Improving the management of young people with Fetal Alcohol
Spectrum Disorder in detention
Hayley Marie Passmore
Bachelor of Arts in Psychology (Honours), Bachelor of Criminology

This thesis is presented for the degree of Doctor of Philosophy of
The University of Western Australia
Medical School (Paediatrics)
Faculty of Health and Medical Sciences
2019

THESIS DECLARATION
I, Hayley Marie Passmore, certify that:
This thesis has been substantially accomplished during enrolment in this degree.
This thesis does not contain material which has been submitted for the award of any other degree
or diploma in my name, in any university or other tertiary institution.
In the future, no part of this thesis will be used in a submission in my name, for any other degree
or diploma in any university or other tertiary institution without the prior approval of The
University of Western Australia and where applicable, any partner institution responsible for the
joint-award of this degree.
This thesis does not contain any material previously published or written by another person,
except where due reference has been made in the text and, where relevant, in the Authorship
Declaration that follows.
This thesis does not violate or infringe any copyright, trademark, patent, or other rights
whatsoever of any person.
The research involving human data reported in this thesis was assessed and approved by Western
Australian Aboriginal Health Ethics Committee (approval #582) and The University of Western
Australia Human Research Ethics Committee (approval #RA/4/1/7116). Written participant
consent has been received and archived for the research involving participant data reported in this
thesis.
Research approvals were also gained from the Western Australian Department of Justice
(formerly the Department of Corrective Services; project ID #335) and the Western Australian
Department of Communities (formerly the Department for Child Protection and Family Support;
approval #2015/8981).
This thesis contains published work and work prepared for publication, some of which has been
co-authored.

Signature:
Date: 01/07/2019

i

ACKNOWLEDGEMENTS
This research was funded by the National Health and Medical Research Council
(APP1072072). During my candidature, I was supported by an Australian Government Research
Training Program Scholarship, a UWA Safety Net Top-Up Scholarship, a Stan and Jean Perron
Postgraduate Excellence Award and a FASD Research Australia Centre of Research Excellence
Extension Scholarship. This thesis was completed on the Boodjar (land) of the Noongar Wadjuk
people. I acknowledge the strength, resilience and capacity of the Noongar people, and pay my
respects to all Aboriginal and Torres Strait Islander people as the Traditional Owners of country
throughout Australia.
I sincerely thank my PhD supervisory team. Professor Carol Bower, your guidance
throughout my candidature has been invaluable, distinctly shaping my PhD research project and
more broadly, my approach to research and understanding of its purpose. While I’m only just
beginning my research journey, it is clear that working so closely alongside your insight over the
last four years will remain one of the highpoints of my career. Thank you especially for being
such a generous leader, and for reminding me during the more challenging times to have kindness
in my heart. Clinical Associate Professor Raewyn Mutch, your passion and love for everything
you do, and the reasons you do it are undeniably inspirational. I feel so honoured to have learnt
from and worked with you. You continuously strive for a better world, doing research only for
the right reasons, and I hope that I can follow your lead in assisting to amplify the voices of those
who often go unheard. Associate Professor Sharyn Burns, thank you for your practical guidance
and supportive approach to my research, and for always providing advice with such clarity and
thoughtfulness. Associate Professor Guy Hall, thank you for inspiring me to pursue work in the
field of criminology all those years ago when I was an undergraduate student, and for always
being interested and invested in my work, health and life. Professor Jonathan Carapetis, thank
you for your ongoing encouragement and practical advice, particularly regarding the translation
of my research into what we hope is lasting policy and practice change.

ii

To my colleagues within the Banksia Hill project team, thank you for sharing this
profound and life-changing experience. I am so grateful for your support and contribution to my
research, and for the passion and commitment you maintained throughout this project. Not
without its challenges, it was certainly worthwhile, and I am so appreciative of your collegiality
and friendship. Particular thanks to Natalie Kippin, Jacinta Freeman and Sharynne Hamilton for
your influence upon my personal and professional growth. And to Dr Rochelle Watkins, who
conceived this project all those years ago, who guided our team along the way, having been so
generous with her time, advice and expertise as I prepared this thesis – thank you. I acknowledge
all members of the Consumer and Community Reference Group, the Steering Group and the
Reference Group for their invaluable input to the Banksia Hill study. Particular thanks to Neil
Reynolds and his family for shaping my understanding of what it means to live with FASD.
I acknowledge my colleagues at Telethon Kids, for their support, friendship, and
guidance, without which this research would not have been possible. Particular thanks to Dr
Roslyn Giglia (who brought me onto this project initially), Heather Jones, Dr Amy Finlay-Jones,
Bree Wagner, Candice Rainsford, and Narelle Mullan. I thank my student peers at Telethon Kids
Institute who supported me throughout this journey, and always provided me with encouragement
and an ear (or shoulder) when needed.
To my extraordinary parents, who are tirelessly and devotedly on my team – thank you.
I am deeply aware of the sacrifices you have both made to raise four strong women who aim to
live meaningful lives, and this thesis is just another outcome of your hard work and love. My
mother, Patricia, is always the first to provide me with practical support and encouragement, and
my father, Wayne, consistently feeds the emotional intelligence I have needed for this challenging
work. Thank you to my sister Jodie, and her family. Jodes, I will forever be grateful that our
professional worlds collided and we got to work together on this project. Your patience,
understanding and commitment to producing the films was inspirational, and your passion and
can-do attitude made it all possible. Thank you for the sacrifices you and your family made to see
this project through. To my sister Kim, and her family - thank you for providing me with moral

iii

support, great food and a welcome distraction whenever I was struggling. I appreciate you
continuously helping me to put things into perspective, and reminding me not to sweat the small
stuff. To my sister Samantha, thank you for bringing me to Islamabad to live with you in the final
stages of this PhD. This time in Pakistan provided me with the space, clarity and perspective I
needed to complete this thesis. I will always be grateful for that experience, and for the way you
eternally motivate me to keep striving. And to her partner James, I am so grateful for your
statistical guidance, coding assistance, and formatting skills that I required for this thesis. Thank
you for your time, and for always being so calm and helpful. My heartfelt gratitude goes to my
wonderful friends, who gave me the moral support, understanding and, at times, the space I
needed to complete this thesis. Thank you for always providing a welcome distraction when I
needed it, and for loving and supporting me through all of life’s ups and downs.
My utmost gratitude goes to Alison James, who conceived Sentence and directed the
documentary series for the Reframe training intervention, and Michael McDermott, our Director
of Photography. Thank you both for your creative vision and insight which made our end product
so powerful. Ali, from the very beginning of our discussions you understood exactly what was
needed for this project, and you worked with such compassion, consideration and talent that was
so affecting. You gave when you didn’t have to. Mick, thank you for your empathy, creative talent
and friendly manner. To all of the cast and crew who were involved in the creation of the Reframe
films, thank you for enabling this project to come to life with such passion and enthusiasm. You
all so quickly became such strong advocates, and I will always have such fond memories of
working on this project with you. Each time people are moved by these films I want to share that
with you.
My heartfelt gratitude goes to all staff and management at Banksia Hill Detention Centre.
Thank you for so graciously allowing me into your lives and workplace for the past four years,
and for the gift of your honesty, time and willingness to share. You have shaped my understanding
of the complexities of the system within which you work, and I will forever value the experiences
we had together when I was shadowing you around the centre.

iv

Finally, to the young people at Banksia Hill Detention Centre who participated in our
research, thank you for sharing your lives and stories with us. Despite the most extreme
adversities, your strength, resilience and interminable hope continue to inspire me.

v

LIST OF CONFERENCE PRESENTATIONS
1. Passmore HM, Mutch R, Carapetis J, Burns S, Hall G & Bower C. Improving the management
of detained young people with fetal alcohol spectrum disorder in Western Australia.
Australian Society for Medical Research Scientific Symposium, Perth, WA; 2016 June 7.
2. Bower C, Mutch R, Freeman J, Kippin N, Safe B, Hamilton S, Pestell C, Shield H, Jones H
& Passmore HM. Symposium: FASD and the criminal justice system. The Royal Australian
New Zealand College of Psychiatrists Faculty of Forensic Psychiatry Conference, Fremantle,
WA; 2016 September 9.
3. Passmore HM, Mutch R, Carapetis J, Burns S, Hall G & Bower C. Improving the management
of detained young people with fetal alcohol spectrum disorder in Western Australia. Telethon
Kids Institute Student Circle Symposium, Perth, WA; 2016 September 12.
4. Bower C, Mutch R, Pestell C, Freeman J, Safe B & Passmore HM. The First Australian Study
to Screen and Diagnose Fetal Alcohol Spectrum Disorders Among Sentenced Youth. 7th
International FASD Conference, Vancouver, BC; 2017 March 2.
5. Passmore HM. Improving the management of young people with fetal alcohol spectrum
disorder sentenced to detention in Western Australia. 7th International FASD Conference,
Vancouver, BC; 2017 March 1-4. (poster presentation)
6. Mutch R & Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Australian youth
justice system: prevalence and implications. National Juvenile Justice Summit, Sydney,
NSW; 2017 May 5.
7. Passmore HM. Fetal Alcohol Spectrum Disorder (FASD): Knowledge, attitudes, skills and
practices of the Western Australian youth custodial workforce. Telethon Kids Institute
Student Circle Symposium, Rottnest Island, WA; 2017 September 5.
8. Mutch R, Pestell C, Freeman J & Passmore HM. The first Australian study to screen and
diagnose FASD among sentenced youth. 37th Australian and New Zealand Association of
Psychiatry, Psychology and Law Annual Congress, Perth, WA; 2017 November 23-25.
9. Safe B & Passmore HM on behalf of Banksia Hill Project team. Fetal Alcohol Spectrum
Disorder (FASD) in the Australian youth justice system: prevalence and implications. 30th
Annual Australian and New Zealand Society of Criminology Conference, Canberra, ACT;
2017 December 5-8.
10. Passmore HM on behalf of Banksia Hill Project team. Improving the management of young
people with Fetal Alcohol Spectrum Disorder (FASD) in detention. 30th Annual Australian
and New Zealand Society of Criminology Conference, Canberra, ACT; 2017 December 5-8.
11. Passmore HM. Improving the management of young people with Fetal Alcohol Spectrum
Disorder in an Australian detention centre. European Conference on FASD. Berlin,
Germany; 2018 September 22-25.

vi

12. Mutch R & Passmore HM. Fetal alcohol spectrum disorder and youth justice: a prevalence
study among young people sentenced to detention in Western Australia. European Conference
on FASD. Berlin, Germany; 2018 September 22-25.
13. Passmore HM. Improving the management of youth with Fetal Alcohol Spectrum Disorder
(FASD) in an Australian detention centre. 2nd Australasian FASD Conference, Perth, WA;
2018 November 20-22.
14. Passmore HM on behalf of Banksia Hill Project team. Researching a captive audience:
Lessons learnt from conducting research in a youth detention centre. 2nd Australasian FASD
Conference, Perth, WA; 2018 November 20-22.
15. Passmore HM. Improving the management of young people with Fetal Alcohol Spectrum
Disorder (FASD) in a Western Australian detention centre. 31st Annual Australian and New
Zealand Society of Criminology Conference, Melbourne, VIC; 2018 December 5-8.
16. Passmore HM. Improving the management of detained young people with FASD and
neurodevelopmental impairments. Public Health Association of Australia Justice & Health
Conference. Sydney, NSW; 2019 April 9 & 10.
17. Passmore HM. Improving the management of young people with Fetal Alcohol Spectrum
Disorder and other neurodevelopmental impairments in an Australian detention centre.
Australasian Youth Justice Conference. Sydney, NSW; 2019 April 30th - May 2nd.
18. Cook J, Jackson P, Steer C, Unsworth K, Shields J, Passmore HM. Developing Best Practices
related to Data, Education and Screening: Working Across Sectors to Improve Outcomes
Associated with Fetal Alcohol Spectrum Disorder. The Fifth International Conference on Law
Enforcement and Public Health. Edinburgh, Scotland; 2019 October 21st – 23rd.

vii

LIST OF INVITED PRESENTATIONS
1. Jones H, Passmore HM. Understanding FASD. The Ability Centre, Perth, WA; 2015 October
19.
2. Jones H, Passmore HM. FASD Awareness. Women’s Council Training Day, Perth, WA; 2015
September 25.
3. Walker N, Shield H, Kippin N, Safe B, Passmore HM and Hamilton S. Case study
presentation. Banksia Hill Senior Officer’s Forum, Banksia Hill Detention Centre, Perth,
WA; 2016 January 28.
4. Passmore HM. Improving the management of detained young people with fetal alcohol
spectrum disorder in Western Australia. Alcohol, Pregnancy and FASD Research
Communication Forum, Perth, WA; 2016 February 16.
5. Walker N, Freeman J & Passmore HM. Understanding fetal alcohol spectrum disorders.
Department of Child Protection and Family Support Early Intervention and Family Support
teams, Perth, WA; 2016 March 2.
6. Walker N, Freeman J, Kippin N, Safe B, Taylor J, Passmore HM & Hamilton S. Case study
presentation. Banksia Hill Senior Officer’s Forum, Banksia Hill Detention Centre, Perth,
WA; 2016 April 28.
7. Jones H, Passmore HM. FASD and youth justice. WA Police Youth Crime Intervention
Officers, Perth, WA; 2016 June 7.
8. Jones H, Dudley A, Passmore HM & Hamilton S. Understanding and working with children
with fetal alcohol spectrum disorder and cognitive impairments. Peel Health Campus,
Mandurah, WA; 2016 July 19.
9. Passmore HM. Improving the management of young people with fetal alcohol spectrum
disorder (FASD) in detention. Telethon Kids Institute Scientific Retreat, Perth, WA; 2016
November 15. (Invited as winner of Best 3 Minute Presentation at Telethon Kids Student
Circle Symposium)
10. Walker N & Passmore HM. Understanding Fetal Alcohol Spectrum Disorder (FASD).
Training session for Parkerville Children and Youth Care Inc., Perth, WA; 2017 May 10.
11. Passmore HM. Student life at the Institute. Telethon Kids Institute Prospective Student
Evening, Perth, WA; 2017 August 3.
12. Passmore HM. The PhD Journey. Public Health Association of Australia and Australian
Health Promotion Association Careers Showcase, Perth, WA; 2017 August 10. (panel
member)
13. Freeman J & Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Australian youth
justice system: prevalence and implications. The University of Western Australia School of
Population and Global Health Seminar Series, Perth, WA; 2017 October 24.

viii

14. Passmore HM. Banksia Hill Staff training. Training sessions for WA Department of Justice
– Banksia Hill Detention Centre workforce. Canningvale, WA: 2018 February – April (6
sessions).
15. Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Australian youth justice
system: prevalence and implications. Training session for BeyondYJS, Youth Justice
Partnership Project. Gosnells, WA; 2018 March 8.
16. Passmore HM. Understanding Fetal Alcohol Spectrum Disorder & neurodevelopmental
impairments. Training session for WA Department of Education, School of Special Education
Needs: Behaviour and Engagement Development Day. Padbury, WA; 2018 May 21.
17. Finlay-Jones A & Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Australian
youth justice system: prevalence and implications. Training sessions for School Psychologists
Association. Leederville, WA; 2018 June 7.
18. Passmore HM. Banksia Hill Staff training. Department of Justice Academy – Entry Level
Training Program for Youth Custodial Officers. Bentley, WA: 2018 June 18.
19. Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Australian youth justice
system: prevalence and implications. WA Police Kimberley Officers in Charge Annual
Conference. Broome, WA; 2018 September 19.
20. Passmore HM. Understanding Fetal Alcohol Spectrum Disorder and implications for the
classroom. Gisborne Montessori School. 2018 November 28.
21. Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Australian youth justice
system: prevalence and implications. WA Police Pilbara Officers in Charge Annual
Conference. Dampier, WA; 2019 May 9th.
22. Passmore HM, Mullan N, Zubrick SR, Hall G. Reframing the Behaviour of youth with Fetal
Alcohol Spectrum Disorder (FASD) and other neurodevelopmental impairments. Western
Australia

State

Government

Directors

General

Implementation

Group

(Cabinet

Subcommittee). Perth, WA; 2019 May 28th.
23. Passmore HM, Pearson G, Wood N. Reframing the Behaviour of youth with Fetal Alcohol
Spectrum Disorder (FASD) and other neurodevelopmental impairments. WA Police
Commissioner’s Aboriginal Policy Advisory Forum. Perth, WA; 2019 June 11th.
24. Jones H and Passmore HM. What is FASD? Midwest Early Childhood Summit. Geraldton,
WA; 2019 August 2nd -4th.
25. Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Western Australian youth
justice system: Prevalence and implications. National Indigenous Justice Health Conference.
Darwin, NT; 2019 August 13th -14th.
26. Passmore HM. Fetal Alcohol Spectrum Disorder (FASD) in the Western Australian youth
justice system: Prevalence and implications. Correctional Services Healthcare Summit.
Melbourne, VIC; 2019 September 10th – 11th.
ix

LIST OF PUBLICATIONS INCLUDED IN THIS THESIS
1. Passmore, H.M., Giglia, R., Watkins, R.E., Mutch, R.C., Marriott, R., Pestell, C., Zubrick,
S.R., Rainsford, C., Walker, N., Fitzpatrick, J.F., Freeman, J., Kippin, N., Safe, B., & Bower,
C. (2016). Study protocol for screening and diagnosis of fetal alcohol spectrum disorders
(FASD) among young people sentenced to detention in Western Australia. BMJ Open, 6(6),
e012184. doi: 10.1136/bmjopen-2016-012184.
2. Passmore, H.M., Mutch, R.C., Burns, S., Watkins, R., Carapetis, J., Hall, G., & Bower, C.
(2018). Fetal Alcohol Spectrum Disorder (FASD): Knowledge, attitudes, experiences and
practices of the Western Australian youth custodial workforce. International Journal of Law
and Psychiatry, 59, 44-52. doi: 10.1016/j.ijlp.2018.05.008.
3. Passmore, H.M., Burns, S., Mutch, R.C., Watkins, R., Urquhart, J., Hall, G., Carapetis, J., &
Bower, C. (2018). “I think everyone here got a different brain”: Staff and youth experiences
with neurodevelopmental impairment in juvenile detention. Qualitative Health Research.
(submitted).
4. Passmore, H.M., Watkins, R., Mutch, R.C., Kippin, N., Freeman, J., Burns, S., Hall, G.,
Carapetis, J., & Bower, C. (2019). Management and support recommendations for youth in
detention with FASD and other neurodevelopmental impairments: A qualitative descriptive
study. Research in Developmental Disabilities. (in preparation).
5. Passmore, H.M., Watkins, R., Mutch, R.C., Burns, S., Hall, G., Carapetis, J., & Bower, C.
(2018). Development of a staff training intervention for a youth custodial environment to
increase capacity in managing youth with FASD and other neurodevelopmental impairments.
Journal of Applied Psychology. (in preparation).
6. Passmore, H.M., Mutch, R.C., Watkins, R., Burns, S., Hall, G., Urquhart, J., Carapetis, J., &
Bower, C. (2019). Reframe the Behaviour: Evaluation of a staff training intervention to
increase capacity in managing youth with FASD and neurodevelopmental impairments in a
custodial environment. Psychiatry, Psychology and Law. (submitted).

x

LIST OF OTHER PUBLICATIONS RELATED TO THIS THESIS
1. Bower, C., Watkins, R., Mutch, R., Marriott, R., Freeman, J., Kippin, N., Safe, B., Pestell, C.,
Tarrat, L., Cheung, C., Springall, A., Taylor, J., Shield, H., Walker, N., Argiro, E., Leitao, S.,
Hamilton, S., Condon, C., Passmore, H.M. & Giglia, R. (2018). Fetal alcohol spectrum
disorder and youth justice: a prevalence study among young people sentenced to detention in
Western Australia. BMJ Open, 8, e019605. doi: 10.1136/bmjopen-2017-019605.
2. Passmore, H.M., Bower, C., & Mutch, R.C. Almost every young person in WA detention has
a

severe

brain

impairment.

The

Conversation

[website].

2018.

Available

at

https://theconversation.com/almost-every-young-person-in-wa-detention-has-a-severebrain-impairment-90695.
3. Hamilton, S.L., Reibel, T., Watkins, R., Mutch, R.C., Kippin, N.R., Freeman, J.F., Passmore,
H.M., Safe, B., O’Donnell, M., & Bower, C. (2019). ‘He Has Problems; He Is Not the
Problem . . .’ A Qualitative Study of Non-Custodial Staff Providing Services for Young
Offenders Assessed for Foetal Alcohol Spectrum Disorder in an Australian Youth Detention
Centre. Youth Justice, 19(20), 137-157. doi: 10.1177/1473225419869839.
4. Hamilton, S.L., Reibel, T., Watkins, R., Mutch, R.C., Freeman, J., Passmore, H.M., & Bower,
C. (2019). Disability ‘In-justice’: A qualitative exploration of the experience of young people
undergoing diagnostic assessment for Fetal Alcohol Spectrum Disorder in a Western
Australia youth detention centre. Qualitative Health Research. (accepted).
5. Reid, N., Kippin, N., Passmore, H., & Finlay-Jones, A. (2019). Fetal alcohol spectrum
disorder: The importance of assessment, diagnosis and support in the Australian justice
context. International Journal of Law & Psychiatry. (under review).

xi

LIST OF AWARDS RELATED TO THIS THESIS
1. Best 3 Minute Presentation - Telethon Kids Institute Student Circle Symposium, Perth, WA;
2016 September 12. (Travel Award).
2. Stan and Jean Perron Postgraduate Award for Excellence, 2017.
3. Best Abstract – Telethon Kids Institute Student Circle Symposium, Perth, WA; 2017
September 5. (Travel Award).
4. Runner up 8-minute Presentation – Telethon Kids Institute Student Circle Symposium,
Perth, WA; 2017 September 5. (Travel Award).
5. Australian Student Award for Best Abstract, Australian and New Zealand Society of
Criminology Conference, Canberra, ACT; 2017 December 5-8. (Travel Award).
6. PhD Student Paper Prize, Australian and New Zealand Society of Criminology Conference,
Melbourne, VIC; 2018 December 4-7. (Travel Award).
7. Finalist, Best Instructional/Training Video or Website, Australian Teachers of Media
Awards, 2018 (for the Reframe the Behaviour training resources developed).
8. Semi-Finalist, Western Australia Young Achiever Awards, Catholic Education Young
Leadership Award, 2019.
9. Aspire Award, Telethon Kids Institute Professional Development Award, Perth Convention
Bureau Aspire Awards, 2019.
10. Finalist, WA Premier’s Science Awards, Exxonmobil Student Scientist of the Year Award,
2019.

xii

AUTHORSHIP DECLARATION: CO-AUTHORED PUBLICATIONS
This thesis contains work that has been published and prepared for publication.
Details of the work:
Passmore, H.M., Giglia, R., Watkins, R.E., Mutch, R.C., Marriott, R., Pestell, C., Zubrick, S.R.,
Rainsford, C., Walker, N., Fitzpatrick, J., Freeman, J., Kippin, N., Safe, B., & Bower, C. (2016). Study
protocol for screening and diagnosis of fetal alcohol spectrum disorders (FASD) among young people
sentenced to detention in Western Australia. BMJ Open, 6(6), e012184. doi: 10.1136/bmjopen-2016012184.
Location in thesis: Chapter Two
Student contribution to work: 75%
HMP was responsible for writing majority of the first draft of the manuscript, compiling the final draft
and responding to reviewers.
Co-authors:
Co-author signatures and dates:
Dr Roslyn Giglia

Dr Rochelle Watkins

Clinical Associate Professor Raewyn Mutch

Professor Rhonda Marriott

Associate Professor Carmela Pestell

Professor Stephen R Zubrick

Candice Rainsford

Noni Walker

Associate Professor James Fitzpatrick

Jacinta Freeman

Natalie Kippin

Bernadette Safe

Professor Carol Bower

xiii

Details of the work:
Passmore, H.M., Mutch, R.C., Burns, S., Watkins, R., Carapetis, J., Hall, G., & Bower, C. (2018). Fetal
Alcohol Spectrum Disorder (FASD): Knowledge, attitudes, experiences and practices of the Western
Australian youth custodial workforce. International Journal of Law and Psychiatry, 59, 44-52. doi:
10.1016/j.ijlp.2018.05.008.
Location in thesis:
Chapter Three
Student contribution to work: 95%
HMP was responsible for the early consultations with the youth custodial workforce, development of the
survey, data collection, entry and analysis, writing of the first draft, compiling of the final manuscript
and responding to reviewers.
Co-authors:

Co-author signatures and dates:

Clinical Associate Professor Raewyn Mutch

Associate Professor Sharyn Burns

Dr Rochelle Watkins

Professor Jonathan Carapetis

Associate Professor Guy Hall

Professor Carol Bower

xiv

Details of the work:
Passmore, H.M., Burns, S., Mutch, R.C., Watkins, R., Urquhart, J., Hall, G., Carapetis, J., & Bower, C.
(2018). “I think everyone here got a different brain”: Staff and youth experiences with
neurodevelopmental impairment in juvenile detention. Qualitative Health Research. (submitted).
Location in thesis:
Chapter Four
Student contribution to work: 95%
HMP was responsible for the preparing the interview questions, conducting the interviews, transcribing,
coding and coordinating the analysis process, writing of the first draft, and compiling of the final
manuscript.
Co-authors:

Co-author signatures and dates:

Associate Professor Sharyn Burns

Clinical Associate Professor Raewyn Mutch

Dr Rochelle Watkins

James Urquhart

Associate Professor Guy Hall

Professor Jonathan Carapetis

Professor Carol Bower

xv

Details of the work:
Passmore, H.M., Watkins, R., Mutch, R.C., Kippin, N., Freeman, J., Burns, S., Hall, G., Carapetis, J., &
Bower C. (2019). Management and support recommendations for youth in detention with FASD and
other neurodevelopmental impairments: A qualitative descriptive study. Research in Developmental
Disabilities. (in preparation).
Location in thesis:
Chapter Five
Student contribution to work: 95%
HMP was responsible for data analysis, writing of the first draft and compiling of the final manuscript.
Co-authors:

Co-author signatures and dates:

Dr Rochelle Watkins

Clinical Associate Professor Raewyn Mutch

Natalie Kippin

Jacinta Freeman

Associate Professor Sharyn Burns

Associate Professor Guy Hall

Professor Jonathan Carapetis

Professor Carol Bower

xvi

Details of the work:
Passmore, H.M., Watkins, R., Mutch, R.C., Burns, S., Hall, G., Carapetis, J., & Bower, C. (2018).
Development of a staff training intervention for a youth custodial environment to increase capacity in
managing youth with FASD and other neurodevelopmental impairments. Journal of Applied
Psychology. (in preparation).
Location in thesis:
Chapter Six
Student contribution to work: 95%
HMP was responsible for the early consultations with the youth custodial workforce, conceptualisation,
development, implementation and evaluation of the intervention, writing of the first draft and
compiling of the final manuscript.
Co-authors:

Co-author signatures and dates:

Dr Rochelle Watkins

Clinical Associate Professor Raewyn Mutch

Associate Professor Sharyn Burns

Associate Professor Guy Hall

Professor Jonathan Carapetis

Professor Carol Bower

xvii

Details of the work:
Passmore, H.M., Mutch, R.C., Watkins, R., Burns, S., Hall, G., Urquhart, J., Carapetis, J., & Bower, C.
(2018). Reframe the Behaviour: Evaluation of a staff training intervention to increase capacity in
managing youth with FASD and neurodevelopmental impairments in a custodial environment.
Psychiatry, Psychology and Law. (submitted).
Location in thesis:
Chapter Seven
Student contribution to work:
95%
HMP was responsible for the early consultations with the youth custodial workforce, conceptualisation,
development and implementation of the intervention, development of the evaluation surveys, data
collection, entry and analysis, writing of the first draft and compiling of the final manuscript.
Co-authors:

Co-author signatures and dates:

Clinical Associate Professor Raewyn Mutch

Dr Rochelle Watkins

Associate Professor Sharyn Burns

Associate Professor Guy Hall

James Urquhart

Professor Jonathan Carapetis

Professor Carol Bower

Student signature:
Date: 01/07/2019
I, Professor Jonathan Carapetis, certify that the student’s statements regarding their contribution to each
of the works listed above are correct.
Coordinating supervisor signature:
Date: 01/07/2019

xviii

TABLE OF CONTENTS
Chapter 1. Introduction ................................................................................................................. 1
Fetal Alcohol Spectrum Disorder ....................................................................................... 1
Prevalence ................................................................................................................. 2
Economic Burden ..................................................................................................... 2
Interventions ............................................................................................................. 3
FASD and the Justice System ............................................................................................. 4
Current Study ...................................................................................................................... 5
Overarching Research Program ................................................................................ 5
Setting ....................................................................................................................... 6
Objectives and Design .............................................................................................. 6
Structure of this thesis .............................................................................................. 7
Chapter 2. Study Protocol for Screening and Diagnosis of Fetal Alcohol Spectrum Disorders
(FASD) Among Young People Sentenced to Detention in Western Australia ........................... 11
Chapter Overview ............................................................................................................. 11
Abstract ............................................................................................................................. 11
Introduction ............................................................................................................ 11
Methods and Analysis............................................................................................. 11
Ethics and Dissemination ....................................................................................... 12
Strengths and Limitations of this Study.................................................................. 12
Introduction ....................................................................................................................... 12
Study Aims ............................................................................................................. 15
Methods ............................................................................................................................ 15
Setting ..................................................................................................................... 16
Ethics and Dissemination ....................................................................................... 16
Consultation ............................................................................................................ 16
Participants ............................................................................................................. 18
Recruitment ............................................................................................................ 18
Data Collection Processes....................................................................................... 19
Diagnostic Criteria .................................................................................................. 19
Diagnostic Assessment ........................................................................................... 23
Data Collation ......................................................................................................... 25
Screening Instrument .............................................................................................. 26
Statistical Considerations........................................................................................ 26
Discussion ......................................................................................................................... 26

xix

Chapter 3. Fetal Alcohol Spectrum Disorder (FASD): Knowledge, Attitudes, Experiences and
Practices of the Western Australian Youth Custodial Workforce ............................................... 29
Chapter Overview ............................................................................................................. 29
Abstract ............................................................................................................................. 29
Background ............................................................................................................. 29
Methods .................................................................................................................. 30
Results .................................................................................................................... 30
Conclusions ............................................................................................................ 30
Introduction ....................................................................................................................... 30
FASD and Justice ................................................................................................... 30
Challenges for those with FASD in the Justice System.......................................... 31
FASD Knowledge Among Custodial Professionals ............................................... 33
Methods ............................................................................................................................ 34
Participants ............................................................................................................. 34
Instrumentation ....................................................................................................... 34
Survey development. .................................................................................... 34
Measures....................................................................................................... 35
Procedures .............................................................................................................. 35
Data Management and Analysis ............................................................................. 35
Results ............................................................................................................................... 36
Demographics ......................................................................................................... 36
Knowledge and Attitudes ....................................................................................... 36
Experiences ............................................................................................................. 38
Practices .................................................................................................................. 41
Training .................................................................................................................. 41
Discussion ......................................................................................................................... 42
Limitations .............................................................................................................. 44
Conclusion ........................................................................................................................ 45
Chapter 4. “I think everyone here got a different brain”: Staff and Youth Experiences with
Neurodevelopmental Impairment in Juvenile Detention............................................................. 47
Chapter Overview ............................................................................................................. 47
Abstract ............................................................................................................................. 47
Introduction ....................................................................................................................... 48
Current Study .......................................................................................................... 49
Methods ............................................................................................................................ 50
Setting ..................................................................................................................... 50
Positioning of Interviewer ...................................................................................... 50
xx

Eligibility, Recruitment and Consent...................................................................... 51
Staff. ............................................................................................................. 51
Young People. .............................................................................................. 51
Interview Participants and Process ......................................................................... 52
Staff. ............................................................................................................. 52
Young people. .............................................................................................. 52
Analysis process ..................................................................................................... 53
Results ............................................................................................................................... 54
Understanding of Impairments ............................................................................... 54
Experience with Impairments ................................................................................. 54
Need to Adapt Expectations. .................................................................................. 56
Identifying Impairments ......................................................................................... 56
Sharing of Information About Impairments ........................................................... 58
Lack of sharing information. ........................................................................ 58
Officers should be informed. ........................................................................ 58
Training Needs ....................................................................................................... 59
Current training available. ............................................................................ 59
Proposed training intervention. .................................................................... 59
Discussion ......................................................................................................................... 60
Strengths and Limitations ....................................................................................... 61
Incidents at Banksia Hill and Effect on Interviews. ............................................... 62
Implications and Recommendations ....................................................................... 63
Conclusion ........................................................................................................................ 63
Chapter 5. Management and Support Recommendations for Youth in Detention with FASD and
Other Neurodevelopmental Impairments: A Qualitative Descriptive Study ............................... 65
Chapter Overview ............................................................................................................. 65
Abstract ............................................................................................................................. 65
Background ............................................................................................................. 65
Methods .................................................................................................................. 65
Results .................................................................................................................... 66
Implications ............................................................................................................ 66
Introduction ....................................................................................................................... 66
Current study .......................................................................................................... 68
Methods ............................................................................................................................ 68
Sample and Setting ................................................................................................. 68
Analysis Process ..................................................................................................... 69
Ethics Approvals..................................................................................................... 70
xxi

Results ............................................................................................................................... 70
Content Area One – Memory and Learning ........................................................... 73
Content Area Two - Language ............................................................................... 73
Content Area Three – Adaptive Function ............................................................... 74
Content Area Four - Attention ................................................................................ 75
Content Area Five – Executive Function................................................................ 75
Content Area Six – Motor skills ............................................................................. 76
Content Area Seven – Academic Function ............................................................. 77
Content Area Eight - Cognition .............................................................................. 78
Discussion ......................................................................................................................... 78
Limitations .............................................................................................................. 79
Implications ............................................................................................................ 79
Chapter 6. Development of a Staff Training Intervention for a Youth Custodial Environment to
Increase Capacity in Managing Youth with FASD and Other Neurodevelopmental Impairments
..................................................................................................................................................... 81
Chapter Overview ............................................................................................................. 81
Abstract ............................................................................................................................. 81
Background ....................................................................................................................... 82
Setting ..................................................................................................................... 82
Formative Research ................................................................................................ 83
Theoretical Framework........................................................................................... 83
Intervention Development Process ................................................................................... 84
Consultations .......................................................................................................... 84
Delivery Method ..................................................................................................... 85
Content.................................................................................................................... 86
Training Intervention ........................................................................................................ 87
Creative Component: Production of the Training Resources ................................. 87
The Intervention...................................................................................................... 88
Implementation ....................................................................................................... 89
Discussion ......................................................................................................................... 89
Conclusion ........................................................................................................................ 91
Chapter 7. Reframe the Behaviour: Evaluation of a Staff Training Intervention to Increase
Capacity in Managing Youth with FASD and Neurodevelopmental Impairments in a Custodial
Environment ................................................................................................................................ 93
Chapter Overview ............................................................................................................. 93
Abstract ............................................................................................................................. 93
Introduction ....................................................................................................................... 94
xxii

Methods ............................................................................................................................ 95
Description of the Intervention ............................................................................... 95
Goals and Rationale ................................................................................................ 95
Method of Delivery................................................................................................. 96
Materials ................................................................................................................. 97
Procedures ............................................................................................................ 101
Personnel .............................................................................................................. 101
Modifications and Tailoring ................................................................................. 101
Fidelity Assessment .............................................................................................. 102
Evaluation of the Intervention ........................................................................................ 102
Measures and Procedures ..................................................................................... 102
Data Management and Analysis ........................................................................... 103
Ethics .................................................................................................................... 103
Results ............................................................................................................................. 103
Demographics ....................................................................................................... 103
Knowledge and Attitudes ..................................................................................... 104
Practices ................................................................................................................ 107
Training ................................................................................................................ 107
Discussion ....................................................................................................................... 113
Limitations ............................................................................................................ 116
Conclusion ...................................................................................................................... 117
Chapter 8. Thesis Discussion .................................................................................................... 119
Summary ......................................................................................................................... 119
Strength and Limitations ................................................................................................. 119
Impact and Implications .................................................................................................. 121
Recommendations ........................................................................................................... 124
Future work and Conclusion ........................................................................................... 127
References ................................................................................................................................. 129
Appendices ................................................................................................................................ 148
Appendix 1: Study Protocol Publication – BMJ Open ................................................... 148
Appendix 2: Survey Paper Publication – International Journal of Law and Psychiatry . 160
Appendix 3: Knowledge, Attitudes, Skills and Practices Survey for Custodial Staff .... 169
Appendix 4: Survey Participant Thermometer ............................................................... 188
Appendix 5: Interview Participant Information and Consent Form for Custodial Staff . 189
Appendix 6: Custodial Staff Semi-structured Interview Questions ................................ 190
Appendix 7: Participant Information Form for Interviews – Young People Over 18..... 196
Appendix 8: Participant Consent Form for Interviews – Young People Over 18........... 197
xxiii

Appendix 9: Young People Semi-structured Interview Questions ................................. 198
Appendix 10: Prevalence Study Participant Information Form ...................................... 202
Appendix 11: Prevalence Study Participant Assent Form .............................................. 204
Appendix 12: Prevalence Study Information Form for Parents/Caregivers ................... 206
Appendix 13: Prevalence Study Parents/Caregivers Consent Form ............................... 209
Appendix 14: Reframe the Behaviour Staff Training Handout ...................................... 211
Appendix 15: Audiovisual Training Resources Production Proposal ............................. 215
Appendix 16: Evaluation Survey Participant Information Sheet .................................... 221
Appendix 17: Pre-training Survey .................................................................................. 222
Appendix 18: Post-training Survey ................................................................................. 227
Appendix 19: Template for Intervention Description and Replication (TIDieR) Checklist
........................................................................................................................................ 234

xxiv

LIST OF TABLES
Table 1. Data collected and method of collection ....................................................................... 20
Table 2. Watkins and colleagues (Watkins, Elliott, Wilkins, et al., 2013) recommendations for
Australian FASD diagnostic categories and criteria ................................................................... 21
Table 3. Diagnostic assessments used by multidisciplinary diagnostic team ............................. 22
Table 4. Demographics of respondents ....................................................................................... 37
Table 5. Respondent familiarity with FASD and other disorders ............................................... 37
Table 6. Respondent knowledge and attitudes regarding FASD ................................................. 39
Table 7. Number of occasions respondents reported knowing a young person had a diagnosis of
FASD or other disorder ............................................................................................................... 39
Table 8. Respondents' experience with difficulties among young people................................... 40
Table 9. Frequency respondents’ use of recommended strategies (based on Evensen & Lutke,
1997) when engaging with young people.................................................................................... 41
Table 10. Example of coding process within domain: Attention ................................................ 70
Table 11. Summary of content areas, categories and common strategies ................................... 71
Table 12. Intervention rationale based on French and colleagues’ framework (2012) ............... 84
Table 13. Videos developed for training intervention ................................................................. 89
Table 14: TIDieR checklist (Hoffman et al., 2014) .................................................................... 97
Table 15: Videos developed for Reframe the Behaviour training intervention........................... 99
Table 16: Demographics of respondents ................................................................................... 105
Table 17: Pre/Post-test Comparison of Respondents’ Knowledge and Attitudes relating to FASD
................................................................................................................................................... 106
Table 18: Pre/Post-test Comparison of Respondents’ Confidence engaging with young people
with difficulties ......................................................................................................................... 109
Table 19: Pre/Post-test Comparison of Respondents’ intent to utilise verbal engagement strategies
................................................................................................................................................... 110
Table 20: Pre/Post-test Comparison of Respondents’ preparedness for engaging with young
people with difficulties .............................................................................................................. 110
Table 21: Post-training respondents’ intent to utilise management strategies .......................... 111
Table 22: Post-training respondents’ self-competency ............................................................. 111
xxv

Table 23: Respondents’ post-training efficacy evaluation ........................................................ 112
Table 24. Impact of this work ................................................................................................... 123
Table 25. Summary of Recommendations ................................................................................ 127

xxvi

LIST OF FIGURES
Figure 1. Components of the current study ................................................................................... 7

xxvii

ABBREVIATIONS
ADHD

Attention Deficit Hyperactivity Disorder

ASD

Autism Spectrum Disorder

BHDC

Banksia Hill Detention Centre

CNS

Central Nervous System

CPFS

Department for Child Protection and Family Support (former)

DCS

Department of Corrective Services (former)

DoJ

Department of Justice (current)

FAS

Fetal Alcohol Syndrome

FASD

Fetal Alcohol Spectrum Disorder

FS

Female Staff

FYP

Female Young Person

MS

Male Staff

MYP

Male Young Person

ND-AE

Neurodevelopmental Disorder – Alcohol Exposed

NDD

Neurodevelopmental Disorder

NDI

Neurodevelopmental Impairment

NHMRC

National Health and Medical Research Council

pFAS

Partial Fetal Alcohol Syndrome

TIDieR

Template for Intervention Description and Replication

WA

Western Australia

xxviii

ABSTRACT
Health and justice professionals across Australia are urging for an increase in services to
better support young people with fetal alcohol spectrum disorder (FASD) and other
neurodevelopmental impairments who are involved with the justice system. Using the Australian
Guide to the Diagnosis of FASD, a prevalence study ascertained that 36% of young people
sentenced to detention in Western Australia have FASD, and 89% are severely impaired in at least
one domain of neurodevelopmental function. However, there has been limited investigation into
the capacity of custodial workforces to manage young people in detention with FASD or other
neurodevelopmental impairments, and no published interventions aiming to develop
environments appropriate for youth with FASD in justice settings.
To improve outcomes for these young people, this research aims to build capacity among
the custodial workforce regarding FASD and other neurodevelopmental impairments. The
knowledge and practices of custodial staff relating to FASD and other impairments were
established using mixed methods. Using this data, along with clinical findings from the prevalence
study, a workforce training intervention was developed. The training (which includes a series of
nine short, educational videos filmed inside the detention centre) was implemented and evaluated
with 109 custodial officers, with the purpose of upskilling the custodial workforce in behaviour
management strategies most effective for young people with FASD and other impairments within
the detention centre environment. Given the high awareness of youth justice and FASD, this
research has generated high interest and support from researchers, service-providers and
government agencies nationally and internationally.
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Chapter 1.
Introduction
Fetal Alcohol Spectrum Disorder
The teratogenic effects of alcohol use during pregnancy can cause irreparable damage to
the developing brain and body, manifesting in a range of physical and neurodevelopmental
impairments such as Fetal Alcohol Spectrum Disorder (FASD) (Koren, Nulman, Chudley, &
Loocke, 2003; Stratton, Howe, & Battaglia, 1996a; Streissguth, Barr, Kogan, & Bookstein, 1997;
Streissguth et al., 2004). FASD is a severe and pervasive neurodevelopmental disorder
characterised by varying types and severities of abnormalities. It is similar to other commonly
known neurodevelopmental disorders such as intellectual disability, autism spectrum disorder,
language disorder and attention-deficit/hyperactivity disorder. In Australia, two diagnostic
categories are used; FASD with three sentinel facial features, and FASD with less than three or
no sentinel facial features (Bower & Elliott, 2016). For the first category, abnormalities may be
visually evident in the form of three typical facial characteristics being present, along with
impairment across three or more domains of neurodevelopmental function. Specifically, these
facial features are a smooth philtrum, thin vermillion border of the upper lip and short palpebral
fissures. For the second category, impairment in at least three areas of neurodevelopmental
function must be present, but individuals have less than three or none of these facial characteristics.
Prenatal alcohol exposure must be confirmed for a diagnosis of FASD without sentinel facial
features, however for a diagnosis of FASD with three sentinel facial features in cases where all
other diagnostic criteria has been met can be made if prenatal alcohol exposure if unknown
(Bower & Elliott, 2016).
A multidisciplinary assessment approach is recommended for FASD assessment, and
usually comprises four health professionals including a physician (commonly a paediatrician if
the individual being assessed is younger than 18 years), a neuro- or clinical psychologist, a speech
and language pathologist and an occupational therapist (Bower & Elliott, 2016). Dysfunction in
neurodevelopment for those with a FASD diagnosis commonly includes impairments in cognition,
memory, executive function, attention, adaptive behaviour and social skills, affect regulation,
motor skills, academic achievement and language (Bower & Elliott, 2016; Koren et al., 2003;
Stratton et al., 1996a; Streissguth et al., 1997; Streissguth et al., 2004). These primary deficits can
have complex and devastating effects on an individual’s quality of life, and affect their ability to
control their behaviours, make decisions, adhere to social expectations, communicate
appropriately, and understand cause and effect. Such challenges often lead to secondary effects
such as poor mental health, substance abuse, early school failure, unemployment and involvement
with the law as both victims and offenders (Clark, Lutke, Minnes, & Ouellette-Kuntz, 2004;
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Popova, Lange, Bekmuradov, Mihic, & Rehm, 2011; Streissguth et al., 1997; Streissguth et al.,
2004).
Prevalence
Recent research suggests that the global prevalence of FASD is much larger than
previously suggested. Lange and colleagues’ (2017b) recent systematic review estimated the
global prevalence of FASD among children and young people to be 7.7 per 1000 population.
However, this could be substantially underestimated, given that a large-scale study with 6639 first
grade children in the United States estimated the FASD prevalence to be between 11.3 and 50 per
1000 children (May, Chambers, Kalberg, & et al., 2018). The prevalence of FASD among the
general population in the United States has been estimated to be 15 per 1000 population (Popova,
Lange, Probst, Parunashvili, & Rehm, 2017). There is a paucity of data regarding the prevalence
of FASD within Australian communities, with little indication as to how many children, young
people and adults are affected across the country. In Western Australia, the prevalence of FASD
based on notifications of the diagnosis to the Western Australian Register of Developmental
Anomalies during 1980-2010 was estimated to be 0.26 per 1000 births (Mutch, Watkins, & Bower,
2015). A study carried out in the Fitzroy Valley, a remote area of Western Australia, found one
of the highest prevalence rates of FASD worldwide at 194.4 per 1000 children born in 2002 and
2003 (Fitzpatrick et al., 2015; Fitzpatrick et al., 2017). However, there has been limited
investigation of the FASD prevalence rate among the general population of Australia. A study
using the Australian Paediatric Surveillance Unit estimated the prevalence of Fetal Alcohol
Syndrome (a previous diagnostic term equivalent to the current diagnostic term of FASD with
three sentinel facial features) in Australia is 0.06 per 1000 live births (Elliott, Payne, Morris, Haan,
& Bower, 2008). Although, given the limited diagnostic capacity of health services and lack of
knowledge among health professionals, there is likely to be a high number of undiagnosed and
misdiagnosed cases across the country (Elliott, Payne, Morris, Haan, & Bower, 2008).
Economic Burden
Just as there is limited prevalence data available within Australia, there is also deficient
information about the overall cost of FASD in Australia. However, international research provides
an indication that the costs associated with FASD are extensive. For example, the total cost of
FASD in Canada in 2013 was estimated at $CND 1.8 billion (Popova, Lange, Burd, & Rehm,
2015b). This estimation considered direct costs associated with medical and health services, law
enforcement, children and youth in care, special education, supportive housing, long-term care,
prevention and research, and indirect costs such as productivity losses due to increased morbidity
and premature mortality. Productivity losses were the highest contributor at 41% of the total costs,
followed by corrective services at 29%, and health care at 10% (Popova et al., 2015b). Given that
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these costs were estimated using conservative assumptions, it is likely that these figures are
substantially underestimated. While there is still a need for further cost analysis regarding FASD
in the justice system and overall community both within Australia and internationally, these
findings indicate that there are extensive costs attributable to FASD and strategies that ameliorate
such financial pressures are crucial.
Interventions
An early diagnosis of FASD is important to minimize the risk of the secondary effects
and to support the individual’s access to appropriate interventions (Streissguth et al., 2004). The
development and implementation of such interventions is still in infancy, with only a modicum
of evidence available regarding interventions that are effective for those with FASD (Peadon,
Rhys-Jones, Bower, & Elliott, 2009; Premji, Benzies, Serrett, & Hayden, 2007). Within the
existing body of FASD interventions literature, methodological rigour is lacking and methods of
randomisation, participant selection and blinding are rarely defined (Peadon et al., 2009; Reid et
al., 2015). However, the outcome measures used are mostly valid and reliable, and improvements
have been apparent across various primary and secondary effects of FASD (Reid et al., 2015),
indicating that future intervention research with more rigour will be highly valuable.
Targeted FASD interventions previously developed include behavioural, speech and
language, social skills, family programmes and educational interventions (Bertrand, 2009; Peadon
et al., 2009; Reid et al., 2015). The anticipated outcomes of such interventions usually involve the
effective management of the primary disabilities or modification of the associated behaviours, or
the diminution of the evolution or severity of the secondary disabilities. However, many
interventions target single domains of functioning rather than the overall physical and cognitive
complexities that together constitute a FASD diagnosis. For instance, past intervention objectives
have been to improve social skills, self-regulation or educational attainment among children with
FASD. Reid and colleagues (2015) made the recommendation that future interventions should
consider the extensive deficits and wider context in which these individuals live, in order to have
more enduring benefits. For these reasons, a broad approach should be taken when developing
interventions in the future for young people with FASD, including thorough consideration of
existing literature regarding the identification and management of young people with other
neurodevelopmental disorders such as autism spectrum disorder or attention-deficit/hyperactivity
disorder. In addition, broader application of the interventions needs to be assessed, as most
existing interventions were developed for supporting children with FASD as opposed to
supporting adolescents and adults with FASD (Reid et al., 2015).
Due to the functional difficulties individuals with FASD and related neurodevelopmental
impairments commonly face, there is an elevated need for government agencies and service
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providers to appropriately identify and manage their specific needs. The level of efficiency to
which this can be done is greatly dependent on the knowledge and practices of staff who work
closely with the young people. Currently in Australia, there is a lack of knowledge and awareness
existing among justice (Mutch, Watkins, Jones, & Bower, 2013), education (Frances, 2013), and
health professionals (Payne et al., 2014). For instance, Western Australian research found that
only 12% of health professionals including obstetricians and general practitioners could identify
the essential features for a diagnosis of FAS, and few felt confident to make a diagnosis of FASD
(Payne et al., 2005). Such lack of awareness often means that the appropriate supports are not
available for individuals with FASD, resulting in the perpetuation of existing negative outcomes
and onset of secondary disabilities (Streissguth et al., 2004).
FASD and the Justice System
Given that young people with FASD often demonstrate characteristics which are
considered to be risk factors for offending behaviour, including being impulsive, hyperactive and
aggressive, FASD is highly relevant to the youth justice system (Connor, Sampson, Bookstein,
Barr, & Streissguth, 2000; Fast & Conry, 2009; Loeber & Farrington, 2000; Popova et al., 2011;
Scott & Steinberg, 2009). Young people with FASD also commonly have poor judgement and
are overly trusting of others, meaning they can be easily coerced into committing crimes by their
peers (Fast & Conry, 2009).
There is no research within Australia regarding the prevalence of FASD among young
people in detention. However, international research indicates that the prevalence of FASD
among detained young people is high (Hughes, Clasby, Chitsabesan & Williams, 2016). A
systematic literature review estimated that young people with FASD in Canada are 19 times more
likely to be detained over other young people (Popova et al., 2011). In addition, over 60% of
adolescents with FASD in one study had been either charged, arrested, convicted or otherwise in
trouble with the law on at least one occasion (Streissguth et al., 2004). Prevalence studies
conducted in the past have estimated that rates of FASD are 98 to 233 per 1000 young people in
detention (Fast, Conry, & Loock, 1999).

These findings clearly demonstrate an

overrepresentation of young people affected by FASD in youth justice systems internationally,
and this is likely to translate to the Australian context.
In the justice system, neurodevelopmental impairments among young people engaged
with the law are not consistently identified by justice or corrections professionals (Cox, Clairmont,
& Cox, 2008), and even young people with a diagnosed neurodevelopmental disorder often
experience difficulties accessing adequate support or intervention (Hughes, Williams,
Chitsabesan, Davies, & Mounce, 2012). For example, young people in detention with FASD are
more likely to have their actions misinterpreted, their difficulties misunderstood and their
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likelihood of victimisation and manipulation elevated in comparison to detained young people
without FASD (Fast & Conry, 2009). They may also struggle to relay their needs or comprehend
instructions. Such behaviours arising from their neurocognitive impairments may be
misunderstood as wilful noncompliance, rather than as symptoms of permanent organic brain
damage. In addition, typical management practices used in the custodial environment for
unacceptable behaviour may confuse or aggravate a young person with FASD. For these reasons,
a detailed understanding of FASD among custodial staff is necessary to ensure that young people
with FASD are identified, understood and given tailored support while engaged with justice
services, especially when in detention. However, this understanding is lacking, with research in
Canada (Cox et al., 2008), North America (Johnson et al., 2010) and Australia (Douglas, Hammill,
Hall, & Russell, 2012; Douglas, Hammill, Russell, & Hall, 2012b; Mutch, Jones, Bower, &
Watkins, 2016) indicating there is limited knowledge or awareness of FASD existing among
justice professionals including correctional officers, lawyers, judges and police. Due to this
knowledge gap among youth justice staff and the likely high instance of FASD in juvenile
detention centres, there is an identifiable need for the implementation of targeted training and
workforce development opportunities to ensure that staff are equipped with the appropriate
knowledge and skills to recognise and manage young people with FASD. This thesis will
investigate this gap in professional knowledge and skills, and determine whether a workforce
development intervention can upskill custodial staff in their management of young people with
FASD in detention.
Current Study
Overarching Research Program
This thesis forms one component of a program of research funded by the National Health
and Medical Research Council (NHMRC; grant number APP1072072). Given that no research
into the prevalence of FASD in Australian juvenile detention centres exists, this research will be
to estimate the extent that young people with FASD are involved in the justice system.
Specifically, the program of research has four main objectives:
i.

to estimate the prevalence of FASD among young people in detention

ii.

to develop a screening tool to identify young people who may have FASD as they
enter detention

iii.

to develop, implement and evaluate a workforce training intervention to upskill
the detention centre workforce in the management of young people with FASD,
and;
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iv.

to explore the experiences of young people who participate in this research, and
their circle of care, through a qualitative case study.

Setting
The research will take place at Banksia Hill Detention Centre (BHDC), the only custodial
facility in Western Australia for offenders aged 10 to 18 years. Some young people aged over 18
years also reside at BHDC as directed by a court of law. Currently, the total cell capacity of BHDC
stands at 222 young people, however since 2013 the population has fluctuated between 110-207
young people (Office of the Inspector of Custodial Services, 2015). The population of BHDC
includes both males and females who reside in separate areas of the facility, and have either been
sentenced to a period of detention, have been arrested but are awaiting trial or bail determination
or have been convicted of a crime but are not yet sentenced.
Objectives and Design
This thesis focuses on the workforce training intervention component of the overarching
program of research. It aims to provide an empirical and holistic understanding into how the
knowledge, attitudes and practices of custodial staff working with young people in detention can
be improved to better support those with FASD. It also provides an opportunity for clinical
findings from the prevalence study to be translated into management practices that are feasible
and sustainable within the custodial environment, and will be an important aspect of translating
this research.
Specifically, the objectives of this thesis are to:
i.

Determine the knowledge, attitudes, experiences and practices of staff working
with young people in detention regarding FASD and other neurodevelopmental
impairments

ii.

Develop, implement and evaluate a workforce development intervention to
facilitate appropriate identification and management of young people with FASD
in detention, including specific strategies for behaviour management and
communication based on the needs of the detention centre population and the
custodial workforce

iii.

Improve the overall knowledge, attitudes, skills and practices regarding FASD
among youth custodial staff, and the behaviour management practices used with
cognitively impaired young people in detention

This research is comprised of four components of formative research, which collectively
(and along with findings from the prevalence study) provide direction for the development,
implementation and evaluation of the intervention (as shown in Figure 1).
6

A theoretical

framework (Michie, van Stralen, & West, 2011) was also applied to the development process as
discussed in Chapter Six, and the Template for Intervention Description and Replication (TIDieR)
checklist used to describe the intervention Chapter Seven (Hoffmann et al., 2014).

Figure 1. Components of the current study

This research is the first in Australia to gain a comprehensive understanding of the
capacity of a custodial workforce to manage young people with FASD, and the first to develop
and apply an evidence-based intervention with the aim of improving the management of young
people with FASD in the Australian youth justice system. It is anticipated that this research will
provide insight into aspects of the intervention that are most feasible and effective within a youth
custodial setting, and serve as an informant for other workforce development interventions within
corrective services. In addition, it aims to inform future interventions aiming to delay or prevent
the onset of secondary disabilities among young people in detention with FASD, or divert young
people with neurodevelopmental impairments from crime altogether.
Structure of this thesis
The current chapter, Chapter One, provided an overview of the effects of prenatal alcohol
exposure, FASD diagnostic criteria and assessment, the implications FASD can have for an
affected individual and the services they engage with, and the relevance of FASD to the youth
justice system. It also outlined the aims and objectives of the current research, and introduced the
broader program of research within which this work is situated, namely the first FASD prevalence
study to take place in an Australian youth justice setting. Originally, it was intended that a
systematic literature review would be undertaken to explore existing interventions for young
people with neurodevelopmental impairments in detention or other secure facilities, but with very
few published interventions identified, this review was not progressed.
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Chapter Two is a published article which details the study protocol for the prevalence
study of FASD among young people in the Western Australian detention centre. It includes an
overview of all components of the study, including the approach used for assessment and
diagnosis, and the workforce development component which is the focus of this thesis.
Chapter Three is a published article reporting on the knowledge, attitudes, experiences
and practices of the Western Australian youth custodial workforce. It provides a description of
the study’s quantitative methodology, including the development of the survey instrument used,
and reports the responses from 112 youth custodial officers (51% of the total custodial workforce).
Chapter Four is an article currently under review for publication which explores the
perceptions and experiences of custodial officers and young people in detention regarding
neurodevelopmental impairments such as FASD. It details the qualitative approach used, and
reports the findings from semi-structured interviews with 22 youth custodial officers and 11 pairs
of detained young people.
Chapter Five is an article prepared for publication which reports on common management
and support strategies recommended by a multidisciplinary assessment team for young people
with FASD and neurodevelopmental impairments. The strategies were obtained from the
individualised assessment reports produced during the FASD prevalence study, and analysed
using a qualitative descriptive approach.
Chapter Six is an article currently under review for publication which describes the
process of developing a training intervention aiming to upskill the Western Australia youth
custodial workforce in the management of detained young people with FASD. The intervention
is titled the Reframe the Behaviour training program. The article outlines how all studies included
in Chapters Three to Five in this thesis informed the development process, along with insights
gained from extensive consultation with the custodial workforce. It also describes a creative
component of this research, being the development of a series of video resources used in the
training intervention.
Chapter Seven is an article currently under review for publication which reports on the
implementation and evaluation of the training intervention, Reframe the Behaviour, with 109
custodial officers. The qualitative and quantitative methodologies used in the evaluation are
described, and the staff response to this training intervention discussed.
Chapter Eight concludes this thesis with an overall discussion of this research and
summarises the main findings from each component of this research. This chapter includes
discussion of the strengths, limitations, impact, and implications of this research, as well as
recommendations for future youth justice approaches.
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As Chapters Two to Seven include journal articles that have either been published,
submitted or prepared for publication, there is some repetition of the required background and
other relevant information throughout this thesis.
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Chapter 2.
Study Protocol for Screening and Diagnosis of Fetal Alcohol Spectrum
Disorders (FASD) Among Young People Sentenced to Detention in
Western Australia
Chapter Overview
This chapter presents a published article detailing the protocol for the prevalence study
of FASD among young people in the Western Australian detention centre and the program of
research in which this thesis is situated. It includes an overview of all components of the research,
including the approach used for assessment and diagnosis, the potential development of a
screening tool to identify youth with FASD upon entry to detention, and the importance of the
workforce development component which is the focus of this thesis. A full published version of
this article can be found in Appendix 1. The citation for the publication is:
Passmore, H.M., Giglia, R., Watkins, R.E., Mutch, R.C., Marriott, R., Pestell, C., Zubrick,
S.R., Rainsford, C., Walker, N., Fitzpatrick, J., Freeman, J., Kippin, N., Safe, B. & Bower,
C. (2016). Study protocol for screening and diagnosis of fetal alcohol spectrum disorders
(FASD) among young people sentenced to detention in Western Australia. BMJ Open,
6(6), e012184. doi: 10.1136/bmjopen-2016-012184.
Abstract
Introduction
Prenatal alcohol exposure can cause lifelong disability, including physical, cognitive, and
behavioural deficits, known as fetal alcohol spectrum disorders (FASD). Among individuals with
FASD, engagement with justice services is common. Little is known about the prevalence of
FASD among young people engaged with the Australian justice system. This study aims to
establish FASD prevalence among sentenced young people in detention in Western Australia
(WA), and use the findings to develop a screening tool for use among young people entering
detention. Translation of these results will guide the management and support of young people
in detention and will have significant implications upon the lives of young people with FASD and
the future of Australian youth justice services.
Methods and Analysis
Any sentenced young person in WA aged 10 to 17y 11m is eligible to participate. Young
people are assessed for FASD by a multidisciplinary team. Standardised assessment tools refined
for the Australian context are used, acknowledging the language and social complexities involved.
Australian diagnostic guidelines for FASD will be applied. Information is obtained from young
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people, responsible adults, teachers and custodial officers. Individualised results and management
plans for each young person are communicated to the young person and responsible adult.
Prevalence of FASD will be reported and multivariate methods used to identify variables most
predictive of FASD and to optimise the predictive value of screening.
Ethics and Dissemination
Approvals have been granted by the WA Aboriginal Health Ethics Committee, University
of WA Human Research Ethics Committee, Department of Corrective Services and Department
for Child Protection and Family Support. Anonymised findings will be disseminated through
peer-reviewed manuscripts, presentations and the media. Extensive consultation with
stakeholders (including government agencies, detention centre staff, community service providers,
the young people and their families or carers) will be ongoing until findings are disseminated and
translated.
Strengths and Limitations of this Study
•

First study to estimate the prevalence of FASD among young people in detention in
Australia

•

Aims to develop a screening tool for the identification of young people with FASD early
in their involvement with the justice system

•

Incorporates research translation and is guided by extensive community consultation

•

Conducting research within a detention centre poses challenges and environmental
instabilities
Introduction
Prenatal alcohol exposure (PAE) can result in lifelong physical and neurocognitive

abnormalities, which can severely impact upon a person’s quality of life (Clark et al., 2004; Koren
et al., 2003; Popova et al., 2011; Stratton et al., 1996a; Streissguth et al., 2004). The spectrum of
these abnormalities is termed fetal alcohol spectrum disorders (FASD). In Australia, the spectrum
of FASD encompasses specific diagnoses depending of the severity and type of impairments
present (Watkins, Elliott, Wilkins, et al., 2013). Diagnosis on the FASD spectrum include fetal
alcohol syndrome (FAS), partial FAS (pFAS) and neurodevelopmental disorder-alcohol exposed
(ND-AE) (Watkins, Elliott, Wilkins, et al., 2013). FAS is defined by evidence of growth
deficiency, central nervous system (CNS) impairment in three or more domains, and the presence
of all three specific facial features: short palpebral fissures, a smooth philtrum and a thin
vermillion border of the upper lip. Partial FAS is defined by two of these three facial features and
CNS impairment, with confirmed PAE. ND-AE is defined as CNS impairment across three or
more domains without facial features, with confirmed PAE.
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The primary disabilities seen in FASD can vary, but commonly include deficits in
memory, learning, attention, understanding abstract concepts, reasoning, understanding cause and
effect, learning from past experiences, information processing, decision making and
comprehending social skills or expectations (Koren et al., 2003; Popova et al., 2011; Stratton et
al., 1996a; Streissguth et al., 1997; Streissguth et al., 2004). These deficits, a result of damage to
the brain after PAE, can lead to a number of secondary effects that adversely impact an
individual’s wellbeing, productivity and life potential. These include school difficulties,
unemployment, disrupted education, substance use and/or addiction, homelessness, mental health
issues, and early and repeat engagement with the law (Clark et al., 2004; Streissguth et al., 1997;
Streissguth et al., 2004).
A large proportion (60%) of young people with FASD become involved with the criminal
justice system (Streissguth et al., 2004), and they are 19 times more likely to be detained compared
with those without FASD (Popova et al., 2011). Young people with FASD often display
hyperactivity, impulsiveness, aggressiveness and poor judgement (Connor et al., 2000; Fast &
Conry, 2009; Popova et al., 2011), characteristics that can negatively impact on their ability to
adhere to socially acceptable behaviours, hence becoming risk factors for offending (Loeber &
Farrington, 2000; Scott & Steinberg, 2009). In addition, young people with FASD often have an
inability to understand causal relationships or remember that there are consequences for their
actions. Although young people with FASD often become involved with the law due to their
impulsive actions or aggressive behaviours, they can also be overly trusting of others, easily
coerced or misled and victimized (Fast & Conry, 2009).
In addition to their increased risk of entering detention, young people with FASD have a
high risk of exhibiting antisocial or undesirable behaviours while incarcerated (Fast & Conry,
2009). Justice, law enforcement and correctional staff might interpret these behaviours as
intentional misconduct, rather than recognising that the behaviours are a result of neurocognitive
impairment, interrupted education and possible comorbid mental health issues. Young people
with FASD also have difficulty complying with parole orders that comprise stringent directives
(e.g. meeting in an unfamiliar place, adhering to a specified time), resulting in breaches of parole
conditions and a potential return to incarceration (Brown, Russell, et al., 2015; Fast & Conry,
2009). It is essential that FASD is identified as early as possible in a detained young person’s
contact with the law in order for their behaviours to be interpreted correctly as a manifestation of
their impairments, and provide opportunity for appropriate application of the law and evidencebased management strategies throughout their engagement with justice services.
No prevalence rates for FASD among young people in Australian detention centres have
been established. However, past research leads to the expectation that many cases of FASD are
undiagnosed or have unintentionally been misdiagnosed as another disorder (Brown, Burd, et al.,
13

2015; Burd, Selfridge, Klug, & Bakko, 2004; Chasnoff, Wells, & King, 2015; Popova et al., 2011).
What has been documented is higher rates of FASD among Aboriginal people in Australia in
comparison to non-Aboriginal people (Elliott et al., 2008; Fitzpatrick et al., 2015; Mutch, Watkins,
& Bower, 2014). Additionally, Indigenous 1 young people are 31 times more likely to be in
detention compared with non-Indigenous young people across Australia (Australian Institute of
Health and Welfare, 2012).With those considerations in mind it is anticipated that there will be
many young people within detention in Western Australian who are affected by FASD.
In order to reduce the negative impact of crime and incarceration on society there is a
critical need to determine the extent that young people with FASD are involved with the justice
system (Allely & Gebbia, 2016; Popova, Lange, Burd, & Rehm, 2015a). Once that determination
is made development of appropriate evidence-based management strategies for these young
people can take place. Screening for and diagnosis of FASD can be challenging for a number of
reasons. There are often multiple barriers impeding diagnosis (Burd et al., 2004). Barriers can
consist of minimal awareness among health professionals regarding PAE, difficulties in obtaining
confirmation of alcohol use during pregnancy and the stigma often associated with diagnosis
(Payne et al., 2005; Payne et al., 2011). Effective screening tools are essential for early
identification of impairment (Brown, Burd, et al., 2015; Scott & Glasziou, 2012). Unfortunately,
there is a lack of screening instruments for FASD that are valid and reliable within an Australian
context (Watkins, Elliott, Halliday, et al., 2013). Further complicating the issue is limited capacity
for screening and diagnosis due to geographical, service funding and training constraints (Elliott,
Payne, Haan, & Bower, 2006; Payne et al., 2005; Peadon, Fremantle, Bower, & Elliott, 2008).
Ideally, the diagnostic process involves a comprehensive assessment of a young person’s
health, neurocognition, sensory, motor, speech and social skills carried out by a multidisciplinary
diagnostic team (Chudley et al., 2005). Information should be obtained from those close to the
individual such as family members and teachers, and external sources including school records,
family history, medical records, social services information, and in particular, any previous
diagnoses of physical or cognitive impairment to verify what is reported by the individual
(Chudley et al., 2005). It is crucial that the diagnostic process is tailored to the needs of the
individual, and that the information ascertained is communicated back to the individual, their
family and other supports as appropriate. By identifying the individual’s strengths and difficulties
in this way, their social, health and educational outcomes can be considerably improved, and the

1

The term Indigenous has been used to refer to both Aboriginal and Torres Strait Islander
people. The term Aboriginal has been used elsewhere to refer to Aboriginal people only, given
the specific involvement of Aboriginal young people in this research.
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risk of secondary effects decreased with the use of appropriate management strategies and
modification of their physical and social environments (Carmichael Olson, Jirikowic, Kartin, &
Astley, 2007).
With no indications as to how many people in the Australian justice system are living
with FASD, it is impossible to ensure the required supports are available for those affected. This
is likely to result in a large proportion of individuals with physical and cognitive impairments
maintaining their involvement with the law due to justice systems not having the skills, resources
or support services required to break the cycle of recidivism (Fast & Conry, 2009; McLachlan,
Roesch, Viljoen, & Douglas, 2014). Awareness of these issues in Western Australia (WA) is
growing, with recent parliamentary enquiries (Education and Health Standing Committee, 2012;
House of Representatives Standing Committee on Aboriginal and Torres Strait Islander Affairs,
2011; House of Representatives Standing Committee on Social Policy and Legal Affairs, 2012),
community services providers (Youth Justice Think Tank, 2013) and the WA Department of
Health FASD Model of Care (Department of Health, 2010) calling for programs to identify and
assist young people with FASD while in detention to help them function better when out in society,
and help prevent them from returning to detention.
In response, this study was undertaken to determine the extent that FASD exists among
young people in detention in WA, and guide the youth justice system in the identification,
management and support of those affected. The study is funded by a National Health and Medical
Research Council (NHMRC) Targeted Research Grant for Fetal Alcohol Spectrum Disorders in
Indigenous Populations. This protocol paper describes the consultations that guide the study
processes, and the methods and assessment tools selected and pilot-tested prior to beginning the
study.
Study Aims
The aims of this research are to:
1. Estimate the prevalence of FASD among young people in detention in WA.
2. Develop and evaluate a FASD screening instrument appropriate for use among young
people entering detention in Australia.
Methods
While this paper outlines the screening and diagnosis protocols used in the prevalence
study, it is important to note that this is only one component of a much larger study. This
overarching study is multifaceted and incorporates research translation, empowerment and
capacity building to ensure diagnosis is not carried out in isolation, and provides opportunity for
positive change to occur in the lives of those affected by FASD. More specifically, additional
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research components (as shown in Figure 1) involve building capacity among the detention centre
workforce, qualitative evaluation of the prevalence study processes and an analysis of linked data
once the prevalence study is completed to explore risk factors for involvement with the justice
system.
Setting
The study is being conducted in Banksia Hill Detention Centre, the only detention centre
within the state of WA for young people who offend. It was built in 1997 and is located
approximately 26 kilometres from the Perth city centre. Since January 2013, the detention centre
population has fluctuated between 110-207 young people, but is currently at 142 young people at
the time of publication. The population consists of young people on remand, those awaiting trial
or bail determination and those who have been sentenced to detention. Males and females reside
in separate residential units within the facility, and approximately 75% of the population at present
are Aboriginal (Office of the Inspector of Custodial Services, 2015).
Ethics and Dissemination
Given the characteristics of the population under investigation and the seriousness of the
potential diagnostic outcomes, cultural sensitivity is of primary concern. Due to the high
proportion of Aboriginal young people serving detention in WA, ethical approval was sought and
given by the Western Australian Aboriginal Health Ethics Committee (approval number 582), as
well as the University of Western Australia Human Research Ethics Committee (approval number
RA/4/1/7116) and the Department of Corrective Services (DCS; project ID 335). The Department
for Child Protection and Family Support (CPFS) has also given their approval for the research to
include young people in their care (approval number 2015/8981).
Anonymised results of this study will be widely disseminated through peer-reviewed
manuscripts, conference presentations, the media and consultations with relevant stakeholders,
government agencies, justice professionals and community organisations where appropriate. No
personally identifiable information will be released without assent from the participating young
person and consent from their responsible adult.
Consultation
Prior to the grant submission, extensive consultation with key stakeholders was
undertaken over several months to determine if the research would be feasible and acceptable to
DCS and the Indigenous and non-Indigenous communities affected by the research. With initial
high level support for the study, consultations were held once the grant was approved and prior
to commencement of a pilot test of assessment processes involving the clinical assessment of 10
young people. A significant amount of time was spent developing networks and working
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relationships for these multi-layered consultations to occur, such as with staff from youth justice
services, child protection services, Aboriginal health networks, FASD advocates and academic
institutions. These consultations are ongoing, and are essential to ensure adequate departmental
and community involvement in the research and its practical application. Many of these
consultations have been facilitated by the development of three specific groups created to inform
the research; a Consumer and Community Reference Group, a Steering Group and a DCS and
CPFS Reference Group.
Comprised of foster parents with a child with FASD, an Indigenous researcher
investigating the impact of FASD in Aboriginal families, and an Indigenous community worker
who has also fostered children with FASD, the Consumer and Community Reference Group is a
cornerstone for the study. It was integral to the development of the recruitment resources such as
the pictorial assent forms, the consent forms and the information provided to participants and their
responsible adult. This group also provided advice on: i) culturally appropriate communication
strategies for engaging staff families and the young people, as well as for processes of obtaining
consent; ii) best practice when asking for sensitive information; iii) the possibility of
reimbursements for the young people; iv) the dissemination of information and v) potential
challenges. In addition, a community navigator who had previously been employed as a youth
custodial officer at the detention centre was employed prior to the pilot test to provide assistance
in developing the recruitment information and in navigating the operational aspects of the
detention centre system and DCS protocols. Other community members and community
organisations are contacted for comment and guidance as required, upon recommendations from
the Consumer and Community Reference Group.
Representatives from relevant consumer and advocacy organisations, the Aboriginal
Legal Service, the Office of the Inspector of Custodial Services, community members and a senior
administrative staff member from the detention centre comprise the Steering Group. The group
meets bi-monthly and provides direction and guidance on the research processes and how best to
draw on the research outcomes to positively influence change in the justice setting, while
maintaining the wellbeing of the young people as their primary interest.
The Reference Group is a high level directorial group that addresses the ongoing
challenges of conducting research in a custodial setting. Decision makers from within the DCS,
CPFS and detention centre meet to ensure that research protocols and/or operational procedures
can be adjusted to meet the requirements of the detention environment whilst still maintaining the
rigour of the research methodology. The Deputy Commissioner for Youth Justice Services, DCS
senior managers from health services and psychology, and staff from the detention centre
including the Superintendent, senior administrators, an Aboriginal welfare officer, a senior
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representative from CPFS, chief investigators of the study, and the project manager comprise the
membership of this group.
All three groups have been integral in the development of the protocols, and they continue
to provide guidance across many other aspects of the study. Since beginning the pilot test, several
changes have taken place following consultations with those most appropriate for each particular
issue. For example, consultations with the Reference Group have resulted in the detention centre
providing a physical space more suitable for clinical assessments than was initially used, and the
supervision procedures of detention centre staff were altered to ensure staff time is used most
effectively by reducing additional staff allocations while still maintaining appropriate levels of
supervision during assessments.
Aside from these groups, information about the study processes has and will continue to
be widely communicated as appropriate. Formal presentations have been held for all departments
at the detention centre including case management, psychology, administration, education, youth
custodial officers and youth justice officers, as well as for a number of community organisations
deemed relevant to the study outcomes. Opportunistic meetings, discussions and ‘yarning’
continue to provide valuable input into shaping the research processes. Informal conversations
with parents and guardians of the young people, community workers and detention centre staff
occur as opportunities arise. The ‘Elevator Pitch’ has quickly become the ‘Car Park Conversation’
as many exchanges occur in passing, either inside the detention centre or outside in the detention
centre carpark.
While considerable time and resources have been spent on these formal and informal
consultations, they continue to provide invaluable insight and collaborative opportunities that
shape not only the scope and processes of the study, but also its impact upon the lives of young
people affected by FASD.
Participants
All Aboriginal and non-Aboriginal young people who are sentenced to a period of
detention within the centre and are aged 10-17 years 11 months are eligible to participate.
Recruitment
Participants are recruited by a direct (face to face) approach made initially by a research
officer based at the detention centre, with support from custodial officers responsible for
supervision of the young people, detention centre teaching staff, case managers and other support
staff. If a young person expresses interest in being involved in the study then the research officer
will explain the purpose of the study using pictorial assent forms and participant information
sheets which the young person can retain.
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Young people who are serving a sentence of detention and have consequently been
deprived of certain civil liberties have a vulnerable status with respect to their ability to consent
for research. In this study, a young person is the first to provide written assent to participate in the
study. With their assent, a study information sheet is then given to the identified responsible adult
from whom written consent is obtained. Consent for young people in the care of CPFS is sought
directly from the CPFS case manager responsible for that young person. Once permission from
CPFS has been granted, parents of a young person in the care of CPFS will be contacted by the
research officer for consent as a courtesy and information sharing opportunity. In some cases,
CPFS may determine that it is not appropriate for the research officer to contact the parents of
some children in their care, and no attempt will be made to contact these parents. The attainment
of both assent and consent will set into motion the data collection processes of the research study.
Data Collection Processes
The research officer is responsible for the collection of information using standardised
forms from the participant, the responsible adult, detention centre teachers, youth custodial
officers, and child protection case workers. They are also responsible for taking photos of the
young person’s face and entering them into Astley’s FAS Facial Photographic Analysis software
package (Astley, 2003), a program designed to effectively measure and rank the extent that the
facial features specific to FAS and pFAS are present. Table 1 outlines all information collected
and methods of collection used.
The research officer schedules the clinical assessments for the participants. Assessments
for each individual are conducted within a period of two weeks depending on the operational
requirements of the detention centre, availability of custodial officers who must accompany the
young person to the assessment, clinician availability and the requests of the young person
themselves. If necessary, any of the assessments can be offered in several smaller sessions if the
young person is unable to complete them in one sitting. Most assessments are scheduled in the
mornings to reduce chances of fatigue in the afternoon.
Diagnostic Criteria
In order to make a correct diagnosis of FASD, the multidisciplinary team must conduct a
full assessment of the young person’s facial features, growth and central nervous system function.
In addition, a diagnosis also requires information on PAE. The Australian guidelines for the
diagnosis of FASD recommended by Watkins and colleagues (Watkins, Elliott, Wilkins, et al.,
2013) are used in this study to assign specific diagnoses on the spectrum of FASD based on the
comprehensive diagnostic assessment by the study clinicians and information collected. Table 2
outlines the recommended Australian categories and criteria for diagnosis.
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Table 1. Data collected and method of collection
Person contacted
Participant

Responsible adult

Teacher

Youth custodial officer

Assessment/Survey
Assent form
Facial photos
Biomedical and psychosocial checklist
Consent

Background history survey (includes AUDIT-C (Bush, Kivlahan,
McDonell, Fihn, & Bradley, 1998) questions for pre-natal alcohol use)
Child Behaviour Checklist (CBCL) Parent’s Report Form
(Achenbach, 2001)
Vineland Adaptive Behaviour Scales Second Edition –
Parent/caregiver rated form (Sparrow, Chicchettie, & Balla, 2005)
Behaviour Rating Inventory of Executive Function - Parent (BRIEFP) (Gioia, Isquith, Guy, & Kenworthy, 2000)
Vineland Adaptive Behaviour Scales, Second Edition – Teacher rated
form (Sparrow, Cicchetti, & Balla, 2006)*
Behaviour Rating Inventory of Executive Function - Teacher (BRIEFT) (Gioia et al., 2000)*
Child Behaviour Checklist (CBCL) Teacher’s Report Form
(Achenbach, 2001)*
Informant Brief Screener (adapted from Conry and Asante (Conry &
Asante, 2010))
Life Skills Checklist (adapted) (Ainge, 2001)ᶧ
Informal social skills and social communication questionnaire
Background history survey as above*

Child protection case
worker
*
Only if responsible adult not available to complete
ᶧ Only if identifies as Aboriginal or Torres Strait Islander
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Method of Collection
Collected in person by research officer
Taken by research officer and entered into photo analysis software
program (Astley, 2012)
Collected in person by research officer
Collected either in person by the research officer, in person by a youth
justice officer for families in regional and remote towns, or via post,
via email or via fax after communication with the research officer has
occurred in person or via telephone
By research officer either in person or via telephone

Distributed in person by research officer, self-completed by teachers
and returned to research officer in person

Distributed in person by research officer, self-completed by youth
custodial officer and returned to research officer in person

Retrieved from case notes of young people in care of CPFS by case
worker and given to research officer

Table 2. Watkins and colleagues (Watkins, Elliott, Wilkins, et al., 2013) recommendations for Australian FASD diagnostic categories and criteria
Diagnostic criteria*

Diagnostic category
Fetal alcohol syndrome (FAS)

Requirements for diagnosis

Requires all 4 of the following criteria to be
met:

Prenatal alcohol exposure
Facial anomalies

Confirmed or unknown
Presence of all 3 of the following facial
anomalies at any age:
short palpebral fissure length (2 or more
standard deviations below the mean)
smooth philtrum (Rank 4 or 5 on the
University of Washington [UW] LipPhiltrum Guide (Astley, 2004))
thin upper lip (Rank 4 or 5 on the UW LipPhiltrum Guide (Astley, 2004))

Partial fetal alcohol syndrome (pFAS)
Requires confirmed PAE, the presence of 2
of the 3 characteristic FAS facial anomalies
at any age, and CNS criteria to be met:
Confirmed
Presence of any 2 of the following facial
anomaliesᶧ at any age:
short palpebral fissure length (2 or more
standard deviations below the mean)
smooth philtrum (Rank 4 or 5 on the UW
Lip-Philtrum Guide (Astley, 2004))
thin upper lip (Rank 4 or 5 on the UW LipPhiltrum Guide (Astley, 2004))

Growth deficit

Neurodevelopmental
disorder-alcohol
exposed (ND-AE)
Requires confirmed PAE and CNS criteria to
be met:
Confirmed
No anomalies required±

Prenatal or postnatal growth deficit indicated No deficit required±
No deficit required±
by birth length or weight ≤ 10th percentile
adjusted for gestational age, or postnatal
height or weight ≤ 10th percentile
Central Nervous System At least 1 of the following:
(CNS) abnormality
clinically significant structural abnormality (e.g. occipital-frontal circumference ≤ 3rd percentile, abnormal brain structure), or neurological
abnormality (seizure disorder or hard neurological signs); and/or
severe dysfunction (impairment in 3 or more domains of function, 2 or more standard deviations below the mean) ¤
* Appropriate reference charts should be used, and other causes of growth deficit and CNS abnormality excluded.
ᶧ Based on the presence of 2 of the 3 characteristic FAS facial features, the observed impairments cannot be causally linked to PAE.
± Not required for diagnosis but may be present.
¤ Assessment of dysfunction based on evidence from standard validated assessments instruments interpreted by qualified professionals.
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Table 3. Diagnostic assessments used by multidisciplinary diagnostic team
Clinician
Paediatrician

Neuropsychologist

Speech Pathologist

Assessment
Medical assessment (including measurement of palpebral fissure length, lip philtrum and upper lip volume using UW Lip-Philtrum Guides 1 and 2 (Astley,
2004)) and structured interview considering early life, educational opportunity, lived trauma and additional risk factors for neurocognitive impairment including
high risk behaviours such as early onset and frequent substance, high impact head injury or post-traumatic stress disorder (Chitsabesan et al., 2014; Cohen,
Mackenzie, & Yates, 1991; Mutch et al., 2012)
Wechsler Abbreviated Scale of Intelligence – Second Edition (WASI-II) (Wechsler, 2011)
Wechsler Non-Verbal Test of Intelligence (WNV) (Wechsler & Naglieri, 2006)* including spatial span
Delis-Kaplan Executive Function System (Delis, Kaplan, & Kramer, 2001) colour-word interference, trail making and category fluency
Wide Range Achievement in Memory & Learning – Second Edition (WRAML-II) Screening Memory Index (Adams & Sheslow, 2004)
Wide Range Achievement Test – Fourth Edition (WRAT-4) for reading comprehension, word reading, sentence comprehension, spelling and math computation
(Wilkinson & Robertson, 2006)
Speakers of Standard Australian English and Australian Aboriginal English: Speakers of an Aboriginal Language:
Clinical Evaluation of Language Fundamentals, Fourth Edition, Australian Informal non-word repetition task measuring phonological memory and
Standardised Edition(CELF-4 Australian) (Semel, Wiig, & Secord, 2003)ᶧ
phonological awareness (adapted from Gould (Gould, 2008b))
Comprehensive Test of Phonological Processing – Second Edition (Wagner, Informal story recall task
Torgesen, & Rashotte, 2013)
Informal receptive grammar task
Informal narrative task (oral and written), measuring sequencing and Informal vocabulary and word classes task
grammar in connected discourse (based on Snow and Powell (Snow & Picture description barrier game task measuring sentence level vocabulary and
Powell, 2005))
prepositions, self-monitoring and response to prompting
Informal narrative task (oral and written) with inferencing and predicting tasks
Clinical Evaluation of Language Fundamentals, Fourth Edition, Screening Test
Australian & New Zealand Language Adapted Edition (CELF-4 Screener)
(Semel, Wiig, & Secord, 2004) to gauge standard Australian English competence

Occupational
Therapist

Informal oromotor, articulation, phonology, and motor speech assessments
Beery Visual Motor Integration including Motor Coordination and Visual Perception subtests (Beery & Beery, 2010)
Movement Assessment Battery for Children- Second Edition (Movement ABC-2) (Henderson, Sugden, & Barnett, 2007)
Quick Neurological Screening Test Third Edition (Mutti, Sterling, Martin, & Spalding, 2012)
Informal handwriting screen
Sensory Profile- Adolescent/Adult Self Questionnaire (Brown & Dunn, 2002)
Vineland Adaptive Behaviour Scales (Sparrow et al., 2005; Sparrow et al., 2006) for review of motor and daily living skills domain

*

WNV administered instead of the WASI if participant cannot speak fluent Australian English.
ᶧ For speakers of Australian Aboriginal English responses were coded in standard Australian English, and with aspects of Australian Aboriginal English grammar based on
literature including Pearce and Williams. (Pearce & Williams, 2013)

22

Diagnostic Assessment
The diagnostic assessment is conducted by team comprised of a paediatrician,
neuropsychologist, speech pathologist and occupational therapist. Table 3 outlines all of the
formal and informal assessments used. The paediatrician completes a comprehensive health
assessment, developed following a literature review and consultation with national and
international colleagues experienced in the care of children and young people with FASD and
within justice services. The paediatrician conducts an interview with the young person, deriving
their early life, educational history and age of onset for health risk behaviours. In addition, the
young person participates by drawing their family tree and in this activity discloses their lived
history of both nurture and trauma. Clinical history of current and past health issues is obtained
using standardised health history questionnaires (Chitsabesan et al., 2014; Cohen et al., 1991)
including a Western Australian derived structured interview for cross-cultural paediatric health
care. (Mutch et al., 2012) Clinical examination assesses the young person’s mood and wellness,
social strengths, expressive abilities, growth, visual acuity and hearing, fine and gross motor
function, dysmorphic features, neurocutaneous stigmata and cardiovascular, respiratory and
neurological function. Evidence of previous injuries and any other abnormal physical findings are
documented in a body map, including poorly healed fractures, lacerations, tattoos and piercings.
Measures of growth (head circumference, weight and height), palpebral fissure lengths, lip
philtrum shape and upper lip volume are recorded and additional features associated with PAE
are systematically noted, including hair whorl, clinodactyly and shape of palmar creases.
The assessment conducted by the neuropsychologist was developed following a
comprehensive

literature

review,

and

in

consultation

with

experienced

clinical

neuropsychologists familiar with conducting assessments within community and youth justice
settings. The formal neuropsychology assessment battery was chosen to adequately cover the
domains used to determine whether there is functional central nervous system dysfunction (i.e. 2
SD below the mean) in three or more domains. As per Australian diagnostic criteria (Watkins et
al., 2012; Watkins, Elliott, Wilkins, et al., 2013), the domains assessed are intellectual
functioning/cognition, attention/activity levels/sensory, executive functions, memory, social
skills/adaptive functioning/social communication, and academic functioning. The domains of
language and motor ability are more thoroughly assessed by the speech pathologist and
occupational therapist on the team. Additional considerations for the neuropsychology tests (and
questionnaires) chosen included their psychometric properties (reliability and validity),
administration time, clinical utility (including use of engaging culturally appropriate materials),
and whether Australian norms were available. A non-verbal test of intelligence was also chosen
for those without standard Australian English, and a Life Skills Checklist developed for
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Aboriginal children as a more culturally appropriate method of assessing adaptive functioning.
No changes were made to the neuropsychology assessment battery following the pilot test.
Speech, language, and communication are assessed by a speech pathologist.
Development of the assessment battery included a comprehensive literature review and liaison
with clinicians and research academics in the fields of FASD, youth justice, language learning
impairments and language assessment of people who speak Australian Aboriginal English and
Australian Aboriginal languages. Standardised assessments were chosen for their reliability and
validity in measuring receptive and expressive oral language, and phonological awareness of
young people in the target group age range (Semel et al., 2003; Wagner et al., 2013). Oral
language and phonological awareness are included in the Canadian Guidelines for FASD
diagnosis, (Chudley et al., 2005) and standardised assessments have been used widely in
examining oral language profiles of children with FASD and young offenders (Coggins, Timler,
& Olswang, 2007; Games, Curran, & S., 2012; Proven, Ens, & Beaudin, 2014; Snow & Powell,
2011).
It is recognised that standardised norm referenced assessments are based on monolingual
standard Australian English language acquisition. For children who are learning standard
Australian English as a second dialect or language, it is possible that their language differences
may be misinterpreted for language disorder, causing bias and invalid results (Cahir, 2011; Gould,
2008a; Malcolm, 2011). Also, a child’s health, social background, schooling consistency, culture
and parent/caregiver literacy levels are just some examples of factors possibly affecting
progression to a competent level of standard Australian English (Department of Education and
Training, 2009). Therefore, informal tasks have been developed to assist in examining the
language abilities of the young people who speak Australian Aboriginal English or an Aboriginal
language as their first or ‘best’ language. These tasks were trialled and revised during the pilot
test, and are administered by the speech pathologist with an interpreter from the Aboriginal
Kimberley Interpreting Service. In addition, informal assessments and checklists were developed
to examine motor speech, connected discourse (narrative), and social communication and social
skills. These areas of speech, language and communication are included in the Canadian
Guidelines (Chudley et al., 2005) and were used by Salter (Salter, 2013) in a FASD prevalence
study in WA’s Fitzroy Valley (Fitzpatrick et al., 2012). It was planned that higher level language
would be measured using the Clinical Evaluation of Language Fundamentals, Fifth Edition,
Metalinguistic (Wiig & Secord, 2014) however, due to time constraints, this was removed after
the pilot test.
The assessment of motor skills and sensory processing is conducted by the occupational
therapist. The development of the assessment process was underpinned by an investigation into
the current Australian and international literature and in consultation with other therapists
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working in the FASD research field. The Quick Neurological Screening Test - Third Edition
(Mutti et al., 2012) is used to review any underlying soft neurological signs such as visual tracking,
motor planning, coordination, and balance. The Movement Assessment Battery for Children Second Edition (Movement ABC-2) was chosen to assess fine and gross motor coordination as it
is quick assessment to administer and score, with strong validity and reliability (Henderson et al.,
2007). However, use of the Movement ABC-2 is limited in that normative scores are only
available for those aged between three and 16 years old. Alternative assessments that cover a
greater range of ages were considered for use but deemed too lengthy for the study schedule, and
it was decided that the Movement ABC- 2 would be maintained as a limitation when used in the
study with young people over 16 years old. The Beery Visual Motor Integration assessment and
subtests (Visual Perception and Motor Coordination) were chosen due to their high reliability and
validity (Beery & Beery, 2010), and findings of past research which shows a correlation between
visual motor integration skills and a FASD diagnosis (Mattson et al., 2010). The Sensory Profile
- Adolescent/Adult self-questionnaire was used, as it is the only tool that covers the required age
range, and has been used widely in other research investigating sensory processing difficulties
contributing to attention and activity levels (Brown & Dunn, 2002). An informal handwriting
sample was also completed to review any existing handwriting difficulties. All motor and sensory
processing assessments were trialled during the pilot test, and deemed to be the most appropriate
tools for this study. No changes were made following the pilot test, however a supporting resource
was developed to aid the young people when completing the Sensory Profile questionnaire.
Data Collation
Once all clinical assessments are complete and all available questionnaire information
has been collected for an individual, the multidisciplinary team meets to review the results and
make a diagnosis if appropriate, taking into account co-occurring morbidities such as attentiondeficit/hyperactivity disorder or intellectual disability. Together, the team prepares an
‘Assessment Results and Recommendations Report’ in a format appropriate for the participant
and their responsible adult, building on the young person’s strengths and providing individualised
management recommendations. For example, specific communication styles and behaviour
management strategies to best support the young person whilst in detention and upon release will
be outlined. The report is the property of the participant and their responsible adult, but with their
permission it can be released to detention centre staff, medical and mental health professionals,
youth justice services and other agencies as necessary.
Upon completion of the report, a member of the multidisciplinary team meets with the
young person and their responsible adult individually, to communicate the assessment results and
recommendations in a manner most appropriate for their level of comprehension. This provides
an opportunity for the participants and their responsible adults to ask questions or raise concerns
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regarding the assessment process and outcomes. Support is offered during these feedback sessions
in the form of a trusted adult present upon request of the young person, or a translator for those
with standard Australian English as their second language. Contact details are provided should
the responsible adult want additional information or support, and young people are reminded of
the support available at the detention centre, including health and psychology services.
Screening Instrument
A key component of the study is the development and evaluation of a screening
instrument that can be used to screen all young people entering detention to identify risk factors
for FASD. The screening instrument will be developed after completion of the data collection,
based on potential screening risk factors and the diagnosis of FASD in the study sample.
Statistical Considerations
Sample size estimation was based on the midpoint estimate of the proportion of young
people from custodial correctional populations with FASD (15%) in a recent systematic review
(Popova et al., 2011). Assuming a confidence interval width of 10%, and an alpha of 0.05, the
number of participants required to establish that the screening test is at least 80% (90%  10%)
sensitive is 230. The study is powered on the number of participants required to ensure acceptable
precision of the sensitivity estimate as fewer participants are required to establish precise
estimates of specificity (Buderer, 1996).
Multivariate methods including multiple logistic regression modelling will be used to
identify the screening indicators most predictive of a diagnosis of FASD and which optimise the
predictive value of screening. Receiver operating characteristics curve analysis will be used to
facilitate selection of optimal screening cut-points to examine trade-offs in sensitivity versus
specificity and balance the costs of over-referral and under-ascertainment in screening instrument
development.
Discussion
This study is the culmination of over three decades of research work in the area of FASD
(Bower, Silva, Henderson, Ryan, & Rudy, 2000; Elliott & Bower, 2004; English & Bower, 1983;
Fitzpatrick et al., 2015; O'Leary & Bower, 2012; Peadon, Rhys-Jones, Bower, & Elliott, 2007;
Watkins, Elliott, Wilkins, et al., 2013). It will be the first to determine prevalence rates of FASD
among young people in an Australian juvenile detention centre. Results of this research will be
used to develop appropriate interventions and support for young people diagnosed with FASD
within the justice system. It is likely, based on previous research (Burd et al., 2004; Burd,
Selfridge, Klug, & Juelson, 2003; Popova et al., 2011; Streissguth, Barr, Kogan, & Bookstein,
1996; Streissguth et al., 2004), that many of the adversities exhibited by young people within
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detention may be attributed to FASD and that a lack of diagnosis in the Australian context has led
to suboptimal targeting of behavioural interventions within the justice system. This research will
provide an opportunity to build on the clinical practice models for improving treatment
effectiveness (Scott & Glasziou, 2012) by providing diagnoses or other clinical findings alongside
a tailored report that includes individual recommendations for the benefit of each young person.
Conducting research within a juvenile detention centre poses challenges with
environmental limitations or instabilities expected to arise as the study progresses. These
challenges could involve the space available within the detention centre for the assessments to
take place, the availability of officers to escort the young people to the assessments and access to
the young people if they have been involved in an incident or do not feel like participating on a
particular day. Due to such challenges, flexibility in study design will remain a necessity, without
compromising the integrity of the research. Since moving from the pilot test to the definitive study,
research processes have been modified according to operational requirements of the detention
centre and the various complexities existing within participants’ lives. Such alterations include:
i) the adaption of the speech, language and communication assessment battery to accommodate
for time constraints, ii) changing the physical areas of the detention centre used for assessments
iii) altering reporting guidelines in the case of being privy to information or an incident that
requires reporting under detention centre policy, and iv) changing the process of providing
feedback to the young people and their responsible adults. While challenges are unavoidable due
to the complex nature of the detention centre environment, ongoing consultation with stakeholders
provides opportunity to find solutions that appropriately balance operational procedures with
research integrity and study quality.
Widespread consultations have also led to the multifaceted design of the overarching
study, which will have major implications upon the significance of the research and its translation.
While the prevalence study encompasses diagnosis within a small population of high risk young
people, findings will be translated into a validated screening tool that can be used to identify
young people living with an undiagnosed FASD early in their contact with the justice system. The
ability to screen young people and refer them for clinical FASD assessment enables a pathway of
management to be determined for the young person, their families and their carers (Department
of Health, 2010), including corrective services. However, it is the workforce development and
qualitative evaluation components that will play a crucial role in the translation of the research,
and facilitate change within the Australian youth justice system.
The workforce development component will occur simultaneously with the prevalence
study. It involves the implementation and evaluation of an intervention aiming to increase
knowledge and awareness of FASD among custodial staff, and build their capacity to manage
young people suspected to have FASD and other cognitive impairments using equitable and
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culturally appropriate management strategies. The intervention will be developed in consultation
with custodial staff members and using preliminary results from the prevalence study, to ensure
that it is relevant to both the staff and young people at the detention centre. Building the capacity
of the detention centre workforce by empowering them with the skills to recognise and manage
the behaviours of young people with neurodevelopmental disorders such as FASD will be a
primary outcome of this planned work and a turning point for detention centres across Australia.
Similar professional development and workforce education has been carried out with other
professionals in the Western Australian justice sector, including the recent production of videos
aiming to educate lawyers and magistrates about the relevance of FASD in their arenas of work
(Telethon Kids Institute, 2015).
The qualitative evaluation will involve techniques suited to the complex identification
and management of FASD within the justice context (Yin, 2013) and aims to evaluate the impact
of this research on the lives of the young people, their families and their wider communities,
including the government agencies and community service providers engaging with the young
people. This component will explore the successes and failures of the study, and is essential to
understand if the screening and diagnosis and workforce development interventions facilitate
cultural change across the youth justice system. The recognition that this research will not only
affect the individual participants but the wider social context in which they live has been
imperative throughout the study development and community consultations, and the qualitative
evaluation component enables this to be further explored.
Together, the components of this research, including the linked data analysis, will
crucially broaden the understanding of FASD and the youth justice system in Australia, whilst
taking a humanitarian approach to research and research translation. Given that young people
with FASD are at great risk of obtaining and maintaining involvement with the justice system, it
is crucial that research in this area is translated into meaningful and enduring outcomes, ultimately
improving the lives of young people with FASD who are engaged with the justice system
Australia wide.
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Chapter 3.
Fetal Alcohol Spectrum Disorder (FASD): Knowledge, Attitudes,
Experiences and Practices of the Western Australian Youth Custodial
Workforce
Chapter Overview
This chapter presents a published article reporting on a quantitative component of this
research; the results of the knowledge, attitudes, experiences and practices survey conducted with
the Western Australian youth custodial workforce. It also provides a description of the
methodology used, including the development and administration of the survey instrument. This
is the first of three studies included in this thesis that were carried out to inform the development
of the training intervention. The other two studies which informed this process can be found in
Chapters Four and Five, and a discussion of how these studies informed the development process
is included in Chapter Six. A full published version of this article can be found in Appendix 2,
and the related participant information and consent form, and the survey in Appendix 3. Appendix
4 shows a participation thermometer which was placed inside the detention centre staff room and
updated regularly throughout the data collection period, to encourage staff to complete the survey.
The citation for the publication is:
Passmore, H.M., Mutch, R.C., Burns, S., Watkins, R., Carapetis, J., Hall, G., & Bower,
C. (2018). Fetal Alcohol Spectrum Disorder (FASD): Knowledge, attitudes, experiences
and practices of the Western Australian youth custodial workforce. International Journal
of Law and Psychiatry, 59, 44-52. doi: 10.1016/j.ijlp.2018.05.008.
Notably, prior to this article being published, an article reporting on the main findings of the
prevalence study was published (Bower et al., 2018). This is the first chapter in this thesis to
reference these findings and their implications.
Abstract
Background
Fetal Alcohol Spectrum Disorder (FASD) is a condition caused by prenatal alcohol
exposure and characterised by lifelong physical, behavioural and cognitive abnormalities.
Primary disabilities, such as impairment in memory, attention, cognition, language, executive
function, and adaptive function, can lead to young people with FASD becoming engaged with the
justice system. Little is known about the extent of FASD in youth detention in Australia, or of the
capacity custodial staff have to manage and support young people with FASD. In tandem with a
study assessing the prevalence of FASD among youth in detention in Western Australia (WA),
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this study aims to establish the current knowledge, attitudes, experiences and practices regarding
FASD and other neurodevelopmental impairments among youth custodial officers in order to
develop training resources for this workforce.
Methods
We invited youth custodial officers in the only youth detention centre in WA to
participate in an online or hardcopy survey. The survey was developed following extensive
consultation with the workforce and investigated their knowledge, attitudes, experiences and
practices relating to FASD and other neurodevelopmental impairments. This included experience
working with young people with FASD and other impairments, and attitudes towards relevant
training.
Results
112 youth custodial officers (51% of the youth custodial workforce) completed the survey.
While many respondents had heard of FASD (77%) and understood it is relevant to the justice
system (74%), limited in-depth FASD knowledge existed. Many respondents were unsure or
unaware that FASD is permanent brain damage (53%) and cannot be outgrown (57%).
Respondents were infrequently informed if a young person in detention had a diagnosis of FASD.
Almost all custodial officers indicated motivation to complete training to further understand
FASD (92%) and other neurodevelopmental impairments (94%), with particular interest in the
application of management strategies appropriate for affected young people.
Conclusions
A lack of specific knowledge, inadequate training to recognise and manage young people
with neurodevelopmental impairments, and inconsistent information-sharing processes reduce the
ability of the custodial workforce to care for young people with FASD and other
neurodevelopmental impairments. These findings have supported the development and evaluation
of training resources targeting the specific needs and requests of the WA youth custodial
workforce, and this is now underway.
Introduction
FASD and Justice
Fetal Alcohol Spectrum Disorder (FASD) is a condition typically characterised by
lifelong physical, behavioural and cognitive abnormalities and caused by prenatal alcohol
exposure. Primary disabilities such as difficulties with memory, cognition, language, executive
function, social skills, and attention are common (Bower & Elliot, 2016; Chudley et al., 2005;
Koren, Nulman, Chudley, & Loocke, 2003; Stratton, Howe, & Battaglia, 1996). These
impairments affect an individual’s functional abilities, and can lead to early school failure, poor
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mental health, substance misuse, and engagement with the justice system. For instance, a young
person with FASD is 19 times more likely to be incarcerated compared to a typically developed
young person (Popova, Lange, Bekmuradov, Mihic, & Rehm, 2011). Due to this increased risk
of involvement with the justice system, a high prevalence of FASD is expected among young
people in detention. In Australia, although interest in FASD among incarcerated young people
has been increasing for some time within courts (LCM v The State of Western Australia, 2016)
and among justice and health professionals (Department of Health Western Australia, 2010;
Education and Health Standing Committee, 2012; House of Representatives Standing Committee
on Aboriginal and Torres Strait Islander Affairs, 2011; Youth Affairs Council of Western
Australia, 2013), there has been a lack of data available on the prevalence of FASD among those
engaged with the justice system. There is also limited literature regarding how best to care for
young people with FASD in detention settings (Brown, Connor, & Adler, 2012; Fast & Conry,
2004, 2009; Fast, Conry, & Loock, 1999) and previously none from Australia. To address this,
we have recently undertaken a prevalence study to determine the extent that FASD exists among
detained young people in Western Australia (WA; Passmore et al., 2016), in which we have found
the highest rate of FASD among a justice-involved population worldwide, being 36% (Bower et
al., 2018). Incorporated within this study is a workforce development component, which explores
how best the youth custodial workforce can manage and care for young people in detention with
FASD and related neurodevelopmental impairments, and which this paper is situated within.
Challenges for those with FASD in the Justice System
Neurodevelopmental disorders including FASD are common among young people
engaged in the justice system internationally (Hughes, Williams, Chitsabesan, Davies, & Mounce,
2012; Popova et al., 2011), yet there continue to be many young people with unidentified or
misdiagnosed impairments (Burd, Selfridge, Klug, & Juelson, 2003; Chasnoff, Wells, & King,
2015; Fast et al., 1999). There is the possibility that a substantial proportion of young people who
become and remain involved with the justice system do so due to behaviour directly linked to an
unidentified neurodevelopmental disorder. The extent of this problem is unclear for FASD
because of the limited diagnostic capacity existing within the community (Burd, Selfridge, Klug,
& Bakko, 2004; Elliott, Payne, Haan, & Bower, 2006; Payne et al., 2005; Peadon, Fremantle,
Bower, & Elliott, 2008), much less within correctional settings. In Fast and colleagues’ study
involving 287 youth offenders only 3 of the 67 young people diagnosed with FASD during the
study had previously received an accurate diagnosis (Fast et al., 1999). Even when FASD has
been previously identified, affected individuals may have difficulty accessing appropriate support
given the provision of suitable interventions is lacking within correctional environments (Fast &
Conry, 2004, 2009; Hughes et al., 2012).
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Given the difficulties that individuals with FASD may have in following conversations,
understanding social interactions, and adhering to expectations requiring high level thinking
processes (Koren et al., 2003; Streissguth, Barr, Kogan, & Bookstein, 1997; Streissguth et al.,
2004), they are likely to experience a greater number of challenges when engaged with the justice
system at all stages, from initial police interactions to incarceration, in comparison to those who
are typically developed (Fast & Conry, 2004, 2009). During police questioning and court
proceedings, a young person with FASD may be highly suggestible and try to please their
interviewer, without understanding the need for factual information, or having the ability to
accurately recall it (Fast & Conry, 2004, 2009). They may lack the language skills required to
comprehend the proceedings (Fast & Conry, 2009), and therefore struggle to express themselves
verbally or understand what is being said to them (Snow & Powell, 2008).
While in custody, challenges may occur for a young person with FASD when interacting
with their peers, elevating their risk of becoming victim to bullying, manipulation or coercion
(Fast & Conry, 2009). Additional difficulties are likely to arise when young people with FASD
and other neurodevelopmental impairments are subject to routine care in detention settings
(Talbot & Riley, 2007). It is suggested that staff training does not adequately address how to
recognise specific vulnerabilities among young people, resulting in behaviours related to
permanent brain damage being misinterpreted as noncompliant or wilfully deviant (Boland,
Burrill, Duwyn, & Karp, 1998; Talbot & Riley, 2007). As McAdam (2012) succinctly states, “we
have an under-served population of vulnerable prisoners who may be misunderstood by a
significant number of people looking after them” (p. 29). Alternatively, the young people may
have developed strategies to hide such vulnerabilities (Fast & Conry, 2009), resulting in limited
provision of the care and support required (Hughes et al., 2012).
The management practices stipulated by detention centre operational protocols and
prescriptive consequences typically applied by custodial staff may not be appropriate for a young
person with FASD and their level of understanding. Instead, they may further escalate negative
behaviours and prevent consideration of an individual’s vulnerabilities. As Hughes and Peirse
O'Byrne (2016) so eloquently summarise:
“An awareness of the myriad potential influences of neurodevelopmental impairment on
behaviour and function among custodial staff is also crucial to the accurate
interpretation of that behaviour, and therefore an appropriate response. In particular,
this recognition should encourage staff to avoid assumptions that such behaviour
demonstrates attitudinal problems, such as a lack of motivation or wilful non-compliance
with directives.” (p. 18).
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The challenges for young people with FASD involved with the justice system may
contribute to the exacerbation of behavioural issues and negative outcomes such as repeat
engagement with the justice system and increased episodes of custodial misconduct when in
detention (Fast & Conry, 2004, 2009).
FASD Knowledge Among Custodial Professionals
A detailed understanding of FASD and related neurodevelopmental impairment is
necessary among youth custodial staff to ensure that young people with impairments are identified,
understood and given tailored support while engaged with the justice system, and particularly
while in detention (Hughes & Peirse O'Byrne, 2016; McAdam, 2012; Talbot & Riley, 2007). To
date, little is known about the extent to which FASD is understood among the custodial workforce,
or their current knowledge, attitudes, experiences and practices in relation to FASD or other
neurodevelopmental impairments. Furthermore, there is no evidence-based approach for how
custodial or correctional staff could best manage individuals with FASD within the correctional
environment.
Research investigating the knowledge of criminal justice professionals regarding FASD
has more commonly involved judges, lawyers (Cox, Clairmont, & Cox, 2008; Douglas, Hammill,
Hall, & Russell, 2012), and police (Stewart & Glowatski, 2014) rather than correctional or
custodial personnel. One survey of health, education and service professionals including
correctional staff (Johnson et al., 2010) found that general FASD knowledge was significantly
lower among the correctional workforce in comparison to professionals in the other sectors. A
survey of corrective services professionals, police, judicial officers and lawyers in WA found that
a basic understanding of FASD and how it affects the lives of individuals exists across all of the
justice sectors (Mutch, Jones, Bower, & Watkins, 2016). It is important to note, however, that this
limited knowledge and awareness about FASD does not exist solely in the justice sector in
Australia. A lack of FASD knowledge extends across key service providers in education and
health, including early education specialists (Frances, 2013), paediatricians (Payne et al., 2011),
midwives (Payne et al., 2014),general practitioners, obstetricians, allied health professionals and
community nurses (Payne et al., 2011). Encouragingly, the international and local research in this
area involving corrections or custodial staff has consistently found further education and ongoing
training was requested or supported by the workforce (Johnson et al., 2010; Mutch et al., 2016;
Talbot & Riley, 2007).
To ensure young people with FASD are provided with the appropriate support and are
held to realistic expectations, adequate training in how to recognise common behaviours of those
affected and what strategies are most appropriate to manage these behaviours is necessary for
custodial staff (Fast & Conry, 2009; Talbot & Riley, 2007). The training should target the specific
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needs of the workforce and consider the particular context of the detention centre environment,
as recommended for behaviour change interventions (French et al., 2012). This paper represents
the formative stage of our workforce development research and reports the current knowledge,
attitudes, experiences and practices of custodial staff in WA regarding FASD and related
neurodevelopmental impairments investigated. These findings, along with findings from our
prevalence study and qualitative interviews conducted with custodial staff and young people in
detention for which analysis is currently underway, will inform the development of training
resources designed to build capacity among custodial staff to understand FASD and related
impairments, and respond appropriately to behaviours common among those affected.
Methods
Participants
Participants were staff members employed at Banksia Hill Detention Centre (BHDC), the
only juvenile detention centre in WA. All custodial staff employed at the centre were invited to
participate, with the only inclusion criterion being that they were actively employed in a custodial
position. At the time of data collection there were 220 eligible staff. Officers on long term leave,
worker’s compensation leave, or suspension for the duration of the data collection period were
excluded. On advice from their employer no incentives were provided to participants.
Instrumentation
Survey development. The participant information sheets, consent forms and survey
were developed following a review of the existing literature. Extensive consultations with
members of the detention centre workforce including non-Aboriginal and Aboriginal custodial
staff, FASD researchers, the multidisciplinary clinical team for our prevalence study, and our
prevalence study Steering Committee (Passmore et al., 2016) were undertaken to ensure
appropriateness and comprehensibility of the survey. The FASD diagnostic terms referred to in
the survey were those used in Australia at the time of survey administration. These were updated
in 2016 with the publication of the Australian Guide to the Diagnosis of FASD (Bower & Elliot,
2016), but not in time for inclusion in the survey. While the survey mainly focused on FASD,
other neurodevelopmental impairments and disorders were included due to requests following
initial consultations with custodial staff along with preliminary findings from our prevalence
study. These included autism spectrum disorder, attention deficit hyperactivity disorder, and
intellectual disability. The survey was pilot tested by a former custodial officer and two
researchers with expertise in FASD and youth justice. Only minor wording and formatting
changes were made following the pilot.
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Measures. The survey included:
•

demographics;

•

knowledge, attitudes, experiences and current practices regarding FASD and other
neurodevelopmental impairments; and

•

current and future training.

Response options included three and five point Likert scales, dichotomous ‘yes/no’,
multiple choice, checkbox, and open-ended questions. Items in the survey regarding knowledge,
attitudes, experiences and practices related to FASD were adapted from surveys previously used
in Australian (Mutch et al., 2016; Snoyman, 2010) and international research (Cox et al., 2008;
Johnson et al., 2010) evaluating the knowledge, attitudes and practices of justice professionals
regarding FASD and other neurodevelopmenal impairments. Items regarding the management
strategies employed by the custodial staff when engaging with young people in detention were
based on strategies recommended specifically for working with children and young people with
FASD by Evensen and Lutke (1997), such as repetition, using concrete and specific language,
and remaining consistent with yourself and others. The survey is available from the authors on
request.
Procedures
Participants were given the option of completing the survey online or in paper-based form
over a three month data collection period. The participant information sheet prefacing the survey
informed custodial officers that by completing and submitting the survey they were providing
their consent to participate in the study. Custodial staff were invited to complete the survey via
email and formal reminders occurred in pre-shift briefings. Prior to the survey administration,
researchers were based at the detention centre and spent several months building rapport with the
officers. This relationship assisted during the survey administration period as researchers were
known and available to the custodial staff if they had questions or concerns.
Data Management and Analysis
The Western Australian Aboriginal Health Ethics Committee (#582) and The University
of Western Australia Human Research Ethics Committee (#RA/4/1/7116) provided ethical
approval for this study. Secure data collection methods were employed to ensure survey responses
both in paper and online form were kept anonymous and confidential. This was important given
that early consultations with custodial staff accentuated the need for anonymity to foster candid
responses. When completed paper surveys were placed in a locked box or handed to the
researchers in person, responses were entered into the online system and checked by two
researchers for accuracy and interpretation in the case of ambiguous responses. Survey data were
converted into SPSS format and descriptive statistics produced using IBM SPSS Statistics (2016).
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Cross-tabulations of respondent gender, age, length of employment and education level by
knowledge, attitude and practice variables were also conducted. Demographic information for the
overall youth custodial workforce, such as for gender, Aboriginality and the distribution of
positions, were made available to researchers via the Department of Justice (DoJ; formerly the
Department of Corrective Services).
Results
Demographics
A total of 112 custodial officers responded to the survey (response rate 51%), of which
the majority (74.1%) chose to respond using the paper-based form. Respondent demographics are
shown in Table 4. The majority of respondents did not report previous experience working in the
justice system, however of the 20.5% that did, it was most frequently in other juvenile detention
facilities either outside of WA or from those which previously operated in WA. The most common
sectors of previous employment relevant to their current role included security, defence forces,
community services, and education.
Of the overall youth custodial workforce, which at the time of data collection included
Youth Custodial Officers (71.7%), Unit Managers (15.0%), Senior Officers (12.0%), Security
staff (0.4%) and Trainers (0.9%), 68.7% were male and 4.3% identified as Aboriginal Australian.
Knowledge and Attitudes
While the majority of respondents had heard of FASD (77.5%), a higher percentage
(96.4%) had heard of Fetal Alcohol Syndrome (FAS). Few had heard of the other diagnostic
categories of FASD; partial Fetal Alcohol Syndrome (pFAS) and Neurodevelopmental Disorder
– Alcohol Exposed (ND-AE) as shown in Table 5. The most common primary source of
information about FASD was our prevalence study at BHDC with which this work is associated
(Bower et al., 2018; Passmore et al., 2016), followed by personal experience within work duties
(Table 5).
Responses to FASD knowledge and attitudes questions are shown in Table 6. When asked
to identify what they believed to be the most common difficulties for an individual with FASD,
learning was the most common response, respectively followed by memory, decision making and
judgement, processing information, mental health issues, speech, language and communication,
and social skills.
Female respondents were more likely to ‘Disagree’ or ‘Strongly Disagree’ (64.1%) that
people can grow out of FASD in comparison to male respondents (30.3%). There were no other
associations between gender, age, length of employment and education level and knowledge,
attitude and practice variables.
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Table 4. Demographics of respondents
Characteristic
Gender
Male
Female
Ethnicity
Caucasian Australian
British
Aboriginal Australian
Maori, New Zealander or Pacific Islander
Other
Position
Youth Custodial Officer
Unit Manager
Senior Officer
Other
Length of employment (years)
≤5
6 - 10
11+
Age (years)
< 30
30 - 49
50 +
Education level
Secondary School
TAFE Certificate and/or Diploma
University Degree
Other unspecified
Previous employment in justice system
Yes
No

n (%) (N = 112)
73 (65.2)
39 (34.8)
77 (68.8)
11 (9.8)
4 (3.6)
7 (6.2)
13 (11.6)
91 (81.2)
14 (12.5)
5 (4.5)
2 (1.8)
64 (57.1)
19 (17.0)
29 (25.9)
18 (16.1)
59 (52.7)
35 (31.3)
32 (28.6)
52 (46.4)
27 (24.1)
1 (0.9)
23 (20.5)
89 (79.5)

Table 5. Respondent familiarity with FASD and other disorders
n*

FASD
FAS†
pFAS†
ND-AE†
Neurodevelopmental
Disorder
Autism Spectrum
Disorder
Attention Deficit
Hyperactivity Disorder
Intellectual Disability

%

Most common primary
source of info

Not heard of it

Heard of it

111
110
102
100

22.5
3.6
69.6
78.0

77.5
96.4
30.4
22.0

BHDC prevalence
study

102

61.8

38.2

-

112

20.5

79.5

Personal experience

112

1.8

98.2

Personal experience

112

4.5

95.5

Personal experience

*Variation in n due to missing data for individual items
†These diagnostic terms were current at time of survey administration but are no longer used in Australia
following publication of the Australian Guide to the Diagnosis of FASD (Bower & Elliot, 2016)
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Experiences
Most respondents reported some (28.7%), good (42.6%) or a lot (24.1%) of experience
suspecting someone had an intellectual disability. Respondents less commonly reported good
(25.3%) or a lot (14.0%) of experience suspecting someone had FASD, and more commonly
reported some (38.3%) or a little (16.8%) experience. This was similar for other
neurodevelopmental impairments; some experience (38.0%), good experience (32.4%), a lot of
experience (15.7%), a little experience (11.1%) and no experience (2.8%). The common reasons
staff suspected a young person had FASD were that the young person continually does not follow
instructions, obvious low intelligence and their inability to learn from mistakes.
Knowledge of a formal diagnosis of FASD and other disorders and how staff were
informed about diagnoses are shown in Table 7. The respondents’ level of experience working
with young people with a range of difficulties that often stem from neurodevelopmental
impairment is shown in Table 8.
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Table 6. Respondent knowledge and attitudes regarding FASD
n

%
Agreed*

I am familiar with how alcohol use during pregnancy can affect fetal development
107
I am familiar with common behaviours of those with FASD
100
I am NOT familiar with the cause of FASD
104
I am familiar with how FASD can affect people’s lives
100
I am familiar with how FASD might affect young people and adults involved in the criminal justice system
104
FASD can be diagnosed at any age
106
People with FASD have permanent brain damage
106
Alcohol’s negative effect on fetal development has been proven
105
Most birth mothers who drink when pregnant know it can harm the baby
106
All people with FASD have particular facial characteristics
105
People can grow out of FASD
105
FASD occurs primarily in financially disadvantaged families
106
FASD occurs primarily in Aboriginal families
106
Diagnosis of FASD would NOT improve outcomes for those affected by FASD
106
FASD is relevant to the justice system
105
FASD is relevant to my work at BHDC
106
FASD is only relevant to people aged under 18 years
105
* Respondents were provided with a 5-point Likert scale (‘Strongly Agree’ to ‘Strongly Disagree’) for these items. Results
(‘Strongly Agree’ and ‘Agree’ have been combined, and ‘Strongly Disagree’ and ‘Disagree’ have been combined)

98.2
50.0
16.3
66.0
74.0
36.8
47.2
81.0
50.9
22.9
1.0
17.0
19.8
3.8
74.3
92.5
2.9
shown

Neither agreed
Disagreed*
nor disagreed
0.9
0.9
29.0
21.0
18.3
65.4
23.0
11.0
16.4
9.6
62.3
0.9
49.1
3.7
19.0
0
24.6
24.5
45.7
31.4
56.1
42.9
31.1
51.9
39.6
40.6
25.4
70.8
19.0
6.7
4.7
2.8
20.0
77.1
have been aggregated into 3 categories

Table 7. Number of occasions respondents reported knowing a young person had a diagnosis of FASD or other disorder
n*
FASD
Autism Spectrum Disorder
Attention Deficit Hyperactivity Disorder
Intellectual Disability

108
108
108
107

Never
31.5
43.5
24.1
11.2

%
Once
9.3
13.9
5.5
3.7

* Variation in n due to missing data for individual items
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Most common source of diagnostic information
More than once
59.2
42.6
70.4
85.1

Case file or assessment report
Case file or assessment report
Officer’s own judgement
Officer’s own judgement

Table 8. Respondents' experience with difficulties among young people
n*
Experience with a young person who…
… has memory problems
… has trouble reading
… has difficulty following instructions
… has behavioural issues
… has difficulty understanding maths
… has difficulty understanding time
… is impulsive
… has mental health issues
… has difficulty using words and sentences to communicate (not just because English
is their second language)
… has poor judgement
… has trouble processing information
… has trouble with their fine motor skills (doing up buttons, writing, chopping up food
etc.)
… has trouble understanding consequences
… lacks social skills
… has trouble understanding social expectations
… has trouble with substance abuse or addiction

No
experience

A little
experience

%
Some
experience

Good
experience

A lot of
experience

108
108
107
108
107
108
108
108

0.9
0
0
0
0
0
0
0

12.0
1.9
1.9
0.9
6.5
7.4
1.9
2.8

46.3
22.2
13.1
12.0
20.6
19.4
14.8
24.1

27.8
36.1
40.1
34.3
43.9
42.6
40.7
34.2

13.0
39.8
44.9
52.8
29.0
30.6
42.6
38.9

108

0

4.6

29.6

38.9

26.9

107
108

0
0.9

0.9
1.9

22.5
21.3

35.5
45.3

41.1
30.6

107

4.7

23.3

37.4

21.5

13.1

108
108
107
108

0.9
0
1.9
0

3.7
5.6
4.6
1.9

20.4
29.6
19.6
13.8

43.5
37.0
42.1
31.5

31.5
27.8
31.8
52.8

* Variation in n due to missing data for individual items
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Practices
When asked if they were personally able to modify their practices to suit a young person’s
individual needs, most respondents (93.6%) indicated they were able to do so. When asked if they
would consider modifying their practices in the future if they were informed a young person they
were working with had FASD, the majority of participants (97.2%) indicated they would do so.
Similarly, most participants (90.6%) indicated they would consider modifying their practices if
informed a young person had another neurodevelopmental impairment. The practices most likely
to be modified were communication style, method of delivering instructions and use of language.
Some respondents made comment that their ability to modify practices was very much dependent
on the time and staff resources available, or that they were unable to modify their practices at all
due to environmental constraints or their training and/or policies not supporting an individual
focused approach.
The vast majority (90.6%) of respondents felt prepared to manage young people with
problematic behaviours, however only 50.5% felt prepared to manage a young person with FASD,
and 48.6% for other neurodevelopmental impairments. Many respondents reported frequent use
of strategies recommended specifically for young people with FASD (Table 9).
Table 9. Frequency respondents’ use of recommended strategies (based on Evensen & Lutke, 1997)
when engaging with young people
n
Never
0
1.0
1.9
0
0
0
0
1.0

Literally (you say exactly what you mean)
105
Consistently (with yourself)
104
Consistently (with other officers)
104
Repetitively
105
Simply
106
Specifically
105
Clearly
108
Immediately
104
* Variation in n due to missing data for individual items

%
Sometimes
33.3
21.1
36.6
61.0
44.3
47.6
21.3
68.2

Always
66.7
77.9
61.5
39.0
55.7
52.4
78.7
30.8

Training
Of the 88.0% of respondents who had received some form of training about behaviour
management, most (64.5%) had only received the behaviour management training in their initial
course at the DoJ Training Academy. Other respondents had received behaviour management
training every couple of years (18.3%), with few receiving it at a frequency of once a year (7.5%)
or more (3.2%). Of the respondents who selected ‘other’ (6.5%), all made comment that behaviour
management training was only made available through outside sources and was very infrequent
(e.g. “every decade or two”). Approximately half of the respondents (50.9%) felt that their
previous training was influential on how prepared they were to manage problematic behaviours.
For FASD and other neurodevelopmental impairments preparedness decreased to 22.8%.
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The majority of respondents indicated they would like more information about FASD
(91.7%) and other neurodevelopmental impairments (94.4%). In regards to the type of
information, respondents most commonly requested (i) guidelines for how to manage affected
young people, (ii) indication of impairments on DoJ internal information sharing systems, and
(iii) how to recognise behaviours that might mean a diagnostic assessment is necessary. Many
respondents (68.2%) thought more knowledge about FASD and other neurodevelopmental
impairments would frequently assist in their work. The remaining respondents (31.8%) also
thought more knowledge would assist, just less than frequently.
The most preferred method of training was face-to-face workshops (60.2%) and the least
preferred method was online modules (60.6%). The most preferred training facilitator was
‘experts in the field’ (70.4%), and the least preferred facilitator was ‘management staff’ (81.6%).
Discussion
There were substantial gaps in knowledge, attitudes, experiences and practices relating to
FASD among the youth custodial workforce at the only youth detention centre in WA, which may
hinder their ability to adapt practices to meet the needs of an affected young person. For example,
there may be limited understanding of, or accommodations made for, those with FASD who do
not appear atypical, as the majority of the respondents were unaware that particular facial
characteristics associated with FASD are not present in all people with FASD. This is in line with
a similar study which found limited understanding of the physical and psychological aspects of
FASD among Western Australian justice professionals (Mutch et al., 2016). In addition, for many
items respondents commonly selected the middle option ‘neither agree nor disagree’. This likely
means they did not know the answer, as the middle option of a Likert scale is used for unsure
responses particularly when the survey content is difficult (Kulas, Stachowski, & Haynes, 2008).
For instance, while some respondents agreed that FASD involves permanent brain damage, over
half either disagreed or chose ‘neither agree nor disagree’. Similarly, over half of respondents
either agreed or chose ‘neither agree nor disagree’ when asked if people can grow out of FASD.
This is a gap in the knowledge essential for understanding FASD and accurately interpreting
behaviours common among those with FASD (Brown et al., 2015; Fast & Conry, 2004, 2009). If
staff do not know or understand that FASD constitutes lifelong, organic brain damage, they will
have difficulty reframing an affected individual’s behaviours and offering the required support
(Fast & Conry, 2004, 2009; Hughes & Peirse O'Byrne, 2016). Further, many respondents were
unsure or unaware that FASD can occur in any population where prenatal alcohol use occurs,
regardless of ethnicity or socioeconomic status. Considering that a large proportion of participants
frequently responded using the middle option, training resources developed in the future will need
to cover these particular areas to ensure clarity is provided for those with a lack of knowledge as
well as those who are unsure.
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This lack of detailed knowledge is perpetuated by the limited training available for
custodial staff relating to FASD and other impairments (Cox et al., 2008; Johnson et al., 2010).
When asked about the primary source of information about specific disorders, personal experience
was the most common response for knowledge about autism, ADHD, and intellectual disability.
However, for FASD the primary source of information was most commonly the prevalence study
we were conducting at the detention centre (Bower et al., 2018; Passmore et al., 2016). Similar to
past research with justice professionals (Cox et al., 2008; Douglas et al., 2012; Mutch et al., 2016),
workforce education and training was not the most common primary source of information for
any of the disorders listed.
Another barrier for young people with FASD receiving appropriate support while in
detention is a lack of adequate information sharing processes, even when a formal diagnosis exists
(Hughes & Peirse O'Byrne, 2016; Hughes et al., 2012; Talbot & Riley, 2007). Many respondents
in this study were infrequently informed about neurodevelopmental disorder diagnoses for young
people in detention, and the sources of knowledge about the diagnoses were often unreliable or
not systematic. For example, intellectual disability and ADHD were the two diagnoses that
custodial staff were most frequently informed about, however the source of knowledge about this
diagnosis was most commonly reported as the officers’ own judgement. This is similar to previous
research investigating learning difficulties among adult prisoners, where ‘staff observation’ was
reported as a common means of identifying impairments (Talbot & Riley, 2007). A more
systematic approach to sharing important information about young people in detention, with
consideration of confidentiality and the necessity of sharing personal health information, is
needed to inform the care provided (Talbot & Riley, 2007).
While most respondents felt prepared to manage problematic behaviours effectively, only
half of the respondents felt prepared to manage young people with FASD or another
neurodevelopmental impairment. This suggests that respondents feel vulnerable when the nature
of the underlying brain difficulty is named, which forces focused consideration on the nature and
specificity of care required. Additionally, it is possible that the respondents are not linking
impairments and problem behaviours, and view a diagnosis as separate to the presenting
behavioural challenges. Similar to previous research (Burd et al., 2004; Cox et al., 2008; Hughes
et al., 2012; Johnson et al., 2010; Mutch et al., 2016), it is evident in this study that the formal
training previously received by the custodial staff had little influence on their preparedness to
manage young people with neurodevelopmental impairments. The frequency of training focusing
on how to manage different behaviours was reported as low. This indicates that there is not enough
formal training available and the training currently received is not meeting the needs of the
workforce. It is the on-the-job training or learning through observation of other officers that is
likely to be more influential on their skill development.
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Encouragingly, many respondents had extensive experience working with young people
with the difficulties that are common among young people with FASD. Most respondents also
reported to employ communication strategies recommended for use with individuals with FASD.
Many custodial officers currently adapt their approach to respond to a young person’s needs on a
daily basis, however even senior officers had not received training to interpret or label the nature
of their practices. While individual custodial officers may have inherent abilities to engage young
people in a positive manner, a core set of evidenced-based responses for common behaviours of
those with neurodevelopmental impairments is required to ensure consistency, and for the best
outcomes for the youth custodial workforce and young people (Hughes & Peirse O'Byrne, 2016;
Talbot & Riley, 2007). Most important is detailed training to illuminate the link between brain
impairments and behaviour, amplifying understanding of why certain behaviours occur and how
some management practices may escalate rather than ameliorate these behaviours (Fast & Conry,
2004, 2009; Hughes & Peirse O'Byrne, 2016; McAdam, 2012). There were many positive
indicators for uptake of future training regarding FASD with this cohort. The vast majority of
respondents agreed that FASD was relevant to the justice system and to their work at BHDC, and
agreed that more information about FASD and other impairments would assist them in their work.
This indicates support and desire for future training in this area that is consistent with past research
(Johnson et al., 2010; Mutch et al., 2016; Talbot & Riley, 2007), with training likely to be seen
as relevant and worthwhile. The preference for face to face training, such as workshops, and the
lack of support for online module training is pertinent given that online modules are a popular
choice among government agencies in Australia. There are no differences by gender, age, length
of employment and education level found in this study that would necessitate structuring training
resources for staff to specifically target any such differences. Importantly though, the resources
must be suitable for the wide range of education and experience levels present in this workforce.
Limitations
This study was conducted in parallel with our prevalence study (Bower et al., 2018;
Passmore et al., 2016), which commenced 12 months prior to the administration of the survey.
Given that our prevalence study was most commonly the respondents primary source of
information about FASD, it is highly likely the knowledge and attitudes of custodial staff
regarding FASD were influenced by research activities prior to the survey. The relationship
between researchers and respondents could have also been a limitation of this study, given that it
provided respondents with a readily available source of knowledge, and possibly increased their
tendency to provide social desirable responses. It is unlikely to be representative of other custodial
workforces where no exposure to FASD or related research has occurred. However, given the
gaps in the knowledge and attitudes of the youth custodial workforce at the time of survey
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administration and the lack of preparedness among custodial staff in the management of young
people with FASD and other impairments, a need for further training remains.
The response rate of 51% could be considered a limitation of this study, particularly as
responses from subgroups of respondents determined by demographic variables or experience
could not be compared due to the small sample size. However, respondents were similar to the
overall youth custodial workforce when compared on gender, Aboriginality and the distribution
of current positions. In the context of the operational complexities relating to professional
development and engagement within the high risk and secure custodial environment among a time
poor workforce, this response was considered sufficient. The response rate exceeds both the
minimum response rate deemed acceptable for organisational research surveys by Baruch and
Holtom (2008) and a response rate of 25% previously obtained with a similar workforce in the
same jurisdiction (Mutch et al., 2016). The self-report nature of the survey is also a limitation of
this study, particularly regarding staff practices and the potential for social desirability to
influence accurate responses. However, other methods of data collection such as observation were
beyond the scope of this study.
The changes to the FASD diagnostic terms used in Australia (Bower & Elliot, 2016) that
occurred during the study period may have added to the convolutedness of FASD for the
workforce, especially given that respondents were more familiar with the term FAS than they
were with FASD. This does, however, provide a timely opportunity as future training can inform
custodial staff of the new diagnostic criteria at the same time as professionals from other sectors,
such as health, are putting the criteria to use.
Conclusion
This study investigated the current knowledge, attitudes, experiences and practices
relating to FASD and other neurodevelopmental impairments among the youth custodial
workforce in WA. In general, a lack of specific knowledge, inadequate training, and inconsistent
information-sharing processes restrict the abilities of the youth custodial workforce to specifically
manage young people with FASD and other neurodevelopmental impairments. Using the
information obtained in this study, along with our prevalence study results and qualitative
interview data, we will develop and evaluate resources targeting the needs and requests of the
WA youth custodial workforce. It is anticipated that these resources will assist in the daily
management and support of young people with neurodevelopmental impairments in detention
centres Australia wide.
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Chapter 4.
“I think everyone here got a different brain”: Staff and Youth
Experiences with Neurodevelopmental Impairment in Juvenile
Detention
Chapter Overview
This chapter presents an article currently under review for publication which reports a
qualitative component of this research and explores the perceptions and experiences of custodial
officers and young people in detention regarding neurodevelopmental impairments. It is the
second of three studies included in this thesis which informed the training intervention
development. The interview participation and consent form, and the questions used in the semistructured interviews with custodial officers can be found in Appendices 5 and 6 respectively.
The interview participant information form for young people in detention who are over 18 can be
found in Appendix 7, and the related consent form in Appendix 8. Appendix 9 shows the questions
used in the semi-structured interviews with young people. Appendices 10 to Appendix 13: show
the participant information and consent forms for young people to participate in the prevalence
study, and their parent or caregiver, which included consent for young people under 18 to
participate in the interviews. The citation for the publication is:
Passmore, H.M., Burns, S., Mutch, R.C., Watkins, R., Urquhart, J., Hall, G., Carapetis,
J., & Bower, C. (2018). “I think everyone here got a different brain”: Staff and youth
experiences with neurodevelopmental impairment in juvenile detention. Qualitative
Health Research. (submitted).
Abstract
There is a high prevalence of young people with neurodevelopmental impairment (NDI)
involved in the justice system. Affected young people may have reduced ability to follow
instructions, adhere to social expectations and comply with rules in comparison to their typically
developed peers. Previous quantitative research has identified a limited awareness of NDI among
justice professionals and a lack of routine training available to increase their knowledge. To gain
further insight into this dilemma, we interviewed 22 custodial officers and 11 pairs of young
people in detention to explore their perceptions and experiences regarding NDI. While
perceptions varied greatly, there was a consistent call among both groups of participants for better
information sharing processes to ensure custodial staff are informed about complex needs in an
appropriate and safe manner. Custodial officers requested training regarding NDIs and associated
behaviours, and for this training to be delivered in meaningful and practical ways.
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Introduction
There is a high prevalence of neurodevelopmental impairments (NDI) among adolescents
and young adults involved in the justice system (Bower et al., 2018; Hughes et al., 2012).
Impairments include neurodevelopmental disorders (NDD) such as fetal alcohol spectrum
disorder (FASD), attention deficit hyperactivity disorder (ADHD), autism spectrum disorder
(ASD), intellectual disability and language disorder. Many justice-involved young people also
have impairments in one or more domains of neurodevelopmental function in the severe range,
but don’t necessarily meet diagnostic criteria for a neurodevelopmental disorder (Bower et al.,
2018). Recent research in Western Australia determined that 89% of detained young people had
a severe impairment in at least one domain of neurodevelopmental function, 65% in at least three
domains, and 23% in at least five domains (Bower et al., 2018). This finding followed the
completion of comprehensive, multidisciplinary assessments of 99 young people aged 10-17
years in detention across nine domains of neurodevelopmental function; memory and learning,
attention and sensory processing, executive function, language, adaptive function, academic
achievement, cognition, motor skills and brain structure/neurology. Many of these young people
met the criteria for a NDD diagnosis, with 36% diagnosed with FASD. For individuals with such
impairments but without a diagnosis, life can be particularly challenging as their needs are more
likely to be unidentified, ignored or misunderstood (Hughes & Peirse O'Byrne, 2016; Snow,
Powell, & Sanger, 2012; Streissguth et al., 1996; Streissguth et al., 2004). However, for youth in
the justice system, having any form of disorder or impairment adds excessive complexity to their
daily lives and life trajectories. Throughout this article, we have used the term NDI to refer to
both NDD and NDI.
NDI can greatly affect a young person’s ability to follow instructions, adhere to social
expectations and comply with orders or rules in the same way as their typically developed peers
(Fast & Conry, 2009). For youth in the justice system, and particularly in a detention environment,
there are certain behavioural expectations in place to maintain safety, structure and stability. If a
young person with NDI cannot comply with these expectations, and if their NDI is not understood
by those around them, they are likely to be punished for behaviour that was not wilful nor
deliberate, but rather a symptom of organic brain damage (Fast & Conry, 2004, 2009). It is crucial
that staff working with these young people understand their specific needs and use effective
management and support strategies.
Despite this need, there is currently limited awareness of FASD and other NDI among
justice professionals (Cox et al., 2008; Douglas, Hammill, et al., 2012b; Hughes & Peirse O'Byrne,
2016; Johnson et al., 2010; McAdam, 2012; Mutch et al., 2016; Mutch, Watkins, Jones, & Bower,
2013) and a lack of routine training available to increase their knowledge (Passmore et al., 2018).
Our recent research in Western Australia identified that custodial officers were unfamiliar with
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many NDI, with 23% of 112 officers surveyed never having heard of FASD, and 21% never
having heard of ASD (Passmore et al., 2018). For those who had heard of these NDI, personal
experience was cited as the most common primary source of information for all the NDI (except
for FASD, for which our research activities within the detention centre were respondents’ most
common primary source of information). Few staff identified their formalised training or
education (either the routine induction or ongoing training for their role as a custodial officer) as
a source of information for NDI. Similar findings have been established in research with justice
professionals in Canada (Cox et al., 2008), the United States (Johnson et al., 2010), England
(McAdam, 2012), and in other states of Australia (Douglas, Hammill, Hall, et al., 2012; Douglas,
Hammill, Russell, & Hall, 2012a).
Most research investigating the knowledge, skills and practices of justice professionals
has relied heavily on quantitative data collected via surveys (Cox et al., 2008; Douglas, Hammill,
Hall, et al., 2012; Douglas, Hammill, et al., 2012a; Johnson et al., 2010; McAdam, 2012), our
research included (Mutch et al., 2013; Passmore et al., 2018). There are few qualitative studies
investigating the knowledge and perceptions of justice professionals regarding NDI. An exception
is Stewart and Glowatski’s (2014) research with 34 frontline police officers, in which semistructured interviews were used to explore their perceptions of FASD. While findings showed
that officers did have considerable understanding of FASD, the police officers used the interview
process to express a need for more training and commonly requested practical information to
assist their engagements with individuals with FASD. There are also few qualitative studies
exploring the experiences of youth with NDI or FASD involved in the justice system. Some
studies have investigated the experiences of youth with FASD in related government sectors and
found valuable insights into how the youth’s disabilities can create further barriers within those
systems. For example, a study in the child welfare system identified that youth with disabilities
experienced particular challenges with placement stability, appropriate caregiver support, and
development of life skills or independent living (Burnside & Fuchs, 2013). The lack of qualitative
studies exploring this issue is likely associated with the difficulties of conducting qualitative
research within the justice system, and particularly within correctional environments, due to both
the ethical and practical complexities of prison-based research (Abbott, DiGiacomo, Magin, &
Hu, 2018). However, qualitative research can provide rich data to inform interventions aiming to
improve practices among justice professionals and within justice settings, and is “ the best chance
for evidence-based practice to realize its ideal of using the best evidence to create the best
practices for individuals” (Sandelowski, 2004, p. 1382).
Current Study
This article describes the process of interviewing youth custodial officers and young
people in detention to address the research question; What are the perceptions and experiences of
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youth in detention and custodial staff regarding NDI? This research aims to reduce the knowledge
gap in the literature regarding justice professionals and NDI by adding to the qualitative evidencebase.
This study was part of a program of research investigating fetal alcohol spectrum disorder
(FASD) among young people sentenced to detention in Western Australia (Bower et al., 2018;
Passmore et al., 2016). An objective of this research program was to build capacity among the
detention centre workforce, by developing and implementing a training intervention regarding the
management of young people with FASD and other neurodevelopmental impairments. The
interview findings informed the development of the planned workforce training intervention, and
provided insight into end-user perspectives regarding training and NDI within youth detention.
Methods
Setting
This research was based at Banksia Hill Detention Centre (BHDC), the only custodial
facility in Western Australia (WA) for young people aged 10-18 years. The centre is located
~26km from the Perth city centre. Geographically, WA is Australia’s biggest state at 2.53 million
km2. With BHDC being the sole centre for the state, the population of the centre is diverse, with
some young people being very far from their family and community while detained. In 2017-2018
the daily population averaged 148 young people, 73% of whom were Aboriginal Australians
(Department of Justice, 2018). The population consists of young people who are on remand,
awaiting bail or trial determination, and those who have been sentenced to detention. Males and
females live in separate residential units within the facility.
Positioning of Interviewer
All interviews were conducted by the first author onsite at the detention centre during the
months of August – November 2016. Considerable effort was placed on gaining trust between the
interviewer and the staff and young people. Prior to the interviews taking place, the author spent
several months visiting the detention centre on a weekly basis. These visits usually lasted for the
same twelve hour working day as the custodial officers, and enabled the author to become familiar
with life in the detention centre, the daily routine, detention centre processes and the challenges
faced by both custodial staff and the detained young people. Likewise, these visits provided a
platform for the custodial staff and young people to better understand the research (Passmore et
al., 2016) and the author’s motives. Importantly, these visits enabled the author to build trust and
rapport with staff and young people across the detention centre. Other qualitative researchers
conducting research in correctional facilities have adopted a similar approach to become socially
engaged with participants and their unique environment (De Viggiani, 2007).
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The author began these visits by shadowing individual staff members, but after trust was
built with detention centre staff and management, the author was provided with more freedom to
move about within the units. A considerable emphasis was placed on remembering the names of
detention centre staff and young people. This is a small gesture that without doubt assisted in
gaining respect and building rapport. Numerous full days were spent in each of the ten residential
units at the detention centre over the period, including units for young people on remand and the
observation units in which the most vulnerable young people reside. Much of the author’s time
was spent listening, over a cup of tea, to detention centre staff concerns about various issues
affecting their work. The author was invited to attend union meetings at the detention centre to
interact with staff and hear their concerns on a larger scale.
Similarly, many hours were spent with the young people playing cards and table tennis
in their residential units, or helping them with schoolwork during their educational lessons. This
process enabled spontaneous conversations with young people and the building of mutual respect.
The time spent with the young people along with the author’s own young age (24 years at time of
data collection) assisted in her being quickly accepted by many of the young people. The author
was not seen as an authoritarian figure nor was she seen to have an ulterior motive other than to
further understand the social dynamics and operational processes of the detention centre
environment.
Eligibility, Recruitment and Consent
Staff. Any staff member employed in a custodial position at BHDC was eligible to
participate. Staff were mostly recruited opportunistically through the relationships and
networking built over time by the author with the detention centre staff and the young people.
Staff were informed about the opportunity to participate more widely through staff briefings, and
via information provided in the NDI related survey previously conducted with the workforce
(Passmore et al., 2018). Custodial officers informed researchers of their interest in being
interviewed by providing their contact details with their submission of the survey, or notified the
researchers in person. Some recruitment occurred via snowball technique with custodial staff
providing the author with names of other staff members who might also be interested in
participating. Written consent to participate and voice record was obtained prior to the interviews.
Young People. Young people were eligible to participate if they were in detention at
BHDC and ; i) were over 18 and provided their consent to participate and have their voice
recorded, or ii) were a participant in the FASD prevalence study (Bower et al., 2018; Passmore et
al., 2016) in which consent to participate and have their voice recorded had been provided from
the young people themselves and from their parent or caregiver.
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Young people were mostly informed in person about the opportunity to participate. Those
interested in participating were asked to choose a friend or peer that they would like to participate
with them. Mostly their first peer choice was able to participate with them, however in some
circumstances this was not possible. This included: when consent was unable to be obtained; or
detention centre operational requirements did not allow the two young people to be in the same
area together. In these cases the young person was asked to choose another peer who met the
eligibility and consent criteria.
Interview Participants and Process
Staff. One-on-one semi-structured interviews were conducted with 22 custodial officers
(15 males, 7 females). Staff were asked questions relating to their role and responsibilities,
knowledge, practices and experiences regarding NDI, sharing of information processes within the
centre and training. Participants had a range of roles within their custodial position, including
youth custodial officers, unit managers, senior managers and security. Their length of
employment in a custodial position, either at Banksia Hill or one of its predecessor centres in
Western Australia, ranged from 10 months to 20 years.
One-on-one interviews were used with the staff to encourage open and honest responses
without any fear of being reprimanded by colleagues or management, a common issue for
workforces of this nature (Crichton & Ricciardelli, 2016). In addition, one-on-one interviews were
more practical for the nature of the custodial officer role, as it would be extremely challenging
for multiple staff members to leave their duties at the same time for a focus group, for example.
Each interview with custodial staff members took approximately one hour, and some had to be
split into two sessions to accommodate operational requirements.
Young people. Dyadic semi-structured interviews were conducted with 11 self-selected
friendship pairs consisting of 22 young people in detention aged 15-19 years old. Ten pairs were
males, with one pair of females. Most participants had been admitted to detention on multiple
occasions, with only five participants in detention for the first time. The time spent in detention
at the time of their interview (for their current admission) ranged from two months to over 3 years.
In two cases, the paired interviewees were family members, with both pairs consisting of an uncle
and nephew. The interviews lasted between 25 and 45 minutes. Due to the high prevalence of
language impairments among this population (Bower et al., 2018; Kippin et al., 2018), visual
supports (e.g. pictures, post-it notes) were used in some cases during the interviews to assist in
asking questions and explaining complex terms. Fidget tools (e.g. stress balls) and playing cards
were also used as required for young people who were having trouble focusing. The concept of
NDI was explained to young people at the beginning of the interview using the term ‘different
brain’, and they were asked questions relating to their perceptions and experiences regarding
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young people in detention who might have NDI. They were also asked about current practices
within the centre and their preferences regarding information sharing.
This form of self-selected dyadic interviews was chosen in order to promote natural, freeflowing conversations between the interviewees, to assist in making the young people feel more
at ease and to avoid over-prompting and potential coercion from the interviewer. When
interviewees share common interests or experiences, dyadic interviews can encourage storytelling,
and animated dialogue with relatively minimal moderation (Morgan, Eliot, Lowe, & Gorman,
2016). They also often produce more in depth data than a single participant interview, while
providing both participants with opportunity to participate, which can be challenging in a focus
group (Morgan et al., 2016).
Ethical Approvals
Ethics approval for this research was granted by the Western Australian Aboriginal
Health Ethics Committee (approval number 582) and The University of Western Australia Human
Research Ethics Committee (approval number RA/4/1/7116). Research approvals were also
gained from the Western Australian Department of Justice (formerly the Department of
Corrective Services; project ID 335) and the Western Australian Department of Communities
(formerly the Department for Child Protection and Family Support; approval number 2015/8981).
Analysis process
All interviews were recorded with permission, then transcribed verbatim and the
transcriptions were checked by the first author and a research assistant for accuracy. While it is
recognised that ideally a copy of the transcripts be provided back to the participants to check
validity, it was not practical in this case due to the transient nature of the custodial environment
and access to participants. In addition, many of the young people interviewed had limited literacy
ability (Bower et al., 2018; Kippin et al., 2018) so providing them with a written transcript would
not have been suitable.
The interview transcripts were managed and analysed using the NVivo Pro 11 software
program (2016). They were analysed thematically using an inductive approach as specified by
Crowe, Inder and Porter (2015), with separate analysis taking place for the two groups of
participants. The process of thematic analysis is a flexible method that assists researchers to
provide a rich account of data through the process of organising, describing and interpreting
qualitative data (Braun & Clarke, 2006). Firstly, two authors (HMP and JU) became familiar
with the data by repeatedly reading the transcripts from both groups. Each piece of text in the
transcription of every interview was then allocated one or more codes, with new codes identified
as they arose. This was carried out for all interviews by HMP, and for a sample of the interviews
by JU. Once the identification of first level codes was complete, the content within each code was
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checked for consistency. Codes were then clustered together independently by the two authors to
form subthemes based on meaning, and then the authors met to discuss emerging patterns,
consistency, and any discrepancies in interpretation. During these discussions, the authors formed
a consensus on the identification of subthemes and combined them into overarching themes. For
credibility and confirmability purposes, the coding schemes of both authors were reviewed by a
third author with extensive experience in qualitative research (SB), and further consensus on the
data interpretation, themes and subthemes was reached.
Results
Understanding of Impairments
Most young people believed they understood what it meant for someone to have a
‘different brain’. However, when prompted for more information, they discussed only the more
common diagnoses such as ADHD. Other young people mentioned physical impairments, such
as speech impediments, or mental health issues such as psychosis. For example, when the
interviewer began discussing brain impairments, one young person interjected, asking “Like
someone has ADHD and someone has bipolar?” (Male Young Person [MYP] 1). The potential
causes of the impairments were discussed by many participants, with young people commonly
attributing impairments to the overuse of alcohol and other drugs, head injuries or a lack of
schooling. One young person said; “you get that when boys sniff and that too, and their brain is
…like a bit mumbled and that” (MYP 2). Another young person expressed an understanding that
the biological age of young people in detention is not always equivalent to their developmental
age, with the phrase “He’s a 7-year-old in a 17-year-old’s body” (MYP 3).
Most staff were familiar with common neurodevelopmental disorders such as ASD and
ADHD. However, when prompted to share more about their experiences working with young
people with NDI, many staff commonly discussed scenarios involving youth with mental health
illnesses such as obsessive compulsive disorder, psychosis and anxiety instead of NDI. Several
staff members demonstrated an extensive understanding of NDI and associated behaviours, and
it usually became known during the interview that they were either a parent to a child with a
diagnosed NDI, or had previously worked in the education sector with children or young people
with NDI. One staff member stated: “I've got an autistic child, so I'm probably a little bit ahead
of people who don't have an autistic child, and you understand your tolerance has to change;
your vocabulary, your explanations. Everything had to change to make sure that, well for my
situation, my [child] understands that it's for [their] own safety” (Male Staff [MS] 1).
Experience with Impairments
Many young people believed there was a high prevalence of young people in detention
with impairments. This was captured explicitly by one young person who stated “I think pretty
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much everyone got a different brain here” (MYP 4). Despite some of the young people having
been through the assessment process as participants of our simultaneous prevalence study (Bower
et al., 2018), and receiving feedback from the clinical assessment team about their cognitive
strengths and difficulties, and potentially a diagnosis, no young people self-identified as having
an impairment during the interviews. However, a few young people did disclose their difficulties
with reading and writing. One young person said; “But like on the outside … I couldn't read and
spell properly back in the days, and the teacher she was worried on the other students that, like,
are higher graded, like help them finish off their ‘A’ work you know…I don't really go back to
school, like, you know, I used to get suspended and all that there, cos I didn't know how to spell
and all that shit, I didn't like being in class. I just find a way to get suspended. Nah but yeah, then
um my Aunty she come to the school and she started helping me you know, then I started getting
better at all my spelling and all that stuff. Now I can read and all that there” (MYP 1).
Another young person, when discussing their difficulties with reading, mentioned the
need to cover up or compensate for these difficulties while in detention; “Like me I don’t know
how to read the best but yeah…you gotta find a way not to get in trouble” (MYP 4). However,
most young people found it difficult to provide examples of situations they have been in where
they or another a young person may have required additional support for an impairment. For those
that did discuss a particular situation, they were often regarding a young person having difficulty
in the classroom, either within Banksia or on the outside, rather than in other areas within the
detention centre such as the units.
A few young people said individuals with impairments were likely to be victims of
bullying, teasing or physical violence during their time in detention. However, many young
people said they or their peers would try to help a young person with a different brain, either by
talking to them or reminding them how to behave; “if there is one of the other boys …or another
detainee that he's friends with, just ask them "oh do you reckon you could remind [name]
this…Boys do that here all the time for boys, wing captain reminds the other boys all the time
they gotta do their chores” (MYP 5). Another said; “I reckon brother boys would [help]…I
reckon they wouldn't listen to someone that they don't know really well, and I reckon they'd listen
to like their close brother boys” (Female Young Person [FYP] 1).
Most staff who participated seemed well equipped to recognise a young person’s
strengths and difficulties, and adapt their practices to suit the young person’s abilities and needs.
Many discussed the need to modify their expectations continually for individual young people
and their functional abilities. One staff member eloquently described this using a metaphor; “So
if I give a set of chopsticks to someone who's never used chopsticks before and I expect them to
be able to use chopsticks, then everyone's standing around watching them failing at chopsticks
they're gonna get frustrated with it. You know, so it's not good enough for me to say 'Well you
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need to be better at chopsticks'” (MS 2). Other staff members discussed the need to check for
understanding when giving instructions; “When you’re interacting and working with kids you
gotta sorta take a step backwards… Like give an instruction - can he hear what you’re saying?
Does he understand what you’re saying?” (MS 3). Some officers were concerned that young
people may use impairments as an excuse for bad behaviour, or may manipulate staff into giving
them preferential treatment if they have an identified diagnosis, but this concern was not
commonly expressed.
Need to Adapt Expectations.
Both staff and the young people felt there was a strong need for staff to adapt their
expectations of young people to accommodate their individual needs and abilities. One young
person felt staff should be understanding about behaviours that the young people might not be
able to control: “The staff have the same expectations of [someone with a cognitive impairment]
as they would have of a normal individual, and they can’t always meet those expectations” (MYP
5). When asked if staff should expect the same behaviours from young people with impairments
as they expect of others, one young person responded: “Nah, cos they’re different to normal
people. They think differently” (FYP 2). Another young person felt it was unfair for staff to treat
all young people the same, regardless of their abilities; “That's just wrong there if they, you know,
expect someone to [act like everyone else] and they're different, they can't help themselves.
Something that happened to them they can't - not like they can change it themselves for anyone
else you know” (MYP 6). Some young people believed these adaptions of expectations were
already occurring, but were dependent on individual staff members and their knowledge. Other
gave suggestions on how staff could make these adaptions: “Like talk to them, help them
understand where they are, and yeah. Talk to them in the right manner so then they know, so then
they don't react” (FYP 1).
Staff discussed the positive outcomes of adapting their expectations for young people
with impairments, and the mutual success that can occur for staff and young people when young
people’s needs are more widely understood. They also discussed the negative outcomes of not
adapting their expectations, and how it can lead to recurring issues and a lack of progress; “If
they’re not understanding what you're saying…there’s going to be no progress… and you’re
gonna expect too much” (Female Staff [FS] 1).
Identifying Impairments
Many young people believed that staff would be able to identify when a young person
has impairments. However, they most commonly stated it would be due to something obvious
like the young person being alone, looking worried or acting unusually. Young people believed
that those who are either more experienced, or those who had spent time getting to know the
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young people more would be better able to identify impairments than inexperienced or inert
officers. “If they interact with them more then, like instead of just standing around saying do this
do that, they sit there and actually properly have a conversation with ‘em, play like table tennis
or whatever they do in the wing there, or watch ‘em clean up and that, like how they act, they
might realise” (MYP 7).
Almost all staff members felt they could identify impairments after spending time with a
young person, by getting to know them and their functional abilities. Many were confident that
they and their colleagues would easily be able to identify a young person who may be impaired
and in need of additional support, with the exception of inexperienced staff who the interviewees
believed would have a difficult time identifying and responding to impairments. “And that, that
takes time. You can’t expect a new officer to pick these things up straight away” (MS 3). However,
the identification or impairments was linked to how sociable the young people were, with staff
stating that it would be more difficult to pick up impairments among young people who were
more isolated, quiet or antisocial as opposed to those who were louder or engaging in more
frequent negative behaviours. When prompted with examples of potentially more hidden
impairments, many staff believed that experienced officers would be able to identify that the
young people needed additional help in particular areas through observation. “To tell you the
honest truth, if I was working in a unit I could pick up quicker just watching than what I could
reading [about it] because I couldn’t remember…what you had written about Joe Blogs, I’d have
to constantly keep pulling the paper “that’s Joe Blogs, what’s the matter with him again?
Whereas if I’m watching him I’d think that’s Joe Blogs, jeez he can’t kick the ball straight can
he? Things like that so it’s more of watching your surroundings rather than reading something.
Let’s not forget, we’re working with these kids, and it’s, we’re in the same place” (MS 4).
Both staff and young people were aware that young people with impairments would often
use strategies to mask their impairments. Many staff felt this behaviour was a coping mechanism
young people had developed to navigate life on the outside; “these kids are so skilled at masking
certain areas because they have to survive out in the outside” (MS 3). Staff members commonly
gave examples of scenarios within the detention centre classroom environment where young
people will use negative behaviour to avoid difficult tasks; “They're going to act up in a classroom
if they're shown up by the teacher…Some act out violently, some don't want to do it and of course
[for] some it's task avoidance. It's nothing more than that. It's not the child refusing, it's the child
actually having a reason why he doesn't want to do it; they can't do it” (FS 2). Some young people
gave examples of situations where a young person might act out rather than asking for assistance:
“[If] someone doesn't know how to make a phone call…cos they can't work the pin sheet, for most
people it’s pretty straight forward, but if they don't know how…to make a phone call by
themselves…they get hot and then they just smash the phone. And then, they get taken to
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[behavioural management unit], and then you go "why did you smash the phone?" And they don't
wanna tell you "cos I don't know how to make a phone call!"” (MYP 5).
Sharing of Information About Impairments
Lack of sharing information. Most officers felt there was currently a lack of adequate
information sharing processes, to inform officers when a young person in their care had a
diagnosed impairment or had difficulties that required additional support or adapted expectations.
When asked directly if they receive notification about these issues, one officer replied “I don't
believe we do. Some we might if it's passed on [from colleagues]…but there’s a lot of that that
probably isn't passed on” (MS 5). One staff member voiced their concern that the only way staff
were informed of an impairment was when they were required to send the young person to the
medical unit within the detention centre for medication; “We usually find out when we find out
what sort of medication they're taking. Which is a sad state of affairs really. We don't have that
information, I mean, obviously if the detainee in my units go to medical I wanna know what sorta
medication he's on. So... if I know, if he's going down [to the medical centre] for ADHD
medication, I'm gonna treat him differently than someone who's on antipsychotic medication, you
know what I mean? So that that's really important information for us. And sometimes, they refuse
to take their medication, we don't even get told. He hasn't taken his medication for the last ten
days, 'really??? And we don't know that?!' So again, all that information...is very, very valuable
and very important. Cause if he hasn't taken his ADHD medication for the last ten days, and I
don't know, he's a different kid than he was ten days ago” (MS 6).
Officers should be informed.

The majority of the young people believed that

information about impairments should be shared freely with detention centre staff members, with
one young person stating; “they should know if someone's different, so they could help ‘em, cos
if they don't know, they can't help ‘em” (MYP 8). Only two young people stated that they wouldn’t
want information about impairments or diagnoses shared with staff. One was concerned staff
would disclose it to other young people who are likely to bully them about it; “Cos if you get an
officer who knows that, boys are giving you a hard time for something you didn't understand, and
then the officer will go "Oh nah he's got a disability, leave him alone." And then you're just gonna
cop that much shit, everyone's just going to fucking pick on you, you know what I mean?” (MYP
5). The other stated privacy should be respected, and the information shared only if a young person
wants to share it themselves.
All staff interviewed felt it was important to make information about impairments and
diagnoses readily available to staff. However, they were often unsure of the best way to do this.
Some suggested utilising the existing offender management computer system to share information,
but others said this system was not appropriate due to the lack of access to computers while
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working ‘on the floor’ with the young people. Other suggestions included utilising morning
briefings to share information about known impairments, and making it the responsibility of the
unit manager to inform staff about the needs of the particular young people they were working
with each day. Other suggestions included more frequent multidisciplinary meetings where all
staff engaging with individual young people can discuss their current needs, including psychology,
medical and education staff. Some staff stated that information was frequently shared among the
workforce if it related to young people’s crimes or their dangerous behaviours; “there's detainees
that we talk about who constantly fight with officers, um, that information is generally passed on
pretty well, or detainees who spit at officers, that information is passed pretty well. But the
reasoning behind why they do that is not passed very well.” (MS 7).
Training Needs
Current training available. Most staff expressed concern about a general lack of
professional development and training available for the custodial workforce, and the limited time
and opportunity to participate in training. One staff member highlighted, “I think training is very,
very important and we get very little of it. They’ve got a training line but usually when they’re
short staffed they pull that person off” (MS 3). Another stated; “I haven't had any ongoing
training, it's lacking thereof. I've been here a year and I haven't had a training line! I've been
waiting to get on certain courses and I can't cos we're short staffed, so that's where that's at” (FS
1). When specifically asked if they had received any form of behaviour management training, or
training that would assist them to manage difficult behaviours, most staff said they hadn’t received
any formal training. Many officers believed that the best way to learn the job was by learning
from more experienced staff members, or gaining experience working with the young people:
“I've had very little training. My best training, you know what I'm gonna say don't ya, well it's in
the wings. Spending it with the kids. Where am I gonna train better then learning day to day in
those kids with different situations all the time” (MS 5). Several staff discussed the induction
training provided to them when they started their role, but most stated the content was often not
practical enough, or needed refreshing if substantial time had passed since their induction training.
Proposed training intervention. The training intervention to be developed following
this study was not specifically discussed in the young person interviews. However, a few young
people did discuss it due to prior knowledge gained from interactions with the research team.
These young people felt it was important for staff to be trained about brain impairments and felt
it was useful, for example, “I'd say [the proposed training] is a good thing, it sounds like a good
thing, I hope it works. But yeah, depends on the officer” (MYP 5).
Staff discussed a variety of preferences regarding training facilitators, including existing
onsite trainers with a custodial background, experienced or respected colleagues, the centre
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psychologists and external experts were discussed. Several staff believed the proposed training
intervention should be delivered by our research team; “Just that it should be you guys delivering
it. That’s probably the most important thing. Suppose it's just like anything, you guys, this is what
yous do, it's, it's close to your heart, it's important to you. It's a case of you want people to know
this, maybe not inside out but at least know a good deal of it and any problems contact you any
more information contact you guys. So you guys are always there and making sure that everyone
in here or most, mainly everyone has got a bit more understanding of these things rather than if
it is just a trainer or whatever so just doing it because they've been told to do it or whatever” (MS
8).
Most staff did not recommend online training modules for any future training, feeling this
method of delivery was often not engaging or practical enough. One staff member stated “Online
training is absolutely pointless. I am 2 years behind in my online training, I get emails all the time
- "Do your online training". You know, what am I bloody clicking on the thing, what is that going
to do for me? Nothing. It won't teach me how to better raise these kids” (MS 2). Instead, they
preferred training that was practical, immersive and relevant to their workplace context; “Hands
on always good. Hands on always good... just do group sessions, workshops sort of thing…it's
keeping you awake” (MS 9). Some staff felt strongly that the training should be provided to newly
recruited staff during their induction training, to better prepare them for the role and the complex
needs of the young people they will be engaging with. They also felt ongoing training for existing
staff should be provided through with frequent refresher training courses, to ensure the knowledge
is consolidated and remembered; “Don’t just do it in [induction] training of an officer, it needs
to be done in the training of us here [at BHDC]. Not just when they first start because like I
couldn't remember 20 years ago what that video was, you know what I mean?” (FS 3).
Most staff believed the proposed training would be beneficial for themselves and their
workplace, and were highly supportive of the initiative; “Because we're all individuals here,
whether an officer or young person, you know, we've got different skill areas. This [training will]
put us all on the same page” (FS 2).
Discussion
This study sought to understand the perspectives and experiences of young people in
detention and custodial officers regarding neurodevelopmental impairments. Both groups
reported wide-ranging experience with NDI in detention, and the staff group believed NDI was
highly relevant to their workplace. However, further exploration of their experiences revealed
misconceptions about NDI, and confusion about the difference between NDI and mental health
issues. Overwhelmingly, staff desired more information about NDI, including practical strategies
to assist young people with NDI in their care. Better information sharing processes to ensure staff
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are informed about the individualised needs of young people in detention were consistently and
strongly requested among both participant groups. These requests, combined with our research
team’s observations, indicate that current information sharing processes are indeed a critical
deficiency that needs to be addressed. This is akin to findings from research with similar
workforce populations in Australia and internationally (Johnson et al., 2010; Mutch et al., 2016;
Stewart & Glowatski, 2014), and supports survey findings from over 100 members of the same
custodial workforce (Passmore et al., 2018). However, the qualitative process enabled participants
to discuss their preferences about the way this information is shared and communicated, including
providing suggestions for practical and applied training delivery methods, and their preferred
training facilitators. The process also enabled participants to discuss systemic issues directly
affecting the detention centre. For staff, this included issues such as a lack of training
opportunities, arbitrary information sharing processes, and the importance of learning from their
more experienced peers. For the young people, this included issues regarding inconsistent
identification of NDI depending on individual staff members, the pressure for young people to
mask their impairments in the detention centre environment, and the need to involve young people
in solutions for themselves and their peers. Our use of qualitative methodologies was critical to
gain an understanding about the complexities of custodial settings and the issues affecting these
two groups, and it is anticipated this understanding will assist to improve outcomes for the
individuals who reside and work there.
Strengths and Limitations
Using semi-structured interviews as a method of exploring participants’ perceptions was
a strength of this study. Custodial staff were often eager to participate in the interviews, telling
our research team they felt it was one of very few opportunities they had for their opinions to be
heard and valued. Many more custodial staff members agreed to be interviewed than the number
of completed interviews, but it became more difficult throughout the research period to remove
staff members from their duties due to a shortage of staff members and increase of incidents
within the centre. The decision was made not to continue with interviews due to the operational
restrictions, and because sufficient saturation had already occurred.
Using self-selected friendships pairs for the dyadic interviews with the young people was
valuable, with the young people becoming obviously more comfortable to participate in the
interviews once they were told they would be with a peer, and were often excited they were given
the opportunity to choose their co-participant. The dyadic interview process allowed young people
to prompt each other to expand their responses, and to finish each other’s sentences. For example,
when a pair of young people were asked if they had seen young people in detention not understand
something that an officer had said to them, they responded; “MYP 6: Yeah heaps. They don’t
understand what the officer is saying, you know, cos they say it too-” MYP 9: “fast and smart”
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MYP 6: “Yeah too smart and, you know, boys…” MYP 9: “Boys just don’t click, they just say
what-“ MYP 6: “They gotta get ‘em to say it more, so they understand, you know.” In one case,
a young person stopped to check if their peer had understood the interviewer’s question, and then
proceeded to put it into their own words, which led to a more in-depth response from the pair.
While it is a strength that the perspectives of two different groups were explored in this
study, the custodial staff who participated were largely a self-selecting group. Staff who were
interviewed may have been more experienced or knowledgeable about the topic than other
custodial officers. Alternatively, participants may have been particularly passionate about
improving outcomes for the young people in their care, or about issues affecting their workforce,
motivating them to participant in the research. However, participants’ views may not be
representative of all youth custodial officers at BHDC. The extended engagement with research
activities regarding FASD and NDI at the centre may have also influenced responses and their
willingness to participate, and has implications for the generalisability of the findings to other
custodial workforces who have not had such extensive research engagement.
Incidents at Banksia Hill and Effect on Interviews.
During the period that the interviews were conducted, the detention centre was
undergoing major changes, with a new youth justice framework being implemented by the
Western Australian State Government (this framework has since been revoked, and a new
framework was established due to a change in government). This transition was met with
apprehension from the custodial staff, and a lack of communication from upper management
caused increased stress and confusion among the workforce(Office of the Inspector of Custodial
Services, 2017). In turn, this led to unrest among the young people, resulting in a turbulent
environment within the detention centre for several months (Office of the Inspector of Custodial
Services, 2017). The process of staff unrest affecting those residing within the facility is a
common occurrence within confined environments (Nurse, Woodcock, & Ormsby, 2003). For
example, during the five month period from August 2016 to December 2016 in which the
interviews took place, there were multiple major incidents including staff assaults, riots, extensive
damage to buildings and property, roof and fence ascents, fires and stand offs (Borrello, 2016b).
On several occasions the injuries to staff were so serious the individuals required hospitalisation,
which understandably caused considerable stress for the wider custodial workforce, with many
taking stress leave or resigning (Office of the Inspector of Custodial Services, 2017). As such, the
content of the interviews changed as the turbulence at the centre increased. While never
specifically asked about during the interviews, the conflict and discontent with the management
was repeatedly raised and discussed by participants in both groups, and discussion of this will be
published elsewhere.

62

Implications and Recommendations
A key implication of this research is that both the custodial workforce and young people
in detention have clear desires and opinions about current and future practices within youth
custodial settings. Taking the opportunity to consult with people who have lived experience
within the system, either as a detainee or a frontline staff member, will contribute to finding
effective solutions to gaps existing within the justice system. Such consultations, which value the
input and expertise of these two groups and avoid tokenistic participation, should become an
essential component of decision-making processes. It is recommended that detention centre
management provide appropriate opportunities for these consultations to be carried out routinely,
such as via regular focus groups or team meetings, or other methods where suggestions and
feedback can be provided confidentially.
This study also has immediate implications for information sharing processes within the
justice system, and intersected agencies such as child protection, education and health. Many
young people who participated in this study had recently completed a neurodevelopmental
assessment, and were subsequently informed in an appropriate way about their strengths and
difficulties(Bower et al., 2018), and in some cases, given a diagnosis. Although not specifically
prompted to share this information, none of the young people discussed their own impairments or
difficulties during interviews, despite the interviews involving in-depth discussions regarding
impairments and challenging scenarios young people may face during their time in detention. We
cannot expect that young people will self-disclose their difficulties and need for additional support,
and this needs to be recognised prior to any formal process where support may be required such
as police interviews, court proceedings and admission to detention. It is important that structures
and systems are in place to inform staff working with young people about their needs, rather than
rely on the young person sharing information and asking for assistance.
While many young people in this study stated they would support a peer with
neurodevelopmental impairment, issues of potential bullying and isolation of youth with
neurodevelopment (from their peers and professionals engaging with them) were also raised
during interviews. This also has implications for systems outside of the justice sector, particularly
the education system. For instance, discussions about the importance of recognising NDI, or about
diversity in cognitive strengths and difficulties, could be had with education professionals,
children and adolescents in schools. Potentially, this could lead to greater understanding and foster
more appropriate environments for youth with NDI.
Conclusion
This qualitative study explored the perceptions and experiences of custodial officers and
young people in detention regarding NDI. While custodial officers believed that NDI was
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important to their role, there were misconceptions about what constitutes NDI, and differences in
experience levels to engage appropriately with young people who are affected. There was a
consistent call for more training regarding NDIs and associated behaviours, and for this
information to be shared with the workforce in meaningful and practical ways. Young people’s
insightful commentary included the need to share information about individualised needs in an
appropriate and safe manner, and the potential benefits of encouraging young people to support
one another while in detention. These insights will guide the development of a purpose-built
training intervention aiming to upskill the custodial workforce in the management of young
people with NDI, not only to ensure young people in detention with NDI are better supported, but
to empower the staff who engage with and care for them daily.
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Chapter 5.
Management and Support Recommendations for Youth in Detention
with FASD and Other Neurodevelopmental Impairments: A
Qualitative Descriptive Study
Chapter Overview
This chapter presents an article prepared for publication in the Research in
Developmental Disabilities journal. It reports the management and support strategies
recommended by a multidisciplinary assessment team for young people in detention with FASD
and neurodevelopmental impairments. This is the last of three studies included in this thesis that
informed the development of the training intervention. A discussion of how all three studies
informed the development process can be found in Chapter Six. The citation for the publication
is:
Passmore, H.M., Watkins, R., Mutch, R.C., Kippin, N., Freeman, J., Burns, S., Hall, G.,
Carapetis, J., & Bower, C. (2019). Management and support recommendations for youth
in detention with FASD and other neurodevelopmental impairments: A qualitative
descriptive study. Research in Developmental Disabilities, (in preparation).
Abstract
Background
The first Australian study to explore the prevalence of Fetal Alcohol Spectrum Disorder
(FASD) among young people involved with the justice system ascertained that 36% of young
people sentenced to detention had FASD. In addition, 89% were severely impaired in at least one
domain of neurodevelopmental function, regardless of whether they had FASD. However, there
is limited knowledge among frontline justice professionals about how these young people should
be managed and supported appropriately.
Methods
Individualised reports written by a multidisciplinary assessment team for all 99
participants of the FASD prevalence study were obtained, and the section relating to
recommended management and support strategies extracted and analysed using a qualitative
descriptive approach.
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Results
23 categories of strategies were identified, across eight content areas relating to domains
of neurodevelopmental function; memory and learning, language, adaptive function, attention,
executive function, motor skills, academic function, and cognition.
Implications
This study provides a summary of management and support strategies recommended by
health professionals that can be utilised by justice professionals engaging with this population of
young people. It will inform and guide the content of a training intervention aiming to upskill
justice professionals in the management of young people with FASD and neurodevelopmental
impairments.
Introduction
Fetal alcohol spectrum disorder (FASD) is a severe and pervasive neurodevelopmental
disorder caused by prenatal alcohol exposure. It is characterised by behavioural, cognitive, and in
some cases, physical difficulties (Cook et al., 2016; Stratton, Howe, & Battaglia, 1996b). In
Australia, diagnostic guidelines for FASD (Bower & Elliot, 2016) recommend assessing ten
domains of neurodevelopmental function; memory, language, attention, executive function,
cognition, academic achievement, adaptive function, motor skills, affect regulation and brain
structure/neurology. Impairment in these areas of neurodevelopment can greatly affect an
individual’s function across many aspects of their lives, including their participation at school, in
social situations, relationships, and employment (Streissguth et al., 2004).
Recent work by Lange et al. (2017a) estimated the global prevalence of FASD among

children and youth in the general population was 7.7 per 1000. Research in the United States
estimated that 1.1% to 5% of first-grade aged children are likely to have FASD (May, Chambers,
Kalberg, Zellner, et al., 2018). Other studies have determined a particularly high prevalence of
FASD in specific populations, such as in remote Aboriginal communities (Fitzpatrick et al., 2017;
Robinson, Conry, & Conry, 1987), among children in care (Chasnoff et al., 2015; Landgren,
Svensson, Stromland, & Andersson Gronlund, 2010), among inpatients at psychiatric facilities
(Bell. & Chimata., 2015), and among those who are incarcerated (Fast et al., 1999; McLachlan,
2017). A systematic review by Popova et al. (2011) estimated that young people with FASD are
19 times more likely to be incarcerated in comparison to those without FASD. There is also
evidence that individuals with other neurodevelopmental disorders are highly represented among
justice-involved populations (Hughes et al., 2012; McSherry et al., 2017).
In Western Australia, we recently conducted a comprehensive FASD prevalence study
within a youth detention centre (Bower et al., 2018); the first to determine prevalence in an
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Australian justice-involved population. As part of the study, young people in detention were
assessed by a multidisciplinary assessment team comprising four clinicians and a research officer
(Passmore et al., 2016). Nine areas of brain function were assessed; memory and learning,
language, executive function, cognition, attention and sensory processing, adaptive function,
motor skills, brain structure/neurology and academic function. For the purpose of the FASD
diagnostic criteria (Bower & Elliot, 2016), impairment was met when scores were two or more
standard deviations below the mean in three or more domains. We found the highest known
prevalence among a justice population worldwide, with 36% of the 99 participants receiving a
FASD diagnosis (Bower et al., 2018). More concerningly, among all participants 89% had a
severe impairment in at least one area of neurodevelopmental function, 65% in three or more
areas, and 23% in five or more areas.
Given this extent of impairment, these young people are likely to experience many
challenges throughout their life. For example, they may struggle to understand and follow
instructions, make decisions, understand cause and effect, and meet expectations appropriate for
their age (Bower et al., 2018; Fast & Conry, 2009; Kippin et al., 2018). To provide the best
opportunities and for positive life trajectories, these individuals may need ongoing care and
assistance including external support, environmental modifications and regular adaption of
expectations (Reid et al., 2015; Streissguth et al., 2004).
Although there is evidence that interventions for individuals with FASD can have positive
outcomes, there is limited intervention research focusing on youth and adults, much less justiceinvolved individuals (Reid et al., 2015). There are also few published interventions which aim to
improve or provide support for multiple areas of neurodevelopmental function simultaneously.
Most behavioural management interventions target a specific area of neurodevelopmental
function (Reid et al., 2015), such as self-regulation (Soh et al., 2015), social skills (O'Connor et
al., 2006), language and literacy (Adnams et al., 2007), memory rehearsal (Loomes, Rasmussen,
Pei, Manji, & Andrew, 2008), or motor skills (Keiver, Bertram, Orr, & Clarren, 2015). However,
clinicians who provide individualised therapy and treatment usually need to consider a person’s
complete neurodevelopmental profile, along with a broader consideration of their environmental,
health and social contexts (Martin, 2019; Woodward, McLean, Swain, & Snow, 2019).
Furthermore, knowledge of FASD and other neurodevelopmental disorders among
frontline professionals in the justice (Cox et al., 2008; Mutch et al., 2016; Passmore et al., 2018),
education (Johnson et al., 2010), and health (Payne et al., 2005; Payne et al., 2014) sectors is
limited, likely affecting their ability to provide the required support and management. To date,
much of the literature that aims to inform frontline professionals about how to manage and support
individuals with FASD and other neurodevelopmental impairments (NDI) focuses on describing
common challenging behaviours and the need for professionals to modify their expectations,
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rather than offering tangible support or management strategies. Instead, the latter is often sited
within publicly available online resources. An example of a widely used online resource which
offers practical management strategies is Evensen & Lutke’s (1997) Eight Magic Keys, which
was published over two decades ago and provides education professionals with eight generalised
strategies to support students with FASD; Concrete, Consistency, Repetition, Routine, Simplicity,
Specific, Structure, Supervision. A more recent example is the “Fetal alcohol spectrum disorder
(FASD) and complex trauma: A resource for educators” resource (Weston & Thomas, 2018),
which was produced in the Kimberley, Western Australia, and offers education professionals
specific management strategies for the classroom environment. Despite there being multiple
online resources which offer practical strategies, few have been evaluated or published in the
peer-reviewed literature. Additionally, there is limited research offering a synthesis of
management and support strategies for multiple areas of neurodevelopmental function.
Current study
This study describes and synthesises the management and support strategies that were
recommended for young people with NDI by the multidisciplinary team following their
participation in our FASD prevalence study (Bower et al., 2018). It is anticipated that by
presenting these strategies in a clear and concise manner, and particularly by organising the
strategies by the area of neurodevelopmental function which they aim to assist, the results will be
of use to professionals, practitioners and policymakers engaging with individuals with NDI, or
with vulnerable populations such as those who are involved with the justice system.
Methods
A qualitative descriptive approach (Neergaard, Olesen, Andersen, & Sondergaard, 2009;
Sandelowski, 2000) was used to describe and categorise management strategies recommended by
the multidisciplinary assessment team. Qualitative description provides the opportunity to explore
issues of relevance to practitioners and policy makers in more detail (Sandelowski, 2000). In this
case, the research aims to identify management and support strategies recommended for youth
with NDI that will be relevant to practitioners and policymakers across multiple disciplines who
are engaging with populations of youth who are involved with the justice system or who have
NDI, or both.
Sample and Setting
This study uses data collected during our FASD prevalence study (Bower et al., 2018;
Passmore et al., 2016) based at Banksia Hill Detention Centre, the only youth detention centre in
Western Australia. A total of 99 young people aged between 13-17 years old (93% male, 74%
Aboriginal) participated in a complete multidisciplinary assessment using the Australian Guide
to the Diagnosis of FASD (Bower & Elliot, 2016). Eight first languages were identified among
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the young people, and 53% had Aboriginal English as their first language as opposed to Standard
Australian English (Kippin et al., 2018). For each participant, an individualised report outlining
their assessment results was produced by the multidisciplinary assessment team, comprising a
paediatrician, a neuropsychologist, a speech and language pathologist, an occupational therapist
and a research officer. Reports were produced regardless of whether criteria for a FASD diagnosis
were reached. These reports comprised four main sections, (1) detailed information about the
young person’s assessment results, (2) clinical presentation and diagnoses if required, (3) a
summary of their cognitive strengths and difficulties, and (4) recommendations for ongoing care,
management and support. For this study, de-identified versions of all 99 participants’ reports were
obtained, and the section outlining the recommended management and support strategies was
extracted for analysis.
Analysis Process
The data were managed and analysed using the NVivo 11 Pro software program (2016).
We used Graneheim and Lundman’s (2004) qualitative content analysis concepts (condensed
meaning units, codes, categories and content areas) to structure our descriptive analysis process.
Firstly, the extracted sections of the reports were read in full to gain an understanding of and
become familiar with the data. Then an inductive approach was taken to the analysis, with each
segment of text condensed and categorised under one or more codes, with codes identified as they
arose. Each extract was re-read to check for uniformity throughout the coding process, and the
content within each code was also checked for consistency. Initial coding was completed by one
researcher (HMP), with a sample of the data (10%) coded by another researcher (JF). The coding
schemes for both researchers were compared for consistency, with any discrepancies discussed
and reconciled. Similar codes were then clustered together to form categories.
Finally, a deductive approach was used to assign the categories to content areas which
reflected domains of neurodevelopmental function assessed during multidisciplinary team
assessment. The data were organised by domain of neurodevelopmental function in order to
present the management and support strategies in the most useful way possible for practitioners
and policymakers working with individuals with NDI, who are likely to seek information based
upon an individual’s neurodevelopmental profile. As Sandelowski (2000) notes, the aim of
qualitative descriptive analysis is to provide a descriptive summary of the data organised in a
manner that best suits the data collected and which will be most valuable for the audience for
whom it was written.
Two clinicians from the multidisciplinary assessment team who contributed to writing
the individualised reports assisted in validating the categories and content areas, which further
enhanced the confirmability and trustworthiness of the data interpretation (Bryman, 2016). In
addition, both researchers who performed the initial coding had extensive knowledge about FASD
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management strategies and experience working with youth with NDI, and within a youth
detention setting. This prior knowledge, along with their repeated engagement with the data and
frequent discussions regarding its interpretation enhanced dependability of the analysis
(Graneheim & Lundman, 2004). An example of the analysis steps is shown in Table 10.
Table 10. Example of coding process within domain: Attention
Meaning unit
Ensure there is an adequate
amount of breaks during
prolonged tasks to reduce
distraction.

Condensed meaning
unit
Breaks to reduce
distractions

Code

Category

Domain

Reducing
Distraction

Concentration

Attention

Ethics Approvals
Ethics approval for this research was granted by the Western Australian Aboriginal
Health Ethics Committee (approval number 582) and University of Western Australia Human
Research Ethics Committee (approval number RA/4/1/7116). Research approvals were also
gained from the Western Australian Department of Justice (formerly the Department of
Corrective Services; project ID 335) and the Western Australian Department of Communities
(formerly the Department for Child Protection and Family Support; approval number 2015/8981).
Results
The data are presented in eight content areas which are:
•

memory and learning,

•

language,

•

adaptive function,

•

attention,

•

executive function,

•

motor skills,

•

academic function, and

•

cognition.

Table 11 shows the eight content areas and all categories identified within each area, and
summarises the management and support strategies included within each content area.
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Table 11. Summary of content areas, categories and common strategies
Content Area
Memory and Learning

Category
Learning and recall
Visual memory
Working memory

Language

Receptive and expressive language

Narrative/storytelling

High level language

Aboriginal English and English as
an additional language
Speech
Adaptive Function

Independent living skills
Social Skills

Attention

Concentration

On-task behaviour

Sensory processing

Strategies
Use practical teaching techniques to assist with learning new skills i.e. demonstration and practice
Link new information with previously learned concepts
Use visual supports to facilitate learning and to support areas of deficits
Reduce workload on working memory by keeping instructions short and simple
Provide written checklist of task steps to serve as external memory support
Simplify words and sentences
Check for understanding regularly, and in their own words
Give additional time for processing
Support verbal expression through exploring word meanings
Use visual aids to support recalling stories and sequencing information
Use open-ended questions, followed by non-leading questions to elicit story structure elements (i.e. who,
what, when, where, why, how)
Maintain appropriate expectations of young people when using high level language (i.e. figurative
language, jokes, sarcasm, multiple meanings etc.)
Check for understanding and explain difficult words or concepts
Use interpreters or other appropriate language support
Reduce expectations and pressure to respond in Standard Australian English
Reduce pressure by providing additional processing time
Give time to calm down before requiring a response
Use visual prompts as reminders for initiating daily living tasks and hygiene in the home
Use digital cues (i.e. phone reminders/alerts) as prompts for appointments and tasks
Use role play and socials skills training to promote healthy relationships
Practice skills with others and promote social inclusion across settings
Adapt environment to decrease distractions (e.g. reduce noise)
Encourage physical activity prior to any long period where concentration is required
Encourage regular movement breaks
Break large tasks into smaller, more manageable steps
Provide verbal and visual prompts to stay on task
Discourage multi-tasking and frequent task-switching
Control over- or under-stimulation through appropriate environmental adaptions
Give appropriate space to calm down before requiring a response
Use frequent movement breaks, and provide opportunities to use movement during tasks where
concentration is required (i.e. walking discussions, fidget items etc.)
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Content Area
Executive Function

Category
Inhibition and self-regulation

Abstract reasoning and conceptual
thinking

Monitoring and goal planning
Motor Skills

Fine motor skills
Gross motor skills
Visual motor integration

Academic Function

Mathematics

Reading and comprehension

Spelling

Cognition

Complex cognitive tasks
Processing speed

Strategies
Provide additional processing time
Use visual supports and prompts
Teach internal verbalisations to encourage stopping and thinking before responding
Encourage frequent reflection after events
Identify emotions regularly and discuss ways to control them (i.e. breathing for 10 seconds)
Provide time to calm down when necessary
Provide structure to support the planning and completing of tasks (e.g. written step-by-step instructions,
outlining smaller manageable goals)
Emphasise the relationship between cause and effect by talking through potential outcomes and
highlighting consequences
Encourage self-checking of work (e.g. marking own schoolwork to check for errors)
Use multiple small and achievable milestones to help work towards completing larger goals
Practice fine motor skills through everyday tasks (e.g. meal preparation and cooking)
Demonstrate and supervise tasks, and provide opportunities for frequent practice
Use sport and other gross motor activities as motivation and encouragement
Encourage participation in ball sports to improve visual motor integration skills and body coordination
Provide opportunities for practicing visual motor integration via paper based activities (i.e. dot to dots,
crosswords)
Use real-world materials and scenarios to practice mathematics skills
Ensure basic understanding of place values is in place before moving onto more complex problems
Allow use of calculator for complex problems
Build reading and decoding skills by breaking up words into syllables and practicing hearing and saying
the correct sounds in words
Provide sufficient time for processing
Provide reading materials that are appropriate for their reading level and ensure they don’t become
overwhelmed by the task
Check their comprehension and understanding of the text frequently by asking them to summarise
Teach sound to letter patterns and break up words into syllables and
Supervise and monitor progress using oral exercises, paper based activities and games
Provide alternatives for handwriting where necessary (i.e. typing, scribes etc.)
Divide tasks into multiple smaller and structured steps
Talk through complex problems and ask practical questions about their problem solving processes
Provide additional time for processing
Avoid high pressure situations where responses are required within a time limit (e.g. tests)
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Content Area One – Memory and Learning
This area was associated with three categories; i) learning and recall, ii) visual memory,
and iii) working memory.
Learning and recall included strategies to decrease the difficulty and time needed to learn
new skills and information through the use of practical teaching techniques, such as “When
learning a new skill, demonstration and practicing with someone will support [participant] to
learn the new skills faster.” It also focused on strategies to assist the young people to appropriately
store and recall information, including “link [participant’s] new learning with previously learned
information so he learns and stores information in an organised fashion, which enhances later
retrieval/recall of information.”
Strategies for visual memory commonly related to enhancing a young person’s visual
strengths (“He is good at visual problem solving and visual pattern recognition when given time
so visual supports will be helpful as long as he is given time to process them), and using their
existing visual memory skills to support other areas of deficit; “use additional visual supports
(e.g., pictorial instructions, diagrams) to facilitate learning”.
Working memory included practical strategies to reduce the workload often placed on the
young people’s working memory, and make tasks more manageable. For example; “Instructions
should be kept short to reduce the burden on working memory” and “providing a written checklist
of steps required to complete a task (e.g., steps to get ready for school in the morning) can serve
as an external memory support”.
Content Area Two - Language
Language included five categories; i) receptive and expressive language, ii)
narrative/storytelling, iii) higher level language, iv) Aboriginal English and English as an
additional language, and v) speech.
While receptive (comprehension) and expressive language are separate language skills,
impairment and difficulties in both were common among the sample. Therefore, the strategies
targeting these skills were often provided together. Simplifying language (“Use simple words and
sentence structures with him”), checking for understanding (“Don’t presume he has understood
you. Ask him to say in his own words what you have said to check his understanding”), giving
additional processing time (“Provide him extra time to think about and formulate his verbal
responses, particularly if he is required to provide an explanation”) and supporting verbal
expression (“in class, increase her vocabulary by exploring word meanings”) were common
strategies included.
Narrative/storytelling involved strategies to support young people to tell and recount
events and experiences, which demands skills such as recalling and sequencing of information.
For example, using visual prompts such as post-it notes to help structure a story and ensure all
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required elements are included, and asking questions with only one idea per question. Strategies
such as “prompt him for further information by saying, tell me more about…” and “… asking
targeted but open ended questions designed to support him in including the key elements of the
recount. These should be non-leading but focus on eliciting story structure elements (who, what,
when, where, why, how)” were common.
Higher level language strategies regarded appropriate expectations of young people when
using higher level language such as words with multiple meanings, jokes, sarcasm, and figurative
language. This is demonstrated in quotes such as “If using figurative language (slang, idioms,
similes), don’t expect [participant] to always understand what you mean. Ask him to put in his
own words what a saying might mean if you are using that type of language around him. If he is
unsure, explain it to him by giving him a few examples.”
For Aboriginal English speakers, providing appropriate language support was commonly
recommended; “try to have an Aboriginal Officer/Liaison present when interviewing him. This
will help with cultural and linguistic differences and will create a more supportive environment.”
For those with English as an Additional Language, strategies focused on reducing expectations
and pressure placed upon the youth, as well as reminders to consider supporting their first
language; “[participant’s] home language is Martu; it is important to acknowledge this … there
may be concepts that are difficult for him in English that he may otherwise perform well in with
Martu”.
The speech category particularly focused on assisting youths with speech difficulties
observed during the speech and language assessment. For example, for one youth with a stutter,
it was stated “if [participant] is stressed, excited or angry, his stuttering will increase as there is
more pressure on his brain functions. So, let him calm down first before trying to communicate
with him”.
Content Area Three – Adaptive Function
This content area included two categories; i) independent living skills, and ii) social skills.
Independent living skills included strategies to assist with daily living skills, hygiene, and
self-care. For example, “Using prompts and reminders in strategic locations are also helpful to
scaffold their initiation and independence in performing tasks. For example, prompts about
grooming routines in the bathroom; or cooking routines in the kitchen or on the fridge.” Other
strategies related to using external prompts when out in the community to ensure the young person
meets their responsibilities, including using “digital cue systems such as reminders on his phone
that remind him to do things”.
Social skills strategies related to supporting young people’s exposure to healthy
relationships and social situations, such as through the provision of “social skills training and role
playing for social understanding”. Social inclusion was also emphasised; “practicing with
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someone will support [participant] to learn the new skills faster…important for [participant’s]
future workplace success, social inclusion and sense of wellbeing”.
Content Area Four - Attention
Attention included three categories; i) concentration, ii) on-task behaviour, and iii)
sensory processing.
The concentration category included strategies relating to adapting a youth’s environment
to decrease distractions and increase their chances of maintaining concentration. For example,
“when needing to concentrate on an activity, ensure the environment is as quiet as possible”.
Physical exercise and stimuli were also frequently recommended strategies, with several reports
stating “[participant] is encouraged to complete some physical activity (e.g. running, weights) at
the beginning of each day, and take smaller movement breaks (e.g. brief fast walk) throughout
the day to improve concentration when working or in the classroom.”
Most recommendations for on-task behaviour related to breaking larger tasks into smaller,
more manageable components, and providing prompts to assist youth to stay on task. For example,
“provide regular prompts to get back on-task and positively reinforce on-task behaviour” and
“[participant] has difficulty switching between different components of a task, we advise that he
is asked to do one thing at a time. Breaking down complex tasks into sub-components will also
help him progress through the task in a timely manner.” Related behaviours such as multitasking
and frequent task-switching were actively discouraged in the individualised reports.
Sensory processing recommendations related to supporting youth who may be easily over
or under stimulated, and may require environmental adaptations. For example, “As [participant]
is sensitive to noise, trying to talk to her when she is stressed, may cause increased stress. Give
her space to calm down before talking to her.” Other sensory processing strategies included
movement breaks to expel excessive physical energy; “[participant] may find ‘walking
discussions’ (e.g. with lawyers, psychologists etc.) may help him concentrate and retain more
information”.
Content Area Five – Executive Function
This content area included three categories; i) inhibition and self-regulation, ii) abstract
reasoning and conceptual thinking, and iii) monitoring and goal planning.
Strategies for inhibition and self-regulation were often intertwined, and focused on
supporting young people to take more time to think prior to carrying out an action. Strategies such
as “Use stop think do strategies with visual support, to prompt and remind him to think about it”
and “teach [participant] internal verbalisations to stop and think before responding” were
common. They also focused on helping young people to reflect on events (“after events or tasks,
reflect on what worked well and what didn’t work so well”), identify and control their emotions
( “When you spot him becoming flustered or angry, teach [participant] strategies to control these
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feelings and any associated behavioural impulses (e.g., breathing for 10 seconds)”, and take
timeout to calm down when needed (“‘Time-out’ areas will help control [participant’s] behaviour
if it escalates”).
Abstract reasoning and conceptual thinking involved strategies for those who have
difficulty understanding complex information, its meaning and what action is required in response.
A common recommendation was “When tasks involve more complex reasoning, provide
structuring to support [participant] into thinking how to begin and complete a task. Present
information in a well-organised manner at the outset.” Strategies also commonly related to
understanding consequences, and linking cause and effect were demonstrated in phrases such as;
“when talking about situations, emphasise the relationship between cause and effect” and
“highlight consequences – talk him through potential outcomes”.
Monitoring and goal planning involved strategies to encourage young people to monitor
and self-check their schoolwork and other tasks, such as “teach [participant] to check his work
every now and then to check for errors, and that he is on the right track to attain his goal”.
Strategies also related to using multiple small and achievable milestones to help complete a larger
goal, and breaking down tasks into smaller steps. For example, “help him identify the steps
towards his goal. Identify possible problems, and solutions to these problems”.
Content Area Six – Motor skills
Motor skills included three categories; i) fine motor skills, ii) gross motor skills, and iii)
visual motor integration skills.
Strategies for fine motor skills included recommendations of activities that require fine
motor coordination skills, and the importance of practice. For example, “Participating in tasks
that require fine motor coordination such as meal preparation and cooking, rope tying,
construction activities, fishing (threading fishing wire) can help increase skill in this area.
[Participant] will require more time initially to complete these tasks, but practice will help.”
Demonstration and supervision of these activities were also frequently recommended, with a
common phrase being “When learning a new skill, demonstration and practicing with someone
will support [participant] to learn the new skills faster.”
Recommendations for gross motor skills frequently focused on enhancing and supporting
the young people’s existing gross motor abilities for their advantage. Emphasis was placed on
how these skills could be strengthened for the young people’s possible future employment
opportunities, happiness and wellbeing, and community participation; “[participant] has
strengths in gross motor skills and reported that he really enjoys sports. This is something that
could be used to motivate him, encourage community participation, and support his self-esteem.”
Visual motor integration skills included recommendations to support a young person’s
visual motor integration, including their hand-eye coordination and spatial awareness through
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everyday activities. These include particular exercise and sports (“Participation in ball games can
be a good way to improve visual motor integration skills and body coordination. [Participant] is
encouraged to keep up his football and other sports”) and classroom activities (“Paper based
activities such as dot to dots, word finding games, mazes, crosswords, spot the difference can help
improve visual motor integration skills”).
Content Area Seven – Academic Function
Academic function included three categories; i) mathematics, ii) reading and
comprehension, and iii) spelling.
Recommendations for mathematics commonly acknowledged that mathematics is
essential for daily tasks such as managing money, measuring distance and quantities, and
understanding time. For example; “use real-world materials and teach efficient ways to count
money”, and “emphasise the real-life applications of each numerical operation / problem solving
strategy”. In addition, specific classroom strategies aimed at education staff were prominent, and
included the recommendation to “ensure basic understanding of place value (how numbers are
constructed) … and that each digit represents a different value within the total number.”
Allowing the use of calculator for complex problems was also commonly recommended.
Strategies related to reading and comprehension focused on building practical reading
skills and encouraging best practice when learning to read. For example, encouraging education
staff to use systematic synthetic phonics to build the young peoples’ reading (decoding) skills,
was demonstrated in strategies such as “Practise hearing and saying the correct sounds in words.
Segment individual sounds, break up words into syllables…”. In addition, ensuring young people
aren’t overwhelmed by a task was emphasised, with strategies including “Provide any reading
material in small chunks, so that [participant’s] time is spent efficiently and so that he does not
become overwhelmed by the amount he has to read”. Specific strategies to check a young person’s
comprehension and understanding of written text were common. For example, “check
[participant’s] understanding of what he has read. Ask him to summarise what he has read, which
may prompt questions and further discussion… ask ‘who’, ‘what’, ‘when’, ‘where’, and ‘what
for’/’how’ questions about what he has read.”
Similar to reading and comprehension, spelling included strategies that often focused on
systematic synthetic phonics and practical, classroom-based skills to improve spelling and
encourage learning, including “break up words into syllables” and “teach sounds to letter
patterns”. Supervised or monitored practice was also frequently recommended, particularly via
classroom-based activities including “oral exercises, puzzles, worksheets, and games”. In
addition, the negative effects of spelling difficulties on writing abilities was demonstrated through
the recommendations of alternatives for handwriting; “vocalising his answers to a scribe may be
a more suitable option”.
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Content Area Eight - Cognition
Cognition included two categories; i) complex cognitive tasks and problem solving, and
ii) processing speed.
Complex cognitive tasks and problem solving involved strategies relating to decreasing
the cognitive load required to complete a task by dividing it into multiple smaller tasks and
structured steps, for example; “Reduce the complexity of tasks by breaking them down into smaller
steps and providing support on steps that have complex attentional or processing requirements”.
To support problem solving processes, particularly when the young person must approach a new
situation, asking questions such as “What is the problem? What are some possible solutions?
What are the pros and cons?” was commonly recommended.
Processing speed strategies focused on ensuring young people with processing difficulties
are provided with sufficient time to understand and respond to situations, including phrases such
as “[participant] will take a while to respond to questions, he needs plenty of time to think about
his answers”. High pressure situations and time-limited activities such as tests were discouraged,
and alternative arrangements recommended; “Where possible minimise the number of timelimited activities [participant] has to complete. If this is not possible, increase the amount of time
that [participant] has to complete tasks or reduce the amount of work he is required to complete
in a given time frame.”
Discussion
This qualitative descriptive study was performed with the specific purpose of identifying
and describing the management and support strategies that had been recommended for individuals
with a range of NDI. It used data extracted retrospectively from individualised reports provided
for youth in detention after their participation in a comprehensive multidisciplinary assessment
of nine domains of neurodevelopmental function. The analysis process identified 23 categories of
strategies situated across eight content areas, which related to the domains of neurodevelopmental
function considered by a multidisciplinary team assessing for FASD (Bower & Elliott, 2016;
Chudley et al., 2005). The only domain of neurodevelopmental function assessed in the
prevalence study but not included as a content area was brain structure/neurology. Only one
participant in the prevalence study was assessed as fulfilling this domain (Bower et al., 2018),
and no related management or support strategies were included in the report. It is likely that
recommendations relating to brain structure/neurology were included in other sections of the
reports relating to medical issues and/or referrals, and which are more relevant for physicians and
other health professionals, rather than those who are involved in the immediate, daily care of an
affected young person.
Many of the management and support strategies described in this study are similar to
strategies commonly recommended in previous FASD intervention resources. For instance, the
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strategy of Simplicity from Evensen & Lutke’s (1997) Eight Magic Keys resource is in line with
numerous strategies that appeared in the Language content area. These strategies, particularly
under the categories of Receptive and Expressive Language and Higher Level Language, included
recommendations to use simple words and sentences, and avoid using figurative or complex
language. However, given that the strategies were extracted from individualised and detailed
assessment reports, the strategies included more depth and specificity in comparison to strategies
usually recommended for more generalised management. For example, rather than just promoting
the use of Simple or Specific language as is done in the Eight Magic Keys (Evensen & Lutke,
1997), the reports provided an opportunity for strategies to be more detailed, and specific
examples were given. Not only were the strategies explicit, but each individualised report
included strategies targeting multiple areas of NDI where support is likely to be needed. The
reports also provided a comprehensive and diverse range of potential support and management
strategies that could be trialled across multiple settings in which the young people are involved.
For example, strategies within the Language content area included using pictures and open-ended
verbal prompts to support a young person’s ability to recount stories or narratives. Without such
support, a young person impaired in Language may struggle to recall events in chronological
order and be misconstrued as a liar or as aiming to wilfully deceive. These strategies could be
readily used by a variety of professionals who may engage with youth with NDI and be required
to elicit information from them, including by police during interviews, lawyers during court
proceedings, and custodial officers during incident mediations. As it was anticipated that the
findings of this study would be most useful for professionals and caregivers engaging with young
people with NDI, the analysis approach was chosen to reflect this. Particularly, the content areas
relating to domains of NDI assisted with presenting the data in a manner that is relevant and
practical for those who may be informed of an individual’s neurodevelopmental profile, but have
little insight or knowledge regarding strategies to assist them.
Limitations
As with other qualitative research, generalisability of the findings needs to be considered.
Notably, the multidisciplinary assessments were completed as part of a research study in a youth
detention centre. This means that the management strategies were tailored to youth with NDI
involved in the justice system, and reflect the profile of deficits found in that specific population
as opposed to children and youth with NDI in the general community.
Implications
This study is one component of a series of studies designed to support the development,
implementation and evaluation of a training intervention for a detention centre workforce
regarding the management of young people with NDI. The results of this study will provide
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valuable direction for the content of the training intervention, and the structure in which it will be
delivered. The management and support strategies detailed in this study will inform the specific
strategies recommended within the training intervention, and the arrangement of information
regarding domains of neurodevelopmental function and associate behaviours that strategies intend
to assist. Once developed and implemented, it is anticipated that the training intervention will
improve the knowledge and practices of the custodial workforce in relation to working with youth
with NDI. Beyond the custodial environment, it is hoped that the training intervention will have
use for a range of frontline professionals engaging with youth with NDI or other vulnerable
populations of youth, such as police, community justice, child protection, health and education
professionals.
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Chapter 6.
Development of a Staff Training Intervention for a Youth Custodial
Environment to Increase Capacity in Managing Youth with FASD and
Other Neurodevelopmental Impairments
Chapter Overview
This chapter presents an article prepared for publication which describes the process of
developing a training intervention that aims to upskill the Western Australian youth custodial
workforce in supporting young people with FASD and other NDIs. The intervention is titled the
Reframe the Behaviour training program. Insights gained from extensive consultations with the
custodial workforce are summarised, and how the findings from the studies in Chapters Three to
Five of this thesis contributed to the intervention development process is discussed. A creative
component of this research, being the development of a series of video resources used in the
training intervention, is described. The four-page handout provided to participants during the
training can be found in Appendix 14. Appendix 15 shows the proposal submitted by the
production company involved in the development of video training resources. The citation for the
publication is:
Passmore, H.M., Watkins, R., Mutch, R.C., Burns, S., Hall, G., Carapetis, J., & Bower,
C. (2018). Development of a staff training intervention for a youth custodial environment
to increase capacity in managing youth with FASD and other neurodevelopmental
impairments. Journal of Applied Psychology. (in preparation).
Abstract
The known prevalence of neurodevelopmental impairments among incarcerated youth far
exceeds the prevalence among the general population. These impairments can affect the youth’s
ability to comply to rules and operational requirements within custodial environments, which can
instead be misinterpreted by custodial staff as poor behaviour and an unwillingness to comply.
This article describes the development process of a training intervention designed to upskill
custodial officers in the management of young people with neurodevelopmental impairments in
detention. Formative research underpinning the development, implementation and evaluation of
the intervention, including extensive consultations with the workforce and the collection of
qualitative and quantitative data, is detailed. The theoretical framework which informed the
development process is discussed. Documenting this process provides insight into the use of
formative research to assess the needs and preferences of the training end-users, in order to guide
the development of a workforce training intervention.
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Background
There is a high prevalence of neurodevelopmental impairment (NDI) among young
people who are incarcerated (Bower et al., 2018; Hughes et al., 2017; Hughes et al., 2012). These
impairments include intellectual disability, language disorder, attention deficit hyperactivity
disorder and fetal alcohol spectrum disorder (FASD) (Hughes et al., 2017; Hughes et al., 2012).
The known prevalence of such impairments among incarcerated youth far exceeds the prevalence
among the general population. For example, the reported prevalence of language and
communication disorders among youth in custody is as high as 60-90%, in comparison to that
reported among the general population of youth at 5-7% (Hughes et al., 2012). Depending on the
type and severity of the NDI, affected individuals may struggle to understand cause and effect,
learn from consequences and maintain impulse control. Such difficulties often result in an
inability to comply to behavioural expectations, which may have led the youth into situations
resulting in trouble with the law in the first place. These difficulties also affect their ability to
comply to rules and operational requirements within correctional environments, which can instead
be misinterpreted by others as an unwillingness to comply (Fast & Conry, 2004, 2009).
Our recent research conducted within a Western Australian youth detention centre has
found the highest known prevalence of FASD among a justice-involved population, and a
significant amount of NDI overall (Bower et al., 2018). Over a third of the youth were diagnosed
with FASD, and almost nine in ten youth had at least one NDI in the severe range. Many young
people had multiple impairments that prior to our research were previously unidentified, and
therefore were unrecognised and untreated by the services with which they were engaged. In
addition, professionals engaging with these young people often had limited understanding of these
impairments and how best to engage with and manage affected young people (Passmore et al.,
2018). For this reason, one of the aims of our research was to develop and evaluate a workforce
training intervention designed to upskill custodial officers in the management of young people
with FASD and other NDI. This article describes the development process of the intervention,
and the formative research underpinning its development, implementation and evaluation.
Documenting this process will provide insight into the use of formative research to guide the
development of training for a workforce such as custodial professionals.
Setting
This research was based at Banksia Hill Detention Centre (BHDC), the only custodial
facility for young people aged 10-18 years in Western Australia (WA). The centre is located
~26km from the Perth city centre. In 2017-2018 the daily population averaged 148 young people,
73% of whom were Aboriginal Australians (Department of Justice, 2018). The population
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consists of male and female young people who are on remand, awaiting bail or trial determination,
and those who have been sentenced to detention.
Formative Research
There is limited published research regarding interventions for adolescents and adults
with FASD in the general community (Reid et al., 2015), and none for individuals with FASD
within justice settings or correctional facilities. This research was the first to develop, apply and
evaluate an evidence-based intervention with the aim of improving the management of young
people with FASD in the Australian juvenile justice system. There were four main elements to
this formative research:
1. Extensive consultation with the custodial workforce, youth in detention and other
stakeholders, carried out over several months prior to any formal workforcerelated research activities
2. Survey of knowledge, attitudes, experiences and practices among 112 custodial
officers regarding FASD and other related NDI (Passmore et al., 2018)
3. Semi-structured interviews with 22 custodial officers and 22 young people in
detention to explore their perceptions and experiences with NDI in the youth
justice system (Passmore, Burns, et al., 2019)
4. Qualitative descriptive study of the management and support strategies for young
people with FASD and NDI in detention as recommended by the
multidisciplinary assessment team involved in our prevalence study (Passmore,
Watkins, et al., 2019)
How each of these elements contributed to the intervention development and evaluation
is described below.
Theoretical Framework
To determine what would be beneficial to include in the formative research process, and
to ensure the intervention developed was grounded within and supported by a theoretical
framework, we applied an adapted version of the Theoretical Domains Framework (Michie et al.,
2005). From this framework, French and colleagues (2012) four components to be considered
throughout the development of an intervention: identifying the problem, assessing the problem,
forming possible solutions and evaluating the selected intervention. Table 12 shows how we
addressed each of these components.
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Table 12. Intervention rationale based on French and colleagues’ framework (2012)
French and colleagues’
(French et al., 2012)
framework component
Identifying the problem

Assessing the problem

Forming possible
solutions

Evaluating the selected
intervention

Process of satisfying framework component

Review of literature regarding management interventions used for young
people in detention with NDI
Information about the neurodevelopmental strengths and difficulties of young
people in detention as determined by the multidisciplinary clinical team
conducting neurodevelopmental assessments as part of the FASD prevalence
study at BHDC (Bower et al., 2018; Passmore et al., 2016)
Survey administered to 112 custodial staff at BHDC to determine existing
gaps in knowledge, attitudes, experiences and practices, as well as training
needs and future training preferences (Passmore et al., 2018)
Interviews conducted with 22 custodial officers explored their experiences
regarding barriers and enablers for behaviour management practices at
BHDC. Dyadic interviews conducted with 11 pairs of young people in
detention explored their experiences with behaviour management in detention
and their perceptions about how impairments affect young people in detention
(Passmore, Burns, et al., 2019)
Qualitative descriptive analysis of the management and support strategies
recommended for young people in detention with NDI as determined by the
prevalence study multidisciplinary assessment team (Passmore, Watkins, et
al., 2019)
Existing management interventions were identified in the literature review,
and information about their efficacy reviewed if available.
Above interviews with the staff and young people also explored possible
content of the training intervention and preferred methods of training delivery,
and feasible behaviour management practices (i.e. relevant and acceptable for
the environment).
Pre- and post-intervention surveys were administered to identify if knowledge
and intent to change practices improve, and to investigate the perceived
expediency of the training intervention among end-users (Passmore, Mutch,
et al., 2019)

Intervention Development Process
Consultations
To gain an understanding of the detention centre environment and workforce, the lead
researcher responsible for developing the training intervention embedded herself within the
detention centre for a period of seven months prior to beginning any formal data collection.
During this time, the researcher was given permission to shadow custodial officers for their full
twelve hour shifts across all sections of the centre. This process enabled the researcher to
familiarise herself with the detention centre dynamics, procedures, daily routines, hierarchies, the
roles and responsibilities of the custodial workforce, and potential challenges faced by the
workforce and young people in detention. In addition, this time assisted the researcher to build
rapport with the workforce and young people alike, and assist both groups in their understanding
of the research and its purposes (Passmore et al., 2016).
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Delivery Method
During the formative research, it was established that the custodial workforce required a
training method that would be both experiential and practical, with requests for this type of
training communicated during the consultations, survey and interviews. In the survey, 60% of
staff reported that face-to-face workshops were their most preferred method of training (Passmore
et al., 2018). This was explored further in the interviews, with staff explaining that face-to-face
training was essential to keep staff engaged and provide opportunity for staff to discuss training
in the context of their workplace (Passmore et al., in process #1). Both the interview and survey
data indicated that staff felt there was limited time made available for them to participate in
training, and the time that was available was often towards the end of a long day when their ability
to focus was reduced. Staff were strongly opposed to the use of online modules as a training
delivery method, with 61% of the surveyed workforce reporting it was their least preferred method
of training (Passmore et al., 2018), despite being a method commonly used by their employer.
However, from our consultations with the employer, we identified that their preference was for
online training that provided consistency, could be used beyond the research period and not rely
solely on the expertise of a facilitator. This disparity between employer and employees was
initially challenging to navigate but resolved by using training videos delivered in workshop
sessions to ensure that the intervention had consistent content but was also practical and
immersive, therefore meeting the needs of both groups. The opportunity for sustainability of the
training was also supported by the use of this blended-learning, multi-modal strategy.
In the staff survey, the majority of the workforce (70%) reported ‘experts in the field’ to
be their preferred training facilitator (Passmore et al., 2018). While this was reiterated in the
interviews, many staff also reported that they enjoyed learning from their colleagues, and
particularly those who were more experienced than themselves. Staff were adamant that they
would struggle to learn from any training facilitator who didn’t understand their workplace
environment, or the pressures of their job. For these reasons, we decided that the videos would
include perspectives from the experts in the field, being the health professionals involved in the
assessment and diagnosis of young people during the prevalence study, and experienced custodial
officers who were well known and respected among their peers. It was anticipated that using
familiar people and environments would assist in maintaining the workforce’s interest and
engagement. It was also anticipated that using familiar people and environments would increase
the workforce’s ability to learn and practically apply the information, based on the premise that
when information is taught in a way that relates to staff’s current situation and personal experience
it assists with knowledge transfer and application (Doolittle & Camp, 1999).
Prior to the development of the intervention, we looked at multiple examples of existing
training videos and other resources regarding similar issues of youth in detention or with NDI.
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These included training videos created for judges and lawyers about FASD (Mutch et al., 2016),
videos and animations created by young people with NDI themselves (e.g. young person with
dyspraxia (Hocking, 2013)), online resources created by organisations with similar objectives of
improving outcomes for young people with a disability who are involved with the justice system
(e.g. Sentence Trouble (The Communication Trust, 2010)). Inspiration was particularly drawn
from two videos created to increase awareness about ASD and the experiences of those affected;
The National Autistic Society’s Too Much Information Virtual Reality Film (National Autistic
Society, 2016) and Carly’s Café (Fleischmann, 2012). Both videos offer an immersive experience
for viewers, enabling them to understand the experience of children with ASD when in an
overwhelming situation. We hoped to replicate this learning experience for the custodial
workforce by creating videos that took a similarly immersive and experiential approach.
Content
There were three main influences on the content of the training intervention. The first was
the type and extent of NDI among the youth in detention, and the range of related difficulties
about which the custodial workforce would benefit from being informed. Originally, the purpose
of the training intervention was to improve the workforce’s knowledge and awareness of FASD,
but little consideration had been given to other related disorders or NDI. However, in the
prevalence study (Bower et al., 2018) the multidisciplinary assessment team were identifying a
high amount of NDI, not always related to FASD. We therefore expanded the scope of
information in the intervention to include the other NDI.
The second influence was the understanding gained through our formative research about
the current lack of information sharing processes within the custodial environment. This meant
that information about diagnoses and individual needs of young people in detention were seldom
shared with custodial officers, and systematic processes to identify and respond to these needs
could therefore not be put in place. During early consultations, we heard from staff about the
difficulties of sharing information about diagnoses within the centre. These difficulties were
emphasised again in the survey and interview data, where staff indicated that they were
infrequently informed if a young person in their care had a diagnosis of FASD or another disorder
(Passmore, Burns, et al., 2019; Passmore et al., 2018). In addition, there is inter- and intravariability among individuals with FASD (Bower & Elliott, 2016), such that strengths and
difficulties vary across individuals and situations. This means that even if staff were informed
about diagnoses, knowing the diagnosis alone may not assist in the daily care and management
of affected individuals. Thus, there is a need to focus on abilities and functionality that may be
easier to identify by frontline professionals, such as behaviours. For these reasons, it was decided
that the content of the training would be structured around the domains of neurodevelopmental
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function that are commonly impaired among youth with FASD and other neurodevelopmental
disorders, without a specific focus on FASD or any other diagnoses.
Thirdly, the training content was also influenced by the workforce’s consistent calls for
practical information and useful management strategies. ‘Guidelines for how to manage affected
young people’ was the most common type of information requested by staff surveyed (Passmore
et al., 2018), and interview participants frequently called for training that was ‘hands-on’,
practical and relevant to their workplace (Passmore, Burns, et al., 2019). We drew on our
qualitative study of the management strategies recommended by the multidisciplinary assessment
team in their individualised reports (Passmore, Watkins, et al., 2019). This analysis identified
recommendations to assist with a range of domains of neurodevelopmental function, including;
memory, language, adaptive function, attention, executive function, motor skills, academic skills
and cognition. We included those that were most appropriate for the custodial environment and
able to be utilised by a frontline custodial professional, as opposed to a health professional. Many
strategies applied to multiple areas of neurodevelopmental function. Guided by the principle that
repetition and revisiting information from different contexts is influential in increasing knowledge
transfer and learning (Foley & Kaiser, 2013), these strategies were repeated throughout the
training.
Training Intervention
Creative Component: Production of the Training Resources
Choosing a production company to construct the video resources was given considerable
thought to ensure those responsible for the creative aspect of the resource development understood
the specific needs of the workforce and our vision as the research team. The production company
chosen had extensive experience producing films about related issues, such as about young people
with intellectual disability living independently for the first time, and had previously undertaken
work in Aboriginal communities and in correctional facilities. We spent a considerable amount
of time with the production company, discussing our research, the complexities of the detention
centre environment, and the pressures placed upon the custodial workforce. The lead researcher
spent two full days with the Director and scriptwriter considering narrative ideas that would
realistically demonstrate the difficulties faced by a young person with NDI in detention. The
scriptwriter then wrote a first draft of the script, which was reviewed and revised by the Director,
Producer and lead researcher. Upon compilation of a second draft, it was reviewed by three other
members of the research team, two of whom who were also clinician members of the study’s
multidisciplinary team and had expertise in managing behaviours commonly associated with NDI.
Auditions for the cast were carried out by the Director and Producer, and in some cases the lead
researcher also attended. The desired cast was six young actors to portray the youth in detention,
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and one adult actor to portray the officer. It was important for each actor to be mentally prepared
for the experience of filming in a detention centre, and have empathy, flexibility and patience.
The production company visited BHDC on several occasions prior to filming to liaise
with centre staff and management about the filming process, to decide on which locations within
the centre were approved and appropriate and to determine what equipment and props would be
required. The filming took place over 6 days, 4 of which were onsite at the centre. The organised
and professional manner of the production company, along with their transparent communication,
patience and flexibility, built upon and maintained the positive relationship already developed
between the research team and the detention centre management. The production company were
scrupulous in meeting detention centre protocols, always ensuring they provided schedules,
personnel documentation and equipment lists well in advance. The detention centre management
reciprocated this goodwill by providing the production company with the utmost support,
including securing an entire wing within a unit at BHDC to use throughout filming, appointing
an officer to escort and assist the production company throughout filming, and offering official
uniforms and badges for the cast to wear during filming. Detention centre management even
coordinated a visit for the six young actors, to meet with seven young people in detention for
character familiarisation purposes, in which the actors were able to learn about daily life in
detention and the young people’s lives in general. During this visit, the young actors and young
people in detention created music together, resulting in a cherishable moment for the researchers
and production company team members present.
During the editing process, the Director, Editor and lead researcher reviewed the footage
together until they reached a consensus on the final content of the training resources. The final
edit was enriched by the Sound Editor, who had lived experience of a sensory processing disorder,
and therefore had a valuable understanding of how sound might be experienced by someone with
NDI.
The Intervention
The intervention developed was titled ‘Reframe the Behaviour - Improving the
management of youth in detention with neurodevelopmental impairments’. The training resources
developed include a series of 9 short, educational videos, comprising one short film (seven
minutes in length) and eight documentary-style short videos (each four to six minutes in length).
Each of the eight documentary videos focus on a domain of neurodevelopmental function that
was assessed during the FASD prevalence study (Bower et al., 2018; Passmore et al., 2016). This
information focuses on what each domain of neurodevelopmental function is, what impairment
in each domain can mean in terms of behaviour, and strategies to assist young people who may
have difficulty in each area. The documentaries include perspectives from health professionals,
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parents and carers, young people in detention and custodial officers. The short film was an
immersive, dramatic element which shows a narrative about a boy in detention with NDI, and
scenes from this short film also appear throughout the documentary episodes. The topics and
titles of each video are shown in Table 13.
Table 13. Videos developed for training intervention
Video #

Topic

Title

Short film
1
2
3
4
5
6
7
8

Narrative about NDI & related behaviours
Memory & Learning
Language
Adaptive Function
Attention & Sensory Processing
Executive Function
Motor skills
Academic Function
Cognition

Sentence
“I forgot, Sir”
“Blah, blah, blah - yes?”
“Underpants first, pants second”
“I can’t focus, Miss”
“I screwed up, Sir”
“I guess I’m just a bit clumsy”
“School is real hard for me”
“… … … … yes”

Length
(m:s)

6:54
5:13
5:25
5:10
5:38
5:17
5:28
5:11
4:42

Implementation
The training took place during three hour workshops onsite at BHDC, in the regular
training time for groups of up to 40 detention centre staff (session participant numbers were
dependent on staff availability within the centre on training days). The workshops involved:
•

an introduction to the research project;

•

information about FASD, (particularly targeting the gaps in knowledge identified in the
previously conducted survey (Passmore et al., 2018));

•

a viewing and group discussion of the short film, and;

•

a viewing and group discussion of each documentary episode relating to areas of NDI, with
discussions focusing on management strategies relevant to the detention centre context.
A four-page handout which summarised the video content was also provided to

participants during the session (available from the authors on request).
Discussion
This article has described the process of developing a training intervention to upskill
custodial officers in the management of young people in detention with NDI, and the formative
research which guided this process. The training intervention (Reframe the Behaviour) was
developed using blended learning strategies, namely face-to-face workshops alongside creative
and immersive educational videos. Evaluation of this intervention has deemed it suitable for
ongoing use with the corrective services workforce, and there is scope for future research to adapt
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this intervention for professionals involved in the care of children and young people with NDI in
other sectors, such as health, child protection, and education.
It is important to note that prior to and throughout the intervention development process,
we received extensive support from the WA Department of Justice, and particularly the workforce
and management of BHDC. This support enabled a comprehensive approach to be undertaken to
formative research and intervention development. The Superintendent and Senior Management
team at BHDC accommodated the production company and research team to complete the filming
component of the intervention, including appointing a custodial officer to escort and support the
film crew for the duration of the filming period, and enabling filming to occur in multiple
locations throughout the centre despite the operational challenges this produced. It was also
beneficial that the production company involved had experience working within correctional
facilities and other challenging environments, so they were flexible when filming schedules
needed altering due to operational requirements in BHDC.
Using videos provides an opportunity for consistency in training content and allowed for
greater sustainability of the training post the research, and workshop sessions provides the
workforce with the opportunity to ask questions and discuss the information in relation to their
workplace environment and context. Combining face-to-face training with educational videos in
this way is a form of blended learning, a training style which is particularly beneficial for
improving student knowledge acquisition and satisfaction (Milanese, Grimmer-Somers, Souvlis,
Innes-Walker, & Chipchase, 2014). Previous research suggests that blended learning strategies
are not only useful for training correctional services workforces but are also particularly useful
for their employers, who often seek to provide training that is of good quality and which will
result in enduring attainment of knowledge but using limited resources (Pearson, 2012). In
addition, the use of videos enables the sharing of stories in a way that can expand the viewers’
understanding, encourage empathy, and experience another person’s perspective. These
emotional impacts cannot be underestimated, as they have been key elements in correctional
programs that have had successful outcomes for offenders and staff alike (Hohman, Doran, &
Koutsenok, 2009).
An anticipated success of this training intervention is its direct applicability to the
participants and their workplace environment. Guided by an adapted Theoretical Domains
Framework (French et al., 2012), we undertook formative research to identify and assess the needs
of the workforce and young people in detention, and form potential solutions. Given that the
custodial environment can be stressful, there is often a high turnover among custodial officers and
it is not uncommon for a large proportion of the workforce to be away from work on stress leave
(Kinman, Clements, & Hart, 2017; Lewis, Lewis, & Garby, 2013; Schaufeli & Peeters, 2000).
For these reasons, we recognised the need to acknowledge the context of the custodial workplace,
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and ensure that the workforce’s perspectives and requests gathered during the formative research
were respected and considered throughout the research to have the best chance at developing a
successful and appropriate intervention. For example, to maintain the workforce’s engagement,
we specifically included people and environments that were familiar to them, with the videos
filmed inside the detention centre and including custodial staff as some of the experts interviewed
on camera. We also applied lessons learnt from the adult education literature, utilising content
that was relevant to the workplace context, along with repetition, reflection, and incorporating a
range of perspectives to assist in the consolidation of learning (Doolittle & Camp, 1999; Foley &
Kaiser, 2013; Hohman et al., 2009). We also included multiple opportunities for group discussions
within the face-to-face workshops, with the intention that it would encourage the sharing of
expertise among staff and further consolidate their knowledge.
Conclusion
While the key significance of this study was the development of a workforce training
intervention which has the potential to improve the management of young people with NDI, this
paper also describes the process of assessing the needs and preferences of the training end-users
prior to developing the intervention. The process was informed by a theoretical framework and
included several stages of formative research, involving collecting qualitative and quantitative
data, observing the workplace, and consulting with the workforce and the employers. This process
could be used to develop and adapt other workforce training interventions, to ensure they are
informed by the workforce and are appropriate for their needs.
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Chapter 7.
Reframe the Behaviour: Evaluation of a Staff Training Intervention to
Increase Capacity in Managing Youth with FASD and
Neurodevelopmental Impairments in a Custodial Environment
Chapter Overview
This chapter presents an article currently under review for publication which reports on
the implementation and evaluation of the training intervention, Reframe the Behaviour, with the
Western Australian detention centre workforce. The qualitative and quantitative methodologies
used in the evaluation are described. The staff response to this training intervention and the
potential relevance of this training intervention to other workforces is discussed. The related
participant information and consent form for the training evaluation can be found in Appendix 16.
The pre- and post-training surveys are shown in Appendices 17 and 18 respectively. Appendix
19: shows the complete Template for Intervention Description and Replication (TIDieR) checklist
that was submitted with the manuscript.
The citation for the publication is:
Passmore, H.M., Mutch, R.C., Watkins, R., Burns, S., Hall, G., Urquhart, J., Carapetis,
J., & Bower, C. (2018). Reframe the Behaviour: Evaluation of a staff training intervention
to increase capacity in managing youth with FASD and neurodevelopmental impairments
in a custodial environment. Psychiatry, Psychology and Law. (submitted).
Abstract
The first study to investigate the prevalence of fetal alcohol spectrum disorder (FASD)
within an Australian juvenile detention centre has identified the highest known prevalence of
FASD among a justice-involved population worldwide. However, there has been limited
investigation into the capacity of the custodial workforce to identify and manage young people in
Australian detention centres with FASD or other neurodevelopmental impairments (NDI), and no
published interventions aiming to develop environments appropriate for those with FASD in
justice settings. Using the Template for Intervention Description and Replication checklist, this
study describes the conception, implementation and evaluation of a training intervention aiming
to upskill the custodial workforce in the management of youth with FASD and NDI. 117 staff
participated in the intervention, and 109 completed pre- and post-intervention surveys.
Improvements were seen across almost all knowledge and practice items, and the intervention
was considered highly necessary, appropriate and valuable by the workforce.
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Introduction
The first study to investigate the prevalence of fetal alcohol spectrum disorder (FASD)
within an Australian juvenile detention centre has identified the highest known prevalence of
FASD among a justice-involved population worldwide (Bower et al., 2018). FASD is a condition
characterised by severe and pervasive neurodevelopmental impairment and is caused by prenatal
exposure to alcohol (Bower & Elliott, 2016). The FASD prevalence of 36% was obtained after
the multidisciplinary assessment of 99 young people within Banksia Hill Detention Centre
(BHDC), the only youth detention centre in Western Australia (WA). This is almost double the
rates of FASD previously found among school-aged children in a recent population-based study,
in which 19% of children born in 2002/2003 in the Fitzroy Valley region of WA were diagnosed
with FASD (Fitzpatrick et al., 2017). Furthermore, a high prevalence of neurodevelopmental
impairment (NDI) in the severe range (2 or more standard deviations below the mean) was found
among the youth in detention, regardless of whether FASD was present or not (Bower et al., 2018).
Specifically, 89% of participants were identified with severe impairment in at least one out of
nine domains of neurodevelopmental function assessed, 65% in were severely impaired in three
or more domains, and 23% in five or more domains (Bower et al., 2018). Areas of
neurodevelopmental function that were commonly impaired included language, memory,
academic skills, attention, social skills and executive function (Bower et al., 2018).
Young people with NDI are at increased risk of engaging with the justice system
compared to those who are typically developed (Brown, Connor, & Adler, 2012; Hughes,
Williams, Chitsabesan, Davies, & Mounce, 2012; Popova, Lange, Bekmuradov, Mihic, & Rehm,
2011; Streissguth et al., 2004). This is because they may not be able to make informed choices or
understand the consequences of their actions, and are particularly vulnerable to being coerced or
manipulated by their peers (Fast & Conry, 2009). Once in detention, additional difficulties can
arise if young people cannot effectively communicate their needs, follow instructions, understand
social expectations or appreciate consequences of behaviours. These young people are more likely
to be involved in incidents within the detention centre, potentially leading to further punishment
or repeated engagement with the justice system (Fast & Conry, 2009).
Despite the extent of impairment among justice-involved youth, there are no known
published interventions designed to promote environments appropriate for those with FASD in
detention, and limited evidence regarding what types of supports might lead to better outcomes
for justice-involved individuals with FASD (Flannigan, Pei, Rasmussen, Potts, & O'Riordan,
2018; Flannigan, Pei, Stewart, & Johnson, 2018). While evidence is accumulating regarding the
effectiveness of interventions applied to individuals with FASD, such as to improve their
executive function (Nash et al., 2015; Soh et al., 2015), social skills (O'Connor et al., 2006),
language and literacy (Adnams et al., 2007), working memory (Loomes et al., 2008), or motor
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skills (Keiver et al., 2015), these interventions have not yet been studied within the justice system.
Most existing interventions were developed specifically for children with FASD, with few applied
to adolescents and adults with FASD (Reid et al., 2015).
In addition, there is limited understanding of the capacity of custodial staff to identify and
manage young people in detention centres with FASD or similar impairments within Australia
(Mutch, Jones, Bower, & Watkins, 2016; Mutch, Watkins, Jones, & Bower, 2013; Snoyman,
2010) and internationally (Johnson et al., 2010). Our recent research, involving a survey of 112
custodial officers working in the WA youth detention centre, has established that a lack of specific
knowledge, inadequate training and inconsistent information-sharing processes reduce the ability
of the custodial workforce to care for young people with FASD and other impairments (Passmore
et al., 2018). However, this same workforce is requesting information and ongoing training
opportunities about FASD and other NDI, with almost all survey participants stating additional
knowledge would assist them with the daily management of detained young people (Passmore et
al., 2018). There is a need for effective training interventions to be developed, implemented and
evaluated among custodial workforces, to support the consistent and appropriate management of
detained youth with impairments (Malbin, Boulding, & Brooks, 2010; Mela, 2016). This article
reports on the evaluation of an innovative training intervention designed to upskill the custodial
workforce in management strategies most effective for young people with FASD and other
impairments within the detention centre environment.
Methods
Description of the Intervention
The intervention will be described using the Template for Intervention Description and
Replication (TIDieR) checklist (Hoffmann et al., 2014), which is a 12-item tool aiming to alleviate
inadequacies in intervention descriptions by ensuring thorough reporting of intervention purpose,
development and implementation (see Table 14). The full checklist with specific reference to the
location of all required checklist components included in this article can be found in Appendix A.
The name of the intervention was ‘Reframe the Behaviour - Improving the management of youth
in detention with neurodevelopmental impairments’.
Goals and Rationale
This intervention was situated within an ongoing series of studies which aimed to:
1. Determine the prevalence of FASD among youth in detention and develop a screening tool
appropriate for identifying FASD among youth entering detention (Bower et al., 2018;
Passmore et al., 2016),
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2. Explore the experiences of those involved in the prevalence study through a comprehensive
qualitative evaluation involving prevalence study participants, their families, and
professionals they engage with, and
3. Develop and evaluate a training intervention to upskill custodial staff in the management of
detained young people with FASD and other NDI.
All components of this research have contributed to the rationale of the training
intervention and its development. Most pertinently, it was the finding that almost all detained
youth were identified with impairment in the severe range in at least one domain of
neurodevelopmental function (Bower et al., 2018), and that detention centre staff had limited
knowledge to effectively support and manage these young people (Passmore et al., 2018). The
goal of the training intervention was to improve detention centre staff knowledge and awareness
of FASD and NDI, and build capacity in management strategies most appropriate for youth with
these impairments.
Method of Delivery
It was essential to ensure that the intervention was delivered in a manner that would be
acceptable to the workforce. Over a period of seven months prior to any formal collection of
workforce-related data, the primary researcher (HMP) engaged extensively with the custodial
workforce, which assisted in building trust and rapport, and enabled a greater depth of
understanding of the daily routines and responsibilities of the workforce.
Data were formally collected through a survey of 112 youth custodial officers, which
investigated their knowledge, attitudes, experiences and practices in relation to FASD and other
impairments (Passmore et al., 2018). Interviews with custodial staff and young people in detention
were also undertaken to gain their perceptions on current behaviour management practices
(Passmore et al., 2019). Data collected from both of these studies indicated that these staff prefer
training that is practical and experiential, and that there was a strong aversion to the training
methods frequently used by their employers such as online modules and presentations. However,
to enhance sustainability it was important the intervention was not solely dependent on the
expertise of one facilitator. Due to this, short documentary videos delivered in a workshop session
were chosen as the medium of the intervention.
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Table 14: TIDieR checklist (Hoffman et al., 2014)
Item No.

Item
Brief name
Provide the name or a phrase that describes the intervention
Why
Describe any rationale, theory, or goal of the elements essential to the intervention
What
Materials: Describe any physical or informational materials used in the intervention,
including those provided to participants or used in intervention delivery or in training of
intervention providers. Provide information on where the materials can be accessed (such as
online appendix, URL)
Procedures: Describe each of the procedures, activities, and/or processes used in the
intervention, including any enabling or support activities
Who provided
For each category of intervention provider (such as psychologist, nursing assistant), describe
their expertise, background, and any specific training given
How
Describe the modes of delivery (such as face to face or by some other mechanism, such as
internet or telephone) of the intervention and whether it was provided individually or in a
group
Where
Describe the type(s) of location(s) where the intervention occurred, including any necessary
infrastructure or relevant features
When and How much
Describe the number of times the intervention was delivered and over what period of time
including the number of sessions, their schedule, and their duration, intensity, or dose
Tailoring
If the intervention was planned to be personalised, titrated or adapted, then describe what,
why, when, and how
Modifications
If the intervention was modified during the course of the study, describe the changes (what,
why, when, and how)
How well
Planned: If intervention adherence or fidelity was assessed, describe how and by whom, and
if any strategies were used to maintain or improve fidelity, describe them
Actual: If intervention adherence or fidelity was assessed, describe the extent to which the
intervention was delivered as planned

1.
2.
3.

4.

5.

6.

7.

8.

9.

10.

11.
12.

Materials
The main component of the training included a series of nine videos, comprising one
short film (six minutes in length) and eight documentary-style short videos (each five to six
minutes in length). Each of the eight documentary videos focused on a domain of
neurodevelopmental function that was assessed during the FASD prevalence study (Bower et al.,
2018; Passmore et al., 2016). Given that the clinical assessment findings indicated high
prevalence of NDI across all neurodevelopmental domains assessed, it was decided that the
training intervention would focus on neurodevelopmental domains rather than on FASD only, as
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was originally planned. The topics, titles and an overview of the content of each video are shown
in Table 15.
The documentary videos incorporated information from multiple perspectives, collected
in the surveys and interviews with young people (including those with NDI) and custodial staff
at the detention centre, as well as from; parents and carers of children and youth with NDI; and
the clinical team involved in the neurodevelopment assessment of young people in detention. This
information focused on what each domain of neurodevelopmental function is, what impairment
in each domain can mean in terms of behaviour, and strategies to assist young people who may
have difficulty in each area. In addition, the documentary videos also depicted scenarios where
young people in detention with NDI are likely to be misunderstood, or their behaviours
misinterpreted. The short film, titled Sentence, focuses on a narrative story about a day in the life
of the young person with NDI in detention. This short film was instigated by the film production
company employed to construct the training videos, and who has expertise in previous film and
television work in correctional environments, in Aboriginal communities and involving people
with intellectual disabilities. The film aimed to immerse the viewer in the young person’s
experience of a day in detention through visual and auditory film techniques. Footage from the
short film was woven throughout the documentary videos to demonstrate examples of behaviours
and scenarios, and provide situational and practical relevance to the information being presented.
A training workshop format was developed, which included delivery of the videos,
introductory presentations, and group discussions and activities. A four-page information handout
which summarised the documentary episodes and key strategies recommended for each domain
of neurodevelopmental function was provided to participants during the session, and left with
them to refer back to post-training (available on request).
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Table 15: Videos developed for Reframe the Behaviour training intervention
Video
Short film
1

Neurodevelopmental function topic
All of below
Memory & Learning

Title
Sentence
“I forgot, Sir”

2

Language

“Blah, blah, blah yes?”

3

Adaptive Function

“Underpants first,
pants second”

4

Attention & Sensory Processing

“I can’t focus, Miss”

Content Overview
• A visual narrative of the day in the life of a young person in detention with unrecognised NDI
• 38% of young people sentenced to detention in WA have a severe impairment in memory and
learning*
• Memory difficulties may be interpreted as behaviour that is lazy or disobedient, or that the
young person is lying or confabulating information, not trying, or not paying attention.
• Strategies to assist include using visual supports, simple language and checking for
understanding
• 45% of young people sentence to detention in WA have a severe impairment in language and
communication*
• A young person with a language impairment may struggle to understand what is said to them
(receptive language difficulty) or struggle to communicate themselves verbally (expressive
language difficulty).
• Difficulties may appear as bad behaviour, as they may be acting out as a form of
communicating. They may appear quiet and unresponsive, lazy, or agree that they understood
something but then later not comply.
• Strategies to assist include using simple words and short sentences, open ended questions,
providing additional processing time, visual supports and checking for understanding
• It is likely that many young people in detention have difficulties with adaptive functioning*
• Young people with adaptive function difficulties may appear to not look after themselves, have
poor hygiene and self-care, be disorganised, not understand social ques and therefore behaving
or speaking inappropriately. Their behaviour may be expected of someone much younger than
others who are the same physical age.
• Strategies to assist include using step by step instructions, visual and auditory prompts, one on
one mentoring or supervision, and frequently communicating daily routines
• 55% of young people sentence to detention in WA have a severe impairment in attention and
sensory processing*
• Attention difficulties can be displayed in two different ways. They may be hyperactive, easily
distracted, losing focus, fidgeting, or they could be inattentive, in a world of their own, staring
out the window and appearing disinterested. Sensory processing difficulties involve being over
or under stimulated by sensory information.
• Strategies to assist include limiting distractions, providing movement breaks and fidget tools,
checking their understanding, giving small amounts of information at one time
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Video
5

Neurodevelopmental function topic
Executive Function

Title
“I screwed up, Sir”

6

Motor skills

“I guess I’m just a bit
clumsy”

7

Academic Function

“School is real hard
for me”

8

Cognition

“… … … … yes”

Content Overview
• 54% of young people sentence to detention in WA have a severe impairment in executive
functioning*
• Executive function impairments may involve behaviours such as only attempting components
of a task but not whole completing the task, not paying attention or not trying, unable to link
consequences with their actions, and unable to learn from their mistakes. They may appear
impulsive, not understand risk, and carry out actions harmful to themselves or others but not
understand when there are poor outcomes.
• Strategies to assist include providing structure, consistency and routine, providing immediate
and regular feedback, and using role play
• 29% of young people sentence to detention in WA have a severe impairment in motor skills,
mostly in fine motor skills and visual motor integration*
• Fine motor difficulties may appear as avoidance of table top activities including writing or other
schoolwork, and other skills using their hands such as preparing food, painting, woodwork etc.
Gross motor difficulties may involve individuals avoiding participating in sports or physical
activity where their difficulties may become evident and shameful. Visual motor integration
may appear as difficulties with spatial awareness, or clumsiness.
• Strategies to assist include providing tasks to practice motor skills and offer support and
supervision to complete the tasks
• 62% of young people sentence to detention in WA have a severe impairment in academic
achievement*
• This includes the underlying skills required for learning to read, write, spell, and do
mathematics. Difficulties in this area can result in individuals not comprehending simple
concepts required to learn in school, falling behind in school, acting out in classroom to avoid
work, not completing work and not asking for help due to shame.
• Strategies to assist include providing clear visual schedules of the routines, providing movement
breaks and fidgets items, developing activities using a topic of interest and one on one guidance
• 21% of young people sentence to detention in WA have a severe impairment in cognition, and
may meet criteria for Intellectual Disability*
• Cognitive deficits may appear as slow processing speed, difficulties understanding how
information is related and how one thing can impact another. They are likely to follow others
and be easily led or manipulated.
• Strategies to assist include providing extra processing time, using simple language, step by step
instruction, visual supports and demonstrating rather than explaining activities

*Bower et al. (2018)
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Procedures
The workshop sessions were three hours in length. They took place at BHDC in the
regular weekly training time allocated for staff, and in the regular training areas where
presentation facilities were readily available. Six training sessions were conducted within a period
of three months in early 2018, each with a different group of participants comprising custodial
and non-custodial staff. A total of 117 participants (from a total workforce of ~220 staff) attended
the training as part of their mandated training schedule. The workshops began with background
information about the wider research project within which this intervention was situated and
information about FASD, particularly targeting the gaps in knowledge identified in the previously
conducted survey (Passmore et al., 2018). Following this, the short film was shown to initiate
thought and conversation, and participants were asked to discuss their response to the film. Next,
each documentary video was shown, with four to five group discussion questions posed in
between each documentary.
Personnel
The primary researcher responsible for developing and evaluating the training (HMP)
was also the primary researcher for the study examining the knowledge, attitudes, experiences
and practices of custodial staff at this detention centre (Passmore et al., 2018), and was responsible
for conducting interviews with the same workforce and the young people in detention (Passmore
et al., 2019). Given these existing relationships with detention centre staff and an extensive
understanding of the challenges faced by the workforce, HMP was the researcher primarily
responsible for developing, implementing and evaluating the training intervention. This included
the facilitation of all six training workshops.
Within the documentary videos, the expertise of several groups of personnel were
included and demonstrated through cinematic interviews with nine individuals. This included
three experienced members of the custodial workforce (two youth custodial officers and one unit
manager), two parents/carers of children/youth with NDI, and four clinicians, all with experience
assessing youth in detention for NDI. Specifically, these clinicians were a paediatrician, a speech
and language pathologist, a neuropsychologist and an occupational therapist. The short film
involved six young male actors, who portrayed the youth in detention, and one adult male actor,
who portrayed the custodial officer.
Modifications and Tailoring
One modification was made to the intervention during the implementation period. This
was the inclusion of visual support examples specific to the youth justice setting such as pictorial
timetables and list, which were included in the workshop content after the first session due to
requests made by participants. Outside of the intervention period, the training was slightly
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modified when delivered to a group of Youth Custodial Officers in training at the Department of
Justice Academy upon request of the department. These officers-in-training had not been
previously exposed to or involved in the wider research project, so additional information about
FASD, alcohol and pregnancy, and the wider research project preceded the usual training content.
This demonstrates that there is scope to tailor the intervention to meet the specific needs of other
workforces who engage with similar populations of young people, such as education and child
protection staff, however this was not required during the current intervention period.
Fidelity Assessment
While the fidelity of the intervention was not directly assessed, using the video format
assisted to ensure consistency in the content and structure of the intervention. In addition, using
only one facilitator is likely to have reduced discrepancies in the delivery of the intervention in
comparison to training interventions which use multiple facilitators.
Evaluation of the Intervention
Measures and Procedures
Evaluation was carried out via hardcopy surveys delivered prior to and immediately after
the training session. Both the pre- and post-survey were adapted from the knowledge, attitudes,
experiences and practices survey previously administered to this workforce by our research team
(Passmore et al., 2018). There were only slight differences between the pre- and post-training
surveys. Both surveys included items regarding knowledge, attitudes, experiences and practices
regarding FASD and other neurodevelopmental impairments, behaviour management practices
and strategies. The pre-training survey included additional items to collect demographic
information, and the post-training survey included additional items regarding self-competency
and the training intervention. Each participant was given a unique personal identification code to
ensure their pre- and post-training surveys could later be matched. Response options included
four- and five-point Likert scales, multiple choice, checkbox and open-ended questions. All
answers were coded so that 1 was always the most desirable answer, meaning that some item
responses were reversed. For example, while a five-point Likert scale ranging from ‘Strongly
Agree’ to ‘Strongly Disagree’ would typically be coded 1-5, for items where lower agreement
would be more desirable the scale of responses was reversed so that ‘Strongly Disagree’ was
coded as 1. Some response options were aggregated where appropriate. For example, for a fivepoint scale from ‘Strongly Agree’ to ‘Strongly Disagree’, ‘Strongly Agree’ and ‘Agree’ were
combined, and ‘Strongly Disagree’ and ‘Disagree’ were combined. The pre- and post- surveys
are available from the authors on request.

102

Data Management and Analysis
Surveys were collected immediately following completion by the primary researcher and
stored securely. Survey data were entered into IBM SPSS Statistics (2016), and an accuracy check
on 10% of the sample was conducted. Only one issue was identified during the accuracy check,
regarding the way in which a FASD knowledge-related checkbox item had been entered, and was
subsequently changed. Descriptive analyses were conducted on demographics and items which
only appeared in the post-training survey, including intent to utilise management strategies, selfcompetency and training effectiveness items. Paired samples t-tests were used to compare
measures administered both pre-and post-training, with an alpha of 0.05.
Independent samples t-tests were used to compare the differences between matched preand post-training items for demographics variables with only two categories, including gender or
employment position (custodial compared to non-custodial), with an alpha of 0.05. Due to
violation of the homogeneity of variances assumptions, the Kruskal Wallis one-way analysis of
variance test was used to compare responses between groups with more than two categories,
including age, length of employment at the detention centre and education level.
Qualitative data were independently analysed by two of the authors (HMP and RW) using
qualitative content analysis method (Elo & Kyngas, 2008; Harwood & Garry, 2003). Both authors
reviewed the responses to the five open-ended questions line by line. Subsequently, each line was
coded inductively. The coding schemes for both analysts were documented and reviewed for
consistency purposes, and any inconsistencies were discussed and reconciled.
Ethics
Ethics approval for this research was granted by the Western Australian Aboriginal
Health Ethics Committee (approval number 582) and University of Western Australia Human
Research Ethics Committee (approval number RA/4/1/7116). Research approvals were also
gained from the Western Australian Department of Justice (formerly the Department of
Corrective Services; project ID 335) and the Western Australian Department of Communities
(formerly the Department for Child Protection and Family Support; approval number 2015/8981).
Results
Demographics
A total of 117 detention centre staff members participated in the training intervention.
However, due to occasions where staff had to leave prior to completing the post-training survey
for detention centre operational reasons, 109 matched pre/post pairs of surveys were available for
analysis. Respondent demographics are shown in Table 16. Respondents in the custodial staff
group included Youth Custodial Officers, Unit Managers and Senior Officers. Respondents in the
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non-custodial group included Education and Vocational Training staff, Aboriginal Welfare
Officers, Psychologists, Case planning and programs staff, and Chaplains. Most respondents were
aged between 30-49 years, over half had been employed at the centre for 5 years or less, and one
third had a university degree. Of the overall youth custodial workforce (~220 at the time of data
collection), ~69% were male.
Knowledge and Attitudes
Of the 109 respondents, all had heard of FASD prior to the training session, and the
majority (84%) had known on at least one occasion that a young person in their care had a
diagnosis of FASD. The most common primary source of information about FASD identified by
respondents was the FASD prevalence study conducted by our research team concurrently with
the training intervention (Bower et al., 2018; Passmore et al., 2016).
Table 17 shows the comparison of pre- and post-training responses to knowledge and
attitudes items relating to FASD. There were improvements in all measures of knowledge and
attitudes, except for familiarity with the effect of alcohol use during pregnancy, which was already
quite high prior to training (pre-test mean 1.59). The largest mean differences indicating
improvement were found for the items ‘Diagnosis of FASD would NOT improve outcomes for
those affected by FASD’, ‘FASD occurs primarily in Aboriginal families’, ‘FASD can be
diagnosed at any age’, ‘People can grow out of FASD’, and ‘People with FASD have permanent
brain damage’. Following the training, when asked to identify what they believed to be common
difficulties for an individual with FASD, learning and reading/writing were equally the most
common responses (both were identified by 99% of respondents). These were followed by
memory, fine motor skills, and understanding cause and effect (all identified by 98% of
respondents)

and

decision

making/judgement,

speech/language/communication

and

understanding social expectations (all identified by 97% of respondents). There were no
associations between knowledge and attitudes variables and gender, age, length of employment,
education level or employment position.
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Table 16: Demographics of respondents
Characteristic
Gender (n=109)
Male
Female
Ethnicity (n=108)
Caucasian Australian
Aboriginal Australian
Maori, New Zealander or Pacific Islander
British
Other
Position (n=109)
Custodial
Non-custodial
Length of employment (years) (n=108)
≤5
6 - 10
11+
Age (years) (n=108)
< 30
30 - 49
50 +
Education level (n=109)
Secondary School
TAFE Certificate and/or Diploma
University Degree

n (%)
70 (64)
39 (36)
66 (61)
14 (13)
6 (5)
4 (4)
18 (17)
89 (82)
20 (18)
60 (56)
21 (19)
27 (25)
19 (18)
53 (49)
36 (33)
25 (23)
48 (44)
36 (33)

* Variation in n due to missing data for individual items
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Table 17: Pre/Post-test Comparison of Respondents’ Knowledge and Attitudes relating to FASD
n

I am familiar with how alcohol use during pregnancy can affect fetal
development
I am familiar with common behaviours of those with FASD
I am NOT familiar with the cause of FASD
I am familiar with how FASD can affect people’s lives
I am familiar with how FASD might affect young people and adults
involved in the criminal justice system
FASD can be diagnosed at any age
People with FASD have permanent brain damage
Alcohol’s negative effect on fetal development has been proven
All people with FASD have particular facial characteristics
People can grow out of FASD
FASD occurs primarily in financially disadvantaged families
FASD occurs primarily in Aboriginal families
Diagnosis of FASD would NOT improve outcomes for those
affected by FASD
FASD is relevant to the justice system
FASD is relevant to my work at BHDC
FASD is only relevant to people aged under 18 years

Pre-test
Mean (SD)

Post-test
Mean (SD)

Mean
Difference

95% CI

p value

Lower

Upper

109

1.59 (0.64)

1.63 (0.60)

-0.05

-0.17

0.08

0.46

107
101
95

2.32 (0.76)
2.34 (1.04)
2.02 (0.62)

1.87 (0.73)
1.88 (0.88)
1.76 (0.56)

0.45
0.45
0.26

0.25
0.23
0.11

0.65
0.68
0.42

<0.001
<0.001
0.001

107

2.01 (0.67)

1.79 (0.56)

0.22

0.09

0.34

0.001

108
102
107
107
108
107
104

2.67 (0.91)
2.34 (0.86)
2.07 (0.85)
2.71 (0.92)
2.44 (0.87)
2.55 (1.02)
3.46 (0.91)

1.92 (0.92)
1.72 (0.70)
1.75 (0.75)
2.22 (1.00)
1.77 (0.89)
2.08 (1.04)
2.02 (1.05)

0.75
0.63
0.32
0.49
0.67
0.47
1.44

0.55
0.45
0.14
0.28
0.48
0.26
1.11

0.95
0.80
0.50
0.69
0.85
0.68
1.77

<0.001
<0.001
0.001
<0.001
<0.001
<0.001
<0.001

104

3.67 (0.85)

2.03 (1.06)

1.64

1.35

1.94

<0.001

105
107
108

2.12 (0.89)
1.83 (0.78)
2.06 (0.86)

1.86 (0.92)
1.61 (0.67)
1.82 (0.98)

0.27
0.23
0.23

0.10
0.08
0.03

0.44
0.37
0.43

0.002
0.004
0.025

* Respondents were provided with a five-point Likert scale (‘Strongly Agree’ to ‘Strongly Disagree’) for these items. Responses have been coded from 1-5, with a response of
1 being the most desirable answer.
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Practices
Pre- and post-training self-reported participant confidence to engage with young people
with a range of difficulties that often stem from NDI are compared in Table 18. There were small
improvements in all measures; the largest mean improvements were seen in participant
confidence in engaging with young people with communication difficulties, poor judgement,
trouble with fine motor skills and understanding social expectations. Participants also felt more
confident engaging with young people with suspected FASD or another NDI. Table 19 and Table
20 show comparisons between pre- and post-training responses regarding the utilisation of
different verbal engagement strategies, and self-rated preparedness to work with young people
with different difficulties respectively. All measures showed at least small improvements posttraining, particularly seen in intent to use repetitive, simple, specific and clear verbal strategies,
and to engage with young people with FASD and other NDI. Respondents’ post-training intent
to utilise various management strategies are shown in Table 21. Most participants were more
likely to utilise strategies such as listening, non-verbal communication and relating back to what
the young person is good at, and were less likely to use aggression and ignoring as management
strategies. Table 22 shows that the majority of participants (89%) felt more confident in choosing
the most appropriate behavioural management strategies and adapting their approach where
required following their participation in the training. There were no associations between any
practice variables and gender, age, length of employment, education level or employment position.
Training
The respondents rated the overall training and the effectiveness of its delivery highly
(Table 23). The items with the highest agreement from respondents included that the information
was presented in a way that was easy to understand, the training was relevant to their needs, the
workshop facilitator had considerable knowledge and expertise in the area, attending the training
was time well spent, the format of the training (videos) was helpful, they would recommend the
training to others and the training improved their knowledge about NDI. No associations were
found between training efficacy variables and demographic variables including gender, age,
length of employment, education level or employment position.
When given the opportunity to provide a qualitative comment about what they intend to
do differently following their participation in the training, the most common response related to
communication strategies (44% of 78 responses). These responses included comments about
utilising different communication strategies in general when engaging with young people (9% of
78 responses), or that they aimed to utilise specific communication strategies recommended in
the training such as taking more time when speaking (15%), using clearer or more simple
language (4%), listening more (5%), ensuring the young people understands by asking them to
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repeat back in their own words (5%), or using visual aids and/or non-verbal communication more
(5%).
Many respondents commented that would take more time to understand a young person
and their individual needs (22% of 78 responses). Others commented that they would try to be
more patient, empathetic or understanding when engaging with young people (19%). Others
stated that they aimed to simply be more aware of understanding of FASD and related
impairments (17%). Other comments included that participants aimed to utilise all the advice and
knowledge provided in the training in their daily practice and decision making, and conversely,
others commented that they felt they already did what the training recommended and it just
reinforced their good work practices.
Regarding the most useful aspect of the training, the two most common answers were; a)
gaining further information, awareness and understanding about NDI and associated behaviours
(33% of 82 responses), and b) the video resources (26% of 82 responses; e.g. “Loved the videos
- so refreshing in terms of how to present information”). Other comments included that the
specific management strategies recommended in the training were most useful (13%), or simply
that all of the training was most useful (12%; e.g. "It was all relevant to the core foundation of
our practice”). Some respondents stated that it was most useful that the training and scenarios
included within it were relevant to their workplace (11%), and others felt the most useful
component was learning about the prevalence of disability among youth they work with (7%).
When asked about the least useful aspect of the training, the majority of participants (61%
of 64 responses) commented that there was no least useful aspect (e.g. “Nothing, it was all very
useful & informative”). Some participants stated that the least useful aspect was the practicality
challenges of implementing the training recommendations in the custodial environment (8%), and
similarly others commented about a lack of support or resources to implement some of the
practices on a larger scale within the centre (9%; e.g. “The inability to practice many of the
techniques due to funding and resources”). Some participants made comment that the training
highlighted failures of their workplace and related systems, and this affected them on a personal
level; “The realisation how deep the problem and how far fetching the consequences of this
research is on society/community, and how much we are letting these kids down with our current
services. It makes you a bit sad/depressed”.
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Table 18: Pre/Post-test Comparison of Respondents’ Confidence engaging with young people with difficulties
You feel confident engaging with a young person who…

… has memory problems
… has trouble reading
… has trouble following instructions
… has behavioural issues
… is impulsive
… has mental health issues
… has difficulty using words and sentences to communicate (not just
because English is their second language)
… has poor judgement
… has trouble processing information
… has trouble with their fine motor skills (doing up buttons, writing,
chopping up food etc.)
… has trouble understanding consequences
… has trouble understanding social expectations
… has trouble with substance abuse or addiction
…you suspect has an intellectual disability
…you suspect has FASD
…you suspect has another neurodevelopmental impairment

n

Pre-test
Mean (SD)

Post-test
Mean (SD)

Mean
Difference

109
109
109
109
109
109

2.24 (0.76)
2.09 (0.80)
2.16 (0.76)
2.17 (0.80)
2.18 (0.77)
2.28 (0.80)

2.09 (0.78)
2.04 (0.73)
2.06 (0.74)
2.06 (0.75)
2.14 (0.79)
2.26 (0.88)

0.15
0.06
0.10
0.11
0.05
0.02

Lower
0.00
-0.10
-0.05
-0.04
-0.09
-0.13

Upper
0.30
0.21
0.25
0.26
0.18
0.17

0.052
0.49
0.18
0.15
0.51
0.81

109

2.27 (0.82)

2.08 (0.08)

0.18

0.02

0.35

0.03

109
109

2.27 (0.80)
2.21 (0.77)

2.06 (0.76)
2.09 (0.78)

0.20
0.12

0.03
-0.02

0.34
0.26

0.005
0.10

109

2.28 (0.83)

2.07 (0.78)

0.21

0.06

0.36

0.007

109
108
109
108
109
108

2.24 (0.77)
2.26 (0.77)
2.29 (0.76)
2.26 (0.75)
2.32 (0.79)
2.48 (0.86)

2.11 (0.77)
2.12 (0.80)
2.18 (0.85)
2.17 (0.86)
2.15 (0.84)
2.30 (0.94)

0.13
0.14
0.11
0.09
0.17
0.18

-0.01
0.00
-0.03
-0.04
0.03
0.02

0.27
0.28
0.25
0.22
0.32
0.35

0.07
0.050
0.13
0.17
0.02
0.03

95% CI

p value

* Respondents were provided with a five-point Likert scale (‘Very Confident’ to ‘Not at all Confident’) for these items. Responses have been coded from 1-5, with a response
of 1 being the most desirable answer.
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Table 19: Pre/Post-test Comparison of Respondents’ intent to utilise verbal engagement strategies
n

Literally (you say exactly what you mean)
Consistently (with yourself)
Consistently (with other officers)
Repetitively
Simply
Specifically
Clearly

105
102
101
101
104
104
104

Pre-test
Mean (SD)

1.89 (0.73)
1.78 (0.65)
1.87 (0.70)
2.12 (0.73)
1.94 (0.71)
2.09 (0.74)
1.95 (0.76)

Post-test
Mean (SD)

1.82 (0.69)
1.72 (0.64)
1.72 (0.63)
1.89 (0.65)
1.70 (0.64)
1.73 (0.61)
1.69 (0.61)

Mean
Difference

0.07
0.07
0.15
0.23
0.24
0.36
0.26

95% CI

p value

Lower

Upper

-0.07
-0.07
0.01
0.08
0.09
0.21
0.12

0.21
0.21
0.29
0.38
0.39
0.51
0.40

0.35
0.32
0.04
0.003
0.002
<0.001
0.001

* Respondents were provided with a five-point Likert scale (‘Very Confident’ to ‘Not at all Confident’) for these items. Responses have been coded from 1-5, with a response
of 1 being the most desirable answer.

Table 20: Pre/Post-test Comparison of Respondents’ preparedness for engaging with young people with difficulties
n

Problematic Behaviours
FASD
Other neurodevelopmental impairments

105
103
102

Pre-test
Mean (SD)

1.97 (0.63)
2.19 (0.66)
2.37 (0.72)

Post-test
Mean (SD)

1.90 (0.55)
1.99 (0.59)
2.09 (0.68)

Mean
Difference

0.07
0.20
0.28

95% CI

p value

Lower

Upper

-0.08
0.01
0.13

0.21
0.34
0.44

0.37
0.004
<0.001

* Respondents were provided with a four-point Likert scale (‘Very Prepared ‘to ‘Very Unprepared’) for these items. Responses have been coded from 1-4, with a response of
1 being the most desirable answer.
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Table 21: Post-training respondents’ intent to utilise management strategies

Strategy
Negotiation
Compromise
Verbal communication
Non-verbal communication
Listening
Accommodating their needs/wants
Relating back to young person’s likes/dislikes
Relating back to what young person is good at
Diversion from the conflict
Avoidance
Questioning
Consequence using item (e.g. TV loss)
Consequence using environment (e.g. cell time)
Seeking back up
Seeking advice
Ignoring
Empathy
Humour
Education
Assertion
Aggression
Role modelling
Acting out scenario

n*

More likely

107
107
107
108
107
108
108
108
108
106
108
104
102
107
106
104
107
106
106
106
106
107
106

47
54
64
69
72
55
63
71
61
25
51
26
26
33
53
16
53
43
58
33
15
54
52

%
About the
same
48
40
34
28
27
42
36
28
37
42
41
58
60
62
45
29
41
51
41
58.5
45
42
37

Less likely
5
6
2
3
1
3
1
1
2
33
8
16
14
5
2
55
6
6
1
8.5
40
4
11

* Respondents were provided with a 5-point Likert scale (‘Much more likely’ to ‘Much less likely) for
these items. Results shown have been aggregated into 3 categories (‘Much more likely’ and ‘More likely’
have been combined, and ‘Much less likely’ and ‘Less likely’ have been combined)
Table 22: Post-training respondents’ self-competency
Following this training, I feel more confident…
…to choose the most appropriate behavioural
management strategy for a situation
… to adapt my behavioural management style
depending on the situation
… to adapt my behavioural management style
depending on the young person involved
… at recognising when my behavioural management
strategies have worked

Agreed*

%
Neither

Disagreed*

107

89

11

0

107

89

11

0

107

89

11

0

107

88

12

0

n

* Respondents were provided with a 5-point Likert scale (‘Strongly Agree’ to ‘Strongly Disagree’) for these
items. Results shown have been aggregated into 3 categories (‘Strongly Agree’ and ‘Agree’ have been
combined, and ‘Strongly Disagree’ and ‘Disagree’ have been combined)
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Table 23: Respondents’ post-training efficacy evaluation
n

108

92

% of respondents
Neither agreed nor
disagreed
8

108

87

13

0

108

81

19

0

108
108
108
108
107

94
83
80
51
90

5
16
17
23
9

1
1
3
26
1

108

83

16

1

107
107
107
107
108
107
108
107
108
108
106
104
108

80
29
87
84
93
71
88
66
94
95
80
69
94

17
28
12
13
7
28
12
28
6
5
10
25
6

3
43
1
3
0
1
0
6
0
0
9
6
0

108

93

6

1

Agreed*
The training improved my knowledge about neurodevelopmental impairments
The training improved my knowledge about how to support young people with neurodevelopmental
impairments
The training enabled me to develop the practical skills needed to support young people with
neurodevelopmental impairments
The training content was relevant to my needs
The training enabled me to develop new knowledge that I can apply in my practice
The training enabled me to develop new skills that I can apply in my practice
I can see lots of barriers to applying the knowledge and skills I learned in the training
I can see a real use for the knowledge and skills I learned at the training
The training will help me to improve the support I provide for young people with neurodevelopmental
impairment
I am confident I will be able to apply the training in my own work setting
The training would need to be significantly modified for it to be appropriate for my own work setting
I can see a way to apply the training in my own work setting
The training resources provided were appropriate for use in my own work setting
The format of the training resources (videos) was helpful
Having people that I knew or recognised in the videos was helpful
Having scenarios relevant to my workplace was helpful
I would like to access these videos again (e.g. online)
The workshop facilitator had considerable knowledge and expertise in the area
The information was presented in a way that made it easy to understand
There was sufficient time for learning, participation and discussion
I would be interested in repeating the training to consolidate my understanding
Attending this training was time well spent
I would recommend this training to others who work with young people who may have
neurodevelopmental impairments

Disagreed*
0

* Respondents were provided with a 5-point Likert scale (‘Strongly Agree’ to ‘Strongly Disagree’) for these items. Results shown have been aggregated into 3 categories
(‘Strongly Agree’ and ‘Agree’ have been combined, and ‘Strongly Disagree’ and ‘Disagree’ have been combined)
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When asked for suggestions to improve the training, most participants stated that the
training was adequate in its current form, and did not require any improvements (32% of 74
responses; e.g. “Good as is”, “No improvement needed”). Most other suggestions for improving
the training focused on the allocation of more time for the training session (23%), or that it is
delivered more frequently (11%). Other respondents stated that expanding the practical
application of the training to the custodial environment would be helpful (12%), and that the
translation of the training into routine procedures was important to consider (e.g. “Maybe
combining this training with recommendations approved by management so that we can easily
implement these strategies in the wing. For example, developing visual aids that we can place in
the wing. Very simple ones such as washing hands, flushing toilets, remember ID badge…”).
Some participants made comments that they would have preferred more time for group activities
and discussion (9%), and others made comments about improving the facilities used for the
training (7%; e.g.; “[use] microphone and speakers”, “air-conditioning to work in room”).
When asked for any other comments or suggestions regarding the training, the majority
of respondents stated that the training was valuable and well received (49% of 53 responses; e.g.
“Good session, I think a lot more people will [have] more positive results”, “A well run course
with very relevant information relating with our work”). Others stated their gratitude for receiving
the training (26%; e.g. “Thank you. Great Work. Well overdue”, “This was very helpful, thanks”,
Thank you for sharing your findings it is extremely informative and crucial strategies for assisting
the young people in Banksia”). Some participants commented on the need for this training to be
repeated at the Department of Justice Training Academy for new detention centre staff and for
other related workforces or groups such as education professionals, and families and carers (11%).
Several comments related to the difficulty of translating the training content into practice
with the current structure of the centre (9%), and similarly, others commented that more resources
would be required to implement the training ideas entirely (9%; e.g. “Many of our officers are
aware of these issues, we agree that more attention needs to be addressed concerning this. We
are just unable to do it at our workplace. More staff, support, more resources, programs”). Some
comments showed the participants personal reaction to finding out the extent of impairments
among the young people they work with (e.g. “It has been quite shocking to realise that when I
work in a wing, I'm faced with at least 7/8 detainees that have a serious mental impairment and
that the department has provided little if none training. This seriously lets detainees down along
with staff”).
Discussion
This is the first study to develop, implement and evaluate a training intervention for a
youth detention centre workforce, aiming to improve the knowledge and change practice
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behaviours regarding the management of young people with NDIs who are involved with the
justice system. This intervention responds to a recurrent need identified in Australian and
international research for increased training for justice professionals regarding FASD and NDI
(Brown, Russell, et al., 2015; Cox, Clairmont, & Cox, 2008; Douglas, Hammill, Hall, & Russell,
2012; Douglas, Hammill, Russell, & Hall, 2012; Johnson et al., 2010; Mutch et al., 2016; Mutch
et al., 2013; Passmore et al., 2018; Snoyman, 2010; Stewart & Glowatski, 2014). Development
of the intervention followed extensive consultations and formal data collection with the workforce
(Passmore et al., 2018), and content was based upon findings from our simultaneous study into
the prevalence of FASD and NDI among sentenced youth at the same centre (Bower et al., 2018).
There is evidence that the intervention improved the knowledge and attitudes of the detention
centre workforce relating to FASD, increased their intent to change their practices regarding the
appropriate management of young people with FASD and other NDI, and importantly, was
considered appropriate and valuable by the workforce, with many requesting ongoing access to
the training.
There is evidence of improvement amongst participant responses to all FASD knowledge
and attitudes items assessed both pre- and post-training, with the exception of one knowledge
item for which the response at the pre-training stage was already highly desirable (‘I am familiar
with how alcohol use during pregnancy can affect fetal development’). Many of the items for
which responses most improved relate to understanding FASD as lifelong, organic brain damage,
which is previously noted as essential for understanding FASD and accurately interpreting
associated behaviours (Brown, Burd, et al., 2015; Fast & Conry, 2004, 2009; Passmore et al.,
2018). While there were not many large improvements among all items relating to participants’
confidence when engaging with young people with various difficulties, responses for all items
did improve. The largest differences were seen in participant responses regarding their confidence
engaging with a young person who has poor judgement, who they suspect has a NDI, or who they
suspect has FASD. The latter two were the main focus of the training intervention, supporting the
effectiveness of the intervention.
While there were several instances in this study where responses pre- and post-training
were about the same, or only small improvements were seen, most commonly this occurred when
pre-training responses were already highly desirable. Despite some substantial improvements in
the responses regarding intent to utilise specific strategies when verbally engaging with young
people (i.e. engaging clearly, simply, consistently etc.), pre-survey responses were high, meaning
staff likely believed they were already utilising these strategies regularly. Similarly,
improvements were present in responses regarding preparedness to engage with young people
with both FASD and other NDIs. These improvements were much larger than that of the responses
regarding preparedness to engage with young people with problematic behaviours, which did
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improve but was already quite high pre-training. There were positive improvements regarding
participants’ intention to utilise management strategies and practices, such as being more likely
to use empathy, non-verbal communication, and listening, and being less likely to use aggression
and avoidance. However, there are challenges to interpreting survey responses regarding
management strategies and practices. This is not only due to the ambiguity of certain terms, but
also that the interpretation of each practice or strategy can vary greatly between individuals
depending on the context and situation in which the practice might be applied. For example, using
humour as a management strategy is subjective; it might be effective and helpful in one situation,
but confuse individuals and lead to an exacerbation of negative behaviours in the next. The
penchant to provide socially desirable responses may have also influenced participants,
potentially leading to the more appropriate management strategies having a higher frequency of
usage reported. Alternatively, appropriate strategies that were already commonly used by
participants prior to this study may have simply been reinforced by training intervention as
positive and helpful management strategies for staff to utilise with the young people in their care.
A success of this training intervention is its direct applicability to the participants and
their workplace environment. The training evaluation items indicate that the intervention content,
structure and delivery was well received by the workforce, with many comments supporting that
the video components of the intervention which were filmed inside their workplace were highly
beneficial for their learning and understanding of NDI. While it was originally expected that
responses regarding training efficacy may vary based upon some demographics variables, such
as the respondents’ employment position at the detention centre and their length of employment,
there were no associations identified between any demographic variables and pre- and postresponses. This is important, as it means that the training was useful for the majority of
participants regardless of their experience and could potentially have widespread benefits if used
with other justice professionals.
Similarly to our research conducted previously with this workforce (Passmore et al.,
2018), respondents in this study stated that their most common primary source of information
FASD was our prevalence study (Bower et al., 2018) conducted at the detention centre
simultaneously to this study. This is likely due to the extensive informal and formal
communication with the detention centre workforce which was required to carry out the
prevalence study research activities. Respondents commonly rated it as their primary source of
information as opposed to more deliberate and routine forms of information sharing such as
workplace education or training.
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Limitations
Due to a lack of available resources, only one facilitator, who was a member of the
research team, delivered the intervention to participants. The existing relationship between the
researcher and respondents may have improved respondents’ engagement in and receptiveness of
the training intervention, and possibly increased their inclination to provide socially desirable
responses. Responses from this detention centre workforce are not representative of other justice
workforces who have not had such intense exposure to FASD related research activities prior to
the training. As such, more time may be required to describe FASD and other NDI if using these
materials in other settings. Therefore, the intervention should be trialled and evaluated in other
setting and detention centres elsewhere. While using only one facilitator may have been beneficial
for reducing discrepancies in the delivery of the intervention, it is also likely that the trainer would
have improved in delivery style across the six sessions. Facilitator knowledge, delivery style and
any existing relationships with the workforce should be considered in future research to ensure
fidelity of the intervention implementation over time and across locations.
Given that this research was undertaken within a real-world setting, being the youth
detention centre, researchers were limited by the operational requirements of the centre in regards
to the sampling methods used and controls applied. While random sampling was not possible,
there was little opportunity for selection bias as participation depended solely on staff availability
and mandated workplace training schedules, rather than researcher selection or self-nomination.
Although only half of the custodial workforce were able to participate in this study, the
participants were representative of the entire custodial workforce when compared on the available
demographic information, which was limited to gender and the distributions of current positions.
In addition, this study was limited by obtaining evaluation data immediately following the
delivery of the training only. A longer follow up was not possible due to the limited availability
of the detention centre workforce to participate in activities beyond their core frontline
responsibilities, and the limited access to the workforce that the research team had after the
training period was complete. However, more extensive evaluation is planned to measure the
longer-term effectiveness of the intervention.
An anticipated limitation of the intervention in its current form is the short time allocated
for the delivery of the intervention. The delivery time initially planned for the intervention was
longer than the three hour workshop sessions implemented. However, researchers were aware of
the time constraints in which the workforce are available to participate in training, and needed to
remain flexible to suit the needs and obtain the support of the participants’ employer. However,
given that 80% of participants agreed that there was sufficient time for learning, participation and
discussion during the training sessions, it is likely that the delivery time was not overly influential
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on their training experience and receptivity of the training content. The shorter implementation
time is also likely to enhance feasibility and sustainability of the intervention.
Conclusion
This article has described an intervention aiming to upskill custodial officers in the
management of youth with NDI, and reported on its efficacy. The Reframe the Behaviour
intervention was developed following extensive consultation with a youth custodial workforce,
and incorporates a range of perspectives within the content. Given the paucity of knowledge
among youth justice professionals and the lack of existing training opportunities for custodial
staff relating to NDI, this intervention is a necessary response to a significant area of need. There
is evidence that the intervention improved the knowledge and attitudes of the detention centre
workforce relating to FASD and other NDI, increased their intent to use more appropriate
management practices, and was considered highly necessary, appropriate and valuable by the
workforce. It is anticipated that this intervention will assist detention centre workforces across
Australia in the daily management and support of young people with NDI. Further, the
intervention may be suitable for related workforces engaging with similar populations of young
people, including police, child protection, education and health services. Further evaluation of the
intervention in justice and non-justice related settings is planned. If deemed effective across
environments, it is hoped the intervention will not only be made available to workforces including
those in child protection, health, education and justice services across Australia, but become a
mandatory and ongoing component of such services’ regulated staff training requirements.
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Chapter 8.
Thesis Discussion
Summary
This thesis has comprehensively investigated the current knowledge, attitudes,
experiences and practices of the Western Australian youth detention centre workforce, using both
qualitative and quantitative methodologies. It builds on previous research from Canada (Cox et
al., 2008), North America (Johnson et al., 2010) and Australia (Mutch et al., 2016; Mutch et al.,
2013), which investigated the knowledge, attitudes and practices in relation to FASD among
justice professionals, and consistently established a strong need for training to upskill justice
workforces. Likewise, this study has acquired persuasive evidence to suggest there is an urgent
need to build capacity regarding NDI among professionals engaging with detained youth. This
capacity building should not only focus on improving knowledge and awareness of NDI among
this workforce, but upskill professionals in appropriate management practices, and provide them
with practical strategies relevant to their workplace, that will assist them to support young people
who may have FASD or another NDI. Based on this premise, a training intervention was
developed, informed by input from the custodial workforce themselves. The intervention, titled
the Reframe the Behaviour training program, involved a series of short, educational videos
delivered during an interactive workshop session. The training was effective in improving
knowledge, attitude, and practices regarding FASD and NDI, and was highly regarded by the
detention centre workforce due to its unique delivery method and relevance to their workplace
environment. Given that no other study in Australia or elsewhere has so comprehensively assessed
the needs of custodial staff in managing NDI among the young people in their care, and few other
training resources to address these needs exist, this research has made a unique and significant
contribution to the research regarding the management of FASD and NDI in the youth justice
system.
Strength and Limitations
This research was carried out at a critical time for youth justice agencies across Australia.
During the period of this research study, there were several major incidents that drew attention to
the treatment and wellbeing of young people involved in the Australian justice system (Borrello,
2016a; Farnsworth, 2018; Meldrum-Hanna & Ferguson, 2016; Willacy, 2019). These incidents
resulted in numerous national inquiries and investigations, including the Royal Commission into
the Protection and Detention of Children in the Northern Territory, the Royal Commission into
Institutional Responses to Child Sexual Abuse, a review of the WA Young Offenders Act 1994,
and the Australian Law Reform Commission’s Inquiry into Incarceration Rates of Aboriginal and
Torres Strait Islander Peoples. While these incidents and related inquiries highlighted the
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devastatingly poor state of the Australian youth justice system, the simultaneous timing of this
research was fortuitous in that it generated results that were pertinent, useful and readily accepted
by the government agencies involved. This widespread interest in youth justice created a critical
opportunity for national reform, and the need for government agencies to respond and apply
evidence-informed approaches led to a pivotal moment in which researchers’ sphere of influence
was amplified. The specific inclusion of the workforce development component within the
prevalence study also assisted to maintain support and interest from the relevant government
agencies and stakeholders throughout, as it was a tangible, evidence-based output which they
could continue to utilise post the research study.
A major strength of this research is that the training intervention was developed following
extensive consultation and input from the end-users, being the custodial workforce. This was
formally conducted via the staff survey and interviews, however the most valuable insight was
gained from the informal consultation process undertaken by the lead researcher during her time
shadowing custodial officers in their daily duties over several months. The immersion of the
researcher in the detention centre environment over the course of this research was powerful, in
that it played a critical role in minimising barriers between the research team, the custodial
workforce and detained young people. The lead researcher, as an outsider to the detention centre,
had the ability to explore and consider the needs of the frontline custodial staff, detention centre
management, senior departmental management and the detained young people alike, in an
impartial and neutral manner. This is a similar approach to that recommended by the United
Nations’ humanitarian principles (United Nations Office for the Coordination of Humanitarian
Affairs, 2017) of humanity, impartiality, neutrality and independence. These interactions were
also beneficial for enhancing the combined impact of the prevalence study and the training
intervention, as the repeated awareness of young people in their care with a NDI diagnosis likely
encouraged staff to participate in the training and subsequently apply their learnings.
Additional perspectives from young people in detention, families and carers and health
professionals were also considered throughout the development and implementation process.
Encompassing a wide range of perspectives was critical for guiding a holistic approach to the
intervention content and delivery, and the positive relationship between researchers and the
workforce enabled our research team to understand the needs and preferences of the workforce.
This led to the development of a training intervention that staff were receptive to and invested in,
and likely contributed to the overwhelmingly positive response from the workforce.
However, the unique exposure the workforce had to the research activities over an
extensive period could also be a limitation of this research. Staff could have potentially received
information related to FASD and NDI through informal and formal interactions with the research
team, prior to them participating in this research. These interactions were unavoidable, as they
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were necessary to establish the protocols and operationalise the FASD prevalence study which
took place simultaneously (Bower et al., 2018). However, the ongoing interactions between staff
and the research team mean that the knowledge, attitudes, experiences and practices of the
workforce reported in Chapter Three of this thesis are likely not an accurate baseline
representative of other custodial workforces. It is also unlikely that the response of this detention
centre workforce to the training intervention will be generalisable for other workforces who have
not had such extensive exposure to related research, where the neurodevelopmental vulnerabilities
among young people have not been measured, and where elements of resistance or operational
challenges may exist. In addition, it is possible that the ongoing relationship between the
workforce and our research team fostered an environment where staff members responded with
socially desirable answers when participating in our research, rather than with candour.
Inability to collect evaluation data at follow up time points is an additional limitation of
this research. While evaluation data was collected immediately following the implementation of
the intervention, it was not possible to follow up at later time points due to limited access to
participants and the time constraints of participant availability for research activities beyond their
core responsibilities. Constraints of research funding available was also influential, as later follow
up was not budgeted for in the initial grant application. Further evaluation is planned to investigate
the effectiveness of the intervention over time, and to determine if the intent to change practices
demonstrated among participants in our research does in fact translate into lasting practice change.
Impact and Implications
This research has significant implications for the justice system at all stages, and for other
sectors who engage with vulnerable populations of children and young people. Due to the
uniqueness, high quality and relevance of the training resources developed, this research has
received substantial interest and support from service providers and government agencies
nationally. We have demonstrated a clinically and empirically-grounded approach to achieving
sustainable improvements in knowledge and practices to ensure better care for young people with
impairments in detention. This body of work has potential to create pivotal policy and practice
change across Australia regarding the daily management and support of young people with FASD
and NDI, and particularly for those who are involved with the justice system. The main impacts
of this work are summarised in Table 24.
As a result of this research, the Western Australian youth custodial workforce has
received training about FASD and NDI, which included information about and examples of
management and support strategies most appropriate for these youth. Several other workforces
have benefited from this research via multiple presentations by our research team to frontline
professionals and senior management (a list of presentations and training is detailed at the
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beginning of this thesis). Throughout the research, we have met with and worked closely with
government agencies and other stakeholders to ensure the research is shared as appropriate. This
includes Ministers for the Western Australian Departments of Justice, Communities, Health, and
Education; the Attorney General; WA Police; Perth Children’s Court; WA Commissioner for
Children and Young People; and the Office of the Inspector of Custodial Services. Through this
widespread interest and support, it is evident that the implications of this research extend far
beyond the youth detention centre setting.
The findings from the prevalence study alone have had a significant impact on the
Western Australian youth justice system. In particular, the findings have drawn attention to the
need to efficiently identify individuals with NDI who are involved with the justice system, and to
provide appropriate rehabilitation and therapeutic interventions during their involvement with the
system. Referrals for comprehensive neurodevelopmental assessments are now frequently being
requested by magistrates at the Perth Children’s Court (personal communication, 2019). Since the
completion of the prevalence study, management staff at BHDC have consulted with our research
team to explore how neurodevelopmental assessment could become routine for youth in detention.
This includes a proposal to employ several Speech and Language Pathologists within the centre,
who would work alongside other allied health professionals employed within the centre to
undertake assessments and inform interventions. BHDC has also implemented a new intake
assessment process, where young people are reviewed by a team of detention centre employees
including a mental health nurse, teacher, unit manager, psychologist, case planner and an
Aboriginal Welfare Officer when required. This process, while not a multidisciplinary
neurodevelopmental assessment, may still be useful for sharing information and expertise among
departments within a youth justice facility. It is hoped that this is the beginning of what should
become a comprehensive, multidisciplinary, neurodevelopmentally-informed admission process
for all young people entering the justice system. This process, particularly if other allied health
professionals and a physician are involved in the future, should be evaluated and replicated in
youth justice facilities across Australia. Personal communication with other youth justice agencies
in Australia has indicated that several jurisdictions are starting this process, with the New South
Wales, South Australia and Queensland youth justice agencies recently employing allied health
professionals for the purpose of carrying out more comprehensive assessment and intervention
approaches.
Management and staff at BHDC have also begun implementing new methods of
information sharing about NDI within the centre as a result of the study findings. They have
implemented a new electronic notification system for young people with NDI. It utilises their
existing Offender Management System computer software, but provides a new tab where staff
members are alerted if a young person has received a diagnosis, and provided with a summary of
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their most immediate strengths and difficulties. While the system still relies on staff members
being informed that an assessment has taken place, either during court proceedings, a previous
detention admission or out in community, it is a promising move towards better and more routine
information sharing practices. Staff briefings have also become more systematic, with unit
managers and other senior management discussing the needs of individual young people with
their teams on a more regular basis.
This research has broad implications for other sectors engaging with young people who
may have NDI. The child protection, education and health sectors all are responsible for providing
care and support to vulnerable populations of young people at different time points, and
professionals employed in these sectors are likely to engage with youth with NDI on a regular
basis. It is imperative that information about the needs of young people with NDI is
communicated to ensure they can receive the best support possible. Given that the interviews with
young people indicated that even when the young people recognise their cognitive abilities and
needs, they are unlikely to disclose them to professionals engaging with them. We need to have
systems in place to share this information appropriately that do not rely on the young people
disclosing information themselves. In addition, the education system offers an opportunity to
engage children and young people in discussions about NDI and other complex needs, and to
provide programs aiming to foster empathy among young people, to promote understanding of
disabilities, and to discourage bullying or discriminatory behaviours. The opportunity for earlier
identification and management of NDI among young people exists within the multiple
interactions they have with the education, child protection, justice, police and health sectors
before they reach youth detention. If these opportunities were realised, and these sectors increased
their capabilities to identify NDI and provide appropriate interventions, this would likely result
in young people with NDI having greater opportunity for success throughout their lives, and
prevent them from engaging with the justice system altogether.
Table 24. Impact of this work
•
•
•
•
•
•

WA youth custodial workforce received training about FASD and NDI
Information about FASD and NDI has been shared with several other relevant workforces (i.e.
child protection, education, police, health etc.)
Referrals for comprehensive neurodevelopmental assessments now frequently requested by
children’s courts and lawyers in WA
Processes for routine neurodevelopmental assessments for youth in detention being considered i.e.
Speech and Language Pathologists potentially employed within WA youth detention centre
Expanded information sharing processes i.e. routine alerts on offender management system for
cognitive disabilities
FASD and associated behavioural challenges more widely recognised within justice sector and
beyond
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Recommendations
Following this research, we make several recommendations that would have significant
influence on the way in which government agencies respond to youth justice issues, and the
related policy and practices that ensue. These recommendations are summarised in Table 25.
Firstly, given the existing lack of knowledge that exists among detention centre workforce
(Passmore et al., 2018) and justice professionals more broadly across Australia (Douglas,
Hammill, Hall, et al., 2012; Douglas, Hammill, et al., 2012b; Mutch et al., 2016; Mutch et al.,
2013), and the high prevalence of youth with NDI who are involved with the justice system
(Bower et al., 2018), it is essential that all professionals who engage with vulnerable populations
of young people have access to adequate and ongoing training about NDI. There is limited,
evidence-based training that currently exists in the justice sector regarding FASD, and almost no
training that covers a range of NDDs or NDIs. To successfully transfer knowledge into practice
change, this training should not be a one-off occurrence, but should be routine and mandatory for
all staff members. Ideally, this training would be included at the induction stage of an individual’s
employment, and repeated regularly through ongoing professional development opportunities to
ensure staff are kept up-to-date with their knowledge and practices. While the training
intervention we developed utilised blended-learning strategies via the use of the video training
resources and face-to-face workshops, there are multiple methods of training delivery that could
be explored to suit the needs of particular workforces and agencies. For example, large agencies
with staff based in multiple locations, including rural and remote areas, are likely to have limited
opportunities for their workforce to participate in face-to-face training due to these geographical
challenges. An alternative training delivery method such as innovative e-learning using virtual
reality technology, or interactive webinars, may be more useful for this context. Alternatively, for
agencies who prefer to utilise internal training facilitators over external facilitators, a Train-theTrainer model may be preferred. This training is not specific to detention centre workforces, but
all professional groups who are engaging with vulnerable populations of young people who may
have a high prevalence of NDI, such as justice-involved youth. This includes but is not limited
to; police, community justice workers, judges and magistrates, lawyers, child protection workers,
teachers and education assistants, early childhood educators, and health professionals. There is
now an opportunity to adapt and customise the intervention for a range of workforces, and
undertake long-term evaluation to explore changes to practice over time.
Secondly, changes to information sharing processes are urgently required. Many staff
who participated in our research were infrequently informed if a young person in their care had a
NDD or other diagnosis where additional or specific support was required (Passmore et al., 2018).
Professionals cannot be expected to engage with these young people to the best of their ability if
they are not informed of the young person’s needs, nor the young people be expected to self-
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disclose their needs (Passmore et al., in process). This information sharing should extend between
health, education, justice and child protection systems, to prevent young people from enduring
repeated assessments unnecessarily, and to ensure their entire circle-of-care has access to all the
information required to achieve the best possible outcomes for the young people. Various methods
of sharing of information would need to be explored for each sector. A multi-agency electronic
system of communication, with automatic notification when children and youth have undergone
a neurodevelopmental assessment would be beneficial, with notification occurring regardless of
whether a diagnosis was made. Understanding a young person’s cognitive strengths and
difficulties is beneficial for all involved in the care of that individual, as well as for themselves,
and sharing this information should become routine practice. In other jurisdictions, unique
methods of sharing information have been utilised for young people with NDI. For example, in
New Zealand, ‘communication passports’, brief documents detailing an individual’s strengths,
difficulties, and specific strategies that may assist them in challenging or new situations, are being
utilisied (Kedge & McCann, 2016). Staff briefings should also be utilised when information needs
to be transferred among small teams. However, in order for this process to be effective, workforce
policies, support from management and sufficient time are required.
Thirdly, this research has provided evidence for the need to consider possible NDI at all
stages of justice involvement, from first police contact, to court proceedings, community-based
orders and detention. Given that legal proceedings can be cognitively demanding, lengthy and
utilise complex language, they place heavy demand on the neurodevelopmental abilities of all
involved, including victims, witnesses and offenders (Hand, Pickering, Kedge, & McCann, 2016).
A comprehensive neurodevelopmental assessment, such as that undertaken to assess for FASD,
should be undertaken as soon as a young person becomes involved in the justice system, and
ideally, even earlier during their engagement with education, health and in some cases, child
protection services. Assessment results, regardless of diagnosis, can be used to inform justice
professionals about an individual’s abilities and ensure they are treated fairly and justly
throughout proceedings. This will assist in ensuring each young person has their individual needs
understood, and if the information is shared appropriately, that they are not subject to programs
or practices which may exacerbate their challenges and potentially lead to further involvement in
the justice system. Sharing information from assessments among those involved in the daily care
of these young people can ensure that an informed approach during their involvement with the
justice system, and when they transition back into the community (Bower et al., 2018). Staff being
informed about the specific needs of young people in their care will also likely enhance their
receptiveness and engagement with any NDI focused training programs, as they will be able to
comprehend it with direct relevance to their workplace.
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To generate multidisciplinary assessments as part of routine practice in justice facilities,
health clinicians skilled in conducting neurodevelopmental assessments should be employed and
based within these settings. These should include but are not limited to; paediatricians or other
physicians skilled in adolescent health and neurodevelopment, neuropsychologists or clinical
psychologists, speech and language pathologists, and occupational therapists. An example of a
comprehensive, cross-departmental approach to FASD in the justice system is the Manitoba
Youth Justice Program, which was implemented with Canadian youth involved with the justice
system (Longstaffe et al., 2017). The Manitoba Program has four main aims: (1) to ensure youth
receive diagnostic services; (2) to provide recommendations to the judiciary; (3) to build capacity
within the family and community while enhancing support services; and (4) to implement
meaningful multidisciplinary and re-integration plans post-custody (Longstaffe et al., 2017). In
its first year, the program saw a 17% decrease in new charges incurred by participating youth,
and a 26% decrease in behavioural incidents within the institutions, indicating the gains that
follow when complex needs are identified in the justice system and responded to appropriately.
Fourthly, to reduce criminogenic risk factors, and ultimately to reduce recidivism, there
is a need to ensure that therapeutic and rehabilitation programs offered to youth in detention are
adapted to their neurodevelopmental needs. Currently, there are numerous programs available for
justice-involved youth for therapeutic and/or behaviour change purposes. However, much of the
program content is likely to be inaccessible for youth with NDI due to the way in which it is
delivered. For example, programs which are based on verbal communication, and rely on the
young person’s memory and higher level thinking skills to build on the content across several
sessions will be challenging for youth with difficulties in language, memory, executive function
and adaptive function. If programs are adapted or modified to specifically consider the
neurodevelopmental profiles of participating youth, ensuring that their learning and social needs
are met, will provide better opportunity for successful participation and program completion.
Programs facilitators could work alongside allied health professionals with skills in constructing
visual supports, such as speech and language pathologists and occupational therapists, to develop
visual aids unique to the program that will assist youth with NDI. The structure of programs could
also be modified, including shorter sessions, or providing fidget items and frequent movement
breaks for individuals who have difficulties with self-regulation, attention and sensory processing.
Interventions that have been used with children and young people with NDI in other environments,
such as in special education schools and therapeutic programs, are likely to be useful to inform
methods of delivery and provision of content in an accessible manner.
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Table 25. Summary of Recommendations
•
•
•
•
•

All staff engaging with vulnerable populations of children and young people should receive
ongoing training about NDI
Appropriate and routine information sharing processes should be in place to ensure a young
person’s individualised needs are met by their circle-of-care
Comprehensive neurodevelopmental assessments should be undertaken as routine practice for all
young people in the justice system, and ideally prior to contact with the justice system
Health professionals skilled in neurodevelopmental assessments should be employed within justice
settings, to conduct assessments and guide treatment
Therapeutic and rehabilitation programs provided to youth in detention should be adapted to
consider their neurodevelopmental needs

Future work and Conclusion
This research demonstrated there is a critical need to build capacity among custodial
professionals engaging with youth in detention regarding NDI, and the workforce are themselves
requesting more information and support to better understand the complex needs of the population
of youth they care for. Reframe the Behaviour, a tailor-made training intervention developed in
consultation with custodial staff and young people in detention, has made substantial
improvements to the knowledge and practices of the custodial workforce in relation to NDI.
Throughout the Banksia Hill study and since its completion, we have had multiple
requests from government and non-government agencies to access the Reframe the Behaviour
training on an ongoing basis. This includes direct training requests from; the Western Australian
Departments of Justice & Training Academy; Education; Police; Communities; several NGOs
who work closely with young people across the State (e.g. Beyond Youth Justice Services, Save
the Children - Youth Partnership Project, Key Assets); New South Wales Department of Justice;
Queensland Department of Child Safety, Youth and Women; South Australia Department for
Communities and Social Inclusion; and Tasmania Department of Communities, Children and
Youth Services. Other immediate opportunities are known to exist in the New Zealand Ministry
of Health, Northern Territory Department of the Attorney General and Justice and Australian
Capital Territory Department of Community Services. Interest has also been received from
service providers and researchers in Canada, North America, Scotland, England, New Zealand,
Slovakia, France, Reunion Island and Germany. These requests are increasing rapidly, despite the
limited promotion of the training undertaken prior to the completion of the evaluation. The
research team is now working to respond to these requests, in a way that ensures the training
program can be delivered in a scalable but sustainable way. This is likely to involve a Train-theTrainer model, where we upskill and accredit internal training facilitators within government
agencies to facilitate the Reframe the Behaviour training to their workforces. We are also
exploring options involving various online technologies for agencies with staff across various
geographical locations, such as interactive webinars and other innovative online methods. In the
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interim, we have begun responding to requests for one-off face-to-face training workshops, and
have so far facilitated these as a commissioned service to an additional 100+ Western Australian
Department of Justice staff, at the Training Academy for newly recruited youth custodial officers
and community youth justice workers, and at BHDC for the remaining staff who were unable to
attend the training during our research period. Significant interest has been received from WA
Police, who are requesting the training to be implemented state wide for newly recruited and inservice police officers. These requests demonstrate there is a timely demand for training related
to NDI across many of our systems, and a unique opportunity to translate our research into policy
and practice change across Australia. There is also a valuable opportunity for further research into
this area, particularly around the efficacy of the training when delivered to other workforces. We
aim to continue expanding upon this body of work through provision of the training and further
evaluation of its efficacy, not only within the police and justice sectors, but among professionals
working in education, child protection and health sectors who also regularly engage with
vulnerable children and young people. It is hoped that FASD and NDI training will become an
ongoing and mandatory component of the training requirements for workforces working with
populations of vulnerable children and young people with NDI.
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