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Introduction 

The evaluation of the Our Families program, provided through a collaborative partnership 

between AnglicareSA and UnitingCare Wesley Port Adelaide, for the Communities for 

Children initiative (CfC), is presented within this report. UnitingCare Wesley Port Adelaide is 

the Facilitating Partner of CfC and, as such, acts as a broker in engaging the community in 

the delivery of children’s and parent’s programs aimed at enhancing community outcomes 

(Muir, Katz et al. 2010). The CfC initiative aimed to improve the coordination of services for 

children 0-12 years and their families in order to minimise the impact of area-based 

disadvantage (Muir, Katz et al. 2010). Further, the initiative aimed to build community capacity 

to provide appropriate, targeted and enhanced services delivery and improve the community 

context for children (Muir, Katz et al. 2010). The whole community approach to improving 

child development incorporated the needs of the community (Muir, Katz et al. 2010). This 

report presents the findings from the evaluation of the UnitingCare Wesley Port Adelaide and 

AnglicareSA ‘Our Family’ program. 
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The report is divided into three sections. The first section presents the background information 

on the CfC initiative including an outline of the demographic and epidemiological outcomes 

for children in the area of focus for this evaluation. Additionally, the introduction outlines the 

broader theoretical basis for the models of care and the therapeutic models of care common 

within the programs provided. The second section details the implementation and evaluation 

of the programs based on the therapeutic models of care specific to the Our Family programs 

provided. The final section of the report provides results of the research and 

recommendations for program improvements and future research.  
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Section One:  

Our Family Program  

Background 

 
Background 

There are known linkages between child maltreatment and levels of economic and social 

stress that are generally prevalent in areas of relative disadvantage (Access Economics Pty 

Limited 2008, Maggi, Irwin et al. 2010, AIHW 2012). Accordingly, Communities for Children 

(CfC) was established in 2004 following a decision by the then Australian Government to 

establish the ‘Stronger Families and Communities Strategy’ (2004–08). Communities for 

Children was one of four streams of the Strategy, with the aim of addressing the risk factors 

for child abuse and neglect before they escalate, and to help parents of children at risk to 

provide a safe, happy and healthy life for their children and thus circumvent the deleterious 

health, education and welfare outcomes for children at risk (Australian Government 2013).  
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Underpinned by the social determinants of health (Maggi, Irwin et al. 2010), the CfC strategy’s 

key feature sought to engage parents and care givers in activities that enhanced their 

children’s development and learning. The CfC program providers have developed activities 

such as home visiting, early learning and literacy programs, early development of social and 

communication skills, parenting and family support programs, and child nutrition programs 

(Allen 2011, AIHW 2012, Comonwealth of Australia 2014). The CfC is a community based, 

collaborative strategy aimed at improving areas of childhood disadvantage through programs 

that target disadvantaged families living in areas of disadvantage. 

 

UnitingCare Wesley Port Adelaide is the Facilitating Partner of CfC and, as such, acts as a 

broker in engaging the community in the delivery of children’s and parent’s programs aimed 

at enhancing family and community outcomes (Muir, Katz et al. 2010, Australian Government 

2013). The CfC initiative aimed to improve the coordination of services for children 0-12 years 

and their families in order to minimise the impact of area-based disadvantage (Muir, Katz et 

al. 2010, Australian Government 2013). Further, the initiative aimed to build community 

capacity to provide appropriate, targeted and enhanced services delivery and improve the 

community context for children (Muir, Katz et al. 2010, Australian Government 2013). The 

whole community approach to improving child development incorporated the needs of the 

community (Muir, Katz et al. 2010, Australian Government 2013). This report presents the 

findings from the evaluation of the Our Family program, delivered to families with children in 

the Western Region of Adelaide, from Hindmarsh to Port Adelaide.  The programs are 

delivered in collaboration between UnitingCare Wesley Port Adelaide and AnglicareSA, and 

funded by the Federal Government’s Department of Social Services. The following 

components of the Our Family program are evaluated within this report: 

 

• Home visiting Program 

• Strengths and Stressor assessment and intervention 

• Mindful Awareness Parenting (MAP®) Program 

 

The Home visiting program is conducted in the family homes of participants with both parent/s 

and their child/ren in attendance. The Strengths and Stressors assessed and interventions 

are provided for all ’at risk’ families. Families referred into the program as a form of child 

protection intervention are assessed and a program of interventions devised as a set of goals 
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in collaboration with the family. The Mindful Awareness Parenting Program is delivered at the 

West Lakes Community Centre, a multipurpose community centre providing meeting spaces 

and associated facilities to numerous community and special interest programs across the 

wider Western region community. The community centre is centrally located and easily 

accessible by private and public transport. The Our Family program is aimed at early 

intervention, with a ‘no wrong door’, soft entry strategy to optimally engage vulnerable and 

‘hard to reach’ families (Cortis et al 2009). The program is underpinned by a targeted 

relationship framework utilising specific resources to support parenting, build confidence and 

enhance relationships between parents and their child/ren (Muir, Katz et al. 2010, Allen 2011, 

AIHW 2012). This evaluation research project links the programs and strategies used by ‘Our 

Family’ to the literature and research evidence on improving family functioning for the target 

families. The interventions are based on international programs specifically designed to meet 

the needs of ‘hard to reach’ and ‘at risk’ families.    

 

Theoretical Basis for Program Models 

Targeted relationship based programs 

Early human development impacts on health, learning, and behaviour throughout life 

(Mustard 2010). Programs targeting parents of children at risk aim to decrease the impact of 

the negative characteristics of some of the Social Determinants of Health (SDH) (Solar and 

Irwin 2010) and address the children’s potential level of complex vulnerabilities that 

accumulate to produce poorer adult health outcomes (Mackintosh, White et al. 2006, Noble, 

Norman et al. 2006, Mullen and Leginski 2010, Solar and Irwin 2010, Nelson and Mann 2011, 

McCoy-Roth, Mackintosh et al. 2012, McArthur 2013, NSW goverment 2015, Parry, Grant et 

al. 2015). Of note, the use of parenting programs has been effective in decreasing emotional 

and behavioural problems in children and long term neurobiological development (Brody and 

Flor 2017). This includes children with behavioural conduct disorder, oppositional behaviour, 

attention-deficit hyperactivity disorder, and anxiety disorders (Wyatt Kaminski, Valle et al. 

2008, DoCS 2009, Barnhofer, Duggan et al. 2011, Manzo 2013, Brody and Flor 2017). In 

addition, there is evidence that investing economically in early childhood programming for 

children in disadvantaged circumstances has sustained benefits for the community and from 

a human resources perspective (Belfield, Nores et al. 2006, Mustard 2006, Noble, Norman et 

al. 2006, DoCS 2009, Moffitt, Arseneault et al. 2010, Bartik 2011, Reynolds, Temple et al. 

2011, Richter and Naicker 2013). Early Child Development (ECD) research has established 

http://www.charlessturt.sa.gov.au/page.aspx?u=363
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that infants and children, who participate in well-conceived ECD programs tend to be more 

successful learners in primary, secondary and tertiary education, are more competent socially 

and emotionally, and show higher verbal and intellectual development during early childhood 

than children not enrolled in high quality programs (Mustard 2006, DoCS 2009, Dockery, 

Grath et al. 2010, Mustard 2010, Reynolds, Temple et al. 2011). Ensuring healthy child 

development, therefore, is an investment in a country's future workforce and capacity to thrive 

economically and as a society (Reynolds, Temple et al. 2011). Figure 1 below illustrates the 

interconnections between health, welfare, and the community.  

 
Figure 1: A child centred approach for social support (Sawyer, Gialamas et al. 2014). 

 

 

Supporting children and parents through community based programs is soundly theoretically 

based, and as Figure 1 depicts, based on the bio-ecological theory of development (Sawyer, 

Gialamas et al. 2014). The Our Family program offered through UnitingCare Wesley Port 

Adelaide and AnglicareSA, provides early intervention, early childhood care and 
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development, and parenting programs, to target the most vulnerable and disadvantaged 

members in society, with the goal of reducing risk factors and improving family functioning 

and wellbeing. An evaluation of whether the programs provide efficacy is necessary in order 

to ensure funds have been well spent and to secure continued funding and expansion of such 

programs in the relevant areas of need. 

 

Social determinants of health (SDH) 

The health of children is determined within the context of the environments in which they are 

born, grow, live, play, and learn (Krieger 2001, Marmot and Wilkinson 2006, Brandt and 

Gardner 2008, Solar and Irwin 2010). A range of determinants have been identified that shape 

the health of children and families. These include education, housing, employment, health 

access, income, gender and social processes, such as social support and social exclusion, 

and are coined the Social Determinants of Health (Krieger 2001, Marmot and Wilkinson 2006, 

Brandt and Gardner 2008, Solar and Irwin 2010, Allen 2011). As such the SDH are the 

aspects of people lives in which they are born, grow, live, work, and age (Maggi, Irwin et al. 

2010). This definition incorporates a variety of factors that impact on children and influence 

their adult health status. The SDH represent a broad array of characteristics that are not 

biological or genetic but result from the social, physical, and community environments (Maggi, 

Irwin et al. 2010).  

 

The social determinants of health (SDH) are recognised as measures of individual and 

structural characteristics that can be addressed to assist families and communities to move 

away from vulnerability (Wilkinson and Pickett 2005, Wilkinson and Pickett 2009, Maggi, Irwin 

et al. 2010, Solar and Irwin 2010, Shonkoff and Garner 2011, Sinclair 2014). The concepts 

that define the SDH enable research into the structural and intermediary influences on health 

outcomes. Significantly, these concepts provide a means of understanding differences in 

health outcomes for different population groups (Hetzel, Page et al. 2004, Wilkinson and 

Pickett 2005, Wilkinson and Pickett 2009, Solar and Irwin 2010, Shonkoff and Garner 2011, 

Sinclair 2014).  

 

Additionally, the Social Determinants of Health (SDH) provides a framework for exploring 

health inequities against services that provide supported, wrap around, models of care and 

intervention, which deliver individual support across a broad range of determinants of health 
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through links with community health, education and welfare services. The development of 

models of care that address health inequities have been shown to deliver a significant 

improvement (25%) in children’s development, behaviour, education, and health outcomes 

using community based relationship partnerships in the delivery of targeted parenting 

programs (Lynam, Loock et al. 2010). As the programs provided by CfC promote a community 

based delivery ethos, using the SDH measurements could also highlight the impact of these 

programs on the community. Additionally, recent research has confirmed that parental 

capacity building programs combined with parental/child relationship building programs 

effectively change and improve the developmental neurobiological impacts of poverty and 

family chaos on brain development and children’s future learning and employment (Brody and 

Flor 2017). 

 

 

Communities for Children Programs and the Western Adelaide Region 

Our clients   

The Communities for Children Facilitating Partner programs are funded by the Australian 

Government Department of Social Services and are aimed at delivering strong outcomes for 

Australian families with a focus on early intervention and prevention, providing programs for 

children aged 0 to12 years of age and their families (AIHW 2012, Stewart 2014). Research 

shows that children living in poverty are exposed to higher levels of stress and this interferes 

with their ability to learn and meet developmental milestones (Margolin and Gordis 2004, 

Suor, Sturge-Apple et al. 2015), and produces differences in cognitive ability are evident at 

aged four (Margolin and Gordis 2004, Suor, Sturge-Apple et al. 2015). Furthermore, that 

effective parent/child relationship programs are paramount in addressing these deficits (Brody 

and Flor 2017). The Western Adelaide Region has been recognised as an area where 

children experience high rates of developmental vulnerability (Australian Early Development 

Census 2015). There are five measures that outline domains of vulnerability for Australian 

children in the Australian Early Development Census (Comonwealth of Australia 2014). The 

five domains are: physical health and wellbeing; social competency; emotional maturity; 

language and cognitive skills (school based), and, communication skills and general 

knowledge (Barnhofer, Duggan et al. 2011, Australian Early Development Census 2015). In 

Australia 6.8% of all children aged 0-12 years are assessed as being developmentally 
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vulnerable in one or more domains (Australian Early Development Census 2015). In the 

Western Region of Adelaide 29.1% of children are assessed as developmentally vulnerable 

in one or more domains and a further 13.9% assessed as developmentally vulnerable on two 

or more domains (Australian Early Development Census 2015). Of significance, is the 

decrease in the percentage of children assessed as vulnerable since the time the 

Communities for Children (CfC) programs have been implemented. In 2006, for example, 

42.9% of children in the Western Region were assessed as developmentally vulnerable on 

one or more domains. This has decreased significantly to 29.1% in 2012, a change of -13.8% 

(Australian Early Development Census 2015). Figure 2 below highlights the improvements in 

developmental vulnerability over time.  

 

 
 

Furthermore, the percentage of children assessed as developmentally vulnerable on two or 

more domains in 2006 was 23.7%, and in 2012 this had decreased significantly to 13.9% a 

change of -8.7% (Australian Early Development Census 2015). Additionally, specific areas 

have improved, such as Alberton/Queenstown/Port Adelaide from 25.9%in 2009, to 2.2%in 

2015. This result needs to be viewed with caution as some suburbs improve due to urban 

renewal factors however, overall the change in vulnerability for the Western region of Adelaide 

has moved from 12.5% in 2009, to 10.6% in 2015. While  the Western Region of Adelaide is 

still behind the Australian average developmental vulnerability level of 6.8% (Australian Early 

Development Census 2015) initiatives, such as the CfC programs, aim to address children’s 

vulnerability and improve their outcomes. 
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Significance of the research 
Programs targeting parents of children who are at risk aim to decrease the impact of the SDH 

and address the children’s potential level of complex vulnerabilities that accumulate to 

produce poorer adult health outcomes (Keys 2009, Gibson and Johnstone 2010, Muir, Katz 

et al. 2010, Solar and Irwin 2010, Department for Education 2011, Nelson and Mann 2011, 

Kilmer, Cook et al. 2012, McCartney 2012, McCoy-Roth, Mackintosh et al. 2012). Importantly, 

the use of parenting programs has effectively decreased emotional and behavioural problems 

in children (Wyatt Kaminski, Valle et al. 2008, Sandler, Schoenfelder et al. 2011). This 

includes children with behavioural conduct disorder, oppositional behaviour, attention-deficit 

hyperactivity disorder (ADHD), and anxiety disorders (Wyatt Kaminski, Valle et al. 2008, 

Barnhofer, Duggan et al. 2011, Sandler, Schoenfelder et al. 2011). In addition, there is 

evidence that investing economically in early childhood programming for children in 

disadvantaged circumstances has sustained benefits for the community and from a human 

resources perspective (Access Economics Pty Limited 2008, Wyatt Kaminski, Valle et al. 

2008, Barnhofer, Duggan et al. 2011, Sandler, Schoenfelder et al. 2011, Manzo 2013).  

 

The Our Family, CfC program offered through UnitingCare Wesley Port Adelaide and 

AnglicareSA, provides early intervention and prevention programs, to target significantly 

vulnerable and disadvantaged members in society, with the goal of reducing risk factors and 

improving family functioning, health development, safety and wellbeing. This report details 

research aimed at exploring the relationship between the Our Family, CfC program, the 

therapeutic interventions provided, and the social determinants of health for the children and 

families who have used the service. Whilst such programs appear sound from a theoretical 

perspective, unless there is evidence of the outcomes of the program, the work cannot be 

validated for continued funding or for wider application. This type of analysis and research 

provides the bridge between policy objectives and the practice applications of policy. This 

research provides a keystone step in examining the broader impact of individually tailored 

programs. 

 

Overall research aims and objectives 
The research evaluated the Our Family program as a component of the family relationship 

based programs that were delivered to at risk children in the Western Adelaide region (2014 

- 2016).  
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AIM 
To explore the relationship between the Our Family program delivered in Western Adelaide 

between 2014 to 2016 and the social determinants of health for the children and families who 

have used the service. 

 

OBJECTIVES 
1. To identify the family issues, aligned with the SDH, impacting on the children and 

families using the service. 

2. To assess the changes delivered by the ‘Our Family’ programs. 

3. To develop a set of recommendations that would enhance the programs’ capacity to 

improve the SDH for this population group.  

 

These objectives represent the first step in determining the extent to which the Our Family, 

CfC program impacts on the family’s and children’s broader social outcomes. 

 
Ethics 
Flinders University’s Social and Behavioural Human Research Ethics Committee approved 

the ethics protocol on the 6th of February 2015 and the protocol is valid for three years 

(SBREC 6719).  

 

Approach to research  
This mixed methods research project was undertaken in two stages. The first stage involved: 

1. A literature review undertaken to explore the theoretical and evidence base for the 

programs provided.  

2. Analysis of the families assessed using the Strengths and Stressors assessment tool. 

The results provided pre and post intervention scores used to determine how and 

where families improve from pre to post. 

3. Comparing the local CfC program evaluations and comparison against the SDH 

identified for the populations using Western Adelaide regional services.  

4. The analysis of quantitative data provided by AnglicareSA and UnitingCare Wesley 

Port Adelaide to inform the development of interview questions for the second 

qualitative stage.  
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The second stage included: 

1. A combination of interviews and focus groups with providers, staff and families.  

2. Thematic analysis to provide an in-depth understanding of the impact of these 

programs on several SDH outcomes.  

 

Quantitative Methodology 
Quantitative date that met adequate standards was analysed. For example, the quantitative 

data in the Strengths and Stressors Family Assessment Tool questionnaire was of good 

quality and consistent with international standards on the use of a quantitative collection 

instrument provided to participants of the program. Further, the analysis performed on the 

data was consistent with approximate data analyses technique for the data provided 

(Barnhofer, Duggan et al. 2011, Statistics 2011a, Foster, Diamond et al. 2015). The Strengths 

and Stressors questionnaire is acknowledged to provide a depth of information regarding a 

plethora of issues that influence choices on many aspects of family life. The qualitative 

approaches, such as interviews provided an extra dimension to the research by providing the 

opportunity for staff and participants to reflect on the experiences provided during the 

program. This is reflected in the inclusion of narratives that allow families and staff to express 

how the issues and the programs impact on their children and families.  

 

For example, aspects of the Strengths and Stressors Family Assessment Tool and 

information from the in-depth interviews, observation data and focus groups methods of data 

collection each informed the use of different types of analysis. These characteristics where 

explored further in the qualitative data collection process. The qualitative data will inform 

future survey questions and evaluations of such programs. This circular process ensures 

triangulation and robustness of all data collection and the research process. 

 

The predominant research methodology used in this evaluation is qualitative. However, use 

of the Strengths and Stressors Family Assessment Tool constitutes quantitative data and is 

collected by AnglicareSA staff as part of their family assessment to tailor appropriate program 

tools and resources to best assist their clients, provided foundational data to inform the 

qualitative data collection. Using this mixed–method approach (Patton 1990, Patton 2002, 

Parry and Willis 2013, Foster, Diamond et al. 2015) ensures that this evaluation will be more 
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robust. The inclusion of qualitative data is important as it bridges the current gap in evidence 

provided by the quantitative data. 

 
Qualitative Methodology 
The qualitative component of the study was undertaken within a broad framework of critical 

social theory. This enabled the researchers to consider multiple positions, such as gender, 

race and poverty as they affect the SDH outcomes of children and families. Importantly, this 

situates the research as inquiry to inform change.  

 

The subjective nature of qualitative enquiry has a number of relatively stable criticisms. The 

qualitative researcher selectively collects and analyses data that is not representative 

(Bogdan and Taylor 1975). Generalisations are consequently not appropriate. Qualitative 

enquiry is only appropriate as a research design where an in-depth understanding is required 

of a group of people who have been purposefully selected (Patton 1990, Patton 1990, Parry 

and Willis 2013, Foster, Diamond et al. 2015). Here the data selected specifically explores 

the outcomes of the Our Family programs on the parents and children’s outcomes. 

 

While quantitative data provides a broad understanding of some influences on family 

circumstance, such as impacts of disadvantage, qualitative data, such as stories and 

narratives, provide a personal perspective on life and family circumstances. Both sources of 

information are useful and highlight the influences on how children and families cope with 

adverse life circumstances and make decisions (Bogdan and Taylor 1975). Given this, the 

mixed method research approach is justified in this context.  

 

Data Management and Analysis 
All copies of transcripts and any other pertinent qualitative and quantitative data sets are kept 

in a locked cabinet at Flinders University for seven years and then destroyed to comply with 

A.F.I. legislation.  

 

Quantitative data analysis explored the relationships in the quantitative data to provide an 

understanding of the interactions between the variables and measures the changes in these 

variables and measures that occur during participation in Our Family program. The 

researchers used databases, such as the Australian Bureau of Statistics (ABS) and the 
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Australian Early Development Census (AEDC) to determine the SDH present in the areas 

targeted by the Our Family programs. The inclusion of qualitative data is important as it 

bridges the current gap in evidence provided by quantitative data. 

 

Qualitative data management and analysis were completed in two separate but related steps 

in a procedure recommended by Patton (Patton 1990). The recordings were transcribed 

verbatim and pseudonyms assigned as the initial step to managing and analysing the data. 

Qualitative data was analysed manually. Transcripts were disseminated into their component 

parts with reference to the original question categories. Respondent selections were 

separated and colour coded in a procedure outlined by Cavana et al (2001). Care was taken 

at this point as all data taken at the first instance was relevant and useful. There was a need 

to carefully identify statements that were made by the participants on issues that were not 

core to the focus of study, yet remained important, and those statements that were more 

clearly relevant.  

 

The data was then inductively analysed. Patton (1980, p.306) describes inductive analysis as 

‘patterns, themes and categories of analysis come from the data; they emerge out of the data 

rather than being imposed on them prior to data collection and analysis’. Themes that 

emerged from the data were analysed in terms of the constant comparative method as 

described by Glaser and Strauss (1967). This method requires that themes be examined as 

they emerge directly from the raw data and compared to each other to ensure they are not 

different aspects of a previously designated theme (Glaser and Strauss 1967, Cavana, 

Delahaye et al. 2001).  

 

Marshall and Rossman (1999) note that an alternate understanding will always exist and the 

job of the researcher is to argue and reason why the explanation associated with the data is 

a better explanation than the alternate understanding. Patton (1990) warns that researchers 

are always at risk of being accused of imposing an understanding that reflects the 

researcher’s world better than the world being studied. The search for alternate 

understandings was considered and one method that could be used was to counter this 

accusation.  
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Selection of participants 
The use of multiple sources of information and informants enhances the validity and 

robustness of the findings (Parry and Willis 2013). Therefore, selecting the participants in the 

qualitative phase consisted of an evaluation of their provision, use and outcomes of the 

programs which then resulted in their inclusion due to their key informant status. Furthermore, 

the managers, coordinators and facilitators of the programs provided important theoretical 

knowledge and background on program development and implementation. The selection of 

managers, staff and participants is important in improving the robustness and validity of the 

research findings (Patton 1990, Parry and Willis 2013, Foster, Diamond et al. 2015). 

 

Parents 
Parents who participated in the programs, as consumers of the service, provided invaluable 

insight into numerous aspects of the program’s delivery and impact. Their discussions allowed 

in depth exploration of recruitment to the program, engagement by staff, program content and 

evaluation of the program in relation to its specific aims and goals (Denzin & Lincoln 2011). 

The parents were able to determine which aspects of the program assisted their care of 

themselves and their children, knowledge of child growth and development, development of 

personal resilience and building of family relationships. During interviews, parents provided 

information detailing the extent to which the program met their individual needs. Given the 

individualised nature of the information provided, interviews with parents allowed for a greater 

personalisation of responses, adding an increased diversity to the data captured through 

utilisation of program evaluation surveys alone (Patton 1990, Parry and Willis 2013, Foster, 

Diamond et al. 2015).  

 
Staff 
The staff provided the theoretical basis for the programs provided along with information and 

insights into the application of the knowledge in practical strategies for the parents to use to 

develop their parenting and emotional self-care skills. This further supported optimal 

relationship building, parenting skills and development of self-care strategies within the 

participant groups.  

 

Facilitator Qualifications 
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The staff providing the Our Family program services represent the interdisciplinary workforce 

required to support the needs, and promote the development of, participating parents to 

minimise the vulnerabilities of their children. Qualifications of the facilitators include: 

• Family Support Practitioner 

• Bachelor of Social Work 

• Diploma of Community Work 

 

The Family Support Practitioner role is aimed at assessment and identification of at-risk 

children, and subsequent implementation of early intervention services to families to promote 

positive outcomes. This role utilises a child focused, strengths based practice model to 

undertake activities such as home visiting and group work to promote family stability and 

optimal functioning.  

 

This skill mix of staff provides an interdisciplinary approach to the child and family focused 

therapeutic and intensive interventions provided by the Our Family program.  

 

Facilitator Professional Development 
The staff employed within the Our Family program are required to undertake the following 

professional development: 
 
Mandatory Training (1 – 6 months) 

• Counselling skills 

• AnglicareSA Corporate Orientation (AnglicareSA) 

• Developing Respectful Service Responses to Aboriginal Peoples (AnglicareSA) 

• Manual Handling (AnglicareSA) 

• Child Safe Environments (every three years)  

• Senior First Aid (every three years) 

• SAPOL Workplace safety and Dealing with aggressive clients 

 

Foundation Level Training (1 – 6 months) 

• Supporting Families Practice models 

• Working with Strengths based approach (AnglicareSA) 

• Reflective Practice (AC Education) 
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• Vicarious Trauma and self-care (AnglicareSA) 

• Attachment and Loss (AC Education) 

• Understanding Child Development (AC Education) 

• Children and domestic abuse (AC Education) 

• Children ad parental substance abuse (AC Education) 

• Children and parental mental health (AC Education) 

• COPMI eLearning – Child Aware Practice  

Ongoing Training (1 – 12 months) 

• COPMI eLearning – Let’s talk about children 

• COPMI eLearning – Keeping children and families in mind 

• Education and trauma 

• Working with disabled children and young people (AC Education) 

• Impulsive behaviours (AC Education) 

• Resilience and recovery (AC Education) 

• Making sense of adolescence (AC Education) 

• Self-harming behaviour (AC Education) 

• Sexual development and sexual abuse (AC Education) 

• Communicating with children and young people (AC Education) 

 
Leadership 

• St Luke’s Strength based supervision 

• COPMI Child aware supervision 

• Supervisor Training (Margaret Morrell model) 

• I Lead Leadership Courses 

 
In addition, the facilitators of the MAP® program have completed an intensive training 

program entitled MAP® TIME-IN: Using Mindfulness and Self-Compassion to Repair the 

Parent-Child Relationship (Birth – 18 years), a two-day workshop that utilises experiential 

based training. This training specifically targets family support professionals within a wide 

range of disciplines (Coleman 2011). This training intensive is facilitated by Dr Rebecca 

Coleman, BSc (Hons), MPsych (Clinical), PhD (Dev), Registered Psychologist, the founder 
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and developer of the Mindful Awareness Parenting (MAPS®) Instructor Training and Parent 

Workshop Series. 

 

The ongoing commitment of management and staff to professional development enhances 

the delivery of sound, theoretically based, best practice and evidence based preventative and 

intervention based programs. The skill mix provides an interdisciplinary approach to the child 

focused, therapeutic interventions provided by the Our Family program.  

 

Interview questions 
Questions asked were open ended and simple in structure, designed to elicit in-depth 

participant responses and to obtain responses unconnected with the researcher’s experience 

or bias. The interview and focus groups covered several characteristics highlighted by the 

quantitative evaluation: 

• The type of program; 

• The usefulness of the program; 

• The impact of the program[s] on other aspects of the participants lives (e.g. the 

SDH); 

• Implications for changes; 

• Impact on health (mental and physical) 

  

The considerations listed above were used as a guide for the design of the questions. All data 

collection took place in the Westerns region of metropolitan Adelaide, South Australia.  

 

Community engagement strategies 
A research reference group was established from the various agencies delivering the CfC 

programs. This enabled the collaborative involvement of the service providers into the 

research process ensuring the final recommendations are usable. The research reference 

group verified the variables definitions for stage one and assisted in the development of the 

qualitative questions for stage two interviews. 

 

Initial meetings with the managers and staff enabled the researchers to ensure a robust data 

collection process. Input from managers and staff assisted in a valid representation of the 

services provided in the research process and subsequent report. Additionally, the first 
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meeting outlined the researcher’s roles and responsibilities along with establishing the key 

stakeholders and informants required in data collection and research processes. This allowed 

for the research standards of robustness and validity to be met (Denzin & Lincoln 2011, Parry 

& Willis 2013). 

 

The researchers analysed the interview and focus group responses from staff, managers and 

parents.  The analysis was presented to the reference group for consideration and comment. 

The results of the first two phases informed the development of a set of recommendations for 

future service delivery of interventions of vulnerable children and their families, as well as 

provide a framework for future service evaluations and data collection. These could be used 

to ensure the effectiveness and viability of the Our Family programs using an evidenced 

based perspective. 
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Section Two:  

Our Family Program 

 

Introduction 

The Our Family program is a collaborative initiative delivered in partnership by UnitingCare 

Wesley Port Adelaide and AnglicareSA to families in the Western region of Adelaide, South 

Australia. The program is funded by the Federal Government Department of Social Services, 

under the auspices of Communities for Children (CfC). The Our Family program consists of 
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interlinked, complementary programs that can be accessed in unison or as stand-alone 

components.  

 

The broader program provides early intervention through a combination of in-home and group 

supports. The programs target parenting techniques, confidence and capacity building, and 

are aimed at fostering strong family relationships between children and their parents.  

 

The research explored the relationship between the Our Family program delivered in Western 

Adelaide and some of the Social Determinants of Health (SDH) for the children and families 

who have used the service (Lynam, Loock et al 2010, Solar & Irwin 2010).  The SDH 

framework provides a means of exploring the impact of social phenomena, for example, 

limitations in income, health access, community capacity and family support. The SDH 

framework further explores individual social phenomena including health and well-being 

outcomes. The type of analysis and research undertaken for this evaluation provides the 

bridge between policy objectives and the practice applications of policy on SDH outcomes 

(Stewart 2014). Communities for Children (CfC) provide prevention and early intervention 

approaches to improve outcomes for children (0 – 12 years old) and families who are 

considered at risk. These programs are sound from a theoretical perspective.  

 

Economic rationale / Social return on investment 

According to the RAND corporation and others, for every $1 spent in Australia (and other 

OECD countries) on early intervention programs to enhance parenting practices there is an 

average of $17 saving in adverse adolescent and adult health, welfare and social outcomes 

(Kilburn & Karoly 2008, Allen 2011, Deloitte Access Economics & PANDA 2012, Hayes et al 

2014). The use of early detection, prevention and intervention programs for parents and 

children has the potential to save public expenditure.  

 

In Australia, Access Economics et al (2009) estimate that in 2007, between 177,000 to 

666,000 children under the age of 18 were abused or neglect and this costs between $10.7 

billion and $30.1 billion to the community (Taylor, Moore et al. 2009). The ongoing costs of 

child abuse and neglect for Australia could be as high as $38.7 billion. Thus engaging all 
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parents and caregivers helps prevent child abuse and neglect (Zanoni, Warburton et al. 

2013).  

The use of early detection, prevention and intervention programs for fathers, mothers, and 

carers in caring for children has the potential to save public expenditure. Additionally, to 

provide one-to-one therapeutic interventions for the numbers of clients currently using the 

Our Family service would require an extra 4.0 FTE staff. The use of group work here is cost 

effective and appropriate as parents who have previously participated in the Our Family 

program return, under the guidance of the family worker, to provide support and mentoring 

for the newest families. The ‘Our Family’ suite of programs and services has an intensive 

support component aimed at those families who are most ‘at risk’ of child abuse and neglect. 

Hence the support provided is cost effective and responsive to the families’ needs. 

 
 
Theoretical Basis for the Program Model 

Literature review 

A thorough review of the relevant literature was undertaken with the main findings presented 

in this report. The literature review was informed by provision of program outlines and 

evidence materials from the manager and staff. This provided for focused mapping of the 

theoretical foundations of the program. The literature review for the Our Family programs was 

conducted using the following literature databases: Google Scholar, CINHAL, PubMed, Web 

of Science and PsycINFO. The main theoretical premises for the Our Family programs, 

namely Attachment Theory, Circle of Security, and Mindful Awareness Parenting were 

thoroughly explored and are discussed below. 

 
Targeted relationship based programs 

The Our Family program and interventions are based on the targeted relationship based 

approaches to parenting and family support. As per the discussion in the introduction section 

of this report, targeted relationship programs recognise the importance of early child 

development, the social determinants of health and the accumulative harm of childhood 

adversity (Mackintosh, White et al. 2006, Noble-Carr 2007, DoCS 2009, Keys 2009, Dockery, 

Grath et al. 2010, Gibson and Johnstone 2010, Lynam, Loock et al. 2010, Solar and Irwin 

2010, Marcynyszyn, Maher et al. 2011, Nelson and Mann 2011, Kilmer, Cook et al. 2012, 



 

28 
 

McCartney 2012, McCoy-Roth, Mackintosh et al. 2012, Zlotnick, Tam et al. 2012, Coren, 

Hossain et al. 2013, Embleton, Mwangi et al. 2013, Roos, Mota et al. 2013, Kuehn 2014). 

Targeted relationship based programs have been effective in decreasing emotional and 

behavioural problems in children and promote increased confidence and resilience for 

parents (DoCS 2009, Gibson and Johnstone 2010). 

  

Attachment theory  

Attachment theory was developed in the 1970s by John Bowlby to explain the caregiver/child 

connection in terms of biological and psychological functioning (van IJzendoorn 1995, Dykas 

and Cassidy 2011). The theory describes the sensitivity and responsiveness of the parent or 

caregiver to meet the child’s developmental needs as early attachment impacts on lifelong 

functioning (van IJzendoorn 1995, Van IJzendoorn, Schuengel et al. 1999, Centre for 

Parenting & Research 2006). Additionally, the measures used in the attachment assessments 

illustrate dysfunctional parent or caregiver responses to infants and children (van IJzendoorn 

1995, Centre for Parenting & Research 2006, Cumberland 2012). Responses from prolonged 

separations, either physically or psychologically impact on the child and their subsequent 

adult functioning and behaviour (van IJzendoorn 1995, Van IJzendoorn, Schuengel et al. 

1999, Centre for Parenting & Research 2006).  Longitudinal international research supports 

the use of attachment theory to predict infant, child and adult outcomes for appropriate 

parental responses to children’s needs and for the development of adults’ significant 

interpersonal relationships (van IJzendoorn 1995, Van IJzendoorn, Schuengel et al. 1999, 

Centre for Parenting & Research 2006). Further, attachment theory research explains the 

cognitive organisation and representations of interpersonal relationships and parenting 

behaviors (van IJzendoorn 1995, Centre for Parenting & Research 2006, Dykas and Cassidy 

2011, Cumberland 2012). The predicative capacity of the attachment theory measurements 

provides self-report and professional assessment items that consistently calculate levels of 

attachment and identify intervention pathways for program implementation (van IJzendoorn 

1995, Van IJzendoorn, Schuengel et al. 1999, Centre for Parenting & Research 2006). 

Successful interruption of, reactive-attachment disorder, insecure-resistant, insecure-

avoidant, or insecure-ambivalent attachment, through target programs is evidence-based and 

well documented (van IJzendoorn 1995, Centre for Parenting & Research 2006). The Our 

Family program, and more specifically, the Mindful Awareness Parenting program, directly 
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address manifestations of interrupted attachment that subsequently decrease levels of 

vulnerability for children.  

 

Circle of security 
The Our Family program delivers a program that includes the circle of security as a theoretical 

basis for evidence based practice and uses the practical activities provided by the circle of 

security training. The circle of security is an internationally based early intervention program 

based on attachment theory and relationship theory (Dolby 2007). The circle of security is 

one component of the many relationships based type programs used in the CfC programs as 

described in the introductory section at the beginning of this report. Figure 2.1 below illustrates 

the Circle of Security model and explains the desired interactions between child and 

parent/caregiver.  

 
Figure 2.1 The circle of security: attending to children’s needs 

 

The circle of security theory explains the importance of secure attachment and relationships 

for early child development. The circle of security theory acknowledges that child 

development is ongoing, not linear and dependent on quality caregiver relationships (Dolby 

2007, Dykas and Cassidy 2011). The theory is based on international academic research 

which confirms the key role of the use of increased empathy towards children and childhood 

as well as developing enhanced attachment between parent and child (Dolby 2007, Dykas 

and Cassidy 2011). 
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Mindful awareness parenting 
Mindful awareness, drawing on foundational principles from Buddhism, has gained increasing 

popularity over the past few decades. As a skill set that can be taught without reference to its 

spiritual basis, integration of mindful awareness principles has been widely incorporated into 

the fields of health, particularly medicine, nursing and psychology (Bogels & Restiflo 2014, 

Duncan et al 2015, Sawyer Cohen & Semple 2009). Mindful awareness is defined as ‘the 

awareness that arises through paying attention in a particular way, on purpose, in the present 

moment, nonjudgmentally’ (Kabat-Zinn 2003, cited in Duncan et al 2015 p 276).  

 

Mindful parenting is seen as an interpersonal extension of intrapersonal mindfulness situated 

in the social context of the child/parent relationship. Myla and Jon Kabat-Zin (1997) first 

described mindful parenting in their book ‘Everyday Blessings: The Inner Work of Mindful 

Parenting’. In their work, mindful parenting addresses the progression of positive parenting 

strategies across the lifespan and development of children (Bogels & Restiflo 2014, Duncan 

et al 2015). Mindful parenting is based the core concepts of sovereignty, acceptance and 

empathy. Sovereignty seeks to search beyond the presenting behaviour to find the child’s 

true nature and recognise them as whole beings. Acceptance is the attempt to accept the 

nature of things, with the child, the parent and/or the specific situation, without taking things 

personally. Empathy seeks the ability to feel with the other, with underlying understanding 

and compassion (Duncan et al 2015, Brody and Flor 2017). The practice of mindful parenting 

aims to enhance the child-caregiver relationship by developing non-judgmental awareness in 

their moment to moment interactions (Duncan et al 2009).   

 
Five key elements, or roles, are offered to assist the development mindful parenting skills 

including a) listening with full attention, b) emotional awareness of self and child, c) non-

judgmental acceptance of self and children, including greater awareness of expectations and 

attributions, d) self-regulation in the parenting relationship and e) adopting compassion 

toward oneself as a parent and toward the struggles one’s child faces (Duncan et al 2015 p 

277). Listening with full attention requires a high level of attentiveness with capacity to be 

receptive to the present situation. In this fully attentive state to the present, development of 

an appreciation of the child’s perspective is sought (Duncan et al 2009, Waters 2016). Non-

judgmental acceptance of self and child explores the values and expectations caregivers have 

for their children. This includes acknowledgement of the difficulties of parenting and the need 
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to provide clear and achievable expectations for their child in line with the social context and 

their developmental stage (Duncan et al 2009). 

 

Emotional awareness of self and child requires tuning into their own emotions and those of 

their child. This is seen to be a foundational aspect of mindful parenting as ‘strong emotions 

have a powerful influence on igniting automatic cognitive processes and behaviours that are 

likely to undermine parenting practices’ (Duncan et al 2009, p 260). Lack of awareness of 

emotions can lead to automatic, and often maladaptive, responses to unfolding situations. 

Being emotionally aware may lead to more conscious decision making in relation to 

appropriate responses (Bogels & Restiflo 2014, Corthorn & Milicic 2016, Duncan et al 2009).  

 

Self-regulation in the parenting relationship leads on from emotional awareness and promotes 

reflection, or a pause, prior to reacting in parenting interactions. This pause allows for 

acknowledgement of emotional state and provides increased opportunity for optimal selection 

of parenting practice in line with the presented experience (Coatsworth et al 2014, Duncan et 

al 2009, Waters 2016). Self-regulation for children in this instance refers to teaching children 

to acknowledge, define and discuss their feelings (Duncan et al 2009).  

 

Compassion for self and child addresses the requirement for safe and affectionate care of 

children. Self-compassion of the parent is an important issue as parents can be harsh critics 

of their own parental skills and abilities. A more forgiving view is proposed by supporting 

parental efforts as opposed to achievement of specific parenting outcomes (Bogels & Restiflo 

2014, Coatsworth et al 2014, Duncan et al 2009). Figure 2.2 provides further descriptions of 

these five elements and the aspects of parenting each element influences. 
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Figure 2.2 Table 1: Role of mindful parenting practices in parenting interventions  
(Duncan et al 2009, p 259) 

 

 

The elements of mindful parenting seek to bring a calmness to parent-child interactions that 

allows for greater consistency of effective parenting and higher likelihood of achieving 

positive, nurturing relationships (Bogels & Restiflo 2014, Coatsworth et al 2014, Waters 

2016). A study by MacDonald and Hastings (2010) cite better child-parent engagement 

between fathers and their profoundly disabled children was observed following the 

undertaking of a mindful awareness parenting program.   

 

It is further posited that mindful parenting models are able to disrupt negative cycles and 

parent/child disengagement that may have become automatic responses in some family 

relationships (Duncan et al 2009).  Mindful parenting programs are also seen to offer 

alternative programs to address stressful family situations, promoting sound resilience and 

coping mechanisms (Duncan et al 2009). Following their study on 62 mothers of preschool 

children Corthorn & Milicic (2016, p 1681) state ‘mindfulness and mindful parenting were 

positively related among each other and significantly negatively related with depression, 

anxiety, general stress and parental stress’. 

 

Studies indicate positive impacts on parenting happiness, interactions, and skills following the 

implementation of mindfulness parenting (Bogels S & Restiflo K 2014, Coatsworth et al 2014, 

Duncan et al 2009, Sawyer Cohen & Semple 2009, Singh et al 2006). An Australian study of 

parents on methadone maintenance, showed improved family relations and reduction in child 
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abuse potential of children aged between 2 and 8 years, following mindfulness skills training 

(Dawe & Harnett 2007). Reduced levels of stress and increased consistency in parental 

discipline (and less harsh discipline) were additional outcomes contributing to parental 

satisfaction (Duncan et al 2015).  

 

Mindful parenting builds on the core foundations of attachment theory and the circle of 

security to promote secure and healthy family relationships. The promotion of compassionate 

and mindful parenting allows for disruption to unhealthy, maladaptive parenting styles through 

more considered parenting practices, optimising responses in the moment. Mindful parenting 

programs seek to engage greater levels of trust between parent and child, in turn facilitating 

greater degrees of emotional bonding and safe attachment. This will undoubtedly lead to the 

increased well-being of families and promote positive child outcomes (Bogels & Restiflo 2014, 

Coatsworth et al 2014, Duncan et al 2009, Duncan et al 2015, Sawyer Cohen & Semple 2009, 

Waters 2016). 

 

Intensive Family Preservation Programs (IFPP)  

Strengths and Stressors 

Intensive Family Preservation Programs (IFPP) using cognitive behavioural therapy and 

strengthens and stressors evaluation tools and interventions have been shown to be effective 

in providing family focused strategies that circumvent the need to place children in out-of-

home care (Berry, Cash et al. 2000, Al, Stams et al. 2012, Tausendfreund, Knot-Dickscheit 

et al. 2014). Programs such as ‘Our Family’ provided by Anglicare use the cognitive 

behavioural, and strengths and stressors based programs to improve family functioning. The 

assessments and targeted goal setting programs aid families in times of crisis to improve 

family functioning (Hanssen and Epstein 2007, Duppong Hurley, Griffith et al. 2012, Brody 

and Flor 2017).  

 

Internationally the IFPP have been found to successful interventions for families in: improving 

family relationships (Berry, Cash et al. 2000, Hanssen and Epstein 2007, Tausendfreund, 

Knot-Dickscheit et al. 2014); increasing protective family factors for children (Berry, Cash et 

al. 2000, Hanssen and Epstein 2007, Tausendfreund, Knot-Dickscheit et al. 2014); improving 

parenting skills (Hanssen and Epstein 2007, Al, Stams et al. 2012, Duppong Hurley, Griffith 

et al. 2012); decreasing engagement with child protection services (Hanssen and Epstein 
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2007, Al, Stams et al. 2012, Duppong Hurley, Griffith et al. 2012); decreasing child 

behavioural problems (Duppong Hurley, Griffith et al. 2012, Tausendfreund, Knot-Dickscheit 

et al. 2014), and decreasing the risk of child maltreatment, abuse and neglect (Berry, Cash 

et al. 2000, Duppong Hurley, Griffith et al. 2012, Tausendfreund, Knot-Dickscheit et al. 2014). 

Along with providing neurological changes that, increase brain size and function, and 

decrease the impact of poverty and poor family functioning, for children at a aged 25 years at 

the 12 year post program follow-up brain scan and psychosocial testing (Brody and Flor 

2017). 

 

Families deemed at risk and in need of intensive interventions are often faced with multiple 

stressors that challenge generic traditional health, welfare and educational interventions and 

services (Berry, Cash et al. 2000, Tausendfreund, Knot-Dickscheit et al. 2014, Brody and Flor 

2017). Once families at risk are identified then methods of intervention that specifically 

address multiple issues are imperative (Berry, Cash et al. 2000, Hanssen and Epstein 2007, 

Tausendfreund, Knot-Dickscheit et al. 2014). 

 

Intensive Family Preservation Programs (IFPP) or Family Crisis Intervention Programs have 

been effective in countering multiple and complex family’s problems where children are at risk 

of maltreatment, abuse and neglect (Berry, Cash et al. 2000, Hanssen and Epstein 2007, 

Tausendfreund, Knot-Dickscheit et al. 2014, Brody and Flor 2017).  Additionally, social risk 

factors for families include poverty; social exclusion; single parenthood; and non-western 

ethnicity (Berry, Cash et al. 2000, Hanssen and Epstein 2007, Tausendfreund, Knot-

Dickscheit et al. 2014, Brody and Flor 2017). Families with multiple and complex problems 

across a range of areas can struggle to provide adequate parenting (Berry, Cash et al. 2000, 

Hanssen and Epstein 2007, Al, Stams et al. 2012, Tausendfreund, Knot-Dickscheit et al. 

2014). Multiple social disadvantage can compound parenting deficits by increasing and 

magnifying issues in the family’s functioning thus placing children at risk (Tausendfreund, 

Knot-Dickscheit et al. 2014). Several short, medium and long term programs have been found 

to be successful in addressing the needs of complex families (Tausendfreund, Knot-

Dickscheit et al. 2014). One such intensive program is the strengths and stressors program 

(Berry, Cash et al. 2000, Tausendfreund, Knot-Dickscheit et al. 2014). 
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Strengths and stressors program  

Anglicare’s ‘Our Family’ program uses the strengths and stressors assessment and goal 

development tools to determine the level of risk and plan processes, supports and activities 

that address family stress, and improve functioning. International research found that 

intensive interventions and supports, such as those in the strengths and stressors program, 

have been effective in addressing family functioning in at risk families (Berry, Cash et al. 2000, 

Tausendfreund, Knot-Dickscheit et al. 2014). Furthermore, these interventions can remain 

effective in the four year follow up (Tausendfreund, Knot-Dickscheit et al. 2014). The four year 

follow up by Tausendfreund, Knot-Dickscheit et al (2014) found that high parental stress (65% 

of parents in the program) had decreased to levels below that of clinical concern (16%) at the 

end of the 25 months’ intervention. Child behavioural problems (60% of families in this 

program) decreased to levels of average non-clinical child behaviour by the end of the 

intensive program (Tausendfreund, Knot-Dickscheit et al. 2014). These results show an 

improvement in parenting and child behaviour.  

 

The use of intensive intervention programs to address parenting stressors, child behaviour 

and family functioning often prevents children being removed from the family and placed in 

costly out-of-home care (Tausendfreund, Knot-Dickscheit et al. 2014). Programs are 

designed to be home-based, child and family centred with goals for improving family 

functioning and as alternatives to out of home care (Hanssen and Epstein 2007, 

Tausendfreund, Knot-Dickscheit et al. 2014). These programs are tailored for individual 

families and child needs (Hanssen and Epstein 2007, Tausendfreund, Knot-Dickscheit et al. 

2014). This enhances the programs ability to provide specific skill building activities based on 

assessments that recognise family deficits and improve family functioning (Hanssen and 

Epstein 2007, Tausendfreund, Knot-Dickscheit et al. 2014). Services build on family strengths 

and provide counselling, information and referral, budgeting and money management, 

healthcare, and parenting and communication skills (Duppong Hurley, Griffith et al. 2012).  

Family functioning is an important and foundational aspect of child development (Berry, Cash 

et al. 2000, Duppong Hurley, Griffith et al. 2012).  

 

Soft entry 

The use of ‘soft entry' program can substantially increase the uptake of interventions by high 

risk and hard to reach groups (Cortis, Katz et al. 2009, Allan and Campbell 2011, Broadley, 
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Goddard et al. 2014, Falconer and Campbell 2015). Soft entry programs provide approaches 

that are client-centred and collaborative partnership based (Cortis, Katz et al. 2009, Allan and 

Campbell 2011, Broadley, Goddard et al. 2014, Falconer and Campbell 2015). Additionally, 

soft entry approaches enhance self-determination of individuals, families and communities 

(Cortis, Katz et al. 2009, Allan and Campbell 2011, Broadley, Goddard et al. 2014, Falconer 

and Campbell 2015). The use of soft entry by Our Family program improves the uptake of the 

program by at risk and hard to reach families. 

 

Therapeutic Models of Care 

Models of service delivery (applying the theories)  
The Our Family program uses several models of delivery congruent with the requirements of 

its participants. The goals of the program, founded on evidence-based theories, develop early 

learning strategies in children, in addition to supporting and identifying the assistance needed 

for families to connect and build a stronger community. This is achieved using the following 

services and their related activities: 

 

• In home visiting program 

o Family-centred assessment 

o Identifying family goals and strategies to attain them 

o Development and support of skills to attain family goals 

• Strengths and Stressors assessment and intervention goals  

• Mindful Awareness Parenting (MAP®) program  

 

The actives are based on the theories previously discussed and as such provide significant 

changes and improvements in parenting capacity, children and parent’s behaviour and 

community engagement and participation. The services provided are holistic and strive to 

meet the individual needs of the program participants. The programs additionally address the 

needs of socially isolated parents and caregivers, or those deemed difficult to engage, who 

are impacted by various factors such as educational, social and/or economic disadvantage 

(Cortisilan et al 2009). 
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Program delivery model 
 
The targeted Our Family program delivery model allows for ‘soft entry’ and operates with a 

‘no wrong door’ framework (Cortis et al 2009) for populations that are traditionally difficult to 

reach. Participants can self-refer or alternatively be referred by various community and/or 

Government services. This model of service delivery provides preventative public health 

approaches that directly address the universal, or secondary child abuse preventions, 

targeted towards ‘at risk families’ (Broadley, Goddard et al. 2014). The Our Family 

intervention model reflects internationally recognised best practice interventions that seek to 

prevent child abuse and neglect rather than respond using punitively models that rely on 

surveillance and wait for injury to occur (Broadley, Goddard et al. 2014).   

 

The program is delivered by staff who are appropriately trained to deliver prescribed, and 

individually tailored, content. They provide support and assistance in relation to the often 

deeper emotional responses of participants to the content of the programs. Staff have 

evidenced ability in relation to the appropriate and optimal facilitation of these programs and 

the environments in which they are delivered.  

 

The programs are delivered in environments that represent safety to the participants, either 

within their own homes or at the community centre. Such safe environments will further 

support the ability to optimally engage and explore the content of the programs within the 

participants own individual experience. Environments deemed safe by participants reduces 

the impact of potential stigma in relation to attending such programs. The convenience and 

flexibility of home visits can provide a higher level of engagement (Cortis et al 2009). Family 

visits can also take place in a location outside the home, as determined by the participant, 

again adding to the development of a safe environment. The safe environment created within 

the Our Family program further provides an ability to build relationships, both with staff 

members, and with the MAP® program, other participants.   

 

Program logic model 
The program logic for the Our Family program is provided in Appendix B of this report. The 

program logic provides an overview of the outcomes of the Our Family program along with 

the inputs and outputs from the program. 
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The relationship between the evidence and the program content 
The strengths and stressors tools and interventions are appropriate for families with 

persistent, complex, and multiple problems (Tausendfreund, Knot-Dickscheit et al. 2014). The 

survey identifies levels of particular problems and its associated stress (Tausendfreund, Knot-

Dickscheit et al. 2014). Additionally, the survey identifies pathways for successful 

interventions and intervention programs (Tausendfreund, Knot-Dickscheit et al. 2014). The 

Our Family programs combines homebased programs with integrated supportive intervention 

that coach families to deal with multiple, complex and persistent problems.  

 

Additionally, isolated families that is, families that do not have social and community support 

are more at risk of perpetrating abuse and neglect (Broadley 2014). Families enrolled in the 

‘Our Family’ programs are often stressed in isolated hence the use of strengths and stressors 

questionnaire is highly recommended.   

 

The strengths and stressors tools and interventions are appropriate for families with 

persistent, complex, and multiple problems (Tausendfreund, Knot-Dickscheit et al. 2014). The 

survey identifies levels of particular problems and its associated stress (Tausendfreund, Knot-

Dickscheit et al. 2014). Additionally, the survey identifies pathways for successful 

interventions and intervention programs (Tausendfreund, Knot-Dickscheit et al. 2014). The 

Our Family programs combines homebased programs with integrated supportive intervention 

that coach families to deal with multiple, complex and persistent problems.  

 

Research Methods used in the Our Family program evaluation 
The mixed methods research processes utilised in this evaluation outlines the relationship 

between the evidence and program content. The use of mixed methods provides a knowledge 

base that enables deeper understandings of the complex factors involved in providing 

services to children and their families (Australian Associated Press 2006, Parry & Willis 2013). 

Additionally, mixed methods research designs have the potential to provide evidence-

informed understandings of the public policy issues (Australian Associated Press 2006, Parry 

& Willis 2013). Furthermore, the concurrent use of mixed methods enabled the quantitative 

data analysis to complement collection of the qualitative data and the final use of the 
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qualitative analysis to inform future quantitative data collection (Hesse-Biber 2010, AEDC 

2015). 

 

Additionally, this evaluation reports on the successful strategies used by the Our Family 

service providers to engage and retain these groups of hard-to-reach clients (Cortis, Katz et 

al. 2009, Parry and Willis 2013). It is important to the research evaluators commissioned to 

ensure that these marginalised groups, who are the main intended beneficiaries of 

interventions are included in the evaluation as it is also important to know who benefits from 

interventions (Cortis, Katz et al. 2009, Parry and Willis 2013). Programs need to provide 

effective and relevant prevention and intervention services along with appropriate and 

targeted engagement strategies in order to successfully change outcomes for at risk families 

(Buckley et al. 2013).  
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Section Three: 

Results 

 

Findings  

General information  
This section provides an overview of the results of the evaluation of the Our Family program. 

The mixed methods used in the data collection inform the analysis used in the evaluation. 

The quantitative methods provide general demographic information and an analysis of the 

Strengths and Stressors assessment and post program results. This is followed by the 

qualitative thematic analysis of the interviews and focus groups. Table 3.1 below illustrates 

the types of participants involved in each step of data collection. The table further highlights 

the method of data collection required for each participant group. The role of the participants 
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indicates their basis for recruitment and where appropriate, their level of involvement in the 

Our Family Program. 

 

Table 3.1: Type of participants and method of data collection used 

Participant 
Type 

 
Numbers  Basis for 

Recruitment 

Component of Research 
Involved In 
(e.g. survey, interview, focus 
group, observations) 

Providers 
(managers and 
staff)  

 4 Responsible for 
delivery of the CfC 
programs 

Face-to-face interviews 

Mothers   10 Participation in MAP® 
program 

 Interviews and focus group 

Families 4 Participation in the 
home visiting program 

Case note audit, strengths and 
stressors pre and post 
questionnaire audit 

Families  8 Completed the 
Strengths and 
Stressors program  

Completed the strengths and 
stressors programs, and pre and 
post questionnaire  

Total  26   
  

Table 3.1 provides and overview of the sources of data and the methods of data collection for 

each source.  The combination of sources and data collection techniques and analysis 

adheres to the mixed methods processes.  The staff and managers of the program were 

interviewed face-to-face whereas the mothers were provided with the opportunity to 

participate in a focus or in face-to-face interviews.  The case notes were selected randomly 

from the families who had completed the Our Family program. All identifying information was 

removed in accordance with confidential and anonymity ethical principles. The completed pre 

and post Strengths and Stressors questionnaires were also chosen at random and 

deidentified.  

 

Inclusion and exclusion criteria for the Our Family analysis  
The use of multiple sources of information and informants enhances the validity and 

robustness of the findings (Parry and Willis 2013). Therefore, selecting the participants in the 

qualitative phase consisted of an evaluation of their provision or use of the programs which 

then resulted in their inclusion due to their key informant status. Furthermore, the managers 

of the programs provided important theoretical knowledge and background on program 

development and implementation. 
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Quantitative Results 
The strengths and stressors assessments and interventions are recommended for families 

with complex, multiple, severe and persistent problems. The Strengths and Stressors tool is 

completed by family members and their family worker, together, and is intended to record 

subjective impressions of whether families are stressed, feel adequate, or have a strength in 

six key areas of child and family functioning: 

 

Physical Home and Environment 

Social Support and Services 

Parental Capabilities 

Family Interactions 

Family Safety 

Child Well-Being 

 

These six domains of family functioning are empirically-based indicators of risk in families, 

known to be associated with child maltreatment as well as child placement into foster care 

(Berry, Cash, & Mathiesen, 2003; Cash & Berry, 2003).  They measure subjective 

impressions, rather than objective observations, based on the premise that family patterns 

and family stress factors that lead to child maltreatment can differ among families.  Families 

can be stressed by different conditions and interactions, and knowing which conditions are 

particularly stressful for a family can help a family worker better plan the approach to assisting 

the family with reducing the stress that can lead to ongoing maltreatment of children. 

 

Similarly, most family service agencies operate from a strengths-based and solution-focused 

perspective.  Identifying with the family their areas of strength can assist in bringing those 

strengths into the plan of how to deal with ongoing stressors and risk factors. The use of the 

strengths and stressor surveys that directly measure the extent of the improvement of the 

issues the parents wished to address.  

 

The Table 3.2 below provides a summary of the numbers of parents and children using the 

programs in the 2013 to 2015 years. The number of participants attending the programs has 

increased over the time period shown and this may be indicative of the community acceptance 
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of the programs. Table 3.2 provides the results of the analysis of 8 families who have 

completed the strengths and stressors program and consented to provide their data to the 

researchers.  

 

Table 3.2 Strengths and Stressors results  
Families (8) Stressor Neutral Strength 
Environment       

Financial Management 50% 25% 25% 

Income / Employment 50 12 38 

Suitability of Housing 38 25 37 

Food and Nutrition 38 12 50 

Transportation 12 25 63 

Learning Environment 0 25 75 

Personal Hygiene 0 12 88 

Safety in Community 0 12 50 

Housing Stability 0 0 1 

Social Support 
   

Social Relationships 50 0 50 

Access to Emergency Services 38 37 25 

Motivation for Support 12 0 88 

Access to Regular Services 0 50 50 

Parental Capabilities 
   

Mental Health Problems Affect Parenting 75 0 25 

Physical/Medical Problems Affect 

Parenting 

63 12 25 

Positive Behaviour Management 38 50 12 

Supervision of Child(ren) 25 12 68 

Alcohol/Drug Problems Affect Parenting 12 12 76 

Support of Child Development 0 12 88 

Family Interactions       

Relationship btwn Adults not in Home 

(n=6) 

66 17 17 
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Families (8) Stressor Neutral Strength 
Mutual Support in Family 63 12 25 

Relationship between Parents/Adults 38 12 50 

Bonding with Children 25 12 63 

Appropriate Expectations of Children 12 12 76 

Family Safety       

Emotional Abuse of Children 63 12 25 

Physical Abuse of Children 50 25 25 

Sexual Abuse of Children 37 13 50 

Adult Domestic Violence 25 12 63 

Neglect of Children 12 12 76 

Child Well-Being       

Child(ren)’s Behaviour 76 12 12 

Child(ren)’s Mental Health 63 37 0 

School Performance 63 25 12 

Relationship with Parents / Caregivers 37 37 26 

Relationship with Siblings 37 37 26 

Relationship with Peers 25 25 50 

Motivation / Cooperation 12 25 63 

 

Table 3.2 illustrates the areas addressed by the strengths and stressors approach and the 

multiple variables and measures that make up the areas addressed by the interventions. For 

example, the area of child well-being is determined by seven indices; child behaviour, child 

mental health, school performance etc. Therefore, scores in these areas determine the need 

to address each indices through an intervention. This allows the staff and parents to identify 

areas of strengths and stressors for the child/ren and their families and devise targeted 

interventions that assist the parents in address areas of stress.   

 

Perceptions of Families at the Beginning of Services 

There are eight families for whom there is an assessment of the Strengths and Stressors at 

the beginning of services (see Table 3.2).   
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When families’ strengths and stressors are organized into the six domains mentioned above, 

it is clear that the area of greatest stress for these families is in parental capabilities, family 

interactions and child well-being.  This is not surprising, given the nature of this population 

and the focus of the services this agency provides.   

 

More specifically, families are particularly stressed by the child’s behaviour (76%), and 

parental mental health problems (75%).  This is followed in frequency among these eight 

families by stresses in the areas of adult relationships (66%), parental physical/medical 

problems (63%), mutual support in the family (63%), the emotional abuse of children (63%), 

the child(ren)’s mental health (63%), and the child(ren)’s school performance (63%). 

 

Families’ greatest perceived areas of strength were in their motivation for support (88%), their 

support of child development (88%), and personal hygiene (88%).  They also had areas of 

strength in having few drug/alcohol problems (76%), appropriate expectations of children 

(76%), the absence of child neglect (76%), and the child(ren)’s learning environment (75%). 

 

Table 3.3 below has 4 families who have completed the strengths and stressors program and 

the pre and post questionnaires and consented to provide their data to the researchers. 

 
Table 3.3 Changes in Ratings, Pre- to Post- following the completion of the strengths 
and stressors program. 
 Families (4) Gain No Change Loss 
Environment       

Transportation 50% 50% 0 

Financial Management 50 25 25% 

Personal Hygiene 25 75 0 

Learning Environment 25 75 0 

Suitability of Housing 25 50 25 

Income / Employment 25 50 25 

Food and Nutrition 25 50 25 

Safety in Community 0 75 0 

Housing Stability 0 1 0 

Social Support       
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 Families (4) Gain No Change Loss 
Access to Regular Services 50 50 0 

Access to Emergency Services 25 75 0 

Motivation for Support 25 75 0 

Social Relationships 25 50 25 

Parental Capabilities       

Positive Behaviour Management 50 25 25 

Supervision of Child(ren) 25 75 0 

Support of Child Development 25 75 0 

Physical/Medical Problems Affect 

Parenting 
0 100 0 

Mental Health Problems Affect Parenting 0 75 25 

Alcohol/Drug Problems Affect Parenting 0 75 25 

Family Interactions       

Bonding with Children 75 25 0 

Relationship btwn Adults not in Home  50 50 0 

Relationship between Parents/Adults 25 50 25 

Appropriate Expectations of Children 0 100 0 

Mutual Support in Family 0 50 50 

Family Safety       

Physical Abuse of Children 25 75 0 

Emotional Abuse of Children 25 75 0 

Sexual Abuse of Children 0 100 0 

Neglect of Children 0 100 0 

Adult Domestic Violence 0 100 0 

Child Well-Being       

School Performance 75 0 25 

Relationship with Parents / Caregivers 75 0 25 

Relationship with Siblings 75 0 25 

Motivation / Cooperation 50 50 0 

Child(ren)’s Behaviour 50 0 50 

Relationship with Peers 25 75 0 
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 Families (4) Gain No Change Loss 
Child(ren)’s Mental Health 25 50 25 

 

Table 3.3 above provides an overview of family scores in pre and post assessments and 

outlines the changes in scores from participating in the program.  It also illustrates the levels 

of complexities and issues facing the families using the Our Family’s programs. 

 

Changes in Strengths and Stressors over the Course of Services 

There are four families that have repeated ratings of their strengths and stressors at the end 

of services (see Table 3.3). While a small sample for analysis, these four families did show 

many gains over the course of services, especially in the areas of family interactions and child 

well-being.  Three of the four families showed improvement in bonding with children, the 

child’s school performance, the child’s relationships with parents/caregivers and the child’s 

relationships with siblings. 

 

Many families showed some gains, or lessening of family stress, over the course of treatment.  

Some however, showed an increase in stress on some items, lending some validity to the 

thoughtfulness of ratings and their independence from initial ratings.  In addition, the research 

process used qualitative data collection. 

 

Qualitative Results  
Data validation 
 
The data findings were validated by the use of a second coder (Cortis, Katz et al. 2009, Parry 

and Willis 2013). The second coder reviewed the complete manuscripts to establish their own 

coding schemes and themes. The coders to be used where then discussed by each coder 

and the coded data was compared. Interrater reliability was 95%. Differences were discussed 

and final coding was completed. The themes arising from the interviews and focus group are 

summarised below. 
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Themes 

There were seven main themes found within the data. Mason (2010) states that data 

saturation can be achieved with as little as six interviews as long as the population is clearly 

defined and meet the research criteria. Data saturation occurred in all seven areas from all 

three sources. The three sources, managers, staff, and program participants (parents), 

provided complementary themes and despite representing a diversity of sources. 

Interestingly, there did not appear to be any difference in comments between the program 

staff and managers, and the parents around the effectiveness of these programs in delivering 

support that addressed aspects of the strengths and stressors identified by the quantitative 

assessment. Furthermore, the parents identified that the Our Family program had changed 

theirs and their children lives for the better. 

 

Theme 1: Self care 
The views presented in this theme have been derived from all participants. The 

acknowledgment of the importance of self-care and its impact on the care of the children was 

emphasised by the managers, staff and participants in the interviews and focus groups. Self-

care and self-compassion also promotes compassion towards others as captured below:  

 It’s really good, spending time here…doing things for me (P2). 

 You get taught self-compassion…not to judge yourself (P3). 

I’m probably harsh judging myself, and I think that stuff we learnt on self-

compassion…it’s been a big improvement (P5).  

Self-care is important as it has made me more aware of me and my baby. I now know 

when I need a break…the self-compassion really helps being aware of baby. I have 

noticed an improvement …I don’t bury my head in the sand and pretend I’m 

coping…the program has made me brave enough to sort out the issues getting in the 

way of being there for my baby (P7). 

The1st week was self-compassion it came at the right time for me …it hit home…I 

found it powerful experience without being confronting (P9).  

The staff and managers, and the participant’s views acknowledged here highlight the 

importance of being aware of the issues impacting on the care of children and themselves. 

Self-care and self-compassion provided the parents with an insight into feelings within 
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themselves and their children. Enhancing the parent’s ability to address the child’s needs. 

The parents become more responsive to their own needs and through this process more 

responsive to their children’s needs. 

 

Theme 2: Mindful Awareness Parenting (MAP) 
The views presented in this theme have been derived from all participants. That is, the staff 

and managers, and the participant’s views are acknowledged here. The MAP program 

addressing parenting in a group and usually occurs over 8 weeks. The mothers participate in 

a group work MAP program for the weeks and are provided with tools and worksheets. The 

participants volunteering to provide data attended either focus groups and one-to-one 

interviews whichever the participant preferred. Their responses and those of the managers 

and staff are presented below: 

The mindfulness is really about what’s happening now… it helps me cope, be less 

stressed and calm (P1). 

It [MAP] helped me to be aware of my negative emotions that I didn’t want to face 

before…I was running away…it helped me get stronger and stronger…helped me to 

look after my baby and kids (P2). 

MAP helps you learn to sort out your feelings and emotions to become non-identified 

with your emotions…its nonjudgmental…so I’m less anxious (P3). 

I was overwhelmed when I started…my daughter wouldn’t sleep…the mindfulness 

helps me get back to sleep (P6). 

The themes illustrated above describe the impact of the Mindful Awareness Parenting 

program and its positive changes on the mothers attending. As illustrated above MAP 

provides the parents with the skills they need to assist with their parenting. Being present and 

mindful aids the participants in dealing with stress and anxiety.  

 

Theme 3: Coping with stressors 
The views presented in this theme have been derived from all participants. The quotations 

provided were chosen as exemplars that illustrate the theme. Stress has an important impact 

on the quality and quantity of parenting. Dealing with stress can enable parents to focus on 

parenting as described below:  
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The program really helps if you’re stressed then they’re [children, babies] stressed and 

it really changes everything…if you just get that under control then you and baby are 

calmer. The program helps with that (P6). 

I’ve been changing things at home… practicing calm, coping with stress… you can 

really notice (P7). 

It helps me deal with stress…the other mums talk openly…we help each 

other…support each other and learn how to deal with stress (P8). 

I now know my triggers for stress. I remember this works for this stress and feeling, 

this one works for this stress. So I now have different things I can use to deal with 

stress (P9).  

It [MAP] helps me turn a bad situation into a happy one…It has taught me to deal with 

stress and value my kids…give them the sense that they are valued. (P10).  

The staff and managers, and the participant’s views are acknowledged above. The ability to 

deal with stressors successfully impacts on the parents and the children. The literature also 

acknowledges the impact of stress on parenting skills. As described in the theme above the 

children benefits from the parent’s participation in the program and the positive stress 

management strategies provided by the Our Family programs.  

 

Theme 4: Impact of participating in the program 
The parents, staff and manager’s views presented in this theme have outlined the impact of 

participating in the Our Family program. This is also reiterated above in the quantitative 

results.  

When I started I was pretty exhausted and very emotional…there’s been several 

improvements coming here (P1). 

I was pretty overwhelmed with everything at home…this was really good to spend time 

here. I am dealing with issues much better and a lot of things we learnt, you know 

breathing techniques that help at home (P4). 

It has made me be aware of my emotions…I have been struggling with that I hadn’t 

acknowledged my emotions…it has helped me open up…know my emotions and deal 

with them…not have them take over (P5). 

I feel more confident in my parenting and looking after my kids…I feel better at being 

a mum. I am now able to take care of my children…my kids are doing better too. The 

program has helped them to open up to me. We talk more (P7). 
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I make more effort now as a parent…being isolated just the TV or radio, you are limited 

with resources, information and support from family and community…I am really 

thankful it’s a wonderful program. I have friendship with the other mums and they are 

like family too. Now I am more supported…my parenting is better (P8). 

I had a rough childhood…the program has helped me, I don’t want to repeat the 

trauma. I want to break the cycle…the program helps me be aware of my choices. It 

helps me if I’m upset, stressed or anxious (P10).  

The impact of the Our Family program as a whole for all the mothers providing data was 

profound. The staff and managers also noted the changes in parenting and stress levels. The 

use of the Home visiting, MAP and Strengths and Stressors interventions improve parenting 

in families. This is illustrated above in the quotations.  The program provided tools and 

strategies for the families to use in the future.   

 

Theme 5: Tools provided 
The preventions and interventions used in the Our Family programs are supported by the 

provision of strategies and tools, such as CDs. These devices provide the families with 

ongoing supports and are described below: 

Yeah there 2 discs we listen to, we practice mindfulness and dealing with stress for 

our parenting. I am a better parent because of the program (P2).  

They give us CDs and they’re[CDs] really good, you learn to deal with your thoughts 

and emotion…we can be our own worst enemy (P4). 

I really enjoyed the CD it helps me relax and so did the program… the mindfulness 

tasks relaxing all the tools have helped (10). 

Providing the program participants with strategies and tools aids the parents in their 

continuing role as parents. The tools were developed through an evidence based process. 

The use of tools supports the success of the program through the provision ongoing supports 

to parents. Further the program ensures soft entry which opens the program up to all 

participants and allows parents to return to the program if required.  

 

Theme 6: Soft entry 
The use of soft entry as described in the literature review above and by all those providing 

the qualitative data highlights the importance of soft entry as enabling hard to reach 
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population groups to attend. Soft entry allows access to all without referrals. These views are 

presented in the exemplar of this theme below: 

 There is no pressure to go and you can just run up (P2). 

It’s a safe place, you can share what you need to and there is no pressure to 

share…there are no hoops to jump though to attend, you can just attend (P10). 

Anyone can attend the ‘Soft entry’ is really helpful it allows easy access. Parent who 

are struggling don’t need a difficult referral process (S2). 

You can do it again if you feel you need to go…it helps to know…a buffer to know you 

can top up your skills (P8). 

The soft entry process and policies allows for universal access to programs. This helps to 

ensure that those families in need of the service have access to it. Families are also referred 

by several organisations including hospitals, midwives and doctors.  

 

Theme 7: Referrals   
The parents, staff and managers also outlined the referral process into the Our Family 

programs. 

The midwife at the hospital referred me to the program. The hospital also advertises it 

in the labour ward. The midwife explores the support you need before you go home 

and they help you to connect the organisation (P10). 

This lady from little ACORNS she referred me to this program [Our Family]. 

The mums can self-refer or we get referrals from the hospital, General Practitioners, 

CAFHNs, midwives, and Families SA refer to the Our Family program (S1). 

While families can self-refer into the program (soft entry), the program also receives referrals 

from a broad range of community health and welfare services. This ensures the program is 

well connected to other service providers. These connections have developed over a number 

of years and makes sure the program is well supported. Additionally, the Our Family is 

recognised as providing successful interventions for families facing complex and multiple 

problems. The use of a referral process helps to identify early those families that may be at 

risk and refer them to supportive early prevention and intervention programs. Our Family 

program provides comprehensive interventions covering home visiting, group work and 

strengths and stressors assessments.  
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The Our Family program targets a difficult to reach population group in a manner that 

facilitates learning and engagement with the materials provided. This provides an internal 

validity for the themes, and research robustness, for the research design and processes used. 

The program provides high quality interventions and the necessary referrals; supports, 

professional practices, and modelling that reduce the risk for children in high risk families. 

The importance of these interventions cannot be over stated for the children and families 

involved. The program is reflective and flexible and addresses the areas of strength and 

stress for the families involved.  

 

Discussion of themes 

Proving programs based on evidence that contain sound theoretical knowledge are 

imperative in preventing child abuse and neglect. Along with improving family support and 

functioning. The quantitative and qualitative results provided above support the use of sound 

interventions described in the Our Family programs. The connection of parents who are 

struggling to their families is a major benefit. The Our Family with participants has improved 

the family’s connections with the community. The Our Family program has effectively 

diminished the negative outcomes for families by improving respectful interpersonal 

interactions between family members and by improving levels of self-care. All of the 

managers, staff and parents have discussed the Our Family program with a great deal of 

positivity. Particularly when questioned on the notion that the mothers and fathers attending 

the program activities now had a set of strategies which assisted them in supporting their 

children’s development, education and health. All the participants explained the strategies in 

detail and they stated how these strategies had improved outcomes for themselves and their 

families. 

 

The Communities for Children Facilitating Partner Model is a federally funded initiative using, 

early intervention and prevention strategies, and community inclusive philosophies and 

program delivery frameworks, to deliver strategically placed programs and activities that 

enhance family and community functioning. To achieve this, the Facilitating Partners work 

collaboratively and directly with communities in partnership to identify community and family 

needs, develop appropriate and targeted programs, while working with community based 

services to aid the delivery of the programs developed. The UnitingCare Wesley Port Adelaide 
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and AnglicareSA provides internationally recognised and consistent exemplary support that 

aids in providing evidence based programs in a coordinated and collaborative manner. The 

programs, such as Our Family provided by AnglicareSA as the CFC FP, aim to improve 

outcomes for children and families in an area of high recognised levels of child vulnerability. 

 

The use of the strengths and stressors tools identifies issues and provides direct pathways to 

address the problems faced by the families attending. The MAP addresses issues of stress 

and anxieties and aid parents to deal with the now. Therefore, each component addresses 

the identification and resolution of the stresses facing families. The use of the Strengths and 

Stressors after the program measures the success of the interventions. Decreasing stressors 

on families also potentially decreases exposure of babies and children to abuse and neglect. 

 

Limitations  
In the past the program has also been available to fathers. The fathers program was offered 

after business hours to enable uptake of the program by full time workers. The mothers spoke 

of the advantages of dads completing the same program. This would enable the dads to 

provide support for the mothers, enhance co-parenting and also assisting dads to deal with 

their life stressors which impact on their parenting. Completion of the program by dads would 

also provide the fathers with an understanding of the program contents. Lack of interviews 

with dads is a limitation of the research and occurred due to time constraints. 

 
Conclusions from the Our Family programs evaluated 

There were a number of main themes found within the data. The questionnaire responses, 

interviews, and focus group data provided data saturation. The success of the theoretically 

substantiated and evidence based Our Family programs has been enhanced by the delivery 

of well trained staff who connect respectfully with the target population. 

 

The use of theoretical and therapeutic based protocols is paramount to the success of the 

Our Family program. The development of the program has included the responsiveness of 

the professional staff required to change the program to meet the needs of parents in 

disadvantaged families. The attitudes and responsiveness of the managers and staff promote 

an atmosphere of acceptance and support thereby promoting attendance of this vulnerable 

population and ensuring the myriad of positive experiences provided through the Our Family 
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sessions. Further, the programs achieve their goals by improving the wellbeing of those 

populations easiest to assist. Programs may therefore improve aggregate wellbeing but may 

exacerbate inequality if hard-to-reach populations are left behind. Another important reason 

for studying engagement with hard-to-reach families is to improve program design to meet 

the needs of the most vulnerable more effectively. As the Our Family staff and program are 

responsive to the family’s needs, it addresses the needs of hard-to-reach families.  
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Recommendations  

The recommendations in this section provide future guidance for managers and staff to 

address future research analysis and guidance. 

 

The following recommendations are offered for related research in the field of Communities 

for Children and social research processes. Bearing in mind that since the commencement 

of this research project some of these recommendations have been put into place by Our 

Family.  

1. Given the reflective nature of program provision of Our Family, a series of longitudinal 

studies, such as pre and post adult and child questionnaires, (e.g. Strengths and Stressors) 

would document the changes occurring with program through participation and thereby 

increase the potential that decisions regarding the composition of the program would be 

appropriate, responsive to client need, relatively current and reflect the contemporary 

evidence base.  

2. Collect pre and post questionnaires mindful of the literacy, cultural, and developmental 

needs of the participants. Provide training to staff on the analysis of the data collected. 

3. Continue to develop course content that is reflective of the literacy, cultural, and 

developmental needs of the participants in order to construct future related course content 

from a research base.  

 

Recommendations for Practitioners  
The following recommendations are offered for practitioners in the field of Communities for 

Children.  

1. It is recommended that CfC FP continue to work closely with community service providers 

and course developers, to evaluate and updating the existing programs to provide a curricular 

and reflective process for evaluating existing programs.  
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Appendix A 

Our Family Manual 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program 
Week 1– Running Sheet 
Time Activity Resources Responsible 
9.30 Welcome and Fill out forms 

- Tea and coffee 
Consent Form 
Registration Form 
Voluntary pre-
questionnaire 

 
DH to 
handout 
and collect 

10.00 Introduction 
- Introduce ourselves/Our Family – C4C 

West 
- Us – Name, children, something we enjoy 
- Group round – Name, children, something 

they enjoy 
- Expectations – collate group ideas 
- Group norms 
- Facilities – toilets, break time, kitchen, fire 

exits 

 
 
 
 
 
Markers 
whiteboard 

DF 
 
 
 
 
DH 

10.20 Taking Care of yourself – self-care house-
rules 
 
Aim of body scan 
Mindful awareness (or mindfulness) is the 
moment to moment process of actively 
observing one’s body, mind & emotions. 
 
- The MAP body Scan is a powerful practice 

which helps us learn to focus curious and 
kind attention on the body over a 
sustained period of time. 

 
- The intention of the body scan is not to 

feel relaxed or calm (although this may 
happen) but to simply bring awareness to 
the physical sensations within the body in 
the present moment.  This helps to 
develop concentration, calmness, flexibility 
of attention and the skill of mindfulness 
(being present).   

- A greater awareness of the body is helpful 
in learning how to label, accept and deal 
with strong or uncomfortable feelings, 
which is particularly important when 
repairing relationship disconnection with 
children and adolescents. 

Taking Care of 
yourself form – fill 
out and sign 

DH 
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-  
10.30 In session experiential MAP BODY SCAN 

- Lie down on your back with support for 
your head and knees, with arms and 
hands alongside of the body, palms facing 
upwards and feet falling away from each 
other.  If lying on your back in 
uncomfortable, please feel free to do this 
body scan in whichever posture that feels 
safe and comfortable.  If you find yourself 
getting sleepy, raise one of your hands in 
the air and continue the body scan with 
your eyes open 

- Connecting with the Body (Volume 1 – 
track 1) – complete practice together in 
session 

 

 
CD 
CD Player 

DH 

11.00 Psychoeducation 
Explain 
 
MAP is an approach that combines 
attachment theory, mindful awareness and 
self compassion. 
 
Mindful Awareness & self-compassion 

• Mindful awareness brings about 
secure parent – child 
attachment relationships (via 
sensitivity, responsiveness and 
consistency to the relationship 
needs of children and 
adolescents. 

• Mindful awareness is a trainable 
skill.  It has proven emotional 
and social benefits that promote 
good mental health for Parents. 

• Self Compassion has excellent 
research and usefulness for 
parenting children and 
adolescents.  Self – compassion 
enables parents to repair 
relationship disconnections or 
breakdowns without being 
overwhelmed by guilt and 
shame (especially when the 
disconnection is frightening for 
the child). 

 
Benefits of Mindfulness 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Benefits of 
Mindfulness 
Handout 
 
Secure Attachment 
Handout 
Circle of Security 
Handout 

 
 
DF 
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Secure attachment  

11.20 Summary of session and plan 
 

• Brief overview of the intention to 
build towards a new way of 
being as secure.  This does not 
mean there will be no bumps in 
the road, but in general 
behavioural problems are 
ameliorated when we work on 
being a secure base for our 
children and repairing the 
relationship (rather than 
focusing on trying to change 
behavioural problems of the 
child only). 

• In terms of consequences, 
explain that limit setting in the 
context of a ‘secure relationship’ 
is the best consequence for 
learning life lessons (and this 
looks different in families due to 
differing values). 

• Ensure parents understand 
‘Good Enough’ parenting and 
the importance of relationship 
repair 

• Emphasise the need for 
commitment to the mindful 
awareness practice homework 
and patience before 
implementing the MAP 

• Time-in procedures  (6 days per 
week practising mindfulness for 
8 weeks – then determine 
effectiveness after this 
investment in a ‘relationship 
based’ way of being as a parent 

 

  

 Homework 
1) Listen to MAP Body Scan Practices 6 

days per week 
2) Complete Parenting Values Sheet 
 

Give them CD and 
 
Parenting Values 
Sheet 
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Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
Week 2– Running Sheet     Understanding Relationships and the Brain 
Time Activity Resources Responsible 
9.30 Settling in / cuppa Milk, tea, coffee, 

cups 
DH 

9.45 Welcome 
Collect any outstanding forms  
Introduce Routine warm-up: tell about 
1) something good that happened this 
week  2) something bad that happened 
this week  3) something unusual that 
happened this week 
 

Spare forms DH 

10.00 Map sitting practice:  Connecting With 
the Breath 
 
The MAP breathing practice uses the 
sensations associated with breathing to 
develop mindful awareness.  It also 
allows you the practice working skilfully 
with thoughts, feelings and bodily 
sensations that take you away from the 
‘present moment’. In this practice you 
will learn to use ‘noting’ as a helpful tool 
to guide you gently but firmly back to 
your ‘breath as an anchor’. 
This is an important skill which supports 
our capacity to be a secure base for our 
children and is recommended in week 2 
and week 3 of the MAP time in protocol. 
 
Play CD 
Feedback on what was good, what it 
brought up and what didn’t work so 
well. 
 
 
 

CD: Vol. 1: Track 2 DF 

10.30 Recap on last week 
Review homework and  experience with 
Body Scan Practice 
Any feed-back? 
Reiterate the importance of having the 
intention to practice and at the end of 
the 8 weeks make the judgement on 

Week 1 handouts x 5 DH 
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whether “it’s working or not” (suspend 
judgement for 8 weeks).  
Link the need for practice as a helpful 
way to parent close to their ‘parenting’ 
values (as per homework exercise). 

10.45 Break   
10.55 Expectations of our children 

What do we expect of our little people? 
What is expecting too much?  
What is expecting too little?  
The best way to develop realistic 
expectations is to pay attention to 
the child’s temperament and 
personality and learn a bit about 
child development.  
 
Introduce interpersonal neuroscience 
(general brain science) 
 We can change the structure and 

function of our brain via providing 
new experiences to ourselves. 
Mindful awareness practice is 
very exciting due to the plasticity 
of the brain, and capacity to build 
new neural pathways. 

 Reiterate the importance of the 
body scan for emotional 
awareness & regulation. 

 

Handout: 
‘Understanding how 
children develop’ 
 

DF 

11.25 Homework 
1) Body Scan Practice AND  

Breathing Practice 6 days a week 
2) Fill out Pleasant Events Calendar, 

once per day 
(awareness of a pleasant event at the 
time it is happening) 

Pleasant Events 
Calendar 

DH 

 
 
 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
Week 3– Running Sheet 
Time Activity Resources Responsible 
9.30 Settling In   

- cuppa 
 
Milk, tea & coffee 

DH 

9.45 Welcome 
- Routine warm-up: tell about 1) 

something good that happened this 

 
 

DF 
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week  2) something bad that 
happened this week  3) something 
unusual that happened this week 

10.00 Exercise:  Complete Mindfulness of 
Sound Practice together 
 
The sounds practise helps you to practise 
stepping back from thoughts, feelings and 
judgements and just be aware of ‘sound 
and sound’ or vibration.  
This practise is done in addition to the 
MAP Body Scan during week 3, in 
preparation for skills covered in Volume 2 
of the CD. 
 
Play CD 
Feedback on what was good, what it 
brought up and what didn’t work so well. 
 

 
 
 
 
 
 
 
 
CD:  Vol. 1: Track 
3  (11.25) 
Mats, pillows 

DH 

10.15 Review Homework:  Recap on last week 
Review homework; pleasant events 
calendar 
and  experience with Body Scan Practice 
Any feed-back? 
Discuss lifestyle adjustment to include 
Body Scan and Breath practice; & the 
Pleasant Events calendar 
 
Reminder: the importance of having the 
intention to practice and at the end of the 
8 weeks make the judgement on whether 
“it’s working or not” (suspend judgement 
for 8 weeks).  
Link the need for practice as a helpful way 
to parent close to their ‘parenting’ values 
(as per homework exercise). 

  

10.30 Psychoeducation:   
- Explain automatic pilot,  
- doing mode vs. being mode  

(give examples as per manual).  
- Demonstrate mindful walking after 

the psychoeducation and then 
encourage informal practise of 
mindfulness of daily activities such 
as showering, dishes, laundry, 
driving, drinking and eating (eg: 
‘being aware of what we are doing 
whilst we are doing it’). 
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 Homework 
1)  MAP Body Scan & Mindful 

Awareness of Sound Practice 
(in preparation for thoughts & feelings 
practice next week) 

2) Fill out Unpleasant Events 
Calendar, once per day 

(awareness of an unpleasant event as it is 
happening) 
 

 
 
 
Unpleasant Events 
Calendar 

 

 
 
 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
Week 4– Running Sheet 
Time Activity Resources Responsible 
9.30 Settling in 

- cuppa 
Milk, tea, coffee DH 

9.45 Welcome 
- Routine warm-up: tell about 1) 

something good that happened 
this week  2) something bad that 
happened this week  3) something 
unusual that happened this week 

 DF 

10.00 Exercise:  Mindful Awareness of 
Thoughts & Thinking Practice 
 
This practise is designed to help us learn 
to relate to our thoughts differently, and 
not necessarily believe that we are our 
thoughts, especially when they are 
harsh, critical and negative in tone.  
 
This practise helps us come to realise 
that ‘thoughts are just thoughts’, and we 
can learn to see them as passing events 
in the mind - they appear, move, change 
and disappear.  
The idea is to simply watch thoughts & 
thinking with curiosity, as they come and 
then go on their way, without getting too 
caught up in the drama of them.  
We will also continue to practise ‘noting’, 
as in the MAP breathing practise.  

CD: Vol. 2 Track 1   
(16.00) 

 

10.30 Review home practice & Unpleasant 
Events Calendar 
Note:   
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With 3 weeks of intensive mindful 
awareness skills practice, increased 
insight and reduced stress should start to 
be noticeable.  
The key at session 4 is to ‘stay 
motivated’ if they have been successful 
so far – remind clients that they can 
determine effectiveness at the end of the 
8-week protocol.  
Also, if they have been unable to practise 
as per the 8-week protocol, ask them to 
‘gently let this go’ and set a strong 
intention to quarantine time for formal 
mindfulness practice for the next 4 weeks  
(just because they could not prioritise in 
the first 4 weeks, does not mean they 
cannot prioritise it “now” in the second 4 
weeks). 

10.45 Psychoeducation:  
The take home message is essentially 
that ‘thoughts are thoughts’ as per the 
being mode message.  
 
Seeing them as ‘events’ in the mind, not 
necessarily ‘facts’ to be believed. 

 DF   
 

 Homework: 
- Practice MAP Body Scan & 

Mindful Awareness of Thoughts & 
Thinking Practice 

*No handouts this 
week 

 

 
 
 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
Week 5– Running Sheet 
Time Activity Resources Responsible 
9.30 Settling In 

- cuppa 
Milk, tea, coffee DH 

9.45 Welcome 
Routine warm-up: tell about 1) something 
good that happened this week  2) 
something bad that happened this week  
3) something unusual that happened this 
week 

 DF 

10.00 Exercise:  MAP Emotions Practice  -  
practice together 
 

CD: Vol. 2: Track 2  
(15:44) 

DH 
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This practise helps us to observe, accept, 
note and deal with our feelings in a kind 
and skilful way.  
Acceptance of emotion does not mean 
that we have to act on our feelings, rather 
that we are welcoming them non-
judgementally, and watch them arise and 
pass on, without feeling we have to stop 
them, change them or do anything to 
them.  
The aim is to curiously watch and allow 
the feeling to arise and disappear within 
its own natural time frame.  
This allows us to ‘feel what we need to 
feel’ without suppressing or adding more 
to them.  
This gives us the increasing capacity to 
choose ‘to be a secure base’ for our 
children, even in times of stress and 
strong uncomfortable feelings. 
The MAP emotions practise is done in 
addition to the MAP Body Scan during 
week 5 of the Time-In Protocol. 
 

10.30 Review homework (Body Scan & 
Thoughts & Thinking) 

- identify any difficulties 

  

10.40 Psychoeducation:  
- Why do we have Emotions? 

Emotions motivate us by energising, 
alerting and preparing.  Emotions help us 
to communicate to others how we are 
feeling and responding.   
Emotional cues… 
Both verbal and non-verbal social signals 
(cues) of eye contact, facial expression, 
tone of voice, and body gestures 
communicate emotions in both child and 
parent. 

- What are strong emotions?  
- What are your emotional 

triggers? 
- Understanding emotions & 

emotional hijacking 
(explain as per manual;  1. ‘overwhelmed’ 
                                            2. ‘defeated’ 
 
                                            3. ‘aware’  
emotional positions) 

 
 
 
 
 
 
 
 
 
 
 
Handout:  Early 
Warning Signs 
(Strong Emotions 
Signature) 
Handout: pg 26 & 
27 
 
Emotional 
attunement info 
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It’s important that this is understood 
conceptually as it is used within the MAP 
Time-in repair routine. 
Problem-solve and motivate to continue 
the practice. 

11.20 Homework: 
1) MAP Body Scan & MAP Emotions 

Practice 
2) Handout: Early Warning Signs 

(Strong Emotions Signature) to fill 
out & discuss next week 

 DH 

 
 
 
 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
Week 6– Running Sheet 
Time Activity Resources Responsible 
9.30 Settling in  -  cuppa Milk, tea, coffee DH 
9.45 Welcome 

Routine warm-up: tell about 1) something 
good that happened this week  2) 
something bad that happened this week  
3) something unusual that happened this 
week 

 DF 

10.00 Exercise:   MAP Self-compassion 
Practice   -   together 
 
This practise is designed specifically to 
cultivate compassion towards ourselves 
in times of distress, failure and 
disappointment. In times like this, we 
may experience painful thoughts, 
feelings and body sensations, including 
overwhelming or defeated states of mind 
and body.  
 
It is important to acknowledge our 
emotions as they give us energy and 
help us to make wise choices now and in 
the future. 
 
However, it is not helpful when guilt and 
shame are so overwhelming that we 
dismiss or bury the feeling, rather than 
initiating a MAP time-in repair process 

CD: Vol.2: Track 3  
(13.29) 

DH 



 

73 
 

with our children. Self-compassion is 
linked to many positive mental health 
benefits; however it is also an essential 
component to repairing relationship 
disconnections with our children.  
 
The aim is to be ‘good enough’ parents 
and realistic in that things are not always 
going to go as smoothly as we would 
hope, but the MAP relationship repair we 
can be confident that our love is getting 
through to our children. 
 
Play CD 
Feedback on what was good, what it 
brought up and what didn’t work so well. 
 
 

10.30 Review homework – feedback from 
practice over week and awareness of 
emotions 
How everyone went with their 
commitment to self from last week 
  

 DF 

10.40 Psychoeducation:    Cultivating self-
compassion 
 
Self-Compassion Clip: Kristin Neff 
 
 
Explain the psychological definition of 
self-compassion as per professional 
manual & the importance of self-
compassion for repairing relationship 
disconnection (ruptures). 
 

The Space 
between self-
esteem and self-
compassion – 
Kristin Neff 
Youtube 
 
Handout 
 
 
 

DF 

11.00 Complete the self-compassion writing 
exercise, or go through verbally with 
client/group if literacy is an issue. 
 

Handout:  Self-
compassion writing 
task 

 

 Homework: 
1) Map Body Scan  (Vol1: Track 1) 
2) Map Self-compassion practice 

(Vol 2: Track 3) 
3) Self-compassion writing exercise 

 DH 

 
 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
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Week 7– Running Sheet 
Time Activity Resources Responsible 
9.30 Settling-in  -  cuppa Milk, tea, coffee DH 
9.45 Welcome 

Routine warm-up: tell about 1) something 
good that happened this week  2) 
something bad that happened this week  
3) something unusual that happened this 
week 

 DF 

10.00 Exercise:     MAP Five Minute Full Stop  
 
This track is introduced in week 7 of the 
MAP time-in protocol as it combines all of 
the skills learnt during the first 6 weeks, 
into a powerful five minutes of self-
connection, before moving to the next part 
of your day.  
This practise is also used within the MAP 
time-in protocols, if we have become 
overwhelmed or defeated by emotion and 
want to get back into an ‘aware’ emotional 
position before repairing the relationship 
with our children. 
 
This is done in combination with the ONE 
MINUTE COMMA and a choice of Body 
Scan or Breathing Practise during week 7. 

CD: Vol. 2: Track 
4   (5.10) 
 
 
 
 
 
 
 
 
 
 
 

DH 

10.10 Review Homework 
- In particular ask them how they 

found the self-compassion practice. 

 DH 

10.20 Psychoeducation:  
 
Explain the 4 differing types of 
relationship disconnection during this 
session 

1. Natural disconnection: the natural 
need for connection and solitude 

2. Mild Disconnection: 
Misunderstandings occurring from 
not reading the non-verbal signals 
and cues correctly 

3. Limit-Setting Disconnection: 
difficult because parents need to 
set boundaries / limits and most 
children don’t like it.  Remembering 
here, that children do feel 
disconnected from parents when 
limits are set, so with kindness, we 
are disciplining the child via saying 

 DF 



 

75 
 

NO to the behaviour or request but 
YES to the child’s desires / feelings.  
It is recommended that limits are 
set in a ‘kind and consistent’ way 
and ONLY when necessary. 

4. Frightening / Terrifying 
Disconnection – is the most 
difficult to talk about due to parent 
shame reaction after the fact (when 
parent becomes ‘frightened or 
frightening’) As this is damaging to 
the parent-child relationship if left 
unrepaired, this type of relationship 
disconnection has a separate time-
in repair routine. 

 
Many of the emotional & behavioural 
problems that parents want to change in 
their children will correct of their own 
accord when the ‘relationship is secure’ 
and self-compassion is activated. 
 
This teaching is introduced in week 6 as 
self-compassion is cultivated first and acts 
as an antidote to growing insights that 
their child of adolescent may be insecurely 
attached to them. 
The key message here is that ‘repair is 
always possible’ if we don’t let guilt and 
shame overwhelm us.  We can gently let 
go of the past and start a new 
‘relationship-based’ parenting intention. 
(Reminder: the take home message is that 
repair is ‘always possible’ as all children 
really want is a good relationship with their 
parents). 
 

10.30 Go through the MAP Time-in handout 
with the parent  
(This is the first time they will have seen 
this document), pick the correct one for the 
developmental age of the child/adolescent. 
training before implementing the time-in 
procedures. 
 

Handout 
 
 
 
 

DF Preschool 
DH Middle 
School 

11.00 Then do ONE MINUTE COMA together. 
Accredited MAP instructors have the 
option of doing this in session (ie: they 
have been trained in the process vis teach 

CD: Vol. 2: Track 
5   (3.04) 

DH 
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backs at the 5 day MAP Instructor 
intensive). 
Depending on the client/group this may 
need to be done for an extra session to 
ensure it can be understood correctly (eg: 
it may need to be simplified and delivered 
verbally for those with a non-English 
speaking background or low literacy). 
Highlight the importance of 6 weeks of 
mindfulness skills 

11.15 Homework: 
1) Alternate between Map Body Scan 

(Vol.1: Track 1) and Breath (Vol.1; 
Track 2)   AND 

2) Five Minute Full Stop and One 
Minute Comma  (Vol.2: Tracks 4 & 
5)` 

3) Read MAP Time-in document 3 
times, and then practice using it 
with child or adolescent. 

Handout:  
appropriate Time-
In document 

DH 

   
 
 
 
Mindfulness Awareness Parenting (MAP™) 8 week Group Program  
Week 8– Running Sheet 
Time Activity Resources Responsible 
9.30 Settling-in   -   cuppa Milk, tea, coffee DH 
9.45 Welcome 

Routine warm-up: tell about  
• What has been the best thing 

about the course 
• What has been the most 

challenging thing about the course 
• one thing that is different for me 

since starting the course 

 DF 

10.00 Exercise:  MAP Three Point Connection 
Practice: 
                   Connecting with Yourself & 
Your Child 
This practise is learnt during week 8 of 
the MAP time-in protocol and is designed 
to help us remember to  
          1) Observe Self,  
          2) Observe Child and  
          3) Chose a Parent-Child 
Connection.  

CD: Vol.2: Track 6   
(8.04) 
 
 
 
 
 
 
 
 
 

DH 
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Remembering is particularly important 
during times of stress, overwhelming 
emotions and defeat.  
By offering the kind and spacious 
awareness of mindfulness we  
can connect with ourselves and then 
allow our natural  
intelligence to observe our child with 
curiosity and work out  
what they need, then chose to connect as 
a ‘secure base’.  

 
Handout:  copy of 
optional magnet 

10.15 Review  Homework 
- Using Map Time-in procedure & 

check for understanding of Secure 
Base Principles. 

- 5 Minute full stop or 1 minute 
comma 

 

 DH 

10.20 Psychoeducation: 
Summary and discussion about how to 
maintain a MAP Time-in practice with 
child & adolescent. 
 
The MAP time-in protocol and is designed 
to help us remember 
 to  
          1) Observe Self,  
          2) Observe Child and  
          3) Chose a Parent-Child 
Connection.   
 
However, explaining that the 8 weeks of 
mindfulness and self-compassion practice 
ALONE is going to be really helpful in 
stressful circumstances enabling them to 
“stay” with their child during strong 
emotions or disconnection without 
becoming overwhelmed or defeated.  
 
Discuss how mindfulness & self-
compassion can be used in daily life.  
 
Importance of concept of ‘Good Enough’ 
Parenting 
 

• Purple magnet (“Connecting with 
Yourself and Your Child”) is 
optional to give parents to take 

 DF 
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home and put on their fridge to 
help with ‘remembering’.  

Similarly, as per secure base principles, 
encourage them to explore a relationship-
based way of being as a parent (i.e.; 
secure based principles – ‘welcome the 
child for comfort’ & ‘give them permission 
to explore’). Inform parents they can also 
gain support and information via the 
www.maplinc.com.au website (eg; join 
the parent newsletter, articles, MAP 
groups). 
 

10.40 Feedback and post evaluation 
• Fill out post evaluation 

 

 DH 

11.00 Morning Tea – celebration 
 

  

 

 
 

http://www.maplinc.com.au/
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