions of all 
sections of the paper. Nichols conceived the design of the study, 
conducted the qualitative analysis, structured the paper, wrote and 
coordinated the manuscript. Gibson, Millard and Packer contributed 
to the design of the study. McDonald provided advice to the 
structure of the paper, interpretation of findings and provided critical 
feedback to inform revisions to the paper. 

Chapter 5. 
Paper 5. 

McFarlane K, Devine S, Canuto K, Watt K, Judd J. Australian 
Indigenous primary health: Challenges in reporting health 
promotion outcomes. Health Promotion International. (under 
review). 

McFarlane was responsible for the concept and design of the study, 
performed the document analysis, conducted the interviews and 
qualitative analyses and wrote the paper. Devine, Watt and Judd 
provided advice on the design of the study and analysis of findings. 
Devine, Canuto and Judd provided critical feedback to inform 
revisions to the paper. 

Chapter 6. 
Paper 6. 

McFarlane K, Judd J, Wapau H, Nichols N, Watt K, Devine S. How 
primary health care staff working in rural and remote areas access 
skill development and expertise to support health promotion 
practice. Rural and Remote Health (in press). 

McFarlane was responsible for the concept and design of the study, 
conducted the interviews and qualitative analyses, and wrote the 
paper. Judd, Watt and Devine provided advice to the concept and 
study design, with Judd and Devine also providing critical feedback 
to inform revisions to the paper. Wapau and Nichols provided 
advice on the interpretation of the data and provided critical 
feedback to inform revisions to the paper. 



xi 
 

Chapter 7. 
Paper 7. 

McFarlane K, Judd J, Devine S, Nichols N, Watt K. Using 
participatory action research to strengthen health promotion practice 
in an Indigenous primary health care service. Global Health 
Promotion. (under review). 

McFarlane was responsible for the concept and design of the study, 
developed the survey, performed the statistical analysis and 
qualitative analyses, interpreted the findings and wrote the paper. 
Judd, Devine and Watt contributed to the study design, survey 
development and provided critical feedback to inform revisions to 
the paper. In addition, Watt provided assistance with the statistical 
analysis and interpretation. Nichols provided advice on the 
interpretation of the findings and provided critical feedback to 
inform revisions to the paper.  

  



xii 
 

List of publications which the candidate has co-authored 
during this period 

Hanson D, Gunning C, Rose J, McFarlane K, Franklin RC. Working from the inside 

out: a case study of Mackay safe community. Health Education & Behavior. 2015; 

42(1_suppl): 35S-45S. (Appendix P) 

 

 

List of conferences which the candidate presented work from 
the thesis 

The candidate presented work from this thesis at two national conferences. The 

abstracts and poster are attached in Appendix M, N, and O 

Primary Health Care Research Symposium, Adelaide 29-31 July 2015 

Population Health Congress, Hobart 6-9 September 2015 

  



xiii 
 

Table of contents 

Acknowledgements ....................................................................................................... iii 

Statement of the contribution of others ....................................................................... iv 

Abstract .......................................................................................................................... vi 

List of publications included in this thesis .................................................................. ix 

List of publications which the candidate has co-authored during this period ........xii 

List of conferences which the candidate presented work from the thesis ...............xii 

Table of contents ......................................................................................................... xiii 

List of tables .............................................................................................................. xviii 

List of figures ............................................................................................................... xix 

Abbreviations ................................................................................................................ xx 

Terms ............................................................................................................................. xx 

Chapter 1. Introduction .............................................................................................. 1 

1.1 Introduction ........................................................................................................ 1 

1.2 Background and motivation of the doctoral candidate................................... 2 

1.3 Aims and objectives ............................................................................................ 3 

1.4 Context of the research ...................................................................................... 4 

1.4.1 Health promotion policy and practice ................................................................... 4 

1.4.2 Characteristics of the research setting .................................................................. 8 

1.4.3 Research governance .......................................................................................... 10 

1.5 Key definitions and principles ......................................................................... 11 

1.5.1 Defining health promotion .................................................................................. 11 

1.5.2 Health promotion in primary health care ............................................................ 12 

1.5.3 Health promotion capacity building ................................................................... 13 

1.6 Significance of the research ............................................................................. 32 

1.7 Thesis structure and organisation ................................................................... 32 



xiv 
 

1.8 Chapter summary ............................................................................................. 36 

1.9 Chapter One references ................................................................................... 37 

Chapter 2. Methods ................................................................................................... 41 

2.1 Overview of the chapter ................................................................................... 41 

2.2 Research approach ........................................................................................... 41 

2.2.1 Study design ........................................................................................................ 42 

2.2.2 Ethical considerations ......................................................................................... 44 

2.2.3 Research methodology ........................................................................................ 44 

2.2.4 Data collection .................................................................................................... 45 

2.2.5 Positioning of the researcher............................................................................... 50 

2.2.6 Research credibility ............................................................................................ 51 

2.2.7 Relevance of the research ................................................................................... 52 

2.3 Chapter Two references ................................................................................... 53 

2.4 Establishing and maintaining the research partnership ............................... 55 

2.5 Paper two - Research with an Aboriginal Health Service: Building an 

effective partnership, step by step ................................................................... 55 

2.6 Chapter summary ............................................................................................. 61 

Chapter 3. Workforce insights on how health promotion is practised in an 

Aboriginal Community Controlled Health Service ............................. 62 

3.1 Overview of the chapter ................................................................................... 62 

3.2 Paper three – Workforce insights on how health promotion is practised in 

an Aboriginal Community Controlled Health Service .................................. 63 

3.3 Chapter summary ............................................................................................. 70 

Chapter 4. Skills, systems and supports: An Aboriginal Community Controlled 

Health Service approach to building health promotion evaluation 

capacity of staff ....................................................................................... 71 

4.1 Overview of the chapter ................................................................................... 71 

4.2 Role of the PhD candidate ............................................................................... 72 



xv 
 

4.3 Paper four - Skills, systems and supports: an Aboriginal Community 

Controlled Health Service approach to building health promotion 

evaluation capacity of staff .............................................................................. 73 

4.4 Chapter summary ............................................................................................. 85 

Chapter 5. Australian Indigenous primary health: Challenges in reporting 

health promotion outcomes ................................................................... 86 

5.1 Overview of the chapter ................................................................................... 86 

5.2 Paper five - Australian Indigenous primary health: Challenges in reporting 

health promotion outcomes ............................................................................. 87 

5.3 Chapter summary ........................................................................................... 103 

Chapter 6. How primary health care staff working in rural and remote areas 

access skill development and  expertise to support health promotion 

practice .................................................................................................. 104 

6.1 Overview of the chapter ................................................................................. 104 

6.2 Paper six - How primary health care staff working in rural and remote 

areas access skill development and expertise to support health promotion 

practice ............................................................................................................ 105 

6.3 Chapter summary ........................................................................................... 121 

Chapter 7. Using participatory action research to strengthen health promotion 

practice in an Indigenous primary health care service ..................... 122 

7.1 Overview of the chapter ................................................................................. 122 

7.2 Paper seven - Using participatory action research to strengthen health 

promotion practice in an Indigenous primary health care service ............ 123 

7.3 Chapter summary ........................................................................................... 144 

Chapter 8. Discussion and Conclusion................................................................... 145 

8.1 Overview of the chapter ................................................................................. 145 

8.2 Health promotion practice in ACCHS ......................................................... 146 

8.3 Engagement with community ........................................................................ 146 



xvi 
 

8.4 Developing skills and knowledge in health promotion ................................ 147 

8.5 Leadership in health promotion .................................................................... 149 

8.6 Changes in workforce and organisational practice ..................................... 149 

8.7 Strengths of the research ............................................................................... 150 

8.8 Limitations of the research ............................................................................ 153 

8.9 Challenges and lessons learned ..................................................................... 155 

8.10 Implications and recommendations .............................................................. 157 

8.11 Conclusion ....................................................................................................... 161 

8.12 Chapter Eight references ............................................................................... 164 

Appendices .................................................................................................................. 167 

Appendix A: Human Research Ethics Committee approval .............................. 168 

Appendix B: Memorandum of Understanding for the research collaboration 

Between James Cook University and Apunipima Cape York Health Council . 169 

Appendix C: Information sheet ............................................................................. 177 

Appendix D:  Consent form ................................................................................... 179 

Appendix E: Letters of support to publish in peer reviewed journals .............. 180 

Appendix F: Survey (pre-test) ............................................................................... 185 

Appendix G: Documents included for analysis .................................................... 197 

Appendix H: Interview questions: Capturing and reporting Health Promotion 

practice ..................................................................................................................... 200 

Appendix I: Summary report provided to staff of the themes: Capturing and 

reporting Health Promotion practice .................................................................... 203 

Appendix J: Interview questions: How staff access skill development and health 

promotion expertise ................................................................................................ 207 

Appendix K: Summary report provided to staff of the themes: How staff access 

skill development and health promotion expertise .............................................. 208 

Appendix L: Survey (post-test) .............................................................................. 214 



xvii 
 

Appendix M: Conference abstract submitted to the Population Health Congress, 

Hobart 6-9 September 2015 ................................................................................... 230 

Appendix N: Conference abstract submitted to the Primary Health Care 

Research Symposium, Adelaide 29-31 July 2015 ................................................. 231 

Appendix O: Poster presented at the Primary Health Care Research 

Symposium, 2015; and the Population Health Congress, 2015 .......................... 232 

Appendix P: Publication co-authored by candidate during the thesis .............. 233 

Appendix Q: Journal copyright permissions ....................................................... 244 

 

  



xviii 
 

List of tables 

Table 1.1 National guiding documents’ impact on health promotion ....................... 5 

Table 1.2 Queensland guiding documents’ impact health promotion ....................... 7 

Table 2.1 Demographics of Apunipima staff  ............................................................ 46 

Table 2.2 Data collection process for the five PAR cycles ........................................ 49 

Table 4.1 Project timeline ............................................................................................ 77 

Table 4.2 Overall usefulness of workshops and mentoring ...................................... 80 

Table 7.1 Staff confidence to perform health promotion competencies and their 

perceived confidence in the organisation to perform same competencies. ............ 132 

 

  



xix 
 

List of figures 

Figure 1.1 Map of communities serviced by Apunipima  ........................................... 9 

Figure 1.2 Health promotion framework  .................................................................. 12 

Figure 1.3 Capacity building framework  .................................................................. 14 

Figure 2.1 The PAR cycle  ........................................................................................... 42 

Figure 2.2 Participatory action research cycles  ........................................................ 43 

Figure 2.3 Mixed methods convergent design  ........................................................... 45 

Figure 5.1 Health promotion framework . ................................................................. 91 

Figure 5.2 Health promotion activities described in organisational documents. ... 93 

Figure 7.1 Participatory action cycles ...................................................................... 128 

 

  



xx 
 

Abbreviations 

Abbreviation Name 

ACCHS Aboriginal Community Controlled Health Service 

ACYHC Apunipima Cape York Health Council 

AGPAL Australian General Practice Accreditation Limited 

CQI Continuous Quality Improvement 

KPI Key Performance Indicator 

MOU  Memorandum of Understanding 

NHMRC National Health and Medical Research Council 

nKPI National Key Performance Indicator 

OECD Organisation for Economic Cooperation and Development 

PAR Participatory Action Research 

RACGP Royal Australian College of General Practitioners 

s.d. Standard deviation 

SPSS Statistical Package for the Social Sciences 

 
Terms 

Aboriginal Health Organisations 

Aboriginal Health Organisations is used to refer to all First Nation health organisations. 

The term is used in this thesis to include all First Nation health organisations around the 

world. 

Indigenous Primary Health Care Services/Settings 

Indigenous Primary Health Care Services/Settings is respectfully used in this thesis to 

refer to Australian Aboriginal and Torres Strait Islander primary health care 

services/settings. 

 



1 
 

Chapter 1. Introduction 

1.1 Introduction  

Health promotion approaches are needed to reduce the growing burden of preventable 

diseases in Australia. Chronic diseases are the leading cause of ill health and death in 

Australia (1). By modifying lifestyle risk factors such as tobacco smoking, harmful 

alcohol use, physical inactivity, poor diet and obesity it is estimated that one-third of 

chronic disease could be prevented (1). 

The burden of chronic disease is disproportionately higher in Aboriginal and Torres 

Strait Islander populations compared to non-Indigenous Australians (2). Indigenous 

primary health care organisations, also referred to as Aboriginal Community Controlled 

Health Services (ACCHS), are responding to the unique needs of this population to 

close the gap between the health disparities that exists. ACCHS have been identified as 

ideal models for integrating health promotion and clinical care into primary health care 

service delivery (3). However, there are a number of factors that can affect a health 

service’s capacity to deliver health promotion approaches. How these factors are 

experienced in an ACCHS has not been documented. 

The aim of this study was to explore how health promotion is practised and how it can 

be strengthened in an ACCHS. A mixed methods approach was used in this research, 

and a participatory action research approach was adopted. The researcher was based in 

the organisation for approximately 18 months. Being based in the organisation allowed 

the researcher to actively involve the workforce in deciding the focus of knowledge 

generation, in collecting and analysing information and in taking action to address the 

priorities identified. Participants were staff at Apunipima Cape York Health Council 

(Apunipima), an ACCHS located in Cairns, Australia. This research provides practice-

based evidence of how health promotion can be strengthened in an ACCHS, and 

provides insight that is currently missing in the literature. 

This chapter provides the background, context and key principles for the research and 

includes an outline of the structure of the thesis. 
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1.2 Background and motivation of the doctoral candidate 

I have worked in a variety of health promotion roles for over 20 years. One of my most 

rewarding roles was working for Queensland Health as a project manager to build 

health promotion capacity in north Queensland. I was aware that health promotion 

practice commonly appeared in a majority of health staff’s role descriptions, and I 

became interested in how this translates to practice. There are clear priorities in health 

service delivery and health promotion was often the activity prioritised after clinical 

care and treatment, if staff or organisational capacity allowed. In the capacity-building 

project, I focused on how health promotion could be strengthened using a systems 

framework of workforce development, organisational development, resources, 

leadership and partnerships (4). The focus was primarily on workforce development, 

with a number of strategies to support organisational change, develop leadership, foster 

and create new partnerships and identify how resources could be reallocated (staff and 

financial resources). This project began in 2006 and remained a priority until 2012. 

Many achievements occurred as a direct result of this project: over 250 staff (internal 

and external partners) completed a five-day short course in health promotion; over 25 

Aboriginal and Torres Strait Islander health staff completed the Graduate Diploma in 

Indigenous Health Promotion through the University of Sydney; and organisational 

changes were reflected in strategic and local planning documents stating the importance 

of the role of health promotion in health service delivery. Over the same time period, 

significant recognition of the health promotion profession was achieved with the 

addition of Health Promotion Officers being included in the Queensland Health, Health 

Practitioner Award. Inclusion in the Health Practitioner Award brought benefits such as 

a parity in wages and conditions with other health professions, clearer pathways for 

career entry and advancement, and inclusion of a professional development allocation 

to support continued learning in the field (5). Queensland was the first state in Australia 

to recognise health promotion positions as equal to other allied health professional 

roles. 

However, with a change in state government in 2012 to a Liberal National Party 

majority government, and a mandate to ‘cut non-frontline staff in the public service’(6), 

the health promotion workforce in Queensland was decimated. Almost all state health 

promotion positions were cut and financial resources to non-government organisations 
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delivering health promotion and prevention programs were considerably reduced. 

Health promotion staff who remained were stand-alone positions in each health service. 

All positions were abolished in the regional public health units and the state wide 

Preventive Health Branch. The Preventive Health Branch redesigned its focus and a 

reduced number of health promotion positions were created, with previous staff 

required apply. The positions that remained in the state now focused solely on 

campaigns and individual risk factors. Health promotion was undervalued and this was 

reflected in the reduced capacity and change of operations for those remaining health 

promotion positions. For health staff involved in health promotion activities a clear 

message was sent. Health promotion was a discredited, non-essential activity and not 

frontline service delivery.  

I was Director of the health promotion service in north Queensland at the time. The 

whole service was made redundant (approximately 30 positions). I was devastated for 

my passionate health promotion colleagues, for the loss of health promotion focus in 

Queensland and for the future health impact this would have on the north Queensland 

communities we served.  

It was at this time that my thoughts of doing a PhD began to really take shape. 

Prevention is the only solution for a sustainable health system, and a supported and 

skilled health promotion workforce resourced to tackle this is required. While this is 

currently not the case in Queensland, I wanted to move forward to contribute and 

document how health promotion capacity can be strengthened from those still working 

in the field. With support from past health promotion colleagues and peers my research 

proposal began to form. I was fortunate to link with colleagues at Apunipima, who 

showed immediate interest in my research idea, and provided me with practical 

direction and feedback to guide the research focus in a way that would be useful to their 

organisation’s needs.  

1.3 Aims and objectives 

The aim of this research was to investigate and explore how health promotion is 

practised in an ACCHS, namely Apunipima.  A participatory action research process 

was applied to add to and strengthen the organisation’s health promotion and research 

practice. 
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The objectives of the research were to: 

 identify current practices, enablers and barriers for health promotion in an 

ACCHS; 

 document the health promotion approach within an ACCHS; and 

 Use participatory action research as a tool for strengthening health 

promotion and research practice within this ACCHS.  

1.4 Context of the research 

1.4.1 Health promotion policy and practice 

There have been a number of policy changes in Australia over recent years that have 

impacted on the attention to and practice of health promotion. National strategic 

documents state the increased need for health promotion and illness prevention 

approaches. Table 1.1, adapted from Jolley and colleagues (7), outlines current national 

strategies and their stated impact on health promotion and prevention practice. 
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Table 1.1 National guiding documents’ impact on health promotion 

Document Context 
Intended impact on 
health promotion 

Australia: The 
Healthiest Country by 
2020 – National 
Preventative Health 
Strategy, 2009 (8) 

Prepared by the National 
Preventative Health 
Taskforce, sets targets on 
overweight and obesity, 
smoking and risky alcohol use 

To inform, enable and 
support people to make 
healthy choices; and to 
reform primary health care 
with a greater focus on 
prevention 

Building a 21st 
Century Primary 
Health Care system: 
Australia’s First 
National Primary 
Health Care Strategy, 
2010 (9) 

Written on the understanding 
that the Commonwealth is to 
take full responsibility for 
PHC as per the National 
Health and Hospitals Network 
Agreement. 

Increased focus on 
prevention 

National Aboriginal 
and Torres Strait 
Islander Health Plan 
2013-2023 (10) 

Prepared by the Australian 
Government in partnership 
with Aboriginal and Torres 
Strait Islander peak bodies to 
provide guidance to 
Aboriginal Community 
Controlled Health 
Organisations, mainstream 
health services, state and 
territory governments 

Increased focus on 
addressing social 
inequities and 
determinants of health. 
Focus on protective factors 
to prevent ill health 

National Strategic 
Framework for 
Chronic Conditions 
2017-2025 Draft 2 
(11) 

Written for decision and 
policy makers at national, 
state and local levels as an 
overarching policy for the 
prevention and management 
of chronic conditions. (The 
final version has not been 
released at the time of thesis 
submission) 

Increased focus on 
prevention from individual 
to population level 
approaches to reduce 
lifestyle risk factors that 
contribute to chronic 
conditions 
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At the same time, national political changes have also reduced the leadership capacity 

in health promotion and prevention approaches. The Australian National Preventative 

Health Agency was closed in June 2014 (12).  This agency was responsible for policy 

leadership and establishing partnerships with Commonwealth, State and Territory 

governments, health promotion organisations and primary health care providers. The 

agency was tasked with: guiding healthy public policy; scaling up evidence-informed 

health promotion strategies; developing knowledge management systems to share 

evidence-informed practice; improving national surveillance systems for prevention 

and health promotion; building capacity in health promotion; and creating a strong 

national identity as a leader in prevention approaches. In 2013, the year prior to its 

closure, the agency published the national policy document - Australia: The Healthiest 

Country by 2020 (8). Without the closure of the agency, the government has dissolved 

its commitment to reform primary health care to have a greater focus on prevention.  

The removal of this agency resulted in $374 million reduction of funding on prevention 

and health promotion to the states (13). From 2008 to 2014, Australia’s spending on 

public health activities, which includes health promotion activities, has reduced from 

2.2 per cent to 1.4 per cent of total health expenditure (1). 

Table 1.2 details the current Queensland guiding health documents. Between 2012 and 

2016, there was an absence of Queensland government strategic direction documents 

for health. Exceptions are Making Tracks which details the closing the gap 

commitments the Queensland government committed to in 2007 and the Cape York 

food and nutrition strategy (14,15). The Cape York food and nutrition strategy was 

finalised in June 2012 and acknowledges that while the strategy was led by Queensland 

Health, the workforce, namely the public health nutritionists, can no longer commit to 

the strategies detailed as the workforce in north Queensland was abolished in 

September that year (15). 
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Table 1.2 Queensland guiding documents’ impact health promotion 

Document Context 
Intended impact on 
health promotion 

Making Tracks toward 
closing the gap in 
health outcomes for 
Indigenous 
Queenslanders by 
2033 (14) 

Policy and  accountability 
framework that details the 
Queensland government 
intentions to improve health 
outcomes in Aboriginal and 
Torres Strait Islander 
populations 

Focus on early years, 
addressing risk factors, 
improving cultural 
competence of the 
workforce and supporting 
community decision-
making in health service 
delivery 

My health, 
Queensland’s future: 
Advancing health 
2026 (16) 

Written to guide Queensland 
government investment in 
health 

Focus on promoting 
wellbeing by improving 
health behaviours, 
preventing illness and 
injury and addressing the 
social determinants of 
health 

The health of 
Queenslanders 2016: 
Report of the Chief 
Health Officer 
Queensland (17) 

The report has three 
objectives: 
 To provide an assessment 

on the health status of 
Queenslanders 

 To be a reference 
document for health 
practitioners in 
Queensland 

 To inform strategic policy 
and planning within 
Queensland Health 

Health assessment of the 
populations risk and 
protective behaviours  

Cape York food and 
nutrition strategy 
2012-2017 (15) 

Guide for the Cape York 
nutrition workforce and other 
key stakeholders  

Increased focus on 
prevention strategies 

Queensland health 
sexual health strategy 
2016-2021 (18) 

Detailed strategy which sits 
under the My health, 
Queensland’s future: 
Advancing health 2026 to 
guide government, non-
government and community 
sector services 
 

Increase awareness, 
education and early 
detection in sexual health 
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In 2012, the Queensland Government made significant cuts to health promotion and 

prevention expenditure, and in 2013/14 the South Australian Government followed suit 

(12). In Queensland, the majority of the health promotion workforce was removed and 

funding ceased or was considerably reduced to non-government organisations working 

on health promotion and prevention projects.  

Primary health care organisations have always been important providers of health 

promotion approaches. In particular, ACCHS are identified as ideal models of 

comprehensive primary health care, integrating clinical care, health promotion and 

community capacity building (3). With reduced resources and leadership at a state and 

national level, it is more important than ever to understand the needs of ACCHS to 

deliver health promotion approaches given their focus is on a priority population. 

1.4.2 Characteristics of the research setting 

Apunipima provides comprehensive primary health care to 11 Cape York communities 

(See Figure 1.1). All communities are considered remote or very remote, have basic 

infrastructure and access to minimal services (19). The health needs in these 

communities are greater than in regional or urban Australian communities (20). 
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Figure 1.1 Map of communities serviced by Apunipima (21) 

Apunipima employs approximately 150 staff. Staff include a mixture of community-

based (20%) and Cairns-based fly-in, fly-out service providers (40%) (22). The 

workforce includes Aboriginal and Torres Strait Islander health workers and health 

practitioners, audiologists, diabetes nurse educators, dieticians, general practitioners, 

nutritionists, health promotion officers, social and emotional well-being and corporate 

support staff. Over half the workforce identify as Aboriginal or Torres Strait Islander 

and the majority of the workforce are female. 

The main office for Apunipima is located in Cairns and provides space for all staff. 

Apunipima also has a primary health clinic at Mossman Gorge and small offices 

located in Coen, Cooktown and Mapoon (23). Aside from the Mossman Gorge clinic, 
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primary health care is delivered from the Queensland Health primary health centres 

located in the remote communities.  

Staff who provide services in the communities such as clinicians, health promotion staff 

and health workers travel Monday to Thursday to approximately two or three 

communities that are close in geographical location. On Friday the majority of 

Apunipima staff are in the Cairns office undertaking administrative tasks which include 

attending staff meetings, submitting timesheets and organising future travel to the Cape 

York communities. No clinical services are provided at the Cairns office. It is purely 

the administrative hub for the organisation.  

Apunipima was established in 1994 initially as a health advocacy organisation. In 2006, 

Apunipima transitioned to providing primary health care in Cape York and is now the 

largest community-controlled health organisation in Queensland (23). Apunipima 

receives a range of funding, predominantly from state and federal governments. 

1.4.3 Research governance 

Apunipima has been involved in research partnerships with tertiary institutions since 

1999. There were a number of processes and existing structures which guided the 

approval, governance and support for this research project.  

The Apunipima Clinical Research Council approved the research project in May 2014. 

Later that year, Apunipima established a Research Governance Committee to provide 

direction regarding the research priorities for the organisation. The purpose of this 

committee is to approve and ensure research is conducted respectfully, appropriately, is 

mutually beneficial to participants, and progresses Apunipima’s strategic objectives. 

Throughout this research project, the Research Governance Committee reviewed and 

supported all papers, with the exception of the literature review, prior to their 

submission for publication (Appendix E). 

A memorandum of understanding (MOU) documented the responsibilities of the 

doctoral candidate and Apunipima. Content of the MOU covered: conduct, intellectual 

property and publications, ethics and data management, risk and liability, term and 

termination processes, as well as a dispute process. A project schedule was included in 
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the MOU. This covered the objectives of the research, timeframe, budget, and project 

deliverables (refer to Appendix B).  

An Apunipima-based reference group was established to support the research project. 

Members included the research coordinator, team managers and a community-based 

staff member, all with a strong interest in strengthening health promotion practice in the 

organisation. The reference group met, on average, every six weeks for the doctoral 

candidate to provide updates on the research progress, troubleshoot any issues and 

discuss data collection processes and feedback. The doctoral candidate was based in the 

organisation for approximately 18 months and the reference group members were their 

first point of call. 

1.5 Key definitions and principles 

1.5.1 Defining health promotion 

Health promotion approaches enable people to increase control over their health and its 

determinants, and thereby improve their health (24).  Health promotion recognises that 

an individual’s health is determined not only by their behaviours and risk factors, but 

also by their circumstances and the environments in which they live. The Ottawa 

Charter for health promotion defines five action areas to focus efforts on both the 

individual and the social environment in which people live, work and play. These 

actions are: build healthy public policy, create supportive environments, strengthen 

community action, develop personal skills and reorient health services (24).  

The health promotion framework, adapted from Talbot and Verrinder (25), illustrates 

the types of strategies and activities used in health promotion practice (see Figure 1.2). 

Strategies used in health promotion include those that are able to be implemented one-

on-one with an individual, group-based, and those with a community and population 

focus. Health promotion is multi-strategic, and effective approaches involve working 

across the framework.  
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Individual focus         Population focus 

          Internal partnerships & organisational capacity      Cross sector partnerships & community capacity 

Screening, 
individual risk 
assessment and 
immunisation 

Health 
information 

Health 
education, 
health 
counselling 
and skill 
development 

Social 
marketing 

Community 
action and 
community 
participation 

Structural 
change, 
supportive 
environments 
and settings 
approaches 

Policy 
development 
and review 
and economic 
and 
regulatory 
activities 

Medical approach  

 Behavioural approach 
 

 

 Socio-environmental approach 
 

Figure 1.2 Health promotion framework (19) 

1.5.2 Health promotion in primary health care  

Primary health care involves early detection of risk factors and the promotion of 

protective behaviours, treatment and management of health (26). Health promotion 

approaches are an important part of comprehensive primary health care. Health 

promotion approaches complement the efforts in disease management and empower 

individuals to increase control over their health. As originally stated in the Alma Ata 

Declaration, primary health care involves the community in controlling and preventing 

health problems (27). 

In Australia, Aboriginal Community Controlled Health Organisations emerged in the 

early 1970s as primary health care organisations, to improve access and provide 

culturally appropriate health care for Aboriginal and Torres Strait Islander people (28). 

These primary health care services are community-controlled and promote self-

determination, consistent with health promotion theory that health can be improved 

only by empowering individuals, families and communities (24).  

Aboriginal and Torres Strait Islander people suffer a greater burden of ill health than 

their non-Indigenous counterparts (2). There are higher rates of smoking, risky alcohol 

consumption, overweight/obesity, in Indigenous Australians compared to non-
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Indigenous Australians, and lower rates of physical activity (1). Lifestyle-related risk 

factors are modifiable through health promotion and prevention approaches. At least 80 

per cent of all heart disease, stroke and type 2 diabetes and over 40 per cent of cancer 

could be prevented through improvements in diet, increased physical activity levels and 

a reduction in tobacco smoking (29). To address the higher rates of ill health 

experienced in Aboriginal and Torres Strait Islander populations (1), health promotion 

approaches are particularly important for primary health care service delivery in 

Aboriginal and Torres Strait Islander communities.  

Successful health promotion approaches with Indigenous populations have a number of 

common features. They adopt a participatory approach with the target audience to work 

together to plan, deliver and evaluate the health program (30-32). The health promotion 

approaches focus on more than just the health issue or behaviour and consider the 

social determinants of health (33). They consider the social, cultural, environmental and 

political influences on health and engage other organisations to address these influences 

(32,34).  

As health promotion is multi-strategic, many staff in the primary health care 

organisation contribute to health promotion approaches. In reference to the health 

promotion framework (Figure 1.2) (25), general practitioners and allied health staff are 

more likely to be involved in individual strategies such as assessing risk factors, for 

example smoking status and immunisation. Community-based staff, such as health 

workers and community nutritionists are more likely to be involved in group based 

health education and skill development. Leaders in the primary health care organisation 

are more likely to be involved in advocating for structural, policy and regulatory 

change. Health promotion staff work across the whole framework, often being active in 

the areas of the framework where there is a gap in activity, and provide support to 

efforts that are already occurring in other areas of the framework to ensure a multi-

strategic approach is taken. 

1.5.3 Health promotion capacity building 

Health promoting health services is a World Health Organisation approach that 

emerged in the 1990s (35). The approach identified that to improve population health, 

health services need to develop specific structures, cultures, decisions, and processes to 
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support health promotion work; and in doing so effectively, they would not 

compromise the delivery of treatment services. More specifically the health promotion 

capacity building framework (Figure 1.3) identifies what the specific structures and 

processes need to focus on (4). 

Organisational development  

 

  

Workforce development  

  

Resource allocation  

  

Partnerships  

  

Leadership  

Figure 1.3 Capacity building framework (4) 

The health promotion capacity building framework identifies a structure for 

organisations to strengthen their health promotion practice (4). Organisational 

development includes the structures and processes of the organisation. Strategies may 

target policies and procedures, quality assurance and management support. Workforce 

development strategies focus on the knowledge, skills and practice of the staff in the 

organisation. Resource allocation includes financial and human resources dedicated to 

health promotion practice. Partnerships can be with internal and external stakeholders 

to combine resources and expertise to address health priorities. Leadership may include 

the organisation’s vision or strategic documents, expertise of staff, and ability to 

negotiate and champion health promotion practice. 

A narrative literature review was conducted to identify the common enablers and 

barriers faced by health organisations when increasing their health promotion capacity. 

A secondary aim of the literature review was to explore the experiences of health 

organisations when increasing their health promotion capacity, in particular Aboriginal 

and Torres Strait Islander organisations. This literature review has been published and 

is inserted on the following pages. 

Build Capacity 
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Paper One McFarlane K, Judd J, Devine S, Watt K. Reorientation of health 

services: enablers and barriers faced by organisations when increasing health 

promotion capacity, Health Promotion Journal of Australia. 2016; 27(2): 118-33 
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As identified in the literature review, there is a gap in knowledge about how health 

promotion is delivered in Aboriginal and Torres Strait Islander health organisations, 

and the challenges these organisations face in the delivery of health promotion. The 

findings from the literature review assisted in defining the research questions and 

objectives. 

1.6 Significance of the research 

This research is significant for a number of reasons. Firstly, it will contribute to the 

evidence base to understand how health promotion is practised and how it can be 

strengthened in an Indigenous health setting. As highlighted in the literature review, 

there are very few published studies on the enablers and barriers to health promotion 

practice in Indigenous health services. Much more (published) work is needed. 

Secondly, this research is conducted within an ACCHS over a period of time with a 

focus solely on understanding how health promotion can be strengthened in the 

organisational setting. There have been no other studies where the researcher has 

worked alongside staff in an ACCHS for an extended period. The participatory action 

research approach was specifically chosen to facilitate practitioner insights into how 

health promotion practice may be strengthened, and to involve staff in identifying 

actions applicable to the work environment. This approach will provide practice-based 

evidence of how health promotion can be strengthened in an ACCHS. 

Thirdly, the study is timely. With an identified need to increase focus on health 

promotion and prevention approaches, this study will provide insights into the 

constraints of reduced national and state government investment in health promotion at 

an ACCHS.  

1.7 Thesis structure and organisation 

The thesis contains seven papers (three published, two in press, the remainder under 

review). Paper one (presented as part of this chapter, in section 1.5) is a narrative 

literature review in which the enablers and barriers to building health promotion 

capacity in health organisations were identified. Paper two describes the steps the 

candidate undertook to establish and maintain a research partnership with an ACCHS. 
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Papers three to seven, comprise the results chapters. Each of these papers relate to one 

of the five participatory action research cycles. Each chapter (and paper) comprises its 

own abstract, introduction, methods, results, discussion and references. Each chapter is 

preceded by an overview which details the aim and context, and is followed by a 

summary of the main findings presented in the paper. Papers one, two and three are 

presented as published in a PDF format (journal copyright permission has been granted, 

refer to Appendix Q), and papers four to seven are presented as submitted. For 

consistency, the reference style for papers four to seven has been modified to 

Vancouver style. However, the structure of each paper reflects the style of the journal 

to which the paper was submitted. Consequently, there is some inevitable duplication 

within the thesis, and some unavoidable style differences between chapters. 

Chapter One: Introduction 

This introductory chapter provides an overview of the study and the context of the 

importance of health promotion practice in Indigenous primary health care 

organisations. The aims and objectives of the research are stated and a description is 

provided of the workplace and region where the research was undertaken. This chapter 

includes a narrative literature review of the enablers and barriers to increase health 

promotion capacity in health organisations. The significance of this research is clearly 

defined. 

Paper one  Reorientation of health services: enablers and barriers faced by 

organisations when increasing health promotion capacity. Health Promotion Journal 

of Australia. 2016; 27(2): 118-33. 

Chapter Two: Methods 

This chapter outlines and justifies the research methods used in this study. It provides 

an explanation of the importance of using participatory action research and how this 

approach was appropriate for the research area explored and the setting in which the 

research was undertaken. Ethical considerations and the research design are explained. 

An overview of the data collection methods, sampling strategy and data analysis is 

presented. A detailed description of how the partnership with the researcher and the 

organisation was established and maintained is presented in a published brief report. 
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Paper two Research with an Aboriginal Health Service: Building an effective 

partnership, step by step, Australian Indigenous Health Bulletin. 2016; 16(4) 

Chapter Three: Workforce insights on how health promotion is practised in an 

Aboriginal Community Controlled Health Service 

Chapter three is the first of five results chapters. This chapter is presented in a 

publication of the baseline survey findings for health promotion practice at the 

workplace. The paper identifies the types of health promotion practice that are 

occurring and the enablers and barriers practitioners experience in their practice. The 

chapter concludes by summarising the main findings and states how these results were 

used to inform the future PAR cycles. 

Paper three Workforce insights on how health promotion is practised in an 

Aboriginal Community Controlled Health Service. Australian Journal of Primary 

Health. 2017; http://dx.doi.org/10.1071/PY16033 

Chapter Four: Skills, systems and supports: an Aboriginal Community 

Controlled Health Service approach to building health promotion evaluation 

capacity of staff 

This chapter outlines the researcher’s involvement in planning and implementing 

strategies to strengthen evaluation practice at Apunipima, as identified by the staff, and 

included mentoring staff in the health promotion team. The researcher mentored and 

supported the Health Promotion Team Leader to be the lead author on a paper 

describing the process and outcomes of this workforce strategy. This paper presents the 

actions taken to strengthen health promotion evaluation practice at Apunipima. The 

chapter concludes by stating how the findings from this study informed future PAR 

cycles. 

Paper four Skills, systems and supports: an Aboriginal Community Controlled 

Health Service approach to building health promotion evaluation capacity of staff. 

Health Promotion Journal of Australia (in press). 

Chapter Five: Australian Indigenous primary health: Challenges in reporting 

health promotion outcomes 
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This chapter describes how health promotion work is captured and reported to decision-

makers. The findings highlight the challenges faced by ACCHS in reporting health 

promotion efforts and the need to develop new measures to inform decision-makers of 

how health promotion approaches contribute to improving health outcomes. 

Paper five Australian Indigenous primary health: Challenges in reporting 

health promotion outcomes. Health Promotion International (under review) 

Chapter Six: How primary health care staff working in rural and remote areas 

access skill development and expertise to support health promotion practice 

This chapter describes how staff access skill development and expertise in health 

promotion to assist their work practice. The findings demonstrated that staff value 

access to skill development, advice and support to assist health promotion practice. 

Support is accessed from a variety of sources and this study identifies the creative ways 

staff in rural and remote primary health care organisations access support in a resource-

poor setting. 

Paper six How primary health care staff working in rural and remote areas 

access skill development and expertise to support health promotion practice. Rural 

and Remote Health (in press). 

Chapter Seven: Using participatory action research to strengthen health 

promotion practice in an Indigenous primary health care service 

This chapter describes health promotion practice, perceived organisational enablers and 

barriers to implement health promotion approaches, as well as changes in staff attitudes 

and confidence in health promotion practice over the duration of the research project. 

Staff confidence in the organisation’s ability to deliver health promotion significantly 

increased. Having the researcher based at the organisation facilitated the participatory 

action research process. Findings suggest this enhanced organisational focus on health 

promotion practice and provided practitioner-informed evidence of how health 

promotion can be strengthened in an ACCHS setting. 

Paper seven Using participatory action research to strengthen health promotion 

practice in an Indigenous primary health care service. Global Health Promotion 

(under review) 
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Chapter Eight: Discussion, recommendations and conclusions 

The final chapter summarises the principal findings from the research. The strengths 

and limitations of the research are discussed. The chapter concludes by identifying the 

implications for future research, policy and primary health care practice, and a number 

of recommendations are made relating to each of these areas. 

1.8 Chapter summary  

Primary health care settings, including ACCHS, are important providers of health 

promotion approaches and practice. However, organisational challenges can affect their 

capacity to deliver these approaches and there is a gap in the literature on how ACCHS 

face these challenges. Using a participatory action research approach, this thesis 

documents how health promotion is practised in an ACCHS and identifies the enablers 

and challenges ACCHS face in delivering health promotion approaches.  

The next chapter (chapter two) describes the research approach and positioning of the 

researcher within the organisation. It concludes by describing the steps taken by the 

researcher to establish and maintain the research partnership with Apunipima (paper 

two). 
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Chapter 2. Methods 

2.1 Overview of the chapter 

Chapter two describes the research approach, the positioning of the researcher, and 

concludes by describing the steps taken by the researcher to establish and maintain a 

partnership with Apunipima. An overview of the data collection and analysis process is 

described in this chapter. As described in chapter one, each subsequent chapter of the 

thesis (chapters three to seven) comprises its own abstract, introduction, methods, 

results, discussion and references. Hence, greater detail on data collection and analysis 

is provided in each result chapter (chapters three to seven). An overview of the 

methodological approach, rather than the methods used in each of the specific chapters, 

is presented here. 

2.2 Research approach 

As stated in chapter one, little is known about how health promotion is practised in 

Aboriginal and Torres Strait Islander health settings (1). The purpose of this research 

was to explore how health promotion is practised in an ACCHS and to understand how 

health promotion practice could be strengthened in this organisation. In choosing a 

research design, it was essential to consider both the purpose of the research and its 

application in an Aboriginal and Torres Strait Islander primary health care setting. 

Successful health promotion research projects in Indigenous populations involve the 

target audience in the research (2). This insight ensures the research is conducted in a 

respectful manner, participants are involved in a meaningful way and the research 

addresses priorities of importance to the target community (2,3).  

The nature of this research was exploratory (4). A Participatory Action Research (PAR) 

approach was used as it engaged the workforce in the research process, and was integral 

for providing insight into how health promotion practice could be strengthened in this 

setting. 
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2.2.1 Study design 

PAR is a process of collective, self-reflective inquiry that researchers and participants 

undertake, to understand and improve upon the practices in which they participate (5). 

The PAR process is a structured reflective cycle of gathering insight and solutions from 

participants to identify areas to action. In each PAR cycle questions are asked and 

information is collected (data collection), findings are analysed and discussed to 

collectively understand the issues, priorities are identified and appropriate strategies are 

selected to instigate action to effect change (see Figure 2.1). Participants and the 

researcher are actively involved in each step of the reflective cycle.  

 

Figure 2.1 The PAR cycle (6) 

The PAR approach is an empowering process. Intrinsic to PAR is a respect for the 

participants’ knowledge (7). Engaging participants in the process of inquiry 

acknowledges their competence and worth and develops productive relationships that 

build trust and understanding (8). 

PAR in this workplace setting was a process of systematic inquiry in which those who 

are involved in the area of interest participated with the researcher in deciding the focus 

of knowledge generation, in collecting and analysing information, and in taking action 

to address an issue (9). ‘Action’ describes the change efforts of the workplace 

participants or organisational systems that may be altered in an attempt to improve the 

conditions or to resolve the issue completely (9). Where staff are consulted and 

participate in projects likely to affect them, positive outcomes and changes are more 

likely to be sustainable (9). Research control is shared with the participants and requires 

time to establish relationships with the participants, to explore and understand the 

issues before together identifying priorities (8). The PAR approach has been criticised 

as time consuming and some researchers find it difficult to share control of the research 
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process (10). In this scenario, the researcher worked closely with the organisation over 

an 18 month period and PAR was the appropriate method to meet the aim of the 

research which was to investigate and explore how health promotion was practised in 

an ACCHS. 

By using a PAR process, staff at Apunipima were active participants in the research. In 

addition, PAR is consistent with National Health and Medical Research Council values 

for research conduct with Aboriginal and Torres Strait Islander populations, in 

particular the values of reciprocity, respect and equality in the research process (11). 

This was an important consideration when working with this ACCHS. 

PAR is ideal in a workplace setting as it is flexible and moves at the pace of the 

participants. A similar study using PAR was successful in increasing the health 

promotion capacity in a primary health care setting in the Northern Territory (6).  

The number of PAR cycles depend on the priorities the participants identify to explore. 

In this study, there were five PAR cycles in total (See Figure 2.2).  

     
1. Pre-test: 

Practice, 
confidence, 
attitudes, 
and barriers 
and enablers 
to practice 

2. Workforce 
training and 
development 

3. Capturing 
and 
reporting 
health 
promotion 
work 

4. Accessing 
health 
promotion 
skill 
development 
and expertise 

5. Post-test: 
Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

Figure 2.2 Participatory action research cycles (6) 

The PAR approach captured current practices, identified enablers and barriers as 

experienced by the workforce and engaged the workforce in implementing and 

reflecting on actions to strengthen health promotion practice. The cyclical process of 

reflection involved the researcher and the workforce in understanding the experiences 
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and work context of ACCHS and in identifying what could be strengthened to increase 

health promotion capacity in this ACCHS. 

2.2.2 Ethical considerations 

The study received ethical clearance from the James Cook University Human Ethics 

Committee (HE5787) (Appendix A). The research process was endorsed by the 

Apunipima Clinical Research Council and protocols were consistent with the values of 

Aboriginal and Torres Strait Islander health research: reciprocity; respect; equality; 

responsibility; survival and protection; spirit and integrity (11).  

Participants were provided with information on the purpose of the research, how they 

could be involved, and how the data would be stored and used. This information was 

provided to staff through email and information sheets prior to their participation in all 

PAR cycles. Informed consent was sought at the start of each survey and interviewed 

participants were provided with a printed and verbal outline of the consent form to sign 

prior to interview. All data was de-identified and securely stored adhering to the 

Australian Code for the Responsible Conduct of Research (12). 

2.2.3 Research methodology  

A mixed methods approach was used. Mixed methods involved collecting, analysing 

and integrating quantitative and qualitative data to understand the areas of research 

inquiry (13). By using quantitative and qualitative data collection, a comprehensive 

understanding of how health promotion practice could be strengthened was gathered. 

The quantitative component was able to measure and quantify the factors and 

antecedents that are related to health promotion practice (4). The qualitative component 

allowed a deeper exploration and understanding of staff experiences. Figure 2.3 shows 

the process of how both measures were merged in a convergent design as a way of 

comparing and validating the quantitative and qualitative data together (13). 

Triangulating the findings in this way was useful to confirm and identify discrepancies 

in organisational processes and the experiences of the workforce. 
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Figure 2.3 Mixed methods convergent design (13) 

2.2.4 Data collection 

2.2.4.1 Participants 

Participants were staff at Apunipima Cape York Health Council, previously described 

in chapter 1. Approximately 150 staff work for Apunipima and include Aboriginal and 

Torres Strait Islander health workers and health practitioners, outreach midwives, 

podiatrists, audiologists, speech pathologists, physiotherapists, dieticians and 

nutritionists, diabetes nurse educators, health promotion officers, social and emotional 

well-being staff, paediatricians, general practitioners and administration staff (14). 

Their main office is in Cairns, with staff using Cairns as a base for remote service 

delivery to 11 Cape York communities. Table 2.1 details the demographics of the 

workforce during the research project. 
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Table 2.1 Demographics of Apunipima staff (15) 

Demographics February 2015 

(N=152) 

May 2016 

(N=179) 

Clinical staff 101 (66%) 121 (68%) 

Administration staff 51 (34%) 58 (32%) 

Community based staff 32 (21%) 39 (22%) 

FIFO staff 58 (38%) 70 (39%) 

Male 32 (21%) 41 (23%) 

Female 120 (79%) 138 (77%) 

Identify as Aboriginal and Torres Strait Islander 81 (53%) 93 (52%) 

 

2.2.4.2 Sampling strategy for staff 

Staff were invited to participate in the research in a number of ways. As the culture of 

the organisation was to embed health promotion in all roles, all staff were invited via 

email to complete the pre- and post-surveys. Staff who were not directly involved in 

delivering health promotion approaches, such as some administrative roles, were able to 

opt-out of some survey questions noting that it was not applicable to their role. 

Purposive sampling was used to invite staff to participate in face to face interviews on 

identified areas of interest that arose following the initial survey. Staff were also 

informed about the research project and the opportunities to participate via 

presentations at staff meetings, posters on notice boards, a link on the internal home 

web page, articles in the staff newsletter and in person from the researcher and key staff 

members at Apunipima. 

Feedback summaries from each data collection process were sent to staff for further 

comment. Survey data results were sent to staff within eight weeks of the survey 

closing. Staff who participated in the interviews were sent a summary of findings with 

opportunities to comment further. The summary findings were discussed in detail with 

members of the Apunipima Reference Group who identified the priorities to action and 

explore further. 
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2.2.4.3 Data collection methods 

The quantitative and qualitative data were gathered from staff and organisational 

documents. Data were collected through each PAR cycle. The pre- and post-survey 

included closed and open-ended questions. Document analysis assessed the ways health 

promotion practice was discussed and reviewed the templates used in reporting health 

promotion practice. Small group and one-on-one interviews with staff were digitally 

recorded and transcribed verbatim by the researcher. 

The areas of investigation explored in the surveys and interviews were designed in 

partnership with Apunipima staff. Some survey questions were adapted from previous 

research in health promotion workplace practice (16). The survey was pilot tested with 

four Indigenous and non-Indigenous primary health care workers who did not currently 

work for Apunipima. After feedback, minor wording changes were made to improve 

clarity of some questions.  

The semi-structured interview questions were developed to gather specific data to 

understand the priorities identified from previous PAR cycles. Lines of inquiry were 

identified to explore priorities and the questions were adapted to suit the individual 

conversations, ensuring all areas were covered in each interview (4). 

The health promotion framework (Figure 1.2) (17), was used to define health 

promotion practice. The activities in the framework defined the types of health 

promotion activities staff delivered and what health promotion practice was 

documented in the organisation.    

2.2.4.4 Data analysis 

The quantitative data collected from the surveys were analysed using summary 

statistics (e.g. frequency counts, mean/medians, standard deviations, interquartile 

ranges). Comparison of pre- and post- data was conducted using paired and 

independent t-tests. 

The qualitative data collected from the interviews and open-ended questions in the 

surveys were thematically analysed. Thematic analysis is a systematic approach to the 

analysis of qualitative data and involves classifying data according to themes and 

interpreting the results by seeking commonalities, relationships, or theoretical 
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constructs (18). The identified themes were reviewed and refined to respond to the 

specific research areas explored. 

The dual data gathering was used to identify how organisational systems influenced 

practice. The analysis of each data source built on the collective knowledge of how 

health promotion approaches are delivered by Apunipima. The analysis identified 

health promotion practice from multiple perspectives and engaged a variety of staff in 

the research process. 

A summary of the data collection process for each of the five PAR cycles is outlined in 

Table 2.2. 
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Table 2.2 Data collection process for the five PAR cycles 

PAR 
Cycle 

Aim Data sources Sample 

1 To identify and explore staff practice, attitudes, 
confidence and perceived enablers and barriers to 
implement health promotion approaches in their 
workplace. 

All staff survey  n = 63 

2 To build health promotion evaluation capacity 
through workforce training and mentoring. 

Pre- and post-
survey with the 
health promotion 
team  

n = 4 

Post survey sent to 
all participants in 
the workshop 
training sessions  

n = 33 

Mentor and mentee 
surveys 

n = 27 

Document review n = 4 

3 To explore, from a practitioner’s point of view, how 
health promotion practice is captured and to identify 
the challenges practitioners face in articulating the 
effectiveness of health promotion practice to 
decision-makers. 

Semi-structured 
interviews 

n = 12 

Document analysis n = 36 

4 To explore how staff currently access skill 
development and expertise from the health 
promotion field, and identify what support is 
preferred and practical in a work environment where 
staff deliver health promotion activities across a 
large geographical area to a number of remote and 
disadvantaged Aboriginal and Torres Strait Islander 
communities. 

Small group and 
individual semi-
structured 
interviews 

n = 9 

5 To compare health promotion practice, perceived 
organisational enablers and barriers to implement 
health promotion approaches and changes in staff’s 
attitudes and confidence in health promotion practice 
since the initial all staff survey.  

All staff survey n = 48 
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2.2.5 Positioning of the researcher 

As discussed in chapter one, the researcher had previous experience in building health 

promotion capacity through workforce training and organisational change. A priority 

target group of that project was building the health promotion capacity of the 

Aboriginal and Torres Strait Islander health workforce. The researcher worked closely 

with many Aboriginal and Torres Strait Islander health staff through training and 

mentoring during that time. This experience and local reputation in the field of health 

promotion assisted the researcher to form the research partnership with Apunipima.  

The researcher was based at Apunipima for the duration of the research project, 

approximately 18 months. Being based in the organisation allowed the researcher to be 

both an ‘outsider’ observing how health promotion is practised and an ‘insider’ 

becoming an accepted member of the workplace. This enabled ongoing access and 

availability to staff based in the Cairns office and also to community-based staff 

visiting the office as part of regular work meetings. The researcher also visited the 

Cooktown office on a regular basis to mentor a staff member based there. Having an 

ongoing presence in the organisation allowed relationships to develop. Awareness of 

the research project and its purpose was sustained over the duration of the research 

project.  The researcher provided updates every six weeks to the reference group 

members, and regular updates to staff on the research project formally through the staff 

newsletter and informally through conversations with staff in the general office area.   

The researcher had an understanding of how health promotion is delivered in the Cape 

York communities as she had previously practised and managed a health promotion 

team in north Queensland. In PAR this understanding and experience is acknowledged 

in a transparent way, allowing participants to be aware of the researcher’s own 

background, areas of interest and the influence this has on the research (19). This detail 

was provided to staff. The researcher’s local experience in health promotion practice 

and clear motives for the research assisted to build relationships with staff across the 

organisation. Building effective relationships with staff is particularly important in 

PAR, as participants work closely with the researcher to identify and investigate 

priorities of significance to them, with the aim of understanding and improving their 

situation or environment (5). 
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In PAR, initially the researcher enters into the field as a ‘foreigner’, and as time goes by 

this relationship changes, with the researcher becoming accepted as a ‘mobiliser’ for 

change (20). With the opportunity to be based in the workplace and existing staff 

relationships, this researcher was able to remove the ‘foreigner’ tag relatively quickly 

and engage staff in the PAR process. 

2.2.6 Research credibility 

According to Patton (21), to enhance the quality and credibility for qualitative inquiry a 

number of distinct but related inquiry elements are required: 

 Rigorous techniques and methods for gathering data, with attention to issues 

of validity, reliability and triangulation; 

 The credibility of the researcher, which is dependent on experience, track 

record and presentation of self; and 

 Philosophical belief in the value of qualitative inquiry, with a fundamental 

appreciation of naturalistic inquiry. 

To ensure integrity of analysis, each time data were collected and analysed, the 

summary findings were shared with all participants inviting further comment and to 

clarify understanding. The findings were discussed with the reference group members 

in detail to consider other logical possibilities of interpretation and to identify any 

organisational changes that may have influenced the findings. The use of mixed 

methods meant that multiple sources of data were gathered to triangulate findings. This 

included collecting quantitative and qualitative data, and comparing the different 

sources within the qualitative data.  

Multiple perspectives were actively sought. All staff were constantly reminded and 

encouraged to participate in each of the PAR cycles. This has been detailed in 2.2.4.2. 

The members of the reference group were active in identifying key staff and 

organisational champions to promote participation in all PAR cycles to encourage a 

variety of staff from all work teams to provide their insight to the research. The 

reference group members assisted in identifying who to approach to interview, noting 

who may have different views on the area of interest. This process included 

approaching staff from different work teams, different employment levels and those 
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who worked in different communities. This process also allowed a comparison from 

different points of view: managers and on-the-ground staff, staff from different work 

areas, staff completing reports, and staff who then compiled reporting information for 

external funding bodies. Systematic bias was reduced through this process of checking 

the findings with staff, comparing data sources and gathering insight from multiple 

perspectives (21). 

The researcher was seen as an experienced health promotion practitioner, with an 

understanding of health service delivery in Cape York and experience working with 

Aboriginal and Torres Strait Islander health staff. The researcher’s credibility was 

further enhanced by her regular presence in the organisation and her availability to staff 

over the duration of the research project. 

In addition, the PAR approach championed the involvement of practitioners in 

understanding and interpreting the research findings. The practitioner’s point of view 

on priorities to explore and action meant the research was relevant to current 

organisational issues and findings were considered in light of their implications for the 

organisation and the workforce.  

2.2.7 Relevance of the research 

Managers and practitioners are interested in research that demonstrates how evidence is 

applied to practice (22), as this defines what needs to be done in the ‘real world’ to 

ensure intended effects occur (23). Seeking practitioner insights allows practice-based 

evidence to inform future strategies that will strengthen health promotion practice in 

ACCHS. Practitioner insights also provide an understanding of the effects on changing 

social, political and economic circumstances in which ACCHS practise health 

promotion. At the time of this research, there were very few published articles that 

documented how Aboriginal health organisations increase their capacity to deliver 

health promotion approaches. This research provided an opportunity for practice-based 

evidence to inform and contribute to the evidence base of how health promotion 

capacity can be increased in an ACCHS. 
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2.4 Establishing and maintaining the research partnership 

Research relationships in Aboriginal and Torres Strait Islander health are important. A 

paper was published in 2012 by a group of experienced Indigenous health researchers 

to guide emerging researchers in the field of establishing relevant, effective and 

culturally respectful health research partnerships. The following brief report describes 

how their identified principles were applied in the establishment and maintenance of 

the research partnership with Apunipima. A key principle missing from the list that was 

necessary to maintain this successful research partnership was transparency of roles and 

responsibilities throughout the partnership.  

2.5 Paper two - Research with an Aboriginal Health Service: 
Building an effective partnership, step by step 

Paper Two McFarlane K, Devine S, Judd J, Canuto K, Watt K. Research with an 

Aboriginal Health Service: Building an effective partnership, step by step. 

Australian Indigenous Health Bulletin. 2016; 16(4). 
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2.6 Chapter summary  

This chapter described the research approach, the positioning of the researcher in the 

organisation and how the research will contribute to the evidence base. The chapter 

concludes by describing how the researcher established and maintained the research 

relationship with Apunipima. 

The next chapter is the first of five results chapters. Chapter three describes the baseline 

findings of how health promotion is practised, staff and organisational confidence in 

their practice, perceived enablers and barriers to practice, and the attitude towards 

health promotion as part of primary health care. 
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Chapter 3. Workforce insights on how health promotion is 
practised in an Aboriginal Community Controlled 

Health Service 

 

     
1. Pre-test: 

Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

2. Workforce 
training and 
development 

3. Capturing and 
reporting 
health 
promotion 
work 

4. Accessing 
health 
promotion 
skill 
development 
and expertise 

5. Post-test: 
Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

Participatory action research cycle1 

3.1 Overview of the chapter 

This chapter describes the findings from the initial baseline survey of Apunipima staff 

conducted in February 2015, and is presented as a published journal article. The survey 

explored how health promotion is practised, staff and organisational confidence in their 

practice, perceived enablers and barriers to practice, and the attitude towards health 

promotion as part of primary health care (Appendix F).  

This initial PAR cycle found that health promotion activities occur across a continuum 

of one-on-one approaches through to population advocacy approaches. The 

participants’ attitude towards health promotion practice in primary health care was very 

positive. The workforce insights from the survey identified areas at both an individual 

and organisational level that could be targeted to strengthen health promotion capacity 

                                                 
1 Adapted from Judd J, Keleher H. Reorienting health services in the Northern Territory of Australia: a 
conceptual model for building health promotion capacity in the workforce. Global Health Promotion. 
2013;20(2):55. 
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at Apunipima. The findings from this initial PAR cycle informed the subsequent PAR 

cycles. 

This is the first publication to describe how health promotion is practised in an 

ACCHS. This paper informs the primary health care sector of the current enablers and 

barriers to health promotion practice that are experienced in an ACCHS setting. This 

paper is inserted as published. The citation is: 

McFarlane K, Devine S, Judd J, Nichols N, Watt K. Workforce insights on how 

health promotion is practised in an Aboriginal Community Controlled Health 

Service. Australian Journal of Primary Health. 2017; 

http://dx.doi.org/10.1071/PY16033 

3.2 Paper three – Workforce insights on how health promotion is 
practised in an Aboriginal Community Controlled Health 
Service 
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3.3 Chapter summary 

The key learnings from this initial PAR cycle were that health promotion activities 

occur across a continuum of one-on-one approaches through to population advocacy 

and policy change efforts. While the attitude towards health promotion practice in 

primary health care was very positive, participants lacked confidence in evaluating 

health promotion programs.  

All staff were sent a summary of the survey findings and were invited to identify areas 

where health promotion practice could be strengthened.  Feedback from staff was 

discussed with the reference group and a number of priorities were identified. The 

prioritisation process considered the findings from this survey, feedback from staff and 

current opportunities in the organisation to influence practice. The initial priorities 

identified were to: 

 increase the evaluation capacity of the health promotion team and other staff 

working on health promotion activities; 

 increase the profile of health promotion by sharing project impacts and 

outcomes with other staff in the organisation, with community and with 

external peers; and  

 explore how health promotion work is being captured and used in decision-

making. 

The next chapter describes how health promotion evaluation capacity was strengthened 

through workforce training and mentoring, and how the evaluated projects were shared 

with internal and external stakeholders. 
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Chapter 4. Skills, systems and supports: An Aboriginal 
Community Controlled Health Service approach to 
building health promotion evaluation capacity of 

staff 
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practice 
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5. Post-test: 
Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

Participatory action research cycle2 

4.1 Overview of the chapter 

This chapter describes how the ACCHS increased health promotion evaluation capacity 

within the health promotion team through workforce training and development, and is 

presented as a published manuscript. This chapter addresses the first two priorities 

identified from the baseline survey (chapter three), which were to: 

 increase the evaluation capacity of the health promotion team and other staff 

working on health promotion activities; and 

                                                 
2 Adapted from Judd J, Keleher H. Reorienting health services in the Northern Territory of Australia: a 
conceptual model for building health promotion capacity in the workforce. Global Health Promotion. 
2013;20(2):55. 
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 increase the profile of health promotion by sharing project impacts and 

outcomes with other staff in the organisation, with community and with 

external peers.  

 The ACCHS utilised support from the researcher and other experienced researchers to 

provide training and to mentor staff working in health promotion. Through targeted 

training, individual mentoring, and the revision and adoption of project planning and 

evaluation templates, health promotion capacity increased. All health promotion staff 

completed their project evaluations and presented their findings to staff at meetings and 

to peers at national conferences. The lead author on this paper was the health promotion 

team leader, and this publication is an example of the new skills developed to share 

health promotion findings through a peer-reviewed publication.  

4.2 Role of the PhD candidate  

The doctoral candidate provided advice and direct support to build health promotion 

evaluation capacity in the ACCHS. Advice was provided when planning the workshop 

series, and the candidate delivered and evaluated one of the workshops. The candidate 

mentored three of the four health promotion staff to apply their learnings from the 

training into practice, and provided advice and support to other staff who attended the 

workshops. 

The paper describes how health promotion evaluation capacity can be strengthened in 

an ACCHS. The candidate supported the team leader to publish the findings of this 

project in a peer reviewed journal. 

This paper is presented as submitted to the journal. The paper has been accepted for 

publication. It is in the format required by the journal. The citation is: 

Nichols N, McFarlane K, Gibson P, Millard F, Packer A, McDonald M. Skills, systems 

and supports: An Aboriginal Community Controlled Health Service approach to 

building health promotion evaluation capacity of staff. Health Promotion Journal of 

Australia (in press). 



73 
 

4.3 Paper four - Skills, systems and supports: an Aboriginal 
Community Controlled Health Service approach to building 
health promotion evaluation capacity of staff 

Abstract 

Issue addressed: Building the health promotion evaluation capacity of a workforce 

requires more than a focus on individual skills and confidence. We must also consider 

the organisational systems and supports that enable staff to embed learnings into 

practice. This paper describes the processes used to build health promotion evaluation 

capacity of staff in an Aboriginal Community Controlled Health Service (ACCHS). 

Methods: To build health promotion evaluation capacity three approaches were used: 

1) workshops and mentoring; 2) strengthening systems to support program reporting; 

and 3) recruitment of staff with skills and experience. Pre- and post-questionnaires 

determined levels of individual skills and confidence, updated systems were assessed 

for adequacy to support new health promotion practices and surveys captured the 

usefulness of workshops and mentoring. 

Results: There was increased participant skills and confidence. Participants completed 

program impact evaluation reports and results were successfully presented at national 

conferences. The health promotion team was then able to update in-house systems to 

support new health promotion practices. Ongoing collaboration with experienced in-

house researchers provided basic research training and professional mentoring. 

Conclusions: Building health promotion evaluation capacity of staff in an ACCHS can 

be achieved by providing individual skill development, strengthening organisational 

systems and utilising professional support. 

So what?  Health promotion practitioners have an ongoing professional obligation to 

improve the quality of routine practice and embrace new initiatives. This report outlines 

a process of building evaluation capacity that promotes quality reporting of program 

impacts and outcomes, reflects on ways to enhance program strengths, and 

communicates these findings internally and to outside professional bodies.  This is 

particularly significant for ACCHSs responsible for addressing the high burden of 

preventable disease in Aboriginal and Torres Strait Islander populations. 
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Introduction 

Program evaluation is a core competency of health promotion practice; (1-3) focussing 

on systematic examination of health promotion programs to assess effectiveness, 

appropriateness and sustainability (4). It can also identify unexpected outcomes, 

opportunities for improvement and cost-effectiveness (5). The information gained can 

be used to advance health promotion practice, inform stakeholders of program 

outcomes and build a business case for program continuity (6, 7). Evaluation findings 

from smaller community-based interventions complement larger-scale interventions 

conducted by research organisations and contribute to the evidence-base for action that 

effectively improves health and well-being.4 

Comprehensive evaluation requires time, appropriate skills of the evaluators, 

collaboration with project partners and stakeholders, and adequate resources (8). 

Building pertinent evaluation skills is a critical component of workforce development. 

Organisational and structural supports are then required to translate evaluation skills 

into practice (9). 

In a recent review of the type of support health promotion practitioners need, three 

aspects were identified. The first was staff evaluation knowledge and skills. The second 

was an organisational focus on achievement of a program’s purpose rather than 

satisfying auditing requirements; and the third was translation and sharing of evaluation 

findings to shape future practice(8). Other studies have shown that staff trained in 

health promotion have difficulty translating new learnings into practice without 

organisational support (10, 11). The adoption of new health promotion practice was 

more likely when supported by updating organisational planning and reporting systems 

in line with new knowledge plus ongoing mentoring for trained staff (12, 13). 

Apunipima Cape York Health Council (ACYHC) is an ACCHS that employs just over 

150 people. ACYHC provides comprehensive primary health care to Aboriginal 

Australians and Torres Strait Islanders residing in Cape York, far north Queensland, 

Australia. The organisation has a health promotion team comprising a team leader and 

three health promotion officers that forms part of a multidisciplinary workforce of 

health professionals delivering services to 11 remote Cape York communities. The 

main role of the health promotion team is to plan, implement and evaluate culturally 

appropriate, community-based programs that meet community need and support 
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ACYHC’s model of community-controlled, comprehensive primary health care. This 

work is done in collaboration with a whole range of primary health care staff, 

community-based Health Action Teams, community members, service partners and 

providers. 

ACYHC strives for health promotion outcomes that enhance community involvement, 

build local capacity, improve access to health services, and create healthier lifestyles 

and environments. However, it is always a challenge to effectively demonstrate to 

communities, current and potential funders and decision makers within the 

organisation, just how these health promotion efforts have contributed to improving 

overall health outcomes for the people of Cape York.  

ACYHC certainly invests in health promotion, but readily available evidence 

highlighting the value of the organisation’s health promotion program is also essential 

for justifying ongoing commitment of resources for service improvement and service 

continuity (14). Additionally, feeding back information about completed program 

outcomes to communities is critical to keeping potential beneficiaries informed and 

involved in future decision making.  

Project background 

In the past, ACYHC health promotion programs have, for the most part, been carefully 

planned and process evaluations have demonstrated quality of implementation, 

successful program reach and participant and stakeholder satisfaction. However, there 

have been few impact and outcome evaluations that formally assessed resulting changes 

in health behaviours, levels of knowledge and the health environment.  To address this 

issue, ACYHC’s health promotion team collaborated with in–house researchers to 

design, plan, implement and evaluate a project aimed at building staff health promotion 

evaluation capacity.  

Methods 

The project was inspired by the acceptance of three abstracts at the 2015 Population 

Health Congress in Hobart, Tasmania. Experienced in-house ACYHC researchers were 

recruited to support three health promotion officers to write and submit the abstracts, 

which described planning processes from existing health promotion programs. Project 
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methods were designed to improve individual skills and confidence in program 

evaluation together with high-quality presentation and publication of findings. 

Improving skills and confidence 

Four members of the health promotion team participated in a workshop series that was 

designed to build individual skills and confidence, to bring program evaluation to 

completion and to present and publish findings. Eight workshops were conducted over 

a nine-month period and were open to all ACYHC staff. Three members of the health 

promotion team also participated in four one-on-one mentoring sessions over a five-

month period to achieve project objectives (Table 4.1).  

  



77 
 

Table 4.1 Project timeline 

2015 Event 

February  Health promotion team identify the need to build program evaluation 
capacity 

May-September Participant mentoring 

May Workshop: Why do research? 
Provider: Apunipima Research Officer 

 Workshop: Ethics approval process 
Provider: HREC representative, James Cook University 

June Abstracts accepted for 2015 Population Health Congress  

 Workshop: Evaluation methods 
Provider: PhD scholar, James Cook University  

July Workshop: Data collection and analysis 
Provider: Clinical Research Fellow, ACYHC, James Cook University 

August Workshop: Conference presentations 
Provider: Specialist Physician/Researcher, ACYHC, James Cook 
University 

 Workshop: Evaluating community-level health promotion programs 
Provider: The Australian Prevention Partnership Centre  

September  Conference presentations 
2015 Population Health Congress, Hobart 

October Workshop: Understanding research master class 
Provider: Wardliparingga Aboriginal Research Unit, South Australia 
Health and Medical Research Institute 

 Workshop: Publishing 
Provider: Specialist Physician/Researcher, ACYHC, James Cook 
University 

December Conference presentation 
Indigenous Allied Health Australia National Conference, Cairns 

 

The skills and confidence of the health promotion team were measured in three ways. 

First, participants were asked to rate their skills and confidence to conduct research, 

collect and analyse data, present their findings and write for publication. This was done 
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using self-reported pre- and post-questionnaires based on Likert scales.  The post 

questionnaire included open-ended questions on participants’ perceived impact of the 

mentoring and workshops on their evaluation practice. Second, skills and confidence 

were appraised according to completion of evaluation reports, and a third measure was 

quality of presentation of their evaluation findings to a professional audience.  

Strengthening organisational systems 

The health promotion team reviewed internal evaluation documentation and reporting 

processes to determine how systems could be strengthened to support new evaluation 

practices. Systems were updated accordingly.   

Recruitment of professional support 

From the inception of the project, the health promotion team sought to collaborate with 

experienced academics within the organisation.  ACYHC has a senior research officer 

plus a group of clinical staff with additional university affiliations. ACYHC also 

supports a PhD scholar whose participatory action research project is focused on 

building organisational capacity for health promotion. This linking of staff with 

experienced in-house researchers has been well received by all involved and provides a 

way to increase structural supports to small teams with limited available resourcing 

(14). 

The workshops were mostly delivered by the ACYHC researchers, each of whom had 

appointments with James Cook University (JCU). Networks were utilised to attract 

additional external expertise (Table 4.1). All participants were asked to complete a 

short survey at the end of the workshops to assess usefulness.  

Two ACYHC/JCU researchers were responsible for the mentoring. Mentors and 

mentees rated on a Likert scale the usefulness of each mentoring session and indicated 

whether evaluation completion reports were on track using an online survey tool. All 

workshops and mentoring sessions were delivered at no cost to the organisation. 

Data analysis 

Numerical data were analysed using means and standard deviation. Open-ended 

responses were analysed manually to theme participant responses using an inductive 

approach.  
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The Far North Queensland Human Research Ethics Committee determined that this 

project met the definition of a Quality Assurance Project HREC/16/QCH/26 – 1034 

QA. All study data is kept secure on password-protected ACYHC computers and will 

be kept for 5 years.   

Results 

Improving skills and confidence 

Participants reported increased confidence to conduct research, collect and analyse 

data, present findings to peers and to the community and to write up program findings 

for publication. This was identified in results of the pre- and post-questionnaires. The 

small number of participants (n=4) precluded formal statistical analysis. 

Two themes emerged from responses to open-ended questions about the impact on 

evaluation practice.  First, participants gained new knowledge on how to prepare 

findings, write for publication and as one participant stated: 

I’ve gained a better understanding of the seemingly complex process of 
applying for ethics or quality assurance. (Participant 1) 

Second, participants reported improved skills, ability and confidence to analyse and 

write up evaluation findings for reporting, presentations and publication. Changes to 

practice were captured in the following quotes: 

Health promotion officers are now preparing for evaluation in the planning 
phase of community-based programs. (Participant 2) 

Having access to professional mentors has greatly improved my confidence to 
‘write up’ findings and to support others to evaluate their programs.  
(Participant 3) 

Participants submitted completed program evaluation reports and presented findings at 

an internal forum. Three participants then presented the findings at national conferences 

in 2015, including the Population Health Congress in Hobart and the Indigenous Allied 

Health Conference in Cairns.  

Two team members are currently writing up evaluation findings for peer review 

publications. This paper is a direct output of the project.  
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Strengthening organisational systems 

The health promotion team reviewed and updated organisational systems supporting 

program evaluation. The team now has access to program plan, status report and 

completion report templates that guide them through process, impact and outcome 

evaluation. A database for the collection of evaluation data was updated and team 

members now have access to software for data analysis and reporting, such as EndNote 

and NVivo. 

Team members provided feedback on updated systems during a team meeting and 

stated that system changes had enhanced documentation of program evaluations. The 

team leader identified improvement in team members’ ability to prepare program 

completion reports as a result of the updated systems.  

Recruitment of professional support 

All four health promotion team members attended at least seven of eight workshops 

along with other interested staff from the organisation. All workshops were rated as 

useful by those who attended. The number of participants at each workshop was small 

and varied from five to eight participants. The overall usefulness of workshops is 

presented in Table 4.2. 

Three team members each attended four dedicated mentoring sessions. The mentoring 

sessions were seen as useful throughout the duration of the project (Table 4.2).  

Table 4.2 Overall usefulness of workshops and mentoring 

Workshops combined n Mean ± s.d. (1=poor; 
5=excellent) 

Overall usefulness of the workshops 
to staff 

33A 4.45 (± 0.56) 

Mentoring sessions combined n Mean ± s.d. (1=not 
useful; 5=extremely 
useful) 

Overall usefulness of mentoring 
sessions to mentors and mentees 

27B 4.59 (± 0.57) 

ANumber of post workshop surveys completed over the series of workshops. 
BNumber of post mentoring session surveys completed. 
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Discussion 

This project shows that building small-team health promotion evaluation capacity in an 

ACCHS is achievable by improving individual skills and confidence, although not in 

isolation. Central to the project’s success was a wider collaboration that improved 

practice through better program reporting, strengthened organisational systems and 

connected staff with experienced researchers.   

The newly acquired skills and confidence of the ACYHC health promotion team 

enhanced program evaluation design and planning. This included a range of approaches 

to data collection and evaluation methods that can now be built into the planning of 

future programs with the aim of ongoing quality improvement. This was also the first 

time the team had presented evaluation findings at conferences and submitted a quality 

assurance application to an ethics committee; both important learning experiences.  

A review of internal health promotion systems by the health promotion team led to the 

strengthening of evaluation documentation and reporting. A team approach meant that 

staff had the opportunity to use new evaluation skills to improve the whole teams’ day-

to-day health promotion practice.  

The ready access to experienced researchers for advice and guidance had a positive 

impact and the relationships established through the project continue to influence the 

professional development of the health promotion team.  

This project demonstrates that, with minimal financial outlay, the utilisation of in-kind 

support can enhance the health promotion evaluation capacity in an ACCHS. Similar to 

previous research, this type of professional development is only effective if there is 

organisational support (11, 13). Other health promotion capacity building projects 

report access to ongoing specialist support was important to achieving project 

milestones (12, 13). However, little has been published on how health promotion 

capacity has been developed in an ACCHS (15). As far as we can determine, the report 

of this project to increase health promotion evaluation capacity in an ACCHS is unique. 

Numerical analysis was not possible because of the small number of participants. More 

statistical power could be gained through collaboration between ACCHS service 

partners, perhaps through an umbrella organisation, and adoption of a multi-site, even 

multi-state approach. After all, in the setting of Aboriginal and Torres Strait Islander 
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health, health promotion teams share many common themes and encounter many 

common challenges to service delivery. 

While some recommendations can be made from this research and applied in other 

settings, there was no doubt that having access to experienced researchers and in-kind 

support for training and mentoring may be a limitation for other ACCHS. 

Conclusions  

A formal process of ongoing reflection and refinement, as part of professional 

development, should be built into all ACCHS health promotion programs. Building 

staff capacity to enhance the quality and reach of effective community-based initiatives 

is particularly important when engaging with Aboriginal and Torres Strait Islander 

populations because the burden of ill-health is so great and service delivery, especially 

to remote communities, can be uniquely challenging.  

Such a process of building health promotion evaluation capacity is best done in 

collaboration with experienced researchers. This provides a strong academic backing 

and enhances skills of program promotion through presentation and publication.  

Whenever possible the process of program evaluation and service delivery outcomes 

should find their way into the public domain through presentation at professional 

conferences and publication. This is one of the important paths to wider program 

recognition and better funding for Aboriginal and Torres Strait Islander programs and 

resources.        
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4.4 Chapter summary 

This chapter highlighted that health promotion evaluation capacity can be strengthened 

through targeted training, mentoring and adapting organisational templates and 

processes to capture project outcomes. 

Reflecting on this PAR cycle, the reference group identified that in-kind health 

promotion support was important for ongoing skill development of the workforce. This 

was added to the priorities for the research to explore further and is discussed in chapter 

six. The reference group also identified that while health promotion project evaluation 

templates were useful to capture project outcomes, many health promotion activities 

were not being reported within the current organisational systems. How health 

promotion work is being captured and used in decision-making was identified as a 

priority from the first PAR cycle. The reflection from this second PAR cycle added 

further weight not only to explore, but to understand what health promotion activity is 

and is not being captured and reported in the organisation. This is the focus of the next 

chapter, which describes how health promotion practice is captured and reported to 

decision-makers and identifies the challenges ACCHS face in reporting health 

promotion effectiveness. 
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Chapter 5. Australian Indigenous primary health: Challenges in 
reporting health promotion outcomes 
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5.1 Overview of the chapter 

Chapter five describes how health promotion practice is captured from a practitioner’s 

point of view, and identifies the challenges practitioners face in articulating the 

effectiveness of health promotion practice to decision-makers. Chapter five addresses 

the third priority identified from the baseline survey (chapter three) which was to: 

 explore how health promotion work is being captured and used in decision-

making. 

This chapter was a mixed-methods study (document review and semi-structured 

interviews with staff, refer to Appendix G, H and I). The document review included 

organisational strategic and operational plans, quality standards, and national and 

organisational key performance indicators. The main conclusion of this study is that 

                                                 
3 Adapted from Judd J, Keleher H. Reorienting health services in the Northern Territory of Australia: a 
conceptual model for building health promotion capacity in the workforce. Global Health Promotion. 
2013;20(2):53-63. 
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new measures must be adopted that capture effects on the social determinants of health 

in order to better inform decision-makers at all levels of how health promotion 

approaches are contributing to improve health outcomes. 

This paper has been submitted to a peer-reviewed journal and is currently under review. 

The paper is presented as submitted to the journal. However the reference style has 

been modified to Vancouver style. The citation is: 

McFarlane K, Devine S, Canuto K, Watt K, Judd J. Australian Indigenous primary 

health: Challenges in reporting health promotion outcomes. Health Promotion 

International. (under review). 

5.2 Paper five - Australian Indigenous primary health: Challenges 
in reporting health promotion outcomes 

Summary 

Background: Health promotion approaches are effective for improving long-term 

health outcomes. Recently in Australia, there have been significant funding cuts and 

removal of agencies responsible for disseminating evidence of best practice in 

achieving health outcomes through health promotion approaches. Measuring the effects 

of health promotion on health outcomes in the short term can be difficult to do. 

Indigenous primary health care services in Australia are constrained by short-term 

accountability, but they must show evidence of health promotion’s effectiveness to 

receive more support and to sustain improvements in health outcomes. 

Methods: A descriptive mixed-methods study assessed how health promotion practice 

was being captured and reported in an Aboriginal Community Controlled Health 

Service. Data came from a review of organisational documents (n=36) and semi-

structured interviews with staff (n=12). Documents were analysed for their individual 

and population focus on health promotion activities. Interview data was thematically 

analysed to identify how health promotion practice was captured and reported to 

decision-makers. 

Results: This organisation focuses on population and individual health promotion 

approaches in their guiding documents. However, reporting requirements are focused 
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only on individual measures. Staff recognised the constraints of accountability to justify 

resources, but without long-term population health measures it is difficult to 

communicate the breadth of health promotion activities and their contribution to health 

outcomes.  

Conclusion: For decision-makers, at all levels, to be better informed of the how health 

promotion approaches are contributing to health outcomes, new measures must be 

adopted that capture effects on the social determinants of health.  

INTRODUCTION 

Primary health care organisations are able to improve health outcomes at both 

individual and population levels. They do this through a comprehensive primary health 

care approach which includes health promotion, early detection, treatment and 

management of ill health (1). Aboriginal Community Controlled Health Services 

(ACCHS) emerged in the 1970s as stand-alone primary health care organisations to 

provide culturally appropriate health care to Aboriginal and Torres Strait Islander 

populations (2). In a review of primary health care services in Australia, ACCHS were 

found to be more effective at delivering comprehensive primary health care, with a 

strong focus on addressing the underlying determinants of health, than non-Indigenous 

primary health care services (3). This focus on the social determinants of health is 

essential as clinical services alone will not improve population health outcomes (4). 

Health promotion approaches improve population health by supporting individuals to 

adopt healthy behaviours and by targeting the determinants of health, as an individual’s 

health is influenced by the social, cultural and physical environment in which they live 

(5). Health promotion approaches have demonstrated long-term improvements in 

population health outcomes. For example, reduced smoking rates have resulted in a 

reduction in lung cancer and cardiovascular diseases (6). These changes in population 

health outcomes can take years to demonstrate. Thus capturing and measuring the 

impact of health promotion efforts in the short term can be difficult (7).  

ACCHS are required to report on a number of key performance indicators. Those that 

are defined as preventive health indicators include clients’ smoking status, alcohol 

consumption, health assessment, cervical screening, immunisation and body mass index 

(BMI) classification (8). While these can be monitored over time to see changes in 



89 
 

clients’ health, the focus is on individual measures rather than capturing changes that 

will improve population health through influencing the social determinants of health. 

Globally, health promotion has increasingly needed to articulate evidence of its 

effectiveness in the short term to improve health outcomes (9). However, defining how 

health promotion efforts impact on the social determinants of health in the short term is 

lacking (10-12). Without relevant information on how a program is impacting on health 

outcomes it is difficult for decision-makers to support continuation of programs (13). 

Health promotion efforts are vulnerable to political contexts and are dependent on the 

values of who is in power at the time (14, 15). Recently in Australia, dominant neo-

liberal governments have come to power at national and state levels. This has resulted 

in a number of significant state and national funding cuts to the health promotion 

workforce and to leadership in best-practice population health approaches (16). The 

neo-liberalist paradigm is focused on individual responsibility for maintaining good 

health rather than population approaches which focus on reducing inequities and 

addressing the social determinants of health through supportive environments and 

policy approaches (4).  

ACCHS, while currently seen as effective in adopting health promotion approaches that 

address the determinants of health, may be at risk of reductions in funding for their 

capacity to continue working in this way. Without appropriate measures, the efforts of 

health promotion practice remain vulnerable to disinvestment. In an environment with 

reduced resources there is less capacity for effective evaluation and an increase in 

accountability from decision-makers (7, 17). Practitioners in ACCHS are responsible 

for improving the health outcomes of one of the most disadvantaged populations in 

Australia with limited leadership and resources. The aim of this paper is to explore, 

from a practitioner’s point of view, how health promotion practice is being captured 

and to identify the challenges practitioners face in articulating the effectiveness of 

health promotion practice to decision-makers. 

METHODS 

This descriptive mixed methods study was conducted in 2015-2016 with an ACCHS as 

part of a larger participatory action research project. Data collection comprised of a 

document analysis and semi-structured interviews with staff.  
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Setting 

Apunipima Cape York Health Council (Apunipima) is an Aboriginal community 

controlled health organisation, established in 1994, and provides comprehensive 

primary health care to 11 remote Cape York communities in north Queensland, 

Australia (18). These communities have a very high proportion of Aboriginal and 

Torres Strait Islander people who suffer a disproportionate amount of ill health 

compared to non-Indigenous Australians and those living in urban locations (19). 

Apunipima employs approximately 150 staff including general practitioners, allied 

health staff, community based health staff and corporate support staff. The state and 

federal governments provide the majority of funding. 

Document Analysis 

Organisational documents reviewed by the Principal Investigator included operational 

plans, business and team plans, quality standards, reporting requirements and templates 

used by staff for reporting. Documents were included only if they detailed health 

promotion activities. The documents were themed into four main categories: reporting 

requirements; guiding documents; tools to capture health promotion practice; and, 

policies and procedures. 

The health promotion framework (Figure 5.1) was used as a referral point for the types 

of health promotion activities when thematically organising the documents (20). This 

framework, adapted from Labonte (21), is used by the organisation to guide health 

promotion practice. 
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Figure 5.1 Health promotion framework (20). 

The organisation-based reference group provided oversight and guidance on the 

documents that were included. Member checking was used as a validation technique 

(22). Members of the reference group checked and agreed as to how the health 

promotion activities were coded for each of the documents.  

Interviews 

Staff were invited to participate in semi-structured interviews to explore how health 

promotion practice is captured, what information is requested and what information 

they would like to provide to demonstrate the health promotion practice that they do. 

Purposive sampling targeted team managers and staff who compiled reports for internal 

and external stakeholders. All staff were invited to participate through an all-staff email 

list and posters were displayed on notice boards. Managers were representative of all 

the primary health care teams; one staff member was interviewed who compiled reports 

for the organisation; and a sample of on-the-ground staff who represented most primary 

health care teams were interviewed (n=12). 

Interviews were digitally recorded and transcribed verbatim. The transcripts were coded 

and analysed using a theoretical thematic approach where the codes were organised into 

the themes that related to the key areas of inquiry (23).  Commonalities between the 

themes and document analysis were also noted. 
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Ethical clearance 

The research received ethical clearance from James Cook University Human Ethics 

Committee (HE5787). All research procedures reflected the six values of Aboriginal 

and Torres Strait Islander health research which are: reciprocity, respect, equality, 

responsibility, survival and protection, spirit and integrity (24). 

RESULTS 

Document Analysis 

Thirty-six documents were included and themed into four main categories: 

1. Reporting requirements (n=17) 

2. Guiding documents (n=9) 

3. Tools to capture health promotion practice (n=6) 

4. Policies and procedures (n=4) 

The types of health promotion activities mentioned in the documents are displayed in a 

spider graph, Figure 5.2. The spider graph displays the seven health promotion 

activities on the individual axis shown radially around a central point. The number of 

documents that detail each of the health promotion activities is shown on the node of 

each respective axis. By differentiating between the four types of documents, outlined 

in the key, the spider graph shows which types of documents detail which types of 

health promotion activities. 
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Figure 5.2 Health promotion activities described in organisational documents.  

Reporting requirements included national key performance indicators (nKPIs) and 

organisational performance indicators. The majority of these documents required 

reporting on screening, risk assessment and immunisation activities, with one each on 

health education and community participation activities. 

Guiding documents included the organisation’s Model of Care, business plan, 

operational plans, and community plans. The guiding documents covered all of the 

health promotion framework areas and had a greater population focus. 

Tools to capture health promotion practice included activity templates; health screening 

forms; and templates to capture and report health promotion activities. These tools 

captured health information, health education, and community action and participation 

activities. 

Policies and procedures included documents written in response to accreditation 

requirements for the Australian General Practice Accreditation Limited (AGPAL) and 

0

2

4

6

8

10

12

14

16

Screening, risk assessment
& immunisation

Health information

Health education, health
counselling & skill

development

Social marketing
Community action &

participation

Strucutral change,
supportive environments &

settings approaches

Policy development &
review, economic and
regulatory activities

Reporting requirements Guiding documents

Tools to capture health promotion work Policies and procedures



94 
 

Royal Australian College of General Practitioners (RACGP) standards for general 

practices. Health information and community action and participation were the only 

health promotion activities mentioned. 

Staff interviews 

Six key themes emerged that described the: i) difficulties in capturing and reporting 

health promotion practice, ii) strengths of the organisation in relation to reporting, iii) 

impact of national and state government changes, iv) key performance indicators’ 

impact on decision-makers, v) funding constraints, and, vi) challenges of 

communicating change in health outcomes.  

i) Difficulties in capturing and reporting health promotion 

Participants were frustrated that there was nowhere to capture broader health promotion 

approaches such as work done advocating for changes to policies that affect 

communities’ health. They spoke about wanting to provide more context of the work 

they were doing in health promotion but were unsure what funding bodies really 

wanted to know. Participants noted that requests for information changed frequently 

and it was confusing to know what information to gather on a regular basis. All 

participants agreed that reporting needed to be simple, not onerous, and with minimal 

time required. 

Participants recognised that the organisation does not capture or report the full extent of 

the work they do. 

Apunipima is underselling itself at this point in time with the breadth 

of its capacity across the health care continuum to work well, to really 

deliver comprehensive primary health care. (Participant 1) 

They felt that existing reporting is focused on monitoring rather than evaluating the 

outcomes of work efforts.  

Reporting long-term outcomes is difficult. We report engagement as 

that is the first step in building community capacity. (Participant 4) 

They also mentioned the challenges their clients face day-to-day living in remote 

communities. 
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[We] need to report in the context of the challenges we face – 

disengaged community [and] other community priorities than health. 

(Participant 6) 

Participants noted that formal reporting back to the community provides a minimal 

amount of information. They emphasised that the communities needed to be informed 

to make decisions and reporting needed to capture what is important to the community.  

[It’s] not just going out and saying to community members, ‘what is it 

that you want?’ actually having that feedback mechanism where 

communities have the opportunity to hear about the health of their 

community and what’s going on… being well informed about what 

the situation is helps people make the best informed judgement. 

(Participant 12) 

Solutions come within the community. (Participant 4) 

ii) Strengths of the organisation (in relation to reporting)  

A number of participants recognised that in recent years, the organisation had produced 

more strategic and operational planning documents to guide work focus. Participants 

also noted that the organisation has good relationships with funding bodies and are 

confident to negotiate with these organisations in regard to reporting requirements for 

project funding. One participant provided an example where they had been asked to 

report in response to the broad statement, ‘tell us about your activities over the last 6 

months’. 

We have existing measures [about the health issue] that are really 

good… we will tell them, they’re your five measures, put them in [the 

agreement] and we will report against them. That’s us being 

proactive. (Participant 3) 

iii) Impact of national and state changes 

All participants discussed the recent resource cuts that occurred at a state and national 

level and how they thought this had impacted on their work. They noted a lack of 

policy to lead their health promotion practice. We are in a policy vacuum (Participant 

1). They also noted that with fewer partners to work with, their capacity to affect health 
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promotion outcomes was also reduced and they believed this had a direct impact on the 

outcomes measured at a national level. Participants also felt vulnerable working in 

health promotion and in response to this vulnerability some felt the need to capture all 

their efforts as they were cautious that this detail might be needed to justify their work 

in the future. 

I think the biggest risk is when the finances get tight and funding is 

reduced, is that if there isn’t a clear track record documented of 

performance and productivity, then there is a risk that positions will 

be cut from the prevention programs. We are extremely vulnerable. 

(Participant 1) 

iv) Key performance indicators 

Participants believed decision-makers’ understanding of health promotion was 

influenced by having only one organisational indicator for health promotion: ‘number 

and type of health promotion activities’. 

One participant thought there was pressure on decision-makers to use only national key 

performance data when making organisational decisions: 

We only kind of look at the nKPIs and not how it is we are going to 

get there… it’s only a tiny bit of a really big complex picture. 

(Participant 12) 

v) Funding 

Participants noted that funding agreements impacted on project outcomes. Funding may 

be for a three-year project but it is often reviewed each financial year and staff were 

employed year-by-year in line with guaranteed funding. This results in staff looking for 

other employment as their contract nears its completion. The project momentum is 

stalled when new staff are recruited and orientated to the project: 

We will employ people on an 18 month contract, and by May need to 

notify them that their contract will end 30 June, and because the [mid-

point funding] evaluation will occur around the financial year, I 

expect the results to be available in August in which case, we would 

have lost our entire team (Participant 3) 
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vi) The challenge of communicating change in health outcomes 

Participants commented that health promotion work is difficult to see an impact on 

health outcomes in the short-term. Behaviours take time to change and further time is 

then needed before this shows an impact on health outcomes. In comparison, clinical 

work was seen as providing more immediate impacts on health and, for some 

participants, was therefore more rewarding. 

You see the outcomes straight away. Go to the doctor, get what you 

need. Whereas… we don’t have a product really to give to people. ... 

It’s stuff that takes time to see a result from. (Participant 11) 

Staff noted that there was no process for reporting changes in health behaviours such as 

skills, knowledge, values, practice and attitudes, either to the organisation or in national 

reporting requirements. While some long-term measures are recorded in the nKPIs, the 

ability to follow the impact of health promotion work is affected by limited time, 

funding and short turnaround of reporting at the end of project cycles. Staff recognised 

that both internal and external decision-makers were not getting the whole picture of 

the impact that health promotion practice is having in the long term.  

DISCUSSION 

This study aimed to explore how health promotion practice is being captured, and to 

identify the challenges ACCHS staff face in articulating the effectiveness of health 

promotion practice to decision-makers. The study found that ACCHS are focused on 

improving health in their communities using both individual and population health 

approaches. This was reflected in both the guiding documents and interviews with staff. 

There were inconsistencies with the types of health promotion practice this ACCHS 

sees itself responsible for, evidenced in the guiding documents, and the work they 

report to decision-makers via the national and organisational key performance 

indicators.  

The nKPIs, while useful to provide consistency across ACCHSs in Australia, contribute 

to a narrow view of health promotion focusing on individual activities: risk assessment, 

screening and immunisation. By including measures that target social, political and 

economic structures, population activities can be captured that have been shown to 

reduce vulnerability to unhealthy living conditions (12). Population-based key 
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performance indicators would not only capture health promotion efforts affecting the 

social determinants of health but, as shown by Percival and colleagues, can influence 

decision-makers’ view of health promotion success (25). Decision-makers’ 

understanding of the broader scope of health promotion and how short-term gains can 

be measured may strengthen the support for health promotion and prevention work, 

particularly when scrutinised under reduced health promotion funding. 

Continuous quality improvement tools and processes, such as One21Seventy (available 

from: http://www.menzies.edu.au/page/Resources/Health_Promotion_CQI_Tools/), 

have been developed to improve health promotion practice in ACCHS settings, 

resulting in an increased ability to record the breadth of health promotion activities 

(25). The accreditation standards used by this ACCHS focus on a narrow view of health 

promotion activity: community engagement and health information. However, if 

standards were adopted that focussed on the breadth of health promotion practice, a 

structured process for the organisation to regularly monitor health promotion work 

would occur. 

This is the first study to provide insight from an ACCHS of the challenges to capture 

and report health promotion practice. Very little has been documented about how 

ACCHS practise health promotion or the challenges they face (26). Highlighted in this 

study was practitioners’ frustration that they were unable to provide short-term 

measures that were seen as contributing to long-term health outcomes. This frustration 

has also been reported by health promotion practitioners from a number of Victorian 

health agencies in a review of evaluation practices (17). In a work environment 

constrained by short-term accountability, measures that can capture short- and long-

term health promotion efforts need to be identified to capture social, environmental and 

cultural influences on health. The adoption of these types of measures is needed to 

secure population level work in health promotion. 

Without suitable measures, decision-makers are unable to know how health promotion 

efforts are contributing to improving health outcomes. Decision-makers value 

knowledge about their local area, knowing what has been successfully delivered in a 

similar setting with similar constraints to themselves (27). Defining what constitutes 

‘success’ in the short term to impact on the determinants of health, as also found by 

Rowley and colleagues, requires local community and local practitioner involvement 
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(10). This point was also emphasised in these interviews, that reporting must be 

relevant to community for them to make informed decisions. Additionally, these 

interviews highlighted that staff thought community members needed more information 

on efforts addressing population health to understand the effectiveness of 

comprehensive primary health care delivered in their communities. Informed 

community participation in health decision-making is required to sustain effective, 

comprehensive primary health care (28). 

We acknowledge that the study included only one ACCHS and a small number of staff. 

However, the staff represented a broad cross-section of the type of primary health care 

staff involved in health promotion activities, not just dedicated health promotion 

positions. By analysing organisational documents, we were able to validate their 

difficulties in reporting and capturing health promotion practice. The benefit of a case 

example such as this, is that it provided context and insight from the workforce on 

reporting constraints. 

CONCLUSION  

Population approaches addressing the social determinants of health is needed to 

improve health outcomes, particularly in disadvantaged populations. This study found 

that while ACCHS are focussed on delivering population and individual health 

promotion approaches, future decision-making is reliant only on individual measures. 

By defining population and individual measures, decision-makers, including 

community members, managers and external funding bodies, would have a clearer 

understanding of how health promotion approaches are contributing to address health 

outcomes.  
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5.3 Chapter summary 

This chapter identified the lack of scope provided to decision-makers on the 

effectiveness of health promotion practice in this ACCHS. There is a need for new 

measures to be developed and adopted in ACCHS to capture and support health 

promotion practice that targets population level change, rather than only monitoring 

individual health measures.  

The next chapter further explores the organisational priority that was identified in 

chapter four. Specifically, how do primary health care staff access skill development 

and expertise to support health promotion practice? 
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Chapter 6. How primary health care staff working in rural and 
remote areas access skill development and  

expertise to support health promotion practice 
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confidence, 
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barriers and 
enablers to 
practice 
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development 
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reporting 
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promotion 
work 

4. Accessing 
health 
promotion 
skill 
development 
and expertise 

5. Post-test: 
Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

Participatory action research cycle4 

6.1 Overview of the chapter 

Chapter six describes how primary health care staff working in rural and remote areas 

access skill development and expertise from the health promotion field to support their 

practice. This chapter also addresses the organisational priority identified after the 

workforce training and mentoring was conducted with staff to increase their health 

promotion evaluation capacity (chapter four). The organisation recognised that in-kind 

support for health promotion training was often utilised and wanted to explore further 

how staff currently accessed skill development and advice to support their health 

promotion practice. 

                                                 
4 Adapted from Judd J, Keleher H. Reorienting health services in the Northern Territory of Australia: a 
conceptual model for building health promotion capacity in the workforce. Global Health Promotion. 
2013;20(2):55. 
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Staff at this ACCHS work across a large geographical area with many staff providing 

fly-in, fly-out primary health care to a number of remote and disadvantaged Aboriginal 

and Torres Strait Islander communities. This was a qualitative exploratory study (semi-

structured-interviews, refer to Appendix J and K). The findings of this study highlight 

that the focus on health promotion and prevention approaches must be strengthened in 

order to improve health outcomes in rural and remote communities. 

This paper has been accepted for publication. It is presented in the format required by 

the journal. The citation is: 

McFarlane K, Judd J, Wapau H, Nichols N, Watt K, Devine S. How primary health 

care staff working in rural and remote areas access skill development and 

expertise to support health promotion practice. Rural and Remote Health (in press). 

6.2 Paper six - How primary health care staff working in rural and 
remote areas access skill development and expertise to 
support health promotion practice 

ABSTRACT 

Introduction: Health promotion is a key component of comprehensive primary health 

care. Many primary health care staff have a role to play in health promotion practice, 

but their ability to integrate health promotion into practice is influenced by their 

previous training and experience. For primary health care staff working in rural and 

remote locations, access to professional development can be limited by what is locally 

available and prohibitive in terms of cost for travel and accommodation. This study 

provides insight into how staff at a large north Queensland Aboriginal Community 

Controlled Health Service access skill development and health promotion expertise to 

support their work. 

Methods: A qualitative exploratory study was conducted. Small group and individual 

semi-structured interviews were conducted with staff at Apunipima Cape York Health 

Council (n=9). A purposive sampling method was used to recruit participants from a 

number of primary health care teams that were more likely to be involved in health 

promotion work. Both on-the-ground staff and managers were interviewed. All 

participants were asked how they access skill development and expertise in health 
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promotion practice and what approaches they prefer for ongoing health promotion 

support. The interviews were transcribed verbatim and analysed thematically. 

Results: All participants valued access to skill development, advice and support that 

would assist their health promotion practice. Skill development and expertise in health 

promotion was accessed from a variety of sources: conferences, workshops, mentoring 

or shared learning from internal and external colleagues, and access to online 

information and resources. Irrespective of where the advice came from, it needed to be 

applicable to work with Aboriginal and Torres Strait Islander remote communities.  

Conclusions: To improve health outcomes in rural and remote communities the focus 

on health promotion and prevention approaches must be strengthened. Primary health 

care staff require ongoing access to health promotion skill development and expertise to 

increase their capacity to deliver comprehensive primary health care. Practice-based 

evidence from staff working in the field provides a greater understanding of how skill 

development and advice is accessed. Many of these strategies can be formalised 

through organisational plans and systems which, would ensure that a skilled health 

promotion workforce is sustained. 

Introduction 

More than ever health promotion and prevention approaches are needed to reduce the 

growing burden of chronic diseases. In 2011 chronic diseases were estimated to 

contribute to 90 per cent of all deaths in Australia (1). Approximately one-third of 

chronic diseases can be attributed to lifestyle factors such as tobacco smoking, risky 

alcohol use, physical inactivity, poor nutrition, and excess weight (2). Health promotion 

and prevention approaches play a key role in assisting individuals and communities to 

modify and address these risk factors and their underlying causes. 

Over recent years, national policy documents have consistently stated the need for a 

greater focus on health promotion and illness prevention approaches (3). Yet at the 

same time, the capacity of health organisations to undertake health promotion and 

prevention activities has been significantly reduced (4). In 2012, the Queensland 

Government cut resources for health promotion services, removing most of the health 

promotion workforce and reducing funding for prevention approaches (5). At a national 

level, the Australian National Preventative Health Agency, responsible for leadership in 

evidence-based prevention practice was closed in 2014 (6). Australia’s spending on 



107 
 

public health activities, which includes health promotion activities, has reduced from 

2.2% (2008) to 1.4% (2014) of total health expenditure (1). These cuts have impacted 

on health promotion leadership and health organisations’ ability to undertake health 

promotion activities.  

In remote Cape York Aboriginal and Torres Strait Islander communities, the burden of 

chronic disease is disproportionately higher than other Queensland residents (7). 

Residents in Cape York are more likely to be overweight or obese, have higher rates of 

smoking and risky alcohol consumption and lower levels of physical activity compared 

to the Queensland average (8). Apunipima Cape York Health Council (Apunipima) is 

an Aboriginal Community Controlled Health Service (ACCHS) that provides 

comprehensive primary health care to remote communities in Cape York, Queensland. 

The focus on prevention approaches to improve health outcomes in Cape York has been 

central to the organisation’s mission since its inception in 1994 (9). As with all 

ACCHS, they have a clear understanding of social, environmental and cultural 

influences on health (10). Even with limited funding, non-government organisations 

such as ACCHS are more likely to prioritise health promotion approaches with a focus 

on addressing the underlying determinants of health than Government organisations 

(11). Currently, Queensland ACCHS cannot rely on additional government funding for 

health promotion work.  

Health promotion is core practice in many health professions; however, their training in 

health promotion differs, which can result in a limited awareness of the broad scope of 

health promotion practice (12). Staff at Apunipima are from a number of health 

disciplines which include Aboriginal and Torres Strait Islander health workers and 

health practitioners, general practitioners, midwives, audiologists, speech pathologists, 

physiotherapists, diabetes nurse educators, dieticians, nutritionists, health promotion 

officers and social and emotional well-being staff (9). In 2015 a workforce survey was 

conducted with Apunipima staff to measure current health promotion practice, the 

enablers and barriers to practice, staff confidence and attitude to health promotion 

practice in the primary health care setting, years of experience, and training completed 

in health promotion (13). Forty-two per cent (n=63) of staff responded. The majority of 

those surveyed are regularly involved in health promotion activities (84%); however, 

just over one-third of the staff surveyed had never completed any training in health 

promotion (37%). Those who had received training reported that it included workshops, 
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short courses or health promotion related content and subjects as part of their 

qualifications. 

The importance of building health promotion workforce capacity through staff training 

and specialist support has been discussed in a number of studies (14-18). The aim of 

this study was both to explore how staff access skill development and expertise from 

the health promotion field, and to identify what support is preferred and practical in a 

work environment where staff deliver health promotion activities across a large 

geographical area to a number of remote and disadvantaged Aboriginal and Torres 

Strait Islander communities. 

Methods 

An exploratory, descriptive study was conducted in 2015-2016 with Apunipima staff, 

as part of a larger participatory action research project. An article describing how health 

promotion is practised in this ACCHS has previously been published (13). Small group 

and one-on-one semi-structured interviews were conducted. All staff were invited to 

participate through service-wide invitations using email and posters on the notice 

boards. Purposive sampling was used to target staff and managers of teams who were 

able to provide more detailed responses due to their known experience in health 

promotion projects. By seeking participants with a known interest in health promotion 

practice, deeper insights into their experiences would provide greater understanding of 

how support is accessed (19).  

Staff interviewed were from the Health Promotion, Nutrition and Family Health teams. 

Managers and on-the-ground staff were interviewed separately (n=9).  All staff 

interviewed had been involved in delivering health promotion activities for at least five 

years. 

Open-ended questions included: 

 How do you currently access health promotion expertise to assist the health 

promotion and prevention work you do? 

 What types of support do you prefer and why? 

In addition to these questions, managers were asked how they assisted their staff to 

access health promotion knowledge and expertise.  
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Participation was voluntary and all participants were provided with an information 

sheet and consent form. Interviews were digitally recorded and transcribed verbatim by 

the principal investigator. The transcripts were coded by reading and re-reading the 

participant interviews identifying the initial ideas and interesting features that emerged. 

The codes were then analysed identifying themes that directly related to the research 

questions. In this way, a deductive approach was adopted (20). Overarching and sub-

themes were reviewed and refined to describe how primary health care staff working in 

a rural and remote area currently access and prefer to access skill development and 

health promotion expertise. Data were de-identified and stored according to National 

Health and Medical Research Council protocols (21). 

Ethics approval 

Ethics approval was granted from James Cook University Human Ethics Committee 

(HE5787). Research procedures reflected the six values of Aboriginal and Torres Strait 

Islander health research which are: reciprocity; respect; equality; responsibility; 

survival and protection; spirit and integrity (22). 

Results 

A number of themes emerged that described how the participants access health 

promotion skills and knowledge and ways that ongoing access could be embedded 

within their organisation. Expertise in the health promotion field was sourced in a 

variety of ways. In all cases, participants emphasised that knowledge and skills must be 

relevant and applicable to working in remote Aboriginal and Torres Strait Islander 

communities. Throughout these interviews, it was clear that participants valued health 

promotion advice and support. The study findings will be reported under six main 

themes: 

1. Sources of accessing health promotion expertise 

2. Work context 

3. Internal and external relationships  

4. Challenges for continued up-skilling 

5. Limited funds for health promotion 

6. Ways to facilitate ongoing support in the organisation 
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1. Sources of accessing health promotion expertise 

There were a number of ways participants sought to update their skills and knowledge 

in health promotion practice: 

 Attend conferences or workshops to update knowledge or skills in current 

practice 

 Attend in-house training for skills to improve their health promotion 

practice or knowledge of health issues relevant to current work priorities 

 Visit similar worksites by participating in a study tour to link with 

colleagues and observe how similar workplaces tackle similar issues  

 Participate in mentoring programs when offered through the organisation, 

and through professional associations 

 Contact external colleagues met through previous employment, conferences 

or professional associations 

 Link with colleagues in the organisation who have skills or knowledge in 

the particular area of interest 

 Participate and attend webinars 

 Seek information, resources and journal articles online 

 Subscribe to electronic mailing lists to receive latest developments in 

practice 

 Join professional associations and through membership receive journal 

access.  

 
2. Work context  

In relation to professional development, participants looked for presenters who have 

experience working in the Aboriginal and Torres Strait Islander context. They were 

more attracted to attend training and conferences that promoted an Indigenous or a 

remote focus. All participants spoke about the unique context in which they work, and 

said that any advice and skill development needed to be relevant to the practicalities of 

working in the remote Indigenous context. As one staff member stated: 

I think [training is] definitely helpful to help us do what we need to 

do if it’s presented in a way that’s appropriate to the context that we 
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work in. Because it’s no good us going to something if it’s targeted at 

city folk and we don’t use that. So it’s always really useful to have 

someone who knows where we are working. Where we are coming 

from. What our perspective is. What our issues are. The challenges 

that we face. How unique our work is. Because I think our work is not 

always well understood. And remote work isn’t easily understood at 

all [P3]. 

Participants were more interested in learning from what works in similar Indigenous 

communities. Some participants mentioned they valued opportunities to visit similar 

worksites and meet with staff in an informal way to discuss common work issues. As 

one participant explained: 

I get the value from seeing similar programs to mine. And how that’s 

worked and what they did to get through that challenge [P1]. 

3. Internal and External relationships  

The majority of participants believed that it was part of their role and part of the 

organisation’s role to foster shared learning. All participants recognised that they had 

expertise in understanding the Cape York work environment and could assist other staff 

to some extent in applying health promotion approaches in this environment. This was 

especially important for two reasons. Firstly, some participants identified that there are 

very few external experts who both understand the Cape York context and could 

provide advice in health promotion approaches. And secondly, staff have limited access 

to professional development locally. Supporting other staff when they could and 

sharing external contacts to extend relationships beyond one critical contact were seen 

as important. 

Managers recognised that there is a lot of expertise in the organisation amongst current 

staff. However, they also acknowledged that staff may not have the time or extensive 

expertise in applying health promotion approaches. One manager spoke about the 

access her team had utilised from a health promotion research partnership between the 

university and Apunipima: 

I’m sure [other] people have that knowledge and expertise, but they 

don’t have the time. But again, there’s not that specific health 
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promotion expertise, and that’s a key component of the work that we 

do at Apunipima… having access to that expertise over the last 12 

months, I think, has really helped the team [P6]. 

External relationships with other health professionals were seen as important to nurture 

and assist their practice. Previous work colleagues and peers met through professional 

networks at conferences and workshops were important to remain in contact with to 

access for advice. Types of advice sought related to health promotion approaches, 

knowledge of the health issue or work context and assistance in how to seek external 

funding. Participants mentioned that due to limited funds to source external expertise 

they often invited these contacts to provide continued advice by requesting their 

involvement on project steering committees. 

Some participants were part of special interest or community of practice groups 

accessed through their membership of a professional association, such as the Australian 

Health Promotion Association, the Public Health Association of Australia or the 

Dietitians Association of Australia. They valued the regular opportunity to share and 

troubleshoot common issues via teleconference or videoconference with other peers. 

One manager noted that Apunipima is a well-respected organisation that attracts 

collaborations with external experts and staff in the organisation were adept in ensuring 

this relationship was reciprocated: 

We do something for them. They offer support to us and comment on 

work [P8]. 

There were notable advantages of external colleagues providing mentoring or support 

to staff, but as one participant noted there can be disadvantages as well: 

The disadvantage is that they may not fully understand the 

environment that you’re working with and the situations that you’ve 

faced, but it is a fresh set of eyes on the issues as well. Because an 

internal mentor may be too tied up in the same situation that you are 

to really provide good guidance… I think there is definitely some 

advantages of external mentors [P5]. 
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4. Challenges for continued up-skilling 

Participants liked attending training as a team as it provides everyone with the same 

information and allows the team to discuss how new approaches can be implemented in 

their practice. Staff are able to support each other with the new approach and this was 

important when staff may not spend a lot of time together. As one participant noted: 

They can phone to support each other, because you’ve bonded over a 

couple of days training [P2].  

However, managers noted that team training can be difficult to organise as training 

needs can vary greatly due to team members’ knowledge, expertise and experience, 

which can range from novice to very experienced. 

Some participants noted that clinical roles are supported for ongoing up-skilling as part 

of their professional accreditation requirements, but nothing exists to support staff 

specifically in health promotion and prevention practice.  

5. Limited funds for health promotion work 

All participants commented on the impact of recent funding cuts to health promotion 

and prevention work. Some participants previously worked closely with the Department 

of Health, Queensland health promotion team based in Cairns. The impact participants 

noted was a reduced peer network that understands the north Queensland context, 

reduced access to local professional development, and reduced partnering opportunities 

on projects. Participants also commented on a lack of strategic direction at a state level 

in health promotion and prevention practice. However, an informal public health 

nutrition network shares information on prevention work across the state in response to 

the loss of government leadership: 

We’ve got an email group that’s Queensland specific to get updates 

and to share things… How we communicate is quite different now 

[compared to 2012]… Although the structures aren’t there like they 

used to be, generally we’re pretty well connected with external people 

[in the field] [P4]. 

Though not explicitly stated, all participants were conscious of accessing skill 

development opportunities with minimal cost to the organisation. With limited funds, 
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participants provided examples of creative ways to ensure continued learning in health 

promotion. Examples included: 

 Funding received to enhance staff capacity to supervise student placements 

had been used to fund professional development for the respective team; 

 Professional development was included in a project funding submission to 

up-skill the team with the capacity required to best deliver the project; 

 Staff take a lead on a particular approach or health issue and then provide 

support to others in the team; and 

 Staff submitted abstracts to present their work at conferences and applied for 

conference scholarships to reduce attendance costs. 

6. Ways to facilitate ongoing support in the organisation 

Participants identified a number of ways to facilitate ongoing health promotion skill 

development within the organisation. All suggestions focused on formalising what is 

already happening. This included developing a strategic workforce plan for health 

promotion as part of a comprehensive primary health care approach. This plan would 

highlight staff professional development needs to achieve organisational outcomes. 

Participants noted that without line management support, a new approach is difficult to 

adopt. Having a focus on specific health promotion needs for the organisation through a 

workforce plan aligns management support and sustains the importance of continued 

health promotion skills and knowledge over time as staff turn over. 

Participants in dedicated health promotion and prevention roles suggested formalising 

the support they already provide to other staff by clearly stating this role in their job 

descriptions. Managers, in particular, noted that some internal and external 

relationships utilised by staff for health promotion advice existed only because of 

personal relationships. Ongoing advice to the team or organisation could easily be lost 

if key staff members left. They suggested formalising, where possible, these internal 

and external relationships through joint work plans (internal) or memorandums of 

understanding (external), which already exist in some cases.  

Senior staff in the organisation were important facilitators of the relationships with 

external partners and paired staff to work together in a mentoring or side-by-side 

learning style. Mentoring relationships were seen as positive, but needed to be 
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formalised so both parties had clear expectations of the relationship. A more equal 

relationship was required when staff were both in the organisation rather than one 

taking the ‘expert’/mentor role. An example provided was a pairing between a fly-in 

fly-out worker and a health worker based in community: 

We were paired together and wanted to enter into something more 

formal, but the only structure we could find was a mentee/mentor not 

an equal partnership which is what we were. So we actually really 

struggled to find anything that was going to suit us that didn’t create a 

power imbalance [P4]. 

Discussion  

The aim of this study was to explore how primary health care staff working in rural and 

remote communities access skill development and expertise from the health promotion 

field and identify what types of support are preferred. Results from this exploratory 

study highlighted that the primary health care staff who work in rural and remote 

communities of Cape York value the access they have to health promotion expertise 

and believed it was important to enhance their work. Most importantly, that expertise 

needed to be applicable to work with Aboriginal and Torres Strait Islander remote 

communities. Skill development and health promotion expertise was accessed from a 

variety of sources. In the current funding environment, participants were acutely aware 

of utilising in-kind or low cost options. The creative ways participants accessed skill 

development and expertise through reciprocal relationships, encompassing professional 

development in project applications, and sharing skills and knowledge within the 

organisation, are important lessons. Without a reliance solely on funds, these strategies 

are more likely to be sustained, particularly when embedded in organisational 

workforce plans (23, 24).  

Other studies have also found that embedding health promotion professional 

development within organisational structures, supported by senior staff and formalised 

in workforce plans, assists in prioritising the importance of health promotion work in 

the organisation (12). Senior staff need to be involved and understand the breadth of 

health promotion practice to enable organisational changes that will support the 

application of new skills and knowledge in the workplace (16). The combined process 

of increasing staff’s knowledge and skills in health promotion and supporting this by 
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formalising the process through organisational structures has been shown to strengthen 

health promotion capacity in primary health care services working with Aboriginal and 

Torres Strait Islander communities (25). This study provides additional detail on the 

methods preferred by staff to increase their knowledge and skills in health promotion 

with suggestions on ways to formalise the process within the organisation. A number of 

studies that have focused on training health staff in health promotion also emphasise 

organisational support to not only embed the new learnings (14, 16, 17), but to also 

foster ongoing workforce learning in health promotion (15, 18). 

Staff valued access to experts in the field of health promotion, as the complexities of 

health promotion practice needs to be understood when advising others. This is 

consistent with other findings that health promotion advice provided to a variety of 

health professionals needs to come from someone with expertise in health promotion 

(17). Not only was expertise in health promotion important, but also an understanding 

of the work context. Conferences, workshops and expert advice engaged staff only if it 

demonstrated an understanding of how that new knowledge or skill could be applied in 

remote Aboriginal and Torres Strait Islander communities. 

Peer mentoring is recommended as a way of strengthening the Aboriginal health 

workforce (26). The current study highlighted the importance of mentoring models that 

adopt a side-by-side learning approach. This could be a health promotion officer 

working with a community-based health worker. Both bring skills and knowledge that 

can strengthen effective health promotion practice in the community setting. 

While the findings of the study provide insight into how ACCHS staff access health 

promotion advice, the study is limited in its scope. A small group of staff participated in 

the interviews from one ACCHS. It is not surprising that all participants saw the value 

in accessing health promotion advice as those who were attracted to participate were 

more likely to have a greater interest in health promotion. However, the study does 

provide insight into how these staff who work in rural and remote communities, with 

limited access to funds, source health promotion advice and expertise. The participants’ 

insights were solution-focused, offering ideas of how organisational structures can 

support ACCHS staff to build workforce capacity in health promotion. The findings 

from this small study provide practice-based evidence to guide future research into how 
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workforce support in health promotion could be enhanced for other staff working in 

rural and remote locations. 

Conclusions 

Building the health promotion capacity of primary health care staff working in rural and 

remote areas is important to reduce the burden of chronic disease experienced more 

profoundly in Aboriginal and Torres Strait Islander communities. An important factor 

in building health promotion capacity is ongoing workforce development. The findings 

of this study provide practice-based evidence on how primary health care staff working 

in rural and remote communities access skill development and expertise, and also how 

they utilise relationships with internal and external colleagues to garner ongoing 

support and advice. With the support of senior staff, many of the strategies to access 

advice can be formalised through workforce plans and organisational systems. Formal 

processes such as these ensure health promotion practice is prioritised, with managerial 

directives to support ongoing workforce development. 

If the national policies emphasising a greater focus on health promotion and prevention 

are to be translated into practice (3), primary health care staff working in rural and 

remote areas must have access to skill development and expertise in health promotion 

practice. They are the frontline workforce in health promotion and prevention and their 

role is needed to drive improvements in Aboriginal and Torres Strait Islander health.  
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6.3 Chapter summary 

This chapter identified a number of ways that staff currently access health promotion 

skill development and expertise. How staff access this support highlighted the creative 

ways that ACCHS engage in-kind expertise to support their learning and provide advice 

on their health promotion practice. As national health policies emphasise a greater 

focus on health promotion and prevention approaches in primary health care, the 

knowledge and skills of this workforce must continue to match contemporary practice. 

The findings from this study provide insight from practitioners working in remote areas 

to the challenges in accessing professional development for health promotion practice.  

This was the last priority the organisation identified to explore in this research project. 

The next chapter describes the final PAR cycle which compares changes in the 

organisation over the duration of the research period. 
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Chapter 7. Using participatory action research to strengthen 
health promotion practice in an Indigenous primary 

health care service 

     

1. Pre-test: 
Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

2. Workforce 
training and 
development 

3. Capturing and 
reporting 
health 
promotion 
work 

4. Accessing 
health 
promotion 
skill 
development 
and expertise 

5. Post-test: 
Practice, 
confidence, 
attitudes, and 
barriers and 
enablers to 
practice 

Participatory action research cycle5 

7.1 Overview of the chapter 

This final results chapter relates to the fifth PAR cycle and compares the changes to 

health promotion practice, staff and organisational confidence in their practice, 

perceived enablers and barriers to practice, and the attitude towards health promotion as 

part of primary health care, since the initial staff survey that was described in chapter 

three. The final (post-test) survey is attached in Appendix L. The workforce were active 

participants in this research process. Staff reviewed evidence and identified actions that 

could strengthen their health promotion practice. The priorities and actions identified 

by staff focused on workforce development, organisational changes and access to 

specialist support. These workforce insights provided a deeper understanding of 

organisational opportunities to strengthen practice. 

                                                 
5 Adapted from Judd J, Keleher H. Reorienting health services in the Northern Territory of Australia: a 
conceptual model for building health promotion capacity in the workforce. Global Health Promotion. 
2013;20(2):55. 
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The following paper describes how Apunipima identified and increased their capacity 

to deliver health promotion through their active involvement in this research. This 

paper has been submitted to a peer-reviewed journal and is currently under review. It is 

presented in the format required by the journal. The citation is: 

McFarlane K, Judd J, Devine S, Nichols N, Watt K. Using participatory action 

research to strengthen health promotion practice in an Indigenous primary health 

care service. Global Health Promotion. (under review). 

7.2 Paper seven - Using participatory action research to strengthen 
health promotion practice in an Indigenous primary health care 
service 

Abstract: A health service’s capacity to deliver health promotion is affected by a 

number of factors including organisational processes, health promotion skills and 

knowledge of the workforce, leadership in health promotion approaches, available 

resources and access to partnerships. As these factors constantly change, efforts to 

embed processes that support health promotion capacity ensure that change is 

minimised. This study at an Indigenous primary health care organisation, in northern 

Australia, describes their health promotion practice, perceived organisational enablers 

and barriers for implementing health promotion approaches, and changes in staff 

attitudes and confidence identified by this workforce. The researcher was based with 

the organisation for the duration of the research project and facilitated a participatory 

action research approach to identify ways to strengthen health promotion practice. Staff 

surveys were conducted in 2015 (n=63) and 2016 (n=48). In between surveys, staff 

identified priorities and actions that focused on workforce development, leadership, and 

organisational processes. Results indicated that having the researcher based at the 

organisation enhanced the organisational focus on health promotion practice. By 

working with the organisation to review evidence and involving staff in identifying 
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priorities to action, changes were noticed that improved staff’s ability to practise health 

promotion. As a result of this organisational focus and engagement, staff were 

significantly more confident in the organisation’s ability to lead health promotion 

practice in the region in 2016 compared to 2015. The involvement of the workforce in 

reviewing evidence and identifying actions provided a deeper understanding of 

organisational opportunities to strengthen practice. The participatory action research 

approach provided practice-based evidence of how health promotion can be 

strengthened in an Indigenous primary health care setting, a setting in which there is 

little published evidence.   

Introduction 

To deliver effective health promotion approaches an organisation needs more than just 

dedicated resources and health promotion staff (1). A number of factors impact on the 

capacity of an organisation to deliver health promotion. These include organisational 

processes, skills and knowledge of the workforce, available resources, access and 

ability to form partnerships, and leadership in health promotion (2). The enablers and 

barriers for an organisation to build capacity are influenced by management support, 

internal and external leadership, access to external health promotion expertise, skilled 

staff, access to partners, resource allocation and competing work priorities (3). Thus an 

organisation’s capacity to deliver health promotion can be thought of as a system with 

any or all of these factors influencing the ability to deliver effective health promotion 

approaches. These individual factors can easily change over time and the way they 

interact with each other will either reduce or strengthen health promotion capacity 

within an organisation (4). 
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In Australia, health organisations’ capacity to deliver health promotion has been 

hindered by a number of significant funding and resource cuts. Australia’s spending on 

public health activities, which included health promotion activities, has reduced by a 

third between 2008 and 2014, from 2.2 per cent to 1.4 per cent (5). National leadership 

in health promotion and prevention approaches has been reduced by the closure of the 

Australian National Preventative Health Agency in 2014, which was responsible for 

guidance in evidence-based prevention and health promotion practice (6). Additionally, 

the National Partnership Agreement on Preventative Health ceased in 2014 (6). This 

partnership provided funds to the states to develop evidence of effective health 

promotion approaches to address lifestyle-related causes of chronic disease (7). At a 

state level in 2012, the Queensland Government removed the regional health promotion 

workforce which focused on reducing the burden of chronic disease and unintentional 

injury (8).  

Apunipima Cape York Health Council (Apunipima) provides comprehensive primary 

health care to a population of approximately 7,000 residents dispersed across 11 remote 

communities in north Queensland, Australia (9). Comprehensive primary health care 

includes health promotion, treatment, early detection and management of ill health (10). 

Cape York has one of the most disadvantaged populations in Australia with the 

majority of the population identifying as Indigenous (9). In 2007, the burden of disease 

rate was 47 per cent higher for Indigenous Queenslanders living in remote areas 

compared to those living in major cities (11). Health promotion approaches as part of 

comprehensive primary health care are essential in reducing the modifiable risk factors 

that contribute significantly to this burden. Yet the national and state government 

changes have impacted on the health promotion capacity of this organisation. 

Leadership in evidence-based preventative approaches, available project funds, and the 
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ability to partner with the government-based health promotion workforce no longer 

exists. 

To increase health promotion capacity in primary health care organisations, previous 

studies have focused on a combination of factors based on the health promotion 

capacity building framework (2). This combination has included workforce 

development such as staff training and mentoring and the creation of dedicated health 

promotion positions; organisational processes such as influencing quality improvement 

processes to include a greater focus on health promotion approaches; the adoption of 

health promotion planning and evaluation tools; and influencing organisational culture 

to build health promotion leadership within the organisation (12, 13). Accessing 

experienced health promotion practitioners to facilitate this process is an important 

factor in building health promotion capacity (12, 13). 

There is little published evidence about the challenges Indigenous primary health care 

organisations face to build their health promotion capacity over time (3). To address 

this research gap, this study used a Participatory Action Research (PAR) approach to 

engage the Apunipima workforce to identify ways to strengthen health promotion 

capacity within the organisation. The researcher was based at the organisation for the 

duration of the research project. This paper describes health promotion practice, 

perceived organisational enablers and barriers to implement health promotion 

approaches and changes in staff attitudes and confidence in the delivery of health 

promotion practice over that time period. 

Setting 

Apunipima was established in 1994 and is the largest Aboriginal Community 

Controlled Health Organisation in Queensland (14). Apunipima employs approximately 
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150 staff. Staff are a mixture of community-based and visiting staff who provide care 

through fly-in, fly-out and drive-in, drive-out service provision. Just over half the staff 

identify as Aboriginal or Torres Strait Islander. The workforce includes Aboriginal and 

Torres Strait Islander health workers and health practitioners, general practitioners, 

midwives, audiologists, diabetes nurse educators, dieticians, nutritionists, health 

promotion officers, social and emotional well-being and corporate support staff.  

Methods 

Overview of approach 

The PAR approach is a process of reflection, data collection and action in which the 

researcher and participants are collectively involved (15). In the workplace setting, 

PAR is a process of systematic inquiry in which those who are involved in the area of 

interest participate with the researcher in deciding the focus of knowledge generation, 

collecting and analysis of information, and taking action to address an issue (16). 

Intrinsic to PAR is a respect for the participants’ knowledge and experience (17). By 

engaging participants in the process of inquiry the researcher acknowledges their 

understanding of the issues and develops trust and understanding of the research 

process (18).  

Five participatory cycles were conducted in this study (Figure 7.1). The first cycle was 

a baseline assessment of how health promotion is practised in the organisation; attitudes 

about health promotion in a primary health care context; confidence to perform health 

promotion; and staff’s perceived enablers and barriers to health promotion work. The 

final cycle repeated the baseline assessment to compare changes in the organisation 

over a 15 month period.  Multiple data collection methods were used: surveys, 

interviews and document analysis. However, this paper will report on only the 
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comparison findings from the pre and post surveys conducted in the first and fifth 

cycles. 

 

     

1. Pre-test: 
Practice, 
confidence, 
attitudes, 
and 
barriers 
and 
enablers to 
practice 

2. Workforce 
training 
and 
developme
nt 

3. Capturing 
and 
reporting 
health 
promotion 
work 

4. Accessing 
health 
promotion 
skill 
developme
nt and 
expertise 

5. Post-test: 
Practice, 
confidence, 
attitudes, 
and 
barriers 
and 
enablers to 
practice 

 

Figure 7.1 Participatory action cycles  

(adapted from Judd J, Keleher H. Reorienting health services in the Northern Territory of 
Australia: a conceptual model for building health promotion capacity in the workforce. 
Global Health Promotion. 2013;20(2):53-63.) 

Data collection 

A cross sectional survey was designed in partnership with the health service to confirm 

areas of investigation. The survey design has been described previously (19). All staff 

were encouraged to complete the anonymous survey via Survey Monkey 

(SurveyMonkey Inc., Palo Alto, CA, USA). The survey was open for six weeks in 

February-March 2015 and again in May-June 2016. Staff were invited to participate via 

email and reminders were posted on notice boards, presentations at staff meetings, and 

in person from key staff members at Apunipima. 
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The 20 item survey explored the types and frequency of health promotion activities that 

staff were involved in delivering; staff’s confidence in health promotion practice; 

perceived strengths of the organisation in health promotion practice; perceived enablers 

and barriers to practice; the importance of health promotion in primary health care; and 

staff details such as years of experience, work team and role in the organisation. The 

2016 survey also explored what changes staff noticed over the previous year in health 

promotion practice and if they had worked directly with the researcher, what influence 

this had on their work practice.  

A combination of closed and open-ended questions and Likert scales were used to 

gather the quantitative and qualitative data. Health promotion practice was categorised 

on a continuum that described individual activities such as screening, immunisation, 

health information, education and skill development, through to population approaches 

such as community engagement, social marketing, and influencing the social and 

physical environments that support health through advocacy, economic and regulatory 

activities (20). Participants rated their level of confidence to perform the health 

promotion core competencies as defined by the Australian Health Promotion 

Association (ratings ranged from 1 – not at all confident to 5 – very confident) and how 

confident they perceived the organisation was at performing these same competencies 

(ratings ranged from 1 – does not do this well to 5 – does this really well) (21). Open-

ended questions were used to explore the perceived enablers and barriers to health 

promotion practice, allowing participants to provide detail of their experiences. Survey 

respondents’ health promotion attitudes were assessed by rating agreement to a number 

of statements on the role of health promotion in primary health care (5 point Likert; 

Strongly Disagree to Strongly Agree). Participants reflected on the influence of the 

researcher’s role in the organisation using open-ended questions.  
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Data analysis 

Numerical data were described using frequency counts, mean values and standard 

deviations. Quantitative data were analysed using SPSS version 23 (SPSS Inc., 

Chicago, IL, USA). Paired sample t-tests were used to compare mean scores for 

confidence of staff with mean scores for confidence in the organisation to perform the 

health promotion competencies for each year separately. Independent sample t-test 

were used to compare mean confidence in staff on each health promotion competency 

from pre (2015) to post (2016), then mean confidence in organisation from pre to post. 

Open-ended responses were analysed manually using an inductive approach to theme 

responses (22). From the responses, codes were initially identified and collated into 

themes. The themes were reviewed and refined to describe staff perceptions of the role 

of health promotion in the organisation, enablers and barriers to practice, and the 

changes staff observed over the past 12 months in health promotion practice. A 

summary of the findings was shared with staff in the organisation to consider other 

logical possibilities and ensure interpretation was accurate. 

Ethical clearance 

The study received ethical clearance from the James Cook University Human Ethics 

Committee (HE5787). Research protocols were consistent with the values of Aboriginal 

and Torres Strait Islander health research: reciprocity; respect; equality; responsibility; 

survival and protection; spirit and integrity (23). 

Results 

Sixty-three staff (42% response rate) completed the survey in 2015 and 48 staff (31% 

response rate) completed the survey in 2016.There was a twenty-seven per cent staff 

turnover between the two surveys (24). The survey was intentionally anonymous so it 
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was not possible to determine the overlap in response between the pre and post survey. 

The total number of staff increased by 15 per cent between the two surveys, however 

the types of positions at the organisation remained consistent (24).  

Health promotion practice 

There was no significant difference in the frequency and type of health promotion 

activities participants were involved in between the two time periods (p>.05). In both 

years practice occurred across the continuum of individual and population health 

approaches. At both time periods, most participants were involved in providing health 

information and social marketing activities, and were least involved in immunisation, 

economic and regulatory activities. 

In both surveys participants thought it was very important for the organisation to 

deliver health promotion activities across the continuum, with 90 per cent or above 

rating each activity as important for the organisation’s involvement. 

Health promotion competencies 

For confidence of staff to perform the health promotion competencies, ratings ranged 

from 1 (not at all confident) to 5 (very confident). For confidence in the organisation, 

ratings ranged from 1 (does not do this well) to 5 (does this really well). 

  



132 
 

Table 7.1 Staff confidence to perform health promotion competencies and their 
perceived confidence in the organisation to perform same competencies. 

Health promotion 
competencies 

Pre (2015)  
(n=63) 

Post (2016)  
(n=48) 

Confidence 
of staff  

Confidence in 
organisation 

Confidence 
of staff  

Confidence in 
organisation  

Mean score 
(+s.d.) 

Mean score 
(+s.d.) 

Mean score 
(+s.d.) 

Mean score 
(+s.d.) 

Assessing and 
understanding the needs 
of the community 

3.77 (1.07) 3.70 (0.97) 3.82 (1.01) 3.67 (1.24) 

Planning a health 
promotion program 

3.95 (1.01) 3.56 (1.07) 4.06 (1.10) 3.89 (0.93) 

Using evidence-based 
strategies in health 
promotion programs 

3.73 (1.12) 3.48 (1.07) 4.06 (1.07) 4.00 (0.92) 

Evaluating health 
promotion programs 

3.65 (1.11) 3.00 (1.25)** 4.00 (1.01) 3.58 (1.20) 

Working in partnership 
with the community to 
plan and implement a 
program 

4.36 (0.76) 3.66 (1.08)** 3.97 (0.98)Ϯ 3.91 (1.12) 

Working in partnership 
with other key 
organisations in planning 
a health promotion 
program 

4.45 (0.75) 3.60 (0.99)** 4.08 (0.84)Ϯ 3.94 (0.92) 

Giving presentations and 
facilitating meetings 

3.89 (1.18) 3.88 (1.09) 3.97 (0.90) 4.17 (0.70) 

Writing program plans 
and completion reports 

3.68 (1.22) 3.22 (1.03) 3.78 (1.04) 3.78 (1.02) 

Explaining to others 
what health promotion is 

3.98 (1.11) 3.37 (1.18)** 4.10 (1.17) 3.75 (1.00) 

**indicates differences between self and organisation (*p<0.05, **p<0.01) 

Ϯ indicates differences over time (pre and post) (p<0.05) 



133 
 

Participants rated their confidence to perform the health promotion competencies (1: 

not at all confident; 5: very confident), and their confidence in the organisation to 

perform those same competencies (1: does not do this well to 5: does this really well). 

Mean scores in 2015 (pre) and 2016 (post) for staff and the organisation are captured in 

Table 7.1. In 2015, mean scores for staff confidence were significantly higher than 

mean scores for organisation on the following competencies: evaluating projects 

(t=2.98; df=40; p<0.01), working with community (t=3.93; df=44; p<0.01), planning 

projects with stakeholders (t=4.70; df=44; p<0.01) and explaining health promotion to 

others (t=2.64; df=44; p<0.01). There were no significant differences between self-

confidence ratings and organisational ratings in 2016. 

When confidence scores over time were compared, staff were significantly more 

confident to work with communities (t=2.19; df=82; p<0.05) and other organisations 

(t=2.27; df=83; p<0.05) in 2015 than they were in 2016. No significant differences in 

confidence in organisation were observed over time on any of the individual 

competencies.  

Finally, a total combined competency score was computed (Cronbach’s alpha =0.91). 

On this total score, staff confidence in the organisation was significantly greater in 

2016 compared to 2015 (t=-2.34; df=89; p<0.05). Staff confidence in themselves did 

not change significantly from pre to post. 

Perceptions of the importance of health promotion 

Health promotion was rated positively as a core role in primary health care in both 

years. The statement, “Health promotion is necessary to improve health in our 

communities”, was rated significantly higher in 2016 compared to 2015 (t=-2.12; 

df=64; p<0.05). 
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Participant responses to the open-ended question on why it is important for Apunipima 

to lead health promotion activities in Cape York differed between years. In both years, 

staff commented that it was important for Apunipima to lead health promotion in the 

region. However, responses to this question in the 2015 survey discussed what staff 

would like the organisation to be doing and challenges of why it was difficult for the 

organisation to lead health promotion, such as needing dedicated staff to lead and 

maintain collaborative partnerships. Comments included: 

If we are to truly deliver comprehensive primary health care, leading 

this work [health promotion practice] is extremely important. 

We cannot close the gap unless there is targeted action to stop the 

cycle of chronic disease. Apunipima should be taking the lead [in 

health promotion] but in partnership with the community and other 

services. 

The responses to this question in the 2016 survey did not mention the challenges for 

being a lead organisation in health promotion practice. Participants commented that the 

organisation is well positioned to lead health promotion programs compared to other 

organisations working in Cape York. Similar to the 2015 responses, participants 

discussed what the organisation should be doing to lead health promotion but the 2016 

responses implied a greater optimism to achieve this.  

We are leading the way in health. 

Apunipima should be very active in health promotion because of our 

presence in community, relationships with community and key 

stakeholders. [We] are in a position where we could have a very 

significant impact. 
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Enablers and barriers to health promotion practice  

Participant perceptions of the enablers and barriers to health promotion practice were 

similar in both years. These comments illustrated that enablers for health promotion 

practice included having a dedicated health promotion workforce; organisational 

support and strong leadership within the organisation; access to resources; and engaged 

communities to work with. 

The barriers external to the organisation included the challenges of working effectively 

across a large geographical area; challenges in the community that influence healthy 

behaviours and access to health services; lack of leadership at a state and national level; 

and unstable resources to plan and sustain health promotion work. Barriers identified 

internally included a small number of dedicated health promotion staff; competing 

clinical priorities; a lack of understanding of the scope of health promotion work; and 

as one participant noted: 

[Staff can spend] too much time doing feel good rather than necessary 

health promotion work. 

Changes and outcomes noticed by staff 

Respondents stated that there was an increased awareness of health promotion practice 

over the past 12 months with comments such as:  

There is more focus and awareness on prevention.  

Examples of the types of organisational processes respondents recognised had changed 

in the last 12 months included updated project planning templates and registers to 

capture health promotion activities. Guiding documents were being developed that 

articulated a greater focus on population approaches in health promotion. There were 

greater opportunities for health promotion training in the organisation, more projects 



136 
 

were being evaluated, and staff were collaborating on health promotion projects. The 

organisation was also successful in attracting external project funds for a specific health 

promotion project which would provide additional staff and resources. 

A number of respondents provided examples in the open-ended questions of the types 

of support they received from the researcher over the last 12 months. Examples were: 

project evaluation support, mentoring health promotion staff, providing advice, 

assistance to plan project work and prepare grant applications, being available to sit in 

on planning meetings, and reviewing documents such as templates to capture and 

monitor health promotion work. 

The impact of this support noted by staff related to organisational changes and available 

support provided to staff. Organisational changes included a greater focus on health 

promotion project planning and evaluation and influencing the culture of health 

promotion in the organisation. As one response stated: 

It has made it very clear to the organisation that prevention is 

important and it’s integrated and embedded into the [primary health 

care] strategy. 

Discussion 

This study described changes experienced in an Indigenous primary health care 

organisation after participating in a PAR process focused on strengthening health 

promotion practice within the organisation. Strengthening health promotion practice 

involved a number of strategies focused on workforce development, organisational 

changes and access to specialist support. Over this period, staff confidence in the 

organisation’s ability to deliver health promotion significantly increased.  
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Organisational support for health promotion practice is an important enabler for 

building health promotion capacity (2, 3). This study found that staff’s perception of the 

organisation’s ability to deliver health promotion changed. Their confidence in the 

organisation’s ability to effectively perform all health promotion competencies 

significantly increased. While many studies have focused on increasing staffs 

confidence to perform health promotion competencies (25-27), little has been written 

about the impact of increased workforce confidence in an organisation’s capacity and 

ability to practise health promotion. 

As comprehensive primary health care involves health promotion and clinical care, 

health promotion practice is often seen as a competing priority to clinical care (3), and 

this was consistent in the findings. Staff’s positive attitude to health promotion’s role in 

primary health care significantly increased. This was reassuring, as comprehensive 

primary health care must include a strong focus on health promotion, and staff attitude 

to its role in primary health care can influence the emphasis it is given in practice (28). 

Staff deliver individual and population-based health promotion activities, and the types 

of activities did not change over the time period with most staff involved in health 

information and social marketing activities. The organisation was viewed by staff as 

influential within the region with the capacity to advocate for the remote Indigenous 

communities it services. In both years, staff believed the organisation had a 

responsibility to lead health promotion practice in the region, and in the second year 

staff statements changed from what they should be doing to statements that reflected a 

belief that they are leaders in the region. While there is a current lack of state and 

national leadership in health promotion and prevention practice (6, 8), it is especially 

important that local organisations can identify themselves as leaders in the region to 

address this gap.  
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 Involving practitioners in the research process assisted both the researcher’s and the 

practitioners’ understanding of the context in which health promotion practice can be 

strengthened (29). By using a PAR approach, there was a systematic structure that 

encouraged ownership of the research by the organisation, demonstrated equality 

between the researcher and participants, and showed respect for the contribution of 

knowledge and understanding of the participants consistent with the values for research 

conduct with Aboriginal and Torres Strait Islander participants (23). 

A key characteristic of this study was the positioning of the researcher within the 

organisation. Strengthening health promotion capacity was a key priority for the 

organisation, and plans to support the health promotion team to build their health 

promotion capacity were in development. Having access to an experienced health 

promotion specialist with a dedicated research focus on exploring how health 

promotion practice could be strengthened across the organisation assisted in expanding 

and maintaining a health promotion capacity building focus over a longer time period. 

Access to external health promotion expertise to facilitate a PAR approach has been 

effective to reorient the way health promotion is practised in primary health care 

organisations (12). In this study, the researcher was embedded in the organisation to 

facilitate the research process, provide continued access to health promotion advice, 

and ensure involvement of staff in reviewing evidence and setting priorities for action. 

This contributed to an increased profile of health promotion over an extended period of 

time, which was likely to influence staff confidence in the organisation, and to health 

promotion practice within the primary health care organisation. 

Although all work areas were represented in both surveys, not all staff participated and 

selection bias may be present. That is, staff more interested in health promotion practice 

may have been more likely to participate in the surveys and the survey responses may 
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not be an accurate reflection of how all staff practise and view health promotion in the 

organisation. While there was staff turnover between surveys, the roles and 

responsibilities remained consistent. However, it is possible that the knowledge and 

skills of new staff may be different to those initially surveyed. Different participants in 

each of the surveys has implications for the comparisons made between the two years. 

Ideally, it would have been useful to follow individual participant responses for both 

surveys and compare changes in those staff over time. However, this was not possible 

because the organisation did not wish staff to be identified or potentially identifiable 

within the research process. In addition, in view of the staff turnover within this 

organisation, it is likely that at least some participants would have been lost to follow, 

which would have impacted on detection of an effect over time. By comparing the 

overall participant responses, the findings identified organisational changes that 

contributed to an increase in staff confidence in the organisation’s ability to practice 

health promotion, and this was supported by the participant responses. 

Self-confidence to work in partnership with others on health promotion projects 

decreased in the second survey. However, when this was explored further with staff, it 

was noted that the completion of some projects after the first survey reduced staff 

opportunities to work with others. This may have influenced the decrease in self-

confidence, particularly as overall organisational confidence increased between the 

years. The survey asked participants that had worked with the researcher, what impact 

that support had on their practice. As staff knew responses would be read by the 

researcher, response bias is likely to be present and comments need to be considered 

within that context.  

PAR approaches are effective in developing practice-based evidence in complex public 

health settings such as Indigenous health, as the involvement of the workforce in 
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reviewing evidence and identifying actions provides a deeper understanding of 

organisational opportunities to strengthen practice than an external researcher can 

achieve on their own (30). This understanding and translation of evidence into practice 

by the workforce will result in actions that are more likely to be sustained (16). The 

organisation is currently identifying ways in which the findings of this research project 

can continue to strengthen health promotion practice. Future follow-up with the 

organisation would be useful to assess how identified organisational changes have 

impacted on health promotion practice over a longer time period. 

 

Conclusion 

Health promotion and prevention approaches are essential to reduce the higher levels of 

chronic disease experienced in remote Aboriginal and Torres Strait Islander 

communities. An organisation’s capacity to deliver health promotion can be 

strengthened through its active involvement in research. The PAR process provided 

practice-based evidence on what influences an organisation’s capacity to deliver health 

promotion, and identified appropriate actions to strengthen health promotion practice. 

The findings from this study add to the currently limited evidence base on how health 

promotion capacity can be strengthened in Indigenous primary health care settings. 
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7.3 Chapter summary 

Chapter seven demonstrates how the PAR approach can effectively engage the 

workforce in identifying and strengthening health promotion practice in an Indigenous 

primary health care setting. The involvement of the workforce in reviewing evidence 

and identifying actions provided a deeper understanding of organisational opportunities 

to strengthen practice. This practice-based insight from the workforce provides 

evidence of how health promotion capacity can be increased, in a setting where there is 

very little published evidence. 

The next and final chapter in this thesis summarises the principal findings, highlights 

the strengths of this research and discusses the research limitations. Implications and 

recommendations are made for future research, policy and primary health care practice. 
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Chapter 8. Discussion and Conclusion 

8.1 Overview of the chapter 

This final chapter reflects on the aim and objectives of the study, summarises the 

principal findings and highlights the strengths and lessons learned from this research. 

Implications for future research, policy and primary health care practice are discussed, 

concluding with a number of recommendations.  

This mixed methods research explored how health promotion was practised and 

strengthened in an ACCHS. In doing so, the research provided insight on the enablers 

and barriers for health promotion practice faced by this ACCHS. By sharing the 

findings in seven peer-reviewed articles, this research contributes considerably to the 

gap in the literature for evidence on how health promotion is practised in Aboriginal 

health organisations. Through the process of PAR, workforce insights provided 

practice-based evidence on how health promotion capacity can be increased in ACCHS. 

In a setting where there is little published evidence, these practice-based insights 

provide a deeper understanding of how health promotion is practised and identify 

tangible ways health promotion practice can be strengthened in an ACCHS.  

Five PAR cycles were conducted in this research: 

 Cycle one identified and explored staff practice, attitudes, confidence, and 

perceived enablers and barriers to implement health promotion approaches 

in their workplace; 

 Cycle two identified ways to build health promotion evaluation capacity; 

 Cycle three explored how health promotion practice is captured through 

reporting mechanisms and identified the challenges practitioner’s face in 

articulating the effectiveness of health promotion practice to decision-

makers; 

 Cycle four explored how staff currently access skill development and 

expertise in health promotion and identified what support is preferred in a 

work environment where staff deliver health promotion activities across a 

large geographical area to a number of remote and disadvantaged Aboriginal 

and Torres Strait Islander communities; and 
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 Cycle five compared health promotion practice, perceived organisational 

enablers and barriers to implement health promotion approaches, and 

confidence in health promotion practice to the findings approximately one-

year previously in cycle one. 

8.2 Health promotion practice in ACCHS 

This is the first known research to capture how health promotion is practised in an 

ACCHS. By assessing practice against the framework for health promotion action 

(Figure 1.2) (1), this research provided a detailed understanding of the type of health 

promotion work staff most frequently are involved in. The framework was also used to 

map the types of health promotion activities that are reported and stated in guiding 

documents. By assessing how health promotion is practised, and documented against 

the framework, the research identified that some health promotion work is invisible to 

internal and external decision-makers. This research provided an opportunity to 

increase awareness and visibility of the scope of health promotion work that was 

actually occurring in the organisation. From this awareness, the organisation has 

identified ways that the contribution of health promotion approaches targeting 

individual and population change can be captured, reported and communicated to better 

inform decision-makers of the prevention work Apunipima is doing to improve health 

outcomes.  

8.3 Engagement with community 

Community controlled facilities, such as Apunipima, improve access to health care and 

health literacy, employ local people and empower community and individual capacity 

to engage and be involved in health decision-making (2). Building the capacity and 

empowering community in health decisions at an individual and at a community or 

population level improves health outcomes (3). Engaging the community in health 

programs and decision-making was a common theme identified in all PAR cycles. 

Community involvement in health decision-making was an important part of practice. 

In cycle three, staff identified their role as empowering community and individuals in 

health decision-making to improve health outcomes for now and for future generations. 

Community members need to be provided with information on individual indicators, 
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such as number of people who smoke, but also how health programs are improving 

health at a community or population level; for example, improvements to the social, 

cultural and environmental influences that contribute to why an individual smokes. 

 Outcomes of health promotion programs conducted in communities need to be 

evaluated and the findings shared with community members to inform future projects. 

Staff require the skills and supporting organisational systems, such as project planning 

and reporting templates, to evaluate their programs and to communicate their findings 

in ways that are understood by community members.  

In cycle four, staff identified the types of skill development they preferred to access to 

support their health promotion practice. Staff valued content and advice that was 

transferable to working in a remote Indigenous setting. Advice to improve health 

promotion practice needs to consider the limited services and resources available in 

these settings, and how the target audience can be engaged in the approach. 

8.4 Developing skills and knowledge in health promotion 

The organisation identified that previous health promotion projects were often only 

evaluated to the requirements of the funding body (cycle two). These requirements 

focus on process measures, such as the types of activities conducted and the number of 

participants reached. Health promotion staff were not capturing the impacts of their 

programs such as changes in health behaviour, levels of knowledge and broader health 

environmental changes that occurred. They believed this was important for other staff 

in the organisation to know what works, and to expand understanding from activities 

just focusing on individuals to activities that support population level change.  

Workforce training and mentoring was provided in cycle two to increase staff skills and 

knowledge to evaluate health promotion practice and to share their evaluation findings 

with others. The mentors assisted staff to apply the content covered in the training into 

their practice. To support new practice, organisational templates were developed and 

updated to capture process, impact and outcome measures of the health promotion 

programs. The mentors and the training facilitators had existing relationships with the 

organisation, such as other research roles, and their support to these staff was provided 

in-kind. Recognising that workforce support often relies on existing staff relationships, 
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a further priority was identified to explore how staff currently access skill development 

and expertise in health promotion to identify ways the organisation could strengthen 

workforce support for staff (cycle four).  

Increasing staff capacity to evaluate their health promotion work enabled staff to share 

their findings with other colleagues, community members and peers through staff 

presentations, national conferences and in peer-reviewed journals. Sharing findings in 

health promotion practice is particularly important to inform policy-makers, decision-

makers and other practitioners to understand what works or does not work and identify 

learnings to support future practice. It is crucial to increase publications about health 

promotion findings in peer-reviewed journals. A review of articles published in health 

promotion journals from 1996 to 2007 found that less than seven per cent of articles 

related to evaluation findings (4). Another way of disseminating findings is through the 

use of peer-reviewed blogs. Blogs such as Croaky (5) and the Conversation (6) are a 

way of communicating easily with other researchers, policy-makers, decision-makers 

and other practitioners in an interactive format (7).  By disseminating findings in peer-

reviewed journals or blogs, a wider audience is reached. Published health promotion 

program evaluations inform decision-makers and others working in similar areas of 

what works to improve health outcomes. To do this staff require the skills and capacity 

to communicate their findings with others. 

In a recent study of characteristics that influence health promotion evaluation practice 

in Australia, a number of themes were identified consistent with those faced by this 

organisation. These characteristics included: funding constraints which reduce the 

ability to measure the longer term impacts of programs; varying workforce skill levels 

to evaluate health promotion programs; access to published program evaluations to 

provide guidance; and minimal reporting requirements that were not adequate for a 

comprehensive evaluation of the program (8). The current program of research 

conducted at Apunipima provides a case example of how health promotion workforce 

capacity can be increased under the same constraints, utilising existing and in-kind 

resources. 
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8.5 Leadership in health promotion 

Over recent years there has been a lack of state and national leadership in health 

promotion and prevention practice (9, 10). The findings from this research show that 

leadership at a local level can influence an organisation’s health promotion practice. 

Staff believed that the organisation was a leader in health promotion practice in the 

Cape York region and staff confidence in the organisation’s ability to practise health 

promotion increased over the course of the research.  

Leadership within this organisation was an enabler for health promotion practice. 

Experienced public health staff in the organisation were identified as being integral in 

shaping the way health promotion was practised in primary health care delivery. These 

staff members facilitated access to networks of external expertise that could assist staff 

and the organisation. If these staff members left the organisation, staff who replaced 

them would not necessarily have these skills based on the role descriptions of these 

positions. In this research project, the organisation was able to identify ways this 

expertise could be embedded in organisational systems and structures. This included 

detailing health promotion activities within work area plans and included in these plans 

were workforce training to ensure staff had the health promotion skills and support 

required. 

8.6 Changes in workforce and organisational practice 

There were a number of changes to health promotion workforce practice at Apunipima 

as a direct consequence of this research project. In summary, these included: 

 an increase in skilled staff able to complete health promotion project 

evaluations; 

 updated project planning and evaluation templates that captured process, 

impact and outcome measures and provided a consistent approach to project 

management; 

 an increase in sharing health promotion project outcomes with staff, 

communities and with peers at national conferences; 

 an increase in staff capacity to document work and disseminate findings in 

peer-reviewed journals; 
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 the development of new strategic documents for chronic conditions and 

family health with subsequent action plans detailing work across all areas of 

the health promotion framework (1) including training requirements; and 

 the development of new organisational performance indicators to capture the 

impact of health promotion practice. 

8.7 Strengths of the research 

Recent research in Australia has explored how health promotion can be strengthened in 

primary health care settings.  Since 2013, a number of studies have looked at workforce 

training and/or changes in organisational systems to support health promotion practice 

(11-14). The findings from these studies have highlighted the importance of building 

health promotion capacity within the organisation to improve how health promotion 

practice can be delivered from the primary health care setting. Consistent with this 

previous research, the findings presented in this PhD also highlight the importance of 

understanding the primary health care setting, in this case the ACCHS setting, to 

strengthen health promotion practice. This research adds important insights about how 

health promotion is practised in ACCHS, and how health promotion practice continued 

in this setting at a time of reduced investment and a lack of external leadership.  

Unique study 

Given the recent dramatic decrease in health promotion investment, particularly in 

Queensland and South Australia (10), the timing of this research was ideal. The 

research provided valuable insights into how health promotion continues to be 

practised, detail on how capacity can be enhanced, and highlighted the risk to health 

promotion practice if decision-makers are not informed of health promotion 

effectiveness. This researcher had a clear motivation to document and contribute 

findings to strengthen health promotion to a wider audience. The knowledge and past 

learnings from the impact of this dramatic loss in health promotion resources in 

Queensland has not been documented elsewhere. Past health promotion staff are not 

‘waiting in the wings’ for health promotion investment to return. The impact on these 

staff is yet to be documented, but through conversations with past staff, most believe it 

will be many years, if not decades, before the size of the health promotion workforce is 

employed again in Queensland. Many past staff have retrained into other professions, 
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retired, changed careers or left the state to settle their families elsewhere. With a lack of 

attention to health promotion in Queensland, having a case example of health 

promotion practice from the largest ACCHS in Queensland provided valuable evidence 

of the resilience of health promotion in a resource-poor time period. This study also 

provided evidence of the value and commitment that ACCHS place on health 

promotion practice as part of comprehensive primary health care, particularly when the 

findings clearly showed that the scope of health promotion is not a funded requirement. 

As health promotion investment is unlikely to be increased in Queensland in the 

foreseeable future, this research identified how embedding health promotion work 

within an ACCHS allows this important work to continue. 

This researcher had a unique opportunity to explore this area of interest as an outsider 

of the organisation, but with the opportunity to be based in the organisation, the 

researcher was also accepted within the organisation as an insider. This enabled an 

effective research partnership to form that examined the current health promotion 

practices occurring in the organisation.  Having a researcher embedded in an ACCHS 

exploring organisational health promotion practice has not been reported in the 

literature previously. While 18 months can seem like a long time period to be working 

with an organisation in a voluntary researcher capacity, many staff, including the 

reference group members, discussed how the research focus could be maintained and 

recommended forming an ongoing advisory relationship with the researcher after the 

research project ceased. This suggestion highlights the positive relationship formed 

between the researcher and staff, and also demonstrates that organisational support 

required to continue to strengthen health promotion practice is not easily accessible 

elsewhere. The reality of providing ongoing support to the organisation in a voluntary 

capacity is not realistic in the long term. 

The benefits of the PAR approach 

This research was exploratory. To strengthen health promotion capacity in an ACCHS 

it was important to identify how health promotion was practised, and to understand the 

current opportunities to strengthen that practice. The PAR approach allowed this to 

occur. Staff identified the priorities that were explored. The actions to strengthen health 

promotion practice were based on knowledge of the current opportunities within the 

organisation. Each PAR cycle informed the subsequent PAR cycles. In this way, the 
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influences on health promotion practice were identified and explored further to advance 

understanding of how practice could be strengthened in an ACCHS setting. Previous 

research has used the PAR approach to inform how health promotion capacity can be 

strengthened in a primary health care setting (15). However, this current research is the 

first to apply this approach in an Indigenous primary health care setting. 

Using PAR cycles provided practice-based evidence of how health promotion can be 

strengthened. Practice-based evidence as opposed to evidence-based practice, provides 

research findings that can be applied more readily to the real world context (16). The 

research is done within the workplace setting, rather than research being conducted in a 

controlled setting and then applied to the workplace. With the evidence generated from 

the workplace setting, practice-based evidence provided insights on what was 

achievable in the work environment (16). When research recommendations for health 

promotion practice are made without knowledge of the work context, the 

recommendations are often unable to be implemented as planned, which reduces the 

intended effect of those recommendations to improve health outcomes (17). 

PAR was particularly beneficial in working in this Indigenous setting. The partnership 

approach of PAR allowed the ACCHS to participate in the research process rather than 

just being the subject of the study. Workforce insight was required to understand the 

health promotion context from the perspective of the practitioners, leading to a deeper 

understanding of how health promotion can be strengthened in this setting. By using 

PAR a culturally respectful research relationship was developed and maintained that 

demonstrated equality in the research process and resulted in findings that were of 

benefit to the organisation as well as a wider audience, for example other ACCHS. 

Just the act of participating in the study heightened staff awareness of their health 

promotion practice. Reference group members provided anecdotal comments that they 

had noticed staff discussing and being more aware of the health promotion activities 

they were involved in, long after they had participated in the data collection during a 

PAR cycle. This reflective research process heightened staff awareness of health 

promotion within primary health care service delivery and extended the reflection 

process of the research beyond the structured PAR cycles.  
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The benefits of mixed methods 

The mixed methods approach allowed the research to assess how health promotion is 

practised and to understand the context of that practice. Multiple data sources enabled 

triangulation of the findings, which increased the research credibility (18).  These 

multiple data sources included the input from staff working in a variety of roles, and the 

collection of quantitative and qualitative data allowed validation and identified 

discrepancies in the findings.  

For example, in cycle three, the interviews identified the staff belief that internal and 

external decision-makers were not aware of the breadth of health promotion activities 

staff delivered. The document analysis validated this finding that only health promotion 

activities targeting individuals were captured in reporting processes. The types of health 

promotion activities staff delivered were also captured in the baseline survey (cycle 

one), again validating the interview findings that more health promotion activities 

occurred than those reported. 

The document analysis highlighted an inconsistency with the types of health promotion 

activities the organisation promotes in the guiding and strategic documents, and the 

lack of information provided to decision-makers on the breadth of health promotion 

work occurring in the organisation. How health promotion is discussed in the 

organisational documents along with the organisation’s positive attitude towards health 

promotion practice in primary health care, assessed in cycle one, provided context of 

the work environment. The fact that only some health promotion activities are captured 

in reporting documents could be understood as an efficiency used to meet funding 

requirements, rather than an organisational lack of understanding of the scope of health 

promotion practice. 

A mixed methods approach allowed the findings from multiple data sources, including 

other PAR cycles, to be combined to better understand the context of how health 

promotion is practised in this ACCHS. 

8.8 Limitations of the research 

Limitations of this research have been discussed in detail in each chapter. The main 

limitations are discussed below in summary. 
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This case study was chosen to represent a real world example in one ACCHS. As 

previously mentioned, there is limited published evidence on how health promotion is 

practised in this setting. By using a case study, the research offered new insights into 

how health promotion was practised and how it can be strengthened. A case study, 

while limited in its scope, was appropriate for the exploratory design of the research 

(19).  

An organisation’s ability to do health promotion work is influenced by workforce 

development, organisational development, resources, leadership and partnerships (20). 

These factors constantly change as staff, funding and organisational priorities change 

over time. This research identified how these factors influenced this organisation’s 

health promotion capacity at the time of study. The research approach can be replicated, 

but other organisation’s health promotion capacity will be different depending on their 

workforce, organisational structures, available resources, leadership and partnerships. 

Some of the priorities identified in this study may be similar, but staff in other ACCHS 

may identify different ways to strengthen health promotion practice based on their 

organisational context.  

All work areas within the organisation were represented in the surveys, however not all 

staff participated in the surveys. Selection bias may be present, but was unavoidable. 

Staff more interested in the area of health promotion may have been more likely to 

complete the surveys (21). Staff with a greater interest in health promotion may be 

overly supportive or very critical of health promotion practice in the organisation. This 

in turn may have resulted in either an overestimate or underestimate (respectively) of 

the observed associations. Thus the survey results may not be an accurate reflection of 

all staff’s experiences in the organisation. Every effort to encourage participation by all 

staff was made. Social desirability is another bias which may have been present in the 

survey responses and interviews (21). Staff knew that the organisation was being 

assessed on how health promotion was practiced and may have wanted to ensure the 

findings reflected positively on themselves and the organisation. 

The surveys did not identify the office where staff were based. Given that 

approximately 20 per cent of staff are community based (22), it is not possible to know 

if staff responses differed based on their location.  
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To reduce response bias the researcher put posters up on staff notice boards, emailed all 

staff and attended team meetings, in person or via teleconference, to discuss the 

purpose of the research. Team leaders and key staff in all offices were recruited to 

remind and encourage staff to complete the surveys in work time. After the survey was 

completed, the findings were shared with all staff and discussed with key staff, 

allowing an opportunity for further comments to be made and to try to determine 

whether the findings accurately reflected health promotion practice in this organisation. 

To assure anonymity, survey participants were not individually identified. This was 

recommended by the organisation to encourage staff participation in the surveys. 

However, while it may have increased the response rate, this approach prohibited 

comparisons of the same individual’s practice and attitude towards health promotion 

over time. Instead, changes were assessed at the group level. 

All staff were invited and encouraged to be involved in the research project. Each time 

a PAR cycle commenced, staff on the reference group reviewed what would be 

explored through the surveys, interview questions and document analysis. All staff 

were invited to facilitate the interviews and focus groups, and participate in the analysis 

of the findings. However, only three staff actively participated in data collection and 

analysis. Staff were sent summaries of the data findings after each PAR cycle for 

comment and to identify priorities to action. Those staff on the reference group 

provided the majority of feedback and were more actively involved in all stages of the 

PAR approach. While every effort was made to include a wide variety of staff in the 

analysis and understanding of the research findings, the reference group members who 

had a known interest in strengthening the health promotion capacity of the organisation 

were the dominant voice in this research project. 

Hence, the findings of this research should be interpreted in the context of these 

limitations. 

8.9 Challenges and lessons learned 

During this research, a number of key learnings have been identified. These learnings 

are useful to note and guide future research in the area. 
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Allowing the time to work at the pace of the organisation was important. Being flexible 

in approaches and checking in regularly with key staff, through the reference group, 

aligned a common understanding of the priorities identified through the PAR cycles. 

This also allowed review of any priorities initially identified, to check that they 

remained a priority months later. In checking in regularly with the reference group the 

researcher and staff members were able to constantly monitor organisational changes 

that may provide new opportunities to address identified priorities or highlight where 

further action was needed to support actions already in place. 

Building the capacity of others is important to sustain health promotion impacts over 

time (23). Often health promotion practitioners place themselves in the background and 

encourage others to take ownership of project deliverables and outcomes (24). This 

practitioner was working hard in the background to make these relationships work, 

ensuring tasks and milestones were being met. In health promotion programs a sign of 

success can be that the health promotion practitioner is seen as just one of a group of 

many that achieved the outcomes as planned and others gain credit for program 

success. This is detrimental to the profile of the health promotion workforce, and 

perhaps one reason why, in Queensland, staff were identified as ‘not frontline service 

provision’ (25). It was also a challenge in this research relationship. Documenting the 

effects of change in the organisation and contributing that change to the research 

process does not sit comfortably with health promotion practice. Taking ownership on 

the influence of the research process is important to build the health promotion 

evidence base, without overstating the research effect. 

After the data collection period had ended, a number of staff reflected with the 

researcher on the change they had seen in the organisation and the change they had 

observed in other staff, as a direct result of involvement in this research. On reflection, 

it would have been useful to gather, through a structured process, staff’s reflections on 

the project from a variety of staff with differing levels of involvement over the research 

period, to assess more formally the impact of the research on organisational practice.  

Other research techniques could have been used to describe the changes in health 

promotion practice over time. For example, the researcher could have collected a series 

of narrative stories from various staff in the organisation exploring how they view 

health promotion practice in the organisation and exploring what health promotion 
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means to different staff roles. This narrative inquiry technique could provide a social 

and cultural context of how different staff view health promotion practice and 

responses would not be limited by structured survey questions (19).  

The researcher was based in the organisation and observed how health promotion was 

viewed and practised. Diary notes captured the detail of what was occurring in the 

organisation. This detail was used to guide the research priorities and identify 

opportunities to influence organisational or workforce changes. However, the 

observational data, once analysed, could have been used as another way to describe 

health promotion changes over the research period.  

8.10 Implications and recommendations  

This research identifies a number of implications and future recommendations for 

research, policy and primary health care practice. These recommendations are either 

derived from or inspired by the findings presented in this thesis.  

Implications for research 

Documenting how an ACCHS practised health promotion and what influenced their 

health promotion practice provided new insights useful for other research focused on 

improving health outcomes in Aboriginal and Torres Strait Islander populations. With 

the higher rates of chronic disease experienced in Aboriginal and Torres Strait Islander 

populations, there needs to be an ongoing focus on increasing the evidence-base of how 

these rates can be reduced. This research provided an organisational context of how 

health promotion approaches were being delivered as well as providing an 

understanding of what influences health promotion practice in this ACCHS.  By having 

an understanding of the ACCHS workplace setting, future health promotion research 

can apply this knowledge to tailor interventions suited to how health promotion is 

practised, to address the influences of organisational health promotion capacity and to 

target the gaps that can improve the effectiveness of health promotion approaches. 

The changes made to workplace practice were identified as areas that could strengthen 

health promotion practice in this organisation. However, the effect of these changes has 

not been captured in this research project. In this organisation, it would be useful to 
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monitor over a longer time period the sustainable effects of the organisational changes 

made.  

This research documented health promotion practice at a time when there were recent 

cuts to funding and a loss of external leadership in health promotion and prevention 

approaches. It would be useful to add further to the evidence about how health 

promotion practice can be strengthened in Aboriginal health organisations, particularly 

when the external environments have greater available resources, leadership and 

stronger direction in health promotion and prevention approaches.  

Recommendations for research  

1. Health promotion research in ACCHS should consider the organisational and 

workforce influences on health promotion practice and design research 

interventions that will enhance the strengths and address the barriers that will 

hinder effective practice. 

2. Design future research projects that will assess, over a longer time period, how 

workplace changes impact health promotion practice. 

3. Document health promotion practice in other Aboriginal health organisations 

and increase the evidence as to how health promotion can be strengthened using 

examples from multiple organisations. This will allow a deeper understanding 

of the commonalities and differences of how health promotion capacity can be 

increased in this setting. 

Implications for policy 

The research identified that health promotion work is occurring in this ACCHS, yet 

there were a number of barriers that could be addressed through stronger policy and 

leadership support. Policy change can influence the way in which health promotion is 

practised, target the barriers that hinder practice, and leverage the enablers to increase 

the health promotion capacity of organisations. Recent Australian policy documents 

state the need to increase investment in health promotion and prevention to reduce the 

burden of ill health (26). At the same time, Australia’s investment has decreased in 

recent years, and is almost a third of what other similar OECD countries allocate to 

prevention and public health (27). Re-investing in health promotion at a state and 

national level is desperately needed to coordinate strategies and approaches required to 
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improve health outcomes. Increasing investment in parity with that of Canada and New 

Zealand would be consistent with current Australian Health Promotion Association’s 

advocacy efforts (28). 

The findings highlighted the lack of information that is being reported and requested by 

decision-makers in ACCHS. All ACCHS have 21 common national key performance 

indicators (nKPIs) which are reported to the Australian Government (29). At an 

organisational level Apunipima provides nKPI progress reports for each community in 

its region. These prescribed nKPIs do not effectively capture health promotion efforts. 

For local and national decision-makers to understand how health promotion is 

improving health outcomes, specific nKPIs need to be developed. These new nKPIs 

need to be developed in conjunction with ACCHS and health promotion experts. 

Supporting health promotion practice through stronger leadership and investment, and 

measuring the effects of this investment, will increase the capacity and capability of 

health promotion efforts, which in turn will improve health outcomes. 

Recommendations for policy 

4. At a national level, re-invest in health promotion and prevention to a level that 

is consistent with other OECD countries. 

5. Re-establish a national leadership body equivalent to the Australian National 

Preventive Health Agency that will work across government and non-

government health organisations to set direction, support the advancement of 

research into health promotion outcomes, and have bi-partisan support for 

ongoing leadership in health promotion practice to reduce the burden of ill 

health in Australia. 

6. Develop and adopt nKPIs for ACCHS that capture health promotion impact and 

outcome measures. 

Implications for practice 

This research engaged staff in a reflective approach to identify, understand and 

implement action to strengthen health promotion practice in the organisation. By 

adopting this approach, staff throughout the organisation had a greater awareness of the 

current influences on health promotion practice. This awareness of internal and external 
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influences enabled targeted workforce and organisational practice to change. The 

reflective approach is consistent with continuous quality improvement (CQI) processes. 

A number of Indigenous primary health care services in northern Australia have utilised 

CQI processes, through the One21seventy audit tool, to improve the delivery of health 

promotion practice (30). Research has found that if there is a sufficient level of resource 

commitment, including staff and organisational commitment, CQI will increase the 

health promotion capacity of primary health care practice (14). However, access to 

previous external support to adopt and sustain these CQI practices has ceased with the 

closure of One21seventy support in October 2016 (31). Reflective processes involving 

a variety of staff in ACCHS are needed to identify and adapt to the changing internal 

and external influences on health promotion practice. 

Primary health care settings are important providers of health promotion approaches. 

Their comprehensive approach to health service delivery allows a holistic approach to 

strengthen protective factors and target risk factors that contribute towards ill health. 

This ACCHS delivers health promotion activities at both an individual and a population 

level. However, some activities, such as those at the individual level, receive greater 

attention than those at the population level. This research identified a number of ways 

the workforce can be supported to improve the overall organisation’s health promotion 

practice. This included access to skill development and health promotion expertise, 

embedding change into organisational systems and improving health promotion 

measures to better inform decision-makers in the organisation.  

Health promotion practice is an important part of comprehensive primary health care. 

These final recommendations provide direction on changes for practice that will 

strengthen the profile of health promotion in primary health care settings. 

Recommendations for practice 

7. Health services should adopt CQI processes that focus on how health promotion 

practice can be strengthened through workforce and organisational practices and 

to do this, health promotion expertise needs to be provided as a resource to 

assist this commitment to a new way of working.  
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8. Support health promotion approaches that target population change as well as 

individual change and develop appropriate measures that will capture all health 

promotion activity.  

9. Formalise health promotion practice through continued professional 

development processes for all primary health care staff. 

10. Support comprehensive primary health care by embedding health promotion 

practice within staff roles to ensure health promotion practice and clinical care 

are complementary rather than competing for workforce attention. 

The above ten recommendations provide directions for how health promotion practice 

can be strengthened through future research, policy change and primary health care 

practice. 

8.11 Conclusion 

The objectives of this exploratory research were to identify current practices, enablers 

and barriers for health promotion in an ACCHS; document the health promotion 

approach within an ACCHS; and to use participatory action research as a tool for 

strengthening health promotion and research practice within this ACCHS.   

In chapter one, the literature review provided a summary of the known enablers and 

barriers to building health promotion capacity in health organisations. The literature 

review highlighted that there is a gap in in the literature on how Aboriginal health 

organisations build health promotion capacity.   

Chapter two included an article which outlined how the research partnership was 

established and maintained between a non-Indigenous PhD candidate and an Aboriginal 

health organisation. The steps in establishing and maintaining the research partnership 

provide detail for future researchers and Aboriginal health organisations to consider. 

Chapter three provided insight to how the workforce at an Aboriginal health 

organisation practised health promotion. This paper provided insight from the 

workforce on the enablers and barriers to deliver health promotion approaches. The 

findings from this research were used to identify priorities to strengthen health 

promotion practice in the ACCHS. 
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Chapter four demonstrated how workforce capacity can be strengthened to evaluate and 

share health promotion findings with internal and external peers. The findings from this 

research highlighted how targeted training, reviewing and updating health promotion 

processes in the organisation, and providing mentoring support to staff can result in 

knowledge sharing between staff, presenting work to colleagues at a national 

conference and writing for publication. 

Chapter five identified how health promotion practice was captured and reported to 

decision-makers. The breadth of health promotion activities and their contribution to 

improving health outcomes was not being captured or reported. The findings from this 

research identify a need for new measures to be developed and adopted to capture 

population level change. 

Chapter six provided insights into how primary health care staff who work in remote 

areas access health promotion skill development and expertise. This study increased 

understanding of the creative ways staff in this ACCHS engage with others to support 

their health promotion learning. The findings from this study enabled the organisation 

to identify ways support could be formalised to reduce reliance on interpersonal 

relationships. 

Chapter seven demonstrated how an ACCHS can identify and increase their capacity to 

deliver health promotion through active involvement in research. The PAR approach 

provided practice-based evidence on what influenced the organisation’s capacity to 

deliver health promotion and identified appropriate actions to strengthen health 

promotion practice in an Indigenous primary health care setting.  

This novel and significant research contributes to the evidence base to understand how 

health promotion is practised and how it can be strengthened in an Indigenous health 

setting. The research was conducted within an ACCHS over a period of time with a 

focus solely on understanding how health promotion can be strengthened in the 

organisational setting. There have been no other studies where the researcher has 

worked alongside staff in an ACCHS for an extended period of time. The participatory 

action research approach was specifically chosen to facilitate practitioner insights into 

how health promotion practice may be strengthened, and to involve staff in identifying 

actions applicable to the work environment. This approach provided practice-based 

evidence of how health promotion can be strengthened in an ACCHS. This research is 
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timely and provides insights into the constraints of reduced national and state 

government investment in health promotion for an ACCHS. It highlights that ACCHS 

are committed to health promotion practice as part of comprehensive primary health 

care even when additional funds for health promotion programs are scarce. Health 

promotion approaches are needed to improve health outcomes particularly for 

Aboriginal and Torres Strait Islander populations.  

This research is the first study of its kind and provided practice-based learning and 

insights into how health promotion capacity can be strengthened in an ACCHS. The 

research aligns with current national policies that identify a need to increase health 

promotion and prevention approaches in primary health care. A number of 

recommendations for future research, policy and practice have been made that will 

increase health promotion practice in Indigenous primary health care settings. 
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Translating research into practice: Increasing health promotion capacity within 
an Aboriginal Community Controlled Health Organisation 

 
Introduction/background/issues 

How Aboriginal primary health care organisations deliver effective health promotion 
approaches remains undocumented. Apunipima Cape York Health Council commenced 
a Participatory Action Research (PAR) process in February 2015 to identify and 
prioritise the organisations’ strengths and barriers in health promotion practice and to 
translate identified action areas into practice. 

 
Methods 

PAR is a cyclical process where the researcher acts in full collaboration with the 
Apunipima workforce for the purposes of achieving some kind of change. Quantitative 
and qualitative data will be collected via questionnaires, focus groups, interviews and 
document analysis.  

 
Results/discussions  

Results of the PAR cycles to date will be presented and will include analysis of 
perceived enablers and barriers to practice; and, an overview of organisational systems 
that support health promotion practice. Descriptions of the PAR cycle/s, including 
priorities identified and actioned, will demonstrate how the workforce has been actively 
involved in the research process. 

 

Conclusions/implications  

PAR allows the collection of evidence to inform organisational policy and practice and 
reflect on the effectiveness of changes made. The engagement of the workforce in the 
research process builds their insight into the challenges of delivering health promotion 
approaches and allows them to identify and reflect on ways to increase health 
promotion capacity. 

Key message  

Health promotion capacity can be increased through PAR. The active involvement of 
the workforce in the research experience will be of interest to both Aboriginal and 
mainstream primary health care organisations.  
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