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CHAPTER 12

Wellness Rhetoric: Implications
for Policy and Practice in

Australian Childhood Health
and Disability Services

Lauren J. Breen and Sherry Saggers

j‘ » ellness approaches to service provision emerged from the social model
of disability and are increasingly preferred throughout the health and disabil-
ity service sectors worldwide. However, research continues to demonstrate
that many health services and individual practitioners continue to operate ac-
cording to medical models of illness. The aim of this chapter is to explore the
rhetoric of wellness approaches to health and disability. As the first step to-
ward embedding wellness approaches within childhood health and disability
policy and practice, we investigated the policy and procedure documents of
major childhood health and disability services across Australia. We conclude
with some suggestions for how wellness approaches might be incorporated
into policy and practices of childhood health and disability services.

Approximately four million Australians, or 20 percent of the country’s pop-
ulation, are classified as having a disability, and this includes 317,900, or
8.3 percent, of the nation’s children (Australian Institute of Health and Wel-
fare, 2006). Childhood disability often has a profound effect on the family or
household unit, especially in relation to the responsibility for care of a child
with a disability (particularly by mothers): the negotiation of the often com-
plicated and confusing structured support services and systems of care; the
potential for relationship difficulties with other children and spouses, restric-
tions in the ability to participate in leisure activities, and loss of friendship
networks; and economic hardship {Australian Institute of Health and Wel-
fare, 2006; Dodd, Saggers, & Wildy, 2007; Murray, 2007; Trute, Hicbert-
Murphy, & Levine, 2007).

Although the definitions of disability remain contested within Australia
{Bowles, 2001), we define disability in accordance with the notion that a
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person with impairment is “disabled” through social and environmental barriers
(see Thoreau, 2006, pp. 446—447, or Barnes & Mercer, 2006, pp. 5-6, for
discussions of terminology and its implications). However, while the social-
political conceptualization appears to be the leading influence on social policy
in Australia, the medical and economic paradigms are equally dominant when
it comes to practice (Bowles, 2001). Despite the medical and economic dom-
inance, wellness approaches, which emphasize health and well-being, are in-
creasingly preferred for the delivery of health and disability services across
Australia and internationally (Breen, Green, Roarty, & Saggers, in press).

THE SHIFT TO WELLNESS

Wellness is generally defined as a multifaceted and holistic understand-
ing of health (e.g., Breen et al., in press; Jones & Kilpatrick, 1996; Kahn &
Juster, 2002; Larson, 1999) and aligns with the social model of disability
(Oliver, 1983) and the World Health Organization’s (1948) enduring defini-
tion of health as “a state of complete physical, mental and social well-being,
not merely the absence of disease or infirmity” (p. 2). Throughout Australia,
there are increasing demands by individuals and families for the delivery of
health and disability services that empower and attend to issues of client
wellbeing, independence, self-determination, and rights to meaningful and
productive lives (Breen et al., in press). Further, principles of wellness ap-
proaches to health and disability also align with and are embedded within
various national health strategies and policies as well as in similar state initia-
tives, which argue for resources to be directed to public health approaches
that improve quality of life rather than acute care interventions.

Despite the paradigm shift toward wellness in Australian health services,
the presence of theoretical, empirical, social, and political demands toward
wellness (Breen et al., in press) and the recognition of and support for well-
ness within allied health disciplines, these remain misaligned with the practices
in the health and disability sectors (Bowles, 2001; Goodgold, 2005; Hanna &
Rodger, 2002; Saggers et al., 2002; Schalock, 2004; Wearing, 1999). Although
many childhood health and disability services within Australia are committed
to embedding wellness approaches into the practice of allied health service
delivery, they face the challenge of implementing such approaches where the
medical and economic models remain the powerful drivers of practice.

TOWARD EMBEDDING WELLNESS APPROACHES
IN POLICY AND PRACTICE

A fundamental strategy for achieving health and wellness is the transla-
tion of research into policy and practice (Krahn, Putnam, Drum, & Powers,
20006}. The incorporation of wellness approaches into childhood health and
disability services requires holistic and complex changes to allied health
professional education and training, practice, funding, and research (Breen
etal, in press). Herein, we are concerned with the examination of policy and
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procedure documents of major childhood disability services providing allied
health services within Australia. Qur aim was to determine how wellness is
positioned rhetorically within key documents of selected childhood health
and disability providers across Australia.

Using a multiple case study approach and content analysis, we describe how
and where the indicators of wellness appear in the documents of major child-
- hood health and disability providers. The key indicators of wellness, as identi-
fied in Breen et al. (in press) guided the study. A multiple case study approach
was employed because it is systematic, contextual, and utilizes multiple sources
of data (Burgess-Limerick & Burgess-Limerick, 1998; Robson, 2002).

Through state government health Web sites, we identified all organiza-
tions and services providing any type of health or disability service to children
(0 to 18 vears) within three Australian states (Queensland, South Australia,
and Western Australia). These lists were then reviewed by childhood allied
health service providers and stakeholders within the states who provided de-
tails of relevant additional services. This process resulted in 10 services—
three in Queensland, three in South Australia, and four in Western Australia.
These organizations employed a range of allied health professionals, primar-
ily occupational therapists, physiotherapists, speech pathologists, psychologists,
and social workers. The services provided allied health services to children (0
to 18 years) either for specific impairment (i.e., vision; # = 1) or multiple
impairments (# = 9), and included both government (% = 5) or not-for-profit
nongovernment agencies (# = 5).

An initial perusal of the services” Web sites and consultation with allied
health professionals in the childhood health and disability sector indicated
that the policies and procedure documents requiring examination would in-
clude Web pages, annual reports, and strategic plans. Where annual reports
or strategic plans were not available on the sites, the services were contacted
and access to copies of these documents was requested.

To recognize a wellness approach within these policy and procedure docu-
ments, we scarched for the presence of six key indicators of weliness ap-
proaches as identified in a review of the literature (Breen et al., in press)
and via a process of consultation with allied health professionals employed in
selected childhood health and disability services across Australia. The six key
indicators were:

* shared control between client and practitioner;

¢ holistic definitions of health;

¢ individualized support, therapy, and intervention;

» the use of multidisciplinary teams;

e the provision of support from community-based settings; and
s advocacy/the politicization of health.

A matrix, consisting of a table where the columns represented the indica-
tors of wellness and the rows represented the services, was constructed to
record the presence (and therefore the absence) of evidence demonstrating
each of the six key indicators of wellness. The construction of the data matrix
was advantageous because it facilitated the systematic and logical reduction
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and display of the data (Miles 8& Huberman, 1994). The Web sites, annual
reports, and strategic plans for cach organization were searched and excerpts
that reflected each of the six key indicators were transposed into the matrix,
In addition to the manual search, keywords (e.g., multidisciplinary, advocacy,
wellness, decision making) within the six indicators were searched for using
each Web site’s search facility.

Omnce the matrix was constructed, a content analysis was performed on
the datd (Miles & Huberman, 1994; Robson, 2002). As well as facilitating
the identification of wellness correlates within each organization, the matrix
also facilitated the identification of patterns, themes, and contradictions that
emerged across the organizations (Miles & Huberman, 1994). The analysis
process resulted in a description of how and where the correlates of wellness
appear in the documents and Web sites of the major Australian childhood
health and disability providers.

THE RHETORIC OF WELLNESS

An overview of each of the 10 selected childhood health and disability
scrvices, and the presence of wellness indicators within them, is presented
in Table 12.1. The number of wellness indicators identified in the Web site
pages, annual reports, and strategic plans of each service ranged from just
two to all six. The most common were:

holistic definitions of health (% = 9);

use of multidisciplinary teams (# = 9};

provision of support from a community-based setting (# = 8)

shared control between client and practitioner {# = 6);

presence of individualized support, therapy, and intervention (# = 5); and
advocacy /the politicization of health (7 = 5).

L] L:] [ ] L] [ L

Overall, the Web site pages, annual reports, and strategic plans of the nongov-
ernment services were more likely than government documents to include
more of the key indicarors of wellness,

Each of the key indicators is presented next, with examples demonstrat-
ing how each was embedded within the Web site pages, annual reports, and
strategic plans of the selected childhood health and disability services within
Australia. All services are represented by their code number (see Table 12.1)
and all names have been changed.

Holistic Definitions of Health

This indicator was evident in the use of phrases concerning the promotion
of health. For example, the services aimed to promote “life-long health” (Ser-
vice 1), aimed to “improve and promote their health and well-being” (Service
9), and stated that their mission is to “promote, maintain, and restore the
health of women, children, and young people” (Service 5). Some stated that
they assisted the children to “get the most out of life” (Service 3), promoted
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“success in education and all aspects of their lives” (Service 4), helped the
children “develop skills and achieve greater personal control and indepen-
dence on their lives” (Service 6}, encouraged them “to be more meaning-
fully involved in the world around them” (Service 7), and enabled them “to
achieve their maximum individual potential for participation in the commu-
nity” (Service 10). The statements drew on the notion of multiple systems
of health, including but not limited to the physical, psychological, social, and
the educational, which aligns with the World Health Organization (1948)
definition of health as well as social-political conceptualizations of health and
disability (e.g., Finkelstein, 2001; Gabel & Peters, 2004; Marks, 1999; Oli-
ver, 1983; Schalock, 2004 ).

A holistic definition of health was also present in the vignettes about cli-
ents whereby the children were described primarily as “regular” children firs,
and where the child’s impairment and the therapy services they received
from the service were secondary. This strengths-based approach is illus-
trated in the following example from parents of a child in receipt of services
from Service 6.

We asked the coordinaror [of service] if Alicia could join them, even though it was
obvious Alicia could not do the same things as the other four vear olds. [The
coordinator] welcomed Alicia and encouraged her participation. . . . At the be-
ginning of the season Alicia would walk through each activity as long as some-
one held her hand. There were some activities she just couldn’t do, but for the
most part she tried—she was slow and held every one up, but the other kids just
moved around her. They were having 100 much fun to worry about Alicia. The
other parents were as encouraging to Alicia as they were with their own kids. By
the end of the season Alicia was independently doing the relays, the long jump,
and with just a little help, she was getting though the obstacle course. . . . Her skill
level improved every week, and along with the skills came confidence and enor-
mous satisfaction, This is what junior sport is all about and Alicia was part of ic.

Some of the services emphasized other roles that complemented the provi-
sion of therapy. These included professional consultancy, training, and support
for families, teachers, and service providers (Service 3), provision of resources
and assistance on the purchasing of aids for families and schools (Service 3),
fact sheets on various health issues (e.g., child nutrition) (Service 9), and the
delivery of health promotion programs {Service 5).

Use of Multidisciplinary Teams

The presence of this indicator ranged from a simple list of the range of health
professionals who were employed within the service to an emphasis on health
professions working together to provide the best service to clients and their
families. An example of the latter is Service 3’s “multidisciplinary teams of pro-
fessionals are committed to improving the quality of children’s lives.” However,
this indicator of wellness was not elaborated on in the analyzed documents.

Itis often assumed that the presence of multidisciplinary teams in health care
settings results in democratic processes between members and better services
(O’Connor, Fisher, & Guilfoyle, 2006; Shaw, de Lusignan, & Rowlands, 2005).
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Despite this assumption, moves toward multidisciplinary teams and shared
control between disciplines have also been problematic. Research has demon-
strated that multidisciplinary health care teams often reveal no improvement
in quality of care, communication is frequently unequal and conformist, cul-
tural and professional gaps between disciplines might be widened, and, where
medical doctors are members of the teams, they tend to dominate the inter-
action and decision-making processes (Arwal & Caldwell, 2005; Hiscock &
Pearson, 1999; Law & Boyce, 2003; Shaw et al., 2005; Wearing, 1999).

Provision of Support from a Community-Based Setting

The services varied in the degree to which they were community-based.
In addition to providing support from within the services’ main facilities,
six provided services directly in the home {Services 3, 4, 6, 7, 8, and 10),
three in child-care settings (Services, 2, 6, and 7), and five to schools and
kindergartens (Services 2, 3, 6, 7, and 10). Interestingly, six stated that they
provided services within the “community” (Services 1, 3, 4, 6, 7, and 10)
without explaining how the community differed from the other settings
mentioned. For example, Service 7 worked with children “at home, school,
or in the community.” Two services provided a rationale for the provision of
services within the child’s usual environments rather than within their therapy
centers. Service 6 explained, “We know that children learn and develop best
in an environment in which they are comfortable,” whereas Service 10 asserted
that “the best possible learning is integrated into their usual routine.”

The word community appeared numerous times throughout the analyzed
documents and the data matrix. However, being based within the commu-
nity does not make a service ofthe community (Walker, 1995). The use of the
term community implies the existence of mutual obligation and bidirectional
influence between each service and the community within which it is situated
(McMillan & Chavis, 1986). Despire definitions of community emphasizing
relational ties and bonds as well as geographical settings (e.g., McMillan &
Chavis, 1986), the services’ use of the term tended to pertain to geographical
terms, that is, as a place. However, this appropriation of a discourse of com-
munity potentially disguises political motives and economic rationalist ideals
behind notions of geographic and affective bonds (Saggers, 2005).

With the exception of Service 3, all the services claimed to be state-wide,
yet not all explained how their services were provided to children and fami-
lies residing outside the main cities in which the services were primarily or
solely located. Services 4 and 8 had offices or clinics located in large regional
towns, and Service 4 also provided visits to children in rural areas and linked
these children and their families to local service providers. Services 6 and 10
provided outreach services to rural, regional, and remote arcas within their
respective states.

Shared Control between Client and Practitioner

The parent(s) of the child and the entire family group were often consid-
ered to be the client in addition to the child in receipt of therapy services.
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The services stated that their therapists “liaise” (Service 2), “discuss” (Ser-
vices 2 and 7), and work “collaboratively” (Services 3 and 4) in “partnership”
(Services 3, 4, and 6) with the parents and families of the children receiving
therapy so that the family has “choice” (Service 6) and “control” (Service 6)
and can make “informed decisions” (Service 10) about the services they and
their child receive. Service 2 explained this emphasis by stating that their
“staff work in a multidisciplinary team. The most important partner in this
team is you, the parent or care giver, because you know your child best,” and
Services 6 and 10 explained that the families are the “experts” when it comes
to their own needs, priorities, and well-being. In three cases (Services 3, 6,
and 7), the child in receipt of services was also explicitly included in the deci-
sion-making partnership, and the remainder focused on the “family” or the
“parents” without specifically focusing on the child’s role in the process. This
is particularly important because children with disability and their parents have
been shown to hold differing views concerning service delivery (Garth &
Aroni, 2003) and this research demonstrates that the opinions of children with
disabiliey should be further explored within the therapeutic partnership.

Four services (Services 3,4, 6, and 10) stated that their emphasis on shared
control and partnership was informed by family-centered practice (Hanna &
Rodger, 2002, King, Teplicky, King, & Rosenbaum, 2004; Law et al., 2003),
Family-centered practice was defined by Service 6 as the recognition that
“families need up-to-date, accurate, and reliable information to make well-
informed decisions, work out what they need, [and] decide what they see as
most important for the child at any point in time.” In this approach, families
and therapists “work together in partnership and each has expertise to con-
tribute” {Service 3), services are “developed and implemented in partnership
with parents and in collaboration with other professionals” (Service 4), and
the role of the professional is to provide family members with information
so they can make “informed decisions” (Service 10) and “achieve what they
decide are their priorities” {Service 6).

By stating that they assist “children, young adults and their families achieve
their full personal potential and help them become empowered to make
informed choices about their lives,” Service 7 appeared to work from an
empowerment model (e.g., Melnyk et al., 2004; Newman & Vidler, 2006).
However, no further information was supplied, nor was there any attention to
the power differential between parents and professionals that can counter-
act the development of working partnerships between them (Blue-Banning,
Summers, Frankland, Nelson, & Beegle, 2004), the conflation of family
involvement in care with family responsibility for care (Dodd et al., 2007;
Shields, Pratt, & Hunter, 2006) or to research indicating that parents be-
lieve family-centered practice has more negative outcomes than do service
providers (King, Kertoy, King, Law, Rosenbaum, & Hurley, 2003).

The assumed expertise of parents of children with disability was also illus-
trated in the corporate governance of Service 6, where five of the nine board
members, including the president and vice president, are parents of present
or former clients of the service. Some commentators (e.g., Finkelstein, 2001;
Townsend, 2003) have proposed that clients should have a critical role in
service delivery and professional organizations and there is a trend more
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generally toward user-led disability services (Barnes & Mercer, 2006). The
increased involvement in and control of disability services by people with dis-
ability and their families is thought to have the potental to challenge the
status quo that only “abled” people can administer services to people with
disability (Finkelstein, 2001).

Individualized Support, Therapy, and Intervention

This indicator was mentioned to some degree or another by five services
(Services 3, 4, 6, 7, and 10). The rationale for individual planning and pro-
gramming was explained by Service 6 as “no two children are the same, so
services are individualised, responsive, and flexible.” Service 3 outlined the
difficultly of meeting individual needs within the context of funding: “The
long term challenge remains to evolve towards a business model that reduces
dependency on government funding and [at the same time] enhances oppor-
tunities to provide new and flexible services tailored to the perceived needs
of families, rather than the bureaucratic convenience of funding programs.”
Individualized support, as opposed to a “one-size-fits-all” approach to ser-
vice delivery, is considered to be a key characteristic of appropriate disability
approaches (Schalock, 2004; Umbarger, Stowe, & Turnbull, 2005).

Advocacy and the Politicization of Health

Some services stated that an aim was “to advocate on health issues of behalf
of the women and children of [state]” (Service 1) and “be regarded highly as
a valued advocate to policy decision makers” (Service 7). Others were more
specific about the ways they provide advocacy and rationale behind it. For
example, drawing on the World Health Organization’s (WHO) International
Classification of Functioning, Disability and Health (2001), and the notion
that disability might result from social and environmental barriers, Service 6
might “recommend or arrange: ramps for building access, building modifica-
tions to provide accessible toilets, [and] training in communication interaction
strategies to enhance communication opportunities for children.” Likewise,
to better met the needs of blind and visually impaired people, Service 4 main-
tained an active advocacy role by developing public policy positions in various
areas included outdoor dining, education and training, print standards, and
safe and accessible public transport. In relation to this indicator of wellness,
the services tended to participate in advocacy far more than the politicization
of health and disability. Some commentators have recently argued that the
“political” is often absent from social-political approaches and have proposed
the development of a resistance theory of disability that is explicitly emanci-
patory {e.g., Gabel & Peters, 2004; Watson, McKie, Hughes, Hopkins, &
Gregory, 2004).

CONCLUSION

Wellness remains a largely elusive and contested term in the literature (Breen
et al., in press; Kahn & Juster, 2002; Larson, 1999). Part of the explanation is
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the continuing tensions between the social-political, medical, and economic
paradigms that underpin Australian health care policy and practice (Bowles,
2001). Importantly, these competing and contrasting pressures are evidenced
by the ways in which the childhood health and disability organizations de-
scribe their service delivery, which helps explain the difficultly of shifting from
wellness rhetoric to reality.

Determining where and how wellness appeared in the Web sites, annual
reports, and strategic plans of the selected childhood health and disability
services was further obscured by the lack of any reference to the term well-
ness. That is, despite the growing use and acceptance of the term, it did not
appear even at the rhetorical level in the selected documents of major child-
hood health and disability providers across Australia. Furthermore, while all
six correlates of wellness were mentioned, at least to some degree, how each
characteristic was enacted by and practiced within each by service remains
unclear. This uncertainty illustrates the importance of moving beyond the
rhetoric of wellness and exploring how such a concept is implemented in
practice. Ultimately, the shift requires holistic and complex changes to allied
health professional education and training, practice, and research, as well as
funding structures and practices that determine the delivery of childhood
health and disability services (Breen et al., in press).

Although the services appeared to endorse at least some or all of the wellness
correlates, the rhetoric may not always match the reality of service provision
(Bowles, 2001; Goodgold, 2005; Hanna & Rodger, 2002; Saggers et al.,
2002; Schalock, 2004; Wearing, 1999). The alignment of allied health litera-
ture on health and disability with policy and practice is integral to the im-
provement of health and disability services. Embedding wellness approaches
into health and disability services requires holistic and complex action within
allied health professional education and training, practice, and research,
rather than just a change in the terminology and rhetoric used. The details of
this action in each context need to be identified.

The next stage in our ongoing research involves in-depth case studies of
four major childhood disability service providers in Australia to determine
how wellness approaches are embedded within the practices of these services
and examine the factors that facilitate and impede their implementation. The
proposed outcome of the research program is the development of guidelines
for the practice of wellness across allied health services. Although based in
Australia, the research is relevant to all contexts where the contemporary litera-
ture and current policy/practice are misaligned, providing a significant step
toward the provision of childhood health and disability services that are more
readily empowering and that addresses issues of client well-being, individual
choice, independence, and the right to meaningful and productive lives.
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