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ACRONYMS

ACRO ... Australian Creative Resources Online

ADSL ..o Asymmetric Digital Subscriber Line (broadband)

ADTRU oo (Queensland Health) Alcohol and Drug Training Resource Unit
AERF ..o Alcohol Education and Rehabilitation Foundation

AHC L Adult Health Check

ATHL Australian Indigenous Health Infonet

AMP ..o Alcohol Management Plan

ATODS ..o (Queensland Health) Alcohol Tobacco and Other Drug Service
AUDIT oo The Alcohol Use Disorders Identification Test

Bl e Brief Intervention

CDEP...coi i Community Development and Employment Program
CDS.. (Queensland Health) Chronic Disease Strategy

CEC .. Community Engagement Coordinator

CRRMH-Q ..o Centre for Rural and Remote Mental Health - Queensland
CYDN .o Cape York Digital Network

CYHSD ... Cape York Health Service District

DATSIP ..o (Qld.) Department of Aboriginal and Torres Strait Islander Policy
DOGIT .o Deed of Grant in Trust

DOHA ... (Commonwealth) Department of Health and Ageing

DON. ... Director of Nursing

DVD ... Digital Video Disk

EQ e Education Queensland

FAS Foetal Alcohol Syndrome

HIT e Health Interactive Technologies (the program as a whole)
HITnet o, Health Interactive Technologies Network

HPQ .. Health Promotion Queensland

IHW e Indigenous Health Worker

T e Information and communication technology

I e Intellectual Property

LT e Information Technology

JCU e James Cook University

JSC Julia Schofield Consulting

MO .. e Medical Officer

NIHNMF ... National Indigenous Health and New Media Forum

NPA. e Northern Peninsula Area

NQHEPU .....ovvveeviieeeeeeeeeeeeeeee North Queensland Health Equalities Promotion Unit (UQ, Cairns)
OATSIH ... (DoHA) Office for Aboriginal and Torres Strait Islander Health
PHC Primary Health Care

PHCC .. Primary Health Care Centre

QH e Queensland Health

REDS ... Royal Flying Doctor Service

RIBS ...t Remote Indigenous Broadcasting Service (previously BRACCS)
RN e Registered Nurse

SOE ..o Standard Operating Environment

SPH .o School of Population Health (of the University of Queensland)
UQ o University of Queensland

WAN Lo Wide Area Network (internet connectivity within QH)
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GLOSSARY OF TERMS

AbUZZ ... Sydney based integrated software/hardware touchscreen kiosk provider. Abuzz
is the only integrated provider of software and hardware in Australia and have
experience in the Aboriginal environment.

Activation.........cccceevnnnnnnn. The activation of the kiosk by touching the screen.

Administration Website ... Website created by Abuzz for the HIT project on which is located the Module
Editor, access to kiosk remote monitoring and other kiosk administration

functions.

Attractor.........cccevveivinnnnnn. A series of screen savers that play when the kiosks are not in use displaying key
messages.

AUDIT .o A screening instrument developed by the World Health Organization. The AUDIT

aims to detect harmful and hazardous alcohol consumption.
Chronic Disease Strategy ~ Primary prevention, early detection ad management of chronic conditions.

ComPack....................... The set of protocols that HITnet has developed to ensure project integrity and
cultural safety.

Content rich screen ......... Module screen containing health content information (rather than operational
information).

Deploy ..o Send content via the internet to a remote kiosk.

Download..........ccccceeeeee.. Transfer data from the internet to a personal computer.

Enterprise Release.......... Enables statewide implementation of software within Queensland Health

Extract .....cccooeveiii Select a subset of data from a database.

FERRET ..cccooviiirn. Queensland Health’s computer-based, clinical information management system.

‘Grog Kit' ... An interactive CD for health practitioners to assist in alcohol education,
screening and brief intervention activities.

Installation ............ccooee..... Placement and activation of kiosk hardware in PHCC settings.

Kiosk player..................... Software located on each kiosk hard drive that enables use of multimedia
resources.

Module Editor .................. Software tool created by Abuzz to enable creation of new health and community-
based content.

Monitoring. .......cccoeeenee The regular, methodical process of gathering routine information over the life of a
project to track the performance against the project plan.

Photo Manager................ Software created by Abuzz to enable communities to create material for local
kiosk deployment without demanding broadband level connectivity.

Purposeful session ......... A touchscreen sequence that includes activation of: 1) At least one of the content

modules (eg. ‘Deadly Kids’); 2) followed by one further activation within that
module (excluding ‘replay’, ‘close’, ‘home’, ‘back’ or ‘sound’ modify).

QANTM......coiiieeeeeee Originally Queensland and Northern Territory Media, now Todaycorp (see below).

Remote monitoring .......... Internet monitoring of kiosk activity.

Sequence ........................ A series of activations commencing with an initial activation and terminated by a
‘time out’ (this includes both purposeful and random use).

Session.........ccoeeeei See “Purposeful session”.

Session duration.............. Time from initial activation to completion of a purposeful session.

Time out........oovvvvvveeviennee. The period of time without touch activation at which the kiosk is programmed to
return to the default attractor screen.

Todaycorp .....cccceveeeeennne Previously QANTM Studios, and incorporating Impart Australia — the largest e-
learning specialists in the Asia-Pacific region.

Tracedata ........cccccceun..... The data set captured on the kiosk containing information based on ‘touches’,
time used, order of answers given to onscreen surveys etc.

Upload ......ccocoeiiinnnes The process of deploying information or software to the kiosk.



Executive Summary

1. EXECUTIVE SUMMARY

Health Promotion Queensland funded HITnet in
2003 to undertake the project: Implementing and
evaluating an innovative, sustainable, IT-based
approach to enhancing health literacy and local ca-
pacity in disadvantaged remote populations (here-
after referred to as the HPQ project). This project
formed phase 2 of a wider health-IT initiative.

HITnet is a Queensland-based collaborative initia-
tive which has developed and implemented innova-
tive approaches to complex Indigenous health pri-
orities through the use of touchscreen technologies.
The HPQ project involved implementation of this
initiative in four very remote Cape York Indigenous
communities — Kowanyama, Lockhart River, Napra-
num and Pormpuraaw. The objectives identified at
the project planning stage were to:

1. Demonstrate the effectiveness of touchscreen
interactive technology to improve health literacy
in relation to diabetes, alcohol use and child
health;

2. Demonstrate the benefits of touchscreen
technology in populations for whom literacy is
frequently compromised and English often a
second language;

3. Demonstrate acceptance and utility of touch-
screen technology in isolated communities;

4. Demonstrate expansion in health promotion ac-
tivities of community-based Indigenous Health
Workers (IHW);

5. Demonstrate health outcomes from this inter-
vention in relation to one specific area — alcohol
use;

6. Demonstrate increased local and regional
capacity through the development of the health
and allied workforce skills necessary to utilise,
expand use of and maintain this technology to
effect improvements in Indigenous health status;

7. Demonstrate sustainability through a collabo-
rative approach by building on and extending
existing relationships across mainstream, com-
munity and corporate sectors;

Health Interactive Technology Report

8. Identify those factors necessary for the suc-
cessful wider extension of this technology to
Indigenous communities nationwide.

Through pre-project consultation with the fund-
ing body, supplementary objectives were defined,
being to:

1. Provide content consistent with a ‘learning con-
tent’ modular approach;

2. Facilitate accessibility by incorporating volume
control on-screen;

3. Ensure sustainability of applications mainte-
nance.

A range of challenges were confronted during the
project for which solutions were identified and im-
plemented, but which significantly constrained the
evaluation. These collateral outcomes related to:

1. Expanding technical applications — this has
included both the development of new touch-
screen processes and applications (such as the
use of narrative process and video representa-
tions), but also the deployment of project materi-
als onto new delivery platforms such as interac-
tive CD-ROM, DVD and the web;

2. Cultural processes — including not only the
production of culturally informed protocols for
production and use of materials, but also the
utilisation of the production itself as a culturally
informed community development process;

3. Systems capacity — defining and developing
technical, institutional, service and community
capacity to sustain the entire range of activities
necessary to support system sustainability;

4. Cost effectiveness analysis — while this was
not incorporated into the HPQ project per se,
as a result of this project HITnet has sought to
incorporate a cost effectiveness analysis into its
expanding activities.

5. Process and outcome evaluation was undertak-
en involving a range of qualitative approaches
and development of trace data analytic capaci-
ties.
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6. Although the project resulted in demonstrated

use and the capability to assess impact, it did
not provide quantitative evidence of health out-
comes.What the HPQ project has shown is that:

a. HITnet approaches are able to be imple-
mented in very remote and challenging
environments;

b. The system can be maintained and the initia-
tive sustained through Queensland Health;

c. Kiosk-based resources will be used by com-
munity members;

d. There are collateral outcomes that flow from
localising production and support, and;

e. There is suggestive but not definitive evidence
that HITnet influences health outcomes.

The following recommendations relevant to Queens-
land Health flow from the opportunities identified in
the course of the project.

Formalising HITnet

1.

To ensure long term viability in support of QH
health promotion activities, HITnet must trans-
form from a project to a program based within
an appropriate organisation which has linkages
both with QH and with other organisations and
agencies addressing issues relating to the health
of Queenslanders.

The Centre for Rural and Remote Mental Health
— Queensland would be suitable and would allow
maintenance of a working relationship with the
academic sector (UQ, which is a partner within
the CRRMH-Q). QH should apply to the Board
of the CRRMH-Q to identify appropriate mecha-
nisms to support HITnet Queensland activities
as a QH program within the CRRMH-Q.

Formalising the HITnet - Queensland Health
Relationship

To support and expand the HITnet activities
within Queensland Health a formal relationship
should be negotiated and defined. This should
include specific consideration of:

page 8
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a. Relevant QH sections involved;
b. Roles and responsibilities of parties;
c. Relationships to HITnet affiliates;

d. Ownership and use of HITnet resources and
products;

e. Intellectual property;

Transition plan to allow QH to manage the QH
HITnet network autonomously within the national
HITnet system;

In order to optimise use and production of HITnet
derived resources (kiosk based and other) for
health promotion purposes, QH should ensure a
formal agreement with Health Promotion Units
at local and regional levels through the Public
Health Network.

Consolidating and Expanding the Evidence Base

To ensure that the expanding QH HITnet ac-
tivities are supported by and add to the health
promotion evidence base, HPQ should ensure
QH personnel and resources to support data
analysis and new project evaluation;

To enable incorporation of cost-benefit analy-
sis for Queensland activities, QH should sup-
port a formal linkage between the HITnet and
an organisation with the appropriate skills and
resources to undertake this work (for instance
the Policy and Economics Group within the
School of Population Health of the University of
Queensland).

Technical Capacity and IT Support

1.

To enable extension within the QH IT environ-
ment, HITnet should be upgraded to enterprise
status within the ISU environment;

QH should identify means by which HITnet
activities can be coordinated with relevant QH IT
systems (for instance FERRET);



Executive Summary

To support reliability and sustainability QH
should ensure that technical support systems
are identified and available at state, area and
local levels;

To ensure local and system-wide support, QH
should formalise a working relationship with
relevant HITnet technical affiliates (TodayCorp
and Abuzz);

QH HITnet activities should remain integrated
with the wider HITnet system (both in Queens-
land and other states);

To support such coordination, HITnet should
retain primary control of technical management
for the expanding national system.

Community Capacity and Support

1.

To build capacity within communities QH should
provide means to engage local community
members in the development and production of
relevant health promotion HITnet resources;

Given the opportunities afforded through the
school system to address health promotion
priority areas, QH should formalise a relation-
ship with Education Queensland to optimise
such opportunities, including to increase the
kiosk network (kiosks in schools), use of other
resources (interactive CD-ROMs and DVDs in
health promotion), student participation in pro-
duction and utilising schools as a resource for
community developed material.

Systems Capacity and Support

To optimise the technical, operational and site sup-
port for the QH HITnet system, QH should:

1.

Endorse and adapt the existing HITnet proce-
dure manual and other relevant protocols to
function within the QH environment;

Ensure local systems and protocols for use of
and maintenance of HITnet resources within QH
service areas;

Provide the means for dissemination, implemen-
tation and ongoing training within the relevant
workforce.

Health Interactive Technology Report

Network Expansion

1.

To install and implement new kiosks in QH sites
and integrate these into the HITnet network,

QH should formalize a working relationship with
HITnet affiliates (Abuzz & TodayCorp) in addition
to HITnet’s Implementation Manager. This will
provide the capacity to:

a. Liaise with sites;

b. Coordinate installation (kiosk vendor, site
manager, network IT manager);

c. Specify content, deploy content to kiosk hard
drive, and check content and functionality
prior to transporting to site;

d. Check new versions of health content for
technical faults (and report to HITnet Techni-
cal Manager), and deploy to kiosks

e. Ensure detailed planning & scheduling;

To develop and implement new software (for eg.
CD-ROMs) QH should identify who will approve
it for testing and implementation on QH networks
at State level, and identify who will provide IT
support for software users

To expand the reach of the HITnet system within
Queensland, QH should support HITnet develop-
ing formal relationships with other relevant sec-
tors in which kiosk-based applications appear
appropriate — specifically Corrections, Juvenile
Justice, Education and the Community-control-
led Health Service sector.

Content Development

1.

To optimise production and use of HITnet de-
rived resources (kiosk-based and other) for
health promotion purposes, QH should ensure a
formal agreement with Health Promotion Units
at local and regional levels through the Public
Health Network;

To develop new health content QH should adapt
existing HITnet protocols and procedures in part-
nership with HITnet’s Content Development and

Community Development Managers;
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3. To value-add to future QH health promotion re-
sources (outside the HITnet project), QH should
coordinate production activities to enable adap-
tation to the HITnet environment;

4. To value-add to existing QH health promotion re-
sources, QH should enable adaptation of exist-
ing digital assets to the HITnet environment;

5. To optimise sharing of resources across the
national HIT network, QH should consider IP
rights and copyright that facilitate free exchange
of new content across the network where appro-
priate.
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2. INTRODUCTION

The dire circumstances of Indigenous Australia and
the elevated levels of morbidity and mortality are
now well known. Based on the 2001 census, the
Australian Bureau of Statistics estimated the na-
tional Indigenous population at 460,140, comprising
2.4% of all Australians and made up of 90% identi-
fying as Aboriginal, 6% as Torres Strait Islander and
the remainder as both.

Some 40% of the Indigenous population are aged
less than fifteen years compared to 21% of non-In-
digenous Australians, with only 2.6% vs. 12% being
aged 65 years or older [1]. Death rates are elevated
for almost all causes and are, overall, about four
times higher than for non-Indigenous Australians.

Quantifying burden of disease through disability-ad-
justed life-years (DALYSs) in the Northern Territory
(which with an Indigenous population of over 55,000
has the largest proportion of its population — approx-
imately one third — of Indigenous descent) reveals
that the Indigenous burden of disease is some 2.5
times greater than for non-Indigenous Territorians
with the burden in the 35-54 year-age group being
4.1 times higher [2].

In North Queensland the proportion of residents

of Aboriginal and/or Torres Strait Islander descent

is some three times that for the Queensland as a
whole (9% vs. 3.1%) with a greater proportion of
Indigenous Queenslanders living in remote settings.
Not only are Indigenous Queenslanders disadvan-
taged by comparison to non-Indigenous Queens-
landers, this disadvantage is compounded in remote
settings, particularly in remote northern Queensland
(specifically in Cape York where this project is sited)

[3].

While there is clearly a relationship to social disadvan-
tage, the poor health status of Indigenous Queens-
landers is not explicable simply on that basis [4] or on
the basis of remoteness [5]. Summarising the health
status of Indigenous Queenslanders Harper et al [5]
note that for the period 1999-2001 half of non-Indig-
enous deaths occurred over the age of 78 years, while
half of Indigenous deaths occurred in people aged 54
and younger, and that chronic disease hospitalisations
occur earlier in Indigenous than in non-Indigenous
Queenslanders.
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That report — Health Determinants Queensland,
2004 — also documents that relative to the non-
Indigenous populations of Queensland, rural and
remote Aborigines have:

1. Higher death and hospitalisation rates due to all
causes, with higher death and/or hospitalisation
rates due to: injuries (especially interpersonal
violence and particularly for women), diabetes,
respiratory diseases, lung and cervical cancer,
coronary heart disease, and suicide and self
harm;

2. Higher hospitalisation rates due to infectious and
parasitic diseases;

3. Higher fertility and infant death rates, and;

4. More people suffering from, and being hospital-
ised for sexually transmissible infections.

The key health determinants impacting on the
health of Indigenous Queenslanders were identified
as:

1. Environmental factors;
2. Socioeconomic factors;
3. Community capacity, and;

4. Anincreased prevalence of health behaviours
increasing the risk of chronic disease.

In relation to socioeconomic factors, the report
specifically noted that: “Indigenous Queenslanders
also have low access to computers and the internet,
meaning that many are denied the benefits of the
information revolution” (p. 23).

For Indigenous Australians participation in the digital
world is clearly associated with school retention [6]
with remote northern Australia, including Cape York,
having the lowest rates of Indigenous adolescent
participation in education nationally [7]. As will be
discussed below, these factors contribute to what
has been termed the “Digital Divide”.

This project (HPQ project) and the program in which
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it is located (HITnet), developed as part of a wider
approach to addressing the persistent health disad-
vantage of Indigenous north Queenslanders. Both
were informed by an awareness of the complex of
underpinning social determinants.

To that end HITnet seeks to expand Indigenous
health promotion options to take advantage of op-
portunities emerging in the rapidly evolving IT and
multimedia fields. It addresses key health issues
through empowering Indigenous health consumers
and providers with culturally-informed information,
skills and resources that target not only health-
related knowledge, attitudes and behaviours, but
increase competence and capacity in relation to IT
and multimedia. Thus, this approach both targets
a social determinant of disadvantage and ill health,
and uses it to support health gains.

This evaluation describes the HPQ-funded project
within HITnet. Following a brief overview of relevant
literature, the background to HITnet and this project
are described. Because of the innovative and com-
plex nature of these interventions the section which
follows outlines the key challenges for which solu-
tions had to be found before implementation could
proceed. This resulted in adaptations and changes
in course that necessarily constrained the project
and its evaluation.

The section, Project description — the HPQ project,
describes how the goals of the original HPQ pro-
posal were transformed as a result of input from
the funding organisation and as a consequence of
events and challenges, and how the logic of the
HITnet initiative informed the evaluation process.

Process and outcome evaluation sections are struc-
tured in order to cover the range of outcome areas
specified in the original proposal, following which
the general discussion attempts to consolidate and
summarise the strengths and weaknesses of this
initiative, the lessons learned and the implications
of these for future development.

HITnet has involved the cooperation of a wide
range of organizations and individuals. In addition
to considerable input which was provided pro bono,
the following staff positions were created during the
course of the HPQ project itself:
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Senior Research Manager and Project Co-
ordinator. Employed 0.8 FTE. This position
also took on responsibility for the National HIT
Development Program on July 1st 2005, and
will continue to be funded 0.5 FTE by HPQ until
July 1st 2006;

Technical Manager. Employed 0.6 FTE com-
menced work in October 2005;

Two Indigenous Community Engagement Coor-
dinators. Casual part time positions 0.6 FTE.

The first position was filled from August 2005 to
January 2006. The second position was filled
from August 2005 and is ongoing;

Multimedia consultant employed on contract
basis;

Interviewers (3, part time in three discrete peri-
ods).
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3. BACKGROUND LITERATURE

The literature relevant to this field was extensively
reviewed in 2002 by this research team for the
Phase 1 (proof of concept) study [8, 9], the com-
mentary of the evaluation report [8] recording that:

From this review of the literature and a sampling of
relevant activities within Australia it is clear that the
potential of touchscreen technology within health

is expanding in the wake of the rapid uptake of IT
technology generally. In relation to patient (and
other health user) interactive systems there has
been a shift over the last two decades from instruc-
tion or information provision, to systems that engage
by personalising responses and providing feedback.

Touchscreens have been proven to be effective
communications means in wider non-health appli-
cations and have particular benefits for users with
limited literacy levels. While particularly attractive to
youth, given appropriate content and design, older
age has not been shown to preclude use.

However, in addition to technological sophistication,
health application success also requires content,
health promotion and social (cultural) expertise. It
also demands consideration of location and institu-
tional setting, both in terms of the acceptance and
integration within a broader set of goals and activi-
ties, and in terms of system and content support,
and making available appropriate interventions trig-
gered by touchscreen use.

Effective use of this technology provides for a
number of collateral outcomes, including the feed-
back of information in a timely manner to the wider
interested public, and the ability to gather data. In
this respect there is some evidence that particu-
lar types of information, for instance in relation to
substance use, may be more accurately gathered
through computer-based approaches than through
conventional survey techniques.

Given the above, it is clear that evaluation must be
attuned to far more than use. Indeed, it is also clear
that such technologies may be user friendly and
widely accepted without influencing the health out-
comes in question. Evaluation must thus consider
how use of touchscreen technology translates into
behavioural (and thus health) change. It must also
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take into account collateral patient and community/
system benefits. The former includes the impact of
proxy use (wider health impacts mediated by prima-
ry users), and increasing the familiarity of users with
(and thus capacity to benefit from use of) computer
technology. Community/system benefits include

the ability to quickly gather, analyse and present
information to users. The reliability of such data
may be enhanced by program design, for instance
by incorporation of forced answer approaches in
particular instances. Having taken into account all
of the above, this technology cannot be assessed

in isolation and must be understood in the system
context in which it is operating.

Finally, it is abundantly clear that IT-based interven-
tions in Indigenous health have been embraced
within the mainstream and community controlled
sector. There is expertise in Australia in hardware,
software and kiosk design and awareness across
related activities of the potential benefits of coopera-
tion and collaboration. (p. 20)

Following completion of Phase 1 a further review,
instigated by this project team and funded by OAT-
SIH, was undertaken by the Australian Indigenous
HealthinfoNet (AIHN) preliminary to the develop-
ment of a national network (see below). The sum-
mary of findings from the literature review contained
in that November 2004 report [10] recorded that:

+ Touchscreen kiosk technology has been em-
braced at both a national and international level,
and has been used to provide a range of health
information in a variety of community settings.

* Touchscreen kiosks have a substantial capacity
to engage individuals in opportunistic use, and
may also have the potential to influence knowl-
edge, attitudes and health behaviours [11, 12].

» Computerised health information is seen to have
a number of advantages over other traditional
forms of health information delivery: such proc-
esses are engaging and appealing, especially if
animation and video are incorporated; communi-
cation barriers such as low literacy and cultural
or language differences are less problematic; the
user can choose to receive more or less of the
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information offered; feedback from users can be
used to modify or change the health information
provided; and interactive programs allow users
to ‘rehearse’ behaviour change strategies [11].

A review of readily available existing literature
suggests that there is an overwhelming and en-
thusiastic response to the use of information and
communication technologies (ICTs) in Indigenous
communities in Australia [13].

Factors that impact on the use of ICT include dif-
ficulties associated with accessing the technology
due to: cost; isolation; poor telecommunications
infrastructure; and lack of computer skills. Such
barriers are being addressed in part through the
development of strategic telecommunication plans
for remote Indigenous communities [14, 15].

Dyson [16] also describes the issue of cultural
appropriateness surrounding the use of ICTs, and
suggests a long term goal should be to offer train-
ing to Indigenous people in order that they are
responsible for the ICT design, implementation and
management in their communities.

Similar findings are reported in studies related to
the provision of digital library services for Pueblo In-
dians (in the United States) and Native Canadians
[17]. The author recommends the establishment of
cooperative networks which encourage participation
by Aboriginal peoples in information technologies,
including: training and technical support; use of the
most reliable and effective hardware and software
for the delivery of digital services; and use of pro-
grams designed to integrate culture into the delivery
of digital projects.

The use of touchscreen technology by minority
groups in the United Kingdom relied on a coordi-
nated planning approach between health promotion
staff and community members [18] Regular meet-
ings and communications were implemented prior
to the establishment of the touchscreen software
platform. Advisory groups from within communi-
ties were established to ensure that information
was translated appropriately, and at the right level
for the community. The consequent interface was
piloted among local advisory panel members and
modifications made accordingly before extending to
the wider community. (p. 5)
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For Indigenous Australia generally, there is now ev-
idence of significant disadvantage that results from
restricted access to IT and online capacities and
resources. Research based on the 2001 census [6]
demonstrates that not only is Indigenous computer
and internet access substantially lower than for the
wider Australian population, but this access is fur-
ther reduced with increasing distance from metro-
politan centres. In a analysis of data from the 2001
Census on computer and internet access Daly [19]
reports that for Indigenous Australians:

* Access to computers is well below that for other
Australians, particularly in Western Australia
and the Northern Territory.

* Home internet access is even more limited for
Indigenous Australians with less than 10 per
cent of the population having access to the
internet at home.

The data presented show that there are significant
differences between the capital cities and other
areas in each State, with much lower home com-
puter access outside the capital cities. The census
evidence confirms a digital divide between Indig-
enous and other Australians. (p. 13). As Daly notes
in relation to community online access centres
which are being developed in Indigenous communi-
ties, a critical factor in terms of bridging the “divide”
is local support and capacity.

The “digital divide” in turn has significant social and
health consequences. Thus, education, a key social
right and health determinant [20], is a major issue in
Indigenous Australia with persisting poor outcomes
[21]. Examination of other data from the 2001 cen-
sus reveals that one of the key factors associated
with lower retention of Indigenous adolescents in
the education system is lack of access to electronic
resources [7]
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4. BACKGROUND TO THE PROJECT

The health sector in Australia has embraced Infor-
mation Technology (IT) which offers means to ad-
dress a range of problems and the needs of particu-
lar disadvantaged groups — for instance residents of
rural and remote settings.

These new technologies have been rapidly taken
up by organisations involved in Indigenous health
with obvious benefits. However, as Swanson [22]
notes: “IT and telecommunications technologies
are proceeding at an extremely rapid pace. The
likely social effects are ‘location independence’ of a
range of activities and widening gaps between the
‘information rich’ and ‘information poor’. Most of the
currently underserved groups will fit into the latter
category” (p. S209).

These caveats are particularly salient in relation to
IT innovations in health promotion for Indigenous
Australians generally and for those living in remote
Australia in particular, most of whom are “informa-
tion poor” as a consequence of being broadly disad-
vantaged. These differentials, as with health differ-
entials between Indigenous and other Australians,
are informed by complex historical, social, economic
and political factors [23-25]. Redressing the latter is
a whole-of-government challenge and will take time
to be consequential for health. However, as Leon-
ard Syme [26] notes:

insisting only on fundamental and revolutionary
social change is dooming us to programs that will
take years and generations to take effect. Since it
is difficult to implement such major social change,

it is easy to ignore inequalities because, they say,
nothing can realistically be done about them. Moral
outrage about inequalities is appropriate but may be
self-indulgent. If we really want to change the world
we may have to begin in more modest but practical

ways. (p. 9)

Such “modest but practical ways” include address-
ing ‘information disadvantage’ by exploring the utility
of innovative IT approaches to improve Indigenous
health literacy and capacity. The project outlined
here is one such example and grew out of an

initial project (now considered ‘Phase 1’ of a wider
multimedia strategy) that involved a community
development partnership between an Indigenous
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community (Yarrabah, near Cairns), the University
of Queensland and a corporate donor (SmithKline
Beecham, now Glaxo SmithKline). The IT compo-
nent of that community development project was
expanded into a pilot implementation of touchscreen
technology developed by an English company (Julia
Schofield Consulting [JSC]) and funded by the Of-
fice of Aboriginal and Torres Strait Islander Health
(OATSIH,) with wall-mounted touchscreen kiosks

in two settings — the waiting room of an Indigenous
health clinic in a large metropolitan community
health centre in Inala (Brisbane), and in the Cen-
trelink waiting room of a discrete Aboriginal commu-
nity (Yarrabah), the evaluation of which was under-
taken by the University of Queensland [8].

Following successful completion, the team that had
developed around that project sought options to
build on the lessons learnt and expertise developed.
This involved wide consultation, engagement of
new players and significant reconfiguration of the
project partnership (addressed below). Through this
process a broader understanding of the project as a
strategy that had national implications emerged, and
the need for a phased, strategic approach, with the
abovementioned Yarrabah/Inala project constituting
an initial ‘proof of concept’ phase. The overarch-

ing and expanding program within which the HPQ
project came to sit is the Indigenous Health Interac-
tive Technologies network (hereafter HITnet), the
development of which has involved three overlap-
ping phases:

4.1 Phase 1 - Proof of Concept (Touch and See
and Hear)

Phase one of the strategy was the twelve month
pilot project in two Aboriginal communities from July
2001 to June 2002 which identified that Aboriginal
people will indeed use this technology, and provided
circumstantial evidence that this changes attitudes
and intentions. It was not possible to assess be-
havioural or health status change, or to ascertain
sustainability.

As a result of this work the project team sought

to explore the impact of this intervention through
implementation and thorough evaluation in a wider
range of Indigenous settings. Concurrently the
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project team became aware of funding opportunities
through Health Promotion Queensland, and of IT
and other investments through community control-
led and mainstream service sectors in Cape York.
An application to HPQ resulted in funding for a
project to be implemented in four discrete communi-
ties. Additional resources and continuing engage-
ment with OATSIH resulted in parallel developments
with the emergence of a ‘network’ approach inclu-
sive of kiosks in South East Queensland, the Cairns
area, the four HPQ-funded kiosks in Cape York and,
eventually, others elsewhere. During this period of
transition the broader strategic vision encompassing
subsequent phases emerged.

4.2 Phase 2 - Regional Expansion and Evalua-
tion (HPQ & Enhancement)

The second phase sought to measure health and
technology-related outcomes from kiosk use in
remote Indigenous settings (being four Cape York
communities) - specifically to measure change in
knowledge, attitudes, behaviour and local capacity,
while ensuring gradual transition in ownership to
the local level. As this is the focus of this evalua-
tion — Implementing and evaluating an innovative,
sustainable, IT-based approach to enhancing health
literacy and local capacity in disadvantaged remote
populations — this will be addressed in the body of
the report.

As this phase developed, an additional element
emerged with realization of important collateral out-
comes and the potential to draw on these to amplify
impact. It stemmed from awareness of local com-
munity engagement and investment in the content
creation and production process in Yarrabah which
led to identifying one of the Cape York communities
as a potential site to facilitate this enhancement in
systematic way.

As a result of funding and other constraints, and
opportunities emerging through production of new
material, two communities became locations for this
phase — Napranum (one of the four HPQ sites) and
Yarrabah.

While this was supplementary to the proposal to
HPQ, and because of political and policy changes
(addressed below) that compromised the original
evaluation design, this element of phase 2 will be
incorporated into this report.
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4.3 Phase 3 - National New Media Network
(HITnet)

Following extensive negotiations with a range of
organizations through the beginning of the HPQ
project, funding was obtained from OATSIH in the
final year of the project to establish the National HIT
Network to:

1. Oversight the expansion of the network to
improve access for information-disadvantaged
populations and to develop approaches appro-
priate to the needs of priority groups, more spe-
cifically, for Aboriginal and Torres Strait Islander
Australians;

2. Develop and manage core partnerships, sys-
tems and infrastructure which will facilitate
innovation and support demonstration of effec-
tiveness, replicability (across settings, subjects &
modalities) and sustainability

3. Utilize participatory development practices to
enhance and support localized capacity building
activities -

« content development projects and activities,
including health, art, history, bush tucker,
etc;

+ alternative uses for the technology — con-
sumer rights information, business, etc;

* generation, ownership and use of locally
derived data & information.

By the conclusion of the HPQ project this initia-
tive had expanded in terms of geographic reach,
content development and technical applications. It
had grown to involve a total of eleven touchscreen
kiosks (which will increase incrementally), multime-
dia and web-ready product, and community devel-
opment applications.

The existing system including those kiosks pur-
chased through HPQ are now sustainable through
institutional support (Queensland Health and com-
munity controlled health services), with additional
activities enabled through funding support from
DoHA (OATSIH, National Indigenous Australians
Sexual Health Strategy and Drug Strategy Branch),
Queensland Health (Cairns Health Service District,
Cape York Health Service District [CYHSD],
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Alcohol and Drug Training Resource Unit [ADTRU]),
the Alcohol Education and Rehabilitation Founda-
tion (AERF) and Diabetes Australia. Ongoing work-
ing relationships have now also been developed
with the corporate sector (discussions with Telstra),
industry partners (Abuzz and Todaycorp), other
non-health government sector agencies (Depart-
ment of Aboriginal and Torres Strait Islander Policy
[DATSIP], and Education Queensland [EQ)]), univer-
sities (University of Queensland, James Cook Uni-
versity and the University of Southern Queensland)
and Indigenous community controlled organizations.

Discussions have begun to lodge HITnet within

the Centre for Rural and Remote Mental Health

— Queensland (CRRMH-Q), a partnership of govern-
ment, academic, corporate and community control-
led organizations founded in 2006. Furthermore,
preliminary discussions with Indigenous multimedia
providers interstate has been initiated regarding the
setting up of a National Indigenous Health and New
Media Forum (NIHNMF) that will facilitate commu-
nication, cooperation and capacity development in
this new field.
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5. PROJECT CHALLENGES

From the foregoing it will be evident that the HPQ
project resides within a wider and far more complex
evolutionary process that has seen growth geo-
graphically, technically, culturally and conceptually.
In breaking new ground, the project encountered
and identified solutions for a wide range of unfore-
seen challenges. This has had implications both for
the broader strategy development but also for the
evaluation of the HPQ project.

5.1 Funding Limitations

The Challenges

Breaking new ground in this area is expensive. As
this project developed in terms of sophistication and
reach, costs mounted dramatically. Furthermore,

in relation to the HPQ component itself, the budget
submitted in the original proposal was carefully cost-
ed to provide product to four very remote communi-
ties in a project spanning three years. Although this
budget was above the resources advertised in the
call for proposals, discussions with the HPQ secre-
tariat had suggested that higher amounts would be
considered.

Ultimately, the project was accepted but with the
proviso that it be undertaken for funding offered in
the original call for proposals, which was some 18%
less than sought. Requests regarding a reduction in
costs through limiting sites or project duration were
not accepted and the project, consequently, ab-
sorbed those additional costs.

Furthermore the financial limitations were com-
pounded by a realignment of the project partner-
ship (which, as discussed below, was informed

by recommendations from HPQ) which resulted in
paying out the original UK partner for participation to
that time (5% of HPQ funding). However, the most
important additional impost on the budget was the
dramatic increase in software development costs
that stemmed from this partnership realignment (but
which allowed on-shore control and significantly
enhanced sophistication of delivery).

In total, this increased the software development

component of the budget from approximately 20%
to nearly 50% of funds available through the original
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grant. Overall, the funding required to deliver the
project as proposed increased by approximately
40%.

The Solutions

In addition to significant tightening of all budget
lines, the deficit was overcome through a variety of
measures. Additional funding was sought and ob-
tained which allowed cost-sharing around common
goals. Thus, for instance, project funding provided
for the development of innovative, narrative presen-
tations of AUDIT material (the Alcohol Use Disor-
ders Identification Test), to boost the evaluation of
project impact in the primary care setting, and to
upgrade and extend existing modules (Diabetes).

Furthermore, significant input to the project was
provided on a pro-bono basis (the Project Manager
[HT] gave more time than was allocated by budget,
and pro bono time and resources from Queensland
Health, the University of Queensland and other non-
government sources was substantial). Not only were
these factors critical in enabling the core project, but
underpinned the capacity enhancement phase. For
instance, the in-community support necessary to en-
able local engagement was supported through the
subsequent development of sexual health materials.
These measures also allowed for increasing sophis-
tication in terms of the incorporation of state of the
art interactive technologies. Finally, difficult deci-
sions were made regarding certain technical service
provision activities which, while compromising the
goals of capacity enhancement within the commu-
nity controlled sector, ensured sustainable delivery
at manageable cost (see below).

5.2 Partnership Realignment

The Challenges

The arena, in which this project has operated,
across large health, IT and multimedia institutions
as well as diverse corporate interests, is complex. It
necessarily involves shifting relationships which, in
this case, began before the official commencement
of the project and following comments from the HPQ
Technical Review Committee. The Committee made
recommendations in relation to the sophistication
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of the IT applications on which the original proposal
was based which resulted in a reconsideration of
the relationship with the technical provider to that
date (JSC) who had also been party to the proposal.

As a result the working partnerships were devel-
oped with on-shore e-learning providers (QANTM,
now Todaycorp) and integrated software/hardware
providers (Abuzz Technologies).

These positive shifts not only came at a financial
cost, but resulted in significant delays through con-
tract negotiations.

A second significant realignment occurred when it
became obvious that the Cape York Digital Network
(CYDN) was still in the development phase and
could not provide reliable technical support (indeed
this support did not exist at all for two of the four
Cape York sites). Furthermore, the costs for this
service were prohibitive. While the project maintains
a relationship with CYDN (particularly in Napranum,
the project enhancement site) responsibility for
these tasks was negotiated with Queensland Health
which provides presence and capacity in all sites
and which, ultimately, has ownership of the hard-
ware (Appendix 1 is a memo from September 2004
detailing the issues involved in the CYDN vs. QH
networking decision).

The third institutional realignment was that with
OATSIH who have contributed to the funding of
every phase of this initiative. Challenges included
that OATSIH maintained a relationship with the
original technical provider (JSC) which resulted in
the development of two incompatible systems in
Queensland and interstate (Western Australia).
This became increasingly complex around the time
that the HPQ grant began, as an organisation was
sought by OATSIH to coordinate the development
of a national network (the Perth-based Austral-

ian Indigenous HealthinfoNet [AIHI], which is itself
funded by OATSIH, was proposed by the team for
this project on the basis of existing relationships and
common interests).

This led to a fourth major realignment. The AlHI
was funded by OATSIH in 2004 to undertake na-
tional consultations and provide a report assessing
the feasibility of a national touchscreen network
(Trevaskis & Thomson, 2004), which concluded:
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International and limited Australian evidence sug-
gests that the use of touchscreen kiosks can be a
valuable component of health promotion programs,
and it is likely that they will become even more
widely used in this area in the future.

It is important, however, that their use as a part

of broader health promotion processes should be
viewed within a long-term context. This aspect ap-
plies particularly to situations where touchscreens
with similar content are provided in a number of set-
tings, such as the case with the proposed network
in Indigenous communities.

If enhanced community capacity and sustainability
of touchscreen technology is to be achieved, a long-
term commitment to the development and support of
touchscreens in Indigenous communities needs to
be embodied in a formal plan covering at least three
to five years. This plan needs to address five main
areas: physical infrastructure; training and support;
content maintenance; network management; and
network extension. (p. 29)

Because of problems that arose in negotiations
between OATSIH and AlHI, this project at the Uni-
versity of Queensland was approached at the end
of 2004 to take over responsibilities for the national
extension of the network. This required extensive
negotiations to ensure that the incompatibilities

in the systems that had been set up (see above)
were resolved and that this was consistent with the
directions of the HPQ project, and that provision
was made for ensuring adequate local support and
training across the network. This was, in essence,
the beginning of HITnet.

The Solutions

These realignments have all come at a cost in terms
of time and resources but have provided secu-

rity, sustainability and the capacity for innovation
within the HPQ project and beyond. There are also
a range of new relationships that are now being
developed with other interested organisations and
providers (interstate and overseas) which will further
enhance this initiative.

Through these transformations the project has de-

veloped from a half-time funded position based on
limited experience with one provider — to a national
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network of interested organisations, a range of
delivery systems, and a team of dedicated workers
now recognised to have leading expertise in this
area (Appendix 2 contains a graphic representation
of the institutional complexities, including ownership
of hardware, software rights and institutional invest-
ments at the time that the University of Queensland
took over national expansion at the end of 2004).

5.3 Technical Constraints

The Challenges

The major technical challenges stemmed from
shifting at project outset towards increasing sophis-
tication and complexity of the touchscreen / multi-
media product, and the shift from JSC controlling
all aspects of technical development, to control of
technical issues within the project through a series
of relationships to onshore provider organisations
(Abuzz, QANTM/Todaycorp). For this to happen it
was necessary for Abuzz to develop a system that
enables kiosk management and content develop-
ment. No existing product was available to support
that task. The original plan was for content to be
deployed to the community kiosks through a broad-
band network (in collaboration with CYDN).

The shift to Queensland Health entailed obtaining
access to the QH IT systems (see below). Internet
access was initially via dial up, later through the QH
Wide Area Network (WAN) which still has significant
limitations in terms of internet speed (for instance,
the internet download of the first alcohol module to
Lockhart River, undertaken over Christmas when
less activity was occurring, took more than four
days and was still not complete). This issue also im-
pacted the software designed by Abuzz which was
created for a broadband supported environment.

The internet limitations not only impacted deploying
content, but in maintaining connectivity to support
remote monitoring. This problem was compounded
by supplier factors (Abuzz) which were only recog-
nised when the multimedia consultant (LG) involved
in production of ‘Grog Story’ and ‘Put it on’ identi-
fied software limitations, and only consistently
addressed with the employment of the Technical
Project Manager (JG) in the last year of the project,
when it was able to be demonstrated to the sup-
plier that the problem did not lie within Queensland
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Health (either at the PHCC level or in the wider
system) but in one of their own core deliverables.

The key issue here is that the software provider
(Abuzz) was tasked to produce new software (the
“Module Editor”) which was central to the creation of
health modules and local community material. The
Module Editor is accessed via the “Administration
Website” which itself requires broadband access to
be functional. As a consequence of the constraints
of lack of broadband access in remote settings and
the complexity of the Module Editor itself, this tool
was found to be impractical in remote settings.

“Remote monitoring” of each of the community ki-
osks presented problems similarly difficult to define.
Over the period of one year during which problems
with ensuring monitoring capacity were ascribed by
the provider to Queensland Health limitations (fire-
wall), the cause of this problem remained hidden. It
was only in the last months of the project that it was
finally identified as being a provider problem and
successfully rectified by Abuzz.

Connectivity issues also impacted development of
reliable trace data — a critical factor in evaluation.
When functional, data regarding kiosk use is down-
loaded by internet to a central server on a regular
basis. That data is then, theoretically, accessed via
the Administration Website. As a result of connectiv-
ity limitations, data was not able to be downloaded
and, remaining on the kiosk hard drive, eventually
led to overflow and loss of data (causing the kiosk
hard drives to crash resulting in intermittent kiosk
inoperability until this problem was recognised and
rectified).

The transition from JSC to Abuzz also led to dif-
ficulties in trace data analysis capacity as the latter
company did not have experience in this field and in
accepting the project contract had significantly un-
derestimated the task (or, conversely, significantly
overestimated capacity). This problem was com-
pounded with the increasing sophistication of health
modules.

The key unit of trace data analysis is purposeful
use — a “session”. For the purpose of the phase 1
project, this had been simply defined as a function
of module penetration and time between activations
(a ‘session’ was defined as more than two activa-
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tions past a “content-rich screen” within a particular
time period, with the “session duration” being the
time between first activation of a purposeful session
and ‘time out’ — itself a period of non-activation).

With the development of the narrative multimedia
modules (‘Grog Story’ and ‘Put it on’) this definition
becomes problematic as there can be long peri-
ods in which the screen is not activated, but while
information is being provided to the user (as, for
instance, when segments of the ‘Put it on’ video
sequences are playing). The challenge was how to
obtain meaningful information about both module
types without losing information about one or the
other.

Also, in relation to trace data analysis, the module
architecture constrains the data that can be extract-
ed. While the questions that needed to be answered
in order to provide an understanding in depth of
module use had been provided at the outset to the
content developers, the capacity to extract that data
had not been successfully incorporated. Conse-
quently not only was data lost (through connectivity
problems) and interpretation confounded (through
session time definition), there remain limitations to
the depth of level of data analysis possible.

For multimedia modules to play on kiosks requires
purpose-built software — the “Kiosk Player”. Be-
cause ‘Grog Story’ and ‘Put it on’ were developed in
different technical environments (the former using
still photographs and the latter video) it was not
recognised until these were available for use on the
test kiosk in Cairns, that one Kiosk Player could not
be used for both types of media.

Finally, these programs can only operate effectively
if this is through a delivery system that is attrac-
tive, reliable, robust and easily maintained. The
kiosks used in Phase 1 (Yarrabah and Inala) were
produced by NCR which has subsequently ceased
producing touchscreen kiosks. Regardless, the
decision to move to Abuzz had already been made
and consideration had to be given to a range of
considerations (with cost implications) in terms of
the particular model utilised. The model ultimately
selected included printer capacity. However, while
the printers were operational following deployment,
feedback from staff revealed a number of problems
(particularly relating to children printing off reams of
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paper, but also about various foreign objects includ-
ing bank books and Medicare cards being dropped
through the printer port into the machine).This does
not exhaust the technical problems that emerged
through this project. Indeed, an ongoing Technical
Issues Log was maintained (see Appendix 3 for an
example) to track problems and their resolution.

The Solutions

Developing solutions for this aspect of the project
was the major challenge encountered. Clearly,
some problems could not be rectified, for instance
connectivity (although this will change with time).
In order to address connectivity limitations health
modules (large files) were manually downloaded
onto kiosk hard drives at Abuzz, then physically sent
to the kiosk site for installation. To overcome the
difficulties encountered with the Module Editor re-
quired development of a new software tool (“Photo
Manager”) that is both simple to use and enables
material to be transferred across systems that are
not supported by broadband connectivity.

Solutions for problems associated with remote
monitoring and with elements of trace data capture
were only overcome following dogged investiga-
tion and repeated return to the software supplier.
The solutions were only possible by developing the
knowledge and capacity in-house to challenge tech-
nical answers to content and process questions. In
relation to the working definition of purposeful use (a
session) which underpins analysis, the complexities
arising from introduction of multimedia modules has
required (in the last months of the project) further
software refinement such that differential defini-
tions are used contingent on the module activated.
Similarly, the capacity to activate both narrative,
multimedia modules (‘Grog Story’ and ‘Put it on’) on
the same kiosk required new software that enabled
Kiosk Player to handle both.

In relation to hardware, the kiosk selected for the
HPQ project was the top-of-the-line, stand alone,
Abuzz kiosk (the ‘Spark’ kiosk — see Appendix 4).
These required local power and telephone line con-
nections and were ‘dynabolted’ to the waiting room
floor with dual lock access to the kiosk interior which
contained the hard drive, printer and instructions for
local maintenance. This functioned well with only
minor hardware problems (a crack appeared in one
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screen through the project). Because of the con-

cerns raised regarding practical problems relating
to printer use, the printers were removed early in

the project (although the potential for reactivation
remains).

Through the course of parallel projects less robust
hardware was trialled in urban settings but found
to be wanting. Discussions are now underway to
progress field testing a purpose built, robust and
weather-proof, wall mounted model, as well as a
system of directional sound that minimises sound
radiation, thus supporting privacy.

While these solutions have been instituted through
the life of the project, there remain challenges that
will only be addressed successfully in the future. For
instance, a decision made early in the course of de-
veloping the content and logic of the alcohol module
resulted in that part of the module which contained
the screening tool (the AUDIT) being located at a
submenu level (that is, deeper within the module ar-
chitecture). While the user entering the alcohol mod-
ule may find this option through a variety of paths,

it is not immediately visible. As it is known (from the
Phase 1 evaluation) that there is user falloff with
depth of penetration into modules, this decision ef-
fectively reduces the pool of potential AUDIT users.
While recognised soon after deployment to the
kiosks, definitive correction to foreground the AUDIT
would have required major software redesign, the
costs of which were prohibitive.

5.4 Institutional Constraints

The Challenges

Serendipitously, this project has been based within
an academic health setting more attuned to con-
ventional research than to cooperative, applied
research with corporate partners. This created
challenges, for instance, in terms of how academic
administrative services support the creative proc-
esses and players critical to effective multimedia
production.

Similarly, as the project came to increasingly rely
on Queensland Health services this brought with
it technical, procedural and human resource con-
straints, including:
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»  Systematic network connectivity;

» Technical support (at State, Regional and Dis-
trict levels);

* Introduction of new software to a Standard Op-
erating Environment (SOE), and

* Kiosk ownership.

These issues necessitated extensive negotiation
and documentation to achieve a well-managed,
cost-effective, network for kiosks in Cape York with
reliable post-production technical support.

Finally, because of the creative nature of this project
and the involvement of multiple organisations in
both production and use, serious consideration in
contractual and other negotiations was given re-
garding Intellectual Property (IP) and copyright.

The Solutions

Overcoming these challenges, while adding com-
plexity and demand in terms of time and resources,
ultimately strengthened relationships. In terms of
network connectivity, this was recently achieved
through facilitation of a year-long liaison between
the kiosk supplier (Abuzz) and the network provider,
QH. This has now provided the ability to remotely
monitor kiosk function, extract trace data and deploy
new community content (see Appendix 5 for graphic
representation of the network solution).

Ongoing technical support at the above levels has
been achieved, though with particular challenges
to onsite support. A solution devised by Abuzz has
seen onsite technical support provision through
outsourcing at the local level to fill the gap created
by lack of QH resources (QH have one technical
support officer for clinics in the CYHSD). However,
this service comes at a cost and will need to be
rationalised in the future.

Installing HITnet CD-ROMSs onto the QH SOE has
been problematic. Future CD-ROM production will
attempt to be more compatible with institutional
SOEs (see Appendix 6 for example checklist for
software production and deployment consistent with
QH requirements).
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This remains an ongoing challenge. In addition,
support arrangements for the implementation of
new software state-wide and for ongoing systems
support requires extensive negotiation and docu-
mentation. QH is currently working with the project
to attain “Enterprise Release” status for HITnet soft-
ware, enabling a state-wide distribution and training
strategy to be implemented.

Ownership is crucial to long-term maintenance and
day-to-day care of the kiosks. At QH corporate and
District levels, agreement has been reached regard-
ing ownership of the four kiosks funded by HPQ.
This will ensure sustainable technical support, iden-
tification of mechanisms that may link the FERRET
information system to the kiosks, and a supportive
structure for a future state-wide network.

At the clinic level, while a sense of ownership to
instil responsibility for the daily care of the kiosks
has been slow to evolve, the project’s Community
Engagement Coordinator maintains weekly contact
with staff by phone, and is reporting improvements.
Furthermore, discussions with the District Manager
of CYHSD have begun to lodge these activities
within routine health promotion responsibilities.

In terms of IP, a process was developed for this
project by which each funding body involved re-
tained copyright for the product they had supported
with free access and use guaranteed through a mu-
tual use agreement. This leads to a further signifi-
cant challenge, as developing this inter-institutional
framework also raised the complex area of cultural
process and safety.

5.5 Cultural Processes

The Challenges

This project necessarily deals with sensitive issues
in communities with quite different expectations
regarding protocol. Whereas models for IP and
copyright for the wider society are available, this

is not the case for working in Indigenous settings

— particularly with such an innovative product. The
challenge was to develop respectful ways of operat-
ing within communities that not only acknowledged
local process and protocol, but ensured cultural
safety and security for the project through develop-
ment of agreed and documented formal processes.
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The Solutions

As the project progressed and expanded in terms of
range and sophistication, with emphasis shifting to
local resource production, specific agreements were
discussed, negotiated and formalised. This has
resulted in the collation of a set of cultural protocol
documents — “ComPack” (see Appendix 7). Com-
Pack is the set of protocols developed by HITnet

to ensure project integrity and cultural safety by
encouraging ethical conduct and promoting inter-
actions based on good faith and mutual respect.
This set of protocol tools enables an agreement to
be reached regarding how HITnet will operate in
each community. This approach provides a space
for agreement regarding activities while acknowl-
edging and respecting cultural difference — both
between Indigenous communities and HITnet, but
also between Indigenous communities themselves,
an issue that becomes particularly important when
considering the diversity of Indigenous Australia
across urban, rural and remote settings. In addition,
the copyright protocols outline appropriate ways of
using Indigenous cultural material, and provide a
protective framework around ownership and use of
materials collected.

5.6 Social and Institutional Change

The Challenges

HITnet now operates across a range of sites in
Queensland and Western Australia with touch-
screens in both mainstream and community con-
trolled settings (Appendix 8). The four HPQ-project
funded touchscreens are located in Queensland
Health facilities which provide certain benefits. How-
ever, this arrangement also introduces challenges
beyond those presented by remoteness. Three
particular issues of note for this project relate to the
difficulties that Queensland Health has confronted
through the last decade and, more specifically, the
last three years. Over the last fifteen years there
have been five major reconfigurations of health
regions and districts, which has been particularly
consequential for consistency and planning in
remote settings. This is further complicated in the
Cape York Health Service District (CYHSD) where
planning has been ongoing for a transition to com-
munity control. Furthermore, demands are such that
primary care services have remained crisis-oriented,
which is itself compounded by extremely high staff

page 23



Project Challenges

turnover (and a high reliance on temporary agency
nursing staff).

The implications for the HPQ project are that clinical
staff have significant competing, acute demands,
and frequently come and go before there is an op-
portunity to develop the relationships necessary

for undertaking health promotion, or for functional
engagement with the opportunities associated with
this project.

Finally, this period has also seen the introduction of
a range of new resources, protocols and practices
across the gamut of health fields, particularly as a
result of the introduction of the “Chronic Disease
Strategy” (CDS). New tasks, roles and responsibili-
ties within the remote Indigenous primary care sec-
tor have added to the climate of uncertainty.

These clinics also sit within communities that are
experiencing major social transformations (indeed
Cape York has been a focus of national attention as
a consequence of political and policy shifts at the
centre of which is the Cape York Institute and Noel
Pearson [27]). Of particular importance to the HPQ
project is the collaboration between Pearson and
the Queensland Government Department of Abo-
riginal and Torres Strait Islander Policy (DATSIP)
which in 2004 resulted in all discrete Indigenous
communities (including all four HPQ project sites)
agreeing to implement Alcohol Management Plans
(AMPs) which introduced a range of restrictions on
the sale, transport, possession and consumption of
alcohol.

Thus, at the very time that the HPQ project was
being implemented, patterns of consumption (and
the consequences of drinking) in project sites
changed dramatically. In three sites only beer is
available (only mid-strength in some, in Napranum
a wider range is available due to the proximity of
Weipa) and only at particular times, with varying
restrictions regarding on-premises and take-away
consumption. It is understood that some heavy
drinkers have moved as a result and other sub-
stance use has increased (particularly marijuana
and episodic periods of heavy petrol sniffing among
youth).

Over time ‘sly grog’ and ‘home brew’ have emerged
as problems but the overall impact, as of 2006, ap-
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pears to be a reduction in aggregate consumption
and of immediate social and health consequences
in the affected communities. As a result, community
changes in attitudes to, and patterns and conse-
quences of drinking occurred through the period of
this project which clearly swamp any impact brought
about as a result of a health promotion initiative.
Furthermore, these confounding social forces make
it impossible to isolate program-specific changes in
terms of consumption or consequences that might
be attributed to this intervention.

To cite two other significant social changes that
have impacted all of these communities. First, dur-
ing this project they have each ceased to be Deed
of Grant in Trust (DOGIT) communities (formed

by gazettal of ex-reserve communities some two
decades ago) and became shires under the Local
Government Act. Second, the primary source of
work across Indigenous Australia, the Community
Development and Employment Program (CDEP) is
being wound up through 2006 — the impacts of all
these changes are still emerging.

The Solutions

The initial approach to addressing the workforce
issues in Queensland Health PHCC sites was to ac-
cept that orientation of staff to the requirements and
potential of the touchscreen and other resources
must be ongoing and grounded in practice. Through
experience it was found that in terms of clinic staff,
this was best achieved by someone with clinical
authority and was ultimately undertaken as part

of regular visits to the community by the Regional
Psychiatrist (EH).

It was realised that given the competing pressures
and demands it was critical to lodge these initiatives
within core Queensland Health protocols and prac-
tice. This was ultimately achieved through negotia-
tions with ADTRU as a result of which the “Grog
Kit” will be implemented and evaluated through
relevant sections of the Queensland Health system.

In terms of the changes brought about as a result of
the introduction of AMPs in project sites, a substan-
tive shift was necessary in terms of the evaluation
framework with increasing emphasis given to proc-
ess evaluation and to assessment of institutional
and community capacity rather than outcomes in
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terms of alcohol consumption or its consequences.
One direct project response to the uncertainties
associated with the introduction of AMPs (the provi-
sions of which vary from community to community)
was to incorporate information regarding the AMP
provisions of every affected community in Queens-
land within the touchscreen alcohol health education
module (Appendix 9).

Health Interactive Technology Report
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6. PROJECT DESCRIPTION - THE HPQ PROJECT

Because the HPQ project is embedded within the wider HITnet development a combined timeline is pro-

vided in figure 1.

Figure 1. Project and related activities timeline (HPQ specific elements in bold.
2001
June Phase 1 (proof of concept) starts
2002
June Phase 1 ends
October HPQ proposal submitted
2003
January HPQ Technical Advisory Committee report
June HPQ begins
September JSC relationship concluded/ QANTM & ABUZZ commence
2004
January ‘Deadly Kids’ deployed on non-HPQ project kiosks
February AMP implementation begins
November AlIHI touchscreen report released
November Baseline interviews in HPQ communities (GM)
December Touchscreen hardware installed in communities
December UQ approached to take over HITnet coordination
2005
April Touchscreens activated in communities — Diabetes, ‘Deadly
Kids’, Alcohol + community photos
April ‘Grog Kit' introduced to PHCCs, installed on computers
April Baseline interviews in HPQ communities (GM)
August ‘Grog Story’ filmed at Yarrabah
October ‘Put it on’ produced and filmed in Napranum
November ‘Grog Story’ deployed to PHCC touchscreens
‘Grog Kit’ redeployed to community computers
November Interim interviews (AN and EH)
2006
February ‘Put it on’ launched and deployed in Napranum
April ‘Grog Story’ launched at Yarrabah.
April ‘Put it on’ and ‘Grog Story’ operating in all four HPQ sites
May Final interviews (JC)
June HPQ project ends
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6.1 Objectives

The objectives of this project have expanded with
the changing circumstances and capacities of HIT-
net. Objectives will be described in terms of those
contained within the original proposal, additional
objectives that were incorporated through discus-
sion with the funding body, and collateral objectives
that reflect the organic growth of the project.

6.1.1 HPQ Proposal Objectives

The original project proposal submitted by the
North Queensland Health Equalities Promotion Unit
(NQHEPU) in October 2002 listed eight objectives.

Through the implementation of touchscreen compu-
ter technology in four remote Indigenous communi-
ties the HIT project aimed to:

1. Demonstrate the effectiveness of touchscreen
interactive technology to improve health literacy
in relation to diabetes, alcohol use and muscu-
loskeletal problems;

2. Demonstrate the benefits of touchscreen
technology in populations for whom literacy is
frequently compromised and English often a
second language;

3. Demonstrate acceptance and utility of touch-
screen technology in isolated communities;

4. Demonstrate expansion in health promotion
activities of community-based Indigenous Health
Workers (IHW);

5. Demonstrate health outcomes from this interven-
tion in relation to one specific area — alcohol use

6. Demonstrate increased local and regional
capacity through the development of the health
and allied workforce skills necessary to utilise,
expand use of and maintain this technology to
effect improvements in Indigenous health status;

7. Demonstrate sustainability through a collabora-
tive approach by building on and extending exist-
ing relationships across mainstream, community
and corporate sectors;

8. Identify those factors necessary for the success-
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ful wider extension of this technology to Indigenous
communities nationwide.

6.1.2 Additional HPQ Objectives

As part the HPQ proposal assessment the Techni-
cal Review Committee made specific recommen-
dations regarding key aspects of the project which
resulted in additional deliverables. Ultimately, three
of these recommendations were incorporated into
the project contract, these being to:

1. Provide content consistent with a ‘learning con-
tent’ modular approach;

2. Facilitate accessibility by incorporating volume
control on-screen;

3. Ensure sustainability of applications mainte-
nance.

These objectives were agreed to and incorporated
into the service contract with a resultant total of 11
project objectives. In addition, while the original
proposal had specified outcomes in relation to dia-
betes and musculoskeletal problems (as these had
already been created) negotiations were undertaken
with HPQ to replace musculoskeletal problems with
a module targeting children and youth (‘Deadly
Kids’).

This was done because the existing musculoskel-
etal problems module was an adaptation of an Eng-
lish module which not only appears less relevant

to Indigenous users, but for which copyright was
retained by JSC. The focus for a new module on
children and youth was chosen because of feed-
back during Phase 1 which emphasised the impor-
tance of this issue, and which had been undertaken
through funding provided by OATSIH.

6.1.3 Collateral Project Objectives

With the expansion of this initiative and increas-
ing understanding of the need to capitalise on the
rapidly expanding opportunities emerging in the
IT / multimedia / health arena, and with increas-
ing expectations of HITnet, this project has grown
in diverse ways. Through this process a range of
unanticipated but important outcomes have been
recognised and incorporated into project develop-
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ment. This has included developments in three
broad fields:

3. Expanding technical applications — this has
included both the development of new touch-
screen processes and applications (such as the
use of narrative process and video representa-
tions), but also the deployment of project materi-
als onto new delivery platforms such as interac-
tive CD-ROM, DVD and the web;

4. Cultural processes — including not only the
production of culturally informed protocols for
production and use of materials, but also the
utilisation of the production itself as a culturally
informed community development process;

5. Systems capacity — defining and developing
technical, institutional, service and community
capacity to sustain the entire range of activities
necessary to support system sustainability;

6. Cost effectiveness analysis — while this was
not incorporated into the HPQ project per se,
as a result of this project HITnet has sought to
incorporate a cost effectiveness analysis into its
expanding activities.

6.2 Project Description: Components

The HPQ project is thus embedded within the
broader HITnet initiative as Phase 2 of what is now
a multifaceted health promotion intervention. The
aim of the HPQ project was to build on the develop-
ments of Phase 1 to target three key Indigenous
health issues — alcohol use, children and youth
issues, and diabetes, developing new materials in
relation to the first two and refining existing materi-
als in relation to the last. As was also the case in
Phase 1, it also sought to improve IT capacity within
the Indigenous health sector and within Indigenous
communities. In relation to both health outcomes
and IT capacity, the program aimed to create
change at three different levels:

e Client;
« PHCC;

e Health Program.

page 28

Health Interactive Technology Report

To these ends, the intervention involved five major
components:

* Creation of health education modules;
+ Deployment of health education modules;

* Education and engagement;

IT infrastructure management;

» Capacity enhancement.

6.2.1 Creation of Health Education Modules

Health education modules suitable for deployment
onto touchscreens were developed during the
Phase 1 project in Inala and Yarrabah (see Appen-
dix 10 for an example of a Phase 1 diabetes mod-
ule screen). With additional resources from other
sources, the HPQ project involved development of a
set of new resources.

* First, it refined the existing module on diabetes
(updating of content, improvement of presenta-
tion and addition of a new element detailing
aspects of traditional nutrition and the impact of
historical forces on health-relevant behaviors).
(See Appendix 11 for an example of an updated,
Phase 2 screen);

e Second, it enhanced the module for children and
youth creating a more interactive and engaging
module incorporating a health-related game for-
mat (Appendix 12 demonstrates the main menu
of this module);

* Third, a health education module on alcohol use
was developed utilizing a content development
process similar to that of Phase 1 (Appendix 13
shows the main menu of the alcohol module);

* Fourth, the interactive AUDIT screening module
was developed utilizing the same presentation
as the health education modules but allowing for
personalized health information feedback (Ap-
pendix 14 shows the beverage selection screen
of the AUDIT module);

» Fifth, while concerns have been raised regarding
the long term benefits of brief intervention (BI)



Project Description

without concerted follow up for alcohol problems
in the wider society [28] Bl has been adopted as
a key element of the Chronic Disease Strategy
within Queensland Health Indigenous Primary
Care settings. Furthermore, there is some
evidence of its efficacy in Indigenous settings
[29]. The Alcohol Brief Intervention Flipchart
developed by Maggie Brady (in the field-testing
of which EH participated and the graphics of
which were produced in Cairns) which has been
distributed throughout Queensland, was adapted
for screen use and integrated into the alcohol
module (Appendix 15 — brief intervention module
main menu screen). As will be discussed later,
while theoretically a core clinical activity within
the CDS, brief intervention has not been incor-
porated into clinical practice on the ground in the
communities in which this project was under-
taken;

» Sixth, the health education, screening and brief
intervention tools were reformatted and provided
together on CD-ROM for use on computer by lo-
cal health practitioners (Appendix 16 — ‘Grog Kit’
main menu screen);

» Seventh, additional resources supported the use
of an entirely new approach to facilitate health
decision making and learning — shifting from a
didactic to a user-centric, constructivist model.
This involved adapting the key elements of the
consequential harm questions of the AUDIT
into a multimedia photo-narrative journey (‘Grog
Story’) in which consequences of on-screen al-
cohol-related choices were reinforced. This was
the first community-based production emphasiz-
ing the community engagement potential of the
production process itself. (Appendix 17 shows
narrative and choice screens from ‘Grog Story’);

* Finally, in the course of the HPQ project, the
experience of producing ‘Grog Story’ in Yar-
rabah led to the production of a video-narrative
addressing sexual health issues (‘Put it on’) in
Napranum (one of the HPQ project sites) and to
expanding the community engagement potential
of the project (Appendix 18 shows scenes from
the video and a choice screen from ‘Put it on’).

To create these resources demanded a range of ap-
proaches. While the reworked diabetes health edu-
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cation materials drew on the expert driven process
that had been mandated in Phase 1, subsequent
modules broadened the base of expertise involved
and increased field testing of product through key
informant interviews and focus groups. Thus, the
production of the interactive AUDIT involved several
meetings of content and cultural expertise followed
by extensive negotiation with QANTM during the
development of the computer algorithms (see Ap-
pendix 19) driving the program. In adapting the
AUDIT important decisions had to be made regard-
ing means to assess quantity (ultimately this was
presented to users as local consumption units rather
than standard drinks, significantly expanding the
complexity of the program but simplifying the proc-
ess for kiosk users).

Scoring protocols were adapted and repeatedly
revised, and scripts prepared for every outcome
option (see Appendix 20 for draft protocol and script
development). A mock up of key screens (produced
by a Cairns-based artist) was produced which was
used for focus groups run in all Cape York (and sev-
eral Torres Strait) communities to assess content,
language, comprehension and presentation (Appen-
dix 21 shows feedback from one focus group held in
Napranum).

This process was repeated with successive ver-
sions of the AUDIT module, some 20 groups being
run over a period of 6 months (the same process
was used for development of ‘Deadly Kids’ which
occurred at the same time). Ultimately over 100
screens were necessary to enable all beverage
choice and volume options to be included — the
majority accounting for the first three questions of
the AUDIT.

At this point Abuzz Technologies took the lead to
produce the appropriate software environment and
screen presentation (the “look™). Once this penulti-
mate version of the AUDIT was produced a clinician
(EH) field tested the module through laptop use with
a wide range of patients and staff in clinics across
Cape York. In this last review (early-2005) some
minor errors were identified following which modifi-
cations were introduced and the final version re-de-
ployed to PHCC touchscreens in November 2005.

The AUDIT is a ten question screening tool (see Ap-
pendix 22 for paper version of the AUDIT) [30-33].
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The final version of the AUDIT deployed on touch-
screen and in the ‘Grog Kit’ covers all questions
contained in the AUDIT. The greatest challenge and
the most significant complexity lies in the first three
questions which assess quantity and frequency of
consumption and binge drinking. The remaining
questions assess consequential harm (dependence,
health and social effects).

From the evaluation of Phase 1 the research-

ers were aware that the proportion of kiosk users
answering questions falls progressively with the
number of questions being asked.Accordingly, after
consultation with content experts (Professors John
Saunders and David Kavanagh) it was decided that
these first three questions were most important in
terms of motivating reflection and change and that
evaluation of the AUDIT revealed similar screen-
ing specificity and sensitivity using the first three
items, as using the complete tool. Accordingly it was
decided to incorporate a feedback option when the
first three items had been answered, as well as the
option to proceed with the rest of the questions.

Feedback is given on the basis of three categories
of risk (determined by gender and quantity/fre-
quency — see Appendix 23 for one screen example
of the first feedback screen for high risk drinking).

In addition, because alcohol consumption during
pregnancy is now recognized as a major Indigenous
public health concern [34], prior to information
feedback, users who identified as being female are
asked about pregnancy status, and relevant infor-
mation regarding alcohol and pregnancy is provided
(see Appendix 24 for one alcohol and pregnancy
screen).

HITnet has subsequently involved evolution from
expert (content and cultural) driven processes (fo-
cusing on the message), to multimedia development
that, in addition, utilizes the development process
itself to reinforce the health-related message and,

in doing so, to support community engagement and
capacity building. This process has utilized a Forum
Theatre approach (see Appendix 25). ‘Grog Story’
and ‘Put it on’ aim to engage community at the de-
velopment stage so as to produce culturally relevant
educational material.

The resulting modules are interactive and can be
deployed on multiple media platforms including
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touchscreens, PC, laptop and DVD, thus expanding
the range of applications including the use of these
resources in group health promotion activities.

While partner organisation Abuzz was responsible
for creation of the software environment in which
content from this project is lodged, and QANTM
was responsible for adaptation of modules to this
environment, coordination and content development
itself remains under the management of HITnet.

6.2.2 Deployment of Health Education Modules

The modules resulting from the above processes
are able to be deployed on a range of delivery
platforms including touchscreen, laptop compu-

ter, PHCC desktop computer and DVD big screen
(for group activities). For the purposes of the HPQ
project the key delivery vehicle was the community-
based touchscreen kiosk. The process of deploy-
ment thus involved not only lodging the health edu-
cation modules in an IT environment (touchscreens)
but also locating and supporting this product in
remote Indigenous communities.

The challenges associated with this have been de-
scribed above, and necessitated complex and time-
consuming institutional negotiations. This included
decisions regarding kiosk design, location, network
connectivity, integration into the Queensland Health
IT and service environments, and ongoing local and
IT support.

Because of the technical and institutional challeng-
es outlined above, kiosk deployment and activa-
tion was undertaken as a phased process over a
period of four months. Through negotiations with
Queensland Health staff, Council representatives
and community members in each community, it was
decided that in each site the kiosk would be located
within the waiting area of the PHCC. This decision
was made after consideration of security, support,
planned and opportunistic access, and taking into
account the need for consistency across sites for
evaluation purposes. The relationship with Queens-
land Health also ensured that the touchscreen initia-
tive would continue after completion of the HPQ
project.

One of the collateral outcomes noted earlier was
that in addition to making material available through
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kiosks, modules were adapted for computer use.
The ‘Grog Kit’ and the two narrative multimedia
modules (‘Grog Story’ and ‘Put it on’) were made
available in CD-ROM and DVD form for use on
clinic computers and in group formats using digital
projector systems.

6.2.3 Education and Engagement

Ensuring that touchscreens were functional and
used within PHCC settings demanded that a range
of health staff and community members were
provided with appropriate information, instruction,
resources and guidelines. Various project staff un-
dertook roles in relation to this task at different times
during the project, however two Indigenous Com-
munity Engagement Coordinators (JG and DL) were
employed in the final year of the project to support
engagement of the project with the community and
capacity building activities (particularly in terms of
developing local content). Overall, these tasks can
be conceptualised as follows:

Education

« Training of PHCC staff in each site in utilizing
and maintaining the touchscreen and its IT envi-
ronment;

« Training of PHCC staff in each site in Brief Inter-
vention particularly utilizing the ‘Grog Kit’;

* Training of community members in each site in
basic multimedia skills to allow them to contrib-
ute to the local content on the touchscreens.

Engagement

» Social marketing of the touchscreen project and
related activities — for instance, creating com-
munity support and coordinating negotiations
around local production of ‘Grog Story’ and ‘Put
it on’;

» Coordinating and facilitating the local launch,
deployment and follow-up of community based
resources (‘Grog Story’ and ‘Put it on’);

+ Development of ongoing relationship with local
councils and schools.
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Communications Strategy

» Creation of a newsletter and a website develop-
ment (See Appendix 26)

¢ Maintenance of accurate databases of all com-
munity contacts

* Regular liaison with community contacts by
phone or email.

Cultural Protocols

* Negotiation of Memoranda of Understanding
with individual community councils (within Com-
Pack) to give clear guidelines as to the manage-
ment and ownership of the touchscreen content.

Local Multimedia Content Management

» Coordination and support for local multimedia
product.

6.2.4 Information Technology Infrastructure
Management

The complexity of the HITnet network management
structure is best illustrated figuratively (Appendix

27 shows how the IT management structure has
changed with time). Overall management of the net-
work is the responsibility of HITnet program manag-
ers. Development of the software platform and the
touchscreen interface is the responsibility of Abuzz.
QANTM/Todaycorp is concerned with script writing
and module development.

Procedures have been setup within the HITnet
structure to manage the kiosks, their software

and content. These procedures are followed by a
Systems Administrator within HITnet, and docu-
mented within a HITnet User Guide (see Appendix
28). Kiosk management is controlled through the
Administration Website, to which all kiosks on the
expanding HITnet network (including those not part
of the HPQ project) are linked and through which
their activity is monitored. Any changes to the kiosk
hardware or software are recorded within a Kiosk
Change Management spreadsheet (see Appendix
29), which enables HITnet staff to track changes
which can potentially impact both content and trace
data.
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The deployment of new content to the kiosks is
initiated via the Administration Website, but then
recorded in a Kiosk Deployment Version Control
spreadsheet (see Appendix 30). This then enables
HITnet staff to have a record of what version of
which content is on each kiosk, and the date that it
was deployed. Weekly HITnet staff meetings use a
Kiosk Status List (see Appendix 31) to go through
the current status (in terms of internet connectiv-
ity, new content development, community protocols
sign off, provision of trace data) of each of the cur-
rent and new kiosks.

Any problems/issues that arise from the above pro-
cedures are documented within a HIT Issues Log
(see Appendix 3). This is used by the whole project
team, and stores not only the details of the problem,
but when the problem arose, who resolved it, and
when it was resolved. This will help in the resolution
of any similar problems in the future. From the Is-
sues Log‘, a separate Outstémding Tasks Lists (see
Appendix 32) has been created for our hardware/
software providers, Abuzz. This is used at weekly
teleconferences between Abuzz and HITnet staff,
and serves as an important communication tool. As
the numﬂer of tasks has gr&wn, prioritisation has
now been added to provide focus.

6.2.5 Community Enhancement

Community enhancement was initially conceptual-
ised as a process by which identified local capacity
emerging through the early stages of the project
would be supported to empower a selected commu-
nity to take control of and expand the applications of
this project locally. Because of the range of techni-
cal and other issues resulting in project delays, and
the lack of resources given financial constraints,
this approach was not feasible. During the second
year of the project, following development of the
AUDIT, it was recognised that the section of the
AUDIT dealing with consequential harm had limited
user engagement potential. However, it was also
recognised that reconfiguring this in an innova-

tive way presented an opportunity to maximise the
interactionist, constructivist learning behaviour of
community members and kiosk users. Following
discussions with content and multimedia experts
the project leaders decided to utilise a narrative
framework drawing on Forum Theatre to create a
story module that would incorporate all AUDIT items
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(including those relating to consequential harm).

The opportunity presented was to utilise the local
production process as the vehicle for community
engagement.

Resources were obtained from DoHA to undertake
this work which, for logistical reasons, was un-
dertaken in Yarrabah. However, that funding also
provided for a series of community engagement and
support activities through project sites and, ultimate-
ly, for the planning that led to the development of an
even more sophisticated narrative, multimedia prod-
uct, the sexual health module ‘Put it on’. Once funds
were obtained for this purpose (OATSIH), this was
undertaken in one of the project sites (Napranum)
which set in train a series of broad-ranging commu-
nity engagement activities. This included community
consultation, pre-production orientation, production,
and the launch of ‘Put it on’ to which over 100 com-
munity members came (see Appendix 33 for photos
from the Napranum launch).

6.3 Setting and Context

Four remote Cape York communities were chosen
to receive touchscreen kiosks — Napranum, Lock-
hart River, Pormpuraaw and Kowanyama (see Ap-
pendix 34 - community profiles). These communities
vary from 600 to 1800 population, all relying prima-
rily on Queensland Health for primary care services
delivered through a Primary Health Care Centre
(Napranum is relatively close to a regional hospital
in Weipa).

In all communities there is only one alcohol outlet,
controlled through the community council (now the
Shire with responsibility shifting with the implemen-
tation of AMPs to the local Justice Groups in an at-
tempt to break the invidious reliance of local govern-
ment on the sale of alcohol as a source of revenue).
As noted earlier, Napranum is in a somewhat differ-
ent situation as there is an alcohol outlet in Weipa,
some fifteen kilometres distant. For the other three
sites the nearest alcohol outlets are some two to
four hours drive away, with varying restrictions also
applying there (Archer River, Musgrave and Nor-
manton).

Each PHCC is staffed by Queensland Health RNs
and IHWs, with visiting medical services provided
by Queensland Health (to Napranum from Weipa)
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and by the Royal Flying Doctor Service (RFDS) to
the other three communities. Kowanyama is the
only community with a resident doctor which is a
job-share arrangement through the RFDS. Clinical
services are provided five days a week with services
provided on an on-call basis only at night and on the
weekend. Program services (including ATODS) for
all four sites are coordinated through CYHSD based
in Weipa with specialist services largely by Queens-
land Health practitioners from Cairns.

As was suggested in the introduction, these commu-
nities are characterised by social disadvantage with
poor housing, low employment, low school attend-
ance, limited recreational and occupational resourc-
es (somewhat different in Napranum as a result of
proximity to Weipa and contractual obligations of
Comalco in terms of Indigenous employment), and
high rates of chronic ill health. As is the case across
Australia, the youth dependency ratio is elevated
with significant consequences in terms of social and
health problems [35].

Despite these circumstances, there are strengths

in each community (for instance active youth and
women’s programs in Napranum, a strong Justice
Group in Kowanyama, a crocodile farm and exten-
sive engagement in sea-based activities in Porm-
puraaw, and a vibrant and economically prosperous
art movement in Lockhart River). Each of these
communities also retain their investment in tradition
and are defining their own accommodation with the
demands of a globalised world.
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/. THE EVALUATION FRAMEWORK

7.1 Project Logic and Evaluation Questions

The HITnet program (and thus the HPQ project)
logic is schematically illustrated below (Figure 2).
Assumptions are embedded within the program

Health Interactive Technology Report

the social and political determinants of Indig-
enous health disadvantage, by sustaining effort
in “modest but practical” ways [26, 36], including
appropriate health promotion, it is possible to

logic include: incrementally influence individuals’ and commu-
nities’ capacities to bring about change;
* All people have an investment in their health
and, to the extent that there are relevant issues * Health promotion initiatives that are better suited
over which they have perceived control, are self- to the needs of the target population will be more
efficacious; effective in terms of influencing health-relevant
knowledge, attitudes and behaviour;
* The ability to access and make use of health
promotion initiatives for positive lifestyle changes < Health staff (in the case of this project primarily
is significantly influenced by social factors and being the staff of the community PHCC) are
reduced in circumstances of social and political invested in promoting health and would be more
disadvantage; involved in health promotion if circumstances
allowed and if there were resources that were

+ Evenifitis not possible to substantively address appropriate for use with the local population.

Figure 2. Program logic.
INPUTS MECHANISM EXPECTED OUTCOMES
CREATION OF
HEALTH EDUCATION | | HEALTH LITERACY
MODULES ‘ |

HEALTH OUTCOMES

DEPLOYMENT OF | | o DIABETES
HEALTH EDUCATION

MODULES ONTO | | e ALCOHOL
PLATFORMS

| UTILIZATION OF MODULES | e SEXUAL HEALTH
| ON PLATFORMS BY PHCC |
STAFF AND CLIENTS

COMMUNITY
EDUCATION AND
ENGAGEMENT

IT INFRASTRUCTURE | |
MANAGEMENT | |
COMMUNITY

ENHANCEMENT ' |

IT CAPACITY '

SUSTAINABILITY
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This program logic informs the evaluation objectives
which, broadly, are to determine:

1. Was the program implemented as intended?

2. Did the program achieve the intended objec-
tives?

3. Did the program have unintended effects?

4. How did the unintended effects impact on overall
program outcomes?

5. What lessons can be learnt in order to improve
the national roll out of the project (extension)?

6. What lessons can we learn from the evaluation
that can be applied in other settings (generalis-
ability)?

7.2 Evaluation Constraints

The original 2002 project proposal described the
methodology as a “2 X 2 cluster analysis utilising
a modified waitlist design”. The modified waitlist

design planned the following sequences:
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concept evaluation of the HIT program Phase 1 [8,
9]. This approach is based on the understanding
that:

CONTEXT + MECHANISM = OUTCOME.

The original evaluation frame intended to utilize data
from the following sources:

*  Pre-intervention, midpoint and post intervention
structured interviews with clients and PHCC
Staff;

* Observational data collected opportunistically
during site visits;

* Quantitative data gathered retrospectively from
the Queensland Health database (Ferret);

* Quantitative trace data of touchscreen use.

In defining solutions to the challenges confronting
the project (see sections 5.1 to 5.6) it became clear
that the original evaluation approach would not be
feasible. Critically:

Figure 3. Evaluation logic.
Cluster 1 Cluster 2
Phase 1 existing modules existing modules
Phase 2 existing modules existing modules + alcohol
Phase 3 existing modules + alcohol existing modules + alcohol

It was envisaged that qualitative and quantitative
approaches would be utilized to assess outcomes in
relation to knowledge, attitude and behaviour across
three levels:

* Program level (HITnet and allied activities)
» Service level (PHCC and related activities)
» Client level (patients and community members).
The project concept planned to utilize the overarch-

ing framework of ‘realistic evaluation’ as outlined by
Pawson and Tiley [37], as was used in the proof of

*  The implementation did not follow the clustered
plan, reflecting two issues — delays as a result
of technical and institutional processes, and the
region wide changes associated with implemen-
tation of the AMPs;

» The Chronic Disease Strategy was only partially
implemented at the four sites. Data collection,
especially at the community level had serious
limitations and thus Ferret data/Queensland
Health statistics would not reliably reflect health
outcomes;

*  Monitoring activities were delayed in implementation;
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* Development of a reliable trace data monitoring
system was significantly delayed and only fully
operational at the conclusion of the HPQ project;

* The performance indicators identified at the
project planning and implementation stage were
not feasible in light of project changes and as a
consequence of the iterative nature of project
development, were never clearly redefined and
established.

Thus the evaluation framework has evolved from a
semi-experimental pre- and post-interview design
to a design focussed on qualitative descriptions of
process. Because of the evolutionary nature of the
intervention and the need to constructively adapt
to a range of unanticipated factors, this project
has necessarily also taken on aspects of action
research, being iteratively responsive to project
learnings.

However, consistent with the foregrounding of
context in ‘realistic evaluation’, it is hoped that it will

Figure 3. Evaluation Logic
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+ Creation of health modules;

* Deployment of modules on to platforms;
*  Community education and engagement;
* IT infrastructure management;

+ Community engagement.

In turn, outcome evaluation will consider:

Health literacy;

e Health outcomes;
* |IT capacity;

+ Sustainability.

The evaluation will then consider the impact of each
of these domains in terms of the three levels at
which it is proposed that this initiatives has effect:
the program through which it is created and de-
livered (HIT program); the service setting through
which it is mediated; and the populations proposed
as the ultimate beneficiaries (Indigenous residents
of remote communities). This may be conceptual-
ised as in figure 3.

EVALUATION

TYPE HIT PROGRAM LEVEL

SERVICE LEVEL CLIENT LEVEL

PROCESS
EVALUATION

OUTCOME
EVALUATION

highlight the importance of the context in which the
intervention occurred, and the fact that many of the
important lessons from this project were a function
of the processes rather than the outcomes of the
intervention.

7.3 Readlised Evaluation Structure

In the sections that follow, the adapted evaluation is
presented and will address the inputs which, medi-
ated by utilization of this technology, result in out-
comes identified in the project logic (in turn drawn
from the project objectives). Within these two fields,
which broadly constitute process and outcome
evaluation, each of the elements identified in the
project logic will be addressed. Thus the process
evaluation will consider:
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7.4 Process Evaluation

The five elements which will be addressed as proc-
ess evaluation have been described in some detail
in the Project Description (Sections 6.2.1 to 6.2.5)
and aspects of each of these presenting challenges
(and the solutions devised) were also addressed
(Section 5). Despite challenges, each of these has
been achieved, albeit with significant delays in some
cases. In identifying and implementing solutions,
lessons were learned with relevance not only in
terms of the HPQ project, but more broadly for such
interventions.

The sections which follow consider each of these in
the light of the foregoing and are based on a proc-
ess of ongoing reflection within the project team
throughout the duration of the HPQ project. This
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was supported through a series of reflection work-
shops, some internal to the project and one driven
by an external interviewer, and some involving other
organisations participating in the project (these
were held in Cairns, Brisbane and Sydney). In ad-
dition, the comments draw on the ongoing project
documentation derived from regular project team
meetings. Concluding this section is a commentary
which will summarise and integrate these elements.

7.4.1 Creation of Health Education Modules

For the purpose of the HPQ project the produc-

tion of two health education modules was required
— an alcohol information module and the interactive
AUDIT. By project completion both had been cre-
ated. In addition, the original diabetes module had
been comprehensively revised and expanded, the
musculoskeletal module (which had been found
wanting) had been replaced with the interactive
module for children ‘Deadly Kids’ and a completely
new format utilising interactive multimedia had been
developed to produce two new modules — ‘Grog
Story’ and ‘Put it on’ to address choices and conse-
quences in relation to alcohol use and sexual health
respectively.

The key lessons learned through the course of the
HPQ project from reflecting on process in relation
to the creation of health education modules fall into
three domains: appropriate content and process;
technical issues, and; strategy and management.

Appropriate Content and Process

In addition to addressing priority health issues (in
terms of health burden and community percep-
tion), content creation must be responsive to user
need at every stage of the production process. This
demands iterative development with feedback from
the range of potential users (community members,
clients/patients, service providers) throughout the
module production process.

Localising production clearly has demonstrable
benefits in terms of engagement around the health
issue, capacity building and kiosk use, but also
appears to have wider community impact. To this
end, utilising existing local product (digital resources
produced for other purposes, for instance in Yarra-
bah a short video with animation — “Yarrabah Digital
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Dreaming” — produced by students in the Yarrabah
Primary School, has been deployed on the local
touchscreen) also contributes to drawing on the
appeal of local social representations in terms of
esteem and perceptions of competency (such repre-
sentations are increasingly recognised as a means
to addressing the oppression experienced by Indig-
enous peoples as a result of stereotyping [38]).

However, although localisation is clearly an im-
portant issue, it became evident that certain forms
of representation had very broad appeal, not only
across the project sites, but when used in quite
different cultural settings such as urban and Torres
Strait Islander communities (for instance, when
‘Grog Story’ was presented during the planning for
installation of kiosks at Woollangabba and Strad-
broke Island the feedback was very positive, and
‘Put it on’ was requested and used as the central
resource in a series of sexual health workshops
held across outer islands in the Torres Strait ). This
touches on the issue of ‘curiosity’ in terms of cultural
contexts and groups in which ‘similarity’ and ‘differ-
ence’ are both operating.

Technical Issues

Through this process major challenges arose from
shifting to more sophisticated product and deliv-

ery platforms (as was suggested by the Technical
Review Committee). However, this was clearly the
right decision and reinforced the need to be at the
cutting edge of technology in order to create quality
product that is visually appealing, with high levels of
interactivity and variety. This increasing complexity
adds to the importance of the active feedback proc-
ess during creation.

This increasing complexity also raises challenges
in relation to data analytic capacity. Through this
project, these lessons were learned at some cost
and have made clear the importance of defining
and negotiating data analytic strategies within the
content design stage in order to enable appropriate
software development. Consequently, there must
be high levels of communication across content,
software and design processes.

Increasing product sophistication, however, raises

other issues in terms of deployment (for instance in
relation to download in settings such as the project
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sites without broadband access). Thus, there must
be a pragmatic balance sought between the com-

plexity of modules, particularly video files, and the

limitations this presents in terms of remote deploy-
ment (download).

Strategy and Management

Technical sophistication comes at a cost and early
in the course of the project it became clear that ‘up
front’ costs are substantial. This is compounded by
incorporation of multimedia content and demands
that project budgets are carefully and realistically
costed. When working in remote communities this
must also include the additional costs of working in
such setting. There are possibilities to offset these
costs through drawing on local resources and exist-
ing content (as has been done with “Digital Dream-
ing” at Yarrabah).

However, the cost implications are different for a
project (such as the HPQ project) compared to the
wider HITnet development program. The ‘up front’
costs incurred in this development process are now
offset by standard operating procedures and the
ability to disseminate and utilise product across a
wide range of kiosks and applications (see Appen-
dix 35 for an example of start up and recurrent costs
for a touchscreen with deployed content).

In order to effectively carry out the tasks necessary
for content development requires that a range of
skills is available within the project team, including
the expertise to ensure that the technical aspects
of this process are understood, and relationships
with technical providers are transparent. As content
development and product sophistication expands,
quality assurance measures (in terms of content,
style and technical issues) are imperative. For

the purpose of developing interactive multimedia
content, HITnet is cooperating with the multimedia
consultants (Frontier Documentaries) to produce

a standard “Style Guide”. Furthermore, given the
involvement of additional parties in various aspects
of content development, and in support of ensuring
long term stability, clear documentation of all as-
pects of the production process (creative, technical
and cultural) is critical. To this end, HITnet is devel-
oping a ‘how-to guide’ for new content development
partners, to include four stages:

page 38

Health Interactive Technology Report

* Pre-production: project development & writing;
e Production of film on location;

* Post-production: editing of raw assets for inte-
gration into the HITnet software environment;

* Final production and marketing of the product.

7.4.2 Deployment of Health Education Modules

As with the creative process, deployment of mate-
rial to remote sites is dependent on highly technical
processes. All of the issues noted above regard-
ing technical expertise and communication across
involved parties also applies to deployment. In
addition, this project has led the following specific
issues:

* Need to clearly define and document, in house,
specifications for technical providers regarding
content to be installed on the new kiosk hard
drives to prevent problems associated with staff
changes in supplier companies and other unfor-
seen provider operational problems;

» Connectivity and network limitations (within QH)
necessitating two levels of deployment, depend-
ing on the network service provided to the kiosk

* Kiosks connected to QH’s network in the
Cape can support deployment of only small
modules (indeed none of the more sophisti-
cated modules now in use through HITnet).
Larger modules, such as Grog Story and
Sexual Health have to be manually loaded
onto the hard drive, offsite, then the hard
drive is swapped over;

» Kiosks connected to a reliable broadband
network, can deploy all content modules.
As proposed by one Abuzz representative
at a reflection meeting: “ADSL broadband
may provide the best short term solution and
wireless in the future. It would be of benefit
if a satellite connection for at least one kiosk
could be provided as a pilot”.

* Itis imperative that a clear testing and deploy-
ment protocol be developed across HITnet and
contracted providers. For instance, initial deploy-
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ment of one content module was performed by
HIT staff to their test kiosk (in Cairns), which re-
sulted in the hard drive of this kiosk being wiped
clean, except for the module being deployed.
This highlighted that the Kiosk Administration
Website was out of step with the contents of the
test kiosk’s hard drive, due to incomplete testing
processes on the part of the supplier company.
This required a software change to be made by
Abuzz;

» Prior to reliable internet connectivity being
established with the Lockhart River kiosk, it
was reported that a community member’s photo
displayed on the kiosk, had died. Due to cultural
sensitivities it was necessary to remove this pho-
to as quickly as possible. In this instance, Abuzz
were able to remove the whole photo module
(containing many photos) from the kiosk with the
limited internet access that was available. This
did however take some days. Now that this kiosk
has full internet connectivity established, when
this next occurs it will be possible to remove the
single photo only, within the hour.

7.4.3 Education and Engagement

The key lessons learned through the course of

the HPQ project from reflecting on education and
engagement relate to three target groups: HITnet;
community organisations and members, and; serv-
ice providers.

HiTnet

Because of the obvious importance of addressing
cultural process that has been noted earlier, com-
munity cultural protocols (ComPack, see Appendix
7) were developed. However, as noted in the pre-
vious sections, a ‘Style Guide’ (including quality
assurance protocols) is being developed to enable
expansion in sophistication of product and of qual-
ity local content development across new sites. To
this end a range of specific training resources are
required and have been developed, including:

+ CD ROM - Photo Manager Training Manual (hard
copy) and Photo Manager Tutorial (video);

+ CD ROM - How to Shrink a Photo — video and hard
COopy versions;
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* CD ROM — Module Editor — video and hard copy
Versions;

» CD ROM - Style Guide — video and hard copy ver-
sions.

In addition, an integrated communications strategy
to complement existing capacity-building activities
would provide greater opportunities for engagement
with new media and the project. Elements may
include subscriber email and newsletter (building on
work in 2005-06), a website and exposure through
radio/TV (this has begun through the Remote Indig-
enous Broadcasting System [RIBS]).

Community Organisations and Members

Engagement and education were identified early in
the course of the project as critical to working in In-
digenous settings. As a consequence, the Commu-
nity Engagement Coordinator (CEC) role was cre-
ated to link with relevant community organisations
and with members of the broader community itself.
This was not without challenges, as articulated in a
CEC report about practical problems on the ground:

Scheduling an audience with local groups: Commu-
nities have their own pace and procedures on how
to conduct business. While making initial contact
was an easy step, locking in times and the right
people proved difficult. People were busy or not in
town because of various reasons including other
commitments, cultural business etc. It is a common
view that most communities, who are now under the
Local Government Act, are under resourced and
funded. Local Governments always have something
to take care of; the HIT initiative is just another mat-
ter to deal with. Making HIT a community priority
was at first difficult until we introduced the idea of
the community newswire component. This part of
our presentation outlined the benefits of using the
touchscreens as community portals where informa-
tion could be shared with locals. Presenting this to
local Government made it relevant to the core busi-
ness of Governance. We make sure that the HIT
Project is seen as productive for Council and not

a hindrance, which always remains a danger with
external initiatives.

Transient People: We were aware that within a few
months someone might leave to another commu-
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nity or change jobs. With this in mind we identified
locals who did not indicate that they had itchy feet.
This has been successful, however, regular con-
tacts through email and phone calls are important to
maintain the links. Ironically, this is probably exactly
what the locals may have thought about us — “more
blow ins” just here for a few days and never to be
seen again. So our regular weekly contacts will
hopefully separate us from the community visitors.
The monthly newsletter facilitates this process.

Communications and Transport: It was difficult to
conduct business in remote areas without sufficient
communications and transport. At times we were
using local phones and in some cases asking to use
someone else’s CDMA mobile phone; this created
embarrassing moments especially when working
with the latest touchscreen technology. Transport
too, was an issue in some communities; once again
going cap in hand to get a lift here and there. In-
deed, some communities are relatively small, but at
some places people wanted to take us to a signifi-
cant area but we didn’t have transport. | believe
these are opportunities missed when locals want to
share their lives with us.

Lack of interest in training: Community people are
too busy and didn’t have the time to receive training
in Photo Manager. There was a lack of commitment
by people after we left. Only two photos had been
received after extensive training. The Module editor
not working compounded this. We couldn’t imme-
diately show people the results of their work. There
was a lack of camera equipment in the communi-
ties.

Implementation of the communications strategy:
There was a lack of time allocated for this strategy
to be realised.

The production of community cultural protocols
involved extensive interaction with community rep-
resentatives and was consequently a constructive
way of engaging and informing as well as instill-
ing respect for the project’s integrity. Furthermore,
community engagement was supported through
activities such as training locals in the use of dig-
ital cameras, downsizing and emailing photos, and
the use of the project’s Photo Manager software.
Maintaining these relationships requires taking into
account:
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* Peoples’ capacity to participate (influenced by
culture, shyness and the ability to use the equip-
ment)

» Targeting the right people in the community
(those with perceived interest and some IT skills
— schools, councils, RIBS),

* Using quality training resources developed for
the project (see Appendix 36 for an example of
one such resource)

+ Sustaining communication between community
visits

* ‘Rewarding’ participants through responsive
deployment of photos to the kiosks.

Service Providers

Developing community cultural protocols demands
engaging with community based services, particu-
larly school (EQ) and clinic (QH) staff, as they are
integral players in relevant issues to be addressed
(this might, in due course, include formal agreement
with these services.

Through this project it became obvious that sig-
nificant barriers exist to engaging the interest and
ensuring the involvement of health service provid-
ers in the primary care setting. The reasons for this
have been described earlier. For the purposes of
the HPQ project this was addressed by repeated
education (introduction and orientation) sessions,
with this undertaken by a project team member who
commanded clinical attention (EH in his role as
Regional Psychiatrist). This is clearly not a sustain-
able solution to this critical issue. Three approaches
have developed and are being implemented. First,
to locate responsibility for the ongoing management
and support of this resource with designated local
staff who have this in their heath promotion portfo-
lio (this is in train in the CYHSD). Second, to lodge
these resources within standard operating protocols
for the relevant user systems (as in the involvement
of ADTRU). Third, it is incumbent on the HITnet pro-
gram itself to develop receptivity and understanding
within potential user systems. This requires a social
marketing strategy that segues with institutional
needs, policies and directions.
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7.4.4 1T Infrastructure Management

Meeting the challenges associated with the develop-
ment of software and hardware for the project has
required diligent management and specific exper-
tise, something that was not available to HIT in its
first two years. This absence of expertise resulted in
increased costs and extensive time delays.

The project needs to now maintain this level of
expertise and to ensure that when future proposals
for IT development are negotiated, they are feasi-
ble and able to be implemented in target settings.
These issues are compounded in working across a
sensitive and complicated cultural dimension. Ex-
emplifying this, an Abuzz consultant noted:

The primary goal in designing an interactive kiosk
solution is the need to understand what a user is
thinking. This challenge would only be magnified
for indigenous users in remote communities. Very
few organizations have ventured into this territory.
The project is indeed cutting edge.

Process evaluation sessions at Abuzz Technolo-
gies, instigated by the HITnet program, have been
useful in facilitating the move to a management
structure at Abuzz that is more transparent, con-
sistent and maintained. There remains a need to
consolidate systems development and administra-
tion processes implemented by the HITnet project,
including change management practices and track-
ing mechanisms, to ensure that ongoing work with
technical providers remains responsive and produc-
tive. Furthermore, with a view to the future identified
needs include to:

» Alter the nature of the relationship between tech-
nical providers and HITnet to better reflect the
partnership required to progress an Indigenous
new media community development project (for
instance through a proposed joint proposal for
research and development);

* Formalise new roles for Phase three of the
project to incorporate a systems administra-
tor, installation manager and technical support
manager

* Ensure further development and management of
systems occurs in Phase Three, including ;
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* Content testing and deployment;
+ Data management;
* Technical coordination.

7.4.5 Community Enhancement

Community enhancement within the HPQ project
shifted from a process of opportunistically building
on local responses to the project, to a targeted inter-
vention building on new product (interactive multi-
media). It had originally been planned that the first
of these initiatives (‘Grog Story’) would take place

in Lockhart River. However, at the end of 2004 an
airplane crash (with numerous fatalities) occurred at
that community and the decision was made by the
project team that it would be inappropriate to pro-
ceed. Consequently ‘Grog Story’ was shot at Yarra-
bah, the next product, ‘Put it on’ being filmed at one
of the HPQ project sites — Napranum.

Lessons that emerged through this process included
the need to:

* Involve community members in the creation of
new content from consultation, story creation,
script writing and casting through to filming, in
order to ensure local relevance and style, and
meaningful participation;

*  Ensure community actors/participants are
contracted to receive award wages (influencing
drive, commitment and self-determination) to en-
courage a robust work ethic and to understand
copyright conditions;

» Use the production process itself, the final
product, and the celebratory community launch
(including involving actors/participants) as op-
portunities to engage individuals, families and
the community in other health and media-re-
lated activities to ensure wider promotion of the
project. This last element is also an important
vehicle for restoring community pride;

* Develop partnerships with local health service
providers in communities where modules are
produced to ensure ongoing health promotion
activities capitalise on opportunities created to
engage people in the issue;

» Develop strategies for sequential film produc-
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tion in communities to harness the participatory
environment that these activities create.As noted
by the Co-director of ‘Put it on’ -

I think that the highlight for me was on the final
day when we reshot the rap scene and we
moved the location to the beach. | was really
surprised to see a lot of young male, unpres-
sured, following us down to be a part of the rap
scene. Throughout the week they were shy,
looking in but not coming forward. It took a while
for them to actively be a part of that, but it was
good to see how they all want to be a part of
filming in the end and forgot about the shame
part of it.

These learnings have been incorporated into the
planning for now funded new modules on petrol

sniffing in Kowanyama and suicide prevention in
Yarrabah.

7.4.6 Process Evaluation Commentary

For initiatives such as HITnet to be viable clearly
demands relevant and appropriate content, the pro-
duction of which must be ongoing. While the crea-
tive element cannot be considered in isolation, it is
clear that it must be flexible, incorporating experi-
ence and integrating feedback across multiple levels
in a process of iterative growth. Localising expertise
and production is clearly desirable and results in
local skill development, growth of relationships and
community pride, and ensuring the relevance of the
process and content to local needs.

However, it has also emerged that localising pro-
duction does NOT localise relevance; demonstrated
interest in material produced in other (but recognis-
ably Indigenous) communities suggests a complex
interplay of sameness and difference motivating
interest and use.

The increasing sophistication and technical com-
plexity of the product and systems supporting it
(each of which has set a new precedent in this field)
demand that sufficient resources are available and
budgeting informed by a realistic appreciation of
these costs. Appropriate expertise must be available
within the project, and protocols developed to inform
relationships with and deliverables from technical
providers, including the critical issues of monitoring
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and data collection. While there are significant costs
entailed, these should be understood in the context
of longer-term program development where efficien-
cies of scale operate.

The importance of protocols extends to all aspects
of the project including deployment and community
engagement. In order to sustain an operational
system across a broad range of settings (and IT
systems and capacities) requires both adapting the
intervention to local circumstances and ensuring
that the HITnet program as whole has the capacity
to operate across such differences (for instance with
and without broadband access) and flexibly respond
to local technical changes.

Education and engagement is an ongoing process.
For HITnet a critical issue has been respecting the
importance of embedding project activities within an
appreciation of cultural processes which is locally
referenced and defined, and clearly articulated in
protocols negotiated with and agreed to by each
community. Engagement at a community level must
be ongoing, on-site, capacity-enhancing and sup-
portive of local esteem and pride. At the service
level, engagement must also be ongoing, on-site
and capacity-enhancing, BUT, for this to have
enduring effect demands integration within service
structures and procedures. HITnet expansion has
underscored the importance of IT infrastructure
management, specifically the need for local control
and the expertise to understand both the technical
and systems environments involved.

Community capacity building is a key goal of this
project and the community enhancement initiative
has emphasised that this demands a commitment to
spending time, effort and resources in communities,
and bringing to that task appropriate skilled external
expertise. It requires respectfully engaging with local
community members and organisations, and build-
ing local capacity underpinned by an appreciation of
local cultural norms and processes, and supported
by effective social marketing strategies.

In summary, the project inputs (Figure 2 and the
headings of this section) were all implemented.
However, this did not occur as was intended per
the HPQ proposal and, to different degrees, the
elements were delayed. Considering the process
elements identified in the project logic (Figure 3),
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the most obvious consequences were for the HIT
program itself. Dealing with the obstacles encoun-
tered with each input element (module creation,
deployment, community education/engagement,

IT infrastructure management and community
enhancement) has resulted in improved under-
standing, working relationships, standard operating
approaches and formal protocols. Through this the
corporate knowledge and capacity of HITnet has ex-
panded dramatically. From service functionaries of
an overseas IT company (Phase 1), HITnet is now
grounded in a clear appreciation of and responsibil-
ity for the whole creative and productive process.

At the level of the service and service providers
the story is mixed. It has not been possible to oper-
ate through the community controlled IT services
initially envisaged. Working with Queensland Health
has provided obvious benefits to the project and the
resolution of technical and institutional problems as-
sociated with working within the Queensland Health
IT system has probably had mutual benefits (and
has resulted in Queensland Health taking owner-
ship and ongoing responsibility for the Cape York
kiosks). However, at the level of clinical service
providers the project has had questionable impact,
reflecting the circumstances of clinical practice in
remote Indigenous primary care (competing priori-
ties, crisis and acute care orientation, high staff
turnover ...) and the failure of the project to incorpo-
rate project activities within standard protocols and
operations (although this is now being addressed).

For the client and community the implementation
of this project has been most consequential in terms
of local engagement. This was evident early in the
input of Health Workers and other community mem-
bers in every community during the production of
health modules which required repeated group and
individual interviews. However, it has been localised
activities, both the deployment of local photos and
other materials, and local production, which is now
understood as a key vehicle for both personal influ-
ence and community development. The conceptual
shift around ‘community enhancement’ continues
and while the growth in local IT involvement with
this project has not been substantial the potential
opened up by engagement involving local creativity
has been an unanticipated but significant collateral
outcome on which the project is now building.
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7.5 Outcome Evaluation

This section will address health literacy, health out-
comes, IT capacity and sustainability. Information
relating to these outcome areas comes from four
sources which will be reviewed first before com-
ments are provided across these sources in relation
to the outcome areas. The first data set derives from
a baseline survey conducted (by GM) in Novem-
ber 2004 which was undertaken in conjunction with
installation of kiosks into PHCC waiting rooms,

and introduction for staff to the hardware and kiosk
function (although the kiosks were not operational
at this time and simply had a screen saver activated
alerting users that the kiosk would be operating in
the near future). This survey involved one-on-one
interviews with PHCC clinical staff (h=26) and com-
munity members (n=17) during two day visits to
each community.

Clinical staff interviewed included:

* 11 Indigenous Health Workers (58% of IHW work-
force in pilot communities and 38 % of CYHSD
PHCS based IHW workforce);

* 11 Registered Nurses ( 61% of RN workforce in pi-
lot communities and 39% of CYHSD PHCS based
RN workforce);

* 3 Medical Officers;

* 1 Allied Health professional (ATODS outreach
team).

The second data set is from an interim survey
constituted of semi-structured individual and focus
group interviews conducted in late 2005 across two
project sites (Appendix 37 contains the template for
the clinician and clinic attendee individual interviews
and for the focus groups). Individual interviews were
conducted by a medical student working with the
project (AN) and focus groups by the Regional Psy-
chiatrist (EH) during three day clinical visits to each
community.

The third data set is from a final survey which
was a repeat of the above semi-structured surveys
conducted (in the two project sites that had not
been sites for the interim survey) in mid-2006 by an
interviewer hired by the project (JC). In total, some
100 individual and group interviews have been
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documented and analysed, the sources beingasin + Staff reaction to the kiosks was very positive.

figure 4. Most had used some type of touchscreen before
and were confident that having kiosks in clinic
Figure 4. Sources of interview data across three time periods.
Baseline Interim Final TOTALS
IHW | 11 4 4 19
RN | 11 2 8 21
MO | 3 1 4
Allied Health | 1 1 2
Clinic Attendees | 17 10 10 37
Group 4 4 8
Other 2 7 9
100

The fourth dataset is comprised of trace data relat-
ing to kiosk use. Because of issues raised earlier

under “challenges”, the capacity to generate this in-
formation was significantly delayed and this section

waiting rooms was potentially useful in engag-
ing and educating clients in a non-confronting,
entertaining way, reinforcing health messages
received from other sources (including them-

will provide information on realised capacity rather
than on extensive data collection.

While this represents a major limitation of this
evaluation, it should be understood in the context
of major expansion in terms of sophistication and
technical complexity.

7.5.1 Baseline Survey

The full baseline survey report is included as Ap-
pendix 38. The summary from that report is as
follows:

Computer literacy and touchscreen acceptance

* The PHCS staff interviewed were mostly female,

experienced in their profession and had signifi-
cant experience working in remote Indigenous
communities. Because an electronic patient in-

formation and recall system (Ferret) is operating

in all pilot sites almost all staff used computers
daily and the majority reported themselves as
competent and confident computer users.
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selves), and reinforcing their own clinical knowl-
edge on particular topics.

They also thought the touchscreen could help to
overcome the difficulties associated with raising
sensitive topics, particularly sexual health, but
also including topics such as nutrition, personal
hygiene, drugs and alcohol. Some staff thought
that the lack of privacy with the kiosk situated in
the clinic waiting room may present a barrier for
users.

Community members interviewed, about half
of whom had previously used a touchscreen
thought this technology was a good way of pro-
viding people with health information.

However there is an acknowledged bias towards
computer literacy among the small sample of
community members who participated in this
survey, many of whom used a computer at work
and nearly half of whom had a computer at
home. The 2002 census found less than 1% of
residents in these four pilot communities used a
computer at home (ABS, 2002).
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Brief Intervention

The majority of clinicians were familiar with the
concept of Bl despite less than a quarter hav-
ing had any formal Bl training. Most claimed to
use Bl regularly (half reported performing Bl

in the previous 24 hours) and felt it was useful,
important, and central to their clinical role to
raise awareness about health issues despite an
apparent lack of interest by many clients.

When asked to explain Bl the majority men-
tioned giving people advice, education, ideas,
information and options related to lifestyle issues
and chronic disease. All appeared to adopt a
relatively unstructured approach to their Bls and
none mentioned using the stage of change mod-
el [39] advocated as part of Chronic Disease
Strategy being implemented in the pilot commu-
nities. Client receptivity to the clinician raising a
lifestyle issue or to a pathology test result were
the reasons most quoted by clinicians for un-
dertaking BI, indicating clinician recognition of a
client’s interest in a particular topic and possible
readiness to consider change.

Alcohol Bl was identified as important by most
clinicians interviewed and undertaken regularly.
Most community members interviewed reported
being asked questions about alcohol by some-
one at the clinic. About half thought this was

an acceptable practice with most expressing a
preference for this discussion being initiated by a
medical officer.

However issues of confidentiality and perceived
clinician knowledge probably account for only
two community members expressing confidence
in engaging in Bl with IHW. These issues may
also explain the perceived lack of client interest
in Bl and attitudes of shame and denial in their
clients expressed by a number of IHW.

[A review of ferret data which asks clinicians to
record Bl as part of AHC in these communities
is underway. This will provide quantitative evi-
dence of clinician practice with Bl and allow an
assessment of the accuracy of self reported Bl
activity]

It is not the intention of this component of the
HIT evaluation to make a detailed assessment of
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clinician Bl competency, however some miscon-
ceptions were identified regarding clinician use
of alcohol BlI.

Nearly one third clinicians thought those with a
dependency or alcohol abusers would benefit
from an alcohol Bl whereas evidence in the
literature indicates Bl is most efficacious with
moderate drinkers and those just starting drink-
ing [40] and unlikely to result in change among
established drinkers [41].

Undertaking Bl with clients who are intoxicated
or stressed due to alcohol related incidents also
requires emphasis in any future alcohol Bl train-
ing as being non-productive.

Alcohol assessment was reported to occur
mainly using AHC however most IHW reported
using their personal knowledge of community
members as their reference for individual alcohol
intake. This infers client questioning regarding
alcohol intake may be absent from the discus-
sion and an opportunity for awareness raising
related to (quantified) excessive intake is lost.

The majority of clinicians undertaking Bl re-
ported using some form of resource to support
the discussion indicating this to be accepted
practice.

While some barriers to discussing alcohol with
clients were articulated by clinicians, issues
related to culture, gender and having the time
available to conduct Bl were not significant. It
would appear that client receptivity related to
confidentiality and perceived clinical knowledge
rather than responsiveness to the topic of alco-
hol were barriers to be considered by clinicians.

The overall impression is that most clinicians
appeared willing and able to undertake their in-
terpretation of a Bl with their clients as a routine
part of their daily practice and that, while these
Bls were relatively unstructured, the flexibility
they afford the implementers facilitated a per-
sonalized, natural approach to lifestyle modifica-
tion, tailored by the clinicians’ personal knowl-
edge of their clients.

Future Bl training for these staff should consider
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the validity of what is currently being done, cor-
rect any obvious errors in the approaches used,
but be cautious not to be overly prescriptive in
how Bl are delivered as this could have a nega-
tive impact on the inclusion of Bl in daily prac-
tice. The use of both the touchscreen alcohol
module and grog toolkit CD may assist in build-
ing client confidence in IHW knowledge, where-
as the issue of confidentiality requires constant
reflection by all clinicians living and working in
remote communities.

Alcohol Literacy

All except a couple of survey participants knew
the details of community alcohol management
plans.

The concepts of a “standard drink” and safe
drinking limits continue to present difficulties
for many people. About half the clinicians inter-
viewed and only one community member could
describe a standard drink or knew safe drinking
limits for men and women. However most clini-
cians and about three-quarters of the commu-
nity members knew the dangers of alcohol for
pregnant women, the physical problems from

Figure 5 Recommendations for touchscreen content

Health Interactive Technology Report

excessive alcohol consumption, and times when
drinking could be particularly harmful.

This indicates a good general understanding
about the negative effects of alcohol despite
an apparently limited knowledge (perhaps
influenced by people questioning the practical
relevance) of defining and monitoring low risk
consumption.

There was evidence that some clinicians tended
to underestimate their drinking risk, however the
overall impact of clinician alcohol consumption
on their day to day practice appeared minimal.

The baseline survey also obtained information
from informants to the question: “What would
you like to see on the touchscreen?” (Figure 5).
As with other aspects of the project, this infor-
mation has been incorporated into HITnet plan-
ning. Thus, since the baseline survey further
modules have been produced on sexual health
and alcohol, and funding has been obtained
and planning underway to produce modules on
petrol sniffing and mental health (2007). Discus-
sions have now begun (with Lockhart River) for
the production of a nutrition module which will

Type and number of responses (>1) to