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Foreword

As higher education strives to meet the challenges of UNESCO’s Global University Network for Innovation’s 

challenge to re-define its social responsibility, it increasingly is building partnerships with community that 

embrace collaborative inquiry, shared knowledge, and co-creative ingenuity in efforts to tackle and solve 

many of the world’s most wicked problems. Wicked problems involve networks of interacting systems, and 

increasingly it is clear that theories and approaches of the past are insufficient to unravel or transform 

problems that are embedded in social, economic, political and racial inequalities.   

As a result, new paradigmatic views have given rise to theories and methods that are anchored in relational 

developmental systems frameworks. One such framework, Perinatal Infant Mental Health (PIMH), has 

emerged from nearly 40 years of systematic trans-disciplinary research on the biopsychosocial organisation 

of the human being from conception through the first five postnatal years of life. No other period of human 

development has generated the level of research intensity from the aggregate developmental sciences during 

the last 50 years of the 20th century to the present. 

The PIMH framework targets systems that currently focus on interventions and support services for 

individuals who experience adverse childhood experiences (ACES), beginning at conception and encompassing 

infancy and the very early childhood years. Emboldened by knowledge of the impact of epigenetic influences 

on gene expression, and the organisation of neurobiological and hormonal regulatory systems, PIMH rejects 

isolated impact approaches to prevention and intervention, in favour of dynamic systems models that better 

reflect the realities of human development.  

Those realities of human development require a deeper understanding of the adverse experiences that 

negatively affect nearly 20 per cent of children in every world society surveyed thus far.  When children 

experience four or more adverse childhood experiences, from conception to age five, they are primed for 

developmental pathways that can lead to difficult physical and mental health problems, poor cognitive 

development, poor interpersonal relationships and high risk for psychopathology. Parents, relatives, teachers, 

faith leaders, neighbours, elected officials and all members of society share responsibility for optimizing the 

quality of child development and working to eliminate adverse childhood experiences. The good news is that 

change is possible!

Simply put, Better Together is an effort to transform how human beings relate to one another.  It is an effort 

to encourage cross system integration, organisational cooperation, community empowerment, and reasoned 

approaches to resource sharing that can provide opportunities for every child to succeed, be free of serious 

mental health issues, become educated, and apply her or his unique view of the world to efforts to solve 

relationship problems that separate people, rather than fuelling efforts to be Better Together.  

Hiram E. Fitzgerald
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Executive Summary

The well-being and social emotional development of infants, young children and their caregivers is critical 

to the future social fabric of society. To be effective the system of services supporting infants and young 

children in their families and communities must be integrated across levels of service delivery as well 

as across sectors. It must also be dynamic and responsive to the changing individual, family, community 

and environmental contexts. This project known as Better Together reports on research conducted on the 

System of Care for Perinatal Infant Mental Health (PIMH) in the Cities of Joondalup and Wanneroo in Western 

Australia and captures initial layers of information about this system. 

Better Together mapped the population density of each of the cities with respect to where families with 0-4 

age children resided. We also used GIS mapping to locate all of the System of Care agencies/organisations 

within each city. Training programs based on the Australian Association for Infant Mental Health West 

Australian Branch (AAIMHI WA) Competency Guidelines for culturally sensitive, Relationship Focused 

Practice Promoting Infant Mental Health® were conducted with agency/organisation personnel. A Social 

Network Analysis (SNA) was designed to assess a wide range of issues related to the degree to which the 

System of Care, in fact, operated as an integrated system with respect to services for infants, young children 

and their families. Focus group and interview approaches were used to assess community perspectives 

about the quality of care provide by the System. At the agency/organisation level, SNA was used to assess 

perinatal and infant mental health services that are provided, barriers to network success, expected benefits 

of an integrated service, proportion of funds focused on families (prenatal to age 3), the interconnections of 

agencies/organisations, their degree of trust and value of one another, and a wide variety of functions provided 

by the agencies/organisations. Personnel training and experience in relation to inter-agency/organisation 

connectivity was also assessed. 

The findings from Better Together are the result of analyses of multiple sources of data from over 110 workers 

from 78 agencies/ organisations across a wide range of groups that provide services in these cities as well as 

from 53 consumers of those services (families with infants, young children 0-3 years who reside in the cities).  

The key findings show that the System of Care collectively has 2,460 relationships and a low to moderate 

level of interconnectivity with only 44 per cent receiving service referrals. Relationships between agencies/

organisations are built mostly from referral pathways and educational programming (38%). Developing new 

initiatives, training needs and service delivery also underpin agency/organisation relationships (20-25%). 

Factors contributing to relationship development included, developing relationships with specific individuals 

(36%), practice efforts leading to connections with other individuals (31%), and participation in service 

related committee (48%). Social Network Analysis data indicated that the level of trust between agencies/

organisations was low to moderate, as was the degree to which they valued one-another. Data suggests many 

more connections are possible and there is room to improve system cohesiveness. 

Agency/organisation personnel had very little knowledge of services provided by other services within the 

System of Care. There were sharp contrasts between perceptions of success and quality of service between 

service personnel and families, which was highlighted through consumer themes and subthemes in the 

focus groups. Parent concerns focused on the impersonal attitudes of agency/organisation personnel, 

lack of understanding what services are actually available to them, lack of assistance actually making a 

referral within the system, issues with culturally appropriate personnel, difficulties for vulnerable families 

to gain access to services, and differences they felt with respect to power relationships related to SES and 

vulnerability. These along with other key findings from the report are presented as follows.



IXKey findings

SOCIO-ECONOMIC PROFILE AND 

SERVICE MAPPING: A Tale of Two 

Cities

• The two cities of Wanneroo and Joondalup 

are both northern metropolitan cities of Perth 

in Western Australia and they each have 14 

SA2 regions within their borders. In 2016, 

Joondalup had a total population of 155,000, 

and a land mass of 99 sq kms; Wanneroo had a 

population of 188,000, land mass 685 sq kms. 

The 0-4 age population of Joondalup is 5.7 per 

cent; whereas that of Wanneroo is 8.0 per cent.

• The two cities are vastly different in their 

demographics. Joondalup is geographically 

and social advantaged (SEIFA = 9; lowest 

individual locality SEIFA = 6) with a declining 

population (-1.5%). Wanneroo has high levels 

of disadvantage in many of its localities 

(SEIFA= 5; 3 localities SEIFA 1-3), with a rapidly 

growing population up 24 per cent from 2011 

including of children aged 0-4 years (+16%) 

and young women of birthing age (+18.7%). 

• The two cities have a higher percentage of 

migrants than is average for WA, mostly from 

Europe (66.1%; 54.4%), Asia (13.4%; 24.3%) 

and Africa (17.4%; 19.0%). In Joondalup most 

young migrant women of birthing age are 

English speaking whilst in Wanneroo there are 

three localities with large percentages (6-10%) 

of young women of birthing age who have no or 

poor spoken English.

NETWORK CHARACTERISTICS AND 

FUNCTIONING: Social Network 

Analysis, Survey and Focus groups 

• Collectively, Service providers were mostly female 

(86%) and 81 per cent identified as Australian 

or European; 6 per cent as African and none as 

Asian. Consumers in the survey identified as 

European or Australian (91%) and were mostly 

university educated. Consumers in the focus 

groups were from more diverse backgrounds 

including representation from hard to reach 

families.  

• The agencies/organisations surveyed indicated 

that over 30 per cent of their clients are from 

culturally and linguistically diverse backgrounds. 

However, most agencies/organisations (93.5%) 

did not have an ethnic advisor. Furthermore, 

65 per cent of agencies/organisations surveyed 

did not have an Aboriginal and Torres Strait 

Islander Liaison Officer, while 30 per cent of those 

surveyed had between 1 and 5 Aboriginal and 

Torres Strait Islander Liaison Officers.

• Consumer representatives identified that more 

Aboriginal staff are needed within agencies/

organisations and this was in line with some 

service providers highlighting a need for cultural 

sensitivity as an area for improvement. Gaps in 

services for Culturally and Linguistically Diverse 

(CaLD) communities were also identified.

• Within the network, half of the organisations 

relate to each other at a level of awareness only 

with a limited understanding of the services 

offered by each other (58%). Twenty three 

percent of agencies/organisations connect 

at a cooperative level, where they exchange 

information, attend meetings together and inform 

each other of available services. Coordinated 

activities between agencies/organisations, where 

planning occurs together, data is shared and 

trainings are collaborative occur in twelve percent 

of cases. Only 7 per cent of the network connect 

through integrated activities that include shared 

funding and joint program development, combine 

services and have shared accountability. 

• Within the system the interconnectivity or density 

(percentage of ties in the network) is moderate 

(20%); the degree of centralization is 43 per cent 

indicating that relationships are dispersed across 

the network rather than held by a few agencies/

organisations; and the level of trust i.e. where 

communication is open and respondents feel 

agencies/organisations are reliable and open to 

discussion is moderate (35%). 

• 83 per cent of service providers identified their 

agencies/organisations as being ‘successful’ to 

‘completely successful’ in supporting the needs of 

children aged 0-3 years and their families, whilst 

only 64 per cent of families reported such success 

from providers they accessed. The main difference 

was in the category of ‘somewhat successful’ with 

15 per cent service providers reporting this level 
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of success and 34 per cent of consumers noting 

a ‘somewhat successful’ level for those agencies/

organisations with whom they engage.  

• While many consumers were positive about 

accessing services, those who reported difficulties 

named waitlists (25%), not having private health 

insurance (18%), financial constraints (15%), 

insufficient services (12%) and transport, quality 

and flexibility of service availability (10%) as 

barriers to access. In the focus groups consumers 

reported more negative experiences of accessing 

and using PIMH services, lacking knowledge and 

awareness of those available. One interesting 

finding from both survey and focus group data 

was that consumers had few expectations that 

services they accessed would communicate with 

each other. 

• Agencies/organisations believed that exchanging 

knowledge, creating informal relationships and 

meeting regularly contributed to successful 

collaborations between them. Collective decision 

making was viewed by a few but not the majority as 

important in developing partnerships. This may be 

a new concept for agencies/organisations in WA.

• In surveys, focus groups and social network 

analysis data, consumers reported that when 

they had difficulty in pregnancy or the early years 

their first point of contact is typically the General 

Practitioner (GP). 

• Consumers and service providers agreed that 

important community and informal supports 

for the social and emotional wellbeing of young 

families are Child Health Nurses, local library 

programmes and playgroups. Local day care 

and parenting workshops were also nominated 

as useful sources with the proviso that not all 

consumers could afford these or access them.  

Consumers also nominated pharmacies as 

sources of knowledge and support. 

• With regards to the functioning of the System 

of Care the primary factor contributing to its 

success was seen to be the ‘bringing together 

of diverse stakeholders’, with 68 per cent of 

respondents pointing to this factor. More than 

half (52%) of respondents felt that staff turnover 

was the greatest barrier to network success. This 

emphasises the importance of relationships in 

building the success of the network, and related 

trust.

• The majority of respondents felt that were the 

network to become more cohesive, benefits would 

include improved health outcomes (26%), together 

with an improved understanding of mental health 

issues (26%).

• Referral pathways both informal and formal 

are poorly defined and system data and agency/

organisation level data on referrals that are 

actioned is unclear, suggesting that the System of 

Care lacks a coordinated and systematic process 

for referrals. 

• While the workforce is experienced in their 

professional discipline/category, 58 per cent 

of workforce respondents reported being in 

their current role for less than 4 years. This 

has implications for network development and 

sustainability. 

FUNDING and CONTINUITY OF CARE
• The main source of funding reported by 

the agencies/organisations surveyed (74%) 

was public (government) and very little of 

this directly reaches the service to 0-3 year 

olds and their families. Only 16 per cent of 

agencies/organisations surveyed reported 

allocating over 90 per cent of their funding 

specifically to the services of 0-3 year old 

age groups; 37.5 per cent do not allocate 

any funding to this age group and 34 per 

cent allocate between 1-20 per cent of their 

funding to this age group. The lack of allocated 

funding specific to infant mental health was 

reflected in the most recent State Budget for 

mental health (WA Mental Health and Alcohol 

and Other  Drugs budget 2017/2018), which 

revealed an emphasis on youth mental health 

as preventative care, rather than drilling 

down to the earliest possible point of entry 

(pregnancy and infancy).

• The reference group identified that PIMH 

services tend to have short life spans and this 

creates difficulties for consumers in terms 

of experiencing continuity of care, but also 

keeping track of what services are available 

to them. More home visiting for vulnerable 

families was an identified gap. 

• Focus group participants reported 

disappointment when services were 

discontinued or changed due to funding cuts. 



BUILDING WORKFORCE CAPACITY: 

Intervention and Training 

• In primary care only 7.7 per cent of staff 

reported having access to IMH related training 

within their organisations, and almost 31 per 

cent reported having no access to training or 

were not aware of training opportunities. Those 

who received most training were in the fields of 

Education (73%), Health (65%), and Community 

(50%). The figures are similar for PIMH for 

the primary care sector (23%) but much less 

for those in Education (33%) and less too for 

health (50%) and the community sector (31%).

• With regards to training, providers expected 

that more PIMH and IMH specific training 

might lead to increased awareness of 

referral sources for agencies/organisations 

as well as earlier screening and detection 

of problems in the perinatal period. When 

training was conducted with GPs and with 

pharmacists, an increased awareness was 

evident. Specifically GPs demonstrated greater 

awareness of the implications of challenges 

in the perinatal period and the transition to 

motherhood, as well as a capacity to notice 

and consider different aspects of the parent-

child relationship and activate more targeted 

referral pathways. Pharmacists demonstrated 

a greater acknowledgement and awareness 

of mental health challenges and a greater 

awareness of aspects of the child-parent 

relationship. 

• The need for consumer training about what 

to expect from the agencies/organisations 

they deal with was highlighted by the finding 

from both survey and focus group data that 

consumers had few expectations that services 

they accessed would communicate with each 

other. 

• Consumers (73%) turn to the agencies/

organisations they are already connected to 

for information regarding parental wellbeing 

during pregnancy and the early stages of a 

newborn’s life as well as social, emotional 

and/or behavioural concerns for their 0-3 

year old suggesting that as they build trusting 

relationships with the staff of the service they 

turn to them for information. Many consumers 

(58%) said they would have liked further 

information about services they might turn too 

as well as more information on each of these 

topics. 

• A community training workshop focussed on 

the following:

o Green public space: Transforming 

existing physical spaces into places 

for infants, young children to play and 

explore nature, and for their caregivers 

to meet and rest.

o Mobility for families: Making it 

possible for caregivers and infants, 

young children to walk and cycle to 

healthcare, childcare, a safe place to 

play and a place to get fresh food.

o Data-driven decision-making: 

Collecting neighbourhood-level 

data on infants, young children and 

caregivers and using it to better target 

resources and facilitate coordination 

across sectors.

o Parent coaching: Combining coaching 

on early childhood development for 

parents and other caregivers with 

services that meet families’ basic 

needs.

Outcomes from this workshop included a collective 

vision of fostering a community in which children 

can thrive and feel safe, and promoted a deeper and 

broader understanding of the context in which the 

PIMH system exists within the two cities of Wanneroo 

and Joondalup. Actions that might be achievable 

in 100 days and 1,000 days were brainstormed and 

discussed. 
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Recommendations

Better Together has generated the most comprehensive analysis of system level factors influencing PIMH 

services in Western Australia and probably Australia that we are aware of. The information gathered to date 

can be used and extended to enhance integration of Systems of Care and to build stronger system knowledge 

about the importance of infant mental health relationships during the early years of development.

At the conclusion of this first year the system is well prepared to work towards meeting the following 

recommendations for next steps in Better Together and the wider West Australian community:

1. Continue engaging stakeholders and consumer representatives in capacity building opportunities to 

harness the established connections and to create innovative ways of funding engagement and capacity 

development across the PIMH System of Care.

2. Use the SNA data and build upon the existing Reference Group to identify key agencies/organisations and 

develop an implementation leadership team, that includes consumer representation, with newly agreed 

terms of reference underpinned by principles of collaborative enquiry, co-design and a relationship based 

framework.   

3. The leadership implementation team continuously engage with the wider PIMH community to create a 

culture of learning and exploration of multiple perspectives that contribute to an authentic understanding 

of key leverage points, effective engagement strategies and barriers within the system.

4. Align SNA and service mapping data to determine the extent to which geographical location accounts 

of the degree of connectedness to other agencies/organisations within the System of Care and use this 

information to develop specific strategies targeting this potential barrier to system engagement.

5. Use the SNA data to identify and support agencies/organisations on the periphery to become more 

connected within the System of Care through membership in the implementation leadership team and 

participation in capacity building activities and system based interventions.

6. Explore the role technology can play in engaging stakeholders and consumers and increasing system 

cohesiveness through:

a. Offering an on-line communication platform that requires less time and resources than face to face 

interaction.

b. Pilot implementation and evaluation of the Person-Centred Network (PCN) App to link consumer 

families and service providers to appropriate services and supports (formal and informal) across the 

continuum of care in real time.

7. Explore multiple strands of enquiry to further develop more responsive referral pathways to ensure 

families access the appropriate care at the right time and in the most suitable locations. These include:

a. Use of the SNA data and relationships built within the reference and leadership groups, consumers 

and the existing networks in the Cities of Wanneroo and Joondalup to research and learn more 

about case examples of clear and responsive referral pathways that lead to a stepped care approach 

across the continuum of care in the Cities of Wanneroo and Joondalup.    

b. Co-design and develop a whole System of Care approach to formalising referral pathways through 

building more in-depth analysis of current processes, piloting the ECSII and considering ways of 

utilising Health Pathways as part of this process.

xii



c. Developing a shared database that incorporates outcome measures across agencies/organisations 

and the continuum of care to determine the effectiveness of clearer and more defined referral 

pathways across the System of Care. 

8. Connect agencies/organisations within the System of Care around activities and interventions that 

increase trust and value among organisations which can lead to a more cohesive and integrated System. 

The following factors require consideration: 

a. What infrastructure is in place for agencies/organisations to work together?

b. What understanding is there in agencies/organisations that working together will enhance creativity 

and innovation in design and delivery of services?

c. What commitment is there to working together to achieve better outcomes for families with infants, 

young children and understanding that this likely to be more successful than working in isolation or 

in limited partnerships?

9. Deliver the PIMH Primary Health Care training package to a wider set of service providers, specifically, 

offer this to child health nurses, and a broader group of GPs and pharmacists. Further develop this 

package to contain multiple levels of learning for all service providers.

10. PIMH Primary Health Care training packages are integrated with other PIMH trainings and embedded 

in a capacity building strategy across the PIMH System of Care and aligned with the AAIMHI WA 

Competency Guidelines and Endorsement framework. 

11. Consider ways of creating a more diverse workforce to meet the need of families from culturally and 

linguistically diverse backgrounds which is steadily growing.

12. Design and deliver better communications to inform the public about services for prenatal to antenatal 

and to age three years, and to assess the relationship between service agency/organisation location and 

population density with regards to access to services. 

13. Plan future evaluation of the system that includes reassessment using SNA to measure the impact of 

interventions going forward and to analyse whether and how the system has been impacted and shifted in 

way it relates, functions.

14. The research design for Better Together may be used to understand the system of PIMH throughout other 

localities in Western Australia. This will build a comprehensive platform for rigorous understanding and 

evaluation of PIMH System of Care across the state.
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Introduction

‘Better Together: Building Perinatal and Infant Mental Health 

Services’ is an applied research project conducted in the Cities of 

Wanneroo and Joondalup in Perth, Western Australia over 2017-2018. 

In this document the project is referred to as ‘Better Together’.

The purpose of Better Together was to map how services in the cities of Wanneroo/Joondalup interact to 

enhance the quality of prenatal and infant mental health services for the community. Collaborative inquiry or 

participatory action research method was used to draw multiple perspectives to bear on understanding the 

System of Care. Consumers and service providers were invited to work with the research team over 12 months 

to design, implement and evaluate the network of services that families with infants and infants, young children 

access. Together with community stakeholders, the research team planned to improve system responsiveness 

to the social wellbeing and mental health needs of families with infants and infants, young children, from 

both prevention and intervention perspectives. This was to be done by identifying three sets of factors that 

influence system functioning: (a) factors that help or hinder system networking, (b) factors related to workforce 

development, training pathways and resource availability, and (c) factors that could increase awareness of 

perinatal and infant mental health (PIMH) referral pathways, good practices, and interventions.    

As the principles of collaborative inquiry and emergent design took hold, efforts to create and engage a more 

cohesive system took a different path to that originally planned and preconditions to meeting the aspirational 

goals were identified. These were: 

1. The need to better understand the complexity of the current PIMH system

2. The need to have a deeper understanding of the factors that contribute to creating and sustaining 

problems within the system

3. The need to build the infrastructure necessary for producing meaningful and sustainable positive 

transformation of the PIMH system. 

As the dynamic functioning of the system (through mapping, social network analysis, collecting extensive 

qualitative and quantitative data) became clearer, Better Together became well placed to understand the 

problems and the types of interventions needed to contribute to transformative change in the PIMH system. 

At the conclusion of the first year we are now prepared to work toward specific objectives related to system 

change. The following objectives were generated from analysis of the data collected during Year 1, and 

comprise specific aims for any future work on Better Together: 

1. Identify key agencies/organisations and develop an implementation leadership team with agreed terms 

of reference

2. Define and map the current service parameters for PIMH in the Wanneroo/Joondalup Region, 

including referral pathways, inclusion and exclusion criteria, existing collaborations, knowledge of 

PIMH principles and practice and identify gaps

3. Develop clear and responsive referral pathways with an aim to adopting  a stepped care approach 

where (i) PIMH needs and risks are recognised and responded to in a timely manner and (ii) 

implementation factors which help and/or hinder the networked approach are identified

4. Create a robust local, across agency/organisation workforce development plan that identifies training 

for all relevant practitioners to increase awareness of PIMH, good practice and interventions

5. Develop a training package using existing resources and skills to build workforce competency in PIMH

6. Evaluate the effectiveness of implementation and practice outcomes in relation to specific training 

experiences noted above, designed to introduce perturbations to nudge system change. 
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Infant Mental Health 

Infant Mental Health (IMH) covers the healthy social and emotional development of a child from conception 

to age three years. It encompasses the developing capacity of the infant to experience, manage and express 

a full range of emotions, to form close and secure relationships, to explore the world and to learn (Zero 

To Three, 2012). The interdisciplinary field of IMH that has emerged over the past 41 years has at its core 

that the developing child is considered in the context of his/her System of Caregiving relationships and that 

understanding this context is important. The term was coined by Selma Fraiberg (1975) as she and her 

colleagues considered and intervened to address clinical disturbances in early parent-infant relationships.  

The field of IMH has grown rapidly and is underpinned by theoretical frameworks that include developmental 

psychology, attachment theory, developmental neurobiology, psychoanalytic theory, and systems theory 

(Fitzgerald & Barton, 2000). Study of IMH has provided significant clinical and research contributions towards 

understanding social and emotional development in infancy and toddlerhood and the critical role this 

developmental stage plays in biopsychosocial development throughout the lifespan. 

Advances in research on the developing brain have shown that infancy is a critical period that is ‘experience-

dependent’ relying on sufficient and appropriate stimulation of the caregiving environment to ensure optimal 

development. Epigenetic research has identified that as early as the prenatal period; the intrauterine 

environment influences the foetal experience and can have both positive (e.g., good prenatal nutrition) 

and negative (e.g., maternal alcohol consumption) effects. Where the environmental context is toxic, the 

structural and functional organisation of the foetus can be compromised. To the extent that adverse childhood 

experiences (ACES) persist, their cumulative effects can lead to a lifetime of health and mental health 

issues, including drug and alcohol abuse, antisocial behaviour, depression, and suicide attempts. Clinical 

interventions have been designed to effectively target infant-caregiver relationships and caretaking systems, 

including marital conflict. More recently the works of economists have provided clear evidence of the cost 

benefit to society of investing in the social and emotional wellbeing of infants and toddlers, with estimates 

of returns on investments ranging from 7:1 to 20:1 (Elango, et al., 2015).In keeping with research and the 

principles of IMH the promotion of healthy social and emotional development, the prevention of mental health 

problems and treatment of problems in the infant and very young child are all best considered in the context 

of family, community, society and cultural relationships; in short, considered within a biopsychosocial systems 

perspective.   

The first relationship between the infant and mother begins at conception. The PIMH systemic preventive-

intervention framework is informed by the rapid advances in scientific understanding of experiential effects 

on gene expression (epigenetics). It provides a framework for prevention or intervention of adverse childhood 

experiences (ACES). Within this framework, attention to the parent-child relationship, the child, and parent 

require intensive and comprehensive treatment services that include attention to ACES, including child 

maltreatment and family dysfunction (including separation/divorce, family alcohol/drug problems, family 

mental illness, domestic violence, and parental incarceration). Additional indicators of risk, particularly when 

measured in childhood, have also been included, such as economic insecurity, homelessness, exposure to 

neighbourhood violence, racial discrimination, and parent loss through death. Moreover, PIMH interventions 

are design to reduce dosage effects so that infants and very young children exposed to ACES can be shifted 

to life-course pathways that enable generation of resilience through positive relationships with their parents 

and other carers (McKelvey et al., 2016, 2017). The PIMH framework infused into Western Australia’s System 

of Care, provides an avenue to promote or intervene in relationship issues within a system of social and health 

support.
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Systems Change 

PIMH is designed within the context of relational developmental systems (RDS: (Overton, 2015). RDS systems 

are open systems, which simply mean that they change. A place-based service delivery system that is not 

dynamic becomes bounded, closed, and rigid, falling back on isolated impact approaches to service. Isolated 

impact approaches to service are based on the concept of changing one individual, one couple, or one family 

at a time. Prevalence rates of Adverse Childhood Experiences (ACES) reported to WHO by nearly every 

country in the world fall in the range of 17 – 21 percent of the population, with significant numbers of infants 

and young children exposed to 3 or more ACES (the cut point for predicting significant negative outcomes\

Felitti, Anda, et al., 1998). For Australia, this means roughly 5 million individuals with one type of ACES or 

another. The intervention work force necessary to provide isolated impact services cannot possibly exist or be 

sustained. The alternative is to change the system to maximize integration of services, cohesive preventive-

intervention networks, and implementation of community engagement approaches to involve citizens 

more actively in efforts to enhance individual, family, and community well-being. Relational developmental 

systems change efforts, such as PIMH, strive to improve human service and community systems in order 

to create better and more equitable outcomes for consumers (Foster-Fishman, Nowell, & Yang, 2007). The 

strategies underlying PIMH are anchored by an extensive body of literature, which, in aggregate, indicates that 

changing a system has greater and more lasting impact than do efforts to “fix” one component of the system 

in isolation. Even so, creating and sustaining  positive change in a system remains challenging, as Kania, 

Kramer & Senge (2018) illustrate with the following water analogy: 

“A fish is swimming along one day when another fish comes up and says “Hey, how’s the water?” The first 

fish stares back blankly at the second fish and then says “What’s water?” (p.2)

This metaphor is particularly apt for the field of PIMH where identifying the workforce and building 

collaborative networks can be a challenge (Matacz & Priddis, 2015). PIMH is comprised of people from diverse 

disciplines who are often fluid within organisations and who work within traditional siloed (boundaried, closed 

system) departments delivering specific mandated services. The Australian context is no exception with a 

Western Australian report highlighting gaps that exist in knowledge, skills and policy whilst recognising 

preliminary steps that have been taken to create awareness of the system and to build workforce competency 

(Matacz & Priddis, 2015).Until now, no systems lens has been applied to understand the forces at play that  

bind the Western Australian PIMH system within the status quo, promoting silos and isolated impact services. 

Kania et al offer six interdependent conditions that impede or enable system change and which include both 

those that are explicit and implicit (Figure 1). Beginning at an explicit level of structural change, policies, 

practices and flow of resources provide insight into the structural factors that constrain collaborative systems 

networking. In an Australian context, an example of system intervention at this level was the recognition 

of mental health as a significant political issue in 2010. In Western Australia a Mental Health Commission 

was established to lead reforms of the mental health system throughout the state. In the first mental health 

strategy published by this office, pregnant women, infants and children were recognised for the first time 

as a population with specific needs (Mental Health Commission, 2012), giving hope to the PIMH community 

that systems change would follow. A planning group was established, an inquiry into the mental health and 

wellbeing of children and young people was completed and recommendations made to improve outcomes for 

infants and children (Commissioner for Children and Young People  Western Australia, 2011), as did another 

important review of the health system (Stokes, 2012). A number of strategic projects to investigate the best 

service options and workforce strategies for perinatal, infants, children and their families were initiated. Policy 

change accompanied by resources for the PIMH field appeared possible.
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In the Kania et al., model, for systems change to be effective it also requires a second level of change which 

is semi-explicit. This involves consideration of the quality of relationships and connections as well as of 

power dynamics amongst both individuals and agencies/organisations involved. Key to achieving change is at 

the semi-explicit level or development of high levels of trust among system constituents, commitment to a 

common mission (ultimate goal), and shared resource to achieve community system change. In our example, 

the subsequent Mental Health plan (Western Australian Mental Health Commission, 2015) saw the term 

infants almost disappear. From a systems perspective it might be argued that new relationships needed to be 

forged, new alliances made and a shared vision created, but the mindset of bounded siloes prevailed. 

The final level required for transformative change is implicit change. Implicit change refers to changes in 

the mindsets of individuals in the system; how they think, talk and act and their underlying beliefs. In the 

final analysis, individual relationships matter and system change is not possible unless all stakeholders can 

coalesce around a shared vision - that is, collectively working to enhance individual, family and community 

well-being. In the PIMH field there is growing awareness that “lifelong positive mental health begins in 

pregnancy and is crucial for the healthy development through early childhood, childhood and adolescence”  

(Commissioner for Children and Young People WA, 2015), however, considerable gaps in knowledge and 

understanding remain, both within the field and by consumers. Moreover, there is insufficient knowledge that 

individual well-being is always nested within broader systems (Figure 2).

Figure 1   Conditions of systems change

Source: Kania et al., 2018.
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For structural change to occur relationships between people, agencies/organisations, and groups working 

in the same space require connection in meaningful and collaborative relationships, and a common vision 

and shared strategy for positive and equitable change must be developed. Systems change models give us 

the tools to intentionally and methodically alter status quo closed systems to bring about improvements in 

outcomes for targeted populations, such as vulnerable families with infants and infants, young children. 

In recent times communication scientists have contributed to transformative change at the level of changing 

mental models by translating and sharing scientific knowledge with the public in ways that the public 

understands. By investigating and researching the communication challenges of a particular issue and 

creating alternative ways that people might understand that issue, via media and education campaigns, policy 

makers, consumers and individuals are enabled to change their mindsets concerning the issue (Center on the 

Developing Child at Harvard University, 2014), and to envision innovative approaches to systems change. 

Figure 2   The nested environments of Relational Developmental Systems

Macro Social 
Environment: Socio-
economics, Fragile 

Families

Environmental Stress 
Inducers: Inequality, 

Racism, Social 
Policies . . .

Micro Environment: 
The Attachment 

Relationship

The Individual: 
Self & Biology

Source: H. E. Fitzgerald, 2018.



Conceptual Model

Better Together is underpinned by the evidence based practice framework of community engagement 

scholarship (CES), which involves creating university and community partnerships in order to effect dynamic 

social systems change (Fitzgerald & Zientek, 2015; McNall, Barnes-Najor, Brown, Doberneck, & Fitzgerald, 

2015). The boundary of the system identified for Better Together is the Perinatal and Infant Mental Health 

(PIMH) System of Care in the Cities of Wanneroo and Joondalup. 

The key principles of CES are systems thinking, collaborative inquiry, support for ongoing learning, 

emergent design, multiple strands of inquiry and action and transdisciplinarity. Key aspects in CES to 

effecting transformative and lifelong sustainable change in a system are co-creation of knowledge, data 

driven decision making, and collective impact metrics that provide the evidence base for change.   

1. Systems thinking (Place-based)

Systems change in Better Together refers to the idea that improvements for families with infants and infants, 

young children in the Cities of Wanneroo and Joondalup are most likely to come about by investigating “what 

worked for who?” in the broader system, rather than by investigating whether and how an individual project 

is working. It is place-based in that it aims to embed the PIMH relationship framework into all components 

of the System of Care available to families with infants and very young children, and to enhance referrals to 

integrate services across major components of the System of Care.       

Members of the research team initially set out to collect outcome data for the newly established Edith 

Cowan University’s (ECU) Pregnancy to Parenthood clinic. While ECU is located in the City of Joondalup, the 

ECU Pregnancy to Parenthood clinic is located in the City of Wanneroo. What we discovered was a system 

of complex interacting problems or “messes” (Ackoff, 1999) that had developed in the system over time. To 

evaluate outcomes for the isolated and single case of the ECU Pregnancy to Parenthood clinic and even to 

implement interventions in the place-based system that might effect change in one or two aspects of the 

system was to ignore the complexity of contextual factors that had perpetuated the problem. This first order 

approach was unlikely to result in any change for PIMH system in these two cities. 

Taking a systemic approach we identified that our focus would be best placed on what systems dynamics 

refers to as second order change. That is, we aimed to create a paradigm shift in understanding what was 

required in the system to best support the social and emotional wellbeing of infants and infants, young 

children in the communities (Foster-Fishman et al., 2007). We would explore the system from multiple 

perspectives in order to better understand the degree to which the component parts of the System of Care 

were interrelated and interdependent. The extent to which system components were siloed and system 

integration was not in service of families, we planned to introduce the PIMH systems framework to break 

down silos and enhance referral communications among the component entities providing care.    

Place-based systems thinking recognises that engagement is mutual and becomes possible as community 

institutions and agencies/organisations discover how to respond when families and neighbourhoods seek 

to engage them. Furthermore, it starts in the community where families who are active community change 

makers take the lead.

2. Collaborative Inquiry 

With the aim of Better Together now focussed on change to the dynamic functioning system of PIMH in the 

Cities of Wanneroo and Joondalup then relationship based approaches to gathering data and generating 

strategies for change were required. Collaborative inquiry, participatory action research, and social 

networking approaches are all suited to engagement of the community which has have a stake in improving 
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the system and to levering change. These approaches share a commitment to involving the community in all 

phases of the project and to co-creating an understanding of the system that incorporates new and diverse 

perspectives. 

Better Together intentionally put the community at the centre of the change process through inclusive 

involvement of a broad spectrum of system stakeholders in the PIMH field in a Reference Group, composed 

of diverse stakeholders (see appendix...). Early stages of the project were devoted to identifying and mapping 

the stakeholders in the two cities, a process that facilitated inclusion of individuals rarely engaged in decision 

processes related to government-sponsored service delivery, particularly at the local level. Careful thought 

and adoption of a transdisciplinary team approach at all levels and stages of the project led to the creation of 

opportunities to authentically engage the diverse group of stakeholders at each stage of the project.

Having the family voice heard was essential to Better Together. Consumers gave input on how to evaluate 

and understand the current working of the system around the needs and capacities of families with infants 

and infants, young children; what questions to ask the community; how to collect data and how and what to 

think about the findings. The project included a group of consumer representatives who remain part of the 

Reference Group and play a key role across multiple domains of the project.

In creating a broader constituency for change, Better Together had more possibility of accurately 

understanding the PIMH system and in disrupting or attempting to change the system where needed.

3. Support for Ongoing Learning 

Systemic change using collaborative inquiry and participatory action research approaches involves an ongoing 

cycle of investigation, shared data gathering and subsequent use of data in decision making, a part of ongoing 

change to system connectivity related to practice. 

Through Better Together the research team provided ongoing feedback and learning opportunities to 

stakeholders; the reference group meetings gave opportunities for stakeholders within the System of Care to 

use data driven decision making processes to inform changes to the system.

Opportunity to fully engage families, developed though capacity to pay for their time. To engage ‘vulnerable’ 

and ‘hard to reach families’ Better Together research team  developed specific criteria to define these families 

and sourced representatives from this group of families to capture their experiences as part of the project. 

Families informed Better Together team that pharmacists were often their first point of contact when they are 

having emotional difficulties related to adjustment to parenthood and/or concerns relating to their infant’s 

distress or emotional experience. This information led to:

• Inclusion of pharmacists’ in the Reference Group as a key stakeholder group

• Development and implementation of a pilot training model for pharmacists in PIMH.

4. Emergent Design

Better Together design was initially identified in broad and aspirational terms and then altered to incorporate 

new learning. In this way the design emerges from the cycles of the collaborative inquiry. 

In Better Together input from consumers led to changes in questionnaire design, to changes to the Reference 

Group membership and to reference group activities as well as to specific training and evaluation of PIMH 

principles and practice.  



Another example of emergent design in Better Together occurred when agencies/organisations in the Reference 

Group came together to co-fund and resource a workshop on translating the Bernard Van Leer organisation’s 

Global Approach, called ‘Urban 95,’ presented to the broader community of those interested in PIMH.

A third example, involved the recognition by Better Together that not all services are in a position to make 

changes and so an evaluation of service readiness for implementation of change was piloted by Reference Group 

members.   

5. Multiple strands of inquiry and action

In order to maximise effectiveness of change process, multiple strands of inquiry and action are used to 

address complex problems with different teams involved in considering different angles within the system.  

Within Better Together, teams were created to work on the different strands of the emergent design. For 

example, teams were created to consider and maximise the input and collaboration of vulnerable consumers, 

to focus on PIMH training programmes for primary health practitioners, to work on the global approach of 

the Bernard Van Leer foundation and to consider implementation strategies for agency/organisation change 

as well as the different strands of the research, such as the economic profile of the cities of Wanneroo and 

Joondalup and social networking. 

6. Transdisciplinarity 

According to McNall et al., (2015) transdisciplinarity involves researchers working jointly on a common 

problem using a shared conceptual framework that draws from multiple disciplines and it is this approach 

that holds the greatest promise for addressing complex systems issues. 

At ECU we began by creating a Transdisciplinary Child Research Consortium to build research in perinatal 

infant and early childhood mental health. This consortium consisted of the research team pictured in Figure 4. 

The focus of this group was to bring transdisciplinary perspectives on how to achieve infant early child social 

and emotional well-being. Better Together revolved around the ECU Pregnancy to Parenthood clinic which 

was establishing itself in the local community and which had a very clear PIMH identity. Table 1 illustrates the 

transdisciplinary nature of both the research team and reference group in by its inclusion of a diverse range of 

disciplines and agencies/organisations 

The broad base of Better Together minimised the negative consequences of holding a narrowly framed agenda 

that only looks at one specific component of PIMH. Indeed the first step in the project was to define and 

identify the principles of PIMH. 

Table 1   Transdisciplinary Team for Better Together 

Research Team Reference Group 

Clinical Psychology Mental  Health 

Community Psychology Education

Nursing and Midwifery Health 

Education Early Learning and Child Care 

Economics Community 

Counselling Psychology Consumer 

Perinatal and Infant Mental Health Non-government organisations 

9
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Figure 3   Conceptual model

ECU Better Together Project: Supporting     

Source: Matacz, Priddis and Lauren, 2018.
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   Perinatal and Infant Mental Health Services

GOAL OF THE RESEARCH

Transformational sustainable change to the dynamic system of place based PIMH services

3. Sustainable workforce development:

- Develop and pilot PIMH training for primary health professionals

- Implement PIMH training program across primary healthcare (GPs, Pharmacists and Child 

Health Nurses)

4. Collaborative inquiry and engagement design process to ensure continual evaluation of network 

dynamics and development, workforce training and consumer experiences of the system.
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Research Team

The coordinating body of the  Better Together project comprises the transdisciplinary  ECU Child Research 

Team (Education, Community Psychology, Clinical Psychology, Infant Mental Health and Nursing and 

Midwifery), Bankwest Curtin Economic Research Centre (BCEC) and the ECU Pregnancy to Parenthood Clinic 

and Developmental Psychology consultants from Michigan State University. 

The purpose of this group was to oversee the day to day work of the collaboration, guide the design and 

evaluation framework of the PIMH System of Care. The group guided the creation of a shared collective 

strategy which was driven by shared measurement and was dedicated to supporting the network in increasing 

levels of resources, responsibility and capacity. 

Refer to the Appendix for a full list of the members of the Reference Group for Better Together. 

Figure 4   Team Leads
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Najor

Michigan State University

Ms Fiona Reid

Reference Group Chair 

Jenna Thornton Olivia Marshall Celeste Lauren Divya Sreevardhanan
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Project Method

This project employed a mixed methods research design over a series of concurrent studies to investigate and 

implement change in the system of Perinatal and Infant Mental Health services in the cities of Joondalup and 

Wanneroo. Equal emphasis was given in the project to qualitative and quantitative methods making this a fully 

mixed concurrent equal status design using the Leech and Onwuegbuzie (2009) typology.

Qualitative data were collected from individual interviews, focus groups, training forums, reference group 

meetings and innovative workshops using a participatory action research model. Quantitative data were 

collected in the form of data from multiple versions of SNA questionnaires collected from consumers, hard to 

reach consumers, service providers and managers in education, health care, and community organisations.  

Data were also collated from publicly available data bases and sources.  

Procedure

Ethics approvals were sought from Government Departments of Health and Communities, from King Edward 

Memorial Hospital, Edith Cowan University and from Joondalup Health Campus.  

Reference Group  

A snowball method was employed to invite a purposive sample of service providers and managers from the 

Cities of Wanneroo and Joondalup and from services that were seen as state wide and integral to the PIMH 

network to form the Better Together Reference Group.   

This group continued to evolve over the life of the project and included representatives from over 40 agencies/

organisations across the continuum of care, cross cutting across multiple sectors (education, health, mental 

health, adult and child, community, government departments, clinicians, managers, administrators and policy 

makers). 

The Better Together Reference Group met on four occasions at Edith Cowan University for two hour sessions. 

Terms of reference were established, and a chairperson was elected. The data collected was bi-directional in 

that data from this group was used to inform research activities and data from the activities in turn informed 

the research group. 

Consumer Reference group 

Three consumers were initially recruited through the WA Consumer and Community Health Research 

Network. Parents of children aged 0-3 years from the cities of Wanneroo and Joondalup were invited to 

participate on the reference group with the support of the Consumer Advocate. They agreed to attend 

meetings, to assist with designing resources including questionnaires and to support activities of the project 

as they evolved. Over the course of the project these three consumers recruited additional consumers to 

attend the reference group as consumer representatives. The final group of consumer representatives 

numbered eight and included two fathers. All signed confidentiality agreements and all were paid an 

honorarium for their participation.

13
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The consumer representatives undertook the following tasks: 

• Review of the questionnaire developed by the research team

• Recruited and administered the questionnaire to families in the catchment area to gain a more 

comprehensive understanding of families’ experiences of the services and supports in PIMH in the 

Cities of Wanneroo and Joondalup

• Provided qualitative feedback through consumer reference focus group 

• Participated in the larger Reference Group meetings 

• Responsibility for recruitment and leading consumer focus groups. 

Interview Data 

As material emerged from the Collaborative Inquiry and Participatory Action Research process additional 

consultations and interviews were held with representatives from primary health care groups identified by the 

reference group. Specifically, interviews were held with representatives of government departments and with 

the peak bodies for general practitioners, pharmacies and community organisations.

Two focus groups were conducted with members of the consumer reference group and families from the 

Cities of Wanneroo and Joondalup. 

Quantitative Survey Data 

1. Social Network Analysis (SNA)
The project understands the importance of a robust learning and evaluation process and assessment 

on multiple fronts. The project adopted a ‘shared measurement’ approach as demonstrated by use of 

Social Network Analysis to process outcomes and ‘intangibles’ like trust, reciprocity and learning culture. 

Specifically, the project used SNA to answer the question: What are interactions among mental health, 
education, government organisations, community services and primary health involved in the delivery of PIMH 
services in the cities of Wanneroo and Joondalup? 

Collaboration with developmental psychologists at Michigan State University who were also expert in 

researching systems and in the use of SNA was vital for Better Together. With the support of this consultancy 

the team developed a series of questionnaires that were to be answered by service managers, service 

providers and consumers and that were suitable for analysis using SNA software and approaches. These 

questionnaires were relevant for agencies/organisations providing services across the continuum of care as 

well as across education, community, health, and mental health. 

PARTNER is a SNA tool designed to measure and monitor collaboration among people and agencies/

organisations. Data demonstrates how members of a system are connected, how resources are leveraged and 

exchanged, the levels of trust among members, and how outcomes are linked to the process of collaboration. 

Exploratory PARTNER analyses provided the first steps to develop a ‘shared measurement’ lens and a 

primary focus on improving responses to the complex issues within the PIMH system. It was anticipated that 

the network approach will tackle issues such as effective service delivery, service implementation, service 

coordination and action. 

2. Economic and Social Mapping
Publically available data are used to develop a socio-economic profile of the two cities. The ABS Statistical 

Area Level 2 (SA2 region) level data is used, as this is designed to reflect functional areas that represent a 

community that interacts together socially and economically. This is also the smallest area for the release of 

many ABS statistics.
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