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This executive summary contains the main findings and recommendations from the impact/outcome evaluation of the Family Start programme. The evaluation is based on interviews with caregivers and staff members at the four evaluation sites (Waipareira-Pasifika, Hamilton, Whakatane and Nelson) and with members of external agencies.
Family Start

Family Start is one of the initiatives supported by the Government’s Strengthening Families strategy, the Ministry of Social Development, the Ministry of Health, the Ministry of Education and the Department of Child, Youth and Family Services (CYF). It is an early intervention service with the goal of achieving better outcomes for New Zealand’s most at-risk families. The programme supports families from the birth of a child for up to five years.

The overall aims of Family Start are:

· to improve health, education and social outcomes for children

· to improve parents’ parenting capability and practice

· to improve parents’ personal and family circumstances.

The programme plans to achieve its aims through the delivery of an integrated package of services to families based on interagency collaboration and co-ordination across government and community sectors.

The evaluation

The main objectives set by the Ministry of Social Development, the Ministry of Health, the Ministry of Education and CYF for the outcome evaluation are: 

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 ways in which the Family Start programme can be altered or improved to better meet the needs of children and their families.

Data sources

Four Family Start providers were selected as the primary focus for the outcome evaluation. The main data sources for the outcome evaluation were:

· data from the Family Start national database
· interviews with 142 caregivers of client families in 2002 and follow-up interviews in 2003 (on average, seven months later) with 104 of these caregivers

· interviews with 18 caregivers who had left the Family Start programme
· interviews with Family Start managers and staff
· a survey of 140 Family Start staff using a self-completion questionnaire
· interviews with service providers who were linked to Family Start providers (i.e. made referrals and/or received referrals).

Limitations

There are significant limitations to this study, as discussed in Section 2.6 of the full report. The majority of these limitations were outside the control of the evaluators and largely pertain to the design of the evaluation and the sample selection. In particular, the inability to implement a randomised control design precludes the 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. 

Findings related to main evaluation objectives

Outlined below are the main findings of the outcome evaluation, relating to specific objectives.
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.

In 2002, according to the national database, most families (41%) had been assigned to the medium visiting intensity level and received up to 150 hours of visits in their first year; 35% were assigned to the low intensity level (60 hours) and 19% to the high intensity level (240 hours). In 2003, the majority of families (45%) again had been assigned to the medium intensity level, with 28% assigned to the low intensity level and 20% to the high intensity level. The average number of contact hours per week reported in the 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 twice a week, and medium and low intensity families once a week.

Sixty-five per cent of the caregivers interviewed in 2002 (N = 142) had been in the Family Start programme less than 13 months. By the time of the second interview, 80% of families (N = 104) had been in the programme for more than 12 months.

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 was 843 (active/re-entered or exited). Of these, 61% (N = 511) were still in the programme at 30 June 2002; 319 (38%) families were still in the programme at 30 June 2003. These data indicate that the average length of participation in the programme is likely to be 13–15 months. The most common reasons for families leaving the programme were:

· the family had moved out of the area serviced by Family Start (38%)

· the client felt that the service was no longer required (22%).

Family/whānau workers detailed a variety of services delivered. These included providing assistance with: 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.

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).

Ninety per cent of caregivers interviewed who were still in the programme in 2003 said they had received information about parenting. Seventy-eight per cent of caregivers interviewed who exited the programme said they had received parenting information. Some family/whānau workers expressed a need for more training on delivery of the Ahuru Mowai/Born to Learn parenting programme.

It was not possible to establish definitive levels of referrals between agencies at individual sites, as discrepancies occurred between the information provided by Family Start sites, the information 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, it was found that 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 differing levels of referral and contact, ranging from regular and frequent to minimal and intermittent.

Family Start managers reported collaborating with a number of specific service agencies, including informal collaboration with Well Child provider groups (which usually include Plunket, and Māori and Pacific health providers), CYF, Parents as First Teachers providers, general practitioners 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 general practitioners and midwives, schools and CYF.

In the interviews, family/whānau workers reported engaging with a variety of 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, Hamilton Abuse Intervention Project (HAIP), Public Health Nurse, Māori mental health services, Birthright, Barnardos, Salvation Army, Community Alcohol and Drugs Service (CADs), 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. 

Although early childhood education (ECE) providers were not mentioned in the interviews, the Family Start workers’ survey showed that most workers referred some families to ECE providers.

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 that are relevant to the aims of the Family Start programmes.

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. These findings suggest that Family Start is not meeting the goal of ensuring all children receive immunisations when scheduled at each age period.

Overall, 78% of mothers reported having breastfed. According to self-report data obtained in 2003, 47% were breastfeeding their child at three months of age, and 37% were breastfeeding their child at six months. These data do not distinguish between babies exclusively, fully or partially breastfed. National breastfeeding statistics (Ministry of Health 2003) for all babies who are exclusively, fully or partially breastfed are 70% at three months and 59% at six months.

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

In 2002, 22% of children were involved in some form of ECE. In 2003, 44% of children were attending some recognised form of ECE (e.g. crèche, kindergarten, Te Kōhanga Reo) and a further 12% were attending informal childcare (e.g. a crèche at church on Sunday or being cared for within the family). This increase in ECE participation may be due to the children being older in 2003.

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).

Analysis of the type of education programmes being undertaken shows that approximately 50% of these were diploma or certificate courses. The majority were computer or business courses but there were also courses in beauty therapy, travel and tourism, and food preparation and safety.
In 2002, only 16 (13%) caregivers were in paid employment at the time they were interviewed; this had risen to 42 (40%) in 2003. For 58% of caregivers interviewed, a government benefit was their main source of income. This figure remained consistent across 2002 and 2003.

The proportion of caregivers reporting the occurrence of child problem behaviours (e.g. screaming, fussy eating, frequent crying) did not change significantly between 2002 and 2003. Increases in the reported occurrence of temper tantrums between 2002 and 2003 are consistent with age-related changes in childhood. The proportion of caregivers who considered these child behaviours to be “a problem” for them decreased over all of the behaviours between 2002 and 2003.

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 exceedingly positive about the personal qualities of their family/whānau worker.

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

Māori caregivers were more likely to be in paid employment than Pacific caregivers.

Māori caregivers were significantly more likely to have participated in educational programmes and gained qualifications than Pacific and Pākehā caregivers. The qualification most often mentioned was Mahi Ora.

Māori and Pākehā rates of smoking are considerably higher than national rates for females 15 years of age and over. In 2002, Māori and Pākehā caregivers were more likely to smoke than Pacific caregivers. In 2003, this had changed a little, with Māori caregivers being significantly more likely to smoke than either Pākehā or Pacific caregivers.

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 preparing meals, shopping for groceries and paying 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.

Comparisons among the three ethnic groups indicated that, in both 2002 and 2003, Pacific groups reported making significantly less use of childcare routines and Pākehā caregivers reported the greatest use of routines.

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.

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 attend 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.

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).

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 and family and other supports.

The reports on goals attained in the database indicated that most families seemed to have made progress on goals set in collaboration with their family/whānau worker. While the proportion reporting goals being attained was modest (about 20% of the goals recorded), some progress was reported for most of the goals set for each caregiver. For the 200 goals for which 142 caregivers made comments, some progress had been made on 157 goals (79%).

Eighteen caregivers had left the programme. Four (22%) reported that they had achieved all their goals prior to them leaving the programme, while 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. Eleven of these 18 caregivers felt that setting goals was a useful exercise.

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.

Formal and informal collaborative relationships between Family Start and other service agencies did not occur consistently. Family/whānau workers described relationships with other agencies and professionals that ranged from excellent to poor. Although they reported engaging with a variety of other agencies and professionals, in general, comments made by family/whānau workers suggested that they tended to be very selective about the agencies to which they referred families or helped families to access, depending in part upon past experiences with agencies. Some family/whānau workers believed that families have too many agencies in their lives, while others stated that families often have a mistrust or fear of other agencies. Conversely, agency dependency was identified as an issue for some families. Some agencies were described as “judgemental” or as “playing God”. These comments reflect the expressed reluctance on the part of some family/whānau workers to refer families widely or to certain agencies. Most commonly, 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.

Relationships with Family Start staff reported by external agents also ranged from excellent to poor, while contact was described as ranging from frequent to non-existent. A common reason given by external agents for not working more closely with Family Start when assisting clients was a perceived lack of training among Family Start workers.

The most consistent precursor to and indicator of the development of positive formal and informal relationships between Family Start and other agencies was the existence of personal relationships between individual Family Start workers and individuals at other agencies, most often formed externally (i.e. in contexts other than the Family Start environment). However, the existence of individual relationships did not necessarily facilitate strong, agency-wide working relationships. In some instances, Family Start was perceived by external agents to be exclusive and insular, operating as a “one-stop shop” rather than actively collaborating with other agencies.

Another indicator of the formation of good working relationships was a perception that the work that an external agency did was complementary to and conducive with what Family Start perceived to be their role with families, and not in competition with it. This is consistent with the finding that the type of agency to which caregivers were most frequently referred by Family Start, according to Family Start staff reports, was health related. Similarly, problematic relationships were reported by external agents as occurring where their work was seen as overlapping with that of Family Start or where a difference in guiding philosophies was identified.

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 needed services to families. This was more likely to occur where regular opportunities were available for familiarising other agencies with what Family Start does. However, several external agents complained that invitations to visit their organisation or requests by them to meet with Family Start staff were not taken up by Family Start. Moreover, external agents often complained that feedback on the progress of families referred to Family Start was unavailable. Without this feedback, they had no way of evaluating the effectiveness of Family Start in assisting families.

Collaborative activities with other agencies to assist families that were described by Family Start tended to include descriptions of individual cases where a family had been assisted with the help of another agency. Those described by external agents, where they occurred, included general descriptions of activities such as meetings with family/whānau workers and families, multi-agency meetings for strengthening families, weekly interagency “critical risk” meetings, meetings between managers of different agencies and informal discussions between agencies on family needs. Training was another purpose for collaboration that was reported in a couple of instances by external agencies. Collaboration between external agencies and Family Start was more likely to thrive where close relationships had formed and where external agents held a clear understanding of the role and work of Family Start with families.

Improvement in communication between external agencies and Family Start was identified as needed in many cases to facilitate greater sharing of information about families’ progress and welfare and greater understanding of the work done by Family Start.

External agents maintained that Family Start required a formal policy for building relationships and collaborating with other agencies.

To identify the influence Family Start has had on other service delivery agencies, e.g. 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.

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 a few to many. 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 ability of Family Start workers to assist families; and/or Family Start workers being the “best option” for a family. Due to discrepancies in information on referrals provided by Family Start staff, external agents and the database, levels of referrals to/from other agencies could not be reliably established.

Findings were mixed with regard to the impact of Family Start on the workloads of other service delivery agencies. While some external agents reported that Family Start had had no impact, others stated that the work done by Family Start meant that their workloads had increased as children whom they would otherwise not have seen were being directed to them. Moreover, these children often passed through the system more quickly because of the groundwork done by Family Start. Still others noted that they had fewer referrals as a function of the work done by Family Start. No definite patterns emerged with regard to either site or type of external agency and changes in agency workloads.

Similarly, findings were mixed with regard to the perceived effectiveness of Family Start by external agents. Some felt that Family Start had been extremely effective in assisting families and supporting change, while others stated that they did not believe Family Start to have been very effective at all.

Where the work of Family Start was described as effective, this was often attributed to the fact that workers could assist families over an extended period of time. In some instances, Family Start’s effectiveness was attributed to their ability to deal with difficult, “high needs” families, while others attributed their success to the provision of culturally appropriate services.

Some external agents believed that Family Start had effectively increased mothers’ confidence, improved parenting skills and elevated the status of children in the family.

Where the work of Family Start was described as ineffective, this was attributed to a lack of specialist training, especially health-related training and detection of child abuse. Further reasons included Family Start’s poor communication and networking practices.

Some external agents expressed serious concern that, at some sites, Family Start staff’s interpretation of “strengths-based practice” meant they were reluctant to act on potential abuse situations when they arose, leaving children and families at risk. However, this was not always the case, as one site was described as working collaboratively with CYF to identify and act on abuse situations.

The issue was raised by two external agencies that perhaps Family Start was not adequately serving the needs of all ethnic groups in the community.

Some Family Start workers stated they needed more support and better supervision to deal with heavy workloads and work-related stress, and to assist effectiveness.

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.

Family Start staff did not identify any notable influences that other agencies had had on the implementation of Family Start and its effectiveness in assisting 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.

To identify factors related to the Family Start programme that affect outcomes for children and their families, e.g.:

· 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.

The finding that relationships between Family Start, referral agents and other service delivery agencies were mixed (at times described as poor, strained or non-existent), raises concerns for the families served. According to the Family Start Programme Service Specification/Operating Guidelines, the programme is “designed to enable families with young children to access a comprehensive range of welfare, health, education and other necessary services, according to their needs” and that specific objectives of the programme are to “co-ordinate and ensure access to needed services” and to “maximise access to the effective use of appropriate services and agencies” (CYF 1999). However, evidence provided in the course of this evaluation suggests that providers do not consistently achieve this. Failure to build strong collaborative relationships with other agencies undermines the programme’s aims, diminishes opportunities for support to families and potentially reduces the value of the programme for families. There is a recognised need for providers to improve in this area. This will require close examination of philosophy and practice to improve communication and collaboration.

This evaluation found that many of the goals set by families reflect an adult/family focus rather than a child focus. However, this may be appropriate given the goals of the programme, ie improved health and wellbeing of children, improved parenting, and improved circumstances for parents. Moreover, many of the adult goals listed for families in the database will most likely also indirectly benefit children. However, given comments from some external agents that reveal a perception that Family Start workers are more adult/family focused than child focused, 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. Following the Family Start Programme Service Specification/Operating Guidelines, providers must ensure the maintenance of “a clear focus on the child/children’s wellbeing, including the adequacy of care, their physical and emotional health, and age-appropriate development. Referring [sic] and accessing other agencies where there is a concern for the child’s wellbeing or safety” (1999: 12).

Managers and supervisors identified various skills that they looked for in staff. These differed by site. One site specified good communication skills, home visiting experience, specific field knowledge, and networking knowledge as essential, while another rated most highly a combination of various kinds of professional training, life experiences, social work experience, people skills and knowledge of working with families, and another site identified as core skills largely life experience and the ability to relate to at-risk families.

Family Start managers and supervisors listed a variety of skills and training that is provided to family/whānau workers through either internal or external programmes. Both individual and group training is given, with individual training being “needs driven” and often self-selected. Internal and/or external training occurred regularly at two of the sites, according to supervisors, where individual skills improvement was actively encouraged. However, at another site, training uptake and access were described as more problematic.

Family/whānau workers stated that they had gained various skills through the training provided within Family Start, but identified the need for further training in strengths-based approaches, Ahuru Mowai/Born to Learn, supervision, interviewing, computer training and training in mental health issues. Other training required by workers included training in legal and Police matters, CYF matters, time management, training in teaching practical skills such as gardening and carpentry, and training to assist men with drug and alcohol addiction, anger management, gambling, money management, parenting and relationships. The areas where the least training appeared to have occurred were in the recognition of childhood illness and mental health issues, including maternal depression.

The majority of staff reported in the survey that they had received training in recognising child abuse with CYF, but 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. It was also suggested that Family Start providers did not have clear procedures and policy for dealing with abuse and neglect issues that come to the notice of staff.

A high percentage of Family Start staff reported having received training in recognising family violence and in child development. Nevertheless, external agents identified a need for more training for Family Start workers in challenging domestic violence and child health issues as well as more training to improve their understanding of community social services, communication and networking skills.

Family/whānau workers generally 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. A number of family/whānau workers reported being dissatisfied with the internal support received from their supervisor, with some stating that they received no supervision at all. There were also reports of 10-hour days and working on weekends. These workers described their workloads 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. Others were satisfied with the level of support and supervision received.

It would be beneficial for providers to have a means of obtaining a broader view of programme effectiveness to assist with monitoring programme uptake, completion and premature exits, and to identify trends. It was felt that the Family Start national database functioned in a very limited way as a monitoring tool for providers.

To identify any other factors not directly related to the programme that may influence the achievement of outcomes, e.g.:

· the circumstances of families, e.g. how long problems have been present or any dramatic changes in circumstances

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

· the availability of local services and infrastructure, e.g. transport

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

A high degree of transience among at-risk families impacts on the success of a programme such as Family Start. Although not systematically quantified by this evaluation, informal feedback from Family Start staff and the experiences of interviewers employed by the evaluators in tracking families to be interviewed suggests that this is a fairly mobile population. Furthermore, 10% of respondents to the Family Start staff survey volunteered that transience was a major difficulty in their work with families. The reasons for transience no doubt vary. However, it poses particular difficulties for a home visiting programme like Family Start, as it interferes with the ability to provide continuity of care.

In some areas, there is a shortage of suitable, affordable housing for families. For instance, families and Family Start staff in Nelson reported that the situation in their area had become very difficult. In general, Family Start staff reported that obtaining assistance with housing for families through the Housing New Zealand Corporation was almost impossible due to high need. Some stated that it had become a waste of time trying, while others stated that housing shortages were leading to overcrowding, which contributed to health risks.

A major social issue identified by Family Start staff that influenced the achievement of outcomes for families by inhibiting progress was the presence of drug and alcohol abuse in families, and associated relationship problems and domestic violence. Another issue identified was gambling.

Poverty and a lack of food and material resources were key issues identified for all families, while transport was identified as an issue for some families. These reportedly impacted on the rate of progress for families.

Family Start staff identified a lack of services targeting men. In many instances, barriers to good outcomes for families identified by Family Start staff related to the partners of women. (In this regard, it is interesting to note that, in 2002, a lower sense of control was found for caregivers who were married or living with a partner than those with no partner.) Although men were often cited as hindering progress in families, staff lamented a lack of local services to assist men, such as parenting programmes targeted at fathers and programmes to assist with domestic violence and drug and alcohol abuse. There is a tendency to focus on the mother–child relationship, even within the Family Start programme. Family Start staff stated that a real need exists for providing guidance to fathers, as well as ways of co-opting them into support programmes, such as through a national advertising campaign.

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

Providers should systematically examine their practices and approaches to working with other agencies and consider how they might improve to ensure that children and families access the full range of services and expertise available in the community to address their physical, social, emotional, educational and cultural needs. Providers should engage in in-depth reflection on and sustained discussion of the philosophy guiding practice in relation to programme requirements, to consider whether and how this may inhibit communication and collaboration with other agencies, and how to reconcile the need to collaborate and network with current philosophy and practice. Change to practice is needed to ensure that families have access to the full range of community expertise available in order to achieve the best possible outcomes for children and families. Formalised policy and practice to establish and maintain collaborative relationships with other agencies may assist this and aid greater sharing of information to the benefit of families. Providers need to actively pursue ways of working with a wide variety of service agencies in their community.

Family Start providers located in larger communities may need to explore additional ways of actively encouraging positive, robust working relationships with other support agencies, given that they are less likely to pre-exist.

Providers need to examine policy and practice regarding goals to ensure that there is a clear focus on the child’s wellbeing and development, remembering that the client is the child. Care must be taken to ensure that the needs of children are not marginalised. Moreover, it is important that appropriate policy is in place for dealing with any instance of suspected child abuse or neglect, and to ensure that priority is given to taking direct action to prevent abuse.

Providers should give careful consideration to training needs and ensure that staff have the requisite skills to adequately fulfil the requirements of the job. Gaps in training should be dealt with. However, it should be recognised that Family Start workers themselves do not have to be all things to all clients, and that improving networking, collaboration skills and linking with other agencies in the community will better ensure that the needs of children and families are met. Considering the contact that they have with at-risk families, all Family Start providers should ensure that workers are trained in the detection of child abuse and neglect, that refresher courses occur regularly and that staff are familiar with policy and procedures for dealing with suspected child abuse. Consideration should be given to providing regular opportunity for further professional development.

Providers should review supervision practices to ensure that all workers have easy and regular access to supervision from suitably qualified personnel to assist workers with work-related stress and to ensure that workloads are manageable.

It is suggested 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. It is possible that these low rates are a function of incomplete data entry into the database. Furthermore, it is suggested that the way in which these data are entered into the database should be reviewed to ensure consistent recording. Family Start has an important role to play in ensuring children are immunised according to prescribed time frames. 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. 

General recommendations
It is suggested that key service delivery departments in relevant Ministries consider the following general recommendations to improve outcomes for families.
· Of the 843 families entering the programme between January 2001 and June 2002, 61% were still in the programme at the end of June 2002 and 38% at June 2003. These data indicate 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 programme may have little influence over 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. For this reason, the expectation that many families would stay in the programme for up to five years may need to be reconsidered.

· Appropriate means of monitoring programme effectiveness should be made available to providers so that they can better monitor aspects of programme uptake and completion and other such trends, to enable a broader view of programme effectiveness at each site.

· It is recommended that further investigation be undertaken to ensure that 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. They also reported fewer family strengths in ensuring adequate accommodation and feeling confident about their skills in meeting their children’s needs.

· The national database proved useful to the evaluation team in accessing information not otherwise available. In general, we consider it worthwhile to have the database available. It is important that effective training is provided for staff entering information into the database and that the database provides useful information for each of the providers. It is also recommended that, during the design of the database, more consideration be given to formatting data in ways that would be useful for outcome evaluations.

Concluding comments

This impact/outcome evaluation has identified a number of positive indicators that support the view that Family Start is advancing towards achieving its overall goal of improving outcomes for New Zealand’s most at-risk families. Design limitations do not allow definitive statements regarding programme efficacy. Given that another New Zealand evaluation of this kind of programme that employed an experimental design did not reveal changes for families until they had been in the programme for two years (Fergusson 2003), outcome indicators provided in this report should be treated as provisional only.

It could be suggested that, before addressing higher level goals (such as increases in caregiver education and employment), which it is anticipated would ultimately lead to financial security and improved family functioning, the basic needs of families (such as shelter, food and access to social and health services) need to be addressed. Overall, the evaluation found that these basic needs are being addressed in most cases and movement towards achieving subsequent goals is evident. However, the degree to which programme goals are being achieved varies across and within sites. Reasons for this, and associated recommendations, have been outlined in the full report.

In the longer term, we 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 family’s graduation from the programme.

Outline of report structure

The report on the impact/outcome evaluation is intended to provide a description of the programme delivery and impacts of four Family Start programmes over the period from January 2002 to June 2003.

The report is structured as follows.
Section 1 provides the background to the evaluation, including an overview of the Family Start goals and operational guidelines, and a literature review on family early intervention programmes. It also outlines the nature of the need for the programme in New Zealand and the specifications of Cabinet for the Family Start programme. It then describes the initial programme logic model and the logic model developed by the evaluation team.

Section 2 describes the method, including the aims and objectives of the evaluation, an overview of evaluation design, sampling, data collection methods, procedures and measures, data analyses. It also provides a discussion of limitations of the study.

Section 3 reports on the programme and the families it served, the four Family Start providers, the profile of client families derived from national data, the profile of the families included in the evaluation study, the nature and level of services provided to families, rates of retention of clients and length of service, including information from the exit interviews.

Section 4 describes programme effectiveness relating to family goals (including progress on goals), comments on the goals made in the exit interviews, and provides summary comments.

Section 5 looks at programme effectiveness for children (including child health outcomes, early childhood education and care) and provides a summary and conclusions for child outcomes.

Section 6 reports outcomes for the caregivers who were interviewed as part of the evaluation. This includes a comprehensive descriptive analysis of caregiver health and social support data derived from the structured caregiver interviews, and a summary and conclusions for caregiver outcomes.

Section 7 covers families’ satisfaction with the Family Start programme.

Section 8 reports on other perspectives, including family/whānau workers and staff from other service provider agencies.

Section 9 presents a summary and discussion of the evaluation findings and conclusions about the future development of the Family Start programme. 

A list of references follows Section 9 and copies of surveys and interview schedules are presented in the appendices.
� note that in the reporting of expected hours for the three intensity levels, the expected hours include both contact and non-contact hours. The actual hours reported which were taken from the database included only contact hours (e.g., visits to client families). Data reported for the contact hours was based on weekly hours recorded for active clients between June 2002 and June 2003, for clients with needs assessments start dates between 1 January 2001 and 30 June 2002.


� Previously Work and Income New Zealand (WINZ).
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