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Abstract. This paper reports on a study that was based on the expectation that using interactive multimedia technology to develop an up-to-date education program for Aboriginal health workers has the potential to expand and reinforce their professional skills throughout their careers. It could maintain and improve their capabilities, improve the quality of healthcare delivery and overall health outcomes for their patients; empower them by being self independent learning, build up self-confidence by allowing them to apply this new learning technology in their work. This article first looks at the Aboriginal health gaps, then explains the approach and findings.  Then through a qualitative semi-structure open ended interview as a general need assessment for Interactive multimedia program development, it explores the factors affecting Aboriginal health workers’ ability to have more control over their continuing education and being self–esteem and confidence.
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1   Introduction

The health and well-being of people around the world depend critically on the performance of the health systems that serve them,” Dr Gro Harlem Brundtland, Director-General, World Health Organization (Brundtland, 2000). This speech reflects the important role played by Aboriginal and Torres Strait Islander health workers in Australian health system. They are considered to be the main providers of primary health services to Australian Aboriginal and Torres Strait Islander communities, especially in remote and rural areas. The important work they do couldbe better supported through ongoing availability of health informatics programs in their practice locations, particularly those that encompass a culturally-appropriate multimedia model.

This research study has an underlying assumption that improvements in health outcomes for Aboriginal and Torres Strait Islander people can only be achieved when the community and services are empowered to act on their own behalf (Bailey et al., 2006), and the process of developing continuing education programs for Aboriginal and Torres Strait Islander health worker is supporting, and promotes empowerment and increased participation of Aboriginal and Torres Strait Islander health workers in managing the health of their communities (Fleischl, 2001). 

Introducing new Information Communication Technology (ICT) tools into health workers learning environment to support educational needs, together with programs develop with Aboriginal pedagogical qualities at the forefront, is expected to empower Aboriginal and Torres Strait Islander communities to have higher levels of self-determination (Donovan, 2007).
1.1   Aboriginal Health
The poor state of health of Aboriginal and Torres Strait Islander peoples has been known for decades and therefore it is at the forefront of the national focus on health and service delivery initiatives (Bailey et al., 2006; Pellekaan and Clague, 2005). Gorman et al. (2006), and Hickman (2004) claim that despite attempts over considerable time to address the issues and successive government and community efforts to improve Aboriginal health, there are no signs that significant progress is being made to narrow the gap that has seen Aborigines die on average 20 years earlier than other Australians, and this appalling situation continues to exist. 

If Aboriginal health is to be improved, we should recognise the ongoing problems facing Aboriginal and Torres Strait Islander peoples who continue to suffer a much greater burden of ill-health than other Australians, and not ignore the living realities that many Aboriginal people must deal with on a daily basis including poverty, social obligations, gender concerns, and the experience of illness. These are important first steps in closing the Aboriginal and Torres Strait Islander health gap (Anderson, 2008; Saethre, 2007). 
Improving the health of Aboriginal peoples must involve a multi-sector and multi-disciplinary approach, which includes issues of education, political participation, environment and economic development (Cunningham, 2009). The government's commitment to reducing health inequalities is now recognised as a priority in the Queensland Health State-Wide Service Plan 2007-2012 (QldHS, 2007)
The poor health status of Aboriginal Australians cannot be addressed effectively without acknowledging and incorporating the knowledge and understanding of Aboriginal and Torres Strait Islander health workers (Genat et al., 2006). 

1.2 Empowerment of Aboriginal Health Workers
Empowerment and community participation theory as outlined in the Alma-Ata Declaration, World Health Organization (WHO) suggests that improving primary health care requires maximum community and individual self-reliance and participation in the planning, organisation, operation and control of primary health care. When this happens through appropriate education it enhances the ability of the communities involved to participate (WHO, 1978). Figure (1) illustrates the reflection of empowerment and community participation theory in the role of Aboriginal health workers within their own communities.
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(Fig. 1 Empowerment and community participation Theory)
Syme argues that in terms of developing better proactive strategies for preventing diseases and promoting health, it is best to focus on aspects of social class which are amenable to change, such as 'control of destiny', and the empowerment of individuals and communities to develop the capacity to exert greater control and influence over their social circumstances (Syme, 2004).
Closing the health gap requires the development of programs to treat issues such as inadequate housing, water, sewerage, health services and nutrition as the primary causes of poor health, but without consideration of the importance of the issue of loss of control that may be at the heart of such changes, is like looking at the wrong end of the cycle. This program needs to be redeveloped to return control to the people (Trudgen, 2000).  
Community participation, as has been described by Campbell in a health sociology review (2007), can be categorised into two types: 
Participation as a “means” - in which there will be a guarantee of local peoples’ cooperation and collaboration with externally-introduced programs. This approach has been adopted by the Australian and Queensland state government since 1990 and can be seen in the establishment of the Queensland Aboriginal and Islander Health Forum (QAIHF), which has been reconstituted in 2004 to The Queensland Aboriginal and Torres Strait Islander Health Council (QAIHC).  The Queensland State Health Plan 2007-2012 (1.7.1) acknowledges that improving access to safe and sustainable health services for Aboriginal and Torres Strait Islander peoples can be achieved through supporting the transition of health service provision to community-controlled Aboriginal and Torres Strait Islander health services, as and where appropriate, and where both community support and capacity to do so is strong. Queensland Health, in partnership with the Australian Government, provides system and infrastructure support to ensure that the transition of services is sustainable (QldHS, 2007).
Participation as an “end” - means the empowerment of people to take greater responsibility for their development through their acquisition of skills, knowledge and experience. Education, training employment for health workers should be promoting empowerment (CSAHTALtd, 1998).  This approach has been recognised in the Queensland State Health Plan 2007-2012 (1.1.7/5.1.8) (QldHS, 2007).  
An example for community participation as an “end”, might be employing local people to work on intervention and training them in community development processes, appears in the Lawson & Close (1994) study, which is one of 17 studies has been reviewed in Danielle C Smith‘s health sociology review (2007). 

Lawson & Close (1994) study refers to Aboriginal Health Promotion Officers (AHPOs), who undertook an Associate Diploma in Health and Community Development, and were employed by the New South Wales (NSW) public health program in ten different Aboriginal communities to support a range of activities designed to improve physical environment, health promotion and self esteem. Lawson & Close notice that the combination of the professional skills acquired AHPOs and their personal characteristics (mature interpersonal skills, knowledge about health promotion, and commitment to and participation in the affairs of the community) enabled them to play a leading role in health promotion (Smith et al., 2007). 
Another example for community participation as an end is illustrated in a study carried out by  The Victorian Aboriginal Community Controlled Health Organisation (VACCHO), in which  a community development process has been used to develop a health worker training course “based on the conviction that Aboriginal people know what is best for them” (Adams and Spratling, 2001). 
Trudgen (2009) suggested in a media release about intelligent education to close the gap in health standards between Aboriginal and non-Aboriginal Australians, that with free and full access of Aboriginal and Torres Strait Islander people to information and knowledge about the world around in a language they can understand, they will be able to take back control of their own lives and they will themselves create the interventions to deal with the problems they face. Technology is only useful as an answer to health problems after being modified and adapted by a particular community to meet the conditions and values of that community; including its cultural and spiritual values (Barlett, 1995). 
Hecker (2008) argue that the three main factors preventing Aboriginal health workers from attaining a key role within the health service are the standard of training they receive, their low literacy and numeracy levels, and their lack of participation in decision making within the health service. Each of these factors is interrelated and all affect the Aboriginal health workers' ability to have more control and responsibility within the health service.
Improvement of Aboriginal and Torres Strait Islander  Australian health can be achieved by enhancing the capacity of primary health care services and the presence of a sustained comprehensive primary health care programs delivered by a trained Aboriginal and Torres Strait Islander  health workforce (Gruen et al., 2002).
Development of an interactive multimedia self-paced health informatics CD-ROM program could be effective as a source of information for Aboriginal and Torres Strait Islander health workers, and could improve the workers’ capacity to independently control their learning within an attractive learning environment, with scope to strengthen their capacity for the provision of quality healthcare delivery and health outcomes.
2 Methods

A model needs assessment, as a first step in interactive multimedia health informatics program development, was undertaken through a qualitative semi structured approach and the use of open-ended interviews which gave participants the opportunity to respond in their own words, rather than forcing them to choose from fixed responses. 
The selected participants were asked to describe their own experiences, with the intention of incorporating the knowledge and opinions of participants in the planning and management of the multimedia project. All interviews were stored as audio recordings and transcribed in full, with notes written at the time, and more comprehensive notes written afterwards.

The purpose of the following section is to describe the research participants, data collection and analysis strategies employed in this study.
2.1 Ethical considerations
The proposal for the research was submitted to the University of Southern Queensland, Office of Research and Higher Degrees, with ethical clearance obtained, and approval to commence was granted. An approval was also obtained from Tertiary and Further Education (TAFE). 

A written agreement in form of a consent form obtained from each participant. The purpose of the study and the reason for their participation explained. Copies of this document are included in Appendices (1), (2), (3).

Anonymity and confidentiality were assured and were participants informed that they may willingly withdraw from the study, or retract any information they gave to the investigator, at any time.  No personal or identifiable details used or kept in any records or reports. 
2.2 The participants
The study was conducted in South-West Queensland. The participants in the study were 10 people engaged in the field of Aboriginal health worker education for many years, including lecturers, program coordinators, training organisers, Aboriginal health worker managers, and Aboriginal health workers. 

This broad range of people was involved so as to ensure a diverse range of perspective would be incorporated, thereby improving the potential viability and validity of data. The research was not restricted to a particular ratio between genders.
Invitations for participation were advertised through the Aboriginal & Torres Strait Islander Community Controlled Medical Service through personal approaches and by using a flyer, a copy of which is included in Appendix (4). 

The following organisations were approached: 
1) Local Aboriginal and Torres Strait Islander community-controlled health centers (Toowoomba Sexual Health Service – KOBI HOUSE, Darling Downs Public Health Unit and Carbal Medical Centre);

2)  Local registered health training organisation (Cunningham Centre);

3) The Centre for Rural and Remote Area Health (CRRAH), USQ, Toowoomba campus;
4) University of Southern Queensland, Faculty of Sciences, Department of Nursing; and

5) Tertiary and Further Education (TAFE), Toowoomba.
2.3 Data collection and recording modes

This study was based on a review of the relevant literature as well as data obtained through telephone or face-to-face semi-structured open-ended interviews with stakeholders, Aboriginal and non–Aboriginal Health care staff who deal with Aboriginal health worker education. 

The principal source of data was gathered from transcripts of taped interviews made by the researcher with the participants. Data from archival research was used to support and complement the main data. 
The interviews were digitally recorded. Interview responses transcripts were then sent to the participants in order to confirm their validity. Analysis and collection data occurred concurrently.  This shaped the process of ongoing data collection, allowing for the refining of questions and the pursuit of any emerging avenues of inquiry in further depth. 

2.4 Content analysis 
thematic analysis was undertaken by exploring the content of material from a variety of sources. 

Analysis begins with proofreading the material and simply underlining key phrases to identify the terms used by participants themselves, which is called “in vivo coding”. Through the identification of the themes and the refining of them to the point where they can be applied to the whole text much of the interpretive analysis has been done (Bernard and Ryan, 1998).

Thematic content analysis, which is a descriptive presentation of qualitative textural data, was used in this study; through identifying common themes in the texts provided for analysis, detecting reoccurring statements that are related to the topic and grouping those statements into meaning units.  Identifiable themes emerged from the collected data, and the literature review was helpful in explaining and understanding the themes that emerged.
In the study, the collection and analysis of data often occur concurrently. The themes were validated by an independent research against the original transcripts, and the interview data were imported into the NVivo computer package for coding and categorization.
3 Results

This study outlines responses from varied stakeholder backgrounds regarding the current Aboriginal and Torres Strait Islander health workers and their current continuing education program and issues impacting on it. 
In these interviews most of the participants agreed that Aboriginal and Torres Strait Islander health workers were very committed people who were looking forward to supporting their own community and solving their own health problems. Their ambitions were restrained by the limitation on their roles specified in their code of practice. They also identified that lots of expectations were placed on them from the main health stream and their community, while in the meantime there were big learning and cultural gaps in their training program. 
Some of the participants expressed their concern regarding the limitations in Aboriginal and Torres Strait Islander health workers’ background and knowledge. They consider those limitations to be the critical source of their incapability for further training.
” Most health workers are working on the operational stream and most health worker do not have a well-known tertiary qualification” (04 AV).

 “No degree at all, certificate level, we’re called sub professional, I am not saying those certificates are not good they are  but they are at a very basic level, most of them have done it or are in the process of doing it”, “Their knowledge is not working at full speed, they got some knowledge but not a lot, They tend to try to help them do the training course, when they do the course they find it difficult to do that” (05 JF). 
4 Discussion and Recommendations
All participants agreed that Aboriginal and Torres Strait Islander health workers should be involved in the program development through their continuing formative evaluation of the program in all its development steps, and the program content should be relevant, and directed to their level.
“I have my ideas but I can't, I don't know if they are correct or efficient and effective until I discussed with Aboriginal Health workers, because who am I? “(05JF), 
“You can make a draft and get some advice, before you finish the program. Just let have a look in them the sense is enough, cultural, get the message across, feedback” (07RT), 

“If you want to make it cultural appropriate you need to be guided by health 
workers” (08MK), 

“it is very important for anything we could develop that we have inform by the health workers and have a say into the development of it” (04AV).
About 70 percent of the participants believe that improving Aboriginal health could only be achieved by: 

1) Ingenious Aboriginal health services in the management, delivery and training sectors;

2) Cessation of dictation to them;

3) Improvement of their education and support provided to them to be self-reliant; and

4) Incorporating their traditional culture into health services. 
5) De-limitation for Aboriginal and Torres Strait Islander health workers’ training skills so they can be able to carry on more practical duties, and work independently in their own practical locations.

5 Conclusion 
This article examines the issues of empowerment of Aboriginal health workers through improving their continuing education by providing them by an interactive multimedia health informatics program to update their knowledge. 
A general needs assessment as a first step in Interactive multimedia program development was undertaken through a qualitative semi structure open ended interviews. Result shows that Aboriginal and Torres Strait Islander health workers was very committed people who were looking forward to supporting their own community. Their ambitions were reserved by the limitation on their roles specified in their code of practice, and there were big learning and cultural gaps in their training program.
the participants believe that improving Aboriginal health could only be achieved through Ingenious Aboriginal health services in the management, delivery and training sectors; Cessation of dictation to them; Improvement of their education and support provided to them to be self-reliant; and incorporating their traditional culture into health services.                                                                                                                                                                                                      
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