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Note:  This publication was produced as part of dissemination of the project findings to stakeholders and community, and contains a snapshot of findings which 
will be submitted to peer reviewed scientific journals.
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In a nutshell
• In 2007, members of the Fitzroy Valley community successfully lobbied for restrictions on the sale of full-

strength takeaway alcohol.

• In 2008, concerned about the effects of prenatal alcohol exposure on children in the community, its Aboriginal 
leaders initiated the Marulu Strategy to address fetal alcohol spectrum disorder (FASD) and early life trauma 
(ELT).

• The Lililwan (‘all the little ones’) study (2009–2012) found that early life trauma was universal and that 19% of 
children had FASD, with associated complex needs and challenging behaviours. 

• In 2014, the National Health and Medical Research Council (NHMRC) funded the implementation and 
evaluation of the Triple P – Positive Parenting Program (Triple P) in the Fitzroy Valley. Through a targeted call 
for research on FASD. 

• A partnership was formed between Marninwarntikura Women’s Resource Centre (MWRC), the lead 
organisation, The University of Sydney and The University of Queensland, to deliver the program to all 
interested families in the community. 

• The community named the program Jandu Yani U, which in Bunuba language means ‘for all families’. 

• Triple P provides parents, family members and other carers in a parenting role (hereafter ‘parents’) with 
the skills and confidence to build strong family relationships and promote children’s social and emotional 
development and self-regulation skills, and decreases challenging child behaviours. It has been proven 
effective in diverse communities including Australian Indigenous communities and for children with complex 
needs, including developmental disabilities.

• The project’s aim was to examine whether Triple P could be delivered successfully in a very remote Indigenous 
community and improve child and parent outcomes.

• The project was community-led and program training and delivery were adapted to align with the cultural 
context. 

• Internationally accredited training in Indigenous Triple P with additional Stepping Stones Triple P strategies 
(for parents of children with developmental disabilities) was delivered to Fitzroy Valley workers from local 
organisations. These include MWRC, Nindilingarri Cultural Health Services, Marra Worra Worra, Wirrpanda 
Foundation, West Kimberley Shire Council, Fitzroy Valley District High School, and the Remote School 
Attendance Strategy team.

• These trained local workers (named ‘parent coaches’ by the community) then offered Indigenous Triple P free 
of charge to families in the Fitzroy Valley. 

• Positive outcomes were found for parent coaches, parents, family members and children.
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Key findings
• The research demonstrated that the delivery of Triple P is feasible in a very remote community context. 

• Professional training, program delivery and ongoing mentoring and peer support increased parent coaches’ 
skills, knowledge, confidence and sense of empowerment.

• Attending Triple P was beneficial for parents and children: 

 – There was a significant decrease in parent perceptions of the intensity and number of their child’s 
challenging behaviours. 

 – One third of parents rated the intensity of their child’s challenging behaviours as clinically significant prior 
to starting Triple P and this reduced to 5.6% at follow up. 

 – The number of parents using dysfunctional parenting styles (such as over reactivity) significantly decreased 
following participation in Triple P.

 – There was a significant decrease in the number of parents who reported symptoms of anxiety. Half 
reported that they were experiencing clinically significant levels of anxiety prior to Triple P and this reduced 
to 35% at follow up. 

 – Parents also felt empowered to make changes in their family and community.

• Success of the program in this setting was supported by several factors: 

 – The strategy was community initiated and led. 

 – A prior trusting relationship existed between the lead community organisation and the research team. 

 – Program developers worked with community representatives to adapt the professional training, program 
delivery and parent resources to ensure cultural and contextual fit. 

 – Practitioners received ongoing mentoring throughout program implementation and attended regular peer 
support supervision sessions.

 – Consultation with community was ongoing throughout the program. 

• Jandu Yani U is now an integral component of a suite of programs led by MWRC to support healthy 
communities across the life span and is an entry point into engagement with other services.

Recommendations
• Recommendation 1: That Triple P should continue to be available to families in the Fitzroy Valley, and MWRC 

should be adequately resourced to lead it. This will maintain and build on existing capacity. Sustainability will 
require ongoing opportunities for training, mentoring and support for parent coaches. 

• Recommendation 2: Adoption and implementation of evidence-based programs such as Triple P in 
Indigenous communities should be community led, with adaptation for the context (through sensitive flexibility 
while ensuring program fidelity), and local coordination. 

• Recommendation 3: In very remote communities, with many families with complex needs, continuing 
advocacy for wrap around services (e.g., developmental, health, mental health, domestic violence) is essential. 



Jandu Yani U   
Project report

5

Table of contents
Acknowledgements   2

Citation    2

In a nutshell   3

Key findings   4

Recommendations   4

The setting   6

What we knew before the Jandu Yani U project   8

Community identified concerns and solutions   9

Project timeline    10

What is the Triple P – Positive Parenting Program?    11

Adaptation of an evidence-based program for very remote Aboriginal communities    12

What we did   13

Advisory group   13

Community consultation and engagement    13

Resource development   14

Parent coach training and support   14

Flexible delivery to reach families   15

Research dissemination    15

Triple P training for parent coaches   16

Who we trained    16

Parent coach demographics   16

Training results   17

Parent coach knowledge and confidence   17

Satisfaction with the training   18

Empowerment    19

Parent coach interviews   20

Triple P roll out to families   21

Family participant demographics   21

Program outcomes   22

Child adjustment    22

Family member goals   24

Parent self-efficacy   25

Parenting style   26

Parent wellbeing    27

Parent empowerment    28

Program satisfaction    29

Parent interviews   30

Additional benefits from the project   31

What made this project a success?   32

What’s next?    34

References   35

Project team   37



Jandu Yani U   
Project report

6

The setting
The Fitzroy Valley is located in the central southern Kimberley region, approximately 2,500 km north-east of Perth, 
and all settlements are classified as very remote. Of approximately 3,500 people who live in the town of Fitzroy 
Crossing and the 45 surrounding communities of the Fitzroy Valley (Morphy, 2010; Figure 1), 80% are Aboriginal. 
Aboriginal is the terminology preferred by Fitzroy Crossing people; however, when acknowledging global First 
Nations people, Indigenous will be the terminology used (Fitzpatrick, Macdonald et al., 2017, 2019). 

Demographics: 

• According to the 2016 census, there were approximately 1,300 people (49% male) in the Fitzroy Valley’s service 
town, Fitzroy Crossing (Australian Bureau of Statistics, 2017). 

• The Aboriginal population of the Kimberley region is younger than the non-Aboriginal population, with nearly 
half aged under 20 (43%, compared with 21% for non-Aboriginal people; Fogliani, 2019). 

• There are five main language groups in the Fitzroy Valley — Bunuba, Gooniyandi, Nyikina, Walmajarri, and 
Wangkatjungka (Morphy, 2010).

Figure 1: Map of Fitzroy Crossing (Morphy, 2010)
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Alcohol 

Local organisations in the Fitzroy Valley are recognised internationally as leaders in forward thinking initiatives 
including alcohol restrictions to minimise harms from alcohol use (Kinnane, Farringdon, Henderson-Yates, & 
Parker, 2010) and efforts to recognise and eradicate fetal alcohol spectrum disorder (Fitzpatrick, Latimer et al., 
2017). Many children and families in these communities are also impacted by poverty, early life trauma and have 
minimal or inconsistent access to health, mental health and other support services (Dossetor et al., 2017). 

Fetal Alcohol Spectrum Disorder (FASD)

FASD is the consequence of prenatal exposure to alcohol, which may impair the development of the brain and 
other organs. FASD is characterised by severe, pervasive neurodevelopmental impairment in domains such as 
cognition, speech and language, and executive function (Bower & Elliott, 2016). A proportion of children will also 
have facial and other physical characteristics resulting from the teratogenic effects of alcohol exposure in the 
first trimester. Typically, children present in early primary school with challenging behaviours and difficulties with 
learning. Early diagnosis is important to enable early health, educational and behavioural interventions, with the 
aim of enabling children to reach their full potential and to prevent disengagement from school, contact with the 
justice system, self-harm, and substance use. 

Internationally, the prevalence of FASD in the general population is estimated to be 1 to 5%. In the Fitzroy Valley, 
prior to the alcohol restrictions, it is estimated that almost half of all pregnancies were alcohol exposed and one 
fifth of children had FASD. One third of children in juvenile detention in WA have FASD (Bower et al., 2018). The 
issue of FASD has been raised recently in a coroner’s inquiry into youth suicide in the Kimberley (Fogliani, 2017). 

Trauma

It is important to understand the emotional and social context in which the project was conducted. Early life 
trauma is common in children in remote communities like the Fitzroy Valley, and may impact health, development 
and wellbeing. In addition, intergenerational trauma is common in communities such as those in the Fitzroy Valley, 
and its impact must be understood. 

Trauma may be transmitted across generations in a number of ways, and compounds down through the 
generations until healing breaks the cycle (Duran, Duran, Brave Heart, & Yellow Horse-Davis, 1998; Brave Heart-
Jordan, 1995). This is exemplified in Indigenous communities like those in the Fitzroy Valley. Aguiar and Halseth 
(2015) explain that cumulative intergenerational trauma is prevalent when earlier forms of oppression and injustice 
are built on by systems that continue to replicate the same structures that triggered the original trauma in 
previous generations. If maintained, these become entrenched in societies and become cultural norms, and can 
result in psychological and sociological trauma in younger generations. When past trauma is not addressed, it 
may appear in contemporary forms which add to the complexity of the context. 

Through the policies of colonisation, there was denigration and destruction of Indigenous languages, social 
structures and ceremonial responsibilities which can enable healing. Understanding intergenerational trauma 
helps us disrupt its transmission across generations, by preventing harmful policies and research practices and 
enables an empathic rather than judgmental position.

While acknowledging the devastating consequences of trauma, it is important to recognise the significant 
resilience possessed by Indigenous peoples and the strength that arises from cultural knowledge and practices. 
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What we knew before the Jandu Yani U project
In 2007, Aboriginal leaders in the Fitzroy Valley successfully lobbied for restrictions on the sale of full-strength 
takeaway alcohol which had a positive impact on the community (Kinnane et al., 2010). 

In 2008, concerned about the effects of prenatal alcohol exposure on children in the community, its leaders 
initiated the Marulu Strategy to address fetal alcohol spectrum disorder (FASD) and early life trauma (ELT) 
(Fitzpatrick, Oscar et al., 2017). They were concerned that children with FASD would have limited capacity to pass 
on the languages and traditions, vital to preserving Aboriginal culture, to the next generation. 

In 2009, the Lililwan (all the little ones) Project was initiated at the request of Aboriginal leaders to address the 
diagnosis of FASD, ELT and determine the prevalence of alcohol use in pregnancy and FASD in the Fitzroy Valley. 

In 2010, all eligible children (born in 2002 or 2003 and living in the Fitzroy Valley in 2010) were invited to participate 
in the Lililwan Project, and 127 (95%) families gave consent. In Stage 1 (interviews with caregivers), 55% of children 
were found to be exposed to alcohol in utero, 93% at high-risk levels, and that early life trauma (ELT) and life stress 
were universal. In Stage 2, the Lililwan team conducted comprehensive, multi-disciplinary neurodevelopmental 
assessments on 108 of the 127 children (85%) and the prevalence of FASD was 19%. In this population-based 
study, the first in Australia, rates of FASD were amongst the highest recorded internationally (Fitzpatrick et 
al., 2015). Children in the Lililwan cohort had significant problems with learning and development, behaviour, 
language, attention, motor skills and mental health, which were most evident in children with FASD: 

• 73% of children in the Lililwan cohort had reported problems in academic performance (Fitzpatrick, Latimer et 
al., 2017). 

• Children with FASD were consistently reported by parents and teachers as having more behavioural problems 
than children without FASD diagnosis (Tsang et al., 2017). 

• Teachers also expressed concern about challenging behaviours in children with FASD, including aggression, 
impulse control and self-harm. 

The findings from the Lililwan project are supported by the published literature. Behavioural difficulties have 
been well documented in PAE and FASD (Tsang, Lucas, Carmichael, Pinto & Elliott, 2016). In 2018, the Australian 
Early Child Development (AECD) survey demonstrated that Aboriginal children, particularly in remote settings, 
have high levels of developmental vulnerability. In the Fitzroy Valley, 54.5% of children had a developmental 
vulnerability in one domain and 27.3% in two domains. This is in stark contrast to Australian national statistics: 
21.7% and 11.0% respectively (Zubrick et al., 2005). 
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Community identified concerns and solutions
In response to the concerns about child behaviour and complex needs following the Lililwan project, a local 
organisation, Marninwarntikura Women’s Resource Centre (MWRC), initiated a partnership with researchers 
to bring an evidence-based positive parenting program (Triple P) to the Fitzroy Valley. Researchers from the 
University of Sydney and the University of Queensland (including an author of Triple P) were invited by the 
community to consult with them in regard to providing family support. This consultation ensured that the 
community understood the types of Triple P interventions available, had a choice in the most appropriate 
programs for the community, knew there was the flexibility to make the intervention a tailored fit for the 
community, and ensured the research was planned and delivered from a position of empathy and according to 
cultural protocol. The program was given the name Jandu Yani U by the community – which in Bunuba language 
means ‘for all families’.  

Figure 2: The second cohort of local Fitzroy Valley workers (parent coaches) trained to deliver Triple P 
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Project timeline 

Jandu Yani U begins 2014

Stage One (2014–2016)  
Award of NHMRC targeted project 
grant (#1068620). Consultation with 
Fitzroy Valley community, including 

the formation of the Jandu Yani U 
advisory group and modification of 

the Triple P training program.

2016 Triple P Training

Stage Two (2016–2017)  
Local workers from the Fitzroy 
Valley community were trained 
and accredited to deliver the 
community tailored Triple P to local 
families. Due to the demand, two 
training programs were provided. 
One in 2016 and the second in 2017.Triple P roll out 2017

Stage Three (2017–2019)  
Roll out of Triple P for families. 

Families completed a pre program 
(Time 1), post program (Time 2)  

and a follow up questionnaire 
(Time 3) to evaluate the 

effectiveness of the program.

2018 Data analysis

2019 Results dissemination

Stage Four (2019)  
Collaboration with community 
to disseminate results effectively 
to families, professionals, local 
organisations and academic 
audiences.

Figure 3: Project timline 2014–2019
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What is the Triple P – Positive Parenting Program? 
Triple P is an evidence-based parenting and family support program which 
focuses on building strong family relationships, and enhancing the skills, 
confidence and self-care of parents and family members involved in caring 
for children (Sanders, 2012). Programs are tailored to individual family needs, 
values and preferences. 

Indigenous Triple P (Turner, Sanders & Markie-Dadds, 2006) is an adapted 
version for which the delivery format and resources were developed through 
extensive community consultation across Australia with Indigenous elders, 
service providers, parents and family members (Figure 4). Programs may be 
delivered to parent groups, extended family groups, or through one-on-
one delivery. Through randomised controlled trials and service evaluations, 
Indigenous Triple P has been shown to have a significant positive impact 
on parenting practices, confidence and parental adjustment (depression 
and stress), and on child behaviour (Turner, Richards & Sanders, 2007). 
The program was chosen by the community due to its evidence base, 
cultural tailoring for Indigenous families, flexible delivery, and focus on self-
determination and self-regulation.

Not a ‘one size fits all’ approach

Triple P is delivered in various formats with increasingly intensive intervention, from Level 1 (universal 
communications strategy) to Level 5 (intensive support for families with complex needs; Figure 5). The Advisory 
Group recommended the most appropriate program for Fitzroy Valley families was Level 4 Group Triple P. In 
addition, brief advice (Level 2) was given through incidental parent contact and communication of parenting 
messages, and (Level 1) was provided through local radio, word of mouth and community notice boards. 

Brief parenting advice

Level 5

Level 4

Level 3

Level 2

Level 1Communications strategy

Narrow-focus parenting skills training

Broad-focus parenting skills training

Intensive family intervention

Brief parenting advice was given 
through incidental parent contact.

Brief advice

Communications strategy through 
Wangki local radio, word of mouth 
and community notice boards.

Communication

The Jandu Yani U advisory group chose 
the broad focusing parent training with 
community led modifications.

Broad focus

Breadth of reach

Intensity o
f interventio

n

Figure 5: Triple P multilevel delivery model

Figure 4:  
Indigenous Triple P 
parent workbook
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Adaptation of an evidence-based program for very remote 
Aboriginal communities 
Modification of Triple P implementation for the Fitzroy Valley was done in collaboration with advisory group 
members, community stakeholders, parent coaches and families. A Model of Engaging Communities 
Collaboratively (MECC) approach was used throughout this project (Figure 6), whereby the research team 
and Triple P author actively sought and incorporated ongoing feedback into the adaptation and delivery of 
the program, with the ultimate goal of maintaining program fidelity while enhancing fit, acceptability and 
sustainability. 

The outer cog represents the cultural context that influences a community as a whole and needs to be 
recognised when working with communities; the middle cog represents foundational components of stakeholder 
engagement to ensure effective collaboration and consultation. The inner cog represents the processes of 
collaborative cultural adaptation and implementation comprising of: community-identified concerns and 
solutions; community consultation; engagement of local leaders and organisations; identification of relevant 
cultural traditions, values and beliefs; collaborative adaptation; implementation; ensuring ecological fit; and 
dissemination approval. These processes do not occur linearly, but often happen concurrently and cyclically.
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Figure 6: Model of Engaging Communities Collaboratively (MECC; McIlduff et al., 2020)
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What we did

Advisory group

An advisory group was established by the community during the initial phase of the project to facilitate 
community consultation and the ongoing partnership with the community. The advisory group included 
community leaders, educators and family support workers (Figure 7) and provided critical guidance on all stages 
of the project including: identifying the most appropriate Triple P format for families in the Fitzroy Valley; assisting 
in the development of appropriate processes for the professional training workshops; and providing guidance on 
appropriate research measures to be used to assess the effectiveness of the program.

Community consultation and engagement 

Community partnerships were essential to community-wide engagement and long-lasting impact of the 
Jandu Yani U project. The Jandu Yani U advisory group supported implementation of the program. Extensive 
consultation and engagement with community leaders, service providers, locally-trained parent coaches, 
Indigenous health networks, and academic institutions was ongoing through all stages of the project. Based on 
these collaborative consultations, the intervention was adapted to acknowledge cultural, social and language 
complexities, and to support engagement, culturally sensitive implementation, community buy-in and long-term 
sustainability. 

 
Figure 7: Project team and community advisors (pictured left to right: Cari McIlduff, Marmingee Hand, 
June Oscar, Elizabeth Elliott, Jadnah Davies, Karen Turner, Sue Thomas) 
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Resource development

As literacy was identified as a potential barrier, program materials (including the parent booklets, Figure 8) were 
revised by a Triple P author to include briefer text (i.e. key take home messages rather than paragraphs) suitable 
for a lower reading age (i.e. lowered from from grade 6-7 to grade 1-2). The parent booklet was further refined 
to include colloquial language and local photographs to enhance engagement and provide a visual depiction of 
key content. We also identified that the lack of resources available to families may inhibit their ability to carry out 
some Triple P strategies at home (e.g. developing reward charts). In response, parent resources (“Parent Packs”, 
Figure 9) were created and included worksheets, thick paper to create individualised charts, stickers, blue tack 
and coloured pencils.

Figure 8: Modified parent book Figure 9: Parent Pack

Parent coach training and support

Local workers (named parent coaches by the community) from a number of local Aboriginal and other 
organisations were trained and accredited in Level 4 Indigenous Triple P with additional Stepping Stones 
strategies (for parents of children with developmental disabilities) as recommended by the advisory group. 
Training was delivered using the community-preferred “two way learning” approach, with one non-Indigenous 
trainer and an Aboriginal implementation consultant. Ongoing peer support sessions (facilitated by an 
experienced Triple P practitioner living in the community) were provided for parent coaches (Figure 10). These 
sessions provided mentoring and peer supervision to increase parent coach motivation, skills and confidence, 
facilitate program delivery and ensure implementation fidelity. 

Figure 10: The first cohort of parent coaches graduating as accredited Triple P practitioners



Jandu Yani U   
Project report

15

Flexible delivery to reach families

Parent coaches were trained in Level 4 Indigenous Triple P, including Stepping Stones Triple P strategies for 
parents of children with complex needs, using the adapted resources. Level 1 and 2 of the Triple P system were 
also adapted to normalise parenting support and ensure flexibility in meeting families: 

• Level 1 included a communication strategy through the local Wangki Radio and community notice boards. 
Community word-of-mouth recommendations and referrals occurred within and between services and 
normalised attendance at a parenting group.

• Level 2 involved brief parenting advice given through incidental parent contact. At least three strategies were 
shared with 530 adults in the Fitzroy Valley, approximately 15% of the population. 

When Level 4 Group Triple P was offered (in recognition of the barriers that families in remote communities often 
face) a “nurturing approach” was used to support program attendance. This approach included providing a 
meal, child care, and/or transportation depending on families’ needs. Community hubs such as the Baya Gawiy 
Child and Parent Centre, community meeting rooms and communal cooking areas were used for group sessions 
to create trust, familiarity and comfort and decrease participant drop out. Some families were most comfortable 
talking informally about the program in their own space, such as on their front veranda. 

Following participation in the program, families received a certificate of completion and were offered ongoing 
support from the parent coaches. An Aboriginal parent coach was always involved in program delivery to families 
to ensure cultural appropriateness and to provide translation if required. 

Research dissemination 

Dissemination of research results occurred at multiple levels. At a community level, it was recommended by the 
advisory group that results of the project be provided to the community in a variety of written and verbal formats 
as appropriate within the context of the community at the time of dissemination (e.g., community meetings, multi-
organisational meetings, staff meetings). During these presentations, feedback was sought for interpretation 
accuracy and understanding. At a participant level, personal results were shared with parent coaches as they 
worked with the peer support facilitator, and with families as they worked with parent coaches. At a national and 
international level, results have been disseminated through academic papers and conference presentations. 

Figure 11: Jandu Yani U project team and advisory group
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Triple P training for parent coaches

Who we trained 
• Two cohorts of parent coaches were trained during the project: 18 participants formed cohort one (Figure 11) 

and 20 participants formed cohort two (Figure 2; for descriptors see Figure 12). 
• At the end of the project (June 2019), 22 were still living in the community, 19 of whom are Aboriginal. Fourteen 

were unable to continue to deliver the program as they had left community, changed roles or had health 
issues. 

• Reflecting the transient nature of remote Aboriginal communities, two parent coaches who previously left the 
area returned to community (October 2019). 

• To date, an additional nine local workers have requested parent coach training in the future. 

Parent coach demographics

Workplace

Marninwarnitikura Women's Resource Centre 37%

Marra Worra Worra 18%

Other community organisations 16%

Nindilingarri Cultural Health Service 13%

Fitzroy Valley District High School 13%

Community Members 3%

Background

Aboriginal 67%

Non-Indigenous 33%

Figure 12: Demographic data for parent coaches (N=38) including location of work and background 
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Training results
Parent coaches were asked a number of questions about their knowledge and confidence to conduct Triple P 
programs with parents, the quality of the training, feelings of empowerment and the cultural appropriateness of 
the training. These questionnaires were completed prior to starting Triple P training (“Pre”; Time 1), immediately 
after completing the training (“Post”; Time 2) and after accreditation (“Accreditation”; Time 3). 

Parent coach knowledge and confidence

Parent coach self-evaluation of their knowledge and confidence to deliver Triple P to families was measured 
using the Family Support Skills Checklist (Turner & Sanders, 1996). The scale measures knowledge of parent 
consultation skills and confidence in conducting parenting consultations, where higher scores indicate greater 
knowledge and confidence (Figure 13). 

Parent coach knowledge and confidence  
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Post

Accreditation

0

1
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Knowledge

**
**

**
**

Confidence

7

** Indicates a statistically significant change (p<0.001)

Figure 13: Changes in parent coach knowledge and confidence (N=35), measured by the Family Support 
Skills Checklist. 

• There was a statistically significant increase in parent coach knowledge and confidence to deliver Triple P 
to families between Time 1 and Time 2, and was this maintained at Time 3 (p<0.001)**
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Satisfaction with the training

Post Training Post Accreditation 

Very Satisfied 75% Very Satisfied 76%

Satisfied 25% Satisfied 24%

 
Figure 14: Parent coach ratings of satisfaction with the training, measured by the Workshop Evaluation Scale

• All parent coaches (N=34; 100%) rated that they were satisfied or very satisfied with the modified Triple P 
Program. 

Culturally appropriate training and accreditation 

Average parent coach score 

Training

Accreditation

1 2 3 4 5 6 7

Figure 15: Parent coach ratings of cultural appropriateness of the training 

• Parent coaches (N=34) reported that they found the Triple P training and accreditation to be culturally 
appropriate and relevant to their community. 
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Empowerment 

Parent coach perception of empowerment, or of having an influence or voice in their community, workplace and 
home was measured using the Parent Coach Empowerment Scale (developed in collaboration with the Jandu Yani 
U advisory group and found to have excellent internal consistency (α=0.94)). Higher values indicate higher levels of 
empowerment (Figure 16). 

Parent coach empowerment 
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Figure 16: Parent coach (N=31) perceptions of having a voice in the workplace, community and home, 
measured by the Parent Coach Empowerment Scale. 

• There was a significant increase in parent coach feelings of empowerment in all three domains  
(work, community and home) from Time 1 to Time 3 (p<0.001)**
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Parent coach interviews

Interviews with the parent coaches supported the 
quantitative findings, and provided many comments 
about positive outcomes for the community from 
Triple P:

“I think for now personally the parenting 
thing is just a good thing for families… we are 
teaching them, or we are not teaching them 
but telling them that there is a better way for 
your kids.” 

“It’s like telling them and showing them there’s 
other options instead of the way that you’ve 
always been growing up and the way your 
parents done it and their parents and the way 
you’re doing it now.”

“Empowering family and that’s the thing, this is 
the tool. Jandu Yani U is the way to go this far 
and wide into this Triple P because that is what 
I want. I want to educate the families.”

This optimism was also realistic in terms of the time 
required to achieve long-term sustained change: 

“Nothing ever happens in a hurry around 
here… it’ll work.” 

“It’ll work, usually it just take time.”

There was positive feedback about Triple P and its 
influence in the community: 

“I think any approach that’s giving families the 
tools and resources, confidence and strength 
to take charge and raise their own family, is an 
absolute winner.” 

“Seeing how Triple P works, it’s more better 
that way, because the way we used to do it is 
anger towards kids. It’s like putting your stress 
on the kids. I think it’s really good if it’s taught 
here in the valley, because people really know 
how to – they know once they become a parent 
that if they know more about Triple P, they can 
help.”

The flexibility of the program was a key factor in the 
decision for the community to use Triple P:

“What I’ve enjoyed about the journey under 
you [Triple P mentor] is that I’ve been able to 
actually just really celebrate, sometimes what 
people are doing, get them to draw out what 
they’re actually doing well and just tweak 
things a bit.” 

“I think Triple P is a great program and I 
think it’s fantasticly been modified to suit the 
community’s needs … Triple P had the ability 
to have the flexibility to go right into the core 
of where the problem was happening. I think 
that’s the difference.”

There was also a definite need expressed by the parent 
coaches for the program: 

“Where it’s all about empowering the mums 
and growing their kids up and all of that so it 
definitely aligned perfectly within my role… 
it’s definitely something needed within a 
community.”

Finally, parent coaches reported increased confidence 
as family support practitioners and a sense of personal 
reward: 

“Thank you for giving us the skills. This is what 
we wanted. This is what we need because our 
people are lacking some parenting skills, so 
thank you.” 

“It’s beneficial, it’s good. We can learn and take 
it back to our community.” 

“Use the program, take it back to our 
communities, something that we could put to 
good use. Utilise it effectively.” 

“This is sort of giving us the skills to be able to 
take back… it’s special care. This parenting has 
helped us to be able to observe and use the 
right form of discipline, you know? You came 
here to help us.”



Jandu Yani U   
Project report

21

Triple P roll out to families
Potential participants included all consenting family members of children born after 1 January 2002 and living 
in the Fitzroy Valley. The program was made available to all families to normalise and destigmatise parenting 
support and ensure the widest possible reach. Parents could access the program via:

• Organisation referral: organisations (N=15) in Fitzroy Crossing working with families agreed to refer families to 
Triple P.

• Word-of-mouth: family members who had previously received the program frequently recommended 
participation to other family and community members. 

• 38 parents and family members entered the Triple P program, with 100% completion rate, and 30 consented to 
share data (descriptive data presented in Figure 17). 

• In addition to families who formally participated in the program, 530 parents and family members received 
Triple P informally (learnt about at least three Triple P strategies) through incidental contact with parent 
coaches. 

• At the end of the research project, 80 additional parents and family members had requested to participate in 
the program. 

Family participant demographics

Family members involved Background

Mother  88%

Grandmother 6% Aboriginal  93%

Father 3% Non-Indigenous 7%

Family Carer 3%

 
Figure 17: Demographic data for parent and family members (N=30) including relationship to child and 
background
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Program outcomes
Parents, carers and family members (referred to here as “parents”) were asked a number of questions about their 
family prior to starting Triple P (“Pre”; Time 1), immediately after completing the program (“Post”; Time 2) and 
again after approximately 8 months (“Follow up”; Time 3). 

Child adjustment 

Parents’ perception of their child’s disruptive behaviour was measured using the Eyberg Child Behaviour Inventory 
(Eyberg & Pincus, 1999). The scale measures the frequency of problem behaviours (intensity scale) on a scale that 
ranges from 36 to 252 and the number of problem behaviours (problem scale) on a scale from 0 to 36, where higher 
scores indicate greater difficulties (Figure 18). The scale demonstrated excellent internal consistency (α=0.98).
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Figure 18: Parent ratings of the frequency (Intensity) and number of disruptive behaviours (Problem), 
measured by the Eyberg Child Behaviour Inventory. 

• There was a significant decrease in the reported frequency (intensity) of child problem behaviours from 
Time 1 to Time 3 (p=0.013)*

• There was a significant decrease in the number of problem behaviours from Time 1 to Time 3 (p<0.001)**
• The number of parents who reported the frequency (intensity) of their child’s challenging behaviours was 

above the clinical cut-off reduced from 33% at Time 1 to 5.6% at Time 3 (data not shown). 
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Parents’ perceptions of their child’s emotional and behavioural problems and prosocial behaviour were measured 
by the Child Adjustment and Parent Efficacy Scale – Developmental Disability (Emser, Mazzucchelli, Christiansen, 
& Sanders, 2016; Morawska et al., 2014). The scale measures the intensity of disruptive behaviours on a scale that 
ranges from 0 to 48 where higher scores indicate greater difficulties, and prosocial behaviour on a scale from 0 
to 24, where higher scores indicate greater prosocial behaviour (Figure 19). This scale was also found to be highly 
reliable in the present sample (α= 0.85).  
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Figure 19: Parent ratings of the intensity of disruptive and prosocial behaviours, measured by the Child 
Adjustment and Parent Efficacy Scale – Developmental Disability.

 

• There was a significant decrease in the intensity of disruptive behaviours from Time 1 to Time 3 (p=0.048)*
• There was a significant increase in the number of prosocial behaviours from Time 1 to Time 3 (p=0.003)**
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Family member goals

A visual Goal Attainment Scale (GAS; Kiresuk & Sherman, 1968) was depicted as a thermometer and used to 
enable family members to set goals they wished to achieve by participating in the program and to measure the 
success of goal achievement as a percentage from 0% to 100%. Various goals were set by families and incremental 
improvements were made between T1 to T3 (Figure 20). 

The goals identified by family members fell into one of the following five categories: 

1. reducing the number of tantrums or temper outbursts exhibited by their child; 
2. improving school attendance; 
3. improving listening and communication skills; 
4. reducing challenging behaviours (e.g., hitting others or poor eating habits); and 
5. improving bed time.  

Pre Post Follow up

25% Tantrum(s) 4-5 
times per week

Tantrum(s)  
everyday

0%

50% Tantrum(s) 2 times 
per week

75% Tantrum(s) 2 times 
per fortnight

100% Tantrum(s) 1 time  
per fortnight

25% Tantrum(s) 4-5 
times per week

Tantrum(s)  
everyday

0%

50% Tantrum(s) 2 times 
per week

75% Tantrum(s) 2 times 
per fortnight

100% Tantrum(s) 1 time  
per fortnight

25% Tantrum(s) 4-5 
times per week

Tantrum(s)  
everyday

0%

50% Tantrum(s) 2 times 
per week

75% Tantrum(s) 2 times 
per fortnight

100% Tantrum(s) 1 time  
per fortnight

Figure 20: An example of a family’s progression towards their goal to reduce the number of tantrums their 
child had from T1 (prior to parenting program) to T3 (follow up)

• At Time 2, progress towards all goals range from 58% to 75%.
• At Time 3, goal progress was generally maintained and ranged from 50% to 73%. 
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Parent self-efficacy

Parents’ ratings of their ability to manage their child’s challenging behaviours and feelings of self-efficacy were 
measured by the Child Adjustment and Parent Efficacy Scale – Developmental Disability (Emser et al., 2016). The 
scale measures feelings of self-efficacy on a scale that ranges from 16 to 160 where higher scores indicate a higher 
level of perceived self-efficacy (Figure 21). The reliability in the present sample was very high (α= 0.97). 
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Figure 21: Parent ratings self-efficacy, measured by the Child Adjustment and Parent Efficacy Scale – 
Developmental disability.

• There was a significant increase in parent feelings of self-efficacy between Time 1 and Time 3 (p=0.006) 
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Parenting style

Parents’ ratings of their parenting style were measured by the Parenting Scale (Arnold, O’Leary, Wolff & Acker, 
1993). The scale measures unhelpful parenting styles such as laxness (LX; permissive and inconsistent discipline), 
over-reactivity (OR; authoritarian discipline, anger and coercive discipline) and hostility (HS; use of verbal or 
physical force), with higher scores indicating greater use of these parenting styles (Figure 22). The scale was found 
to have adequate internal consistency in the present sample (α=0.73). 
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Figure 22: Parent ratings of their parenting style, measured by the Parenting Scale. 

• There was a significant decrease in the use of over-reactive (p=0.021)* and hostile (p=0.001)** parenting 
practices from Time 1 to Time 2. 

• There was a maintenance of this improvement at follow up for both over-reactive (p=0.001)** and hostile 
(p<0.001)** parenting practices from Time 1 to Time 3. 

• The number of parents using clinically elevated over-reactive parenting practices decreased from 30% at 
Time 1 to 5% at Time 3.

• There was no significant change in laxness. Means scores fell in the normal range at all time points.



Jandu Yani U   
Project report

27

Parent wellbeing 

Parents’ ratings of their own wellbeing were measured using the Depression Anxiety Stress Scale – 21 (DASS-21; 
Lovibond, & Lovibond, 1995). The scale measures symptoms of depression, anxiety and stress, with higher scores 
indicating more symptoms (Figure 23). The internal consistency of the brief DASS-21 is very similar to the full 
instrument, and in the current sample was very high (α=0.97)
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Figure 23: Parent ratings of their own wellbeing, measured by the Parenting Scale. 

• There was a significant decrease in parents’ feelings of anxiety from Time 1 to Time 3 (p=0.001)**
• The percentage of parents who reported a clinically significant level of anxiety decreased from 56.7% at 

Time 1 to 35% at Time 3. 
• There was no significant decline in reported symptoms of depression or stress. 
• The percentage of parents who reported a clinically significant level of stress at Time 1 was 43%, this 

decreased to 30% by Time 3. 
• Approximately half of parents reported levels of depressive symptoms above the clinical threshold at all 

three time points. 
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Parent empowerment 

Parents’ ratings of their own feelings of empowerment were measured using a modified version of the Family 
Empowerment Scale (Spreitzer, 1995). The scale measures whether parents feel like they have a voice within their 
community and in their home, with higher scores indicating greater feelings of empowerment (Figure 24). The 
measure was found to have sound internal consistency (α=0.90). 
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Figure 24: Parent ratings of feelings of empowerment, measured by the Family Empowerment Scale. 

• Parents’ feelings of empowerment in their home were fairly high before engaging in Triple P, nevertheless, 
they increased significantly after completion of the program. This was maintained at follow up. 

• Likewise, parents’ feelings of empowerment in their community were reasonably high prior to Triple P 
participation, and they significantly increased by follow up (p=0.04)*
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Program satisfaction 

Satisfaction with the modified Triple P

Very satisfied 33%

Satisfied 63%

Neutral 4%

Figure 25: Parent ratings of satisfaction with the program, measured by the Satisfaction Questionnaire 

• The majority of parents (96%) rated that they were satisfied or very satisfied with the modified Triple P 
Program.

Was the program appropriate for your community?

Very appropriate 40%

Appropriate 36%

Somewhat appropriate 24%

Figure 26: Parent ratings of how appropriate the training was for the Fitzroy Valley community, measured 
by the Satisfaction Questionnaire. 

• The majority of parents (76%) believed that the modified Triple P program was culturally appropriate or 
very appropriate for their community. 
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Parent interviews

Anecdotal reports from family members mirrored the 
quantitative data and reflected the overall satisfaction 
family members felt about the program. 

“My mother was introduced to this program… 
now she’s speaking to them, good way ya 
know.”

“I feel so blessed that I have done this training. 
It’s a great opportunity. A lot of stuff I had 
learned through experiences over the years. A 
lot of people, they used to say the parenting 
doesn’t come with a handbook. Well, hello 
everybody, Triple P is the handbook.”

“Yeah, it would be helpful to some families… 
I reckon it would. Just the way you talked 
with the children just change the way you 
talk. I think it will… Have a different approach 
to the children… Even the teachers at the 
school, around the community, I reckon you’d 
see a difference anyway. If you changed your 
attitude, it’ll change the children.” 

Family members also valued the tailoring of the 
program, including delivery guided by the community 
preferred “two-way” learning. This method of delivery 
recommends that each program run with families 
should be delivered by at least one local Aboriginal 
parent coach. 

“No offence, but do you think if a Kartiya 
 [non-Indigenous person] was teaching this  
that so many families would be interested?…  
I wouldn’t, but no offence.” 

Figure 27: Community dissemination of results
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Additional benefits from the project

1. Increased capacity for Aboriginal researchers and parent coaches 
• Two community navigators employed by the Jandu Yani U project were able to use the skills they developed 

during the project to complete a TAFE Community Research Certificate II.

• Two parent coaches were able to use Triple P Training for credit towards modules in a TAFE training course 
(Early Childhood Certificate II). 

• Parent coaches received internationally recognised accreditation by completing the Triple P training from 
Triple P International and The University of Queensland.

2. Improved relationships in families 
• The program encouraged parents to spend more time with their children.

• ‘Nurture nights’ arose from the need to encourage family engagement in the Jandu Yani U project. These 
evenings acknowledged the need for family members to participate in self-care (e.g., facials, pedicures, 
sharing a meal), while concurrently developing a safe space to promote positive relations and build 
connections. 

• 80 families (a large proportion of which had not previously engaged with support services) have become 
involved with MWRC through the Jandu Yani U project, either through referrals or from the Marulu team which 
addresses the needs of children with FASD and early life trauma through family support and education. 

• Word-of-mouth has spread information about Jandu Yani U throughout the community, encouraging families 
to share their struggles as parents and attend the program as it is delivered by locals for locals, without 
judgement. 

3. Increased resources and collaboration of local Aboriginal organisations
• Local parenting resources were created for the community and these will remain in the community. 

• Increased collaboration occurred among a number of organisations involved in supporting and co-delivering 
Triple P in Fitzroy Valley. 

• Increased referrals also occurred between various teams within MWRC, including the Marulu Unit, Baya Gawiy 
Child and Parent Centre, and Family Support and Legal Unit.
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What made this project a success?
We believe that there were four key components that contributed the success of this project. 

1. Knowledge, collaboration and trust of the community 
• This project was based on a long-standing successful relationship between the research team (in particular 

Professor Elizabeth Elliott) and Aboriginal organisations and individuals in the Fitzroy Valley, arising from the 
Lililwan project. 

• There is a history of successful implementation of Triple P in Indigenous communities, and this was a key factor 
in the local advisory group deciding to use this particular parenting program. 

• Engagement and consent from the community was sought at all stages of the project. 

• The community and local advisory group provided guidance for modification of the training materials 
(e.g., translation into local language) and recommendations regarding the most appropriate method of 
implementing Triple P and the research project. 

• The project was led by a local organisation (MWRC) with a track record in successful program implementation 
and supported by the local community. 

 
2. Training success
• Parent coaches valued the presence of an Indigenous co-trainer, with lived experience and program 

experience, who delivered the training in a non-judgmental, relatable manner.

• All parent coaches first experienced Triple P from the perspective of a parent or family member, to aid with 
experiential learning. 

• The Triple P training provided parent coaches with the skills to empower themselves, their families and their 
community. 

• The training used a joint learning process that allowed parent coaches to identify and own the solutions. 

• The training increased parent coach peer support connections and referral networks.

• There was shared recognition that many parent coaches are themselves being impacted by this work and need 
additional supports to sustain healthy relationships. 

• The training also allowed for non-Indigenous and non-local people to gain a better understanding of and build 
relationships in the communities in which they were working.

• Holding the training in the local community created a safe environment where parent coaches could reflect on 
and share their own experiences. 
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3. Implementation success
• A peer support worker who lived in the community for extended periods of time was able to provide ongoing 

support to the parent coaches. 

• Triple P was delivered locally by parent coaches with whom families were familiar. 

• At all stages of program delivery, project team members and parent coaches were responsive to the needs of 
local families, for example: 

 – Families were given the choice to work with a local parent coach or someone from outside the community. 

 – The program was delivered flexibly in a location of choice by the family (e.g., local organisations, on 
verandas). 

 – The program was delivered to individuals or multiple family members as determined by each family.

 – Engagement in the project was supported through a nurturing approach, where family members were 
provided with food, transport, support when delivering the program, and child care as required. 

• Through contact with the parent coaches, family members were also encouraged to access other support (e.g., 
‘nurture nights’, playgroups hosted by MWRC). 

 
4. Research success
• The research component of the project was community led, and as a result was responsive to community 

needs. This was achieved through continuous collaboration and consultation with the community. 

• Data collection was conducted by local researchers with lived experience and an understanding of the reality 
of parenting in remote communities. 

• Assessments were completed flexibly (e.g., ‘yarning’ with families). 

• Informed prior consent was obtained from community leaders, organisations and participants (parent coaches, 
parents and families) (Fitzpatrick, Macdonald, et al., 2017; Fitzpatrick et al., 2019).
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What’s next? 
• Providing training broadly across the community creates awareness, referral networks and support, however, 

there is need for a local coordinator and a dedicated team of workers within MWRC for whom building 
capacity and parenting support is a primary responsibility.

• Trauma-informed care is crucial at all levels – distress in parent coaches may be triggered by training and 
family support as they reflect on their family of origin experiences or their own parenting style and family 
relationships. The potential for vicarious trauma for parent coaches and their supervisors underscores the need 
for ongoing supervision, debriefing and supports.

• It is important to invite extended family and provide those parents and family carers who attend programs with 
the support they need to implement strategies in multi-family dwellings.

• Ideally, a program for fathers and training of male parent coaches should be available. 

• Support is needed for standardised assessments in terms of understanding items, especially with negatively 
worded items, in populations with low levels of literacy in Standard Australian English.

• It is important to acknowledge historic trauma and its impact on parenting and current disadvantage (e.g., 
grandmother removed therefore no exposure to nurturing family environment and subsequently harsh 
discipline passed down), as well as current policy impacts (e.g., high rates of out-of-home placements for 
Aboriginal children) – the current generation is looking for alternative approaches to break the cycles of 
disadvantage.

• A long-term focus in community about behaviour change is needed – shifting expectations about what is 
acceptable (i.e. problems have been normalised). This involves a focus on aspiration and goals for children 
rather than a deficit approach.

• A process like this community-led approach to solution-focused alternatives can serve to break down service 
delivery organisation silos.

• There is anecdotally much greater community awareness of the risks of drinking while pregnant and the 
manifestations of FASD. The community is looking for ways to support women. 

• Training of local people is vital for program sustainability. This capacity enhancing, certificate training (often 
the first certificate parent coaches had received) was empowering. Building a critical mass of local people 
engaged in the training and program delivery builds momentum, this momentum needs to be sustained.

• Short term (1-2 year) service funding creates little stability for skill development. A cycle of at least 5 years of 
funding is required to establish services and networks. There is a need for wrap around support after training 
with ongoing supervision and peer support. MWRC needs to be resourced with ongoing positions to facilitate 
training opportunities, continue to strengthen community capacity and support flexible program delivery so 
that it continues to build on the learnings from this research project.

• To be sustainable, a regular training budget is needed to cover staff turnover and ensure an ongoing 
workforce in the community.  
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For more information
For more information about the use of Triple P in Fitzroy Valley, WA, please contact Jadnah Davies 
(marulu.manager@mwrc.com.au) or Sue Thomas (sue.thomas@mwrc.com.au). 

For more information about the research and results please contact Professor Elizabeth Elliott 
(elizabeth.elliott@health.nsw.gov.au) or Associate Professor Karen Turner (kturner@psy.uq.edu.au).
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