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1.
Background

Family Start is one of the initiatives supported by the Government’s Strengthening Families strategy and by the Ministry of Social Development, the Ministry of Health, the Ministry of Education and the Department of Child Youth and Family Services (CYF). The programme was first established in three sites in 1998, followed by a further 13 sites in 1999/2000. It is a child-centred, family-focused, home-based early intervention programme with the goal of achieving better outcomes for New Zealand’s most at-risk families at the time when a new child is born.
1.1
Family Start

Goals and operational guidelines

Family Start Programme: Service Specification/Operating Guidelines (Family Start Guidelines) was published by CYF in 1999. These Guidelines (CYF 1999: 4) state that the goals of the Family Start programme are:
· to improve children’s wellbeing and development and enhance life outcomes

· to improve parents’ parenting capability and practice

· to improve parents’ personal and family circumstances.

The programme aims to achieve its objectives through the delivery of an integrated package of services, over a long duration (up to five years), to the 15% of most at-risk families, based on interagency collaboration and co-ordination across Government and community sectors. Services are provided flexibly and each Family Start programme provider is free to develop and administer services in a manner that “reflects local need, culture and community” (CYF 1999: 1). Family Start relies on the voluntary participation of whānau and aims to provide services that are individualised to the family/whānau situation (i.e., that “begin where the family/whānau are”) and in a manner that is “relevant to the culture, environment, needs, and capacities of the family” (Evaluation Management Group 2003: 21). To ensure that the services provided are acceptable and culturally sensitive to families, family/whānau workers are employed from within the communities serviced.

Potential client families are referred to a Family Start provider by an approved referral agency (Lead Maternity Carers, hospital maternity services, Well Child providers). The referral window is six months prior to the birth of a new baby to six months post-birth. A full needs assessment is undertaken by the Family Start provider and, if the family meet the criteria, they are invited to participate and are assigned to one of three service delivery levels according to need – depending upon the level of intensity required, support and assistance is provided for a given number of hours for between one and five years, with the number of hours of support provided decreasing each year. As part of the full assessment, an Individualised Family Plan is devised that reflects the strengths and needs of the family. As stated in the Family Start Guidelines (CYF 1999: 7):
This Plan is the basis for all service delivery, and is developed collaboratively by the Family/Whānau Worker and the family, specifying goals and tasks in respect of the family’s identified needs.
The Plan forms the basis of the services to be delivered by the family/whānau worker. Contributing to the plan is the identification of achievable goals by the family with the help of the family/whānau worker, which inform and direct the nature of assistance to be provided. Support provided is often quite concrete and can include the provision of transport to attend important appointments, assistance with food preparation, provision of parental guidance, and assistance with accessing key services and resources. 

The Family Start Guidelines (CYF 1999: 5) outline the outcomes for the programme as follows:
· children will have improved health, education and social outcomes

· parents will have improved their parenting capability and practice

· parents will have improved their personal and family circumstances.

The Family Start Guidelines (CYF 1999: 14) describe the intended role of the family/ whānau workers as follows:
The primary role of the Family/Whānau Worker is to work with families to ensure that the goals set out in their plan are achieved and maintained by: 
· Helping families to develop achievable goal based action to address their needs

· Working with families to implement their action plan

· Actively monitoring the achievement of action plans to ensure family needs are being addressed and families are satisfied with the service they receive.

Service intensity level

As noted above, the Family Start Guidelines state that families are assigned an intensity level based on the level of need determined during the needs assessment. High intensity families are expected to receive up to 240 hours of service during the first year in the programme, medium intensity families up to 150 hours and low intensity families 60 hours of service. These hours of service are expected to reduce during subsequent years in the programme.

Core values and principles of the programme

Family Start takes a strengths-based approach that includes: 
· developing a child-centred and family-focused service, with the needs of the child and their family determining the types and mix of services to be provided

· meeting those needs through providing a service where family/whānau workers have a primary responsibility to establish a supportive and effective working relationship with the family to ensure the achievement of agreed goals

· ensuring that the delivery of services is culturally appropriate for children and their families, with agencies, programmes and services meeting the specific cultural and ethnic needs of the clients

· basing the mode of service delivery on the principle that regular and frequent home visits that seek to address the broad spectrum of family needs are more successful than single-focus programmes.

The principles set out the roles and responsibilities of both clients and service providers in the processes of service delivery. The principles place a basic obligation on parents to ensure, at a minimum, their children’s safety. The providers’ role is to work with the parents to ensure that this minimum is achieved through a process that is responsive to individual need and is aimed at parents achieving better life outcomes.
Parents enrolled in the Family Start programme are to receive a service that (CYF 1999: 22): 
· is culturally relevant and professional

· provides access as early as possible in the client’s (i.e., the baby’s) life to a comprehensive range of services to address the physical, cultural, emotional, social and educational needs of the baby and its family and whānau
· ensures that parents are full participants in all aspects of service delivery, including programme development and service evaluation

· provides services on the basis of an agreed Individualised Family Plan so that the range of necessary and appropriate services is delivered in a timely, co-ordinated and therapeutic manner

· provides services within the least restrictive, most normative environment

· delivers services in a manner that reflects and builds on the strengths of families, their culture and community

· delivers services in a manner that reflects the provisions and principles of the Treaty of Waitangi (such principles include partnership, participation and active protection of the cultural, spiritual, economic and social environment).

As outlined in the Family Start Guidelines, to achieve the goals of the programme, the family/whānau workers need to establish and maintain supportive and effective working relationships with families. Thus, workers need to be highly skilled. Although not all need to have professional qualifications, all must have comprehensive knowledge of child health, development and parenting.

A process evaluation of the three initial pilot providers was carried out in the early stages of the programme (Evaluation Management Group, Ministry of Education 2003). As well, an evaluation feasibility report was completed in 2000 (Jakob-Hoff, Sporle, Milne and Anae 2000).

1.2
Review of literature: family early intervention programmes

This section provides a brief review of aspects of early intervention programmes to provide a context for the evaluation of the New Zealand Family Start programme. There is a substantial literature describing both the operation and the evaluation of what have become known as family early intervention programmes, also commonly referred to as home visiting programmes. We do not attempt to provide a comprehensive account of this here, but draw on insights from other literature reviews to outline the theoretical foundations, assumptions and principles of early intervention programmes and evaluation findings on programme effectiveness.

Theoretical foundations for family early interventions

In a review of family support programmes, Gray (2001) notes that parent support and educational programmes, in one form or another, have been around since the 1800s. The philosophical bases and consequent aims of such programmes have varied and include programmes intended to:

· overcome poverty and disadvantage through targeting children’s cognitive development and pre-school education (child-focused)

· promote child welfare through a holistic family approach (family-focused)
· provide parent training or empowerment in order to change parenting practices (adult-focused) and, ultimately, child outcomes.

In more recent times, initiatives have tended to combine all three approaches, with an extension of goals to incorporate health, welfare and educational outcomes, and interactions between them (Gray 2001). This comprehensive approach has been termed “family support” (Gray 2001). In this view, parent education is but a subset of what is required to strengthen families and achieve optimal outcomes for children. Early intervention programmes must additionally support families by providing assistance in other areas, such as childcare, work skills training and health care. Although, historically, the focus of programmes has been on improving outcomes for children – targeting changes in parents was designed to impact positively on child outcomes – recent iterations often incorporate goals for adult family members (e.g., self-sufficiency through provision of literacy, job training) as “desirable ends in themselves” (Powell 1993: 24).

Significantly, such approaches tend to adopt a family strengths model, as opposed to the deficit models that underpinned many early approaches (Gray 2001). In this respect, family strengths programmes tend to reflect preventive (Gomby, Culross and Behrman 1999; Weiss 1993), as opposed to remedial, approaches. However, preventive programmes are not uniform and may differ considerably with regard to the principles or assumptions informing them and, consequently, the aims and processes involved. Assumptions are often implicit. Identification of these assumptions reveals the informal theoretical framework guiding programme design. Explicit discussion of the theoretical foundations of programmes is not always available.

As Powell (1993) noted, “home visiting” family support programmes and the theoretical frameworks informing them have implicit assumptions regarding the family as inherently resourceful, and the part that individual attributes or environmental factors play in shaping parenting and contributing to family functioning. Those programmes that see environmental factors (e.g., access to housing, food, health care, social support) as primary target these, whereas those that take the stance that personal characteristics (e.g., social and coping skills, personality traits) are fundamental focus on individual competencies. Some approaches acknowledge both aspects as influential and attempt to address them in tandem. Most programmes, however, highlight the importance of early childhood as the optimal time for preventive intervention (e.g., for promoting children’s health and development), and view the role of parents as central to influencing child welfare (Gomby, Culross and Behrman 1999). In this respect, some programmes appear to be guided by theory on human attachment (e.g., Bowlby 1969; Erikson 1963). (See Olds et al 1999 for a programme that is explicitly guided by human attachment theory as well as other theoretical perspectives.)

Gray (2001) summarises various assumptions informing family support programmes:

· changing children can effect change in other family members
· providing information and parenting skills can change families

· providing personal counselling can change families
· empowering parents can change families
· supporting families can change them.

It has been argued that programmes based on any of these assumptions in isolation are unlikely to be effective (Gray 2001). 

Additionally, Carter and Kahn (cited in Gray 2001) have identified a number of assumptions or principles most commonly found in family support programmes. These principles are (Carter and Kahn, cited in Gray 2001: 9):
· parenting is a learned skill, not instinctive

· all parents have the capacity to parent well

· all families have strengths

· all families need and deserve support, to varying degrees

· families do not exist in isolation and healthy families are dynamically engaged with extended family and the community

· children and their families differ, as do their needs and the nature of support required

· healthy parenting develops over time – “quick fixes” do not apply

· family participation in determining needed support and education is essential

· the best programmes foster partnerships with parents and develop collaborations with other agencies

· individual, family and community diversity is a resource for strengthening families.

Taken together, the assumptions identified by Gray (2001) reflect beliefs that both environmental and individual factors affect family functioning. Moreover, they clearly reflect a parental and family strengths philosophy. 

Assuming the importance of environmental aspects, some have cautioned that there are limits to what may be expected from programmes for families in the absence of attention to wider societal influences. For instance, Hoff-Ginsberg and Tardif (cited in Gray 2001) maintain that strengthening parenting behaviour through education and influencing values may affect those parenting practices derived from beliefs about children’s abilities and the merit of various childcare practices. It will not, however, alter practices that are obtained from wider social structures. Such views highlight the fact that families exist within wider social systems and environmental contexts beyond that of the immediate community and that these exert considerable influence on the family context, and upon individuals. This reflects an ecological systems viewpoint, such as that deriving from the developmental theorist Bronfenbrenner (1979). This theoretical perspective asserts that the developing individual is nested within a series of interrelated environmental systems that dynamically interact with one another and with the individual to influence development. These environmental systems range from immediate settings, to those of the community and, beyond them, to those of the broader social, cultural, economic and political context. In this theory, attempts to intervene to optimise development require holistic approaches and consideration of connections between all layers of the system. It suggests that the impact of early intervention to alter the developmental pathways of individuals and families will be moderated by conditions prevailing in the wider contexts. As noted by Gray (2001: 1): 
The social and economic context in which programmes are delivered and the availability of high quality, culturally sensitive and accessible community services influence the effectiveness of comprehensive family focused programmes. 

In summary, the literature shows that, while not always explicitly identifying their theoretical foundations, most programmes are underpinned by a set of assumptions and/or a philosophy that reflect, to varying degrees, the importance of individual and environmental aspects in the design of preventive, family early intervention programmes. These programmes can be interpreted in the light of current developmental theories that emphasise the importance of early child–caregiver relationships as well as the contexts and conditions within which development occurs.

Evidence on the effectiveness of early intervention programmes

In reviewing outcomes from family early intervention programmes, Gray (2001) noted that evaluating and reviewing programmes is highly problematic. Apart from a few broad commonalities, there is often wide variability on various programme dimensions, such as objectives pursued, type of service delivery, targeted recipients, and service provision. This variability makes comparison difficult if not impossible. Moreover, within programmes, differences are common between sites administering a programme, which further complicates evaluation:
Some programmes, such as Family Start, have broad overall objectives and general outcomes for children and their families. Within these broad objectives, services are individualised to families based on the family’s needs and desires, the child’s age and the programme’s philosophy and staffing pattern. The outcomes of such programmes can be particularly difficult to document, because of their individual variation. Control groups are almost impossible to establish and it is difficult to control for family variables. (Gray 2001)
The following discussion of evaluation findings is limited to programmes that are delivered directly into the family home, like Family Start, and that have been systematically evaluated. Firstly, findings are summarised from a comprehensive review of programmes conducted by Olds and Kitzman in 1993. Subsequently, findings from a more recent review of evaluation findings (Gomby, Culross and Behrman 1999) are outlined. Evaluation findings from the Olds and Kitzman (1993) review are grouped according to targeted recipients and broad aims. 

Prenatal programmes

In a review of seven programmes targeted at parents during the prenatal period to improve infant delivery and birth weight, no effects were found with the exception of one study, which found higher birth weights among children of very young adolescents (14–16 years of age) compared with those in the control group (Olds and Kitzman 1993). Of the two programmes measuring impact on health-related behaviours, one revealed success at reducing smoking and improving the diets of participants, while the other obtained no effects for smoking behaviour, but did reveal greater knowledge of pregnancy complications for women in the experimental group compared with the control group participants. (Olds and Kitzman expressed concern over the lack of research on improving health-related behaviours during pregnancy, particularly given evidence that behaviours such as maternal smoking may be altered with benefits for infant birth weight.) Of three studies examining effects on social support as a result of participation in a programme, all found improved psychosocial functioning on some aspects (e.g., more positive expectations about delivery, fewer worries about newborns, improved informal support) among pregnant women in home-based programmes compared with control participants.

Olds and Kitzman (1993) summarised the findings on prenatal home-based programmes, stating that the evidence suggests that they can have positive effects, although this is not always the case. They detail a number of participant and programme characteristics thought to be influential in contributing to programme effects. These include focusing assistance appropriately according to risk characteristics, intensity of services provided, and focus on social support in conjunction with assistance for behaviour change. 

Programmes for parents and preterm/low birth weight babies

Four programmes reviewed by Olds and Kitzman (1993) aimed to enhance child cognitive development of preterm and low birth weight infants by targeting caregiving practices. All were found to have impacted positively on development for children of families who remained enrolled in the programme. However, drop-out rates were high. For the four studies investigating programme impact on maternal caregiving, three obtained positive results, finding that families who were home visited provided more stimulating environments for child development. Two studies that examined the impact of home visiting on aspects of children’s physical health suggested positive effects, although results for one study were inconclusive due to the presence of confounding variables.

Programmes for parents and children at social or economic risk

Nineteen studies designed to improve health and wellbeing for children at social or economic risk were reviewed by Olds and Kitzman (1993). Fifteen of these programmes aimed to enhance the cognitive development of children born into low-income families. These programmes focused on promoting linguistic and intellectual functioning and incorporated parental education components to support this. With regard to measures of intellectual development, findings were mixed – six studies obtained significant improvements in children’s cognitive functioning, although two suffered attrition that may have affected results. Similarly, findings were mixed with regard to measures of caregiving behaviour, with two programmes obtaining modest improvements in behaviour. There is some suggestion that programme effects were more likely where low-income, single, teenaged parents were targeted, a group at greatest risk of a variety of caregiving difficulties.

Six studies were aimed at preventing child abuse and neglect and improving child behavioural functioning and health (Olds and Kitzman 1993). Based on state Child Protection Records, none produced comprehensive reductions in child maltreatment rates. However, the authors caution against interpreting this as programme failure due to the unreliability of these data for accurately estimating child maltreatment rates (due to a tendency for maltreatment to be underestimated in the general population but overestimated in home-visited families as a result of detection bias). Nevertheless, three of six studies did show differences for some programme participants suggestive of benefits, either in reducing abuse or neglect, enhanced parenting, or decreasing use of medical services related to abuse/neglect.

Thirteen studies reviewed by Olds and Kitzman (1993) examined programme influence on aspects of child behaviour. Interpretation of findings is problematic, however, due to limited use of standardised measures to assess behavioural functioning, and difficulties with establishing the clinical significance of reported changes. Nevertheless, seven studies obtained evidence of positive effects for some aspect of child behaviour, with one study showing positive effects on a wide range of behaviours based on reasonably reliable indicators.

Ten studies examined utilisation of health services for children or children’s health status as a function of programme involvement (Olds and Kitzman 1993), seven of which demonstrated positive effects in these areas. Specifically, effects included increased use of preventive, illness, or Well Child care services, reduced emergency room visits or hospitalisations, including those for serious injury (child health services), or higher infant weights (as a measure of child health status). 

Three studies investigated home visiting programmes for caregivers of developmentally delayed or chronically ill children. Findings suggest that such programmes enable parents and children who participate to better manage disabilities and chronic illness preventing commonly associated complications.

Evaluations of New Zealand programmes

Within New Zealand, there have been several evaluations of family early intervention programmes. Parents as First Teachers Pilot Project (PAFT), which began in 1992, has undergone both process and outcome evaluations, and several evaluation reports have been completed (Livingstone 1998, 1999). The goals of PAFT were to increase parental knowledge of child development and increase parents’ confidence in parenting, increase detection and treatment of child health problems, and develop child language, social skills and problem solving abilities. An evaluation found little effect over three years, with most change relating to parents rather than child outcomes (Livingstone 1998). Effects differed according to site, with one of four sites showing more effects. Nevertheless, parent satisfaction with the home visits was high. 

Home Instruction Program for Preschool Youngsters (HIPPY) is primarily a home-based educational enrichment programme for 4–6-year-old children within economically stressed communities. The programme is highly structured, focusing on language, discrimination skills and problem solving. HIPPY programmes have been operating in New Zealand since 1992. A recent evaluation of some of the New Zealand programmes (BarHava-Monteith, Harre and Field 1999) indicated that, compared with comparable children selected within the same schools, children in the HIPPY programme achieved significantly higher reading scores on four of the 11 measures used. Furthermore, for those who completed the programme, improved developmental outcomes were obtained for children with regard to vocabulary and mathematics. Improvements parenting skills were also obtained (Gray 2001). 

Early Start was set up in Christchurch in 1995 and was modelled on the Hawaiian Healthy Start programme. Home visiting was used to enhance family change with regard to child health, maternal wellbeing, parenting practices, family economic management and crisis management (Fergusson 2003). At the two-year follow-up, it was found that, compared with the control group, Early Start participants showed a higher proportion of children attending preschool, a higher proportion of mothers who had consulted a health practitioner for depression, fewer hospital visits for illness and injury by children, fewer families in contact with welfare agencies for abuse and neglect issues, and fewer children with attention disorders. 

Summary of evidence from previous reviews

Although research on home visiting programmes has been limited in scope and revealed mixed findings, it has been suggested that results were promising (Gomby, Larson, Lewit and Behrman 1993). The issue of home visiting programmes was comprehensively revisited in an issue of The Future of Children in 1999. Gomby, Culross and Behrman (1999) summarise findings of evaluations from six programmes and highlight key areas of change needed for programme improvement. They describe findings of more recent programme evaluations as, again, mixed and “sobering”, stating that many studies revealed that:

· programmes struggled to engage and retain families
· where programme benefits were shown, they applied often to original enrolees only, were achieved for only some programme goals, and were often fairly modest. 

Wide variation was found across programmes, sites and families, and across the domains of experience they were designed to address – improvements across all domains were the exception rather than the rule (Behrman 1999). Summarising evaluation findings of the six home visiting programmes discussed, Gomby et al (1999) note that some showed positive effects with regard to change in some aspects of parenting (e.g., parental attitudes to parenting) or in child maltreatment prevention on some measures. Few positive effects were revealed regarding health-related benefits for children (e.g., immunisations, Well Child check visits). For the most part, reliable demonstrations of benefits for child development were not obtained, although some modest benefits were observed for some participating children. One of two studies assessing changes in child behaviour found benefits. Only two studies set out to directly influence the maternal life course, and only one of these two studies demonstrated improvements in the maternal life course.
Gomby et al (1999) argue that the results suggest that only some families are likely to benefit from home visiting programmes and that positive effects identified for one programme are unlikely to apply to another. Nevertheless, the authors argue that the research findings provide useful information for the improvement of services and outcomes for children and their families. They caution, however, that home-based services are not a “silver bullet for all that ails families” (Gomby et al 1999: 24) and thus argue that expectations need to be modest. This view is echoed in the following quote:
We recommend that practitioners and policymakers embrace modest expectations for these programs: no single service strategy can accomplish all the goals that these programs have been mounted to address (promote good parenting, prevent child abuse and neglect, promote children’s health and development, and change the course of mothers’ lives). We believe that home visiting programs are best funded as one of a range of services offered to families with young children. (Behrman 1999: 2)

In summary, reviews of evaluation findings on home visiting programmes highlight the difficulties involved in conducting this research and point to mixed findings with regard to individual programme effectiveness. Despite this, researchers support continued research in this area, and argue for a multi-pronged approach if accurate and valid evidence on programme effectiveness is to be obtained.

1.3
Nature of the need in New Zealand for an early childhood intervention programme

Need for an early childhood intervention programme in New Zealand was identified in the early 1990s following concerns raised over findings that children in as many as 5% of New Zealand families faced poor life outcomes due to intergenerational disadvantage (personal communication, P Irvine, October 2003). Government-commissioned research indicated that the social status of these families was marginal, and that the disadvantage suffered was self-perpetuating. The disadvantage results from a lack of resources, external restrictions and reduced expectations that are passed on to children in these families, heightening the risk that these children entered the cycle of disadvantage. A related concern was raised over findings that children of welfare-dependent families were three times more likely to rely on a benefit in adulthood than children from other families. A third concern was that of apparent gaps in the provision of social services for families resulting from fragmentation of these services. Despite a concentration of health, education and welfare spending in areas where the most disadvantaged families resided, outcomes remained poor. These concerns led to recognition of the need for a strategy to strengthen families and reduce their risk of entering cycles of disadvantage. In response, the Family Start programme was developed. 

Specifications of Cabinet directive for the Family Start programme and evaluation

Specifications for the Family Start programme and evaluation were as follows.
1.
Development of a targeted family service that: 
i 
systematically identified high-risk families

ii 
accurately assessed family need

iii
delivered family-focused services in the home by family workers

iv
co-ordinated access to appropriate mainstream or specialist services

v
provided these services as early as possible in the child’s life.

2.
Progressive implementation of the family service as follows: 
i
Stage 1: Initial prototype testing

ii
Stage 2: Further establishment of Family Start in high-risk communities

iii
Stage 3: Full national implementation of Family Start, with Stages 2 and 3 subject to Stage 1 evaluation.

Long-term effectiveness of Family Start would not be evaluated before five years. Evaluation and assessment information in years two to five would provide information on certain measures, which would allow for decisions to be made to expand the programme before final year five evaluations come to hand.

1.4
Logic model for the Family Start evaluation

Programme goals

The Government’s overarching goal for Targeted Family Services was stated as follows: 
The goal for Targeted Family Services is to improve life outcomes for children in families whose social and family circumstances put at risk good health, education and welfare outcomes for their children.

The following additional goals were proposed for Targeted Family Services:
· children will have improved health education and welfare outcomes

· parents will have improved their parenting capability and practice

· parents will have improved their personal and family circumstances.

Policy logic model

Two papers on the policy logic model for Family Start were given to the Evaluation Team by the Evaluation Management Group in 2001. The first was titled “Integrated Family Start Programme Logic” (dated 26 October 2000) and the second was titled “Review of Family Start Programme Logic”. The tables below include the sections from the programme logic tables that were most relevant to the evaluation of the Family Start programmes. 

Table 1.1: Policy logic model – delivery of services

	Family Start outcomes hierarchy
	Success criteria and standards

	4. Home-based, child-centred and family-focused services are delivered by family/whānau workers according to individual family plan, reducing in intensity over time.

Family Start services are complemented by other agencies where necessary. 


	Plans are delivered within hours of being allocated to families.

Plans are monitored and adjusted where necessary.

Families are able to progress at own pace – plans are adjusted accordingly.

Families graduate to lower intensity service level within specified time frame.

Implementation and review process is a collaborative one.

Families are positive about Family Start.

Low early exit rates.

Successful referrals are made to other agencies where necessary.

Positive relationships developed with local Māori and Pacific groups/agencies. 


Table 1.2: Policy logic model – family goals and programme benefits

	Family Start outcomes hierarchy
	Success criteria and standards

	5. Goals in individual family plans are achieved relating to: 
· child health and development;

· social educational, training and employment outcomes for adults;

· child educational development; and/or

· other goals relevant to individual families.
	· A specified proportion of goals in each family plan are achieved.

· Intangible outcomes and unexpected outcomes are recognised as successes.

· Families have information, advice and advocacy to allow them to make the best decisions for themselves or families recognise the next stage of development and have some recognised commitment to taking action/making decisions. 

	6. Benefits are maintained after programme completion and long-term gains made for individual families including: 
· improved life outcomes for at-risk children in areas of health, education and welfare;

· improved personal and family circumstances;

· improved parenting practice and capability; and/or

· other areas relevant to individual families.
	· Children are healthy, successful at school.

· More independent lifestyle, including less benefit dependency.

· Stable living situation including standard and security of housing, materials met.

· Adults in employment or training.

· Increased adult self-esteem, confidence, positive social interactions; overall family stress reduced; families strengthened.

· Establishment of formal and informal networks/participation in community/marae.

· Parents confident about parenting and have improved parenting facilities.

· Less intervention by agencies.

· Families are well informed and able to make positive choices for themselves.


Evaluation logic model

Using the policy logic model as a starting point, the Evaluation Team developed its own logic model or programme framework specifically for informing the evaluation design and data collection. This framework consists of:

· an overview framework for the Family Start programmes that indicates key connections with arrows (see Figure 1.1)
· a list of organisational operations and the services delivered (see Tables 1.3 and 1.4)
· a list of short-term outcomes for child health and wellbeing (Table 1.5) and for the caregivers (Table 1.6).

The evaluation logic model provided a useful framework for identifying key programme components and outcomes. The evaluators did not make any changes to the overall framework. However, details of specific indicators did change as it became clear that some data were feasible to collect and data derived from some sources were not feasible. For example, initially it was planned to have interviewers carry out ratings of the child’s behaviours during the interviews. However, during pilot testing, it was noted that sometimes children were not present during interviews and, if children were present, it was often not possible to arrange a “standard” setting for the observations to take place. Consequently, observational data related to variables such as “child attachment to the caregiver” and “caregiver uses effective child management skills” were not collected. It was also planned to review case notes for specific clients within each of the four providers. However, an initial trial indicated that the case notes were not in a form that would provide useful data for the evaluation.

Figure 1.1: Overview framework for Family Start (FS) programme
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Table 1.3: Organisational operations within Family Start providers

	Programme component
	Short-term outcomes expected

	Management systems

Governance and decision-making patterns, strategic plan.

Organisational resources

Resources organised and made available for service delivery.

Staff recruitment, training, support

Initial training provided for staff.

Support for staff.

Good-quality supervision provided.

Clinical supervision of staff.

Ongoing training provided.

Supervisor selection, training and support.

Monitoring of service delivery

Monitoring of intensity and effectiveness of services delivered.

Interagency communication and collaboration

Extent of links and collaboration with other local/regional service agencies.

Staff morale

Staff commitment and wellbeing.

Organisational culture and climate.
	Strategic plans and other planning documents available that facilitate effective programme operation.

Funding used effectively.

Additional resources used and “synergies” generated with other programmes.

Staff rate their staff training positively.

Staff see themselves as being competent in the work they do.

Staff have attended ongoing training.

Staff competencies increase over time.

Managers and staff can report clearly the services being delivered.

Reviews and audits of casework have been carried out.

Staff in other agencies have positive views about the work done by Family Start. Regular use of referrals to and from Family Start.

Staff report satisfaction with their work.

Staff see FS provider as being a good employer.


Table 1.3 (on organisational operations) informed the development of the topics covered during interviews with Family Start managers and supervisors.

Table 1.4: Services delivered by the Family Start provider

	Programme component
	Short-term outcomes expected

	Needs assessment

Assessment of family needs and strengths.

Intensity level of home visits

Appropriate intensity level of visits set.

Home visits

Effective rapport developed between family/whānau worker and primary caregiver.

Goals are developed with caregiver that are appropriate for the needs, resources and competencies of the caregiver.

Caregiver is encouraged to work on goals.

Worker facilitates the development of a safe home environment.

Use of other services

Worker facilitates contact with other services needed by family.
	Needs and strengths assessments completed within expected time. Assessments provide information for effective visiting programme.

Intensity levels recorded accurately and rationale for initial level and changes seem appropriate.

Primary caregiver reports good working relationship with worker.

Family plan/goals in records and database. Goals updated regularly.

Case reviews carried out on each client family by worker.

Home observations indicate a safe home environment.

Client families have used other services when needed.


Much of the information outlined in Table 1.4 was obtained from the national database (intensity levels), reports from caregivers, and the survey and interviews with Family Start staff. 

The data collected for the topics covered in Tables 1.5 and 1.6 below were mostly obtained from the interviews with caregivers.

Table 1.5: Child health and wellbeing outcomes

	Outcomes component
	Short-term outcomes expected

	Health and health care

Infant is provided with health services needed for Well Child checks, immunisations, any illnesses and injuries. Neglect and abuse are avoided.

Safe home environment

Early learning experiences

Physical and social development

Infant makes suitable progress and meets expected milestones for physical and social development.
	Visits to Well Child clinics.

Regular use of one medical service.

Immunisations by expected age.

Medical visits for illness and injury needing medical attention.

Caregiver is providing a safe home environment with low levels of risk and appropriate stimulating activities.

Child has experienced a range of activities and experiences suitable for child’s age group. Attendance at a preschool, childcare facility or playgroup.

Infant reaches milestones at appropriate age. Shows age-appropriate social skills.


Table 1.6: Primary caregiver strengths, health and competencies

	Outcomes component
	Short-term outcomes expected

	Family strengths and coping

Family members are developing strategies and competencies to cope with significant life events.

Family has some control over everyday events.

Health-related care

Primary caregiver and other family members in household report healthy behaviours.

Caregiver relationship with child

The development of a warm relationship with the child based on effective childcare and management techniques.

Caregiver mental health

Primary caregiver has sufficient stability to provide appropriate care for infant.

Needs for mental health services are met when required.

Other family outcomes

Social support provided by family members and others for primary caregiver.

Education and personal development involving caregiver. 
	Positive changes in family strengths and coping are evident.

Increases in sense of control over everyday events.

Caregiver uses medical services when needed. Reductions in smoking or drug use. If smoking, reduction in exposure of children to smoke.

Caregiver has a warm caring relationship with the child.

Caregiver uses appropriate child management techniques.

Caregiver is able to provide effective care for child or arrange alternative care during periods of instability.

Positive changes shown in progress on relevant goals.


2.
Method

This section outlines:

· the aims and objectives for the evaluation
· the evaluation design
· sampling
· data collection methods and procedures

· data analyses
· limitations of the research methodology.

2.1
Aims and objectives for the evaluation

The three main aims for the outcome evaluation were as follows.
1. To determine the short-term outcomes for children and their families who participate in the Family Start programme.

2. To identify how Family Start influences, and is influenced by, other service delivery agencies in the local community and the possible effects of this on outcomes for children and their families.

3. To identify any ways in which the Family Start programme can be altered or improved to better meet the needs of at-risk children and their families.

The objectives associated with each of the three main aims are listed below.

Specific evaluation objectives

The objectives for the outcome evaluation, which were established by the Evaluation Management Group (EMG), are described in this section. The EMG represented the three Government Ministries (Health, Education, Social Development) who provided funding for the Family Start programmes and the evaluation.

1.
To determine the short-term outcomes for children and their families who participate in the Family Start programme.

To describe the range, volume and frequency of services and interventions provided to children and their families who participate in Family Start including: 
· intensity/frequency of visits by family/whānau workers

· length of participation in Family Start (including early exit rates)

· types of services delivered by family/whānau workers (including the delivery of Ahuru Mowai/Born to Learn)

· level of referrals to other agencies and types of services provided by those agencies.

To identify the short-term outcomes for children and their families in the key domains of: 
· child health, social behaviour and cognitive development

· social, educational, training and employment outcomes for the primary caregivers of the children

· other outcome areas identified as important for individual families

· any other outcomes which are relevant to the aims of the Family Start programmes.

To identify the outcomes for children and their families of different ethnic groups, particularly Māori, Pacific and Pākehā, in the key domain areas.

To determine, as far as practicable, the extent of improvements in outcomes for children and their families (e.g., by identifying the extent to which families are making progress towards goals in family plans).

2.
To identify how Family Start influences, and is influenced by, other service delivery agencies in the local community and the possible effects of this on outcomes for children and their families.

To describe the formal and informal relationships Family Start providers have developed with other service delivery agencies in the local community, e.g., development of protocols, partnership workshops, referral meetings.

To identify the influence Family Start has had on other service delivery agencies, for example, in terms of: 
· agency workloads

· levels of referral

· practices, policies, kaupapa of those agencies

· responsiveness to clients

· outcomes for children and their families
· other impacts.

To identify the influences that other agencies have on the implementation of Family Start and its effectiveness in contributing to good outcomes for children and their families.

3.
To identify ways in which the Family Start programme can be altered or improved to better meet the needs of at-risk children and their families.

3.1 To identify factors related to the Family Start programme that affect outcomes for children and their families, for example: 
· type and frequency of services provided

· model developed by local provider, especially different cultural models of programme philosophy and service delivery

· attributes/skills/training of family/whānau workers

· cultural considerations, e.g., ethnicity matching of family/whānau workers and families

· expectations and image of the programme within the community

· relationships with referral agents and other service delivery agencies.

3.2 To identify any other factors not directly related to the programme which may influence the achievement of outcomes, for example: 
· circumstances of families, e.g., how long problems have been present or any dramatic changes in circumstances

· broader socio-economic context, e.g., availability of jobs

· availability of local services and infrastructure, , transport

· capacity of other agencies to meet demand and quality of services provided.

3.3
To make suggestions for ways the programme can be altered or improved to better meet the needs of at-risk children and their families.

2.2
Evaluation design

During the early stages of the evaluation, the Evaluation Team compiled a methodological review of research designs and measures relevant to evaluating family early intervention programmes (Thomas, Dixon and Thomas 2001). The development of outcome measures for the evaluation was also informed by the Review of Outcome Measures, produced by the Evaluation Unit, Ministry of Social Policy in June 2001. In the latter review, the preferred option (3) was stated as: 
Developing our own outcome measures instrument based on the best measures in both the literature and the database. (p. 7).

This was the approach taken by the Evaluation Team for the current evaluation.

Description of the evaluation design

For assessment of the outcomes among client families, the evaluation used a prospective longitudinal design (Time 1 and Time 2). Data was collected from client families in 2002 and 2003, with an interval of approximately seven months between the two data collection periods. Both qualitative and quantitative data were collected to describe the programme delivery and assess programme outcomes.

The four Family Start programmes that were selected for the main outcome evaluation were: 
· Waipareira-Pasifika at Massey, West Auckland

· Family Start Kirikiriroa (in Hamilton)

· Family Start Whakatane

· Family Start Nelson

All four programmes consented to be involved in the outcome evaluation. These four sites had different profiles. Specifically, they covered: 
· standalone Family Start provider and existing provider of other services

· North and South Island

· large city, small city, small town

· a provider having a high proportion of Pacific families (Waipareira-Pasifika ).

The four programmes provide four case studies, not a representative sample from the 16 provider locations. Each provider has developed their own specific style of operation, dependent on the needs of the community, as noted in the Family Start Guidelines (CYF 1999).

Evaluation design options
The main types of research designs relevant to outcome-impact evaluations of family early intervention programmes are: 
· randomised controlled trials (RCTs)

· cohort studies and cross-sectional studies

· single group with pre-post or prospective design.

A recent review of 17 United States evaluation studies of home visitor programmes affiliated with the Healthy Families America network (reports published prior to 1999) indicated that the three most commonly used evaluation designs were (Daro and Harding 1999, Table 1):

· single group pre-post or prospective design (12 studies)
· two group non-randomised design (three studies)
· randomised controlled trials (two studies).

A specific difficulty for using RCTs in early intervention programmes is that the evaluation data collection procedures (e.g., interviews with families) may not be able to maintain the “blinded” procedures, i.e., the people involved in collecting data are likely to become aware of whether specific families are in the intervention (having a home visitor) or control group (Hauser-Cram 1990: 591).

Cohort studies refer to those where the intervention and comparison subgroups are defined and outcomes for all subgroups are measured over a follow-up period (e.g., before and after measurement). Cohort studies are non-experimental longitudinal studies in that the research participants are not assigned to the intervention or control groups by the research team.

Cross-sectional studies are similar in design to cohort studies, except that outcomes are measured at one point in time, usually at the same time as the intervention and comparison groups are defined. They involve a single comparison between an intervention and a “control” or comparison group.

In a single group prospective design (which commonly uses pre- and post-intervention measurement of outcome indicators), one group is measured at two or more points in time. The main focus is on whether there have been changes on the indicators for which data are collected. These studies may compare intervention group changes with national or regional indicators to see if the intervention groups have changed more than other groups. The limitation of this design is that there may be more general changes occurring in the populations of interest. Researchers have no sure way of knowing how much of any change is due to the intervention programme and how much might be due to broader changes taking place outside the control of the intervention programme.

With single group prospective designs, it is common to gather information from parents, children and families about the time the mother enters the programme (e.g., just before or after the birth of the client child), and then at 12-month intervals. In longer-term evaluations, data gathering may continue until the end of the programme (e.g., when the child is aged three years) or even longer in some studies. For example, Olds et al (1998) followed up families for 15 years.

Selection of Family Start outcome evaluation design

In 1998, the decision was taken by Ministries of Health, Education and Social Development officials to have a process evaluation in three prototype Family Start sites and an outcome evaluation in one site. A feasibility study was undertaken in 1999 to determine which of four outcome designs would be best. These were:
· an RCT

· comparison of intervention families with national norms

· an intervention/comparison group design

· regression discontinuity design.

Prior to the feasibility study, the recommended design was an RCT with random assignment of the families referred to Family Start to an intervention or control group. A comparison of the outcomes for these two groups would then determine the impact of Family Start services on their clients. In 1999, a commissioned report advised that there was little support among providers (the Trust Boards/staff of Family Start sites) for RCT or any of the other four options. Indeed, there was strong provider resistance. The subsequent change of direction increased the acceptability of the outcome evaluation among providers. Additionally, Ministries of Health, Education and Social Development staff had noted that programme delivery was not yet stable enough for an RCT design and that delivery differed across provider socio-cultural contexts. As well, the number of families entering at the site where an outcome evaluation had been proposed were too low to be able to meaningfully differentiate between Māori, Pākehā and Pacific peoples in terms of outcomes. The fact that early differences in eligibility criteria across sites were evident was a problem for the regression discontinuity measure proposed. In 2000, the Health, Education and Social Services Officials Group (HESSOG) agreed to a revised approach to the outcome evaluation – a single group longitudinal design (Time 1 – Time 2 repeated measures), with no control or comparison group. 

Selection of outcome measures

One of the dilemmas in evaluating early intervention programmes is how to measure the effects of services with research designs that do not use randomly selected groups. Children and families change over time, regardless of whether they are involved in planned intervention programmes, and there are many influences on such ongoing changes. Evaluators have to work out how to disentangle the influences on change so that changes due to intervention programmes can be clearly identified. This is a difficult task (Hauser-Cram 1990).

In reviewing evaluation measures for New Zealand programmes, some specific criteria are relevant to assessing suitability, in addition to the usual methodological criteria that would be used (such as validity and reliability). These criteria include assessing the extent to which measures are:
· relevant to the objectives, core components of service delivery, outcomes and impacts of the New Zealand Family Start programmes

· feasible to use in terms of time, language style and literacy levels for families involved in the New Zealand Family Start programmes

· culturally and ethnically appropriate for use with New Zealand families, and particularly with Māori and Pacific families.

Previously published scales or measures, which had available data relating to the validity and reliability of the measures, were considered. Some of these measures had New Zealand developed norms. The review noted earlier (Evaluation Unit, Ministry of Social Policy, June 2001) concluded that developing in-house measures was the preferred option, compared with either using measures from the Family Start database or choosing existing measures available for use or purchase. The reason for preferring to develop evaluation-specific (“in-house”) measures was that none of the existing measures available were considered sufficiently sensitive or culturally appropriate for measuring change in family and child health and wellbeing in New Zealand families over a relatively short time period (e.g., 1–2 years).

During the initial stages of data collection, the possible use of paper copies of case notes was assessed as a possible data source for programme delivery and outcome purposes. These case notes were kept by the family/whānau workers and the supervisors. The Nelson and Hamilton providers made available a small sample of case notes for carrying out this assessment. Following careful scrutiny by a member of the Evaluation Team, the potential use of the notes was discussed at a project meeting. A decision was made not to use case notes as a data source for the following reasons:

· the format of notes did not allow the extraction of standard information across clients (e.g., not all events and processes of interest to the evaluators were systematically recorded in the notes)
· a large amount of time was required to extract potentially useful information from the notes, which meant that this source of data was not cost-effective.

2.3
Sampling

Description of the sample design

There were four main samples included in the evaluation. These were: 
1. caregivers who were clients of the Family Start programmes (caregiver interview sample: initial sample n = 142, follow-up sample n = 104, exit interviews n = 18)

2. interviews with Family Start staff, including managers, supervisors and family/ whānau workers (home visitors) from four provider organisations (staff interview sample n = 34)

3. survey of Family Start staff from four provider organisations (staff survey sample 
n = 138 from 15 providers in 2003)

4. interviews with staff in other agencies having links with Family Start providers (external agencies interview sample n = 20 in 2002 and 22 in 2003).
Description of the sample recruitment process

Caregiver sample recruitment
Table 2.1 shows the families on the Family Start database, clients selected by each of the four Family Start providers to be interviewed, and the number of caregiver interviews undertaken. For reasons outlined in the evaluation feasibility report (Jakob-Hoff, Sporle, Milne and Anae 2000), random selection of the sample was not undertaken. In addition, the issues pertaining to sample selection were canvassed with the providers and the Evaluation Management Group during the scoping study undertaken prior to the commencement of the evaluation. As a result, it was deemed that it would not be appropriate for the evaluators to approach caregivers. To this end, the four Family Start providers were asked to approach all families who had joined the programme since 1 January 2001 and who had completed the initial assessment and seek their consent to be interviewed. Staff were asked to exclude only families who were “in crisis”, for whom an evaluation interview would be inappropriate. The number of families sent to the Evaluation Team, by each of the four providers, is shown in row 2 of Table 2.1.

Table 2.1: Sample numbers for caregiver interviews

	
	Waipareira-Pasifika 
	Nelson
	Whakatane
	Hamilton
	Total

	1. Clients active & exited Jan 01 to June 02 
	Act 78

Exit 20
	Act 92

Exit 50
	Act 108

Exit 59
	Act 75

Exit 45
	Act 289

Exit 84
	Act 642

Exit 258

	2. Clients sent to Evaln Team by Oct 2002
	28 Māori
	28 Pacific & other
	36
	23
	63
	178

	3. Unable to contact or declined 
	10
	5
	5
	2
	14
	36

	4. Interviewed between 1 May & 30 Nov 2002
	18
	20
	32
	21
	51
	142

	5. Interviewed between 18 Feb & 10 Jun 2003
	15
	18
	21
	16
	34
	104


Note: Data in row 1 taken from Family Start national database.

For exit interviews, providers were asked for the details of at least eight caregivers who had exited the Family Start programme at least six months prior, who were willing to participate, and for whom contact details were available. As detailed in the Report on Development of Family Start Evaluation Plan (Phase 1 Report), a total of 20 exit interviews were planned. The provision of a larger number of caregivers allowed for attrition. Attempts were made to contact all caregivers whose details were provided. However, contact could not be made in all instances as some caregivers appeared to have moved on or did not respond to requests for contact.

Response rates and caregiver sample characteristics

There was considerable variation in the proportion of “active” client families referred for interview. The overall proportion interviewed in 2002 was 22% (142/642) of active clients. We were unable to obtain information from providers about the number of families approached by providers, the number who declined to be interviewed and the number assessed as “inappropriate time to interview”. Nearly all the caregivers interviewed were mothers (140/142) of the client child in the Family Start programme. One father was interviewed and one grandmother. In this report, we primarily use the term “caregivers” to refer to the sample, but occasionally “parents” and “mothers” are used (e.g., when referring to breastfeeding).  It should be noted that the number of Pacific caregivers interviewed was relatively small (2002 N=25, 2003 N=19), and that the greater majority of them were associated with the same Family Start provider.  This limits the conclusions that may be drawn with respect to Pacific families and the Family Start programme.
Compared with database information of active (61%) or exited families (39%) among the four providers, proportionately more of the caregivers interviewed were from the active families (87%) compared with families who had left the programme. One of the key factors determining availability of the exited families for interview was whether they could be contacted. Family Start staff reported that many of those who had left the programme had moved from their previous address and could not be contacted.

Staff interview sample recruitment

The samples of family/whānau workers and supervisors who provided interviews in 2002 comprised a total of 28 family/whānau workers and six managers and/or supervisors across the four sites. Among the family/whānau workers interviewed at each site, four were male. 

All four managers were interviewed from the four provider sites. A request was made to interview supervisors when available and about 4–6 family/whānau workers, depending on the staff numbers at each site. 

Staff survey sample recruitment
Copies of the self-completion questionnaire were couriered to managers in a packet that contained envelopes addressed to individual staff at each of the 16 Family Start providers in May 2003. Staff lists were supplied by the managers. A total of 138 usable survey questionnaires were returned from the 249 surveys that were sent to supervisors, family/whānau workers and key contact persons at the 16 Family Start sites. This represented a return rate of 56%.

From the four providers participating in the outcome evaluation, 57 completed the staff survey (response rate of 63%). The relatively low response rates from some sites probably reflected a low priority for the survey among some managers and staff. It is not clear what biases may have occurred with the low response rate.

Table 2.2 shows the work roles of the 57 staff from across the four sites who completed the 2003 staff survey.

Table 2.2: Work roles of respondents in Family Start staff survey

	Role
	Site

	
	Waipareira
	Nelson
	Whakatane
	Hamilton
	Total

	Family/whānau worker
	9
	10
	2
	27
	48

	Supervisor
	1
	–
	–
	5
	6

	Other staff* 
	1
	2
	–
	–
	3

	Total
	11
	12
	2
	32
	57


* Positions combining key contact worker and family/whānau worker, supervisor, etc.

Forty-eight females and seven males completed the survey (two workers did not specify their gender). The mean age of the staff was 40.31 years (SD = 7.83) and staff had been employed for an average of 19.87 months (range 2 to 53 months). Overall, 40% of staff held a recognised educational qualification (total sample 38%). In both Hamilton and Nelson, the majority of the staff who completed the survey held a qualification.

External agencies staff interview sample recruitment
Information from the national database and from Family Start staff was used to identify agencies to whom Family Start referred clients and from whom clients were referred to Family Start. Based on this, a list of agencies was drawn up for each site, taking into consideration as far as possible the type of service/agency and the frequency of referrals to/from Family Start. Lists included government agencies (e.g., CYF, Work and Income
), child services (e.g., Barnardos, Tamariki Ora, Plunket, kindergartens), hospital/health services (e.g., newborn units, child and adolescent mental health units), education providers and social service agencies. Attempts were made to randomly select agencies from the variety available. However, not all of the agencies listed on the database or by Family Start staff as those with whom providers had contact were able to be contacted due to insufficient information being available (e.g., no contact details supplied, incorrect contact details supplied, no listings available for agencies), making valid response rate data indeterminable. Some agencies that were contacted were unable to comment as they stated that they had had limited or no recent contact with Family Start. No patterns emerged for those agencies who provided comment and those who declined or did not respond to messages left.

In 2002, interviews were conducted with staff from 20 external agencies from across the four sites. In 2003, all of these agencies were contacted again, and 14 provided second interviews. In addition, spokespersons were interviewed from two new external agencies that had been unavailable in 2002. As very few educational providers had made up the original list of interviewees, information was again sought from the national database to identify these agencies in each region. As a result, six additional interviews were conducted with educational providers.

2.4
Data collection methods and procedures
Description of the data collection instruments
Data collection focused on gathering programme delivery and impact data from the following five sources:
1. the Family Start national database for the 16 provider programmes
2. interviews with 142 caregivers who were clients of the four Family Start programmes, follow-up interviews with 104 of these caregivers, and 18 interviews with clients who had left the programme
3. interviews with Family Start staff, including managers, supervisors and family/ whānau workers
4. survey of Family Start staff across the 16 providers (a total of 138 completed questionnaires were received)
5. interviews with staff from external agencies who referred clients to Family Start or to whom Family Start staff referred clients.

Table 2.3 provides a summary of the links between the evaluation aims and the main data collection procedures used for the evaluation. Details for data sources 2–5 are outlined later in this section.

Table 2.3: Summary of methods for Family Start outcome evaluation

	Aim
	Methods

	1. To determine the short-term outcomes for children and their families who participate in the Family Start programme.


	· Analyses of data collected from client families, family/whānau workers and other sources at two points in time for each of the four Family Start programmes. 

	2. To identify how Family Start influences, and is influenced by, other service delivery agencies in the local community and the possible effects of this on outcomes for children and their families.
	· Interviews with Family Start providers and staff in other service agencies.

· Information from other service agencies.



	3. To identify ways in which the Family Start programme can be altered or improved to better meet the needs of at-risk children and their families.


	· Interviews with Family Start clients, managers, staff, referral agencies and other service providers.

· Analysis of all information collected from Aims 1 and 2.


Family Start national database 

Data taken from the Family Start national database was used for the evaluation. In the initial stage of the evaluation, a “codebook” was developed to assist identification of data fields and scoring codes used in the database. Some data already being collected for the database were not included in the caregiver interviews (e.g., immunisation information, age of mother). There was deliberate overlap for some data (e.g., reported goals and goal achievement) to allow consistency checks during the data analyses.

Caregiver interview questionnaires

A comprehensive interview questionnaire comprising structured, semi-structured and open-ended questions was developed for the 2002 interviews with caregivers. A total of 142 interviews were completed in 2002. The same questionnaire was used in 2003 with minor modifications (e.g., clarification of reasons for not breastfeeding). In 2003, 104 interviews were completed. A few additional questions were developed for the interviews with caregivers who had exited from the Family Start programme. The 2003 caregiver interview questionnaire is shown in “Outcome / impact evaluation of Family Start: Appendices”.

The main topic areas covered in the caregiver interview questions were: 
· household composition and details about the child

· reports of contacts with the family/whānau home visitor

· child health, illnesses, accidents and use of health services

· caregiver demographic details, including education and training

· caregiver health and health-related behaviours

· caregiver interaction and relationships with child

· caregiver resources, social contacts and social support

· family strengths.

The specific questions, items and scales used in the caregiver interviews were derived from several sources. Several were developed by the Evaluation Team specifically to measure client outcomes for Family Start. Some items were used directly from other sources and some were adapted from other sources. Table 2.4 summarises the scales used and sources of these scales.

Table 2.4: Scales used to measure outcomes – caregiver interviews

	Interview question number and scale name
	Source of items
	Number of items
	Items used in final scale

	18 Rating of home visitor
	Some adapted from Hawaii Healthy Start Evaluation (McFarlane 2001); some written by Evaluation Team
	17
	15 in two scales

	34 Closeness to child
	Christchurch Early Start Qnn2 
	8
	4

	35 Caregiver routines
	Christchurch Early Start Qnn2 
	7
	4

	36 Child management
	Christchurch Early Start Qnn2 
	6
	4

	37 Child problem behaviours
	Christchurch Early Start Qnn2 
	8
	8

	52 Help around house
	Maternal Social Support Index Pascoe and French 1990
	10
	10

	59 Social functioning
	SF36 Q10 Ware et al 2000
	1
	1

	60 Vitality
	SF36 Q9 Ware et al 2000
	4
	4

	60 Mental health
	SF36 Q9 Ware et al 2000
	5
	5

	61 Sense of control
	Pearlin and Schooler 1978
	6
	3

	62 Family strengths
	Developed by Evaluation Team
	5
	5


Family Start staff survey

The staff survey questionnaire used in 2003 was developed in consultation with the Evaluation Management Group. Family/whānau workers, supervisors and key contact workers were invited to complete the anonymous survey. The self-completion questionnaire comprised structured and semi-structured questions covering the following topics: 
· experience and background of family/whānau workers

· training relevant to Family Start work

· work with client families

· clinical supervision

· contact with other agencies.

Description of the data collection procedures

Caregiver interviews

The interview schedule outlined above was used for the 142 (in 2002) and 104 (in 2003) caregivers who were interviewed in their homes. (The schedule is included in the appendices.)
Quality assurance for caregiver interviews

In 2003, all caregivers who were interviewed were invited to complete a short feedback survey on how they experienced the interview (see the appendices). Surveys were left with the caregiver along with a stamped addressed envelope. Sixty-nine (66%) caregivers returned completed surveys. Caregivers were asked to rate the interviews on three issues: 
· How clear was the explanation given for the survey? 

· How comfortable did you feel responding to the questions? 

· How confident did you feel that the information provided will remain private and confidential? 

Caregivers responded on a scale of 1 to 5, where lower scores represented a more positive response. Mean response scores were between 1 and 2 for all three items, indicating mostly positive responses. Many respondents added positive comments about the interviewer and/or the experience of participating in the evaluation.
Interviews with staff in external agencies

In 2002, interviews were conducted with representatives from a variety of external agencies identified by sites as those with whom they have contact. All those listed for whom contact numbers could be established were contacted and invited to participate. Among these were: Child and Adolescent Mental Health Services, New Born Unit/Neonatal Outreach Nurse, Pasifika Healthcare, Barnardos (includes Family Daycare Services), Work and Income, CYF, Housing New Zealand Corporation, Public Health Nurse, Hospital Liaison Nurse, Plunket, Catholic Social Services, Respite Care Provider, Domestic Violence Programme Provider, Drug and Alcohol Programme Provider, Parentline, Early Intervention Maternal Mental Health Service.
Staff from six external agencies were interviewed in relation to Nelson and Hamilton Family Start, five were interviewed in relation to Whakatane Family Start and three were interviewed in relation to Waipareira-Pasifika Family Start. (In order to protect the anonymity of staff interviewed and their agencies, agency names are not reported for specific providers or information about locations where anonymity might be compromised.) Interviews were subject to staff availability and agreement to be interviewed. In some instances, agencies declined to be interviewed, as they had no comment to make due to lack of contact.

In 2003, the same providers were contacted for follow-up interviews. These were possible for 14 of the original 20 external agencies. Three sites had had no contact with Family Start since the first interview and so could not comment further, while three other agencies could not be contacted despite multiple attempts on the part of the Evaluation Team. In all but three instances, the person interviewed previously was interviewed again. In these three cases, the reason given for a different person being interviewed was unavailability of previous interviewee, because either they had left the organisation or they were otherwise unavailable for comment. Representatives from two additional external agencies (a community paediatric service and a midwife agency), who had been unavailable in 2002, were interviewed in 2003. (These external agencies were from the communities of two different Family Start sites.)

As very few educational agencies had appeared on the original list of external agents provided by sites in 2002, a list of educational programmes that Family Start had received referrals from or made referrals to in each area was obtained from the Family Start national database. Where contact details could be determined, agencies were contacted for comment. This resulted in an additional six interviews with external agents from the communities of three of the four sites. (No additional educational agencies in Nelson could be interviewed. However, one educational provider in the Nelson region was included in the interviews conducted in 2002.) Educational agencies included adult literacy and adult training providers, kindergartens and special education early intervention providers. 

2.5
Data analyses

The key areas of focus for the evaluation were provided by the Family Start programme outcomes (children will have improved health, education and social outcomes; parents will have improved their parenting capability and practice; parents will have improved their personal and family circumstances (CYF 1999: 5)).

Description of the data analyses

The analyses undertaken for this report included comparisons across key variables by ethnic group and provider site and between the caregiver interviews in 2002 and 2003. Statistical tests (e.g., chi square and ANOVA) were used to test whether differences over time or across samples were significant. Comparisons were made between the 2002 and 2003 scores for caregivers to assess any changes over time. The sample of 104 who completed both interviews has been used for these repeated measures comparisons where significant differences were evident. In some instances, data have been reported for the total 2002 sample of 142 where these data were relevant or of specific interest.

Comparisons between the 104 caregivers who completed both interviews and the 38 caregivers who only completed the 2002 interviews indicated a few differences on demographic and other variables. The 38 caregivers who completed only the 2002 interview were more likely to: 
· be recorded on the database as having exited the programme about the time of the 2002 interview (12 out of 38 compared with 4 of 104, p < 0.001)

· be Pākehā or other (34%) than Māori or Pacific (20%, p > 0.05)

· have a younger child (mean 8.8 months compared with 11.5 months, p = 0.052)

· rate the family/whānau worker more positively on the “quality of interactions with visitor” scale (mean score 49.44 compared with 47.34, p = 0.03).

The relationships between caregiver characteristics and variables such as age of target child, time in programme, work outside home, and daycare attendance have been reported where these are significant. For interval variables and scales derived from ratings responses, correlations were calculated.

Where a programme starting date was required, the data were obtained from the Family Start national database using the start date recorded for the needs assessment on entry into the programme. Although referrals to external agencies may occur prior to this date, there is not supposed to be contact between the family/whānau workers and their clients until this date. The client’s anniversary date (used to calculate projected hours) and their planned exit date are all derived from the needs assessment start date. Where other dates have been used to select data from the national database, these have been specified with the relevant data.

Analyses of item sets used in caregiver interviews

For variables derived from sets of items for which New Zealand reliability data were not available, a scale analysis was done on the 2002 full sample data (N = 142) to check whether the items formed consistent scales. These item sets are shown in Table 2.5. Corrected item–total correlations and coefficient alpha (a measure of internal consistency) were used to assess which items were included in the final scales. A minimum corrected item–total correlation of 0.30 was used to select the items included in each scale. As there were no previous data available on internal consistency for most of the scales, it was important to check which items were contributing to a single consistent dimension within the sample of caregivers. 

Table 2.5: Validity and reliability of caregiver scales

	Interview number and scale name
	Items in final scale
	Coefficient alpha

(N = 142)

	18 Rating of home visitor
	11 items

4 items
	0.90

0.77

	34 Closeness to child
	4
	0.78

	35 Caregiver routines
	4
	0.71

	36 Child management
	4
	0.58

	52 Help around house

(Maternal social support)
	10
	0.78

	59 Social functioning (SF36)
	1
	0.78*

	60 Vitality (SF36)
	4
	0.82*

	60 Mental health (SF36)
	5
	0.80*

	61 Sense of control 
	3
	0.69


* Data from Ministry of Health (1999) national survey, p. 257.

Rating of home visitor (Q18)

Caregivers were asked to rate their satisfaction with the family/whānau workers who visited them on 17 items using five response options ranging from “Strongly agree” to “Strongly disagree”. Some of the items were taken from the Hawaii Health Start Evaluation and some of the items were written by the Evaluation Team. No data were available for the validity and reliability of the Hawaii Healthy Start home visitor rating scale.

A scale analysis of the 17 items (principal components factor analysis followed by a Varimax rotation) indicated that there were two consistent factors, from which scales could be formed, that included 15 of the items. These scales were labelled as: 
· quality of interactions with visitor (11 items)

· assists family/whānau support (4 items).

The items most closely associated with each of these scales are shown below, with the item–total correlations and scale characteristics. Both scales had acceptable levels of internal consistency (alphas of 0.90 and 0.77). The two scales correlated significantly 
(r = 0.67, p < 0.0001).

Quality of interactions with visitor (11 items)

· S/he helped me understand my baby’s needs.
· S/he encourages me to make my own decisions.
· My working with her/him helps my child’s development.
· S/he cares about what happens to me.
· S/he is sensitive to how I feel.
· S/he helps me set goals and make a plan for reaching them.
· S/he helps me understand my child’s behaviour.
· S/he always turns up for visits we have arranged.
· The work s/he and I do together builds on my strengths.
· It’s easy for me to contact her/him.
· I would recommend Family Start to a friend.

Assists family/whānau support (4 items)

· S/he helps my family/whānau get along better.
· S/he has strengthened the support I get from my whānau/extended family.
· S/he helps me develop quality of interactions with people I can count on.
· S/he helps me learn how to solve my problems.

Child management (Q36)
Analysis of the questions relating to management of child behaviour showed that four items formed a single dimension (2002 coefficient alpha = 0.58) associated with the use of positive management techniques. These items were as follows.
· Children can learn good discipline without being smacked.
· I try to distract my child when s/he wants something that s/he cannot have.
· I try to keep my child occupied to keep him/her out of trouble.
· Someone always keeps an eye on my child to redirect him/her if s/he is about to get into trouble.

Response options for these items were: 3 = Definitely true, 2 = Somewhat true, 1 = Not true, possible range 4–12.

Maternal social support index (Q52 Help around house)

An alpha coefficient of 0.78 was obtained, indicating adequate internal consistency. In addition, the instrument has been shown to be stable over time, with test–retest correlations of 0.72 at birth and eight weeks, and 0.75 at birth and nine months (Pascoe and French 1990). Personal correspondence with the author (JM Pascoe, September 1990) confirmed that the inventory has multicultural applicability. In addition to having been used widely in the United States, it has been used in Turkey, Japan and India.

Closeness to child (Q34)
Analysis of responses to eight items about caregivers’ feelings of closeness in relation to their child showed that four items formed a single factor (2002 coefficient alpha = 0.78). These items were as follows.
· My child and I have warm close times together.
· I like hugging, kissing and holding my child.
· I often cuddle my child.
· I enjoy being with my child for long periods.

Response options for these items were: 3 = Definitely true, 2 = Somewhat true, 1 = Not true, possible range 4–12.

Caregiver routines (Q35)
Analysis of the items about caregiving routines revealed one factor comprising four items (2002 coefficient alpha = 0.71). These items were as follows.
· I have established a bedtime routine for my child (e.g., bath, pyjamas, read a story).
· I feed my child at similar times each day.
· My child has a set bedtime.
· I start the day around the same time most mornings.

Response options for these items were: 3 = Definitely true, 2 = Somewhat true, 1 = Not true, possible range 4–12.

Sense of control (Q61)
A three-item scale measured the degree to which caregivers felt they had control over what happened to them (coefficient alpha = 0.69).

· I am confident I can solve most problems I have.
· What happens to me in the future depends on me.
· I can do just about anything if I am determined enough to do it.

Vitality, mental health and social functioning (Q60,59)
Three subscales from the Short Form 36 (SF36) questionnaire (Ware et al 2000) of physical and mental wellbeing were included in the caregiver questionnaire. These were vitality, mental health and social functioning. As well, several items were used to measure sense of control and family strengths. This section reports the findings for these scales and items.

The vitality scale comprised four items: 
In the past four weeks

· Did you feel full of life? (–)

· Did you have a lot of energy? (–)

· Did you feel worn out?

· Did you feel tired?

The mental health scale comprised five items: 
In the past four weeks

· Have you been a very nervous person?

· Have you been so down in the dumps that nothing could cheer you up?

· Have you felt downhearted and blue?

· Have you felt calm and peaceful? (–)

· Have you been a happy person? (–)

(The above items were reverse-scored so a higher score indicates better health. The response options for the vitality and mental health items were a 6-point scale from 1 = All of the time to 6 = None of the time.)

One question taken from the SF36 was asked as an indicator of social functioning: “During the last four weeks how much of the time have your physical health or emotional problems interfered with social activities (like visiting with friends, relatives, etc)?”. Caregivers responded to the statement on a scale of 1 to 5, with low scores indicating greater degrees of impairment in social functioning.

Rationale for the data analyses

When using prospective (“pre-post”) designs with a single group (i.e., no “comparison” or control group), planning is needed to consider how any changes are analysed and interpreted. Although RCTs are more likely to provide clear evidence identifying the extent or types of changes due primarily to the intervention programme, what can be learned from single-group pre-post designs? Four types of analyses were considered for this outcome evaluation.

1. Examining changes occurring in key indicators of family health and wellbeing over two points in time. If the intervention programmes are working as intended, there should be decreases in negative indicators (e.g., injuries, child abuse) and increases in positive indicators (e.g., immunisation rates) following participation in the intervention programme. It is also possible that no change in scores in the client sample between the two time periods could represent a positive outcome if there had been a general decline in some of the indicators of health and wellbeing in the at-risk families from which Family Start clients are recruited.

2. Examining relationships (e.g., correlations) between the quality of the programme delivery and family outcomes across all sites using rating of the effectiveness of home visitors (e.g., high, medium and low effectiveness) as an independent variable (cf. Gomby 1999: 29).

3. Comparing outcome indicators for intervention families with national or regional indicators. For example, comparing immunisation rates for intervention families with national data. There are two limitations to this approach. Only indicators for which there are national or regional data can be compared. Any comparisons involving national data and intervention families need to be made with national or regional data that can be stratified by similar risk factors to those used to select the families for the intervention.

4. Making comparisons across sites and/or providers. If sites/providers vary in the quality of the programme delivered, one would expect the more effective providers to show more beneficial changes when comparing similar subgroups of families (e.g., matched by needs profile) (cf. Livingstone 1999; St Pierre and Layzer 1999: 143).

The rationale outlined above provides the context for the design and implementation of the Family Start impact/outcome evaluation.

2.6
Limitations of the research methodology
Caregiver sample limitations

The sample of 142 families interviewed represented 22% of the 642 “active” families recorded on the national database at the time of the selection of these families. Clearly, this was a small proportion of the active clients and there could be considerable bias in that the sample interviewed may not be representative of the active clients among the four providers. 

Limitation of using change scores with no control group

As has been noted previously, the Evaluation Team were contracted to carry out the evaluation using a prospective Time 1 – Time 2 single sample design with no control group. The design limited the robustness of the findings in relation to other possible factors, in addition to participation in Family Start, leading to changes. In the final conclusions section, we have noted some of the emerging findings from the two-year follow-up of the evaluation of the Christchurch Early Start programme, which has been using a randomised control trial design (Fergusson 2003).
The above methodology limitations should be kept in mind when reading and interpreting the findings. Because the evaluation design was not a randomised control trial, the reported outcomes can only be considered indicative of possible trends, not confirmed evidence. In addition, because the researchers had no control over the sample selection, we have no information about sources of potential bias in the selection procedures of the caregivers interviewed. We did request that each provider approach all families regarding participation in the interviews unless there was a good reason not to approach families. 

While every attempt was made to triangulate data sources, this was not always possible. It was not possible to check some of the self-report information for consistency with data from other sources (e.g., child physical development milestones). These data should be interpreted with caution.

3.
Results: report on the programme and families it served

This section provides a description of the four Family Start providers, a profile of the client families in the Family Start national database, a profile of families included in the evaluation study, the nature and level of services provided to families, the retention of clients and length of service provided, and an assessment of programme fidelity (the extent to which the services delivered to families were consistent with the programme specifications).

3.1
The four Family Start providers

This section reports selected information about the four Family Start providers that are the focus of the outcome evaluation. All data shown in the tables in this section have been taken from the Family Start national database (referred to as the “national database”) unless otherwise stated. The descriptions of sites were supplied and checked by the respective providers.

Waipareira-Pasifika 
Waipareira-Pasifika is one of the original three pilot providers of the Family Start programme and participated in the initial process evaluation of that programme. It is a joint venture between Waipareira Trust and West Auckland Pacific Healthcare to administer the Family Start programme in the West Auckland area. The manager reports to the Waipareira-Pasifika Board.

Service delivery is provided by two teams of family/whānau workers – one Māori-focused team and one Pacific-focused team. Each team has its own supervisor and clients are offered ethnically matched family/whānau workers. Within each team, workers tend to specialise according to a combination of their skills and client needs. As a result, some workers can have a high proportion of clients with specific types of issues or specific service intensity.

Waipareira-Pasifika operates in a region with multiple service providers. Both arms of the partnership are well-established local providers of health and social services in their own right. As a result, Waipareira-Pasifika has operational and structural links with local as well as regional service providers.

Family Start Kirikiriroa

Family Start Kirikiriroa was set up to run the Family Start programme. The manager reports monthly to the trust board. The recruitment and service area is Hamilton City.

As part of their development, Family Start Kirikiriroa had meetings with referral agencies to assess how well they have been doing (organised by the Ministry of Health). They were audited by CYF, have had an external audit by the trust board and their accounts have been audited by Multiserve Accounts.

Family Start Whakatane

Family Start Whakatane comes under the umbrella of Ngati Awa Social and Health Services Trust. As well as Family Start, this Trust administers 33 contracts, including ones for a Well Family Clinic, Military Academy and Work and Income. As a multi-disciplinary organisation, they are able to draw on related services and share resources to keep administration costs down. The services provided through the umbrella organisation include a mobile immunisation service and a Well Child hui every quarter.

Family Start Nelson

Family Start Nelson is a trust set up specifically to administer Family Start. Six organisations are represented on its board – Whakatu Māori Women’s Welfare League, Ngati Koata Trust, Plunket, Barnados, Whakatu Marae and the Nelson Community.

Staff profile

Using data from the national database, the numbers of staff at each of the four providers are shown in Table 3.1. The gender of staff is not reported in the database. Most staff were women. However, all four sites have employed some male staff. The managers at Whakatane and Hamilton were male. 

Table 3.1: Staff profile for four providers 2002

	
	Waipareira
	Nelson
	Whakatane
	Hamilton

	Total current staff
	20
	19
	8
	47

	Full-time (part-time)
	20
	17(2)
	8
	45(2)

	Numbers departed (1/1/2000 to 5/9/02)
	11
	2
	5
	10

	Work roles*
	
	
	
	

	Key contact 
	2
	3
	8
	28

	Supervisor
	2
	3
	1
	8

	Caseworker
	16
	16
	7
	41


* Some staff have more than one role (e.g., supervisor and caseworker).

No information was available on the relatively higher turnover rates for Waipareira-Pasifika and Whakatane. As Waipareira-Pasifika was a “prototype” site, it has been operating longer than the other providers, some of whom started operations after January 2000. Findings from the anonymous staff survey are reported in Section 8.2.
3.2
Profile of client families: national data

To provide a national overview of the Family Start programme, the number of predicted and active clients for the 16 provider organisations as at June 2002 were taken from data supplied by the Ministry of Health. As shown in Table 3.2, there were a total of 1,943 active clients in contact with the 15 provider organisations (excluding Whangarei) as at the end of June 2002. The larger programmes with more than 180 active clients were Hamilton, Waipareira-Pasifika (at Ranui-Massey in West Auckland) and Invercargill.

Table 3.2: Active clients at 30 June 2002
	Provider


	Inservice predicted June 02
	Number

of active clients 
	% national total

 – actual

	Rotorua
	361
	152
	7.8%

	Waipareira-Pasifika
	299
	210
	10.8%

	Whangarei
	Not avail.
	Not avail.
	Not avail.

	Nelson
	184
	134
	6.9%

	Horowhenua
	154
	93
	4.8%

	Masterton
	82
	34
	1.7%

	Wanganui
	120
	144
	7.4%

	Hastings
	133
	124
	6.4%

	Gisborne
	130
	79
	4.1%

	Dunedin
	214
	115
	5.9%

	Kaitaia
	108
	78
	4.0%

	Porirua
	154
	117
	6.0%

	Whakatane
	107
	90
	4.6%

	Kawerau
	45
	37
	1.9%

	Hamilton
	431
	342
	17.6%

	Invercargill
	185
	194
	10.0%

	Total
	2707
	1943
	100.0%


Source: Data supplied by Ministry of Health, June 2003.

Table 3.3 shows the ethnicity of children (first ethnic group entered in the national database) for families who entered the Family Start programme between 1 January 2001 and 30 June 2002 (whether active clients or not). The largest ethnic groups were Māori (59%), Pākehā (26%) and Samoan (5.9%). Among the children, 12.3% were listed as being of a Pacific ethnic group.

Table 3.3: Child ethnicity June 2002 – national database

	Ethnic group
	Frequency
	Percent

	New Zealand Māori
	1,272
	59.1

	NZ European/Pākehā
	563
	26.1

	Samoan
	126
	5.9

	Cook Island Māori
	46
	2.1

	Tuvaluan
	39
	1.8

	Tongan
	26
	1.2

	Tokelauan
	16
	0.7

	Niuean
	5
	0.2

	Other Pacific Islands
	7
	0.3

	Indian, Chinese, other Asian
	17
	0.8

	Other ethnic groups
	36
	1.7

	Total Pacific families
	265
	12.3

	Total families
	2,153
	100.0


Note: Ethnicity classifications based on first ethnicity listed for children

in families starting programme between 1 January 2001 and 30 June 2002.
The number of Pacific families in the Family Start programme was taken from the Family Start national database and compared with the numbers in the four providers in the evaluation. Ethnicity classifications included as “Pacific” were: Tokelauan, Fijian, Niuean, Tongan, Cook Island Māori, Samoan, Tuvaluan and Other Pacific Islands. These data are shown in Table 3.4. Around 13% of all families in the programme are of Pacific descent based on the first ethnicity recorded for mothers. The two providers having the highest proportion of Pacific families were Waipareira-Pasifika (46%) and Porirua (35%).

Table 3.4: Pacific families

	Providers
	Total families
	Pacific families

	All 16 providers (total database)
	3,225
	405 (12.5%)

	All 16 providers from Jan 2001
	2,296
	291 (12.6%

	Four providers from Jan 2001
(outcome evaluation sites)
	823
	156 (19%)

	Waipareira-Pasifika (from Jan 2001)
	251
	115 (46%)

	Porirua (from Jan 2001)
	199
	70 (35%)


Note: Ethnicity classifications based on first ethnicity listed for mother.

The overall number of families who had been selected into the programme by the four providers, and who had started the needs assessment between 1 January 2001 and 30 June 2002, are shown in Table 3.5. Of the 856 families, 60% (511) were still in the programme at the end of June 2002.

Table 3.5: Status of client families at June 2002

	Status
	Four providers
	Total

	
	Waipar
	Nelson
	Whaka
	Hamilton
	

	Active
	142
	92
	64
	202
	500

	Planned exit
	41
	5
	8
	–
	54

	Premature exit
	53
	49
	33
	143
	278

	Re-entered
	–
	3
	5
	3
	11

	Total
	236
	149
	110
	348
	843


Needs assessment of clients

The Family Start Guidelines set out expectations regarding the initial assessment of families referred to family providers by other service providers. The Guidelines include the following points (CYF 1999: 13–14).
· All referrals will be assessed to determine the family’s level of need and to identify the strengths and capacity of the family.
· Assessments are to be conducted jointly with the family (and be carried out in the family home wherever possible).
· The assessment period may take up to, but not exceed, four weeks.
· The assessment will be based on, but not limited to, the same criteria used in the enrolment process and also augmented by professional judgement, but with a focus on assessing the needs and strengths of the family.
· Assessments and the resulting action plan are to be recorded and available to families and will be held by the Family Start service.

3.3
Profile of the families included in the study

This section outlines details about the caregiver sample of 142 interviewed in 2002. Of these, 104 were interviewed again in 2003. It covers time in the programme, time period between interviews, the marital status of the caregivers interviewed, intentions to have more children, and languages spoken at home. Mothers’ ages ranged from 15 to 43 years at the time of birth of their child (when entering Family Start). Mother’s age showed no significant relationship with the outcome variables.

Time in programme

Table 3.6 shows the time in the programme for the families where caregivers were interviewed. Over 60% had been in the programme less than 13 months at the time of the 2002 interview. By the time of the second interview, 80% of families had been in the programme for more than 12 months.

Table 3.6: Time in programme for interviewed families

	 Time in programme
	2002

N = 142
	2002

N = 104
	2003

N = 104

	Less than 6 months
	39 (27%)
	31 (30%)
	0

	6 to 12 months
	54 (38%)
	34 (33%)
	21 (20%)

	Over 12 months
	49 (35%)
	39 (37%)
	83 (80%)


Time period between interviews

The 142 interviews with caregivers in 2002 were carried out between May and November. The 2003 interviews were carried out between February and June. For the 104 caregivers interviewed in both 2002 and 2003, the mean time between interviews was 7.6 months (range 3.5 months to 11 months). Table 3.7 shows the distribution of time periods between interviews. Of the 104 interviews in 2003, 89 (86%) were 6–11 months after the initial 2002 interview. 

Table 3.7: Time period between 2002 and 2003 interviews

	Time period between interviews
	N = 104

	3.5 to 5.5 months 
	15

	6.0 to 7.5 months
	34

	8.0 to 11 months
	55


Many of the 2002 initial interviews were carried out later than planned (August to November instead of May to July) due to delays by some of the Family Start providers in sending to the Evaluation Team details of families who had consented to be interviewed. This meant there was a greater range of time between interviews than planned and caused all the follow-up interviews in 2003 to occur earlier than the 12-month time period originally planned between the Time 1 and Time 2 interviews. The 2003 interviews were carried out in the same order as the 2002 interviews as far as possible to maximise the time between the 2002 and 2003 interviews.

Marital status

Table 3.8 shows the distributions of marital status by ethnicity. The most common marital status among the caregivers was married/living with their partner (47%, 2002; 48%, 2003). The rest were either single or separated/divorced. Thus the majority of caregivers did not live with a partner.

Table 3.8: Marital status

	Ethnic group
	Time

(N)
	Single
	Married/living with partner
	Separated/

divorced

	NZ Māori
	2002

(51)
	46%
	40%
	14%

	
	2003

(38)
	39%
	50%
	11%

	NZ/Pākehā
	2002

(50)
	39%
	50%
	11%

	
	2003

(38)
	34%
	53%
	13%

	Pacific
	2002

(23)
	26%
	61%
	13%

	
	2003

(18)
	39%
	56%
	5%

	Total
	2002

(124)
	42%*
	47%
	11%

	
	2003

(94)
	40%*
	48%
	12%


* 2002 data include three widows; 2003 data include one widow.

Intentions to have more children

Table 3.9 shows reported intentions to have more children among the three ethnic groups. Of those who responded, the majority (79%, 2002; 78%, 2003) did not intend to have further children. In 2002, there were no significant differences in expressed intention to have more children as a function of ethnicity. Pacific caregivers were more likely to say that they were unsure whether they would have more children, especially in 2003. This suggests that Pacific caregivers perceived less control over their fertility. This is consistent with a recent study of Pacific mothers in Auckland (Paterson et al 2004). Further, Pacific caregivers had on average a larger number of children living in their household (see Table 3.10).

Table 3.9: Intention to have more children

	Ethnic group
	Time

(N)
	Yes
	Unsure
	No

	NZ Māori
	2002

(56)
	18%
	5%
	77%

	
	2003

(42)
	21%
	3%
	76%

	NZ/Pākehā
	2002

(54)
	7%
	4%
	89%

	
	2003

(41)
	7%
	7%
	86%

	Pacific
	2002

(24)
	17%
	13%
	71%

	
	2003

(17)
	6%
	24%
	71%

	Total
	2002

(134)
	14%
	7%
	79%

	
	2003

(100)
	11%
	11%
	78%


Number of children in households

The mean number of children in households varied across ethnic groups (see Table 3.10). In 2002, Pacific and Māori households had significantly more children than Pākehā households (F(2,138) = 15.65, p = 0.000). In 2003, there were more children in Pacific households than in Pākehā households (F(2,101) 4.36, p = 0.02).

Table 3.10: Number of children in households

	Ethnic group
	Time

(N)
	Number of children

	
	
	Mean
	SD

	NZ Māori
	2002

(60)
	2.63
	1.49

	
	2003

(44)
	2.89
	1.80

	NZ/Pākehā
	2002

(56)
	1.87
	0.97

	
	2003

(41)
	2.22
	1.24

	Pacific
	2002

(24)
	3.84
	2.21

	
	2003

(17)
	3.47
	1.78

	Total
	2002

(141)
	2.54
	1.62

	
	2003

(104)
	2.73
	1.65


Languages

English was reported to be the main language spoken in the home by 80% of caregivers. Māori was the main language spoken in 2% of homes, while a Pacific language was the main language in 13%. Māori was the second language in 32% of homes, followed by English (15%), with a Pacific language being the second language spoken in 4% of homes.

Ages of children

Table 3.11 shows the ages of the children of caregivers at the time of the interviews. These were the children born about the time that the caregiver started in the Family Start programme. The mean ages for the 104 children in families interviewed twice was 11.5 months in 2002 and 18.47 months in 2003.

Table 3.11: Age of child at time of caregiver interview

	Age of child
	2002

N = 142
	2003

N = 104

	3 months and less
	20 (14%)
	0

	3.1 to 6 months
	28 (20%)
	2 (2%)

	6.1 to 12 months
	39 (28%)
	24 (23%)

	12.1 to 24 months
	50 (35%
	60 (58%)

	Over 24 months
	5 (3%)
	18 (17%)


3.4
Nature and level of services provided to families

This section presents information about needs assessment, intensity levels for service delivery to families and information about parenting and delivery of the Ahuru Mowai/ Born to Learn programme. 

Needs assessment and case plans

The national database was used to select all client families where the needs assessment start date was between 1 January 2001 and 30 June 2002 for the four providers. Among the 856 client families selected, a “care plan in place” date was entered for 98% of the families. It is likely that the families for which a date was not entered either declined entering the programme or were assessed as not needing the programme. 

For the 843 families with a “care plan in place”, Table 3.12 shows the needs assessment data for the seven needs recorded in the database. These data show that the most common needs recorded were: 
· mother not having any formal qualifications 

· the mother or father in the client family being abused in the past

· the mother smoking during pregnancy.

As far as could be assessed from data on the database, care plans were set up for all families as scheduled. It was not possible to gather information directly relating to implementation of care plans. The section on progress on goals does provide some information on reported implementation, as goal setting and review was part of the care plan. 

Table 3.12: Needs recorded at entry to programme

	Need types
	Four providers
	Total

	
	Waipar
	Nelson
	Whaka
	Hamil
	

	1. Was there insufficient antenatal care?
	28%
	19%
	43%
	23%
	26%

	2. Is the mother aged less than 18 years?
	7%
	14%
	7%
	17%
	12%

	3. Does either parent have a history of mental health problems?
	18%
	51%
	10%
	28%
	27%

	4. Was either parent abused in the past?
	27%
	59%
	44%
	44%
	42%

	5. Did the mother leave school without any formal qualifications?
	68%
	62%
	74%
	54%
	62%

	6. Did mother smoke during pregnancy?
	33%
	60%
	54%
	40%
	44%

	7. Were any previous children abused or neglected in the past?
	7%
	12%
	6%
	9%
	8%

	Number of families
	236
	145
	117
	345
	843


Service intensity level

As stated in the Family Start Guidelines, it is expected that families will be assigned an intensity level based on the level of need determined during the individual needs assessment. High intensity families are expected to receive up to 240 hours of service during the first year in the programme, medium intensity families up to 150 hours and low intensity families 60 hours of service, with the hours of service reducing during subsequent years in the programme. Tables 3.13 and 3.14 show the intensity levels as at June 2002 and June 2003, taken from the national database.

Table 3.13: Service intensity levels at June 2002

	Intensity level
	Four providers
	Total

	
	Waipar
	Nelson
	Whaka
	Hamil
	

	Unassigned
	1
	13
	3
	26
	43 (5%)

	Low
	126
	31
	25
	120
	302 (35%)

	Medium
	89
	69
	62
	132
	352 (41%)

	High
	23
	40
	26
	70
	159 (19%)

	Total
	239
	153
	116
	348
	856


Note: Clients selected with “needs assessment start date” between 1 January 2001 and 
30 June 2002.

As shown for 2002 clients in Table 3.13, most (41%) had been assigned to the medium visiting intensity level, with 35% assigned to the low intensity level and 19% to the high intensity level.

Intensity levels recorded in June 2003 are shown in Table 3.14.

Table 3.14: Service intensity levels at June 2003

	Intensity level
	Four providers
	Total

	
	Waipar
	Nelson
	Whaka
	Hamil
	

	Unassigned
	6
	30
	11
	7
	54 (7%)

	Low
	57
	19
	3
	141
	220 (28%)

	Medium
	122
	75
	46
	114
	357 (45%)

	High
	46
	37
	34
	42
	159 (20%)

	Total
	231
	161
	94
	304
	790


Note: Active and re-entered clients only.

For 2003, most clients (45%) had been assigned to the medium visiting intensity level, with 28% assigned to the low intensity level and 20% to the high intensity level. These proportions were similar to those for the 2002 data.

The mean number of contact hours per week reported in the national database was 1.28 for low intensity, 1.38 for medium intensity and 2.11 for high intensity families. In the staff survey, staff reported that high intensity families were visited on average about twice a week, and medium and low intensity families about once a week. These data provide a reasonably consistent profile on the extent of contact with the client families and indicate that the planned visits were taking place. There does seem to be a difference in contact between the high intensity families (who received 2.11 hours per week) and the medium and low intensity families who received similar amounts of contact – around 1.3 hours per week.

Information about parenting

Caregivers were asked whether they had been given information (by their family/ whānau worker) about parenting, and interacting and playing with their child. (This question was intended to find out about the extent of delivery of the Ahuru Mowai/Born to Learn programme.) Of the 104 mothers, 94 (90%) said they have received information about parenting, indicating that there appeared to be consistent provision of at least basic information about parenting.
Data from the survey of Family Start staff indicated that 74 out of 113 (65%) family/ whānau workers specifically mentioned delivery of the Ahuru Mowai/Born to Learn programme among the services they provided when asked about what services they delivered. A few workers mentioned that they needed more training on how to deliver this programme.

Fourteen of the 18 caregivers (78%) who had exited the programme reported that they had received the Ahuru Mowai/Born to Learn programme. When asked what they had learnt from Ahuru Mowai/Born to Learn, caregivers were most likely to say “how to look after my child” or “things to do with my child”. However, seven of the 18 caregivers said they did not learn much or that they could not remember what they had been told.
Ahuru Mowai/Born to Learn is a mandatory requirement of the Family Start programme, yet information obtained suggests that, although a majority of caregivers reported receiving some information about parenting, not everyone reported receiving it. However, this finding may result from some caregivers not recalling receiving the information, a reflection of the limitations of self-report data. In addition, reports from some family/whānau workers suggested that limitations in the availability of transport for family/whānau workers at one site interfered with the consistent delivery of the Ahuru Mowai/Born to Learn programme to families. It is also possible that family need curtailed the delivery of parenting information – families in crisis may not be very receptive to such information, requiring services to deal with more urgent matters at the time of visiting.

3.5
Retention of clients

The overall number of families who had been selected into the programme by the four providers, and who had started the needs assessment between 1 January 2001 and 30 June 2002, is shown in Table 3.15. Of the 843 families who were recorded as having entered the programme over the 18-month period (January 2001 to June 2002), 61% (511) were still active in the programme at the end of June 2002, and 319 (38%) of these families were still in the programme at June 2003. These data indicate that the average length of participation in the programme is likely to be about 13–15 months.

Table 3.15: Retention of client families*

	Status
	Four providers
	Total

	
	Waipar
	Nelson
	Whaka
	Hamilton
	

	Active & re-entered at June 2002
	142
	95
	69
	205
	511

	Planned & premature exits 
Jan 2001 to June 2002
	94
	56
	41
	143
	332

	Total clients entered between Jan 01 – June 2002
	236
	149
	110
	348
	843

	Active & re-entered at June 2003
	103
	62
	45
	109
	319

	Planned & premature exits 
Jan 2001 to June 2003
	129
	85
	58
	235
	507

	Still in programme at June 2002 (average time about 9 months)
	60%
	64%
	63%
	59%
	61%

	Still in programme at June 2003 (average time about 21 months)
	44%
	42%
	41%
	31%
	38%


* For families with “needs assessment start date” between 1 January 2001 and 30 June 2002.
Given the relatively high mobility levels of the at-risk families from which Family Start clients are selected, it is likely that the programmes may have little influence over the average length of stay. Up to two years may be a more realistic expectation for how long most families are likely to agree to participate in the programme. For this reason, the expectation that many families would stay in the programme for up to five years may need to be reconsidered.

Clients leaving the programme

Using the national database, an analysis of reasons for leaving was carried out for the 137 families from the four evaluation sites who had left the programme early between January 2001 and February 2002. The reasons listed in the national database were grouped into the categories shown in Table 3.16. The categories were developed inductively from the text in the database.

Table 3.16: Reasons for leaving the programme*

	Reasons
	Number
	Percent**

	Moved out of the area
	52
	38%

	Service not required/mother able to cope 
	30
	22%

	Mother could not be contacted
	24
	18%

	Referred to another agency or FS programme
	13
	9%

	Child fostered/adopted out
	6
	4%

	Exit prior to initial assessment
	5
	4%

	Other (child/mother died)
	3
	2%

	On hold until later date
	3
	2%

	Unhappy with worker
	1
	1%

	Total 
	137
	100%


* Families who left programme between January 2001 and February 2002.

** Percentages are rounded up.

The main reasons for leaving the programme (with some examples of comments by staff entered in the national database) were: 
· moved out of the area (38%)

· service no longer required (22%)

“No longer in need of support from FS programme.”
“Family doing okay, will contact us if situation changes.”
“Wishes to exit the programme. States that he is coping adequately.”
“Prefers to leave FS at this stage.”
· mother could not be contacted (18%)

“Could not contact her on a number of occasions.”
“Have not been able to contact.”
Exit interviews

In 2003, 18 interviews were conducted with caregivers who had exited the Family Start programme. While it had been planned that interviews would be conducted with 32 caregivers (eight at each site), only 18 of the caregivers whose details were made available to the research team could be interviewed. Interviews could not be conducted with the others for whom details were provided either because they had left the district and were no longer able to be contacted, or because they declined to participate. Of the 18 exit interviews, five were with caregivers from Whakatane, four each from Nelson and Waipareira-Pasifika and five from Hamilton. The average age of the children when the families exited the programme was 13.5 months (SD = 7.92) and the mean age of the children at the time of the interview was 24 months (SD = 11.85). On average, the families had been with Family Start for 14 months (SD = 8.89). Time in programme did not differ as a function of Family Start provider. The frequency of family/whānau worker visits varied from twice a week to once every two months; however, most of the caregivers reported that visits occurred regularly every two or three weeks.

Reasons for leaving the programme: exit interviews

In all but one case, it was the caregivers’ decision to exit Family Start. In one case, the caregiver reported that Family Start told her that she “had to leave as the family was not needy enough”. In all but four cases where the caregiver had decided to exit the programme, she had done so because she felt that she no longer needed the programme. Some examples of reasons for exiting were: 
… had enough help from them and others need them more than I do.

I was ready to move on.

Everything was going well.

I did not need their help anymore.

Those who left because they were unhappy with the service made comments such as: 
As we were not visited regularly therefore I asked them not to visit us anymore.

… only help I had from FS was their help with the transportation otherwise we were not being visited regularly.

… was unhappy with the lack of input – I had expected to meet others in my situation and this did not occur. I think that was also partly because I did not know what to expect from them – or what they offered. It was a waste of time and energy on both sides of the relationship. Although I could talk to the FS worker, there was too much emphasis on doing just that – talking.

… originally I thought I needed FS more than I actually did, which meant that they became somewhat superfluous. The FS worker, although very personable, would sit and watch TV with me. I thought that perhaps both of us had better things to do. I could also recite the FS worker’s life story. I quit the programme because I thought there were more needy people about than myself.

Comments on Family Start programme: exit interviews

The majority of the help that caregivers got from their family/whānau worker could be classified as tangible support, i.e., the provision of transport, food and clothing (10), or informational support, such as how to access services, and information on child development usually associated with the Ahuru Mowai/Born to Learn programme (10). Six caregivers mentioned what could be classified as emotional support, e.g., “listening to me”, “company – someone to talk to”.
The aspect of the Family Start programme that caregivers reported most often as being most useful to them since leaving the programme was Ahuru Mowai/Born to Learn (four respondents). Two caregivers felt that information they had received on relationships was the most useful, while one said the information about safety around the house and one said the help she had got to get a car had enabled her to return to work. Of some concern were the four caregivers who reported that nothing had been helpful and the three who stated that they still had contact with their worker even though they had left the programme. Of these three, one mother was still being visited by her worker, one was in regular telephone contact and the other said that she knew all the family/whānau workers and was able to network with them.

Caregivers completed the family/whānau worker satisfaction scale as described above. Mean item scores were 4.23 on the “quality of interactions with family/whānau worker” subscale and 3.82 on the “assists family/whānau” subscale. This is compared with means of 4.37 and 3.98 for these items in the main 2003 sample of 104 caregivers. In addition, total mean scores for exited mothers on the subscales were: quality of interactions with family/whānau worker M = 46.56, SD = 6.76 (2003 main sample: 
M = 48.03, SD = 5.34), assists with family/whānau M = 15.28, SD = 3.06 (2003: M = 15.63, SD = 2.74).

Below are some examples of the comments caregivers made about their family/whānau worker.

She was really lovely, missed her when relationship finished with FS.

She was nice but not terribly reliable.

The FS worker’s life experiences were relevant and she had excellent people and counselling skills.

I did not get a huge amount of help.

This is a very good service mainly to us Pacific Island families, the worker is a very supportive and very nice person.

I love her!!

Good to get along with. Recommend FS to young families.

The majority of those interviewed who had exited the programme had decided to do so themselves. While most were positive about their experiences with Family Start, others left because they felt that their Family Start workers had not visited regularly or had not met their needs.

4.
Programme effectiveness: family goals

The Family Start national database contains goals entered by staff at each Family Start provider into one of 10 categories, which are shown in Table 4.1.
The number of goals initially set for clients by the four providers who were included in the evaluation is shown in the right-hand columns. The 2002 time period refers to goals initially set between 1 July 2001 and 30 June 2002, and the 2003 time period refers to goals set for clients between 1 July 2002 and 30 June 2003.
Table 4.1: Goal categories in the national database and goals set for clients of four providers

	Change no.
	Goal category


	Number 2002*

N = 722+
	Number 2003*
N = 783+

	1
	Baby’s wellbeing and development
	230
	309

	2
	Educational/training
	439
	643

	3
	Family structure/family and other supports
	222
	285

	4
	Health – mental and physical
	220
	374

	5
	Housing/accommodation
	282
	399

	6
	Occupation/employment/income
	338
	455

	7
	Other
	145
	251

	8
	Parenting capability and practice
	180
	258

	9
	Resources in home
	121
	230

	10
	Social/spiritual
	58
	118


* Note: 2002 refers to goals initially set between 1 July 2001 and 30 June 2002, and 2003 to goals set between 1 July 2002 and 30 June 2003.

+ Number of active clients for four providers as at May 2002 and May 2003.

For the goals shown in Table 4.1, it seems clear that the main focus was on goals related to education and training, income and employment for caregivers, housing and accommodation, and physical and mental health. The overall number of goals set for clients of the four providers increased over the two 12-month periods from 2,235 in 2001–2002 to 3,322 in 2002–2003.

For each of the “active” goals (not rated as “no longer relevant” or “achieved”), the family/whānau worker rates each caregiver’s goal attainment at regular intervals (Family Start Guidelines suggest rating every three months). The scoring of goal attainment in the database is a rating on a 1 to 5 scale indicating “proximity to goal” (1 = Very far from goal, 5 = Goal attained). Goals may also be categorised as “no longer relevant” at each of the rating times. Each goal was commonly scored up to three or four times before it was achieved or recorded as no longer relevant. 
Progress on goals among active families in national database

The numbers of goals on the database assessed as “achieved” during two 12-month periods (1 July 2001 to 30 June 2002 and 1 July 2002 to 30 June 2003) are shown in Table 4.2. The mean number of goals achieved per client for the 2001–2002 period was 1.33, compared with 1.96 for the 2002–2003 period.

Table 4.2: Goal listed as attained in national database

	
	Four providers
	Total

	Status
	Waipar
	Nelson
	Whaka
	Hamilton
	

	Active clients 

as at May 2002
	194
	117
	85
	326
	722

	Total goals attained 

July 2001 to June 2002
	385
	331
	130
	114
	960

	Mean goals attained for active clients 2002
	1.98
	2.83
	1.53
	0.35
	1.33

	Active clients 

as at May 2003
	232
	149
	98
	304
	783

	Total goals attained 

July 2002 to June 2003
	405
	401
	243
	486
	1535

	Mean goals attained for active clients 2003
	1.75
	2.69
	2.48
	1.60
	1.96


Progress on goals among caregivers interviewed

For the caregivers interviewed in 2002, the goals listed in the database are shown in Table 4.3. The most commonly recorded goals related to education and training, income and employment, housing and accommodation, and physical and mental health.

Table 4.3: Caregivers’ goal achievement reported in database

	Type of goal
	1

Very far from goal

%
	2
	3
	4
	5

Goal attained

%
	N

	Educational/training
	36.5
	26.7
	14.9
	7.8
	14.1
	255

	Employment/income
	25.2
	23.3
	21.8
	12.1
	17.5
	206

	Mental and physical health
	26.4
	17.2
	19.0
	19.0
	18.4
	174

	Housing/accommodation
	35.0
	19.6
	14.1
	9.2
	22.1
	163

	Baby’s wellbeing and development
	22.6
	17.4
	28.4
	12.9
	18.7
	155

	Parenting 
	31.8
	14.9
	20.3
	14.2
	18.9
	148

	Family and other supports
	25.6
	16.8
	17.6
	19.2
	20.8
	125

	Resources in home
	26.1
	15.9
	21.6
	13.6
	22.7
	88

	Social/spiritual
	47.6
	4.8
	19.0
	11.9
	16.7
	42

	Other
	39.7
	17.9
	20.5
	7.7
	14.1
	78

	Mean %
	30.4
	19.4
	19.4
	12.6
	18.2
	1,434


Note: Percentages are calculated across each row.

Nearly all caregivers have multiple goals. The baseline N for each goal type is 142.

Each of the caregivers interviewed was asked the following question: “For each of the goals you have mentioned, could you tell me what progress you have made towards the goal?”. Responses to this question were coded using the categories developed by the Evaluation Team. These categories are shown in Table 4.4. For the 200 goals for which comments were made about progress, some progress had been made on 157 goals (79%).

Table 4.4: Caregivers’ progress towards goals 2002

	Coding category*
	Waipareira

N = 29
	Nelson

N = 32
	Whakatane

N = 20
	Hamilton

N = 46
	Totals

N = 127

	1. Ongoing goal, no work on it mentioned
	1
	1
	1
	2
	5

	2. Ongoing goal, working on it, some progress
	6
	20
	13
	30
	69

	3. Time-limited goal, no progress mentioned
	6
	1
	3
	2
	12

	4. Time-limited goal, some progress on goal
	7
	9
	5
	15
	36

	5. Time-limited goal, goal achieved
	19
	10
	11
	12
	52

	6. Other response or insufficient information to code
	7
	5
	9
	5
	26

	7. Total goals coded
	46
	46
	42
	66
	200

	8. No goals recalled, not working on any goals
	4
	2
	2
	2
	10


Responses to question “For each of the goals you have mentioned, could you tell me what progress you have made towards the goal?”
* Coding categories were developed by the Evaluation Team.

Note: Only one goal entered for each caregiver for each category of goal.

Table does not show overall number of goals mentioned.

Examples of time-limited goals given by one caregiver were: 
Get into a Housing NZ home.
Get a job for my partner.
The caregiver’s response “Got a house and a job” was coded as “goals achieved”.

Examples of ongoing goals where the caregiver reported working on it, with some progress, were: 
Giving up smoking.
Get counselling.
Arrange some time out [from child by arranging daycare].

The comments recorded by the interviewer on goals that were coded as showing some progress were: 
Been to counselling.
Smoking, has quit patches (will be talking to a quit smoking support group).
Have time out, [child] is in daycare part of Monday and Friday.

Goals from exit interviews

Table 4.5 summarises the nature of goals mentioned by the 18 caregivers who had exited the programme. Four (22%) of these caregivers reported that they had achieved all their goals prior to them leaving the programme, while a further 10 (56%) caregivers reported they had gone some way to achieving their goals but had continued to work on uncompleted goals since exiting. The remaining four caregivers had not set goals during their time on the programme. Fifty-nine percent of caregivers felt that setting goals was a useful exercise.

Table 4.5: Goals set in the Family Start programme

	Nature of goals
	Number of caregivers

(N = 18)

	Parenting 
	7

	Employment 
	5

	Budgeting
	5

	Housing
	4

	Education
	4

	Self-improvement
	2

	No goals 
	4


Summary and conclusions: goals

The types of goals most commonly worked on by the caregivers, with assistance from the family/whānau workers, were: 
· educational/training

· employment/income

· mental and physical health

· housing/accommodation

· baby’s wellbeing and development

· parenting

· family and other supports.

Family Start is a child-centred, family-focused programme. Analysis of goal categories and numbers listed in the national database for the four providers reveals that many of the goals set for families reflect an adult/family focus rather than a child focus. However, this may be appropriate, given the goals of the programme – improved health and wellbeing of children, improved parenting, and improved circumstances for parents. These findings are consistent with the literature on home visiting programmes, which notes that such programmes often try to benefit children indirectly through changes in parents, rather than directly through interventions with children (Gomby, Culross and Behrman 1999). While the literature says nothing definitively about the optimum weighting of goals with regard to the child or family, it does advocate for child-focused intervention where the goal is to improve child development. However, it also notes that such child-focused goals are best achieved through other than home visiting programmes, e.g., centre-based programmes (Gomby et al 1999). Nevertheless, most reviewers agree that the needs of adults must be balanced with the needs of children (Gray 2001).

While many of the adult goals listed for families in the database will most likely also indirectly benefit children (e.g., gaining education/training, improving adult mental and physical health, and obtaining better housing or employment), the extent to which they may take precedence over more pressing child-focused goals is unclear. Clearly, a goal such as “baby’s wellbeing and development” is broad enough to cover a multitude of important child goals. However, given that comments from some external agents revealed a perception that Family Start workers were more adult/family focused than child focused (a function perhaps of a particular approach to, or interpretation of, strengths-based practice), this is an area that should be examined closely by providers to ensure that children’s needs are not being sidelined in the interests of the needs of adults/families. This is vital should child abuse or neglect be an issue. Providers must ensure that, following Family Start Guidelines (1999: 12):

… a clear focus on the child/children’s wellbeing, including the adequacy of care, their physical and emotional health, and age-appropriate development [is maintained]. Referring [sic] and accessing other agencies where there is a concern for the child’s wellbeing or safety.
5. 
Programme effectiveness: child outcomes

This section reports the findings relating to child health outcomes, including immunisation, Well Child visits, use of health services, illnesses, injuries and referrals to CYF. It also covers early childhood education and care.

In Sections 4 and 5, child and caregiver outcomes are presented. In order to provide a context for the reader, case studies of four families have been written. These case studies are representative of the range of families participating in the programme, in terms of composition and outcomes. The case studies are presented in Appendix J. This was done in order to maintain the anonymity of these families, as details presented may lead to their identification. For the same reasons, the case studies are not referred to in the analyses or associated discussion and we would seek their removal in any subsequent public document arising from this report.

5.1 Child health outcomes

Immunisations

The expectations for the Family Start programmes include a focus on ensuring children receive their immunisations when scheduled for each age period. The table “Childhealth” in the national database records whether the immunisation has been completed and whether it was on time. The immunisation completion rates are shown in Table 5.1 as at June 2002. For the sample of 531 children among the four providers, 89% of the six-week immunisations had been completed. By six months, the immunisation rate dropped to 69% (from among those whose date of birth was prior to 1 January 2002). There were no significant differences in completed immunisation rates across Family Start sites.

Table 5.1: Immunisations completed by ethnicity (as at June 2002)

	Due age for

immunisation
	Māori
	Pacific
	Pākehā & other
	Total
	N

	6 weeks
	89.4%
	93.2%
	87.1%
	89.5%
	475

	3 months
	78.7%
	84.7%
	79.8%
	80.4%
	427

	6 months*
	64.9%
	74.2%
	70.9%
	69.0%
	287

	Total 
	235
	118
	178
	531
	531


Note: Includes children from database with dates of birth between 1 January 2001 and 1 May 2002 from four providers.
* Includes only children with a date of birth prior to 1 January 2002.
It is suggested that immunisation data in the Family Start national database be checked to investigate the drop-off in the numbers of children who are up to date with immunisation at six months. It is possible that these low rates are a function of incomplete data entry into the database. 

Breastfeeding

The majority (N = 127, 90%) of the 141 mothers in the 2002 baseline caregiver interviews reported that they intended to breastfeed the child enrolled in the Family Start programme. (Breastfeeding questions were not asked of the one father interviewed.) Four percent (six) had decided not to do so. The intention of 6% (eight) of the mothers was not reported. 

Overall, 110 (78%) of the 141 mothers reported actually having breastfed. At the time of the survey in 2002, 34% (48) of all mothers were continuing to breastfeed. 

Of the 2003 sample (103 mothers), 91 (88%) reported having breastfed their child. Analysis of “duration of breastfeeding” data at this time shows that 48 (47%) of the 103 mothers interviewed in 2003 reported that they were breastfeeding at the time their baby was three months old, and 38 (37%) were still breastfeeding at six months. (These findings should be viewed with caution as analysis revealed that the reliability of mothers’ reports at Time 1 and Time 2 was low.) It should be noted that these figures do not differentiate between those babies that were exclusively, fully or partially breastfed. National breastfeeding statistics (Ministry of Health 2003) for all babies at three months who are exclusively, fully or partially breastfed is 70%, and 59% at six months.

In 2002, a major reason given for discontinuing breastfeeding was failure of milk supply. There was no relationship between the length of time of breastfeeding and the number of visits from a Lead Maternity Carer. This is despite the fact that 60% of caregivers reported that their child had been seen by a Lead Maternity Carer, on average receiving 4–6 visits. Breastfeeding rate was not related to the ethnicity of the mother or the Family Start provider.

In 2003, the main reason given for weaning was also insufficient milk supply. In addition, around 10% of mothers had had to wean the baby due to their own poor health or because they were pregnant again.

Table 5.3 shows the reasons stated for having stopped breastfeeding at the time of the interview.

Table 5.3: Reasons for stopping or not breastfeeding

	Reasons
	2002

(N = 124)
	2003

(N = 103)

	Unable to continue breastfeeding 
	48%
	56%

	Baby breastfed for long enough 
	5%
	13%

	Mother did not want to continue 
	5%
	Not asked

	Other reasons 
	37%
	59%


Some of the comments made by mothers about reasons for giving up breastfeeding were: 
I’m trying to wean him now because I am sick of breastfeeding. It makes it hard to go out and leave for any length of time.

I wasn’t eating healthily so I was drying out so I went to formula.

Baby starting to bite, weaning off.

Milk dried up.

Well Child/Tamariki Ora care

Well Child/Tamariki Ora care is a national health care strategy that offers screening, surveillance, education and support services to all New Zealand children from birth to five years and their family/whānau. Visits are scheduled at five days, 2–4 weeks, six weeks, three months, five months, 8–10 months, 15 months, 21–24 months, three years and five years.

Figure 5.1 shows the health care professionals reported by caregivers as carrying out the most recent Well Child visit with their child.

Figure 5.1: Contacts with Well Child providers
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According to the caregiver reports provided in 2002, 86 of the 139 children (61%) had seen at least one of the Well Child providers (shown in Figure 5.1) at some time since his/her birth. The average time since the most recent visit was 2.54 months (SD = 2.77 months). In 2003, 85% of children had been seen by a Well Child provider. The average time since the most recent Well Child contact was 2.79 months (SD = 2.72 months). Timing of last contact did not differ as a function of ethnicity or Family Start provider.

Use of health services

Two questions in the caregiver interviews covered use of health services for the child:

· Question 25a: “Which of these health providers have seen your child since he/she was born?”
· Question 25b: “How many times has your child seen them?”
Table 5.4 shows the number and percentage of children seen by a series of named health provider groups (Question 25a) and the mean number of contacts per child with each health provider group (Question 25b) for the 2002 and 2003 interviews, as reported by caregivers. The health providers most frequently accessed for children were Lead Maternity Carers, Emergency Departments and Health Centres. The total number of contacts with health providers ranged from 0 to 96 in 2002, and from 1 to 79 in 2003, with the mean number of contacts being 12.76 and 17.82 respectively.

Table 5.4: Child contacts with health providers

	Health provider
	Children seen
	Mean no. contacts per

child+ & (SD)

	
	2002*
	2003*
	

	
	N
	%
	N
	%
	2002
	2003

	Lead Maternity Carer
	85
	60
	63
	60
	5.8 (3.9)
	7.1

(4.3)

	Emergency Department
	54
	38
	54
	52
	2.7

(2.0)
	3.1

(4.6)

	Health Centre
	49
	36
	33
	32
	8.7

(15.8)
	10.2

(12.3)

	Hospital Inpatients
	29
	21
	31
	30
	3.6

(4.3)
	3.5

(5.5)

	Hospital Outpatients
	23
	16
	38
	37
	4.6

(4.2)
	3.8

(6.0)

	Māori Health Centre Provider 
	22
	16
	12
	12
	5.7 (5.9)
	7.0

(5.5)

	Pacific Health Centre Provider 
	12
	9
	9
	9
	2.8 (2.7)
	3.2

(3.6)

	Hospital Day Patients
	11
	8
	8
	8
	3.3

(4.5)
	4.8

(6.9)


* Total Ns were 142 in 2002 and 104 in 2003.
+ Ns based only on children who had contact with a health provider.
In 2002, the reported number of visits did not differ by ethnicity of caregiver or Family Start provider. However, in 2003, as shown in Table 5.5, caregivers from Whakatane had significantly fewer health-related visits with the named providers than caregivers in all three other sites, and Waipareira-Pasifika caregivers had significantly fewer than Nelson caregivers (F(3,87) = 5.17, p = 0.002). The former finding is likely to result from the nature of the primary health care service offered to rural Māori families in Whakatane, for which specific data were not collected. In this community, health workers, including some family doctors, provide a home visiting service. As a result, families are likely to visit the health care workers named above less frequently than caregivers in other locations. It would appear that caregivers in Whakatane were not reporting visits from the Primary Health Organisation (PHO) to their homes when interviewed. It is possible that families had less need to make a visit to the health providers named than caregivers in other locations due to the existence of the home visiting service. Thus, the low figure for Whakatane probably reflects the way in which the caregivers interpreted the question rather than necessarily reflecting a lack of access to health services.
Table 5.5: Visits with named health care providers, 2003

	Provider
	Mean no. visits
	SD

	Nelson (20)
	25.10
	18.91

	Hamilton (31)
	20.65
	15.89

	Waipareira-Pasifika (28)
	15.32
	15.11

	Whakatane (12)
	4.25
	3.93

	Total (91)
	17.82
	16.46


In both years, approximately 80% of caregivers reported having seen the same doctor on the last three occasions. In addition, 80% of those who had not seen the same doctor expressed the wish that they had been able to do so. The reasons given for preferring to use the same doctor largely focused on establishing and maintaining an ongoing relationship between the family and the doctor.

In 2003, 15% of caregivers reported that they had experienced difficulties in getting their child seen by a health worker. This was not an issue for Whakatane caregivers. In both Nelson and Waipareira-Pasifika, caregivers were more likely to encounter difficulties than were caregivers in Hamilton (X2 = 12.05, (df 3), p = 0.007). However, further analysis indicated that most were reporting having difficulty in getting to see the health worker of their choice rather than not being able to access care. In particular, this referred to the fact that often caregivers were unable to see their own health worker or the doctor of choice due to the fact that they had to attend a medical centre or after-hours service where you may not be able to see your own doctor. 

Health problems

Caregivers were asked what health problems their child had. In 2002, respiratory illnesses, including flu and colds, account for the majority of illnesses reported. In 2003, however, this was superseded by eczema, with 78% of caregivers reporting this as a problem for their child. While difficult to understand, this may reflect changes in diet such as the introduction of cow’s milk. Also, not unexpectedly given that the children were older, there was an increase in the reports of infectious diseases. The incidence of health problems is summarised in Table 5.6.

In both years, 6% of caregivers reported that their child had been treated for an eyesight problem but only one child had been referred to a specialist. However, in both years, 33% of children were seen by a doctor on at least one occasion for an ear infection.

Table 5.6: Child health problems

	Health problem
	Number of times reported
	Mean times per child

2002    2003

	
	2002
	2003
	

	
	N
	%
	N
	%
	

	Flu/colds
	87
	62
	43
	41
	4
	2

	Eczema
	40
	28
	81
	78
	2
	4

	Stomach bug
	40
	28
	37
	36
	3
	2

	Asthma
	22
	16
	19
	18
	8
	4

	Bronchitis
	21
	15
	6
	6
	5
	2

	Chickenpox
	16
	11
	24
	23
	1
	1

	Pneumonia
	7
	5
	5
	5
	3
	1

	Mumps
	5
	4
	18
	17
	1
	1

	Measles
	4
	3
	1
	1
	1
	1

	Other health problems
	16
	11
	–
	–
	1
	–

	Illness needing hospital admission
	40
	28
	17
	16
	4
	1


Injuries

In both 2002 and 2003, “bang on head” was the biggest cause of injury, with 15% of children in 2002 and 19% in 2003 having suffered such an injury (see Table 5.7). While the incidence of this type of injury may be expected to rise when children start to walk and may account for the 2003 figures, it is difficult to explain why the rate should have been so high in 2002.

Table 5.7: Reported injuries for children

	Injury
	2002
	2003

	
	N
	Seen by Dr
	N
	Seen by Dr

	Bang on head
	21
	15
	20
	10

	Burns
	7
	6
	5
	4

	Cuts requiring stitches
	6
	6
	6
	5

	Broken bones
	5
	4
	5
	2

	Serious bruising
	4
	2
	2
	1

	Poisoning
	3
	1
	1
	0

	Other (unspecified)
	12
	8
	4
	3


Smoking and child health

Smoking and consumption of alcohol during pregnancy are known to be associated with a number of negative health outcomes for children, whereas breastfeeding is seen to serve a protective function, especially in early infancy. Correlations were calculated among these variables and the incidence of respiratory illness (specifically asthma, bronchitis and pneumonia). There was a significant positive relationship between smoking during pregnancy and asthma (r = 0.23, p = 0.02).

In addition, correlations were calculated to check for possible relationships between household size and the presence of smokers and reported incidence of respiratory illness (asthma, bronchitis and pneumonia). No significant correlations were found among any of these variables.

Child injuries, household size and maternal social support

In order to determine possible protective factors with respect to childhood injury and accidents, correlations were calculated among three caregiver variables (partner status, number of people in the household, maternal satisfaction with her support network) and two child health variables (reported number of health problems suffered by the child and number of accidents requiring hospitalisation). No significant correlations were found among any of these variables.

Referrals to CYF
It is possible that there may be an increase in referrals to CYF when Family Start programmes are set up. This may be followed over time by a decrease in referrals if the programmes are effective in preventing the problems likely to lead to referrals to CYF.

A brief report prepared by Sonia Desborough, from CYF, for the Family Start Evaluation Management Group, examined the patterns of referrals to CYF that were noted for “further action required” (FAR), in relation to the operating of Family Start programmes.
The comparisons between areas with Family Start programmes and areas without programmes for the period 1998 to early 2003 are shown in Figure 5.2. In general, there was no discernible difference in patterns of referrals in relation to the operation of the Family Start programmes.

Figure 5.2: Referrals to CYF “further action required”, 1998–2003


5.2
Early childhood education and care

In 2002, 31 children (22%) were involved in some form of early childhood education (ECE), e.g., attending Te Kōhanga Reo, Aoga Amata or playgroup. On average, these children had been involved for 9.45 weeks and attended for 15.37 hours a week (range: two to 40 hours). At the time of the 2002 interviews, the mean age of the children who were the focus of the interview was 11.5 months (N = 104).

In 2003, the question was revised in that caregivers were asked to specify the type of ECE their child was getting in order to allow for a more detailed analysis. This showed that 44% of children were receiving some recognised form of ECE (e.g., crèche, kindergarten, Te Kōhanga Reo) and another 12% were experiencing largely informal childcare such as attending the crèche at church on a Sunday or being cared for within the family. On average, children were in an ECE setting for 12.17 hours a week (SD = 10.28). Children who attended Kōhanga Reo were a little older and spent longer in care than children attending any other facility. At the time of the 2003 interviews, 23% of the children were aged 6–12 months and 75% were over 12 months (mean age was 18.47 months).

The likelihood of being involved in ECE did not differ significantly as a function of either ethnicity or Family Start provider. Table 5.8 summarises the number of children participating in early education and the average weekly attendance in 2003. 

Table 5.8: Attendance at ECE and care, 2003

	Type of early education
	
	Hours per wk
	Age of child

	
	N
	%
	M
	SD
	M
	SD

	Childcare centre
	14
	13
	15.92
	10.53
	22.15
	8.02

	Playgroup
	13
	12
	 3.31
	 2.55
	18.17
	5.70

	Playcentre
	11
	11
	 8.08
	 2.25
	24.00
	7.10

	Creche
	6
	6
	 4.95
	 6.25
	15.25
	4.49

	Te Kōhanga Reo
	6
	6
	29.38
	 1.25
	29.00
	1.70

	Kindergarten
	3
	3
	12.33
	 3.06
	24.00
	2.00

	Other (largely unspecified)
	13
	12
	13.90
	11.21
	18.96
	8.08

	None
	43
	43
	–
	–
	17.81
	7.13


* N = 104 (NB Five children were attending two settings).

A comparison of rates of participation in ECE by age for Family Start clients and national participation rates (Demographic and Statistical Analysis Unit, Ministry of Education) showed that five (26%) Family Start children under one were participating in ECE compared with national participation rates of 15%. Nine (29%) Family Start children aged 12–18 months, and 12 (40%) aged 19–24 months, were reported to be attending a recognised ECE service. This compares with national enrolment rates of 39% at one year and 61% at two years. Overall, participation rates for all children in the Family Start sample by ethnicity were Māori 45%, Pākehā 34% and Pacific 47%. This compares with reported national rates of Māori 38%, Pākehā 65% and Pacific 37%.

The above comparisons should be treated with caution as national early education participation rates are based on enrolments whereas the Family Start data are self-reports on attendance and it is unclear as to how these two may be related. In addition, comparisons may be unwarranted due to the small and specialised nature of the Family Start sample compared with the ECE data, which are drawn for the general population.

5.3
Summary and conclusions: Child outcomes

Immunisation

· For the sample of 531 children among the four providers, 89% of the six-week immunisations had been completed. By six months, the immunisation rate dropped to 69% (from among those whose date of birth was prior to 1 January 2002). There were no significant differences in completed immunisation rates across Family Start sites.

Breastfeeding

· Analysis of duration of breastfeeding data showed that 48 (47%) of the 103 mothers interviewed in 2003 reported that they were breastfeeding at the time their baby was three months old, and 38 (37%) were still breastfeeding at six months. It should be noted that these figures do not differentiate between those babies that were exclusively, fully or partially breastfed. National breastfeeding statistics (Ministry of Health 2003) for all babies at three months who are exclusively, fully or partially breastfed is 70%, and 59% at six months.

Developmental milestones

· Information on achievement of developmental milestones (e.g., taking first steps and putting two words together) by children in the Family Start programme indicated that these were achieved somewhat earlier than expected given developed norms for these milestones. However, these findings are likely to be an artefact of maternal self-report.

Contact with Well Child Providers

· According to caregiver reports, in 2002, a Well Child provider had seen 86 of the 139 children (61%) at some time since his/her birth. The average time since the most recent visit was 2.54 months (SD = 2.77 months). In 2003, 85% of children had been seen by a Well Child provider. The average time since the most recent Well Child contact was 2.79 months (SD = 2.72 months). 

Health problems and access to services

· In 2003, Waipareira-Pasifika caregivers had significantly fewer health-related visits than Nelson caregivers. In addition, in 2003, 15% of caregivers reported encountering difficulties in getting their child seen by a health worker. In both Nelson and the Waipareira-Pasifika programme, caregivers were significantly more likely to report this than were caregivers in Hamilton.

· In 2002, respiratory illnesses, including flu and colds, accounted for the majority of the illnesses reported. In 2003, however, this was superseded by eczema, with 78% of caregivers reporting this as a problem for their child.

Referrals to CYF
· It is possible that, when Family Start programmes are set up, there may be an increase in referrals to CYF, followed over time by a decrease in referrals if the programmes are effective in preventing the problems likely to lead to referrals to CYF. In general, there was no discernible difference in patterns of referrals in relation to the operation of the Family Start programmes.

Early childhood education

· In 2003, 44% (an increase from 22% in 2002) of children were receiving some recognised form of ECE and another 12% were experiencing largely informal childcare, such as attending the crèche at church on a Sunday or being cared for within the family. The findings suggest lower rates of participation by Pākehā and Pacific children in childcare or crèche placements, and higher rates of participation by Pacific children in Playcentre. The latter finding may be a function of the fact that the majority of Pacific families involved in the evaluation were from one Family Start site and the same community.

· In general, the data indicate lower rates of participation in ECE for Family Start families compared with national figures, irrespective of ethnicity. These comparisons should be treated with caution however, as national early education participation rates are based on enrolments whereas the Family Start data are self-reports on attendance and it is unclear as to how these two may be related.

6.
Programme effectiveness: caregivers’ outcomes

This section covers outcomes for caregivers, including a summary of caregiver education and employment, health and wellbeing (e.g., alcohol use, smoking), parenting practices, resources and social support, and social functioning and mental health.

6.1
Caregiver education and employment

The levels of education attained by New Zealand Māori, NZ/Pākehā and Pacific caregivers are shown in Table 6.1. In 2002, nearly half of the caregivers (49%) had no formal school qualifications, having not gained any School Certificate papers, and 6% reported having not attended a secondary school. A further 32% had some secondary qualification, with 18% having completed year 12. Eighteen percent had completed one or more papers at a tertiary institution. In 2003, 43% of caregivers reported that, since they had joined Family Start, they had participated in an educational or training programme, and 35% had obtained a qualification or passed exams. Māori caregivers were significantly more likely to have been involved in educational initiatives than either Pākehā or Pacific caregivers. Specifically, Māori caregivers were more likely to have participated in educational programmes (X2 = 7.78, df (2), p = 0.02), and gained qualifications (X2 = 15.01, df (2), p < 0.001) and trade or other certificates (X2 = 11.68, df (2), p = 0.003). Caregivers in Waipareira-Pasifika, Hamilton and Whakatane were significantly more likely than caregivers in Nelson to have participated in educational or training programmes since being part of Family Start (X2 = 9.28, df (3), p = 0.03).

Analysis of the type of education programmes being undertaken shows that approximately 50% of these were parenting, homemaking skills or self-development, e.g., self-esteem, anger management courses. The other half were diploma or certificate courses, the majority being computer or business courses but also including courses in beauty therapy, travel and tourism, and food preparation and safety. Of those caregivers who had gained qualifications, the majority mentioned Mahi Ora (Māori employment skills course). A smaller number had received qualifications in computing, travel and food safety.

Table 6.1: Level of education by ethnic group, 2002
	Ethnic group (N)
	No qualif.
	Secondary
	Tertiary

	NZ Māori (50)
	54%
	22%
	24%

	NZ/Pākehā (49)
	41%
	41%
	18%

	Pacific (22)
	55%
	36%
	9%


Table 6.2: Participation in education since joining Family Start, 2003
	Ethnic group (N)
	Participation in education
	Quals/exams gained
	Trade/other certif gained

	NZ Māori (44)
	59%
	34%
	32%

	NZ/Pākehā (41)
	32%
	5%
	7%

	Pacific (19)
	32%
	5%
	5%


In 2002, only 16 (13%) caregivers were in paid employment at the time they were interviewed; this had risen to 42 (40%) in 2003. Māori caregivers were significantly more likely to be in paid employment than Pacific caregivers (X2 = 5.28, df (1), p = 0.02). 

Of those caregivers in paid employment, most were employed in various areas of the retail industry, factory or seasonal work and on average were employed 20 hours per week. Hamilton caregivers were significantly less likely to be in paid employment than caregivers from any of the other three sites (X2 = 18.20, df (3), p < 0.001).

In 2003, a government benefit was the main source of income for 58% of caregivers. Husband/partner’s wages or caregiver’s own wages was the main income source for 22% and 6% of caregivers, respectively. Fourteen percent of caregivers did not provide information on income. These figures are essentially unchanged from those reported in 2002.

6.2
Caregiver health and wellbeing

Sixty-eight (54%) caregivers in 2002 and 57 (55%) caregivers in 2003 reported that they had sought medical treatment/advice in the previous three months. The number of, and reasons for, consultations were similar in both years and are summarised in Table 6.3 below.

Table 6.3: Caregivers’ reasons for medical consultations

	Reason


	Number &

percentage

(2002)
	Number &

percentage

(2003)

	Pregnancy 
	17
	19%
	12
	12%

	Contraception 
	12
	14%
	13
	13%

	Termination
	0
	0%
	1
	1%

	Depression 
	8
	9%
	5
	5%

	Drug and alcohol issues
	0
	0%
	0
	0%

	Respiratory illness 
	7
	8%
	3
	3%

	Surgery 
	2
	2%
	2
	2%

	Accidents
	0
	0%
	1
	1%

	Other
	32
	36%
	29
	28%

	Declined to specify 
	11
	12%
	2
	2%


Smoking

Fifty percent (2002) and 54% (2003) of caregivers were smokers. In 2002, Māori (65%) and Pākehā (50%) caregivers were more likely to smoke than Pacific caregivers (20%) (X2 = 13.30, df (2), p = 0.01). In 2003, this had changed a little, with Māori caregivers (71%) being significantly more likely to smoke than either Pākehā (49%) or Pacific (26%) caregivers (X2 = 11.10, df (2), p = 0.004). The number of cigarettes smoked per day ranged from one to 30 (2002) and one to 20 (2003), with the average in both years being 10 per day.

This compares with data reported by the Ministry of Health (2002) in Tobacco Facts – Adult Smoking Survey, which reported a national rate for women over 15 years of age of 27% in 2001. National rates for Māori females in this age group were 51% and 24% for both Pākehā and Pacific women.

Of those caregivers interviewed in 2002 and 2003, only one person reported giving up smoking while nine who had reported being non-smokers in 2002 had taken up smoking in 2003.

Twenty percent of caregivers reported in 2002 that there were no smokers living in the home, compared with 14% in 2003. However, even when the caregiver did not smoke, it was highly likely (86%) that there was at least one smoker living in the house. In 2002, 75% of caregivers who smoked reported that they only ever smoked outside the house; in 2003, 82% of caregivers reported that they smoked outside the house but only 23% reported that other smokers living in the house restricted smoking to the outdoors. In both years, around 50% of caregivers reported banning smoking in their house. However, given the above statistics on smoking in the house, the extent to which such bans might be enforced is questionable. Thirty-one percent in 2002 and 21% in 2003 reported having a smoke-free zone in the house for the child.

In 2003, caregivers were asked whether they smoked during their most recent pregnancy and 45% reported that they had. In both 2002 and 2003, only four caregivers reported trying to give up or cut down smoking as a goal. Only one in each year reported giving up. Nearly all of those who mentioned smoking in their goals were trying to reduce their smoking.

Alcohol

Figures 6.1 and 6.2 show the frequency of reported alcohol consumption among the caregivers interviewed. In 2002, 50% of caregivers reported they drank alcohol; this is compared with 45% in the 2003 sample. In 2002 and 2003, both Pākehā (72%; 64%) and Māori (52%; 45%) caregivers were more likely to consume alcohol than Pacific (23%; 5%) caregivers (X2 = 15.01, df (2), p = 0.01; X2 = 17.87, df (2), p = 0.000). 

In 2003, 17% of the caregivers reported that they had consumed alcohol during their most recent pregnancy. Of these, the majority (59%) stated that they drank alcohol less than once a month. These data are comparable with those reported in a Ministry of Health report (Watson and McDonald 1999), which stated that 19% of women in that study had continued to drink alcohol following confirmation of their pregnancy. 

Figure 6.1: Frequency of alcohol consumption by caregivers


Figure 6.2: Alcohol consumption by ethnic group

(percentage who ever drink alcohol)


6.3
Caregiver parenting practices
This section reports the responses of caregivers to questions about relationships with their child. These include extent of warmth or closeness to their child, use of routines, child management strategies and reported child problem behaviours.

Closeness to child

Analysis of responses to items about caregivers’ feelings of closeness in relation to their child (Q34) showed that four items formed a single factor (2002 coefficient alpha = 0.78). These items were as follows.
· My child and I have warm close times together.
· I like hugging, kissing and holding my child.
· I often cuddle my child.
· I enjoy being with my child for long periods.

(Response options for these items were: 3 = Definitely true, 2 = Somewhat true,

1 = Not true, possible range 4–12.)

In 2002, the 142 scores ranged from 6 to 12, with higher scores representing greater closeness. The mean score (11.57, SD = 0.84) indicated that the caregivers on the whole reported that the relationship with their child was very close (Table 6.4). There were no significant changes between the 2002 and 2003 mean scores, and the mean scores of Māori, Pākehā and Pacific caregivers did not differ significantly.

Table 6.4: Closeness to child

	Ethnic group
	2002 Mean
	2003 Mean

	Māori (N = 61, 47)
	11.63
	11.62

	Pākehā (N = 58, 38)
	11.48
	11.58

	Pacific (N = 23, 19)
	11.61
	11.89

	Total (N = 142, 104)
	11.57

(SD = 0.84)
	11.67

SD = 0.62)


Note: Higher scores indicate greater closeness to child.

Maximum score = 12

Caregiver routines

The scale items for caregiver routines were as follows.
· I have established a bedtime routine for my child (e.g., bath, pyjamas, read a story).
· I feed my child at similar times each day.
· My child has a set bedtime.
· I start the day around the same time most mornings.

Scores ranged from 4 to 12, with higher scores representing greater use of routines around feeding and bedtimes. Comparisons among the three ethnic groups (Table 6.5) indicated that, in both 2002 and 2003, Pacific groups reported significantly less use of routines and Pākehā caregivers reported the most use of routines (2002: F(2,139) = 7.89, p = 0.001) (2003: F(2,101) = 15.59, p < 0.001).

Table 6.5: Use of routines by caregivers

	Ethnic group
	2002 Mean
	2003 Mean

	Māori (N = 61, 47)
	9.71
	9.96

	Pākehā (N = 58, 38)
	10.11
	10.79

	Pacific (N = 23, 19)
	8.11*
	7.89**


Note: Higher scores indicate more use of routines. Maximum score = 12

* Pacific group reported fewer routines in 2002 (F = 7.89, p = 0.001).
** Pacific group reported fewer routines in 2003 (F = 15.29, p < 0.001).
Use of routines was significantly correlated with positive ratings on the “quality of interaction with visitor” scale relating to the family/whānau workers (2002: r = 0.21, 
p < 0.05 and 2003 r = 0.20, p < 0.05). 

Child management

Items included in child management were as follows.
· Children can learn good discipline without being smacked.
· I try to distract my child when s/he wants something that s/he cannot have.
· I try to keep my child occupied to keep him/her out of trouble.
· Someone always keeps an eye on my child to redirect him/her if s/he is about to get into trouble.

· Scores ranged from 4 to 12, with higher scores representing more frequent use of positive child management techniques. The 2002 and 2003 mean scores were:

· Māori = 10.40, 10.60
· Pākehā = 10.74, 10.50
· Pacific = 10.49, 10.47.

Comparisons among the three ethnic groups and across providers and year indicated that the mean scores did not differ significantly or change over time.

Caregivers who reported using positive child management practices also used routines more frequently (2002: r = 0.21, p = 0.011: 2003: r = 0.18, ns) and reported better mental health (2002: r = 0.22, p = 0.008: 2003: r = 0.41, p < 0.001).

Child problem behaviours

Caregivers were asked how often their child displayed potential problem behaviours (read from a list) and, if the behaviour occurred, whether the behaviour presented a problem for them. Table 6.6 summarises the reports of the behaviours and the percentage of caregivers for whom the behaviour was a problem. In 2002, the most frequently reported child problem behaviours for caregivers were: “won’t go to sleep”, “wakes too early” and “screaming”.

Although the proportion reporting problem behaviours occurring did not change much between 2002 and 2003, the proportion considering that these behaviours were a problem for the caregivers decreased over all of the behaviours. For example, in 2002, 13% of caregivers reported that screaming was a problem, compared with 4% in 2003. The decreases in behaviours considered a problem between 2002 and 2003 were significant (p < 0.05) for three behaviours: “won’t go to sleep”, “screaming” and “crying frequently”. However, only one of these behaviours (“won’t go to sleep”) showed a concomitant decrease in the reported occurrence of the behaviour from 2002 to 2003. The other two behaviours, although showing small increases in occurrence from 2002 to 2003, appeared to be less of a problem for caregivers.

Table 6.6: Potential problem behaviours

	Behaviour
	Does your child show any of these?
	Is this a problem?

	
	2002

Often
	2003

Often
	2002

(N = 104)
	2003

(N = 104)

	Gets upset when left with other people 
	18%
	17%
	11%
	6%

	Wakes too early
	17%
	18%
	13%
	7%

	Fussy feeder
	15%
	13%
	7%
	2%

	Temper tantrums
	14%
	23%
	11%
	7%

	Does not gain weight
	10%
	5%
	7%
	1%

	Screaming
	12.5%
	14%
	13%
	4%

	Won’t go to sleep
	11.5%
	4%
	15%
	3%

	Crying frequently
	9%
	10%
	12%
	4%


While some of the decrease in caregivers’ perceptions of problem behaviours may be due to the children being older and becoming more manageable (or predictable), it is possible that the caregivers had become more realistic in their expectations of their child’s behaviour. For example, although temper tantrums were reported as increasing between 2002 and 2003, the proportion saying that temper tantrums were a problem decreased from 11% to 7%.

Table 6.7: Changes in problem behaviours, 2002–2003

	Behaviour
	Is this a problem?

	
	2002

(N = 104)
	2003

(N = 104)
	Change

	Won’t go to sleep
	15%
	3%
	–12%*

	Screaming
	13%
	4%
	–9%*

	Crying frequently
	12%
	4%
	–8%*

	Wakes too early
	14%
	7%
	–7%

	Does not gain weight
	7%
	1%
	–6%

	Fussy feeder
	7%
	2%
	–5%

	Gets upset when left with other people
	11%
	6%
	–5%

	Temper tantrums
	11%
	7%
	–4%


* p < 0.05 using chi square on observed frequencies.

It was not surprising to see a reported increase in temper tantrums in 2003 given that such behaviour is common among toddlers (Mercer 1998) and the children in the sample were likely to be of an age in 2003 where this could be expected. However, despite this increase, caregivers were less likely to report this as being problematic, as shown in Table 6.7.

6.4
Caregiver resources and social support

This section covers the resources and social support available to caregivers, including transport, telephones, help with household tasks and help with childcare.

Transport

Figure 6.3 shows the modes of transport used by caregivers in the four weeks prior to being interviewed in 2002 and 2003. In 2002, in the four weeks prior to being interviewed, many of the caregivers (56%) had walked, used their own car (55%) or gotten a ride with family or friends (43%). Overall, eight caregivers (6%) reported no access to a car (i.e., none of: own car, borrow car, or get a ride with family or friends).

Fewer of the 2003 caregivers (48%) reported having walked in the previous month, while 62% had used their own car and only 27% had gotten a lift with family or friends. Seven caregivers (7%) had no access to a car.

Figure 6.3: Modes of transport


In 2002, caregivers in Nelson (92%) were significantly more likely to walk than caregivers in all three other sites: Waipareira-Pasifika (48%), Whakatane (50%) and Hamilton (59%) (X2 = 15.18, df (3), p = 0.002). Nelson caregivers (70%) were also more likely to get a ride from family or friends than caregivers in Hamilton (30%) (X2 = 13.29, df (1), p < 0.001). Waipareira-Pasifika caregivers (56%) were more likely to get a ride with family or friends than those in Hamilton (X2 = 5.67, df (1), p = 0.026). Finally, caregivers in Waipareira-Pasifika (30%) were more likely to have used public transport than those in Whakatane (5%) (X2 = 4.78, df (1), p = 0.027).

In 2003, significant differences between caregivers was only found with respect to car ownership, with Hamilton caregivers (87%) being significantly more likely to own a car than caregivers in Waipareira-Pasifika (63%) or Nelson (40%) (X2 = 12.37, df (2), p = 0.002). (Caregivers could select more than one mode of transport and, in 2003, Whakatane was not included in some of the chi-square analyses due to the small number of participants (N = 16) from this site.)

Overall, car ownership increased between 2002 and 2003 and reliance on all other forms of transport decreased. This could reflect progress on some of the goals set during involvement in Family Start.

Telephones

In 2002, 63% of caregivers had a telephone in their home, 64% had a mobile phone and 36% had both types of phones. (Overall, 93% had access to a phone.) In 2003, 79% of homes had a telephone, 59% of caregivers had a mobile phone and 42% had both; only 7% reported having no phone. In addition, in 2003, caregivers were asked about the way in which they used their mobile phone. Two-thirds of caregivers reported that they hardly ever/occasionally used their mobile phone, 17% used it only to receive calls and a further 4% only ever used their mobile phone for text messaging.
Help with household tasks

Caregivers were given a list of household tasks and asked who usually carried out each of the tasks. Response options for these items were as follows.
· Usually I do.
· Usually someone else does.
· Someone else and I do.
· No one.

Table 6.8 outlines the assistance with household tasks that caregivers reported (combining responses: “Usually someone else does” and “Someone else and I do”). Taken across both years, caregivers reported that they were most likely to get help with fixing things around the house (75%; 67%) and with work that needed to be done outside (68%; 66%). With the exception of preparation of meals, where assistance increased from 38% in 2002 to 49% in 2003, the percentage of caregivers who reported getting assistance with other listed household tasks decreased slightly.

Overall, in both years, Pacific caregivers tended to have more support with household tasks than Māori or Pākehā caregivers. Specifically, they were more likely to get assistance with:

· preparation of meals (X2 = 14.63, df (2), p = 0.001; X2 = 12.65, df (2), p = 0.002)

· grocery shopping (X2 = 12.78, df (2), p = 0.002; X2 = 11.74, df (2), p = 0.003)

· paying the bills (X2 = 12.87, df (2), p = 0.002; X2 = 10.73, df (2), p = 0.005).

In addition, in 2002, Pacific caregivers were more likely than Māori caregivers to get assistance with household repairs (X2 = 16.09, df (1), p = 0.007) and, in 2003, with work outside the house (X2 = 7.12, df (1), p = 0.006).

Such findings may be a function of the fact that there were significantly more adults living in Pacific households than in Māori or Pākehā households. The mean number of adults living in households in 2003 were: Pākehā, M = 2.18, SD = 1.14; Māori, M = 2.28, SD = 1.18; Pacific, M = 4.06, SD = 1.92. F (2, 94) = 13.86, p = 0.0001.
Table 6.8: Assistance with household tasks

(Shared with caregiver or someone else does)

	Task
	Time
	Māori
2002

N = 61; 2003

N = 44
	Pākehā
2002

N = 56;

2003

N = 41
	Pacific

2002

N = 25;

2003

N = 19
	Total

2002

N = 142;

2003

N = 104

	Preparation of meals
	2002
	32%
	30%
	72%
	38%

	
	2003
	32%
	22%
	68%
	35%

	Grocery shopping
	2002
	32%
	36%
	72%
	40%

	
	2003
	27%
	27%
	68%
	35%

	Fixing things around house
	2002
	57%
	87%
	88%
	75%

	
	2003
	55%
	78%
	74%
	67%

	Cleaning inside
	2002
	42%
	25%
	60%
	38%

	
	2003
	20%
	32%
	79%
	36%

	Work outside
	2002
	58%
	70%
	84%
	68%

	
	2003
	55%
	61%
	90%
	66%

	Paying bills
	2002
	40%
	41%
	80%
	48%

	
	2003
	30%
	28%
	68%
	36%


Help with childcare

Regarding childcare tasks, caregivers were most likely to be assisted in disciplining their child, with half of caregivers reporting assistance in this area. There were fewer differences among the three ethnic groups. In both years, Pacific caregivers were more likely than Pākehā or Māori caregivers to report getting help with taking their child to the doctor (X2 = 13.42, df (2), p = 0.001; X2 = 17.85, df (2), p = 0.000). Also, in 2002, Pākehā caregivers were more likely to report that they got assistance with getting their child to bed than were Māori (X2 = 5.75, df (1), p = 0.02) caregivers. Data are summarised in Table 6.9.

Table 6.9: Help with childcare tasks

(Shared with caregiver or someone else does)

	Task
	Time
	Māori
2002

N = 61 2003

N = 44
	Pākehā
2002

N = 56

2003

N = 41
	Pacific

2002

N = 25

2003

N = 19
	Total

2002

N = 142

2003

N = 104)

	Lets child know what’s right and wrong
	2002
	45%
	63%
	58%
	54%

	
	2003
	39%
	49%
	75%
	49%

	Takes child to the doctor
	2002
	27%
	16%
	56%
	28%

	
	2003
	9%
	22%
	58%
	23%

	Sees child goes to bed
	2002
	15%
	39%
	26%
	27%

	
	2003
	20%
	45%
	36%
	34%


Caregivers were asked “How many people would be able to take care of your child for several hours if needed?” Responses are summarised in Figure 6.4. Only 5% of caregivers reported there was no one they could call upon to provide childcare.

Figure 6.4: People who can provide childcare


In 2003, there was a significant interaction between Family Start site and ethnicity (F(6,104) = 2.55, p = 0.03). In Waipareira-Pasifika, Māori caregivers (M = 3.29 SD = 1.77) reported having significantly more people to call on than Pākehā (M = 1.00 SD = 0.82) and Pacific (M = 1.47 SD = 1.12), (F(2,32) = 7.23, p = 0.003). =

Contact with family and friends

In both years, the majority of caregivers had at least weekly contact with five or more relations or friends, with fewer than 10% reporting that they didn’t see anyone on a regular basis (see Figure 6.5). Over half of all caregivers (51%, 2002; 62%, 2003) felt the amount of contact they had with friends and family was about right, while around 30% in both years would have liked to see more of their friends and relatives. The remainder (12%, 2002; 7%, 2003) would have been happier with less contact.

Pacific families (M = 6.89, SD = 2.49) lived in significantly larger households than either Māori (M = 5.00, SD = 2.26) or Pākehā families (M = 4.34, SD = 1.73; F (2,103) = 9.54, p < 0.000).
Figure 6.5: Relations and friends seen each week


The vast majority of caregivers (88%, 2002; 95%, 2003) reported having another adult (other than their partner) that they were able to talk with regularly.

Participation in family and community activities

Social networks, as measured by contact with family and community groups, varied. Most caregivers (70% in both years) reported having contact with their family/whānau. In 2002 and 2003, 38% and 42% reported ever attending church, 22% and 24% attended a meeting of a sports group/club, while 46% and 39% attended a meeting of an education group. On average, caregivers reported contact in two of the above areas while 14% of caregivers reported having no such social contact. Māori (M = 2.58, SD = 1.55) and Pacific (M = 2.60, SD = 1.71) caregivers reported significantly more connections to their social network than Pākehā caregivers (M = 1.71, SD = 1.17) (F(2,138) = 6.18, p = 0.003).

6.5
Caregiver social functioning and mental health

Three subscales from the Short Form 36 (SF36) questionnaire (Ware et al 2000) of physical and mental wellbeing were included in the caregiver questionnaire. These were vitality, mental health and social functioning. As well, several items were used to measure sense of control and family strengths. This section reports the findings for these scales and items.

Vitality and mental health

The mean scores for these two scales are shown in Table 6.10. High scores indicate higher levels of vitality and mental health. Scores for vitality are out of a highest possible score of 24 and scores for mental health are out of a possible score of 30. The SF36 raw scores were converted to a score out of 100 (where 0 equals the lowest possible score on the scales and 100 equals the highest score) to allow comparability across SF36 scales. There were no significant differences in vitality and mental health mean scores across ethnic groups or providers.

The two subscales of the SF36 were compared with the mean scores of women aged 25–44 years in a national sample (Ministry of Health 1999). As shown in Table 6.10, the Family Start caregivers were somewhat lower on both the vitality and mental health scales than national scores for women of the same ethnic group. Both vitality and mental health increased (improved) for Māori and Pākehā caregivers between 2002 and 2003 but the changes were not significant. Non-significant decreases in vitality from 2002 to 2003 were evident among Pacific caregivers, while mental health scores for these caregivers remained the same. 

Social functioning

One question was asked as an indicator of social functioning: “During the last four weeks, how much of the time have your physical health or emotional problems interfered with social activities (like visiting with friends, relatives, etc)?”
Low scores indicated greater degrees of impairment in social functioning. Table 6.11 provides the mean scores and standard deviations for responses to this question. There were no significant differences among providers or ethnic groups on social functioning.

Table 6.10: Vitality and mental health (SF36)

	Ethnic group
	2002 Mean
	2003 Mean
	National means*

	
	
	Vitality
	

	Māori (N = 61, 47)
	53.17
	58.40
	61.1

	Pākehā (N = 58, 38)
	50.64
	52.63
	63.2

	Pacific (N = 23, 19)
	55.65
	51.32
	64.7

	Total Vitality means

(SD)
	52.03

(3.96)
	55.00

(4.45)
	63.4

(18.5)

	
	Mental health

	Māori (N = 61, 47)
	69.74
	72.60
	73.2

	Pākehā (N = 58, 38)
	68.95
	74.53
	76.6

	Pacific (N = 23, 19)
	66.96
	66.74
	75.5

	Total Mental Health means

(SD)
	68.38

(4.30)
	72.32

(3.62)
	76.2

(15.3)


Note: Higher scores indicate more positive health.

* National means scores for women 25–44 years from Ministry of Health (1999).

Differences among ethnic groups and between years are not significant.

Control

The three-item scale measuring degree to which caregivers felt they had control over what happened to them included the following items.
· I am confident I can solve most problems I have.
· What happens to me in the future depends on me.
· I can do just about anything if I am determined enough to do it.

Higher scores represent a greater sense of control (see Table 6.11). In 2003, Pacific caregivers reported a significantly lower sense of control than Māori or Pākehā caregivers. There was a significant increase in sense of control among Māori and Pākehā caregivers between 2002 and 2003, but not for Pacific caregivers (repeated measures comparison with N = 104, F = 4.58, p = 0.033). There were no other significant differences in control scores as a function of either ethnicity or provider. A recent report of 1,376 Pacific mothers who had just given birth in Auckland indicated that 60% of the mothers had not planned their pregnancies and 71% were not using contraception when they conceived (Paterson, Cowley, Percival and Williams 2004). This lack of control over fertility is consistent with the reported lack of control among Pacific women on the control items.

Table 6.11: Social functioning and sense of control

	Ethnic group
	2002 Mean
	2003 Mean

	
	Social functioning

	Māori (N = 61, 47)
	3.59
	3.69

	Pākehā (N = 58, 38)
	3.89
	4.02

	Pacific (N = 23, 19)
	3.76
	3.63

	Total Social Functioning means

(SD)
	3.72

(1.19)
	3.80

(1.25)

	
	Sense of control

	Māori (N = 61, 47)
	12.62
	13.30

	Pākehā (N = 58, 38)
	11.98
	13.05

	Pacific (N = 23, 19)
	11.74
	11.37*

	Total Sense of Control means

(SD)
	12.23

(2.31)
	12.54

(1.91)


Note: Higher scores indicate more positive functioning and greater sense of control.

* F = 8.16 (2,101), p = 0.001 for 2003 ethnic comparisons.

Family strengths

A set of five items was developed by the Evaluation Team to measure family strengths. The five response options ranged from Strongly agree to Strongly disagree, with a high score representing greater strengths on the item topic. Table 6.12 shows the mean item scores for each of the three main ethnic groups. On average, most caregivers strongly agreed with the five items in both 2002 and 2003.

In 2002, Māori caregivers agreed more than Pākehā and Pacific caregivers that the Family Start programme had helped them to meet their child’s needs (F (2,113), = 3.67, 
p = 0.03). In 2003, Pacific caregivers were less likely than Māori or Pākehā caregivers to agree that they could do things to protect their child’s health (p < 0.01). In both 2002 and 2003, Pākehā caregivers agreed most and Pacific caregivers least that their accommodation was adequate to ensure their child’s health (p < 0.01). There were no other significant differences among the ethnic groups.

Table 6.12: Family strengths by ethnicity – mean scores

	Family strengths
	Year
	Māori
2002 N = 61

2003 N = 47
	Pākehā
2002 N = 58

2003 N = 38
	Pacific

2002 N = 23

2003 N = 19

	1. Family Start has helped meet my child’s needs
	 2002*
	4.48
	4.09
	4.04

	
	2003
	4.32
	4.26
	3.84

	2. We usually have enough food
	2002
	4.49
	4.53
	4.39

	
	2003
	4.38
	4.26
	4.05

	3. I feel confident that I have the skills to meet my child’s needs
	2002
	4.51
	4.43
	4.26

	
	2003*
	4.53
	4.55
	4.11

	4. Our family are able to do things that protect my child’s health
	   2002
	4.61
	4.45
	4.26

	
	2003**
	4.55
	4.66
	4.11

	5. Our accommodation is adequate to ensure my child’s health
	2002**
	4.23
	4.45
	3.52

	
	2003**
	4.09
	4.47
	3.42


Note: Scores can range from 1 to 5. 

Higher scores indicate greater agreement with the item.

* p < 0.05  ** p < 0.01 for comparisons across three ethnic groups

Correlations among scales and key variables

The correlations among the main variables were calculated to provide an overview of the interrelationships among the variables used to measure outcomes for the caregivers. These are shown in Tables 6.13 and 6.14.

Marital status was related to sense of control. Mothers who were married or living with a partner showed lower sense of control in 2002 (Mean with partner = 11.79) than mothers with no partner (single, separated, divorced) (Mean with no partner 12.60, 
F = 4.44, p = 0.037). Higher sense of control was significantly correlated in the 2003 sample with “quality of interaction with family/whānau worker” (r = 0.167) and “use of routines” (r = 0.39) and “mental health” (r = 0.23). No other significant correlations were found among these variables.

Table 6.13: Correlations among variables, 2002 data (N = 142)

	
	Quality of inter-

actions
	Assists family
	Closeness to child
	Use of routines
	Child manage-

ment
	Vitality
	Mental health
	Social

Function-ing

	Assists family
	0.695**
	
	
	
	
	
	
	

	Closeness
	0.048
	0.023
	
	
	
	
	
	

	Routines
	0.212*
	0.051
	0.020
	
	
	
	
	

	Child manage
	0.139
	0.024
	0.147
	0.214
	
	
	
	

	Vitality
	0.072
	0.045
	0.106
	0.105
	0.187
	
	
	

	Mental health
	0.025
	0.023
	0.138
	0.097
	0.222*
	0.563**
	
	

	Social functioning
	0.155
	0.097
	0.003
	0.056
	0.006
	0.370**
	0.389**
	

	Sense of control
	0.104
	0.121
	0.008
	0.088
	0.028
	0.135
	0.131
	0.045


* p < 0.05

** p < 0.01

Table 6.14: Correlations among variables, 2003 data (N = 104)

	
	Quality of interact-ions
	Assists family
	Closeness to child
	Use of routines
	Child manage-ment
	Vitality
	Mental health

	Assists family
	0.689**
	
	
	
	
	
	

	Closeness
	0.109
	0.088
	
	
	
	
	

	Routines
	0.289**
	0.152
	0.122
	
	
	
	

	Child manage
	0.202*
	0.209*
	0.079
	0.178
	
	
	

	Vitality
	0.035
	0.167
	0.124
	0.146
	0.371**
	
	

	Mental health
	0.211
	0.209*
	0.017
	0.327**
	0.407**
	0.620**
	

	Social functioning
	0.047
	–0.082
	0.108
	0.045
	0.143
	0.419**
	0.363**

	Sense of control
	0.167*
	0.071
	0.11
	0.392**
	0.095
	0.130
	0.231*


* p < 0.05
** p < 0.01

6.6
Summary and conclusions

Household composition

· A little over half of the caregivers did not live with a partner, with 17% in 2002 and 21% in 2003 living in households where there was no other adult.
· The average number of children per household was 2.54 in 2002 and 2.73 in 2003, with Pacific households on average having more children than Pākehā and Māori.

· Mean household size in 2002 was 4.83, rising to 5.13 in 2003. Overall, Pacific households were significantly larger than either Māori or Pākehā households, averaging 7.76 members in 2002 and 7.00 in 2003.

Education

· In 2002, nearly half of the caregivers (49%) had no formal school qualifications, having not gained any School Certificate papers. Six percent reported not attending a secondary school.

· In 2003, 43% of caregivers reported that, since they had joined Family Start, they had participated in an educational or training programme, and 35% had obtained a qualification or passed exams. Of those who gained a qualification, the majority mentioned Mahi Ora (Māori employment skills course).

· Māori caregivers were significantly more likely to have participated in educational programmes (X2 = 7.78, df (2), p = 0.02) and gained qualifications (X2 = 15.01, df (2), p < 0.00) than Pacific and Pākehā caregivers. Again, the qualification most often mentioned was Mahi Ora.

· Caregivers in Waipareira-Pasifika, Hamilton and Whakatane were significantly more likely than caregivers in Nelson to have participated in educational or training programmes since being part of Family Start (X2 = 9.28, df (3), p = 0.03).

· Analysis of the type of education programmes being undertaken shows that approximately 50% of these were diploma or certificate courses, the majority being computer or business courses. Other courses included beauty therapy, travel and tourism, and food preparation and safety.
Employment

· In 2002, only 16 (13%) caregivers were in paid employment at the time they were interviewed; this had risen to 42 (40%) in 2003. However, there was little change in the proportion dependent on benefits. Much of the increase in employment was into part-time work.

· Māori caregivers were significantly more likely to be in paid employment than Pacific caregivers (X2 = 5.28, df (1), p = 0.02).

· Hamilton caregivers were significantly less likely to be in paid employment than caregivers from any of the other three sites (X2 = 18.20, df (3), p < 0.001).

· For 58% of caregivers, a government benefit was their main source of income. This figure remained consistent across 2002 and 2003.

Health and wellbeing

Smoking

· In 2002, 50% of caregivers were smokers. This had risen to 54% in 2003.

· In 2002, Māori (65%) and Pākehā (50%) caregivers were more likely to smoke than Pacific caregivers (20%) (X2 = 13.30, df (2), p = 0.01). In 2003, this had changed a little, with Māori caregivers (71%) being significantly more likely to smoke than either Pākehā (49%) or Pacific (26%) caregivers (X2 = 11.10, df (2), p = 0.004).

· Forty-five percent of caregivers reported that they had smoked during their most recent pregnancy.

· Māori and Pākehā rates of smoking are considerably higher than national rates for females 15 years of age and over.

Alcohol consumption

· In 2002, 50% of caregivers reported they drank alcohol; this is compared with 45% in the 2003 sample.

· In 2002 and 2003, both Pākehā (72%; 64%) and Māori (52%; 45%) caregivers were more likely to consume alcohol than Pacific (23%; 5%) caregivers (X2 = 15.01, 
df (2), p = 0.01; X2 = 17.87, df (2), p = 0.000).

· In 2003, 17% of the caregivers reported that they had consumed alcohol during their most recent pregnancy. Of these, the majority (59%) stated that they drank alcohol less than once a month.

· A significant correlation was found between smoking and consumption of alcohol during pregnancy.

Access to transport and telephone

· Overall, car ownership increased between 2002 and 2003, and reliance on all other forms of transport decreased. In 2003, significant differences between caregivers were found with respect to car ownership, with Hamilton caregivers being significantly more likely to own a car than caregivers in Waipareira-Pasifika or Nelson.

· Over 90% of caregivers had access to a telephone. Around 40% had access to both a conventional phone and mobile phone.

Help with household tasks

· Overall, in both years, Pacific caregivers tended to have more support with household tasks than Māori or Pākehā caregivers. Specifically, they were more likely to get assistance with the preparation of meals, grocery shopping and paying the bills. In addition, in 2002, Pacific caregivers were more likely than Māori caregivers to get assistance with household repairs and, in 2003, with work outside the house. This is possibly due to the fact that there tend to be more adults residing in Pacific households than in Māori or Pākehā households.

Help with childcare

· Caregivers were most likely to get assistance with respect to disciplining their child, with half of caregivers reporting assistance in this area.

· Pacific caregivers were more likely to report getting help with taking their child to the doctor. In addition, in 2002, Pākehā caregivers were more likely to report that they got assistance with getting their child to bed than were Māori caregivers.

· The majority of caregivers reported that they had at least one person they were able to call on to provide childcare. In 2003, there was a significant interaction between Family Start site and ethnicity of caregiver. In Waipareira-Pasifika, Māori caregivers reported having more people to call on than Pākehā and Pacific caregivers.

Family and social contact

· In both 2002 and 2003, the majority of caregivers had at least weekly contact with five or more relations or friends, with fewer than 10% reporting that they did not see anyone on a regular basis.
· Around 30% of caregivers would have liked to see more of their friends and relatives.

· The vast majority of caregivers reported having another adult (other than their partner) that they were able to talk with regularly.

· Participation in family and community activities differed as a function of ethnicity. In both years, Pacific caregivers were more likely to attend church meetings than Pākehā or Māori caregivers. Māori were more likely to have attended an education group than Pākehā or Pacific caregivers. In addition, in 2003, Pacific caregivers were more likely to attend social or cultural meetings than Māori.

Parenting

· Most caregivers reported feeling close to their child. There were no significant changes between the 2002 and 2003 mean scores for closeness to their child, and the mean scores of Māori, Pākehā and Pacific caregivers did not differ significantly.

· Comparisons among the three ethnic groups indicated that, in both 2002 and 2003, Pacific groups reported significantly less use of routines compared with Māori and Pākehā caregivers, who reported relatively high use of routines at both interviews.

· The proportion considering that common child behaviours were a problem for them decreased over most of the child behaviours. For example, in 2002, 13% of caregivers reported that screaming was a problem, compared with 4% in 2003. The decreases in behaviours considered a problem between 2002 and 2003 were significant (p < 0.05) for three behaviours: “won’t go to sleep”, “screaming” and “crying frequently”. Only one of these behaviours (“won’t go to sleep”) showed a concomitant decrease in the actual behaviour from 2002 to 2003. The other two behaviours, although showing small increases in occurrence from 2002 to 2003, appeared to be less of a problem for caregivers.

· Although a reported increase in temper tantrums from 2002 to 2003 was reported – a developmentally appropriate finding given child age and maturation – caregivers were less likely to report that this was a problem for them.

Social functioning and mental health

· Caregivers reported medium to high levels of vitality, mental health, social functioning and a sense of personal control. Although vitality and mental health scores increased slightly for Māori and Pākehā women between 2002 and 2003, they were still lower than national mean scores for women in the 25–44 years age group. Scores for Pacific women showed no change.

· In 2003, Pacific caregivers reported a significantly lower sense of control than Māori or Pākehā caregivers. This finding is consistent with other research indicating that Pacific women in Auckland reported low levels of control over their fertility (Paterson et al 2004).

Family strengths

· In 2002, Māori caregivers agreed more than Pākehā and Pacific caregivers that the Family Start programme had helped them to meet their child’s needs.

· In 2003, Pacific caregivers were less likely than Māori or Pākehā caregivers to agree that they could do things to protect their child’s health.

· In both 2002 and 2003, Pākehā caregivers agreed most and Pacific caregivers least that their accommodation was adequate to ensure their child’s health.

7.
Families’ satisfaction with programme

The caregivers were asked to rate the family/whānau workers who visited them. The two satisfaction scales were:
· quality of interactions with visitor (11 items)

· assists family/whānau support (4 items).
There were five response options for each item, ranging from (5) Strongly agree to (1) Strongly disagree.

The mean item score for the two scales was 4.37 (out of 5) for the “quality of interactions with visitor” scale and 3.98 (out of 5) for the “assists family/whānau support” scale. Compared with a neutral score of 3.00, these high scores indicated that most of the caregivers had given very positive ratings to the family/whānau workers who had visited them. There were no significant differences between the mean scores for the 2002 and 2003 interviews for either of the visitor scales.

The mean scores on the two scales for the four providers and three ethnic groups are shown in Tables 7.1 and 7.2. (Mean scores shown are scale means, not item means.) 

Table 7.1: Caregiver ratings of family/whānau visitors by providers

	Scale
	Time
	Waipareira
Mean

(N = 38, 33)
	Nelson

Mean

(N = 32, 21)
	Whakat
Mean

(N = 20, 16)
	Hamilton

Mean

(N = 51, 34)
	Total

Mean

(SD)

	Quality of interactions with visitor
	2002

(N = 142)
	47.11
	50.03
	50.59
	46.17
	47.92

(6.22)

	
	2003

(N = 104)
	46.30
	49.38
	51.19
	47.38
	48.03

(5.34)

	Assists family/ whānau support
	2002

(N = 142)
	15.21
	16.50
	17.54
	15.27
	15.86

(2.78)

	
	2003

(N = 104)
	15.48
	14.76
	18.00
	15.21
	15.63

(2.74


Note: High scores indicate more positive ratings.

Ns for providers in header row are for 2002 and 2003 respectively.

The differences between the four providers were significant for both scales. For both the 2002 and 2003 interviews, caregivers from Nelson and Whakatane had significantly more positive ratings on both the “quality of interactions with visitor” scale (F(3,200) = 7.03, p < 0.001) and the “assists family/whānau support” scale (F(3,200) = 8.02, p < 0.001) than caregivers from Waipareira-Pasifika and Hamilton.

The mean scores showing ethnicity comparisons on the two scales for ratings of visitors are shown in Table 7.2. In both 2002 and 2003, Pacific caregivers were less positive in their ratings (p < 0.05 and p = 0.015) on the “quality of interactions with visitor” scale than Māori and Pākehā caregivers.

Table 7.2: Ratings of family/whānau visitors by ethnicity – scale means

	Scale
	Time
	Māori
	Pacific
	Pākehā & other
	Total

Mean (SD)

	Quality of interactions with visitor
	2002

(N = 142
	48.56
	45.13*
	48.78
	47.92

(6.22)

	
	2003

(N = 104)
	48.94
	44.89*
	48.47
	48.03

(5.34)

	Assists family/ whānau support
	2002

(N = 142)
	16.01
	15.47
	15.99
	15.86

(2.78)

	
	2003

(N = 104)
	16.11
	15.58
	15.08
	15.63

(2.74)


Note: High score indicates more positive rating.

* Pacific caregivers significantly lower (p < 0.05).

Correlations with caregiver rating scales

The “quality of interactions with visitor” scale was significantly correlated with the four-item scale measuring use of routines (2002: r = -0.20, p = 0.025), which indicated that caregivers who reported using routines were more likely to rate the family/whānau visitor positively. There was a significant correlation (2002: r = 0.25, p = 0.005) between intensity level (frequency of home visiting) and the “assists family/whānau support” scale. This indicated that caregivers receiving more frequent contact (with the family/whānau worker) rated assistance with family/whānau support more positively. Several comments made about the visiting frequency were consistent with more frequent contact being viewed positively. Some of the positive comments made were: 
She is excellent, always here to help me and my family.

My family and I only wish that the worker can visit us more regularly and have more time to sit down with me and talk about all life issues.

A few clients expressed dissatisfaction with some aspects of the services, mostly with the lack of contact.

At the moment, four month gap since last saw someone; would like to re-instigate contact.

PAFT programme needs to be more concise and helpful. Visits need to be more regular.

Family Start worker now shares car so it’s harder to get access and she doesn’t come as often as she used to. Haven’t seen worker that often because of this over the last three to four months. Miss each other because I don’t have a phone and worker is unable to make appointment because does not know when she will get car.

Caregivers were asked to describe the particular ways in which they had been helped by their Family Start worker. Specific areas included:
· enhanced personal development

· parenting skills

· improved relationships

· better coping skills

· practical skills.

Summary

Responses from the caregivers during interviews in both years indicated that, overall, they rated the Family Start programme very positively, in terms of both building their strengths and improving family/whānau relationships. There was some indication that families having more contact with the programme (medium and high intensity levels) were more positive about the programme. In addition, over 90% of caregivers were very positive about the personal qualities of their family/whānau worker. Caregivers reported that their family/whānau worker had helped them in a variety of ways. 

8.
Reports on other perspectives

This section reports the views expressed by Family Start staff about the operation of the Family Start programme. The second part describes the views about the Family Start programme of staff working in other agencies. The information reported in this section was obtained from the interviews with staff and the survey of Family Start staff. A summary of the key findings from the family/whānau workers survey is presented here. A more detailed report on the staff survey entitled “Report on the family/whānau workers’ survey” is included in Appendix G. 

8.1
Family/whānau workers

Training for Family Start work

Managers and supervisors listed a variety of skills and training that are provided to family/whānau workers. These were of three types: knowledge-based, practice-based and cultural.

· Knowledge-based training included CPR, information on breastfeeding and immunisation, SIDS, child protection studies, and legal information (e.g., Domestic Violence Act, Privacy Act, Tenancy Law, Matrimonial Property Act).
· Practice-based training included the development of skills in crisis management, strengths-based training, counselling (e.g., dealing with resistance, recognising neglect and abuse, “asking hard questions”, avoiding co-dependency relationships), and skills involved in developing good working relationships with other agencies, managing resources and planning and assessment.
· Cultural training included issues around differing family dynamics and notions of self-care.

At all sites, managers and supervisors reported that training is provided through both internal or “in-house” programmes and external programmes, and takes place both within groups and with individuals. Individual training is “needs driven”, with a degree of family/whānau worker self-selection or self-management involved in the training programmes available at two of the sites. At one site, it was noted that each worker is allocated an annual training budget. Internal and/or external training at two of the sites was described as occurring weekly. At these two sites, individual skills improvement was actively encouraged. At another site, issues around training uptake and access were described as more problematic.

In the staff survey, the majority of the staff reported having received training in recognising child abuse, with CYF providing the majority of this training. In addition, a high percentage had also received training in recognising family violence and in child development. It should be noted that it appears that the “recognising violence” training was usually incorporated in the “recognising child abuse” training rather than as a separate course. In addition, while the majority of workers report training in child development, the fact that 50% of them reported that this was part of “in-house” training suggests that many of the respondents answered this question with reference to Ahuru Mowai/Born to Learn rather than other courses in child development. The area where the least training appeared to be occurring was in “recognising childhood illness” and “mental health issues”, including “maternal depression”.

While the majority of courses undertaken were 2–10 days in length, a considerable number, particularly those addressing childhood illness and mental health, ran for one day or less. Indeed, it was noted that a considerable number of the training sessions in the “one or less category” were no longer than one hour in duration. The high percentage of respondents who reported that they had 2–10 days training in child development is indicative of them recording their Ahuru Mowai/Born to Learn training in this category.

Family/whānau workers stated that they had gained various skills through training provided within Family Start. Training listed by family/whānau workers included that provided internally as well as that accessed through outside agencies. Internal training included the Family Start induction programme. Other training listed included bicultural studies, Ahuru Mowai/Born to Learn programme, child development, social work and counselling training, strengths-based model training, mental health training, First Aid, time management, domestic violence programmes, training in legal matters (e.g., Custody and Protection Orders), GAIN (Getting Alternative Information Now) Family Programme, communication skills, dealing with professionals, use of computer database, and practical skills training, such as gardening and carpentry, that is then passed on to families. The Kaleidoscope programme was considered to be very useful by several workers. A number of family/ whānau workers stated that training received internally was often provided by co-workers who had particular expertise in an area. Some family/whānau workers reported that they had participated in a seven-day Child Protection Studies programme dealing with child abuse, which they had found very useful.

When asked to identify their training needs, most workers identified the need for more Family Start based training. This included training in strengths-based approaches, Ahuru Mowai/Born to Learn, supervision, interviewing and computer training. The area of training need identified by the most workers, outside of training related to Family Start, was training in mental health issues.

In addition, family/whānau workers were asked to comment on training needs. Comments were categorised into one of the following:
· the need for more training

· the need for a broader range of training
· the need for more in-depth/intense training
· the need for training that is relevant and responsive to the needs of the workers

· access to formal/professional training.

Family/whānau workers listed other training they felt would be useful. This differed by site and included: programmes specifically designed to assist men with issues such as drug and alcohol addiction, anger management, gambling, money management, parenting and relationships; a CYF programme; more in-depth legal information; mental health training in particular areas (e.g., symptoms, behaviours, diagnosis); training in Police matters; time management; and training in teaching practical skills such as gardening and carpentry.

Staff self-rated competencies

Family/whānau workers were asked about the skills, training and experience that they have brought with them that has assisted them in their work at Family Start. Those listed included social work experience/child protection studies, experience as an educator (e.g., special education), PAFT training, voluntary work such as budget advisory work, nursing experience (e.g., paediatric nursing), critical analysis skills, community networking, people skills, client-centred counselling, Māori models knowledge, and working with Women’s Refuge. Some family/whānau workers mainly brought life experiences similar to those experienced by their clients, which they maintained made it easier for them to identify with their clients. At one site, staff stated that, as the vast majority of their job was social work, staff for Family Start should be recruited from social work fields. As one family/whānau worker put it: 
We should all be social workers especially with regards to safety. Most of the job is social work.

Organisational operations

The operation of the Family Start programmes from the point of view of the managers and supervisors working in the four Family Start programmes was described during the interviews in 2002. The incorporation of diverse and complementary strengths among family/whānau workers and supervisors was seen as an asset of the programme at one site, and an essential element in creating a bicultural partnership. The employment of family/whānau workers with life experience rather than formal qualifications was identified as a real strength at another site, contributing to the perceived success of the programme.

Descriptions of valued staff skills differed somewhat by site. At one site, a core set of attributes was sought. These included good communication skills, specific field knowledge, home visiting experience, and networking knowledge. At another site, a combination of skills was described as essential. These included the presence of particular professional skills according to team needs, life experience, ability to learn and adapt to the job, social work experience, sensitivity to family needs, understanding of family dynamics, people management skills, and openness to supervision. Life experience and the ability to relate well to at-risk families were highly valued at another site, as was the presence of particular skills such as budgeting and adult education knowledge.

In the survey of family/whānau staff, some reported that a workplace culture existed in which all members could have input into the running of the programme. These family/whānau workers described a collegial environment that provided excellent peer support. Other family/whānau workers, by contrast, reported a less supportive organisational climate at one level, stating that a lack of resources, such as transportation and computers, was a problem that created tensions in their work environment. Most of these workers reported that their workloads were too heavy and that frustration was high. However, these workers also reported good collegiality and peer support.

Issues of perceived inconsistencies and inequalities in allocation of resources are highlighted by the lack of material resources noted by some. Some family/whānau workers stated that, although management supported the need for more training for family/whānau workers in theory, workers were often denied training in practice, even when this was free.

Family/whānau workers’ caseloads

The number of families that individual workers were responsible for ranged from three to 22, with a mean of 13 clients for the survey of 57 staff. It should be noted that, while the majority of caseloads of 20 and above can be accounted for by workers reporting on families they share responsibility for under the Hamilton “wrap around” model of service provision, there were still some reporting individual caseloads of between 15 and 20 clients.

When analysed according to intensity classification, family/whānau workers were responsible, on average, for six high intensity families (range = 0–33), six medium (range = 0–22), and five low intensity families (range = 1–14). High intensity families were visited on average twice a week (range = 1–5), medium intensity families once a week (range = 1–9), and low intensity families once a week (range = 1–10).

Approach to working with families

Family/whānau workers’ descriptions of their approach to working with families ranged from detailing particular practices or strategies used, to descriptions of a philosophical approach taken, to depictions of focus and/or stance taken.

· Practices/strategies: active listening; empower to identify strengths/weaknesses; assist to set goal; empower to identify strategies suited to needs; empower to access resources and develop support networks; build relationships and rapport; problem solving; build self-esteem; engage family participation; advocate; work from where client/family is at; seek commonalities.

· Philosophy: strengths-based approach; whānau / partnership approach / whakawhānaungatanga; Maslow’s Needs Hierarchy.

· Focus: child focused; client focused; task centred; family focused.

· Stance/attitude: cultural sensitivity; respectful; non-judgmental; honest; professional; relaxed; accepting, open/transparent, informative, supportive; friendly; non-threatening; positive; fun; down-to-earth; firm; challenging and supportive; confidential; humble; understanding; consistent; empathetic; allow autonomy.
Services delivered

Family/whānau workers detailed a variety of issues with which they assist families. These included: financial problems such as budgeting; relationship issues, in particular dealing with present and past partners (e.g., dealing with domestic violence, developing communication skills); isolation; basic life skills; health issues; housing; unemployment; accessing and furthering education; understanding child development; self-help strategies, such as soliciting assistance, motivation, making choices, becoming independent, successfully accessing government agencies, engaging in personal change (e.g., quitting smoking, drug/alcohol abuse, anger management) and realistic goal setting.

Family/whānau workers listed activities that they found particularly successful and considered to be important achievements in their work. Those listed included the establishment of Teen Mums Group, Whānau Aroha programme, Men’s Group, Christmas Group, buddy systems (e.g., linking non-English speaking caregivers with interpreters), and advocacy support. Such groups serve both social and educational purposes so that participants can gain particular skills while becoming part of a parenting network.

Family/whānau workers detailed strategies that they found particularly effective in working with families. Spending time listening and building rapport and trust with caregivers were considered to be very useful strategies. In addition, respectfully providing guidance, advocacy and support rather than directing families in what they should do was considered to be an important part of service delivery in order to engage families. Working from families’ strengths was perceived to be essential to effective practice, as was celebrating small steps made in a positive direction.

Additional services provided by Family Start programmes

Parenting programmes (e.g., young mothers’ support, parent support, parent education, whānau days) were by far the most likely additional services to be provided by Family Start programmes, followed by childcare (e.g., holiday programmes, playgroups) and health care services (e.g., health and fitness classes).

Monitoring of service delivery

Provision for clinical supervision differed somewhat, in accordance with differing organisational structures at sites. Provision ranged from weekly supervision meetings between supervisors and staff (e.g., 1.5 hours weekly), to provision for an array of internal and external supervision. Internal provision for staff included one-to-one, ad hoc, group and peer supervision as well as cultural consultation. External supervision was described as being available as needed. Clinical supervisors at two of the sites receive supervision from managers and/or external clinicians. At one of these sites, in addition, the manager receives external supervision.

Internal monitoring occurs on a case-by-case basis within supervision at two of the sites. Supervisors review plans to ensure that goals set for individuals are achievable. Anecdotal information regarding individual cases appeared to be the main means of monitoring effectiveness. One manager identified the need for a broader view of programme effectiveness. This was seen as important in order to be able to identify trends and monitor aspects of programme uptake and completion, such as reasons for premature exits. One site used exit interviews with caregivers as a key indicator of programme effectiveness. In addition, this site used an audit tool developed by another Family Start provider.

Supervisors stated that assisting families in crisis (i.e., those designated as requiring “high intensity” intervention) differed from working with “low intensity” families. The former group required greater professional skill in order to achieve substantial change. It was recognised that significant change for families cannot occur until they are out of crisis. In addition, supervisors at two of the sites stated that the number of service hours associated with intensity levels was inappropriate because families tend to move in and out of crisis. For example, a family may, on entry to the programme, be assessed as high intensity but then move over time to low intensity but subsequently suffer a crisis that catapults them back into the high intensity category. As a consequence, it was felt that the way hours are allocated or intensity level is designated needed to be flexible enough to allow for these changes.

Programme features perceived to contribute to success

Provision within the programme for a degree of client autonomy was identified as important by all three supervisors interviewed. For instance, the fact that participation was entirely voluntary rather than mandated was seen as essential to the programme’s success with families at one site. It was argued that families were more likely to self-refer as a function of growing public perception of programme quality and strong interagency relationships. The provision of self-guided opportunities for families to meet and talk, co-ordinated by family/whānau workers, was recognised as another important aspect of programme success at one site.

Barriers to success

In interviews, family/whānau workers noted several challenges in their work with families. Common barriers to improved outcomes for families included drug and alcohol abuse, gambling, domestic violence and relationship problems. Poverty and a serious lack of material resources (including means of transport) were problems that often hindered progress. Lack of suitable, affordable housing in some areas (especially Nelson) was a significant problem, contributing to overcrowding and associated health issues for families.

In the Family Start staff survey:

· 47% of respondents noted that motivating caregivers was a real challenge
· 18% noted that relationship issues posed difficulties
· 16% noted that lack of resources/services were a major challenge
· 10% noted that transience was a key difficulty in working with families (information reported here on the average length of participation in the programme and reasons for leaving the programme supports this, revealing that the families served by Family Start are a fairly mobile group).

Relationships with other agencies

Family/whānau workers reported engaging with a variety of other agencies and professionals. Those listed included: community mental health, James Family, midwives, legal services, audiology services, alcohol and drug counselling, Work and Income, CYF, community youth services, budgeting services, general practitioners, Parentline, Plunket, HAIP (Hamilton Abuse Intervention Project), Public Health Nurse, Māori mental health services, Birthright, Barnardos, Salvation Army, CADs (Community Alcohol and Drugs Service), Women’s Centre, Pregnancy Help, anger management providers, churches, career services, Well Child, and “Real Dads” services. At each site, the type of agency most frequently referred to was health related.

A diversity of external agencies were identified that Family Start received referrals from and made referrals to, but, generally, family/whānau workers appeared to be very selective about the agencies to which they referred families or helped families to access, depending upon past experiences with agencies.

In general, family/whānau workers reported having had problematic interactions with government agencies such as Work and Income and CYF, agencies that play a monitoring role in terms of financial entitlements or family interactions. The development of strong advocacy skills was recognised as essential in order to successfully assist families to access entitlements through Work and Income. Another government agency that family/whānau workers reported having difficult interactions with was Housing New Zealand. Family/whānau workers reported being frustrated by attempts to obtain assistance from this agency for families due to high demand for housing in some areas and consequent long waiting lists. Some reported that they had given up trying to assist families to access housing via this agency.

At some sites, it was suggested that families have too many agencies in their lives. Some family/whānau workers stated that families often mistrust or fear other agencies. Conversely, agency dependency was identified as an issue for some families. Some agencies were described as “judgemental” and “playing God”, or were considered non-professional in their interactions with clients. These observations were reflected in an expressed reluctance on the part of some family/whānau workers to refer families widely or to certain agencies. Family/whānau workers tended to see the personal relationship developed between themselves and client families as more important than the involvement of external agencies in the lives of families. This perspective may account for findings of limited contact between external agencies and Family Start (reported below). The need to develop better relationships between Family Start and other organisations is recognised.

Family/whānau workers described differing relationships with other agencies and professionals, ranging from excellent to poor. In some instances, family/whānau workers refrained from referring clients to certain agencies or professionals due to cost or negative experiences, as noted above.

Collaboration with other service agencies

Family Start managers reported collaborating with a number of specific service agencies, including informal collaboration with Well Child provider groups (which usually include Plunket, Māori and Pacific health providers), CYF, PAFT providers, GPs and midwife Lead Maternity Carers, parenting organisations, and Police. Three managers stated that they were striving to strengthen collaborative relationships with at least one external agency. Those agencies with which managers sought firmer collaborative ties were GPs and midwives, schools and CYF.

When asked for examples of collaborative interactions with other agencies or professionals, family/whānau workers described particular situations where successful interactions had occurred. A range of situations were described, including instances where family/whānau workers worked with:
· health services to:
–
assist families to deal with a child’s ADHD

–
assist a mother with breastfeeding

–
deal with families’ health issues

–
obtain financial assistance for medical treatment

· an early childhood worker to develop a plan for assisting families

· a men’s programme to gain guidance, support and direction for fathers

· CYF to return a child to a family.

Gaps in services

In interviews, family/whānau workers at all four sites noted that relationship issues, drug and alcohol abuse, gambling and domestic violence were often barriers to success in their work with families. In these respects, men in the families were cited as being the most resistant to change. Even when change was pursued by the women in families, men resisted and often acted to undermine women’s attempts to improve the family’s situation. Family/whānau workers noted that there were relatively few programmes targeting men available in their communities. It was argued that there is a tendency to focus on the mother and the mother–child relationship, even within the Family Start programme. Programmes for men required consideration of ways of recruiting men who were more difficult to access due to employment and/or who may see parenting and related issues as women’s responsibility. It was suggested that a national advertising campaign would assist in highlighting the issues for men.

In the Family Start staff survey, the areas where gaps in services were most often identified were: access to emergency housing or funds (identified by 11% of staff), counselling services (9%), and childcare (6%).

Satisfaction with work

Family/whānau workers reported on the aspects of their work that gave them the most satisfaction. Unanimously, family/whānau workers stated that one of the most rewarding aspects of their work with Family Start was facilitating families to make positive changes. It was argued that this outcome is possible because of the strengths-based approach guiding their work in Family Start, and as a function of the longitudinal approach taken within the programme.
In addition, a client-centred approach is taken, which starts from where the family is at and accords families autonomy in determining their own needs, while informing and coaching them on the possibilities. This approach was argued to be another means by which change is achieved that gives family/whānau workers great satisfaction in their work. Family/whānau workers also enjoyed the opportunities afforded them to develop “enabling” relationships with families.

Some family/whānau workers stated that poor communication existed between themselves and other service providers in their community, and that this impacted negatively on satisfaction in their work. These workers also noted the need for a workplace that provided a more welcoming interface for clients, as well as more material resources that would assist them in doing their job better.

Staff reports on service impacts on clients

The survey of staff from Family Start asked: “Thinking about two or three families that have made the most progress, what are the most significant positive changes you have observed in these families?”.
Some of the positive changes identified by staff were as follows.
· Increased confidence in making decisions.
They are more comfortable to contact the resources by themselves [such as] WINZ, IRD and others.

[They can] ring to cancel or reschedule appointments, make own transport arrangements.
· Setting goals and working to achieve them.
Willingness to set goals and working at achieving them to improve their life; for their children and themselves in education and health as well as in housing their families.

· Awareness of the importance of early childhood education.
Major changes that occurred in some of the families include the parents’ awareness of the importance of early learning by the children. So now they realise that taking the kids to early childhood centres is very important to the development of the child in all areas.

Organisational support to address staff stress

Family/whānau workers at different sites were divided in their views on the degree of support received from management to minimise staff distress and burnout. Some family/whānau workers reported being very satisfied with the support received from Family Start supervisors. These family/whānau workers described backing as “hugely supportive”, “important and valuable” and “professional”, and as going beyond simply assisting with case management to address worker wellbeing. Another family/whānau worker described supervision as “very good, encourages us to be focused”, while another noted that having a clinically trained supervisor was essential but was not always available. A number of family/whānau workers stated that opportunities were available for personal, external supervision in the community, paid for by Family Start, and that their manager encouraged them to access such support as needed in order “to keep well”. At some sites, peer supervision was also available. Team-building days were held regularly.

Some family/whānau workers reported being dissatisfied with the internal support received from their supervisor, with some workers stating that they received no supervision. Some workers stated that they worked 10-hour days, and some worked on the weekend. Their workloads were described as extremely heavy, each worker having the maximum client load of 15 at any one time. These workers tended to rely on informal peer support.

Views about the Family Start database

Supervisors reported that there is a degree of ambiguity about the database and its uses. For instance, staff at one site reported being initially hesitant about entering data, as they were unclear whether the information entered would be useful to the staff or providers. This situation was compounded by the fact that database manuals were not available initially. However, training for staff in 2002 in the use of the database has probably led to an improvement in the consistency of data entered into the database. At one site, the supervisor questioned why the unit of analysis coded in the system was the family rather than the child. Supervisors would like to know what the database might tell sites about local issues and trends.

The database was being used as an auditing tool at one site, where the supervisor compares case information in paper files with that entered into the database. At another site, the database was found to be useful as an “ad hoc reporting tool”. In general, the database was used for reporting purposes. Other uses for the database were to support case notes, and for analysis and mailing purposes.

8.2
Other providers

Contact and nature of relationship with Family Start

In 2002, reported experiences of staff in other agencies with regard to the nature of contact with Family Start personnel differed somewhat across sites. However, within-site differences were also evident, with experiences reported by some agencies differing to an extent from those of other agencies.

In 2002, some external agencies reported receiving referrals only, others making referrals only, while others reported that they both received and made referrals. The number of referrals received or made ranged from few to frequent. Reasons given for infrequent referrals by external agents included a perceived lack of specialist training (e.g., mental health training) among Family Start workers and a lack of fit between family situation and Family Start criteria (e.g., age of child, geographical location). Reasons given for more frequent referrals included: the existence of numbers of “high needs” families; confidence in the Family Start workers to assist families; and/or Family Start workers being the “best option” for a family. It should be noted that it was not possible to verify reports on levels of referrals to/from agencies. Information provided by Family Start staff did not always match that available on the national database on agencies with whom a site had contact, nor did it consistently match reports on contact provided by external agencies.

Contact between external agencies and Family Start was described as occurring at a management level, at an individual worker level, or both. In one instance, contact was described as occurring largely via an advisory group. Contact occurred through formal meetings and/or informal exchanges. Descriptions of contact with Family Start by external agencies varied from minimal or no contact, to regular and frequent. The degree of contact depended on the nature of relationships formed between agencies. Descriptions of relationships with Family Start workers by external agents ranged from excellent, to improving, to poor or diminished. In instances where a close working relationship was described, or where improvements had occurred, this appeared to hinge on the existence of one-on-one, personal relationships having formed between workers at the agencies. For the most part, such working relationships appeared to have formed more easily at agencies viewed, either by external agents or by Family Start personnel, as complementary rather than in competition with Family Start. In some instances, the development of effective relationships appeared to have been hindered where an external agency felt that it was perceived by Family Start as performing a monitoring function for the Government and where Family Start agents viewed their role with families in opposition to such a function.

In other instances, contact between external agencies and Family Start was facilitated where outside agencies had a clear understanding of Family Start’s role and the nature of the work they do and had faith in their ability to deliver on this. This appeared to be more likely where an external agency had a policy of introducing their workers to the work of other providers in the area as part of their induction, where strong, informal and personalised links existed between agencies, and/or where Family Start had actively promoted their work in the community.

In some instances, where little contact or poor relationships were reported, external agency representatives stated that relations had become strained as a result of requests for contact or invitations to meet or visit their organisation not being taken up by Family Start. In one instance, where an external agency felt in direct competition with Family Start, resentment was reported at a perceived richness of resources in comparison with those of the external agency. This resulted in difficult relations between the two organisations. Where diminished relationships were reported, this was due to staff changes and a consequent loss of close working relationships between individuals who were not replaced.

In 2002, communication with Family Start was described in some instances as very good. However, even when good communication was reported, external agents tended to state that communication between themselves and Family Start could still be improved to enable greater sharing of information and feedback on families’ progress and welfare. In some instances where this was reported, the external agent suggested that this was something that Family Start needed to improve on. In other instances, the external agent reported that their agency and Family Start both needed to improve their communication channels. Some external agents stated that they would welcome more opportunities to share their specialist expertise with Family Start workers, especially health-related information.

Where communication was described as poor, this tended to be because, despite attempts by the external agencies to initiate contact, Family Start did not reciprocate. In other instances, agencies reported that it was difficult to communicate with Family Start because it was not clear whom they should be contacting. In yet other instances, agencies believed that organisational issues within Family Start meant that information was not always communicated to the appropriate person. In some sites, there appeared to be reluctance on the part of both Family Start and external agencies to “share” information about families, particularly where they saw themselves and the other agency as providing similar services or where a difference in guiding philosophies was evident.
In 2003, the situation with regard to contact, referrals and relationships had changed little. Those agencies that had reported low levels of contact in 2002 and poor relationships with Family Start reported either no change with regard to contact, relationship and referrals, or decreased contact and referrals, and no change in relationship. Those that had reported frequent contact and good relationships in 2002 reported that referrals and contact had either increased or was unchanged in 2003. In one instance, the external agent stated that, although they continued to have a good relationship, they had had fewer referrals in 2003 (no reason was given for this). In general, where good, close working relationships had existed previously, these persisted in 2003. Where poor relationships and limited contacted were reported in 2002, these had either remained static or deteriorated further. In two instances, external agents contacted for second interviews in 2003 stated that contact with Family Start had ceased altogether.

The two new external agents interviewed in 2003 from health-related agencies reported differing relationships and levels of contact. One reported a very good working relationship, which involved that agency making frequent referrals to Family Start. The other reported having very limited contact and only a “distant relationship” with Family Start.

With regard to the six additional educational agencies contacted in 2003, four of these reported having very limited contact with Family Start. One agent described their relationship with Family Start as “pretty much non-existent”, while another reported having a good working relationship and fairly regular contact. The other agency (a Māori adult training facility) reported having had quite a lot of contact with Family Start previously but that they were now reluctant to refer families. The following comments were made by the representative from this organisation: 
I find out the families here are involved with Family Start so we leave things to Family Start to do and then we find it’s not happening. If we had known things were not happening we would have followed them up. But we think it is being done by Family Start. Now we’re reluctant to have anything to do with them. We wonder if they network other agencies … They seem to do the initial contact and that’s it. There’s a barrier to communication, a lack of networking.

In 2003, staff interviewed in external agencies were asked to rate on a scale of 1 to 5 
(1 = Poor and 5 = Excellent) the effectiveness of liaison and communication with Family Start. Mean scores and ranges for these ratings by site are shown in Table 8.1.

Table 8.1: Ratings by external agencies on effectiveness of
liaison and communication with Family Start

	Site
	Effectiveness of liaison
	Effectiveness of communication

	
	Mean
	Range
	Mean
	Range

	Hamilton
	2.6
	1–4
	2.6
	1.5–4

	Nelson
	3.5
	2.5–4
	3.5
	2–4

	Whakatane
	3.4
	2–5
	3.75
	2.5–5

	Waipareira-Pasifika
	1.5
	1–2
	1.5
	1–2


These findings suggest that some sites are perceived as more effective than others at networking and communicating with others providing services for families. However, given the range of ratings obtained within three of the sites, the extent to which liaison and communication was considered effective depends upon the external agency interviewed. Analysis of ratings and comments suggests that some Family Start sites are viewed as somewhat exclusive and insular in their approach to working within the community, while others tended to be viewed as more proactive at networking and linking families to other agencies in the community.

It should be noted that, in a few instances, staff interviewed declined to provide a number rating of liaison and/or communication with Family Start either due to the fact that their response would differ according to whether they were rating liaison and communication with management or family/whānau workers, or due to the fact that contact had been so limited (or non-existent) as to preclude a rating. Some comments relating to communication and liaison are included below.

It’s a good programme for networking for families with community agencies that can assist them in living. This will help the children of the next generation. (Early childhood health professional)

They don’t do what they’re supposed to. [They’re] difficult to get hold of and there’s always a reason why we can’t see them, too old, too busy, wrong ethnicity. Then they don’t do anything. Parent feedback told me it’s a waste of time. Personally, I’ve given up, few would benefit, need to be the right colour and get the right person to do anything. (Child health agency)

We were pre-emptive in trying to set something up between [our agency] and [management] of Family Start. We’ve been trying to pin them down and get agreement to refer between us. We’re six months into that – trying to communicate with staff. The cases are interlinked – we’ll ring and talk about them. They do not do that for us. Communication is needed for working together. (Parenting help organisation)

Less contact now than when we first started, not a good thing. In all fairness we find some [family/whānau workers] are good – depends on the worker. I discussed this with my team this morning, got their opinion, they told me we never get feedback. From Family Start there’s one or two clinicians who contact us concerning clients or with information. (Maternal mental health organisation)

At a population level we have good communication. Re personal health care case management – a good relationship. I am involved in their training, clarifying topics, giving lectures or holding question and answer sessions. I could have been more content with them there – they could have asked for more training. (Child health agency)
Interviewees were probed for what they believed was the basis of effective communication between their organisation and Family Start. In the main, comments suggested that communication was enhanced: 
· by the degree that agencies experienced an openness to sharing and networking among Family Start personnel

· where agencies noted active, sustained attempts to develop close relationships by both parties, and/or where familiarity occurred between individuals between agencies

· where readiness to communicate was exemplified by regular practices of responding to phone messages and following through on invitations to meet

· where policies were in place that ensured feedback was provided in a timely fashion with regard to a family’s progress or needs

· where a strong understanding of the importance of networking was held.

Where these features were found, relationships between agencies were described as good or excellent, and a clear understanding of, and confidence in, the work of Family Start was apparent. Where these features were not found, mistrust, frustration and a lack of confidence in the work of Family Start persisted.

The following represent comments made regarding effective communication.

We are both proactive. It’s easy for our staff to pick up the phone and Family Start is always welcoming. It’s a whānau environment here so when they come here the client is treated with respect and our staff are treated with respect by Family Start – mutual respect. (Work and Income)

Both services have a belief in early intervention so there’s no explaining of each other’s beliefs, just different contracts for different types of work … Both have a desire to get the best for families. Philosophy is the same so no debate needed. (Mental health organisation)

Their staff are available when we contact, they’ve got the information we need and they’re happy to share it. This is vice versa for us. (Alcohol and drug programme)

Habit, professional standing, it’s expected. It’s a mandate they get back to us, an understanding, and the same for us. Policy for us is to return calls even if it’s answer phone to answer phone. (Family support agency)

Smaller community, we know each other and know we can trust them. It’s knowing the people you are working with and having a solid relationship. One [Family Start member] worked here before and trained with me … there’s lots of points of contact. We know each other through work and trust each other’s decisions to a high degree … They are in close proximity and we see them every day. (CYF)

There are phone calls, always a reasonable response and on time. (Maternal and early child health agency)

We have common goals – the best interests of the child and family. (Early childhood health organisation)

The following quotes represent comments regarding barriers to communication and/or suggestions made for improving communication.

Meeting every three months or so would be helpful to get to know each other and our aims and interests. There’s still a bit of territory-building, we’ve had competition drummed into us. Once you get to know each other as individuals it knocks the barriers down. It’s more on our side at the moment – we have a referral system. They could refer a bit more often. (Child health agency)

Understanding from Family Start. They do not understand the dynamics of service delivery, networking, community development, that this is a way to keep yourself going. There’s got to be basic training of what social services is about. They think they have a clear concept but think no one else understands. The lack of their training and knowledge is alarming regarding the need for interaction. (Parenting help agency)

Giving feedback would be a good start: written, phone call, message or pen and paper … We have regular study days, they could come and get to know us. They can ring us. They need to be seen more in the community. (Child health agency)

Management have too much on their plate. They need to delegate so we can have better contact. They need to keep the lines of communication open. It’s also an attitude, it’s about seeing the need to work with other groups. (Family violence programme)

[The Family group] meeting was the first indication they existed. Would be good to have some kind of pamphlet to say they existed or a visit to say who they are and how to contact them. There’s a lack of information – we don’t know how they operate. (Kindergarten)

Collaboration with Family Start providers

In 2002, external agencies reported on the nature and degree of collaboration engaged in with Family Start to assist families. Collaborative relationships between external agencies and Family Start varied according to the particular family situation and the nature of the relationship with an external agency. In some instances, collaboration was not warranted due to the nature of family assistance required and the services offered by an agency and therefore contact between agencies was at a referral level only. However, in such instances, external agencies reported that they had an interest in knowing what had happened to families that they referred to Family Start, as noted above, but that channels for obtaining this information were often unavailable due to the absence of a formal policy or processes for sharing. Unless close, individual working relationships existed between Family Start and an external agency, this information tended to be unavailable.

Collaborative relationships between agencies and Family Start were attributed to a good understanding of the roles of each agency and how they complemented or supported each other to assist families. Collaborative relationships between Family Start and external agencies had not developed where an external agency did not have a clear idea of the work undertaken by Family Start.

It was claimed that collaboration was also hindered by the failure of Family Start staff to ascertain information on which agencies were concurrently working with a family. In some instances, staff in external agencies reported that Family Start did not have a policy that would allow them to co-ordinate their efforts with others. It was argued that this resulted from a lack of understanding of how the work of Family Start and that of other agencies might be linked. Alternatively, it was argued by one agency that lack of collaboration resulted from a tendency for Family Start to operate as a one-stop shop. In other instances, it was reported that external agents believed that collaboration did not occur because Family Start and other agencies took different approaches (e.g., more or less directive) or had different cultures of understanding about how to assist families. For example, it was argued that where Family Start personnel perceived an agency’s role as monitoring for the Government and their own as empowering families to make their own choices and changes, Family Start would refrain from referring to that agency. It also appeared that differences in beliefs between Family Start and an agency about the primary focus in service delivery (i.e., the child or the family) impacted on the formation of collaborative relationships. The following quote from an external agent exemplifies this: 
We have a different approach from Family Start. There’s a conflict of interest [between Family Start and us] in the ways we believe families should be supported. Our first priority is the child but we realise the child is part of a family so we look at the family too.

In 2003, external agents were again asked to describe how they had collaborated with Family Start to improve the circumstances of families. Responses ranged from “no collaboration”, to general descriptions of collaboration, to specific descriptions of how agencies and Family Start had collaborated effectively to assist families. General descriptions involved activities such as: attending meetings with family/whānau workers and parents; informal discussions between agencies of family needs; multi-agency meetings for strengthening families; weekly interagency “critical risk” meetings; meetings between management of agencies. 

Some issues around collaboration identified in 2002 reappeared in 2003, while others appeared to have dissipated. Some new issues were also identified. One way in which collaboration had occurred in 2003 was through training for Family Start personnel, either by or in conjunction with external agents. The following quote exemplifies this: 
[We have collaborated by] upskilling our own staff and their staff by meeting and sharing ideas – this has an immediate impact on families. We’ve done supervision of some of their workers in the past. We’re providing early intervention and specialist services seamlessly. (Child mental health agency)

External agencies whose contact with Family Start largely involved only making referrals still commented on a desire to receive feedback on families’ progress. Not knowing what happened to families once they were referred to Family Start meant that agencies had no way of assessing how useful the service was to families. Agencies may be less likely to refer when they have no knowledge of what happens to a referral once it is passed on to Family Start.

In 2003, as in 2002, it was apparent that collaboration between external agencies and Family Start thrived where close relationships had formed and where a clear understanding of the role and work of Family Start with families was held by external agents.

Where collaboration had not occurred, agencies lamented the lack of co-operation, stating that this undoubtedly impacted on families. One agent, complaining that collaboration had not occurred, made the following comment: 
Nothing really except angst over what we’d like to share. It’s disappointing not having another group to work with … We know there’s families there we should work together on. (Parenting help agency)

One national child health agency with whom interviews were held in the various regions revealed that no collaborative relationships existed between Family Start and that organisation. It appears that the basis of the lack of collaboration between agencies was perceived competitiveness in the provision of services. However, as one agency representative noted, Family Start offers services not covered by them and therefore may potentially complement services provided by that agency: 
Family Start have more time to spend on day-to-day getting to know the family more. It’s a Māori service and that helps a lot here. Family Start are able to put the families in contact with other services and provide transport to services … Day-to-day they [can] take the small things off us – it’s good – they can do things like getting firewood ... spend quite a bit of time helping families with accommodation, shopping and working with them to get immunisations, kids to kindy and dental nurse – they can physically do this.

Issues identified in 2002 around collaborating with government agencies performing a monitoring role did not appear in 2003. By contrast, effective collaborative relationships were described by such agencies. The following quotes exemplify this.

We continue to be as proactive as ever with each other and with mutual clients. The change has been more with FS themselves. They had a high turnover of staff before and each time our staff met them there were more new staff and some had left. It’s more settled now, has been for the past three or four months. They have more settled management now. The turnover meant it became confusing for us. Our staff had clients they were referring to people who were no longer there … They are wonderful, I can sing their praises. We can see the difference they are making with clients they are working with – that’s the most important aspect. They are supporting them, teaching them budgeting skills, making sure their children go to school, running parenting groups – many little things, but they make a big difference – that’s critical in the family structure we have now in NZ ... If we [both organisations] need something we come together for meetings or if we need to improve something. They [Family Start] ring me for meetings. (Work and Income)

We [Family Start and us] have a working relationship – see that as number one. They are good at calling a case conference. We can do this but it’s a lot of work and calling round. One of the supervisors is very good at this … We have a close collegial and professional relationship. We can also contact individual workers. The supervisor always refers. If a case comes to us from Family Start, they’ve done everything they can before it comes and we know the kids are at risk. There is good sharing of information about safety of children with supervisors ... and also we sometimes can help with resourcing – transport to counselling – sometimes we can do things others can’t – financial practicalities – for example, if a child needs care and the caregiver has no money for uniforms, clothes we can get these resources. We case conference together, pool resources and work out the best options. (CYF)

It should be noted that both of these external agencies were referring to interactions with the same Family Start site. An interview with another government agency, Housing New Zealand, was conducted in relation to a different Family Start site. Again, a collaborative relationship was described, indicating that such agencies need not be in opposition to the work of Family Start.

… when their reps come into the office to contact our workers they come in bringing clients for housing. I was on a home visit with them today. I’ve organised Strengthening Families meetings and invited their caseworkers. Our relationship with Family Start is fairly good. They are able to give us information we’ve missed [that] we need to prioritise for housing. Family Start has a better rapport and can give us information we don’t get. Families are proud and we’re a government agency. They are helpful – with each new customer we get a support letter so we can compare information on clients and do a reasonable assessment of need. Family Start workers vary – there are different levels of experience and different levels of skill. Overall they are very good – awesome to have on board … We may have housed a family and may be re-evaluating – we contact Family Start because they may need a lawnmower – if we get other information on what the client is needing we get Family Start to assist them. We pass on the information informally. We tell customers about Family Start and tell them they can get the GP to make referrals or we may ring directly to caseworkers. We don’t refer as such … We have been invited to lunch there and have sporting and social encounters – a social way of building rapport. I’ve spoken with the supervisor over different issues. (HNZ)

Perceived impact and effectiveness of Family Start

In 2002, external agencies varied in the degree to which they believed Family Start to be effective. Some agencies reported that they found Family Start to have been extremely effective in assisting families and supporting change, while others stated they did not believe Family Start to have been very effective.

Some external agents reported that Family Start was very effective at showing families that they have choices and at successfully supporting families to make positive changes. One external agent described Family Start as providing a unique service that represented an important “safety net” for families that was not available elsewhere. In many instances, Family Start’s success with families was attributed to the fact that workers remained with a family for very long periods of time, providing continuity of care and support for change. Some external agents reported that Family Start had been particularly successful with difficult, high-needs families, while others attributed Family Start’s effectiveness to their provision of a culturally appropriate service.

Others suggested that Family Start had not been very effective, stating that families reported being unclear about Family Start’s role. A lack of specialist training, especially health-related and social work training, was also suggested as a key reason for a perceived lack of effectiveness with families. Some external agents reported that they did not believe Family Start workers were sufficiently trained in recognising indicators of abuse. They felt that, as a result, at-risk children and families were going unnoticed.

With regard to impact, external agencies had differing views on the degree to which Family Start has impacted on their work with families. In some instances, representatives from external agencies stated that they see children whom they would otherwise not see were it not for the work of Family Start, and that these children tended to “pass through” their organisation more quickly because of the groundwork done by Family Start workers. Others stated that referrals to their organisation had decreased as a function of the work done by Family Start. However, some external agencies stated that Family Start had had no impact on the number of referrals they received.

That Family Start can individualise service delivery, is home-based (“can go into homes and get alongside people so that they feel safe and comfortable”), provides culturally appropriate support, and takes a holistic approach were considered key features of its success with families, according to some external agents. As one interviewee put it: 
They look at the whole picture. Family Start look at the health and wellbeing of the child and the strength of the family, they do employment, literacy stuff, they are catering for everything. (HNZ)

Some external agencies felt that Family Start’s holistic approach was particularly effective because it filled a gap in services: 
It has helped provide more holistic care to the client. People’s daily living impacts on their care. While it’s not our responsibility (the daily living stuff) it helps if someone else is doing it. Family Start fills a gap between community health like us and the big guns like CYF, to prevent CYF situations. (Midwife agency)

Another reason given for the effectiveness of Family Start was their mandate for early intervention: 
They’re getting to families early. Before mums have the baby is the right time for referrals. Before, we were referred mums for pregnant mother support. Family Start is also involved with the rest of the family. Their approach is holistic and they’re smart at their job. (Child mental health agency)

External agencies often mentioned that Family Start was effective in increasing mothers’ confidence and improving parenting skills and the status of children in the family. The following are specific examples of how Family Start has made a difference for families.
Families have got their budgets under control, they are less in debt, they are paying their rent, power and have the ability to buy food. Their personal appearance is improved and their children are attending school. Some mums are looking at training to upskill. One sole parent we would not give up on … she had the hardest life … When Family Start came along a particular person took her on, she’s turned around, her appearance, children are going to school, and budgeting. Family Start slowly weaned her off and got her independence back, it was a slow process. They provided intensive support, went and got the kids ready for school, paid the power, were there when the kids got home from school. It allowed her to see another way. (Work and Income)

One particular family, there’s been a building in confidence of the ability for her to mother and put the child in a better space than they were. Family Start introduced the person to us – they are confident with us now … [She] has an ability to see the child, the standing of the child, as more valued … Works when client and worker are suited … From our perspective they are aiding the parent to see the importance of early learning and care. (Child home-based care agency)

There are some positive changes because Family Start has taken care of the small details which has meant the bigger details are not such an issue. There’s been an improvement in life skills: eating properly, buying proper food, washing the baby’s clothes properly, getting a car seat organised and, in one case, getting out of bed and getting moving. If the mother is eating better, anaemia improves and therefore there are less complications with labour. If they are taking their iron and getting blood tests done, their health improves. (Midwife agency)

Those that felt Family Start was not effective gave a number of reasons for this. A major issue identified that inhibited effectiveness was a lack of communication, networking and sharing of information with other agencies to ensure that families access all services needed and available.

One particularly worrying recurring factor identified was concerns around Family Start personnel’s ability to identify, and/or readiness to act on, abuse within families. One interviewee believed that the way Family Start was run was underpinned by a philosophy that left families at risk, exacerbated by what was described as a “protectionist” attitude by Family Start management: 
That the staff are strength-based focused is alarming. They are not referring sex abuse but leaving families to deal with this. It’s not safe – families are at risk. Their “one philosophy” is being sold over and over.

In another instance, an interviewee described a situation in which Family Start’s policy prevented them from referring a child at risk to CYF: 
A Family Start worker approached us [when working with a family]. We said they probably needed to refer to CYF, but at that point they said they wouldn’t do that so we did it in the end – there’s a confusion of roles. (Special Education Services)

Others identified the potential for problems in this regard. In 2003, another external agent raised concerns over the application of Family Start’s strengths-based approach, stating that working from such an approach may undermine the challenging of domestic abuse: 
We work to challenge domestic abuse – they work from a strength-based approach and do not look at the problems, but how does that make women and children safer? It may take away worries but how does that challenge men’s attitudes and stop the behaviour? They could be more proactive and link into more agencies who work with family violence or take it on themselves. Maybe challenging is a conflict in philosophy. (Family violence agency)

However, as noted earlier, this is not always the case. Family Start personnel from one site were described as engaging collaboratively with CYF to identify and act on abuse situations. These findings suggest that specific consideration needs to be given to interpreting and applying a strengths-based philosophy, with regard to situations where children are at risk, within Family Start practice.

Another issue identified by two external agency staff was that Family Start was not adequately serving all ethnic groups. As one agent put it: 
I do feel some ethnicities don’t get it – whites are left out as no one caters for them. They need help just as much. Family Start agree with that. (Child health agency)

It was also suggested by one health professional interviewed that, although Family Start was perceived to be highly effective with many families, there were still some high-need families not being reached: 
There’s still a group we can’t get engaged through Family Start. They are a worry – extreme need families – they say “no” at the gate. They have drug and alcohol issues. They are declining Family Start, a small group but highest risk people, eight or so families.

One agency providing family violence programmes stated that the impact on their organisation as a result of Family Start was limited despite the fact that Family Start stated that the large majority of their families have domestic violence issues. This organisation was concerned that these families were not making their way into their programme.

Other external agents, commenting on the impact of Family Start on their agency, identified the following: 
· decreased workload due to Family Start taking on families they would otherwise have seen or had extended contact with
· fewer CYF referrals

· families were better able to manage their own lives

· provision of an additional perspective otherwise unavailable, which assists in doing their job.

Ten external agency staff stated that they had not noticed any impact as a result of Family Start’s presence in the community.

Suggested improvements

In 2002, staff in external agencies offered a variety of suggestions for ways to improve or extend the service. Many believed that Family Start workers required more training, especially specialist health-related training. Two external agencies believed that Family Start workers required better and closer clinical supervision. Policy and process to enable greater sharing of information was also thought to be necessary to improve communication and collaboration with outside agencies. It was argued that Family Start needed to have a higher profile in the community, which would be achieved if Family Start was more proactive in networking and informing agencies of their work. Several staff believed that Family Start required more resources and workers in order to extend the work they do, while others believed they were over-resourced. One agency stated that they believed that Family Start required policy that provided clear guidelines and procedures with regard to interactions with families in order to protect Family Start staff should problems arise.

It was argued that Family Start would have more impact if the geographical area it serviced was increased and if there were fewer restrictions on the age of the children for whom services were targeted.

In 2003, many of the same suggestions for improvements were offered. The large majority referred to the need for more training among Family Start personnel. Some external agencies stated that, in addition, recruitment of new workers should be improved and that workers should have appropriate qualifications, especially in social work, prior to joining Family Start. Another issue identified by a large proportion of external agencies was the need for improved policy and process for sharing information, providing feedback, networking and communicating between agencies. Other improvements identified are as follows: 
· increase geographical area covered and extend age range of children so that more families qualify for Family Start

· provide greater supervision of family/whānau workers

· include practices to challenge domestic violence

· increase Family Start’s profile in the community, particularly with regard to raising awareness among educational groups.

One agent, commenting on the poor relationship between Family Start and her agency, argued that, in order for things to improve, new relationships needed to be forged that were more inclusive of different ways of helping families and enabled collaboration between agencies: 
There needs to be a new reshaping of relationships. Need different middle managers and higher than that. They see only one way of doing things. We need to spread the Marmite together rather than separately. Need to change their philosophy of self-promotion – there’s no one way for any family to change. We need to work together and quietly get on with it. (Parenting help agency)

Summary: Views expressed by Family Start and staff in other agencies

View of Family Start staff
Management at the four provider sites would benefit from having access to a broader view of programme effectiveness to assist with monitoring programme uptake and to identify trends. Currently, they rely on practices involving case-by-case monitoring.

There was a degree of ambiguity about the database and its uses. In general, the database was used to generate data for reporting purposes. Other uses for the database were to support case notes, and for analysis and mailing.

Where close working relationships were described between Family Start providers and external agencies, or where improvements in relationships had occurred, this appeared to hinge on the existence of one-on-one, personal relationships having formed between workers at the agencies.

Family/whānau workers expressed satisfaction in their work with families and highlighted a variety of strategies used and services offered to assist families. Satisfaction differed between sites with regard to the degree of support and supervision received from management to assist in dealing with the stress associated with their work. However, there was some general concern on the part of a number of family whānau workers with regard to workloads, the availability of resources such as computers and cars, and clinical supervision.

Family/whānau workers, Family Start supervisors and staff in external agencies all recognised the need to strengthen and, in some cases, re-establish collaborative ties between Family Start and other agencies in the community. Formalised policy and practice on establishing and maintaining collaborative relationships with external agencies may assist this process and aid greater sharing of information to the benefit of families.

Views of staff in external agencies

Mixed views were expressed by external agencies with regard to the effectiveness of the Family Start programme. Some agencies reported that Family Start was extremely effective and had a positive impact on their work, including reducing their workload, while others said the programme was ineffective and had no impact whatsoever.

Some staff in external agencies expressed concern that family/whānau workers may not be sufficiently skilled at recognising indicators of abuse and neglect and could benefit from further training in this area. Considering the nature of their work with families in crisis, it was suggested that all Family Start programmes need to have clear policy and guidelines for dealing with abuse and neglect issues that come to the notice of staff.

Although there was some evidence of the problematic relationships between Family Start and some government agencies in 2002, improvement in these relationships was reported in 2003. Collaborative relationships appeared to thrive where close contact and communication was achieved. This may be more achievable in smaller communities where familiarity between individuals is more likely to occur, eliminating barriers and facilitating the development of understanding between organisations and close working relationships.

Some Family Start sites were providing services (e.g., parenting or life skills programmes) that were available in the community. In some instances, this was a source of tension between Family Start and the providers of such services.

9.
Summary and conclusions

What follows is an analysis and discussion of the findings from the impact/outcome evaluation in two main sections:

· programme delivery
· outcomes for children and their families.
It was apparent that, over the course of the evaluation period, there have been some positive changes for many families who have been receiving the Family Start programme. However, the evaluation has identified areas that could benefit from further attention. The following discussion takes into account the specific evaluation objectives that were stated in Section 2.1 of this report.

9.1
Programme delivery

Strengths-based approach

The strengths-based approach is a cornerstone principle with regard to delivery of the Family Start programme. While the strengths-based approach employed by Family Start was viewed positively by many external agents, and was seen as a key element of effective practice, some external agencies raised concerns around what they perceived as inappropriate application of, or strict adherence to, this approach in the face of family violence and/or child abuse. It was felt that, in some instances, this led to failure to refer families to agencies, particularly where there was a perceived mismatch between the philosophy of the Family Start provider and the agency. The objective in employing a strengths-based approach in working with families is to improve children’s welfare and development and caregivers’ personal and family circumstances and parenting practices, so careful consideration needs to be given to how a strengths-based approach is interpreted and applied, particularly when family violence is present.

Thus, we recommend that:

· measures be taken to ensure the considered application of a strengths-based approach incorporating policy and practice to effectively challenge domestic violence and child abuse.
Service delivery

Considering the information obtained in the course of this evaluation (particularly regarding goal setting, rates of immunisation, contact with Well Child providers and levels of breastfeeding), it would appear that there was not a strong emphasis on and/or uniform approach to prioritising health-related goals in the ongoing interactions between caregivers and family/whānau workers. Information obtained regarding the accessing of early childhood education suggests that the same may hold for this area.

Thus, we recommend that:
· greater attention be given by Family Start providers to ensuring priority is given to health and education outcomes for children. This could be assisted by the establishment and adoption of standard criteria with respect to the achievement of particular health and educational goals for children.

Levels of referrals

Establishment of definitive levels of referrals at individual sites was not possible as discrepancies occurred between the information provided by Family Start sites and that available on the national database on agencies with whom sites had contact, and reports on contact provided by external agents. Upon contacting external agents identified as those who had made referrals to or received referrals from Family Start, a number of agencies reported having had no contact with Family Start, and some reported never having heard of the programme. In addition, for a number of agencies identified, contact details could not be established on the basis of information available. Those external agencies contacted that had had contact described different levels of referral and contact, ranging from regular and frequent to minimal and intermittent.

Although levels of referrals between Family Start and other agencies could not be reliably established, some comments regarding the impact of Family Start on referrals indicate positive effects – some external agents commented that they believed that referral rates to CYF had probably been reduced as a result of the work that Family Start does in their communities. However, it should be noted that this perception is not supported by CYF FAR figures (see Figure 5.2). Others (Work and Income, Housing New Zealand) made comments regarding reductions in workload, either because they could now refer families to Family Start who they would normally have had extended contact with, or because Family Start streamlines processes through client advocacy. Another external agent stated that they no longer received as many referrals from CYF for children in the age band covered by Family Start and possibly older as a result of Family Start.

Thus, we recommend that:

· given the difficulty in obtaining definitive information on referrals to and from other services, processes for recording such information in the national database be reviewed.

Mobility of families

It has been noted that the average length of participation in the programme is about 13–15 months. Most client families leave the programme because they are moving. Given the relatively high mobility levels of the at-risk families participating in Family Start, it is likely that the programmes may have little influence on the average length of stay. Up to two years may be a more realistic expectation for how long families are likely to participate in the programme. 

Thus, we recommend that:

· the expectation that many families would stay in the programme for up to five years be reconsidered. Two years may be a more realistic time period for most families

· providers be given flexibility in maintaining links with families who move outside the geographical boundaries set for each provider

· providers be encouraged to continue developing an effective protocol for referring families to other Family Start providers when the family is known to be moving from one provider location to another.

Quality of relationships with external agencies

Given requirements for the Family Start programme to “co-ordinate and ensure access to services” and to “maximise access to the effective use of appropriate services and agencies” (CYF 1999), information provided in the course of this evaluation suggests that providers do not consistently achieve this. While some external agents reported good relationships and regular collaboration with Family Start, others revealed diminishing or non-existent collaboration and understanding, and poor relationships. Family/whānau workers, Family Start supervisors and staff in external agencies all recognised the need to establish, strengthen and, in some cases, re-establish collaborative ties between Family Start and other agencies in the community. However, there was some evidence that Family Start providers may be highly selective in who they collaborate with, are insular and exclusive in their approach, or see themselves as a one-stop shop able to provide for all the needs of a family. These factors may reduce the need or impetus for collaboration and undermine the development of good working relationships. When these factors are considered in the light of reported heavy work loads for family/whānau workers, low levels of training and limited professional expertise in some areas, a lack of collaboration with other service agencies is of concern. It suggests that families may not always be accessing the expertise available in the community that may best assist them.
Thus, we recommend that:

· Family Start providers review their practices regarding collaboration with other agencies and ensure that effective practices are employed to establish, build and maintain communication and collaborative relationships with other agencies
· providers examine their philosophy to ensure that a sectionalist attitude and approach is deterred.

Comparison of the nature and quality of relationships between external agencies and the Family Start providers across time revealed that positive interagency relations that existed in 2002 had been maintained in 2003. Conversely, poor interagency relationships that were reported in 2002 had either persisted or deteriorated. In two instances, relations had deteriorated to the point that no further contact had been made in the intervening period. Analyses suggested that interagency liaison and communication was enhanced where positive interpersonal relationships existed between individual staff members, often prior to the individuals joining Family Start or the particular agency. It is interesting to note that Nelson and Whakatane obtained the highest ratings with regard to the effectiveness of liaison and communication with external agencies. This may be a result of the fact that these are provincial towns, as opposed to cities, with a corresponding greater likelihood of such relationships existing or forming within the community.

Thus, we recommend that:

· Family Start providers located in larger communities give particular consideration to ways of actively encouraging positive, robust working relationships with other support agencies, given that they are less likely to pre-exist.

Several recommendations were made by external agencies for improved practice:
· more training for family/whānau workers, especially specialist health-related training, social work training and detection of child abuse
· improved policy and process for enhanced communication and liaison or networking practices, to encourage collaborative interaction
· provision of better information in communities to raise awareness of Family Start, particularly among early childhood education providers
· increased geographical coverage for the provision of services and extended age range for children for programme admittance
· improved supervision of family/whānau workers.

9.2
Outcomes for children and their families in the Family Start programme

Child health outcomes

The majority of caregivers reported that they could access a health worker for their child. While caregivers in Nelson and Waipareira-Pasifika were more likely to report having difficulty, further analysis revealed that most were reporting having difficulties only in getting to see the health worker of their choice, rather than not being able to access care.

Breastfeeding rates show that, across the Family Start sites, as reported in 2003, 47% of mothers were still breastfeeding at three months, while 37% were still breastfeeding at six months. National breastfeeding statistics (Ministry of Health 2003) for all babies who are exclusively, fully or partially breastfed is 70% at three months and 59% at six months.

It is of concern that as few as 47% of mothers were still breastfeeding three months after the birth of their child. The Family Start programme has an important role to play in linking mothers early with additional support for breastfeeding.

Thus, we recommend that:

· Family Start providers reassess the timeliness and emphasis placed on referring mothers for breastfeeding support. Moreover, improved relationships between Lead Maternity Carers and Well Child providers and Family Start staff will facilitate mothers’ access to breastfeeding support via the programme.

The expectations for the Family Start programmes include a focus on ensuring that children receive their immunisations when scheduled for each age period. Immunisation rates among the four providers as recorded in the national database revealed that 89% of children had received the six-week immunisations. By six months of age, the immunisation rate had dropped to 69%. These findings suggest that Family Start is not meeting the goal of ensuring all children receive immunisations when scheduled at each age period. It is possible, however, that the low immunisation rate is a function of incomplete recording of information in the database.

Thus, we recommend that:

· immunisation data in the Family Start national database be checked to investigate the reported drop-off in the numbers of children who are up to date with immunisation at six months. Furthermore, it is recommended that the way in which these data are entered into the database be reviewed to ensure consistent recording. Family Start has an important role to play in ensuring that children are immunised according to prescribed time frames for immunisation. If it is found that the data are a true reflection of immunisation rates among Family Start babies, providers should review their practices around assisting families to access immunisation for their children in a timely fashion. 

Caregiver health outcomes

Arguably, the major health concern among caregivers is the high rate of smoking. The rates for both Māori and Pākehā caregivers were considerably higher than national rates for women of comparable age. There was no evidence of a decrease in smoking during the period of the evaluation and most of these women reported that they had continued to smoke during their most recent pregnancy. Children of mothers who smoked during pregnancy were more likely to be suffering from asthma than children whose mothers did not. A further risk to children was the positive correlation between smoking and consumption of alcohol during pregnancy. Arguably, this is the area in which there is the greatest potential for Family Start to have a significant impact on child and whānau health.

Thus, we recommend that:

· given the known health risks for both caregivers and children, Family Start providers ensure that families are linked to and encouraged to participate in existing programmes to assist in the cessation of smoking.

Caregiver education and employment

This is the area in which Family Start appears to be having some of its greatest impact and where some of the biggest changes were seen over the period of the evaluation. In 2002, half of the caregivers reported that they had no formal educational qualifications and, not surprisingly, only a small number were in paid employment, given the age of their youngest child. However, in 2003, 43% of the caregiver sample reported that, since joining Family Start, they had participated in an education or training programme, with half having obtained a qualification or passed examinations towards a qualification. The qualification most often mentioned was Mahi Ora, a pre-employment certificate programme for Māori. This increased participation is consistent with the high number of caregiver goals that focused on improving education and training. 

Participation in the Family Start programme is likely to account for the finding that Māori were more likely to report that they were participating in educational initiatives than Pākehā and Pacific caregivers. Furthermore, it possibly explains why Nelson caregivers were less likely to report having participated in an educational or training programme, given that the majority of the Pākehā caregivers who participated in the evaluation came from this site. Non-qualification courses were mostly parenting programmes and life skills (e.g., cooking classes), many of which were provided by Family Start.

In 2003, the percentage of caregivers in paid employment had increased from 13% to 40%, with Māori significantly more likely to have a job than Pacific caregivers. This is consistent with the high proportion of caregiver goals focusing on employment. It is interesting to note that, despite the significant increase in employment rates, the percentage of caregivers identifying a government benefit as their main source remained essentially unchanged across the two years (around 60%). This is probably linked to the type of work being undertaken, which was largely unskilled, low paid and part time. However, there are other known benefits associated with being in the workforce aside from financial reimbursement, such as extended social networks and increased self-esteem. All these workforce benefits have the potential to have positive impacts on caregivers and their children.

An additional finding that may well be associated with increased employment rates was the increase in car ownership and the consequential decrease in reliance on others for transport.

Finally, these findings indicate the successful achievement of specific goals. Employment, education and car ownership or attaining a driver licence were goals frequently identified by caregivers.

Parenting

While the vast majority of caregivers reported feeling close to their children, some interesting outcomes emerged with respect to caregivers’ reported use of routines. Specifically, the more satisfied a caregiver was with her family/whānau worker, the more likely she was to provide routines. In addition, caregivers who used routines were also more likely to be using more positive child management practices, and reported a greater sense of control and better mental health. Because of the correlational nature of these findings, it is not possible to identify causal directions among these variables. 

The reported occurrence of problematic child behaviours such as persistent crying did not decrease over the time of the evaluation. However, the percentage of caregivers who considered these behaviours to be a problem decreased. While this might just be a reflection of the fact that such behaviours may be experienced as less distressing as the child grows older, it may also indicate that caregivers better understand child development and ways of dealing with such behaviours as a result of knowledge gained through participation in the Family Start programme. The number of caregivers reporting that advice about parenting was one of the services they have received through Family Start supports this possibility.

Caregiver social support

The percentage of caregivers who received assistance with household chores and childcare varied according to the nature of the task. In general, assistance with tasks outside the house was more forthcoming than assistance with domestic chores. The fact that Pacific caregivers reported greater levels of this type of support is probably a function of the number of people living in the household. Pacific households were significantly larger than those of either Māori or Pākehā caregivers. While such a finding might be interpreted positively, other related findings need to be taken in to consideration, for example, the fact that Pacific caregivers were significantly less confident than other caregivers in their ability to provide accommodation that would ensure their child’s good health or to do other things to protect their child’s health. In addition, in both years, Pacific caregivers were the least confident in the ability of Family Start to help them meet the needs of their child.

It is also interesting to note that Pacific caregivers felt they had significantly less control over their lives, according to scores on the control scale. This finding is further endorsed in their reports that they felt less able to influence their child’s health outcomes or to provide adequate accommodation than did Māori and Pākehā caregivers. It is also consistent with the study of 1,376 Pacific mothers who had just given birth in Auckland, which indicated that 60% of the mothers had not planned their pregnancies and 71% were not using contraception when they conceived (Paterson et al 2004). This reported lack of control is despite Pacific families having more people available to assist with household chores and childcare and their links to community, which are often correlated positively with measures of mental health.
It should be noted that all but two of the Pacific families involved in the evaluation in the 2003 sample were from the same provider site. For this reason, it was not possible to distinguish the general outcomes for Pacific families from the programme that is being delivered in this site. Another possibility is that these families have specific and complex needs requiring professional skills that may not be readily available in this site, given that over half of the family/whānau workers do not have formal educational qualifications.

Thus, we recommend that:

· further investigation be undertaken to ensure the programmes address the specific needs of Pacific families. These related to low levels of perceived control and lower ratings of quality of interaction with the home visitors. As well, they reported fewer family strengths in ensuring adequate accommodation and feeling confident about their skills in meeting their children’s needs.

Caregiver mental health

Pacific caregivers felt they had less control over their lives compared with Māori and Pākehā caregivers, based on the “sense of personal control” scale. This finding is consistent with their reports that they felt less able to influence their child’s health outcomes or to provide adequate accommodation than did Māori and Pākehā caregivers. This is despite Pacific families having wider social support networks, as measured by the numbers of people available to assist with household chores, childcare and links to community, which are often correlated positively with measures of mental health.

Caregivers reported medium to high levels of vitality, mental health, social functioning and a sense of personal control. Although vitality and mental health scores increased slightly for Māori and Pākehā women, they were still lower than national mean scores for women in the 25–44 years age group. Scores for Pacific women showed no change.

9.3
Discussion of findings

Programme goals

This impact/outcome evaluation has identified a number of positive indicators that would suggest that Family Start is moving towards the achievement of its overall goal to improve outcomes for New Zealand’s most at-risk families. However, as noted in the body of the report, a greater emphasis needs to be placed on health and education goals for children to ensure better outcomes for children in these areas. 

As noted in the literature, the basic needs of families (e.g., shelter, food and access to social and health services) need to be addressed (Livingstone 1999; Weiss 1993) before higher-level goals are addressed (e.g., increases in caregiver education and employment), which it is anticipated would ultimately lead to financial security and improved family functioning. Overall, the evaluation found that these basic needs are being addressed and, in several instances, movement towards achieving those higher-level goals is evident. However, the degree to which programme goals are being achieved varies. Reasons for this and associated recommendations have been offered in this report.

Comparison with other programme evaluations

Given design limitations and the varied nature of home visiting early intervention programmes such as Family Start, making comparisons between programme findings is problematic. Nevertheless, there are some interesting points to note. As discussed in the literature review of this report, some studies have shown improved psychosocial functioning for parents as a function of programme involvement (Olds and Kitzman 1993). In this evaluation, scores on psychosocial functioning showed positive but non-significant changes over time. In addition, evaluations of home visiting early intervention programmes have reported mixed outcomes on caregiver parenting behaviours, with some showing modest improvement and others showing no improvement in caregiver behaviours. In the current evaluation, no significant differences were found in measures of child management over time or across ethnic groups. 

As a programme, Family Start combines several features representative of home visiting early intervention programmes as discussed in the literature. It adopts a family strengths model (Gray 2001), taking a preventive as opposed to remedial approach. A key assumption underpinning such programmes is that the family is inherently resourceful (Powell 1993). Like many such programmes (see, for example, Gomby, Culross and Behrman 1999; Weiss 1993), it acknowledges the importance of early childhood as the optimal time for preventive intervention and targets at-risk families around the time of the birth of a child. It also views parents as central to influencing child welfare and provides parenting information to promote child development in the form of the Ahuru Mowai/Born to Learn programme. Moreover, like many such programmes, Family Start is designed to be a child-centred and family-focused programme (Gray 2001). Programmes that take a more holistic approach like this to effecting change are argued to be more likely to be successful (Gray 2001).

Limitations of study

There are significant limitations to this study, as discussed in Section 2.6 of this report. The majority of these were outside of the control of the evaluators and largely pertain to the design of the evaluation and the sample selection. In particular, the policy decision made not to implement a randomised control design precludes a convincing determination of causal relationships between participation in Family Start and the various outcome variables. In addition, the non-random nature of the sample selection and the relatively low participation rates by caregivers limit the generalisability of the findings. 

While the limitations associated with data obtained by self-report are recognised, it was not possible to ascertain information on many of the variables in any other way. This was particularly so given the state of the national database in that the data were not in a format that made it readily usable. Many hours were consumed in reformatting the data for the purposes of analysis. 

One of the objectives of the evaluation was to determine the degree to which Family Start was meeting the needs of Māori and Pacific families. The small number of Pacific families who participated in the evaluation, and the fact that the majority of these families were from one Family Start provider, severely restricts the conclusions that can be drawn with respect to Family Start and Pacific families.
Finally, generalisations about the Family Start programme are limited due to the individual variations in the way the programme is implemented across sites. As noted by Gray (2001), due to the broad goals of this kind of programme, wide variability can exist on various programme dimensions as services are individualised in order to meet family need, desires, programme philosophy and staffing patterns within sites.

Lessons learned

As the literature has shown, evaluating family early intervention programmes is problematic (Gray 2001). While the current evaluation sought to address these issues where possible, the evaluators were restricted by issues and decisions that were beyond their control. As a result, the evaluators have reported a number of insights that they believe should be heeded in any subsequent similar evaluation. 

· In the first instance, it is imperative that service providers not only commit to assisting the evaluation as part of their service contract but also that broad agreement on such issues as possible evaluation design and sample selection occurs at an early stage.

· If national databases are to be fully utilised in evaluations of similar programmes, it would be useful if researchers/evaluators were consulted at the time these are set up. This would assist in maximising the likelihood that data would be collected and entered into the database in a format that met the needs of evaluation and research. It is unrealistic to expect a database primarily designed for monitoring or accountability purposes to necessarily serve the needs of evaluators. 

· Given that another study (Fergusson 2002) evaluating a similar programme only revealed changes for families after they had been in the programme for two years, the indicators provided by this evaluation regarding families’ progress should be considered provisional. Any decisions about the continuation of the programme should be reserved until longer-term information is available.

In conclusion, in the longer term, we would recommend that a further independent impact/outcome evaluation be undertaken in which families who have had long-term exposure to the programme are followed up. Arguably, the true measure of intervention programmes such as Family Start is the extent to which gains achieved are maintained and built on following the graduation of families from the programme. This longer-term follow-up of families would need to address the issue of potential sampling bias in terms of families available and consenting to be interviewed compared with the considerably larger number of families who have been receiving the programme. 
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