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Abstract

Background Children and families from priority populations experienced significant psychosocial and mental
health issues to the COVID-19 pandemic. Yet they also faced significant barriers to service access, particularly families
from culturally and linguistically diverse (CALD) backgrounds. With most child and family health nurse clinics ceas-
ing in-person consultations due to the pandemic, many children missed out on health and developmental checks.
The aim of this study was to investigate the perspectives and experiences of family members and service providers
from an urban, CALD community regarding the implementation of a digital, developmental surveillance, Watch Me
Grow-Electronic (WMG-E) program.

Methods Semi-structured interviews were conducted with 17 family members, service navigators, and service
providers in a multicultural community in South Western Sydney, Australia. This qualitative study is an implementation
evaluation which formed as part of a larger, two-site, randomised controlled trial of the WMG-E program. A reflexive
thematic analysis approach, using inductive coding, was adopted to analyse the data.

Results Participants highlighted the comprehensive and personalised support offered by existing child and family
health services. The WMG-E was deemed beneficial because the weblink was easy and quick to use and it enabled
access to a service navigator who support family access to relevant services. However, the WMG-E was problematic
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completed the weblink.

of the program.
Trial registration.

to recommendations in the CONSORT Statement.

Service navigator

because of technology or language barriers, and it did not facilitate immediate clinician involvement when families

Conclusions Families and service providers in this qualitative study found that using WMG-E empowered parents
and caregivers to access developmental screening and learn more about their child’s development and engage

with relevant services. This beds down a new and innovative solution to the current service delivery gap and create
mechanisms that can engage families currently not accessing services, and increases knowledge around navigating
the health and social care services. Notwithstanding the issues that were raised by families and service providers,
which include accessibility challenges for CALD communities, absence of clinical oversight during screening, and nar-
row scope of engagement with available services being offered, it is worth noting that improvements regard-

ing these implementation factors must be considered and addressed in order to have longevity and sustainability

The study is part of a large randomised controlled trial (Protocol No. 1.0, Version 3.1) was registered with ANZCTR
(registration number: ACTRN12621000766819) on July 21st, 2021 and reporting of the trial results will be according

Keywords Child development, Multicultural families, Developmental checks, Digital developmental surveillance,

Background

People from culturally and linguistically diverse
(CALD) backgrounds in Australia are known to experi-
ence multiple social disadvantages and face challenges
in health and health care needs [1]. Previous reviews
on access to health services among CALD populations
have focused on specific health issues [2—4]. However,
there is a dearth of evidence available on child and fam-
ily health service-related problems in CALD popula-
tions. Recent research and government policies have
increasingly focused on early intervention for child
developmental delays in the general population [5-7].
It is understood that children who do not access early
developmental screening are at-risk for delays in early
identification of developmental issues and delayed
access to appropriate interventions, leading to future
difficulties [8]. For instance, one in five Australian chil-
dren starting school do not have the developmental
skills necessary to thrive [9]. In Australia, each state
and territory has its own processes around develop-
mental surveillance; in most cases, this involves devel-
opmental screening completed by Child and Family
Health Nurses at 6, 12, 24, 36, and 48 months. While
there are state and federal developmental surveillance
models (see Table 1), the uptake is variable, especially
for children from CALD backgrounds. These children
are at higher developmental risk, but the developmental
concerns/delays go unidentified until the start of school
in many instances. This impact was further increased
by the COVID-19 pandemic effect (e.g. service closures
and resource constraints), thereby missing out on early
screening and intervention opportunities [10].

Children from CALD or socioeconomically disadvan-
taged communities have an increased risk of develop-
mental challenges [12, 13]. According to the ‘inverse
care law, children from socio-economically disadvan-
taged and CALD backgrounds and who are most at-
risk for developmental delays are less likely and less
able to access preventative care services, such as devel-
opmental surveillance programs [14, 15]. While such
programs aim to promote child health and develop-
ment, and to facilitate early detection and interven-
tion, including growth monitoring, physical health,
developmental surveillance, and health promotion, data
have suggested that uptake of these programs has been
low [11]. In a study involving a 2000-strong cohort in
South Western Sydney [16], for example, it was found
that while up to 30% of children are at developmental
risk by their 18-month ‘well-child’ check, only 30-50%
of these children attending primary healthcare have
their developmental surveillance record completed
[17-19]. Another study [20] highlighted the need for
practice and policy changes including training of gen-
eral practitioners in developmental surveillance, as
well as allocation of time and financial remuneration
for developmental checks in primary care [1]. Qualita-
tive findings from previous research have demonstrated
enabling factors such as proximity, continuity of care,
opportunistic contacts, integrated/connected engage-
ment between services, as well as parental and service
provider language and cultural concordance [21-23].

Accessing services might be particularly difficult for
CALD families due to their cultural beliefs, language
barriers, poor health literacy and awareness of services,
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Table 1 Current Australian national and NSW state-based models of child development surveillance, screening and diagnosis [11]

Model feature NSW Australia

Target population — universal N \J

Progressive or proportionate universalism? N J

Ages for contact Birth to 4 years Birth to 5 years

Number of contact points 8 Not specified

Settings Home visits & clinics Home visits & clinics
Primaryb Child and family health nurses, midwives, GPs Child and family health nurses,
Healthcare - midwives, GPs
professionals Paediatricians, -

involved social workers, psychologists, speech pathologist, Paediatricians,
Secondary® and so forth social workers, psycholo-

Physical health monitoring®
Hearing and vision screening®
Growth monitoring®

Health promotion
Developmental assessment'

Child developmental screening tool lue Book

SR S S S

<o

Immunisation

Anticipatory guidance
Autism screening X
IT utilised in program X

gists, speech pathologist,
and so forth

v

< <=2

Based on jurisdiction

Learn the Signs. Act Early [LTSAE])

XX 2 2

2 Each of the comprehensive models sought to include all children (universal reach) although most noted a need for targeted resources for disadvantaged children.
Documents varied with respect to the amount of detail regarding the identification, engagement and management of such disadvantaged children, although sub-
populations of indigenous/aboriginal families, teenage mothers and children living in poverty were frequently mentioned as being prioritised

b Primary health care is provided by General Practitioners who serve at the entry level to the health system and, as such, is usually a person’s first encounter with the

health system. They provide a broad range of activities and services, from health promotion and prevention, to treatment and management of acute and chronic

conditions

¢ Secondary health care relates to a specialist medical practitioner (e.g. paediatricians) when patients are referred from a primary care service such as the General
Practice to the next level in the service system, and this could be in a hospital or a community based specialist clinic

4 Monitoring enables ongoing tracking of health and developmental problems as well as linking children with services for further assessment or intervention when

concerns are identified

¢ Developmental screening is a test (or a series of tests) performed on a population to systematically examine whether the child is meeting the developmental

milestones, with a view of identifying any developmental delay/problems early

f Developmental assessments are a comprehensive evaluation of a child’s physical, intellectual, language, social and emotional development. It is the process of
mapping a child’s performance compared with children of similar age, and aims to highlight what normal developmental parameters are, when and how to assess a

child, and when to refer for specialist assessment

and the complex nature of child and family health ser-
vices [14, 21, 23, 24]. The COVID-19 pandemic might
have exacerbated difficulties with service access for
CALD families [25]. These accessibility challenges for
families from CALD backgrounds extend to telehealth
or online services due to few adaptations and transla-
tions [26]. While the use of web-based applications can
increase health screening uptake, more needs to be
understood about real-world implementation [27].
Increasingly, family member perspectives are being
included during the evaluation of health initiatives [21,
23, 28]. Qualitative research that focuses on in-depth
description and personal experience stories and gathers
the perspectives of family members and service providers

on developmental surveillance and service access is
important to provide insights around what works and
how developmental surveillance monitoring can be
improved.

Research aims

As part of the entire implementation research trial, the
aim of this study is therefore to qualitatively evaluate the
engagement with developmental surveillance, services
access to child and family health, and uptake of service
recommendations by identifying the barriers and ena-
blers of our digital developmental surveillance program,
WMG-E, according to our CALD family members, ser-
vice navigators and service providers. Specifically, we
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focused on perspectives regarding the developmental
surveillance program and the service navigator role in a
multicultural community.

To address our research aims of this qualitative study,
we formulated the following research questions:

1. What are the perceived barriers and enablers to fam-
ily engagement in relation to the current Child and
Family Health Services model in a CALD/multicul-
tural community, as reported by family members,
service navigators, and service providers?

2. How does the implementation of the WMG-E digi-
tal surveillance (weblink) impact access to child and
family health services, and what are the key factors
influencing the uptake of service recommendations
among multicultural families, according to the per-
spectives of family members, service navigators, and
service providers?

3. What roles do service navigators play in facilitating
engagement with the WMG-E program and improv-
ing service access and uptake of recommendations,
and what challenges and strategies do they encounter
in a multicultural community context?

Methods

Study context

This qualitative study was part of a randomised control
trial (RCT) to evaluate our health services implemen-
tation research trial — the Watch Me Grow-Electronic
(WMG-E) digital surveillance approach and a service
navigation component during the COVID-19 pandemic
[29]. This RCT occurred in two sites — Murrumbidgee,
New South Wales, and South Western Sydney (SWS),
New South Wales, Australia. The WMG-E program
includes a digital weblink whereby families are screened
for developmental issues, parental mental health prob-
lems, and psychosocial concerns. Following completion
of this screener, families were randomised into a treat-
ment group where they were supported by a service navi-
gator or a usual care control group.

Our research team has decided to report our find-
ings separately by site, as there are distinct implica-
tions and needs being put forward and addressed by
the questions and responses relevant to each site con-
texts — for instance, certain language and cultural fac-
tors may be more common to the urban, multicultural
site; hence, issues and enablers around these factors must
be addressed and discussed further into their health
and social care system specific to CALD populations;
whereas workforce and demand in resources covering the
large geographical areas of the rural/remote site may be
put to light and therefore need more investigations and
discussions.

Page 4 of 15

The program: Watch Me Grow-Electronic (WMG-E)

The Watch Me Grow-Electronic (WMG-E) is an inno-
vative digital surveillance solution which comprised of
a pragmatic, implementation trial that was piloted in
two distinct populations (urban multicultural and rural/
regional sites) using opportunistic service contacts within
the community with automated reminders for ongoing
monitoring [29]. Specifically, the WMG-E platform is a
digital application in the form of a weblink, developed to
help services reach vulnerable families, including those
in CALD communities [26, 29]. WMG-E assesses child
development, as well as family psychosocial and parental
mental health needs, and is available in four languages,
including English, Mandarin, Vietnamese and Arabic.
WMG-E includes the Learn the Signs Act Early (LTSAE)
tool, developed by the Centers for Disease Control and
Prevention (CDC), to provide age-based developmental
checks for children from birth to age five years [30]. Par-
ents are encouraged to actively participate in their child’s
developmental screening through WMG-E, using oppor-
tunistic service contacts, such as routine health contacts
or via a link that a trusted service provider issues to fami-
lies at home and in the community. Once engaged, at the
next recommended ages when developmental checks
are due, automated reminder emails or mobile text mes-
sages are sent to parents to ensure ongoing monitoring. If
developmental concerns are raised, parents are informed
and assisted to seek further assessment by health
professionals.

In addition to WMG-E, service navigators are incorpo-
rated as part of the roll-out intervention to assist families
to navigate and access services [30, 31]. Service naviga-
tors are trained to use their knowledge of health, mental
health, and social care services, as well as the profes-
sionals in the community to help families before, dur-
ing, and after service use. Service navigators consider
a family’s individual needs and facilitate a connection
between families and relevant services [32]. When needs
were identified, service navigators supported families on
a case-by-case basis to link them with the relevant ser-
vices and resources, as required. The service navigator
builds working relationships, solves problems, and sup-
ports families while the families learn to self-navigate
the health system. The introduction of service navigators
within health systems is relatively new in Australia [33—
35], and research is required to understand family experi-
ences with service navigators.

Participants in this qualitative study

The participants involved in this qualitative study were
recruited from our major WMG-E trial cohort that make
up the CALD urban community/population in South
Western Sydney, New South Wales, with approximately
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80% of households primarily communicating in a lan-
guage other than English [36]. Convenience sampling was
used to invite family members to participate, whereby a
quarter of multicultural family members (n=14 out of
a total of 66 multicultural families in SWS) who partici-
pated in the larger RCT were invited to participate in an
interview. Similarly, service provider participants were
recruited using convenience sampling from the WMG-E
trial; whereby they were then invited to participate in this
interview study, alongside service navigators who were
involved in the project. Information about this qualita-
tive research and an invitation to participate was sent to
potential participants via email or text message. Overall,
our participants included ten family members, five ser-
vice providers and two service navigators (n=17) that
participated in this interview study.

Characteristics of participants involved in this qualitative
study

Ninety percent of the family member participants were
females; with 40% aged 36 to 40 and the remaining
equally distributed in the age groups 31 to 35 and 26 to
30. All participants had attained education to the level
of high school (40%) or above, with 30% having a bach-
elor and 20% a post graduate degree and 10% a Graduate
Diploma. Forty percent were of Asian background, 20%
Australian and the rest were from Middle Eastern and
Pacific backgrounds. English was the most commonly
spoken language at home (60%) followed by Vietnamese
(20%). Service provider participants were all females with
60% from NGO and the remaining from Government
organisations (40%). Sixty percent were in Management
and the rest in Allied Health roles. Service navigators
were all females.

Interview recruitment and procedures

This study was approved by the South Western Sydney
Local Health District Human Research Ethics Committee
(HREC reference 2020/ETH01418), and all participants
provided written informed consent. All interviews were
conducted online with participants.

Semi-structured interviews were conducted by two
researchers, one person within and one external to the
research (TW and HI), guided by an interview guide
(see Supplementary File-Appendix 1). Family members
were presented with five questions about their experi-
ences of attending child and family health services,
the impacts of COVID-19 on their appointments with
child and family health services, and experiences with
the WMG-E platform. Family members that were part
of the intervention group answered an additional two
questions based on their experience with the service
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navigator. Service providers and service navigators
were asked ten questions on their experiences of pro-
viding developmental checks, their involvement in the
WMG-E program, the benefits of or limitations with
the WMG-E weblink, and their perceptions of the
WMG-E weblink for developmental checks and the
service navigator. Interview duration ranged between
twenty and sixty minutes. The interviews were audio-
recorded, transcribed verbatim, and identifying infor-
mation was removed. Consumer participants were
provided with a gift voucher in lieu of their time for
participation.

Data analysis

All interviews were transcribed by professional transcrip-
tion services and coded using NVivol2 [37]. In utilising
an reflexive thematic analysis underpinned by grounded
theory [38], the research team has followed a rigorous,
systematic six-step qualitative analytical process based
on Braun and Clarke [39]’s thematic analysis (as accord-
ing to Fig. 1) that leads to the development of a concep-
tual model in order to triangulate all collected data by
cross-checking and agreeing/disagreeing on the themes
and subthemes that have emerged from the qualitative
interviews [39]. To do this, transcribed interviews were
initially coded by two qualitative researchers (KRB, PH).
As these researchers were also members of the study
team, a randomly selected set of interview transcripts
were also selected and coded by an external reviewer
(HI) and themes were compared. Any disagreements
were resolved through discussions until consensus was
reached on themes and subthemes. This system of cod-
ing provided an opportunity for identifying a consensus
based themes and subthemes of individual experiences
and perceptions regarding the feasibility of participating
and utilising our digital screening, monitoring and navi-
gation program through WMG-E [40]. Thematic analy-
sis was undertaken to develop key themes/subthemes
relating to parental/caregivers and service providers/
navigators’ experiences and perceptions; which was done
by inductive coding, [38, 39] allowing data to be organ-
ized and used to explore connections between data ele-
ments and to develop conceptual items. Once coded,
segments of data were then linked in a formal fashion to
allow themes to emerge and to determine relationships
between different data sets. Data saturation had been
reached with the current interview sample size through a
strict procedure of pilot interview analysis over multiple
iterations/discussions between research members. The
study has been reported in line with the Standards for
Reporting Qualitative Research (see Supplementary File
Table 2) [41].
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Fig. 1 A systematic thematic analysis process: A novel six-step process for conceptual model development in qualitative research [42]

Results

The qualitative findings were separated into four
themes: enablers and barriers of the current Child and
Family Health Services model, enablers and barriers of
the WMG-E weblink, enablers and barriers of Service
Navigator implementation and suggested improve-
ments for the Service Navigator role. To address our
research questions in this qualitative study, we have
explicitly connected our identified themes and sub-
themes (alongside supporting quotes) under each of
the relevant research questions to enhance clarity and
clearer structural flow/presentation of our participant
data. A summary of themes and whether the themes
were supported by service provider, service navigator
or family member perspectives is illustrated in Fig. 2.

Research Question 1: What are the perceived barriers
and enablers to family engagement in relation to the cur-
rent child and family health services model in a CALD/
multicultural community, as reported by family mem-
bers, service navigators, and service providers?

Theme 1.0: Enablers and barriers of the current
child and family health services model

Enablers

Holistic, comprehensive and personalised support
Participants described how identifying the families’
needs related to child and family health helps the relevant
service provider or navigator to enable the families to
navigate the intricate service system:

“What we know is that the service system is quite
complex and families don’t often know how to get
the right service for their families, so our practition-
ers are very skilled in knowing what the right service
would be for families” (service provider SP02).

Service providers discussed how an in-depth evalu-
ation of each family’s needs is conducted, allowing for
individualised support:

“When we get a referral for a family, we talk to them
and complete an assessment about the individual
needs, what supports they want and what goals they
have for their families” (service provider SP02).
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Child and Family Health Service

Holistic, comprehensive and
personalised support

WMG-E Weblink

Barriers

User-friendly experience Difficulties with accessibility

Absence of immediate
clinician involvement during
developmental screening

Provides accessible
developmental monitoring

Cemprehensive support and
utility as a
parenting/educational
resource

Availability of local support
services and limited cultural
understanding

COVID-19 impact on face-to-
face services

Service Navigator

Participants’ narrow scope of
engagement with offered
services

Enhances uptake of family
support services

Suggestions

Importance of providing accurate information about services

Importance of clarifying the service navigator role

Fig. 2 Summary of barriers, enablers, and suggested improvements from parent/caregiver as well as service providers/professionals’ perspectives
around the current Child and Family Health Service (at the time), participation in the WMG-E weblink, and the Service Navigator program. Notes:
Yellow = perspectives from family members, service providers and service navigators; Blue = perspectives from family members only; Green

= perspectives from service providers and service navigators. WMG-E, Watch Me Grow-Electronic

Participants described how services provide interim
case work to support families during the linkage process
to long-term community services:

“The program is able to meet the needs of most refer-
rals because we either meet that immediate need or
we are able to support them whilst they are waiting for
that ongoing management” (service provider SP0OS).

Beyond family engagement, the social care service pro-
vider supports families to access services for education,
health, skill development programs, and other commu-
nity services in the area:

“We provide support to services around skill devel-
opment, but we can also provide community devel-
opment” (service provider SP02).

Service providers discussed a swift adaptation to
remote working conditions, expansion of usual criteria,

and adoption of new support services in order to mitigate
unprecedented challenges posed by COVID-19.
Participants described how child and family health ser-
vices provide assessment of child’s social and emotional
health and parental psychosocial health while also facili-
tating connection with community support services:

“If we are finished care at our end, we would dis-
charge and refer them to other services particularly
within the tertiary services” (service provider SP03).

Barriers

Restricted by availability of local support services and limited
cultural understanding

Some participants discussed the difficulty of access-
ing services in their area and how it was important for
migrant families to be connected with information and
services early in their child’s development:
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“I think they should be given a more clearer picture
of how do we have to be because this was my first
child in Australia, so it was hard for me to figure out
where am I supposed to go?” (family member FA34).

One participant shared how a clinician did not under-
stand her culture and emphasised the importance for ser-
vice providers to have cultural sensitivity so that families
could build a relationship with them:

“I like the [clinician] in [location] because they are
[multicultural] like me, so very friendly talk... I think
because of the people, because you know how this
kind of relationship is important, especially new
mum and also first baby” (family member FA43).

COVID-19 restrictions and lockdowns impact on services

The largest obstacle encountered during the study was
closures of clinics due to lockdowns and restrictions
emplaced by the COVID-19 pandemic effect. To echo
this, participants discussed prioritisation of telehealth
services with substantial limitations to face-to-face
services:

“The majority of our service was switched to tel-
ehealth. We were very limited in the amount of face-
to-face visits that we were allowed to attend... there
had to be significant clinical risk for that home visit
to be attended” (service provider SP04).

A few service providers shared how the COVID-19
pandemic saw an increased demand for child and family
health services:

“We ended up getting 60 or 70 referrals a week,
which is double what we would normally get” (ser-
vice provider SP02).

Increases in child behavioural issues and maternal
mental health concerns were also described as a result of
COVID-19:

“There was definitely an increase in behavioural
issues with preschoolers particularly” (service pro-
vider SP03).

Research Question 2: How does the implementation of
the WMG-E digital surveillance (weblink) impact access
to child and family health services, and what are the key
factors influencing the uptake of service recommenda-
tions among multicultural families, according to the
perspectives of family members, service navigators, and
service providers?
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Theme 2.0: Enablers and barriers of the WMG-E
weblink

Enablers

User-friendly experience

Most family members reported that the weblink was
straightforward and easy to use:

“To use [the weblink] it was really easy and conveni-
ent” (family member FA0S).

Many family members reported that the survey took a
short amount of time to complete:

“A very short amount of time. I can’t tell you exactly,
but it was less than 10 minutes” (family member
FAIS6).

Some family members commented that the weblink
provided an easy way to track their child’s development:

“It’s really great because it will be easier for us to
maybe track information and keep ... everything
about how to progress with the child’s health” (fam-
ily member FA34).

Provides accessible developmental monitoring

Some participants shared how having a digital tool was
helpful as it allowed parents to take initiative and could
be completed by parents who had limited time:

“Everyone has smartphones and it’s the best way to
engage with people... People are working more too
and back to work earlier. They've got so many com-
mitments, so yeah, just having that access via the
phone is so much better” (service navigator 1).

The weblink was described as increasing accessibility of
services by providing multiple referral pathways and the
option for self-referral:

“Having many referral pathways and options is
always great” (service provider SPOS5).

The digital platform offered developmental screening
in an accessible manner, filling gaps in traditional health-
care assessment services:

“There is a huge gap in families being able to access
developmental checks through the developmental
checks at community level at primary level so I see
this is definitely a facilitator I would be able to help
that process” (service provider SP03).
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The weblink also offered anonymity, which might be
comforting to some parents:

“One of the benefits of using the weblink is having
something that’s in the digital age that parents can
quickly go onto. It’s a little bit anonymous” (service
provider SP03).

The weblink was described as aligning with techno-
logical advances in society, which could optimise health
services:

“Families want to utilise technology... sometimes it's
the rigidity of our systems that prevent these things
likes apps and technology from us actually utilising
them to their best” (service provider SP04,).

Comprehensive support and utility as a parenting/
educational resource

Many participants commented that the weblink provided
families with information and education about their
child’s development and anticipatory guidance about
normative developmental milestones:

“I guess another benefit is that it does add an extra
level of education to parents that even if they are not
potentially noticing red flags or the need to access
further care they are getting education on what their
child should be doing so I do know that it does pro-
vide normative developmental milestones which is
fantastic, and it’s definitely a good resource to fami-
lies” (service provider SP03).

Several participants mentioned that the weblink pro-
vided families with information that their child’s develop-
ment was on track which reassured them:

“If you do that screen and then you know that oh,
your kid is not late or something...It is just a normal
kid, like the other kids... So that way you know that
you can feel rest assured” (family member FAQ2).

Barriers

Difficulties with accessibility

Some participants discussed how a limitation to the
weblink was that it could not be accessed by parents who
spoke certain languages as WMG-E was available only in
four most commonly used languages for the area. Par-
ticipants commented that many parents might not know
about the weblink and recommended increasing adver-
tising and communication about the weblink, such as
through GP clinics:

“Potentially some families are still not aware of [the
weblink], and it's something that we could improve
on” (service provider SP03).
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Some participants described how technology issues
might hinder weblink use, including the slow loading
time on the weblink, not having a mobile telephone, or
not having access to the internet:

“Not everyone is able to do things online” (family
member FA31).

In these cases, the service provider who introduced the
family to the weblink might support them to complete
it. The extended waiting periods for services might also
deter families from following through with the self-refer-
ral process:

“There’s still the problem that they might self-refer but
theres, for more specialised services such as allied health,
an extensive waiting list” (service provider SP04).

Another barrier to accessing the weblink was the exclu-
sion criteria, such as the age of the child in this specific
project as six months to three years:

“Maybe broaden the program for [children] a little
bit older” (family member FA60).

Absence of immediate clinician involvement

during developmental screening

Some service providers and service navigators had
concerns that the absence of immediate professional
oversight in the weblink might contribute parent misun-
derstanding and anxiety about children’s developmental
stages. This was especially among parents with limited
knowledge of child development:

“I think without a clinician’s clinical judgement at
that time potentially some parents could perceive
that information incorrectly or it could cause a little
bit of anxiety in parents” (service provider SP03).

Some service providers and navigators commented
that digital feedback might not be appropriate when risk
is involved, such as domestic violence or mental health
problems:

“The last lady that had domestic violence [DV], she
would've got that report straightaway emailed to her.
And my concern was when she didn’t answer me, is
that wherever the DV was coming from, they may
have seen that” (service navigator 1).

Some service providers and navigators mentioned
items on the survey that could be improved or that par-
ents did not understand what a certain question was
asking:

“I find out the most problem is that parents have
different understanding of the questionnaire... One
week ago, another mum there’s item in 12 months



Barr et al. BMC Health Services Research (2024) 24:978

check said can your, can your child speak mama
or dad? So the child can speak mother and da, but
cannot speak the full mum and dad. And the mum
called me and said could you help me to pick an
appointment with a speech pathologist? Because my
daughter cannot speak” (service navigator 2).

Research Question 3: What roles do service navigators
play in facilitating engagement with the WMG-E pro-
gram and improving service access and uptake of recom-
mendations, and what challenges and strategies do they
encounter in a multicultural community context?

Theme 3.0: Enablers and barriers of Service
Navigator implementation

Enablers

Enhances uptake of family support services

Several participants described the helpfulness of the
resources and service information provided by the ser-
vice navigator:

“[Service navigation] actually helps families get con-
nected to what needs to be connected to, whether it’s
within the community or whether it is getting help
for a mum or for things that you help with your fam-
ily” (family member FA08).

The service navigator was described as playing a critical
role in facilitating help-seeking, particularly for people
who might not usually seek assistance:

“Not everybody knows the service system or how
to access support, so I think that if there’s a tool
that’s able to guide them to where they need to go,
then absolutely I think that it's beneficial and have
a place and help families that ideally would not
always seek assistance” (service provider SP02).

Participants discussed how the service navigator sim-
plifies the dense and rapidly changing landscape of ser-
vices by serving as a central point of contact:

“I think always when services or families have one
point of contact, it becomes far easier and far less
overwhelming for them to navigate a service system”
(service provider SP02).

Support provided by service navigators, including reg-
ular check-ins and connecting families to services, was
beneficial to families:

“She just kind of like explained what the services
that were available and some information about the
services that ...and she was quite helpful with offer-
ing services and trying to help me see what could
assist me in my situation” (family member FA60).
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Barriers

Participants’ narrow scope of engagement with offered
services

In some cases, families interacted with services primarily
for financial assistance despite referral for a diverse set of
needs:

“Only two families which both of them only con-
tacted us to get some financial support; other than
that they did not engage in other services like I tried
to do an assessment with them to try and explore
more of further issues but they did never engage”
(service provider SPO1).

Service providers and navigators shared how multicul-
tural families are sometimes slow to warm up to and trust
the service navigators, which can be frustrating for ser-
vice navigators:

“They are migrants or they cannot speak English.
Well of course they are not quite familiar with the
local community services. And another thing is that
it’s really hard to engage them in the first few rounds”
(service navigator 1).

Once a relationship was established, families wanted to
engage and receive support from service navigator.

Theme 4.0: Suggested improvements for the service
navigator role

Importance of providing accurate information about services
There was a risk that family expectations might differ to
what services could provide and when the services could
be provided. This was partly due to miscommunication
between service navigators and services:

“l am still waiting a hearing test because [my son]
was referred for a hearing test” (family member
FA08).

One service provider recommended that service navi-
gators need to have a thorough understanding of all the
relevant services to reduce miscommunication:

“Having a good understanding of what services pro-
vide. I guess meeting expectations... If information
about our service is given by a third party, such as a
service navigator, sometimes there can be a miscom-
munication” (service provider SP04).
Importance of clarifying the service navigator role
Service providers and service navigators discussed how
service navigators need to be clear with families about
their role, particularly that the role did not include the
provision of clinical advice:



Barr et al. BMC Health Services Research (2024) 24:978

“When I first got connected with the family, I told
them I'm not a clinical professional... I'm here to
provide service linkage. So I'm not a clinical back-
ground because some mums just use me as a clini-
cian” (service navigator 2).

Service navigators might also need to specify how
long they can support families so that families do not
always depend on them, and that they can support other
families:

“Maybe [the service navigator] needs to say, okay,
we're with you for this period of time. This is what
I'm going to do, and this is what you need to do. And
that'’s it. Make them take a bit of responsibility” (ser-
vice navigator 1).

Service providers suggested that services have a single
individual designated to the service navigator role:

“If her role is only focused on service navigation, 1
think the intervention will even be more successful”
(service navigator 2).

Service providers discussed how service navigators
might not have capacity to support many families at one
time. Some service providers and navigators did not think
it was feasible to have a service navigator at all sites and
recommended focussing on the vulnerable populations:

“I don’t think that [service navigation is] always nec-
essary... you don’t want to capture a bunch of people
that actually don’t need it and they’re quite resilient.
So I would kind of be capturing a very small percent-
age of people that you identify as having a potential
underlying vulnerability” (service provider SP02).

One service navigator suggested there could be differ-
ent service navigator models depending on the needs of
families:

“We need to set up a different service navigation
model for different types of participants in differ-
ent local health communities based on the previous
experience to save the time and also to set up the
expectation and to release the pressure of the service
navigator” (service navigator 2).

Discussion

The current study interviewed family members, service
providers and service navigators to understand the ena-
blers and barriers to implementing a WMG-E weblink
alongside a service navigator in a multicultural com-
munity. Findings showed that the WMG-E weblink was
perceived by families as easy to use, accessible by many
families, and provided information to families regarding
their child’s development. The service navigator role was
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highlighted as helpful in connecting families to appropri-
ate services. Service providers appreciated the anticipa-
tory guidance and awareness and information provided
to families by the WMG-E platform. Specifically for the
CALD community the language translations available on
the weblink was regarded as particularly useful. This is
consistent with previous findings about the need for lan-
guage congruence when supporting families for complet-
ing developmental checks [21]. Barriers included that the
weblink could not be accessed by some families, due to
technology access issues. In the intervention group, this
was overcome by the service provider who was introduc-
ing the family to the WMG-E link supporting families to
complete the checks using the WMG-E. By utilising the
service providers who are trusted and families are already
engaged with, would be helpful in this regard. Other limi-
tations to accessing the weblink included not having clin-
ical oversight while families are completing the weblink
at their homes or in the community and thereby families
possibly misinterpreting the results or recommenda-
tions. However, it is to be noted that this may have been
a unique issue during COVID-19 when services were
closed. Also, the availability of Child and Family Hubs
as a place-based ‘one-stop shop’ service that families can
access and service navigators can refer to would be help-
ful in this regard [43].

The family members in this study highlighted that
WMG-E is user-friendly, straightforward and quick to
use. This contrasts with research showing that digital lit-
eracy is often poor and internet access is limited in CALD
populations [44]. However, experience with mobile tel-
ephones facilitates digital literacy, suggesting that the
family members who participated in this research may
have been familiar with mobile phone use [44]. The sim-
ple questionnaire structure of the weblink may also have
facilitated ease of use. For families with language issues,
translations are available — but when low literacy or tech-
nological issues prevail, a trusted service provider could
help a family to complete the weblink. This should form
an important consideration during implementation as
the families that WMG-E seeks to support often experi-
encing socioeconomic disadvantage and might not have
the means to purchase technology. Future studies could
investigate how families without access to technology
could be involved in WMG-E, such as having an elec-
tronic device available to families when attending an in-
person service. Further, language barriers were described
by participants as another issue that requires attention.
WMG-E was made available in four languages commonly
used in the community where this study was conducted,
and it is important to make provisions for those who
speak languages other than the ones where translation
was available.
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According to the participating service providers and
navigators, the WMG-E was limited by the absence of
immediate clinician input when families completed the
weblink, reflecting previous research [21-23, 45]. How-
ever, this may have been due to the COVID-19 related
service closure when this study was conducted. The
WMG-E weblink is intended to be completed by families
in collaboration with a service provider the family trusts.
Findings from this study highlighted the importance of
implementing the WMG-E program with clinical follow-
up and support when needs are identified, rather than
completing the weblink in isolation. Service providers
and navigators described limitations when electronic
feedback is provided to families when risk is involved,
and how families may become anxious if they do not
understand the feedback. The therapeutic aspect of a cli-
nician providing feedback to a family might be missed via
electronic feedback [46]. Validity might also be an issue
when families use a digital screening tool compared with
a face-to-face assessment with a clinician [47]. Regard-
ing risk, it is important for a protocol to be used when
a family member has a positive screen for issues includ-
ing mental health problems or domestic violence. For
instance, contact information for domestic violence
organisations should be made available to families where
relevant, or a clinician could be alerted to the risk and an
in-person appointment be organised, as recommended
for other online interventions [48].

In this study, participants who are in the treatment
group described the importance of the service navi-
gator in directing families to services tailored to their
needs on a continuous basis, reflecting previous research
[30]. CALD populations may experience use of technol-
ogy alone as impersonal [44]. A service navigator might
provide the additional personal interaction needed to
promote service uptake. Additionally, a service naviga-
tor might aid CALD families with low health literacy or
communication difficulties by providing clear informa-
tion about services that are available for their specific
needs [1, 49]. Service providers highlighted the impor-
tance of making the service navigator role clear to man-
age families’ expectations, such as how long the service
navigator might be able to support them. This might be
particularly important for CALD communities as their
expectations of services and health professionals may be
unmet due to their previous experiences in their home
countries [50]. In addition, service providers discussed
how some families did not contact services that the ser-
vice navigator recommended and focused on financial
resources. This might be explained by the socioeconomic
disadvantage experienced by families in this study [14].
It is possible that they focussed on meeting basic needs
with limited capacity to address other needs, such as
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child developmental concerns or their own mental health
challenges. The COVID-19 pandemic might have also
reduced families’ capacity to access services [51]. More
research is needed to understand the enablers of an
effective service navigator, such as the skills or charac-
teristics they require to ‘fit’ with the families they work
with. Interestingly, families did not comment on the
cultural background of the service navigator, and it was
unclear whether the service navigator had the same cul-
tural background as families. However, one participant
highlighted that family members in CALD communities
prefer support from providers with the same cultural
background, as has been highlighted in prior research
[1, 24]. While it might not be feasible to match clients’
and staff members’ cultural backgrounds, staff members
should demonstrate cultural sensitivity. Further work is
needed to increase the healthcare workforce with repre-
sentation from CALD communities to provide culturally
safe services to families from diverse communities and
backgrounds [1, 24].

In addition, participants highlighted how WMG-E has
the potential and capacity to increase families’ under-
standing about their child’s development, consistent with
research on other screening applications used in men-
tal health [52]. WMG-E might be especially important
to increase knowledge of developmental milestones in
CALD communities where barriers to education or infor-
mation might exist [21, 23]. Future research is needed to
ascertain the impact of WMG-E in increasing knowledge
about child development in multicultural communities.

Although family members can experience confusion
and frustration when engaging with child and family
health services [53], the positive feedback obtained in
this study might suggest that service navigators facili-
tated the navigation process for participants in this study.
Participants also discussed how services adapted to the
COVID-19 pandemic, but how there were increases in
referrals and child behavioural problems due to COVID-
19. This might have been particularly relevant for CALD
families who might prefer face-to-face support and be
less likely to engage with telehealth services [54, 55].

Implications for health policy and practice

o The use of digital screening is complemented by
the service navigator’s role to intervene and act as
quickly as possible to the individual circumstances
and the specific child and family needs. Future policy
should include service navigators as part of the pub-
lic health workforce, specifically in child and family
health, mental health and social care services so that
CALD families in particular who have technology
access issues or needing support for interpreting the
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results and recommendations could be supported.
This will strengthen integrated care and continuity of
care policy.

+ While the inclusion of service navigators is one
important approach, future co-design work is
required. The service navigator role needs to be rele-
vant from a cultural and language perspective. There-
fore, co-designing the WMG-E and service navigator
program with the CALD community is important.
For instance, future work needs to incorporate more
languages than the four used in this study or employ
service navigators of a certain cultural background
who speak languages other than English.

« This study also has implications for future research
in public health measures to engage multicultural
families in developmental checks. This could include
increasing awareness among families and clinicians
and other staff working in early childhood education
and social service agencies about using opportunistic
contacts that they have with families with preschool
children about digital programs such as WMG-E so
that it can be incorporated into their routine work..
Further, health literacy is required regarding the
available health and social care services in the com-
munity, to leverage existing resources and to avoid
duplication of services. Establishment of Child and
Family Hubs as a one-stop-shop service for multicul-
tural families will also be helpful so that engagement
with services following referral and continuity of care
can be ensured.

Strengths and Limitations

This study is novel in evaluating a new digital develop-
mental surveillance program in addition to linkages and
supports provided via a service navigator commensurate
with the needs identified. A strength is the project’s inclu-
sion of family members with various ethnic backgrounds
and the use of a digital platform with translations avail-
able to cater for multicultural families. In addition, the
study has many practical implications for CALD families,
including the role of service navigators in supporting ser-
vice access appropriate to their individual needs. Another
strength is that this study reached data saturation in that
new codes or themes were not emerging and new data
repeated previous data [56].

The convenience sampling strategy of this project is
a limitation because participants were not randomly
selected and therefore might present a bias. Family mem-
ber participants were overall highly educated, with 60%
having more than high school education and 60% who
were competent in English language. Therefore, these
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participants might not be representative of all CALD
community members.

Conclusions

In the present study, family members, service navigators
and service providers from a multicultural community
provided their perspectives on the enablers and barriers to
implementing WMG-E, a digital developmental screening
and ongoing monitoring tool, alongside a service naviga-
tor to link families with the relevant services as per need.
Findings showed that family members found WMG-E to
be user-friendly and informative regarding child develop-
ment. The findings also highlighted the critical next step
of accessing relevant services for further assessment when
parental concerns are identified regarding the develop-
mental progress of the children. Service navigators were
perceived positively as they connected families to ser-
vices and increased service uptake, although families need
close follow up to ensure uptake of recommendations
and engagement with services offered to them. This study
demonstrated that WMG-E with the addition of a service
navigator may be an important approach to reach and
engage multicultural families who would not have other-
wise engaged with routine child and family health services
and hence would have missed completing development
checks for their children. Further support for those with
complex psychosocial needs via Child and Family Hubs,
where services are co-located and integrated, would ena-
ble them to access relevant early intervention and support
services in one place.
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