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1 SUMMARY
Background:

The Through the Looking Glass (TtLG) Project is a health, education and welfare
collaborative early intervention strategy that utilizes the existing infrastructure and
universality of five child care settings across Australia to intervene with families where

there is an identified compromised attachment relationship between the parent and
child/children.

The Project is designed to achieve specific outcomes for parents, children and child care
staff. The Lady Gowrie management team worked collaboratively with the local evaluator
to specify project objectives/outcomes. These were ordered hierarchically and an
evaluation plan designed.

The TtLG Project provides intensive psychosocial support, therapeutic intervention and
childcare as a package for high risk families in order to develop and support secure
attachment relationships between mother and child. The primary target group is
mothers of children aged 0-5 years. The participating families come from diverse
backgrounds but all exhibit multiple risk factors including anxiety, depression and social
isolation and many of the parents have reported early trauma in their own lives. There
are up to seven families recruited for each of the five Centres per Wave. There were six
Waves planned for the project each lasting around five months.

The TtLG project is based on Attachment Theory. The intervention draws from the
‘Circle of Security’ (COS) project model (Marvin et al., 2002) which assists parents and
child care staff to understand and integrate attachment theory into practice.

This report presents evaluation findings from the first five waves of the TtLG project.
Evaluation Methodology and Procedures:

This evaluation draws on Patton’s (1997) Utilization-focused Evaluation using
participatory action research procedures (Wadsworth, 1998: Sankaran et al 2001).

The evaluation also adheres to the tenets of ‘Realistic evaluation’ (Pawson and Tilley
1998). The evaluation, designed and managed by the external local evaluator has utilized
an Evaluation Assistant position based at Lady Gowrie Adelaide to enhance the
integration of evaluation procedures and on-going feedback into project practice.
Capacity training in evaluation for all project staff has been on-going, and formal
evaluation feedback has been facilitated through the Reference Group.

Evaluation data is obtained through applying a multi-facetted and methodologically
triangulated approach. The approach has been flexible in order to adapt to the evolving
Project and to minimize disruption to the busy workloads of those professionals
approached to participate.

In consultation with Lady Gowrie Management, the evaluators established ethically
appropriate systems to collect, compile and transfer confidential data from each site to a
central point for analysis. This included allocating unique case identifiers to each family,
child, site and Wave in order to link the various pre and post data sets. Clinicians were



engaged to help collect client data and were provided with client consent forms,
evaluation information and summary evaluation sheets for each to complete.

The evaluation uses a series pre and post Project measurement tools, surveys interviews
and observations to collect quantitative and qualitative data from mothers, children and
TtLG staff. The evaluation toolset is attached as Appendix D. The Reference Group was
requested to identify appropriated standardized instruments to measure a range of
psychological and behavioural dimensions related to the project aim. No one instrument
operationalised the multifaceted issues addressed and a suite of tests was subsequently
adopted. This necessitated the use of video recording, external assessment (by
professional assessors based in Sydney) and additional staff training.

Sustained impact for targeted families over the medium term were addressed through
follow-up surveys of all mothers from the first three waves three months after
completing the program. Sustained outcomes over a longer time period were addressed
through a follow-up survey of Wave 2 and Wave 3 families sixteen to eighteen months
after completing the project.

The experiences of project managers, site managers, project clinicians and project co-
facilitators have been addressed throughout the project through representations on the
Reference Group. However, as part of refining the service model the local evaluator
conducted a series of semi-structured (external) interviews with these professional staff
across all five project sites. To supplement these two focus groups of site staff who were
not directly involved with the project were also conducted to explore the extent to which
working practices across the child care centers had been influenced by the project.

Findings:

The Reference Group, Project management, childcare centre directors and TtLG staff are
working in partnership to develop and support the TtLG model. A range of suitable
partnering agencies have engaged with the Project and are committed to it. A number of
logistical issues have arisen in the implementation of the Project. The mechanisms for
identifying and addressing these issues have been established through the Reference
Group, on-going evaluation feedback, liaison between the sites and the Project manager
and through formal training and information exchange sessions which have been well
received.

The TtLG project has been very active in providing a range of capacity building activities
to staff across the five project sites. This has built capacity to adopt and deliver a
integrated primary care giving system, which in turn supports the TtLG families and
improves attachment outcomes. This has allowed the organisation to deliver better
services for targeted families and their children, (a national ‘Invest to Grow’ priority).

The project has an excellent client retention rate; 90% of the families recruited
completed the five month project (n=106). Formative evaluation has revealed that
mothers and fathers have been very positive about their experiences with the project and
these feelings continued after completion. Mothers enjoyed the sessions provided and
felt comfortable, relaxed and safe in the settings where they could freely explore their
parenting and attachment issues.



Given the multifaceted and holistic approach adopted in the project model, it is difficult
to identify the most important factors which facilitated improved impacts. More than
eight in ten mothers indicated that 80% of the strategies employed had helped them
(with six in ten indicating that 70% of strategies had helped them ‘a lot’) with regard to
understanding their child’s attachment needs. The combinations of group and
individual work with clinicians and reflections on the child/parent video films guided by
insights from attachment theory and the ‘circle of security’ have clearly contributed to
greater understanding of attachment. The childcare and primary care giving ethos of the
centers were also highly valued.

86% of the 106 mothers who completed the project indicated that it had helped them to
feel closer to their child, with nearly eight in ten indicating the project had helped them
to feel good about themselves as parents. 70% were more confident to look for other
services and supports for their family. Around nine in ten mothers indicated that they
had learnt more about parenting and attachment, were more confident to respond to
their child’s needs, were better able to cope as a parent, felt closer to their child and
acquired understanding of their child’s attachment and exploration needs. 88% of
mothers noted lasting positive changes in themselves since completing the project. All of
the mothers surveyed continued to apply learning and skills acquired through the project
16-18 months after completing it; mothers reported sustained benefits for their
parenting practice, well-being and family functioning. Around eight in ten mothers
formed supportive friendships during the project with over half of the mothers engaged
maintaining friendships three months after project completion. Whilst this reduced over
time, 28% of mothers indicated they had retained friendships 16-18 months after
completing the project.

The above findings have been supported through accounts of professional stakeholders,
and are further supported by the applied pre and post standardized tools. Psychological
and behavioural improvements were found to be statistically significant in nine of the
eleven dimensions measured, with large effect sizes found for reductions in depression,
anxiety and stress, and improvements in the child’s wellbeing and involvement
observation ratings. Over the duration of the project, the number of mothers
experiencing ‘moderate’ to ‘severe’ anxiety and depression (scoring between 11-21 on the
HADS), more than halved; from 52 to 25 (anxiety) and from 37 to 13 (depression).
Conversely the numbers acquiring a ‘normal’ score more than doubled for anxiety (from
21 in the pre measure to 44 in the post) and was 60% higher for depression (from 42 to
67 respectively).

The project has improved parent competence and style and improved family functioning.
Parents have increased their knowledge competence and awareness to overcome barriers
to attachment, are less stressed, depressed and anxious and better able to cope as
parents. Many report better parenting practices, better engagement with their children
and improved child behaviours which they attribute to the project. For many parents
these impacts have been sustained since leaving the project. These findings provide clear
evidence that the project is addressing the national 'Invest to Grow’ priority areas of:
‘Improved family functioning’, ‘Improved parent competence and style’ and ‘Improved
child social and emotional development’.

A range of issues have been identified with regard to optimising the implementation of
the model. Establishing a ‘primary care giving culture’ and broader understanding of
attachment theory require on-going training in a field known to have substantial staff



turnover. In several sites this task has been embraced as part of the role of the clinician.
Moreover, all the centres and staff engaged with the project are committed to the on-
going implementation of primary care giving practice; this is ingrained in policy
developments at each centre.

Whilst fathers as a group have been engaged in several sites this has tended to be more
focussed on information giving activities. This has been more advanced in the longer
established Thebarton site where group sessions have included video activities. The
logistics of assembling fathers at convenient times have been prohibitive, and many of
the mothers do not have a male partner. However, staff have engaged with fathers
through their families as part of the PCG approach and this has become standard
practice for those involved with the project. Fathers engaged in formal group sessions
have benefited in terms of raised understanding of attachment and subsequent parental
improvements.

Few C&LD clients were engaged and this has been largely attributed to the demographics
of the site constituencies. Lady Gowrie Adelaide is currently conducting a separate study
investigating the applicability of the model with Indigenous communities. This study has
utilised funds from the project with the agreement of the funding body and is not part of
this evaluation.

Difficulties identified in the Interim Report concerning the adoption of multi-
disciplinary team working have been addressed and appear to have largely been resolved
within each site. This has occurred as project staff have gained mutual appreciation of
the expertise each discipline has brought to the project. However, a number of areas of
potential refinement relating to this have been identified and are currently being
reviewed; these are detailed in Section 7.4 of this report’. These should be generally be
viewed as considerations for those seeking to implement the model rather than
stipulations as there will inevitably be contextual and staff differences in different site
locations.

Establishing a coherent set of working, reporting and accountability procedures across
the five engaged sites has proven to be highly problematic particularly as each is a
sovereign body. This has also been exacerbated by staff turnover and geographical
distance, notably with the Perth site which ended its involvement with the project after
the fifth wave. However, all sites (including Perth) have expressed strong wishes to
continue with the project in some form.

In the light of the evidence presented through this evaluation, there is an overwhelming
case to perpetuate the project in order to build on the investment and continue to
provide an intervention which has clear multiple positive impacts and sustainable
benefits for Australian families. Whilst there are areas of the service model which may be
subject to on-going context specific revision, the project demonstrates its flexibility to
adapt to and be adopted by different child center practices and contexts and generate a
range of successful and profound outcomes for service providers and their clients.
However, the need to secure funding for the Clinician and co-facilitator roles and to
support the provision of child care for project clients is crucially important to the
functioning of the project.

! Final recommendations in this area will be incliiitethe Final Evaluation Report.
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2 PROJECT DESCRIPTION?

The Through the Looking Glass (TtLG) Project is an attachment focused parenting
Project based at Lady Gowrie Child Centre Adelaide. TtLG began as a pilot Project in
2002 as a partnership project between Child and Youth Health (CYH) and Lady Gowrie
Child Centre with Commonwealth funding. In 2003 the original pilot was extended to
2004 with funding from the South Australian Department for Education and Children’s
Services (DECS).

A successful grant application in 2005 secured further funding from the Commonwealth
Government’s Stronger Families and Communities, Invest to Grow Strategy to expand
the Project across centres within Adelaide and interstate over a 3 year period. The
current TtLG Project involves 5 centres, 3 sites in metropolitan Adelaide and 2 interstate
sites, Brisbane and Perth:

Lady Gowrie Child Centre, Thebarton, Adelaide;

il nido Child Care Centre, Salisbury, Adelaide;

Salisbury Highway Child Care Centre, Salisbury Downs, Adelaide;
Lady Gowrie Child Centre, Brisbane;

Lady Gowrie Child Centre, Perth.

Ap @

The TtLG Project is a 6 month intervention being implemented in 6 waves across all 5
childcare sites. Each site was limited to a maximum of seven TtLG families per Wave.
The Project commenced in July 2005 and is due for completion in June 2008. The first
five waves have been completed and Wave 6 is currently underway.

2.1 Project Focus:
The project differs from many more traditionally skill based parenting Projects by
focusing on the development of the attachment relationship between parent and child.

The project is a health, education and welfare collaborative early intervention strategy
that utilizes the existing infrastructure and universality of child care settings to intervene
with families where there is an identified compromised attachment relationship between
the parent and child/children. An innovative aspect of the project is the provision of up
to two days child care per week to participating families. This acknowledges the
importance of providing support to families to enable the development of quality
parenting. It also recognizes that secure attachment relationships between children and
their parents can be supported by child care staff.

2.2 Project Outcomes:

The Project is designed to achieve specific outcomes for parents, children and child care
staff. The Lady Gowrie management team worked collaboratively with the local evaluator
to specify project objectives/outcomes. These were ordered hierarchically and an
evaluation plan designed (see: Appendix A and Section 5 of this report).

2 This project description is based on information provided by the Lady Gowrie management team.



2.3 The TtLG Project model

The TtLG Project provides intensive psychosocial support, therapeutic intervention and
childcare as a package for high risk families in order to develop and support secure
attachment relationships between mother and child. The primary target group is
mothers of children aged o0-5 years. The participating families come from diverse
backgrounds but all exhibit multiple risk factors including anxiety, depression and social
isolation and many of the parents have reported early trauma in their own lives.

2.4 Client Recruitment Procedures

Families were recruited to the Project through a variety of channels including from
within the service childcare centre and ‘self referral’. The majority of referrals were
obtained utilizing local linkages to a range of agencies including:

e Child Health Services;

» General Practice;

e Infant Mental Health Services;

» Early Childhood Education / Care;

* Child Protection Agencies;

* Local Church Agencies;

* Out Reach Projects by Non Government Organizations at the local level;

» Allied Health / Social Work / Psychology Departments of Major Children's
Hospitals;

e Children's Mental Health Services;

* Community / Neighborhood Houses;

» Community Health Services;

«  Women's Health Services;

+ Family Support Agencies;

* Children s Centres.

Agencies were provided with information materials and referral forms and the potential
recruits identified were subsequently offered an initial assessment at the nearest TtLG
childcare centre. Full details of these procedures are provided in the Project Manual (see:
Appendix C for the Manual contents).

2.5 The TtLG Intervention

Each participating childcare centre employs a clinician to work with families in
partnership with the childcare staff. The clinicians come from social work or psychology
backgrounds.

The TtLG intervention is multi faceted and incorporates:

» Provision of up to 2 days child care per week. The child care gap is paid for by
the project making the child care free to those families on maximum Child Care
Benefit and at a reduced cost for others.

* Primary care giving. The primary care giving (PCG) model of childcare provides

a secure base for each child by ensuring each child has a ‘special person’ and each
parent has a primary contact.
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s Intensive 1:1 individual work with the clinician. To address individual challenges
and unresolved issues all families in the Project work with the clinician for
individual family work/counseling and support which is delivered at the child
care centre or through home visiting.

* An 18 session weekly group Project. A group Project is conducted for 2 hours
each week for the mothers whilst the child/children are in care. The small group
size supports the establishment of a safe secure environment to share and explore
parenting experiences.

The weekly group component of the Project is facilitated by both the clinician and
a childcare co-facilitator. In the Project both the clinician and child care workers
work in partnership with each other and the family. The primary caregiver (child
care) has a vital role in supporting the parent to achieve their set goals. They
develop a significant relationship with the child and the parent and work closely
with the clinician to develop and enhance the attachment relationship.

The sessions are a mix of educative and therapeutic activities offering
information and resources which assist mothers to reflect on their relationships,
to understand the nature of healthy attachment and examine issues that may be
inhibiting their capacity to respond to the child’s needs.

» Video taping of parent child interactions for parent reflection. Video taping is a
key intervention tool in the Project. Parents can explore attachment relationship
needs by observation and reflection with the clinician both during individual
family work and also within the group setting.

» Partnerships between parents, workers and agencies. The clinician, parent and
primary caregiver (child care) meet on a regular basis to work together to meet
the parents goals. Referrals to other service providers and joint case conferencing
are regular practices.

* Learning stories. Child care primary caregivers develop with the child, stories
about their daily activities which communicate from the child to their parent
their relationships, learning and development within the child care setting.
Families are provided with stories which specifically report on their child in
relationships that nurture and support exploration.

s Staff Training and Professional Development. Building staff capacity to work
with vulnerable families and to apply attachment theory to their work.

» Specific father’s sessions. When appropriate, short group sessions are provided
for fathers which enable them to be involved in some of the activities which are
delivered to their partners as part of the 18 week Project.

The Project works directly with up to 7 families in each group and focuses on their
particular defenses that are directly impacting on their attachment relationship with
their child/children. The childcare provided and group processes facilitated play an

11



important role in providing a secure base for the parent enabling them to maximize their
exploration, reflections and considerations of their relationships with their children.

2.6 Integration of ‘Attachment Theory’

The TtLG project is based on Attachment Theory. The intervention draws from the
‘Circle of Security’ (COS) project model (Marvin et al., 2002) which assists parents and
child care staff to understand and integrate attachment theory into practice. The project
specifically utilizes the ‘COS’ graphic. This model provides an understanding of
children’s behaviour from an emotional needs perspective and has made attachment
concepts more accessible to parents and professionals working with them.

3 PROGRAM LOGIC

The program logic is demonstrated in the evaluation plan by clearly linking the project
components (overall goal and listed objectives, the strategies to achieve these, the
process indicators to address the strategies, the impact indicators to address the
objectives and the methods to collect data for these indicators). The components of the
evaluation are clearly and logically related. The objectives have been hierarchically
ordered (sometimes referred to as an ‘outcomes hierarchy’) in logical fashion. Moreover
the strategies for each objective have also been logically sequenced.

There are a number of ways of explicating program logic. The one chosen here has been
popularized through the ‘Planning and Evaluation Wizard’ (PEW) co-authored by the
local evaluator and adopted for teaching evaluation in Public Health Honors and post-
graduate courses in at least five Australian Universities. The model used here is most
appropriate for participatory approaches as it is intuitively easy to understand and has
been applied through Primary Health Care Research and Evaluation Development
(PHCRED) in myriad community health and General Practice contexts. This approach
was also used by the local evaluator when awarded a ‘National Commendation for
Excellence in Evaluation’ by the Australasian Evaluation Society. The approach has been
used in the capacity building activities conducted with TtLG staff as part of this
evaluation and has been well received.

The Evaluation Plan Matrix is attached as Appendix A
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4 LITERATURE REVIEW

The evaluation draws on Patton’s (1997) Utilization-focused Evaluation approach and
uses participatory action research procedures (Wadsworth, 1998: Sankaran et al 2001).
The evaluation also adheres to the tenets of ‘Realistic evaluation’ (Pawson and Tilley
1998). The design of the evaluation plan has been based on the PEW model3 and this
with the evaluation procedures adopted has been published elsewhere4.

4.1 References:
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5 EVALUATION
5.1 Evaluation Methodology

The local evaluator liaised with The Lady Gowrie Child Centre Inc South Australia to
clarify the goal and objectives of the Project, identify a range of indicators for each stated
objective and compile an Evaluation Plan.

The evaluation goal and objectives are:

Goal:

To develop and pilot a model of collaborative early intervention and
prevention for targeted parents to improve secure attachment outcomes
Jor young children in five selected child centre sites across Australia.

Objectives:

1. To forge working and sustainable inter-sectoral partnerships across
Australia (childcare, health, education and consumer) overseeing and
informing the development and management of the Project.

2. Build capacity of participating Childcare Centers to develop and adopt a
sustainable integrated primary care-giver system

3a. To equip and empower a range of parents of young children with the
knowledge, awareness, confidence and skills to successfully overcome the
barriers to attachment

3b. To foster and nurture positive parent well-being outcomes

3c. To foster and nurture positive child well-being outcomes
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4. Develop and enhance social support /friendship networks for the target
group

5. To develop and promote the uptake of a ‘best practice’ model for services
working with mothers and fathers and children around issues of
attachment

This evaluation adheres to the tenets of ‘Realistic evaluation’ (Pawson and Tilley 1998),
which highlights the importance of investigating the reasons why those individuals
targeted made or did not make the desired choices or engage in the desired behaviours
encouraged by the Project. This approach focuses on what worked, for whom, in what
context, and the mechanisms that made the Project work.

The evaluation has been collecting a broad range of triangulated data from identified
stakeholders engaged with the project including all clients (mothers) from each Wave.
This includes a range of qualitative approaches (in-depth interviews, focus groups, semi-
structured telephone interviews and ‘rapid reconnaissance’), and quantitative
approaches (systematically collected demographic data, self-completion surveys, and the
application of pre and post standardized psychometric tools addressing a range of
psychosocial and behavioural dimensions). A follow-up telephone survey of all mothers
three months after completing the project has been included for the first three waves in
order to provide insights into their reflections on the project, further developments and
sustained medium term impacts. Longer term outcomes for clients were addressed
through a 16-18 month follow-up survey of Wave 2 and wave 3 motherss.

This evaluation acknowledges the importance of both the well being of the project
clients, and the established (though potentially fragile) inter-relationships between them
and the services providers at participating sites. Given the potentially vulnerable client
base targeted by the Project, the need for an appropriate, respectful and sensitive
approach to the evaluation has been identified. However, the need to further explore the
contextual issues and personal experiences raised by participants is also important in
order to yield fuller understanding of the project, its operation and significance for those
connected with it. The local evaluation therefore purposely engaged with the project
team in partnership to facilitate data collection from clients recruited at each TtLG site.
An evaluation assistant was located at the Lady Gowrie Adelaide site to further engage
with staff, promote the integration and blending of evaluation procedures with those of
the TtLG project and to help coordinate the range of data collection procedures across
the five sites. Given the need to engage with the women who had completed the project,
the evaluation assistant selected was a mature female evaluator who was experienced in
conducting qualitative evaluation work with women in the health arena. The evaluation
assistant was overseen by the local evaluator who designed and managed the evaluation.

® The findings from the three-month follow-up were highly positive and demonstrated sustained
benefits over this period for parents and their children. These findings are included in this report.
Following a formal presentation of these findings to the Reference Group (as part of the action
research process), and given that the model of delivery had reached maturity by this stage, the
evaluator advocated redirecting evaluation resources to investigating longer term outcomes for
the targeted families. This was supported by the Reference Group. Wave 2 and Wave 3 families
were selected to enable the long term outcomes to be addressed within a ‘reportable’ time-frame.
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The local evaluator also conducted much of the primary data collection from professional
stakeholders (focus groups of PCGs and interviews with key staff in all project sites).

Given these factors, a ‘participatory’ approach to the evaluation research was been
adopted. This purposely enlists the collaboration of the Project team to help enact
suitable and sensitive data collection strategies in order to facilitate the gathering of
richer more authentic data from clients, whilst building capacity across the organisation.

The evaluation approach to clients has been guided by the ‘inside’ knowledge and
experiences of these stakeholders in a collaborative sense. Much of the data collection
has been integrated into clinical practice. In this sense, the methods applied whilst being
rigorous, were also flexible and sensitive to context.

Drawing on Michael Quinn Patton’s Utilization-focused Evaluation approach (1997), the
ethos of the evaluation harmonizes with that of the Project; The Lady Gowrie Child
Centre Inc are effectively engaged as evaluation partners in order to collect evaluation
data in contextually appropriate ways.

Additionally, the need to build capacity and sustainability not only of the Project but also
with regard to strengthening the evaluation component of future projects conducted by
the Lady Gowrie Child Centre Inc was well recognized by the Project staff and the local
evaluator. Formal and informal training in planning and conducting evaluation has been
provided to TtLG staff drawing on the expertise and experience of the local evaluator
who has developed and taught a range of research methods and evaluation graduate and
post-graduate courses over 18 years in the UK and Australia. The training process began
with the Evaluator liaising with the Lady Gowrie Child Centre Inc in the production of
the Evaluation Plan. The local evaluator has also delivered a series of formal task
orientated training sessions involving staff from the five project sites, with mentoring
being provided throughout the Project.

The evaluation embraces participatory action research procedures (see Wadsworth,
1998; Sankaran et al 2001), whereby findings are relayed back to the Project to facilitate
developmental improvement. This is accommodated through both informal partnership
channels and liaison with the Project team, and formally through reporting back to the
Reference Group throughout the Project. The local evaluator and evaluation assistant
were full partners in the Reference Group with ‘Project Evaluation’ was a standing item
on the agenda to facilitate feedback, reflection and action.

This evaluation fully conformed to NHMRC Guidelines, and the ICC/ESOMAR
International Code of Marketing and Social Research Practice (2001). Ethics approval
for the Evaluation of the TtLG Project was granted by the ‘Children Youth and Women’s
Health Service Human Research Ethics Committee’.

5.2 Evaluation Methods

Evaluation data is obtained through applying a multi-facetted and methodologically
triangulated approach. The approach has been flexible in order to adapt to the evolving
Project and to minimize disruption to the busy workloads of those professionals
approached to participate.
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The evaluation uses a series pre and post Project measurement tools and surveys to
collect data from mothers, children and TtLG staff. The evaluation toolset is attached as
Appendix D.

In consultation with Lady Gowrie Management, the local evaluators established ethically
appropriate systems to collect, compile and transfer confidential data from each site to a
central point for analysis. This included allocating unique case identifiers to each family,
child, site and Wave in order to link the various pre and post data sets. Clinicians were
engaged to help collect client data and were provided with client consent forms,
evaluation information and summary evaluation sheets for each to complete (see:
Appendix D, 1-2).

The Reference Group was requested to identify appropriated standardized instruments
to measure a range of psychological and behavioural dimensions related to the project
aim. No one instrument operationalised the multifaceted issues addressed and a suite of
tests was subsequently adopted (see: Appendix D). This necessitated the use of video
recording, external assessment (by professional assessors based in Sydney) and
additional staff training. The tools selected for mothers and children where:

Mothers:
» The Hospital Anxiety and Depression Scale (HADS) measures change in a client’s
emotional state using anxiety and depression subscales (Zigmond & Snaith,
1983);

» Parenting Stress Index Short Form (PSI/SF) questionnaire measures stress in the
parent-child system (Abidin RR, 1995);

* Emotional Availability (EA) framework allows for measuring changes in the
parent-child relationship based on parent dimensions: sensitivity, structuring,
non-intrusiveness and non-hostility and child dimensions: child responsiveness
to parent and child involvement with parent (Biringen, Z., et al., 1998; Biringen,
Z., et al., 2000). Videotapes of mother and child interactions are assessed by
qualified professional EA scorers.

Children
» Children’s Wellbeing and Involvement Observations measure a child’s levels of
wellbeing and involvement while attending childcare, ( Laevers, F., et al., 2005)
(Winter, P. 2003). Observations are systematically recorded by childcare staff.

The local evaluation has also developed the following evaluation tools: (see: Appendix
D):

* Client demographic form based on National Evaluation Service Users
Questionnaire;

» Post Project questionnaires to measure mothers and fathers satisfaction and
experiences of the TtLG Project;

» Follow-up qualitative telephone interviews with mothers three months after
completion of the project to further explore reflections about the project and
identify sustained impacts;

* Email surveys for Reference Group members and TtLG co-facilitators
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» Interview Schedules for Clinicians and Directors;

» Topic Guide: Qualitative Interview. TtLG Lady Gowrie Management;

* Longitudinal Follow-Up qualitative telephone interviews with mothers 15 months
after completion of project to explore sustained outcomes;

» Topic Guide: Focus Groups of Primary Care Givers;

» Semi Structured Interview schedule with Managers, Clinicians, Co-Facilitators.

At the Process Evaluation level the indicators and data collection methods (as specified
in the Evaluation Plan Matrix) assessed the implementation and activities of the TtLG
Project in relation to the Invest to Grow Project principles. Primary data is being
collected from all engaged parents, and professional stakeholders. This has been
complemented by observational data collected through ‘rapid reconnaissance®’
conducted at three ‘satellite’ childcare centre sites.

A range of impact and outcome indicators have been identified and included in the
Evaluation Plan Matrix. Whilst these specifically address the defined objectives for the
TtLG Project, they also address several of the national priority areas of the ‘Early
Childhood Invest to Grow Established and Developing Projects 2004-2008 Project
Guidelines’, namely:

» Supporting Families and Parents to develop strong parent/child
relationships, improve parenting competence and style, family capacity and
resources, and family functioning.

» Early Learning and Care to improve child social and emotional development.

* Child Friendly Communities that are inclusive of all families and cultures.

The outcomes specified for these priority areas are therefore highlighted by asterisks (*)
in the Evaluation Plan Matrix in order to make explicit the linkages to the national Invest
to Grow Project.

5.3 Evaluation Challenges and Changes

The TtLG Project was not implemented in synchronization across all 5 participating
childcare sites. Given the variety of evaluation data collected during each wave of the
TtLG Project (including pre and post Project measures for families), the coordination,
collection and compilation of evaluation data was a substantial challenge.

Much of the data collection was reliant on the cooperation and diligence of the clinicians
at each of the five sites. The need to plan and clarify data collection procedures was
crucial to ensuring this occurred efficiently particularly as the clinicians were all
employed on a part-time basis. Whilst these processes were addressed through training
and the provision of instructions and forms, the challenges of establishing the new
project in Wave 1, (and a degree of staff turnover later) inevitably led to some delays in
the collection and return of data to the evaluation assistant.

There were delays with the Reference Group decision making regarding an appropriate
attachment measure to be used in the evaluation. Having identified the Emotional
Availability tool, it became necessary to provide TtLG staff with training in videotaping

® See Beebe, J. (2001) and Handwerker, W.P. (2001)
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and editing skills to produce videotapes of mother-child interactions for EA assessments.
Logistical difficulties were engendered by the need to identify and engage professional
EA assessors to receive and rate videos of child parent interactions from all sites; the
only assessors qualified for this task were located in Sydney, NSW and the mechanisms
for channeling information from the five sites to the assessors and subsequently
transferring assessment scores back to the evaluator in Adelaide needed careful planning
and monitoring.

There were also some difficulties collecting the Children’s Wellbeing and Involvement
Observations scores. TtLG staff representatives received training in making the
observations at the July 2005 workshop and returned to their childcare centres where
they subsequently trained other staff members. However few observations were made in
Wave 1 and staff reported feeling a lack of confidence and skill in applying the scores.
Project management subsequently organised additional training and distributed a
training video to all sites. This led to an improvement in the number of observations
made. Observations subsequently improved. However other factors also impacted on
data collection including staff turnover of trained observers and the need to up skill
newly recruited staff members.

As a result of this, observation measurements have not been made of all children in the
TtLG Project. However as staff become more confident and skilled increasing numbers of
observations were made as outlined in Table 1.

Table 1: Application of the Wellbeing and Involvement Observation Tool by
Wave

Wave Number of Wellbeing Involvement
TtLG Children Observations Observations
Start Finish Pre Post Pre Post
1 31 28 7 10 10 10
2 28 25 17 15 19 15
3 29 24 24 19 24 19
4 32 31 28 28 27 28
5 31 28 26 27 26 27
Total 151 136 102 99 106 99

Given the complexities of data gathering and staff turnover, the local evaluator has
delivered more training workshops than was originally envisaged in the evaluation
design. Moreover, the need for the evaluation to acquire a broader conceptual
understanding of how the project operates ‘in situ’ was identified; the local evaluation
therefore embraced an additional ‘quasi ethnographic’ method ‘rapid reconnaissance’ for
this purpose. Through observations and informal interviews with project staff at a
‘satellite’ site, further insights were gained regarding the practical application of the
project which complemented the ‘inside’ experiences of the evaluation assistant based at
the Gowrie Adelaide Thebarton Centre.

The introduction of staff representatives to the reference group mid-way through the
project provided the opportunity to acquire on-going information from their
perspectives more efficiently. This has been utilised by the evaluation using these
representatives as ‘key informants’.
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The Evaluation Assistant needed to reduce her working hours mid-way through Wave 4
which precipitated the need for greater ‘hands on’ involvement form the Evaluation
Manager / ‘Local Evaluator’. This was facilitated through negotiation with the University
of Adelaide.
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6 EVALUATION FINDINGS AND DISCUSSION

6.1 Objective 1: To forge working and sustainable inter-sectoral
partnerships across Australia (childcare, health, education and consumer)
overseeing and informing the development and management of the
Project.

6.1.1 The Reference Group
The Through the Looking Glass (TtLG) Project is a community partnership between:
» Lady Gowrie Child Centre, Adelaide;
e Child, Youth & Women’s Health Service (CYWHS);
0 Helen Mayo House, (an acute psychiatric unit for women with children o-

5 years).
0 Child Youth Health

These Project partners established the TtLG Reference Group to provide high level
expert advice to guide and inform the overall TtLG Project. Membership is comprised of
representatives from the childcare, health, education and welfare sectors:
» Lady Gowrie Child Centre
e Child, Youth & Women’s Health Service (CYWHS)
0 Helen Mayo House (HMH)
0 Child Youth Health
» Adelaide University
* University of South Australia
» SA Department of Family and Communities
* SA Department of Education and Children’s Services (DECS)
» Consumer Representative
» Local evaluation team (an external evaluator and internal evaluation assistant)

The Reference Group actively contributed to the development of the TtLG Project, its
activities and resources. The group has been responsible for the
* Recruitment of an experienced Project Manager
» Engagement of 5 suitable childcare sites in which to pilot the TtLG Project
» Ratification of the evaluation strategy and recommendation of standardized
assessment tools.

The Reference Group has met six-weekly for the first twelve months and quarterly
thereafter to consider evaluation feedback and review TtLG activities and resources. A
consumer attended three of the earlier meetings and provided insights regarding the
perspective of clients to proposed project and evaluation procedures.

In response to TtLG staff feedback the membership of the Reference Group expanded to
include representatives of the Childcare centre directors, Project clinicians and co-
facilitators. Representatives were able to raise issues or concerns regarding Project
implementation and relay information back to their respective centers.

An email survey of Reference Group members during the first wave of the TtLG

(October-November 2005) found a high level of satisfaction with their involvement in
the TtLG Project (see: Appendix E7). Key findings were:
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* 100% of respondents reported their partnership with the TtLG Project was
valuable for their professional roles and work responsibilities;

* 100% were fully satisfied with their recruitment to the Project;

»  86% were highly satisfied with the progress of the TtLG Project. Additional
comments noted concern that the Project implementation was not synchronized
across all sites;

» 71% were fully satisfied with Reference Group meeting processes. One person
commented on the difficulty of decision making in meetings due to not all
members being able to attend meetings;

* 71% agreed that the wellbeing of clients and Project staff were adequately
considered during meetings. However 3 additional comments highlighted
concerns regarding the number of assessment tools that clients are asked to
complete and the workload for clinicians and other staff’.

Subsequently, on-going engagement with the Reference group was conducted through
regular meetings; the local evaluator and the evaluation assistant (the latter being based
at the Thebarton site) were members of the Reference Group with ‘evaluation’ being a
prioritized standing agenda item to enable regular feedback, discussion of findings and
project actions to be planned.

The Reference Group expertise and advice has informed a range of TtLG strategies
including:

» The recommendation of specific standardized tools utilized in the evaluation;

* Development of OHS strategy regarding home visits to TtLG families by Project
clinicians. In response to concerns raised about clinicians safety communication
strategies between clinicians and childcare centers during home visits were
formalized. Prospective families are now asked to visit the childcare centre to
assess eligibility for the TtLG Project. This is a more efficient use of clinicians’
time and has helped familiarize families with the operations of the Centre;

* Implementation of the modified ‘Strange Situation’ technique in which one
separation and reunion episode between mothers and their children is
videotaped and analysed to address ‘attachment’ — this has been utilized in two
project sites.

" The evaluation subsequently addressed this isitheclients. Over the five Waves, twelve mothers
expressed difficulties with answering the evaluatipiestionnaires. However, these tended to focus on
concerns with the extent to which the standardimettuments reflected the gravity of their situatend
feelings, rather than the demands of completingrsdinstruments. The need to talk about thesesssu
was highlighted thus reinforcing the decision tartgulate the evaluation approach with qualitative
interviews.
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6.1.2 Childcare sites
Five childcare sites were selected to implement the TtLG Project.
» Lady Gowrie Child Centre, Thebarton, Adelaide
e il nido Child Care Centre, Paradise, Adelaide
» Salisbury Highway Child Care Centre, Salisbury Downs, Adelaide®
» Lady Gowrie Child Centre, Brisbane
» Lady Gowrie Child Centre, Perth

The TtLG Project based at Lady Gowrie Adelaide has been operating since 2002 and is
relatively well know in childcare, health and education sectors in Adelaide. There are
regular referrals to the Project and the enrollment in each wave is now at full capacity.

The TtLG Project has been implemented relatively smoothly in the other two Adelaide
sites, assisted by the strong inter-sectoral relationships between Gowrie childcare and
health and education sectors, ease of communication and convenient locations. The
childcare staff and management at all three Adelaide centers are supportive of the
principles of the TtLG Project and work in partnership to support families.

Project implementation in the Perth and Brisbane sites has been more problematic. The
Gowrie childcare partnerships with health and education sectors are not as strong here
and this has impacted on Project implementation outside of South Australia.

Acquiring referrals has been the major challenge experienced for the TtLG project in
Queensland. The Queensland government offers a range of well known and popular
parenting Projects such as the ‘Triple P’ and ‘Future Families’. Health and education
agencies support these well established Projects and have been slow to refer clients to the
recently established TtLG Project. However, promotional activity by the Brisbane based
clinician has resulted in increased recruitment as the project has developed.

The Perth TtLG Project is overseen by the Community Services section of the Gowrie
organisation. Due to administration and planning decisions the TtLG Project has been
relocated to a different childcare site during each of the first 3 waves. This has been an
acute challenge for Project staff in particular the clinician who has to build relationships
with different childcare staff and local referral agencies and communities. These
challenges have impacted on the starting times of the different waves.

Whilst Lady Gowrie Child Adelaide has a long established tradition of primary care
giving, across the other 4 sites there is broad variation in staff knowledge and
understanding of the Primary Care giving and Attachment principles which underpin the
TtLG Project. Project management has had to provide additional support and training to
other TtLG centers as they implement primary care giving.

6.1.3 Project Management

A Project manager was recruited June 1st 2005. The manager is a senior staff member of
the project partner CYWHS and has been seconded from her substantive position in the
agency to take on the role.

8 This is a privately run Child Care Centre
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There has been a major public health reform within South Australia with consequent
amalgamation of government health departments and restructuring. These reforms have
impacted directly on TtLG partner agencies:

* The Project Manager has needed to renegotiate time release to the TtLG Project
from her substantive role in the agency. Her time commitment to the Project has
reduced from 1.0 (full-time) in Waves 1 and 2, to 0.6 in Waves 3 and 4 and has
further reduced to 0.5 for Waves 5 and 6, the remainder of the Project. This has
resulted in a substantial impact on the manager’s workload;

» The CYWHS Chief Executive Officer who was a co-developer of the initial Project
submission has left the organisation.

Each child center agency across the three States operated autonomously and had their
own policy statements and managerial structure. This generated some difficulties with
regard to accountability and responsibility.

Whilst the project was managed and funded through Gowrie Adelaide at Thebarton, the
clinicians, being located at specific sites were also subject to managerial requests and
structures germane to those sites?. This caused some difficulties which may not have
occurred had the project been run across sites which were accountable to a single
organizational management structure. Establishing MOUs for all participating sites,
stipulating the reporting and implementation requirements of the project and the roles
of participants and supervisors may have helped to alleviate these problems.

These difficulties were circumvented where there was a keen commitment to the TtLG
project at the managerial level and good communications and on-going relations with
Gowrie Adelaide (e.g. with the Brisbane site). This was less evident in the Perth site, and
disagreements arose regarding the implementation of the project, reporting
requirements and adaptations to the model. Staff turnover amongst key players and
management exacerbated this and Perth prematurely left the project on completion of
Wave 5. It is notable that all the key players interviewed from the Perth site were very
positive about the project and regretted its ending. Certainly, the Perth sites are
currently formalizing PCG and seeking to retain other elements of the project in their
practice.

6.1.4 Project Staff

i. Recruitment, Retention and Communication:
For each site, the TtLG team includes the Directors of the Childcare Centers and the
TtLG staff team working directly with families comprising:
* Aclinician from a health profession (i.e. social work or psychology),
» A co-facilitator, a qualified childcare worker who assists the clinician in the
weekly group session and also liaises with the primary caregivers.
* Primary caregivers, the childcare workers who are the ‘prime’ carers of the TtLG
children.

There has been a turnover of primary caregivers across all sites. This reflects the
workforce issues in the children’s service sector across Australia!©; nationally there is a

? Clinicians also reported to their clinical supsors.
19 See: ‘Reflections’: Issue 27, Winter, 2007. GowAiestralia
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high staff turnover and shortage of trained childcare staff. This has implications for the
TtLG Project as new childcare staff require training in primary care giving and
attachment theory.

Whilst staffing at the clinician and co-facilitator levels has been relatively constant in two
of the South Australian centres, there has been some staff turnover experienced at other
sites:
* The Lady Gowrie Child Centre Adelaide at Thebarton, site of the original pilot
TtLG Project, has a stable TtLG team with the original Project staff clinician and
co-facilitator remaining in their roles.

e The il nido, Adelaide site also retained a stable TtLG staff team of clinician and
co-facilitator across Waves 1, 2 and 3.

» Salisbury Centre experienced a turnover of clinician after Wave 2. The new
Clinician started prior to the commencement of Wave 3. The first three Waves
have each had a different Co-Facilitator in place, although the person employed
for Wave 3 is currently engaged with Wave 4 and should complete Waves 5 and 6.

» Brisbane site experienced difficulties recruiting a clinician, with the two initial
appointees resigning before the Project commenced. However the current
clinician has successfully implemented the TtLG Project for 3 waves. The original
co-facilitator has worked on all 3 waves.

» Perth TtLG Project staffing issues have been exacerbated by the relocation of the
TtLG Project across 3 different sites in each wave. There has been a different co-
facilitator and centre director for Waves 1, 2 and 3. The clinician has recently left
the center following Perth’s withdrawal from the Project after Wave 5.

The geographical dispersion of sites has limited the number of collective staff meetings
across the Project. However, this has occurred on a number of occasions presenting
opportunities to provide capacity building training, exchange experiences and provide
evaluation feedback to stakeholders (see: Section 6). Regular teleconferencing and group
e mail discussions have occurred for the Clinicians, Managers and Centre Directors.

The implementation of the first waves of the TtLG project required an intensive training
program, which whilst being well received and beneficial, nonetheless generated
additional workloads for staff engaged with the project. In the early stages the staff were
grappling with the project whilst awaiting training in specific areas. There was some
anecdotal evidence that initial increased workload may have contributed to staff
turnover early in the project. A longer period of induction prior to taking on TtLG clients
would have helped to address this.

The evolution of a PCG culture in the workplace has alleviated staff workload as the
project progressed; the practice is no longer seen as ‘additional’ to existing work, but has
become “the way things are done here”. However some staff whilst highlighting the
rewarding professional and personal benefits have also pointed out the additional
emotional demands the PCG approach generates, the “Ying and Yang of the circle of
Security”.
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The amount of training required by the project was comprehensive and intensive and has
developed a more capable, skilled workforce (See: Section 6.2.1). These factors have
raised questions concerning staff remuneration:

‘We’re better trained and provide a better more intensive service than anywhere
else in the sector, so I think we should be rewarded for that in some way’.

Whilst sites could accommodate individual staff changes, where several staff need to be
replaced, a lull in project activity is inevitable whilst new staff are inducted. The
preferred option raised by stakeholders is to take measures to retain project staff.

A potential suggested solution to optimizing staff retention and recruitment is to
establish a form of accreditation for those who have undergone training. A potential
paradox here is that gaining qualifications/credentials from involvement with the project
may broaden employment options elsewhere and hinder staff retention. Linking
accreditation with a specified period of practice experience might alleviate this.
Improving financial remuneration would also help to retain staff. Given the considerable
investment in training, and the additional expense of training new staff, this option
should be given serious consideration should the model be extended or adopted.

ii. The Role of the Clinician

Feedback obtained through a telephone survey, from interviewing the clinician’s
Reference group representative and from the Professional Stakeholder Survey conducted
after the completion of Wave 4, has revealed strong support for the content and
strategies of the TtLG Project and satisfaction with the positive outcomes that are
achieved with the participating families. Clinicians are also very satisfied with the
individual clinical supervision with experts in attachment and early childhood which has
been organized through the TtLG project manager.

The clinicians’ role was central to the delivery and running of the project at each site. In
practice, this extended beyond direct responsibilities relating to the participating
mothers and children. Additional roles identified in this evaluation have included:

i.  training and induction of staff in the primary care giving approach and project
processes;
ii.  promoting the project and approach (“marketing the project”) in the community;
iii.  Supporting the emotional needs (through debriefing sessions) of PCG staff that
have engaged and formed close relationships with project families.

Whilst clinicians were expected to network with peers and other agencies in helping to
identify potential coordinated options for clients in need (including recruitment and
potential follow-up after the project), broader promotion rested with each participating
Director.

PCG promoted the development of close relationships with mothers, children and
families who were experiencing (sometimes profound and on-going) personal problems;

Tt is noteworthy that the additional roles ii and iii identified above were not envisioned
as clinician responsibilities in the project model and essentially these responsibilities
resided with the centers CEOs.
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subsequently there was a potential to cause a degree of empathetically nourished
emotional distress in PGCs. Whilst the well-being of staff resides with the site manager,
the expertise of the clinicians and their centrality to the project precipitated their
allocation to or adoption of the staff support role. Clarification of this role and the
procedures for its enactment varied across sites and has not been stipulated in the
model.

Taking on these roles required the development of new skills in addition to re-
orientating to the PCG philosophy and becoming familiar with the TtLG procedures®2.
Moreover, the need to engage with the range of data collection activities for the
evaluation added to workload. This was particularly demanding for clinicians in the early
stages of the project which would have benefited from more preparation time.
Subsequently, the implementation of the project was viewed as being too hasty; staff
were broadly of the view that the first Wave of clients were recruited too early and that
they were not fully equipped to handle the tasks required early on.

The need for more time to embed clinicians in their respective child care sites was also
evident. Many of the clinicians were from welfare backgrounds and did not have prior
experience working collegially with child care workers. Certainly the extent to which PCG
was operationalised was unfamiliar territory for staff operating at some sites. For other
sites PCG had already been established. However, for all sites, more preparation time
prior to the first Wave of clients would have helped to establish the PCG practices and
collegial working environment encouraged by the project.

tii. The role of the Co-facilitator

Evaluation feedback was collected from the TtLG co-facilitators through email survey, a
follow-up interview with the co-facilitators’ Reference Group representative and through
the professional stakeholder survey. Overall the co-facilitators are very satisfied with the
content and strategies of the TtLG Project and their involvement with the families.

In particular co-facilitators valued the training that they had received in Primary Care
giving, Attachment Theory and group facilitation.

Co-facilitators acted as two-way conduits between the clinician and PCGs. Good relations
between clinicians, co-facilitators and primary care givers were viewed as crucial to the
project working at an optimal level. Contextual differences were evident across the sites.
In Queensland, the ‘grass roots’ experience of the clinician was viewed as providing the
advantage of greater understanding of the complexities and pressures experienced by
PCGs. Here, the co-facilitator was also a director at one of the Brisbane sites which was
viewed as having an ‘equalizing’ status effect with the clinician, but also provided more
impetus to disseminating information about the project and encouraging the uptake of
staff training.

The need to clarify roles and responsibilities of co-facilitators and clinicians was evident
early in the project; disagreements here were deleterious to the efficient functioning of
the multi-disciplinary team approach. However, these issues were resolved over time
(and in some cases after staff changes had occurred).

2The need for clinicians to develop their pedagogical skills for training is discussed in
Section 6.2.5.
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6.2 Objective 2: To build capacity of participating Childcare Centres to
develop and adopt a sustainable integrated primary care-giver system

6.2.1 TtLG Training and Staff Development

Project management has developed an inclusive program of training for all TtLG Project
staff including primary care givers of TtLG children, co-facilitators, clinicians and
childcare centre directors and managers. Staffs at the 5 participating childcare sites
receive ongoing attachment theory and primary care giving training. Clinicians also have
access to regular professional clinical supervision. Training in evaluation and conducting
focus groups was also provided by the local evaluator.

An Action Learning approach has been adopted in order to deliver, evaluate and refine
training program. Reflective action learning activities implemented within each site
following the initial first round of ‘site based’ training assisted with the identification of
specific needs and gaps in knowledge, skill and confidence which informed the content of
subsequent sessions as well the development of additional training modules.

Formal Evaluation data has been collected from each of the main internal training
activities conducted for staff across all five sites; this is presented in Table 2. All
workshops below were conducted at Adelaide with the exception of the two waves of
short training sessions which were delivered ‘in situ’” across all five sites. The Project has
been particularly active in delivering formal training to Project Staff from all
participating centres; the amount of formal training activity has exceeded that originally
detailed in the Evaluation Plan.

The training plan for 2007 — 08 financial years was reviewed in consultation with all site
teams and the project manager to ensure that staff development requirements relating to
the project were identified and accommodated into the final year. Each participating site
continued to focus on consolidating and building on the previous years learning.

Each site continued to utilize the skills and expertise of staff (usually the clinician) within
the individual site at the local level. The clinician session outlines for in-service training
were shared via email with follow up communications regarding the information to be
delivered. Sessions focused on Attachment and PCG and were integrated into the
monthly staff team meetings.

Mentoring was providing through staff exchanges between sites and this occurred
between Adelaide and Perth and Il Nido and Salisbury (August-September 2007).

Articles of interest were circulated and several attachment focused reference books were
purchased for staff access. Examples of articles circulated were:

» AFRC Briefing Paper on Building relationships between parents and carers in
early childhood

» The Circle of Security: roadmap to building supportive relationships, Robyn
Dolby
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e Pam Cahir, What matters in Early Childhood? A conversation with leading
national and international experts.'s

13 References supplied by the Project manager TtLG
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Table 2: TtLG Formal Internal Training Activities Across Sites.

Training Date Attendees Training Project Content
1. A series of short | July 2005 | All Childcare staff Primary care giving
training sessions to from participating Attachment theory
(Two sessions at November | TtLG centers Circle of Security and Repair
each site delivered | 2005 (n=105) TtLG Project information
by two Adelaide
Gowrie Staff)
2. Two-day TtLG July TtLG team Attachment theory and Circle of
introductory 2005 representatives: Security
workshop clinicians, co- Children’s Wellbeing and
facilitators, primary | Involvement Observation Scales
caregivers and centre | TtLG Project processes (referrals,
directors (n=26) assessments etc)
TtLG Evaluation
3. Three-day August TtLG team The TtLG documentation (manual,
workshop at the 2006 representatives: forms, session activities)
end of Wave 2 clinicians, co- TtLG Evaluation
facilitators, primary | Group facilitation
caregivers and centre | Video work with parent
directors (n=15) Reflective practice for childcare staff
TtLG training plan for childcare
sites
4. Two-day February | TtLG team Team building — family case study
workshop end of 2007 representatives: sculpturing exercise
Wave 3 clinicians, co- Reflective practice
facilitators, primary | Emotional Availability Assessment
caregivers and centre | Interpreting Parent Child Dyads
directors (n=17)
5. Project Day April TtLG team Project review focusing on the TtLG
2007 representatives: principles of partnership,
clinicians, co- collaboration and integration.
facilitators, primary
caregivers and centre
directors (n=20)
6. Kent Hoffman August TtLG Representatives | Introduction to Core Sensitivities
Two-day Circle of 2007 from all five sites
Security Training
7. Kent Hoffman — | August TtLG Representatives | Advanced Core Sensitivities
Two-day Advanced | 2007 from all five sites
Training
8. Marte Meo — Feb 2008 | TtLG Representatives | Developmental Support Program

Five —Day Training
program

from four sites

The formal Evaluations of training sessions appear in Appendix E.

The action learning approach has embraced the identification of and response to staff
concerns which required further development and support. For example, whilst sessions
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1 and 2 were planned as part of the Project model, subsequent sessions 3 and 4 arose
from communication between management and the Project team which identified issues
requiring further staff development.

6.2.2 Summary of Evaluation Findings from each capacity building activity
conducted across sites.

1. Childcare Staff Training

A series of Primary Care giving and Attachment Theory training sessions were offered to
childcare staff at each of the 5 TtLG sites during Wave 1 of the Project. Attendees
reported high levels of satisfaction with their training and perceived the training as
useful and appropriate for their work practices.

93% (n=98) of respondents identified helpful aspects of the training. The Circle of
Security and Circle of Repair concepts were identified as the most helpful aspects of the
training. Printed materials, group discussions and role playing with other childcare
workers clarified and reinforced these concepts. Other helpful aspects of training
included information on professional boundaries ‘looking after ourselves’; reflection and
review of primary care giving information.

88% (n=92) respondents rated the overall training as very good to extremely good.
80% (n=84) respondents found the training content very useful to extremely useful.

90% (n=94) reported they would implement the training into their work practices. The
most frequently described implementation strategies focused on the childcare worker
becoming the secure base in the Circle of Security, using reflective practices and team
work.
T will be more understanding, listening to children, 100% available ...not just being
there’;

‘Thinking about the child first and focus on feelings not behaviours’;

T will be more understanding, more realising the child’s reaction is from their
unexplained feelings and emotions not just their attitude;’

T will reflect more on my own feelings and thoughts, will be bigger, wiser and kinder’
“T will continue to work as a team, communicate, support and reflect on primary care’.

88% (n=92) perceived the training as beneficial for families at their centers

‘Children will feel safe that you're there for their needs. Parents will feel secure leaving
their children with people that understand them’;

‘Better attachments, better understanding of what parents feel as they drop off their
child’;

‘Building trusting relationships, using knowledge and applying it to parents with secure
base wording about attachment theory’;
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‘Forming relationships to give a sense of security and comfort...families will have an
understanding of our involvement with their child and I will have a better
understanding of their child’;

Tmproved transitions in and out of our room...assisting parents understanding of
enrollment’;

‘Increased understanding of children’s behaviours has made me reflect back on some
children in my care and understand their behaviours’.
2, July 2005 TtLG Project Team Training Workshops, Adelaide'4

Workshop training items:
» Attachment theory and Circle of Security
* Children’s Wellbeing and Involvement Observation Scales
» TtLG Project processes (referrals, assessments etc)
» TtLG evaluation plan

Attendees reported high levels of satisfaction with the workshop format, Project and
organization:

* 90% agreed to strongly agreed that the training materials were clear and easy to
understand;

* 95% agreed to strongly agreed that they felt equipped with skills to use the
attachment model in their work;

* 75% of attendees reported multiple benefits from attending the workshop
including increased understanding of TtLG Project strategies, networking,
learning about other workers roles and experiences.

3. August 2006 Workshop, Adelaide
Workshop training items
e The TtLG documentation (manual, forms, session activities)
» Introduction to Evaluation and the TtLG Evaluation plan
*  Group facilitation
* Video work with parent
* Reflective practice for childcare staff
e TtLG training plan for childcare sites

Attendees reported high levels of satisfaction with the workshop activities, training
materials. In particularly all co-facilitators (n=5) reported an excellent overall rating for
their specific group facilitation training including relevance of the course content, quality
of training handouts and the trainers’ facilitation of the workshop.

Workshop attendees participated in group evaluation activity brainstorming responses
to evaluation questions outlined on a whiteboard. Responses highlighted the Project
success factors and impacts, and areas of concern.

14 Summary Evaluation Reports from each workshop apipeAppendix E
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4. February 2007 Workshop, Adelaide
Workshop training items:
¢ Team building — family case study sculpturing exercise
» Reflective practice
* Emotional Availability Assessment
» Interpreting Parent Child Dyads

This workshop Project was informed by an action learning approach based on feedback
that there was a need for role clarification and a clearer understanding of the ways in
which the different workers engage with a TtLG family.

Participants were asked if there were changes in their understanding of the various roles
in the TtLG Project:
* 77% reported some increase to quite an increase in their understanding of other
staff roles;
* 59% reported some increase to quite an increase in understanding their own role;
* 35% indicated they already had a clear understanding of their role and hence
there was no change.

In the overall rating of the training:

* 71% agreed the team building exercise was useful;

» 83% agreed to strongly agreed the Project ‘sculpturing’ exercise was relevant to
their work;

» 83% agreed to strongly agreed that the style of presenting was good;

» 77% agreed to strongly agreed that the training materials were clear and easy to
understand.

Additional comments indicated that clinicians would prefer to explore and discuss
Project components which relate more specifically to their role.

Should be additional training for clinicians as a separate group to explore at a deeper
level in order to support the work we do in the group’.

5. TtLG Project Day 30" April 2007, Adelaide

This Project Day reviewed the TtLG principles of partnership, collaboration and
integration.

Feedback from the February 2007 workshop informed the planning of this Project day.
Representatives of key players within the TtLG Project (centre directors/managers,
clinicians, co-facilitators and primary caregivers (n=20) reviewed the TtLG Project
‘through the lens of the underpinning principles of partnership, collaboration and
integration’.

Group discussions identified a range of factors that require further action by Project
management.

1. Investigate communication options and guidelines regarding working with families
taking into account professional boundaries and confidentiality.
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2. The roles of each Project team member to be reviewed and documented to reflect more
accurately the specific roles and associated responsibilities.

3. An induction package to be developed for new staff joining the Project, in particular
new childcare staff.

Project management is currently working on addressing these factors.

Evaluation data from childcare centre directors indicates that childcare staff are
supporting primary care giving practices. Directors reported that childcare staff now:
» place more importance in relationship based care as their knowledge about
attachment theory and in particular the Circle of Security has grown;
» disseminate parenting information more confidently to the wider parent body
(e.g. sleeping information);
» use attachment theory in their Learning Stories to inform parents of the
importance of providing a secure base for children to return to;
» The co-facilitator from one site has commenced a post-graduate Degree in Infant
Mental Health, which is developing her capacity to better support the TtLG
families.

6.2.3 Internal Training Sessions conducted within sites.

There has also been regular ‘site specific’ training delivered on a monthly basis within
each Centre. These have allowed contextual issues for each Centre to be explored with
regard to applying the TtLG Project. The areas addressed in this ‘internal’ training have
included:

» Revisiting attachment concepts and primary care giving as the approach to child
care in the centers;

* Mandatory Reporting;

» Professional Boundaries;

» Reflective Practice;

* Video taping, worker child dyad;

» Ferre Laevers Children’s Wellbeing and Involvement Scales Implementation’s;

» Review of TtLG evaluation activities to ensure that staff are confident in their
application;

» A child care worker was supported to visit WA Perth and Brisbane sites from
Adelaide to deliver an update on primary care giving and to provide follow up
support in the rooms;

* Revision and update Attachment and Primary Care giving;

» The COS review and introduction to State of Mind Concept;

* Being Emotionally Available;

» Asingle induction session was held to support new staff and other staff as an
update. These staff were not familiar with the underpinning theories of the
Project, the Project itself its components and associated activities;

e Training in ‘Learning Stories’. Staff with the relevant expertise visited sites and
presented the information.

15 This was implemented following identification dffitulties encountered by some staff in Wave le(se
Section 5.2). This training was complemented bydis&ibution of a training video (see: Section.8)2
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6.2.4 Externally Provided Training / Conferences and Workshop

The project has actively engaged external expertise to provide additional specialized
training directly relating to aspects of the TtLG project (see: Tables 3 and 4).

The training received by staff through the project has been extensive. Staff across the
board expressed profound impacts in the ways they interpret and respond to child
behaviour, the adoption of PCG in professional practice, the utilization of new skills in
early childhood education. Several staff indicated that the training had been a revelatory
insight to the human condition, and had informed relations between staff, staff and
clients, staff and management and social and personal relationships outside the
workplace. Managerial practices had also been influenced.

The Kent Hoffman training was specifically highlighted as the most substantial impact
for clinicians and co-facilitators:¢. The ‘Marte Meo’ training (again utilizing video
methods) was also cited as particularly beneficial. Training of less use was the
‘sculpturing’ exercise and team gatherings which had been, according to some
stakeholders, mislabeled as ‘training’.

A caveat here was that in promoting the PCG approach, there was a danger of devaluing
existing staff skills. However, this pitfall was successfully avoided. The strategy of
promoting and explaining the PCG rather than critiquing existing practices was well
recognized. Having received training in the approach, seen it in action and practiced it
professionally, staff were convinced of its benefits and relished the opportunity to engage
with it. The training has also promoted an awareness of the need for and a desire to
continue with on-going learning in PCG. The experiences have in this sense set several
staff on a new educational pathway:

Tve been studying infant mental health and I'm now doing a Masters... this was
totally influenced by the project’.

6.2.5 Professional benefits and Working Practice Improvements

Workers recognised some need for some of their peers to be persuaded initially to
consider the PCG approach as changing work practices took time and some motivation,
and in some cases they alluded to colleagues who had yet to fully adopt it. However, all
were convinced that once established PCG became irreplaceable, and highly valued by its
adopters. The need to ensure that ‘this is how we do things here’ through policy, training
and the professional practice of all workers underpinned this. Where this became
established, the practice of PCG and working in child care generally was viewed as
became easier:

‘When something new comes along, you always get some people who are
reluctant to change at first unless they have to. But there’s no doubt in my mind

18t is notable that several key players applautiedaining sessions received in evaluation. WHilist is
consistent with the findings from self-completioswavey, given the evaluator was conducting the
interviews a degree of ‘Hawthorne effect’ cannoeleluded. However in two cases stakeholders aéfirm
that the learning acquired through the evaluatiaiming had been applied in other projects ran fthen
center.

35



that once this has happened, and people start to see the benefits it then comes
easier’;

‘Yes, when you start practicing it and seeing how it works, you just want to
learn more about it and experience it more. It’s changed how I work. You just
start thinking differently and reacting differently. Using the circle of Security.
Much better’;

Td say that child care work’s been made easier by PCG. Your working more
with the family and it makes child care a much more positive and growing
experience for everyone’;

‘When you see how the project effected some of the children and mums, you
know its made working life easier because some of these mums we’d be seeing
anyway... The bond you make with the children and the family’;

Tt was a bit daunting at first, and a bit stressful. But no, it’s got easier and
easier. Once you have it (PCG) and it’s established you’d never go back’;

‘It’s made work more pleasant and positive. There’s actually less pressure and
stress than before the project now’.

The cultural change in ways of working has benefited service provision for other children
attending the centers:

‘The project has really equipped us to handle all kinds of difficulties. You get
past the behaviour and start addressing underlining causes I suppose. It’s really
helped us in working with all kids at the centre’.

The professional benefits gained and the benefits for child care practice generally has led
the primary care givers to champion and advocate for the more whole sale adoption of
the PCG approach in the sector:

‘We need to promote primary care giving generally and the project in
particular. I just couldn’t work any other way now. It’s just so much better than
before and has mad the job so much more enjoyable and rewarding. It’s been a
pleasure to come into work!’

‘We need a broad change so that all child care centers adopt the approach’.

The professional impact of the approach on those engaged with the project has been
profound and influenced career paths for PCG staff:

1t’s been fantastic for me; it’s really changed the work I work and what I want
to do in the future work wise. I want to do more of this. It’s been an absolute joy
to see the real differences you can make in people’s lives’;

Tve decided to try and take things further and to do some post-grad studies in
this area’;
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T originally thought of the job as a bit of a stop-gap thing really, although in my
case it’s lasted longer than I intended. But this project and the primary care
giving approach and the training and everything, well it’s just blown me away.
I can definitely see a future in working in this area now... yes, I shall look to
develop my career in this area now’.

6.2.6 The Need for on-Going training

Staff turnover across a number of sites emphasized the need for on-going training in
PGC and the procedures of the project (see below). Given the centrality of the clinician
and co-facilitator to the project and their intensive engagement with it, they are well
placed to play a central role in training staff in these areas. Elements of the project
Manual contribute to this. It is also the case that other child-care staff have also become
skilled in these areas and could potentially take on training responsibilities. Additional
the need for more professional staff appraisal procedures to identify training needs was
identified.

Given the profound re-orientation toward PCG needed in some centers, this training
activity is crucial. Both clinicians and co-facilitators have been happy to take on this role
both through formal training and informal mentoring activities. However, currently
neither clinicians nor other staff have received training in practical capacity building
skills, the “how to” procedures of running workshops.

The model would benefit from identifying specific staff as PGC/TtLG trainers, and
ensure they are equipped with the pedagogical skills to deliver capacity building sessions
for other workers as required. These sessions might supplement or replace PCG training
delivered as part of staff induction.

6.2.7 Capacity Built Through Multi-Disciplinary Working

The application of a multidisciplinary approach to child care provided new ways of
working which benefited staff by enabling access to a range of expertise and through
promoting an appreciation and raised awareness of the insights and skills of contributing
stakeholders. Stakeholders felt that the project has subsequently helped to raise the
profile of child care expertise and the professional recognition of child-care staff.

Several clinician and co-facilitator staff have indicated profound influences on their
professional development through engagement with the project. This has been mirrored
in reports of changes in career pathways:

It’s put me on a completely different career path’;

‘For me, I've discovered a whole new pathway in my career... I want to keep
working with families and kids, not just as a child care worker”’.

At the management level, the learning acquired through establishing and managing a

multi-site project involving the complexities of multi-disciplinary team-work was highly
valued.
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The engagement of the Reference group was also valued. An unexpected outcome from
this was the embedding of two research students at Gowrie in South Australia engaging
with related projects:

* ‘Secure and insecure attachment relationships in a preschool, long day care
setting’. Masters thesis, School of Psychology, University of Adelaide, 2006

* ‘The attachment relationships between toddlers and their caregivers in child
care’. Sophie Mumford , Honours thesis, School of Psychology, University of
Adelaide, 2007

The project has also promoted staff collaboration across the Lady Gowrie sites for the
first time. Clinicians and managers from outside of South Australia have been keen to
point to the support and training supplied by the Gowrie Adelaide Centre. This centre
has also acted as an example of a working model for others and staff benefited from
visiting the centre and seeing the project operating first hand. However the extent of
collaborative relationships varied across sites; Perth questioned the need for inter-site
collaboration given its differing mission and community development focus.

6.2.8 Operational Issues

Directors of childcare centers have raised concerns with Project management regarding
the practical capacity of sites to embrace the workload generated through the TtLG
project:

0 The process of keeping childcare places available for TtLG families can
sometimes impact financially on the centre’s operation, particularly when a
family withdraws from the Project at late notice.

o0 The challenge of finding spaces for the wide age range of children in each TtLG
wave. This was particularly difficult when there were numbers of babies in the
Project due to tight staffing ratios in the babies’ rooms. Directors have identified
the need to consult closely with the clinicians in regard to accommodating the
children of TtLG families. Clinicians may need to vary the enrollment of families
across different waves depending on the age range of children.

0 Many families continued with childcare after they complete the group TtLG
Project. This can sometimes lead to a ‘cumulative’ impact on staff workload as
these families (some with on-going problems) continue to look to childcare staff
for support with their child at the same time as ‘new’ TtLG families join the
centre.

o Itis sometimes difficult for directors to release staff for TtLG activities due to the
shortage of childcare staff. At times there is no staff member available to backfill
a vacancy. An overall industry sector shortage of staff impacts on directors’
capacity to release childcare workers from the centre rooms.

Many mothers retained the child care services after leaving the project and were
subsequently still in regular contact with their PCG. The project has promoted the
development of greater understanding between PCG and client informed by ‘inside’
knowledge of family circumstances; in some cases personal circumstances have been
exchanged in a reciprocal process of trust development and the forging of friendships.
Whilst this was viewed as highly positive, the nurturing of close relationships during the
project created the potential for further working demands for staff from clients who had
completed it. There was evidence of some need for further guidance or an ‘exit strategy’
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which clarified the professional aspects of the nature of the relationship post project for
all agents.

Summary

Clearly the TtLG project has been very active in providing a range of capacity building
activities to staff across the five project sites. This has built capacity to adopt and deliver
a sustainable integrated primary care giving system, which in turn supports the TtLG
families and improves attachment outcomes. This has allowed the organisation to
deliver better services for targeted families and their children, (a national ‘Invest to
Grow’ priority).
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Table 3: Conferences / Workshops Project Staff Supported To Attend

Date Event Details
Aug 2005 UNI SA de Lissa Oration for Staff from 3 Project sites in South
/University Children's Week Australia Attended Sessions
of South ‘Giving Children the
Australia Emotional Oomph to Learn-
Relationships and Their
Importance to Learning’
March 06 / ARACY Conference ‘Capacity | Project Manager and Evaluation
Adelaide Building’ Assistant Attended Session
May 2006 / Parenting Imperatives Staff Attended Workshop
Adelaide Conference: “New ‘An Introduction To The Incredible
Perspectives, New Directions, | Years- Parent, Child and Teacher
New Connections” Projects’
May 2006 / Parenting Imperatives Staff Attended Workshop
Adelaide Conference: “New ‘The Father Involvement- Building of
Perspectives, New Directions, | Children’s Character’
New Connections”
July 2006 / International Attachment Clinician Attended
Paris Conference
Aug o6 / DECS District Early Years Staff from 3 Project sites South
Adelaide Conference : Children’s Australia Attended Sessions
Wellbeing
Oct 2006 / Healthy Development Staff from 3 Project sites in South
University of | Adelaide Australia Attended Sessions
Adelaide ‘Early Childhood
Development- The Dawn of a
Paradigm Shift’
Oct 06 / Helen Mayo House Perinatal Clinicians from 3 Project sites South
Adelaide and Infant Mental Health Australia Attended Session
Conference- ‘Controversies In
Infant Mental Health’
Nov 06 / Australian Centre for Child Staff from 3 Project sites in South
Adelaide Protection Seminar Series Australia Attended Session
Deco6 / Child Abuse Prevention Staff from 3 Project sites in South
Adelaide Projects: What Works Australia Attended Session
March o7 / Early Childhood Research Staff from three South Australian sites
Adelaide Seminar Series presented by attended
the Thinker in Residence Dr
Frazer Mustard
May 07 / Perinatal and Infant Mental Staff from three South Australian sites
Adelaide Health Services Conference, attended
‘Feeling Attached’
May 07 Pickler Approach in early Staff from all five sites attended
/Sydney Childhood education and Care

1 day workshop
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Table 3:

continued
May o7 Summer Symposium, session | Staff from three South Australian sites
/Adelaide provided by Dr Helen Buckley | attended
“Developing a framework for
assessment of vulnerable
children and their families”
Sept 07 / Working With Men Workshop | Staff from the Perth site attended
Perth — Relationships Australia
Octo7 / The Childhood Trauma Staff from the Perth site attended
Perth Conference (Bruce Perry)
Brain Development
Oct o7/ Bower Place Training centre — | Staff from Thebarton attended
Adelaide attachment workshop
Octo7/ Helen Mayo House Annual Staff from three South Australian sites
Adelaide Conference, 1 day conference | attended
Nov o7/ ‘Its all about Relationships’, Staff from three South Australian sites
Adelaide training by Patricia O’'Rourke | attended
and Mandy Seyfang,
March 08 / Our Children the Future Staff from three South Australian sites
Adelaide seminar presented by Margay | attended
Whaley and Ron Lally
April 08 / National Indigenous Attended by one staff member
Newcastle Conference
April 08 / ‘Engaging Fathers’ Workshop | Attended by one staff member
Newcastle
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6.3 Objective 3:

3.1 To equip and empower a range of parents of young children with the
knowledge, awareness, confidence and skills to successfully overcome the
barriers to attachment

3.2 To foster and nurture positive parent well-being outcomes

3.3 To foster and nurture positive child well-being outcomes.

The following findings are taken from data amalgamated across all project sites for
Waves 1-5 (August 2005 — April 2007).

Primary evaluation data was collected from mothers using a self-completion post-project
questionnaire administered universally on completion of the Project. If mums who did
not complete the program are excluded, this yielded a response rate of 100% (n=106).
This was further triangulated with the application of the pre and post standardized tools
to assess project impacts. A further telephone survey of mothers from the Project’s first
three waves was conducted three months after Project completion yielding a response
rate of 82% (n=50)v. A further follow-up survey of mothers from Wave 2 and 3 was
conducted sixteen-eighteen months after project completion in order to address
sustained outcomes for families. This yielded a response rate of 73% (n=29)8.

As mothers were the primary group targeted and engaged in the intervention, most of
the findings presented in this section relate to this group and these are triangulated with
findings from other stakeholders where appropriate. Fathers attending formal group
sessions organised through the Gowrie Adelaide center (including fathers from the il
nido center) where also surveyed, yielding a response rate of 58% (n=14)%.

6.3.1 Process Evaluation - Mothers
i. Recruitment and Retention of Families to the TtLG Project

A total of 118 families have been recruited to the Through the Looking Glass Project to
date. In 2 of these families the grandmothers of the children participated in the Project
as they were solely responsible for the children.

Formal TtLG sessions for fathers has occurred at the Gowrie Adelaide centre at
Thebarton where 24 fathers (partners of recruited mothers) have attended. A summary
evaluation report of these sessions appears in Appendix E2. There is some anecdotal
evidence of individual consultations with fathers occurring at other sites and an informal
group session at Perth.

7 See: Summary Report Appendix Ei.
18 See: Summary Report Appendix E14.
19 See: Summary Report Appendix E2.
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Table 4 outlines family enrollment across the 5 sites for each Wave.

Table 4: TtLG Families enrolled in TTLG Waves 1,2 & 3

Childcare Wave 1 Wave 2 Wave 3

Sites Mothers  Children | Mothers Children | Mothers Children
Thebarton 7 8 6 6 7 8

Il nido 6 9 4 6 4 7
Salisbury 4 6 5 6 4 4
Brisbane 2 3 3 3 3 3
Perth 4 5 6 7 5 7
Total 23 31 24 28 23 29
Childcare Wave 4 Wave 5 Total

Sites Mothers  Children | Mothers Children | Mothers Children
Thebarton 6 7 5 6 31 35

Il nido 5 6 5 6 24 34
Salisbury 5 10 4 6 22 32
Brisbane 2 2 6 6 16 17
Perth 5 7 5 7 25 33
Total 23 32 25 31 118 151

One hundred and six families (90%) completed the TtLG Project including 136 children
(see: Table 5). Four recruited families failed to commence, and eight withdrew
participation from the Project prior to completion.

Table 5: Total Enrolment and Completion Rates (Mothers and Children)

WAVE Enrolled Completion rates
Mothers | Children | Mothers | Children
1 23 31 21 (91%) 28 (90%)
2 24 28 21 (86%) 25 (89%)
3 23 29 19 (83%) | 24(83%)
4 23 32 22 (96%) 31 (97%)
5 25 31 23 (92%) | 28 (90%)
Total 118 151 106 (90%) | 136 (90%)

For the twelve families who began the project but did not complete, a range of reasons
for their departure were given, however none of these were attributed to the project
itself. Reasons provided were: Work commitments, Child sickness, Family moved
interstate, and child enrolled in another centre.

ii. Demographic Characteristics of Participating Families

Demographic information about mothers and children was collected using items from
the National Evaluation Service Users Questionnaires. A spread of ages was engaged by
the Project; whilst the majority of mothers were under the age of 35 (56%, n=60), 39%
(n=41) were in the 35-44 age bracket, with ten mothers being 18-24 (see: Table 6).
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Table 6: Mothers Age range

Age N %
Range(years)

18 -24 10 9

25-34 50 47
35— 44 41 39
45— 54 4 4

Missing 1 1

Total 106

The large majority of mothers identified themselves as ‘Australian’ (84%, n=89) but only
one as an ‘Aboriginal or Torres Strait Islander’. The remaining respondents who
indicated their backgrounds (n=16) were from eleven different mainly European
countries. Fourteen respondents indicated speaking a language other than English at
home: five indicated ‘Greek’, and two citing French, Italian and Serbian. Other languages
indicated by single respondents in each case were: Italian, Romanian, Serbian. Japanese,
Romanian and Spanish were cited by individual mothers.

41% (n=43) of mothers indicated they were married with a further 16% (n=17) being in
‘de facto’ relationships. 27% (n=29) were single, 9% (n=9) separated and two mothers
indicated they were divorced.

Half of the mothers recruited to the Project have educational qualifications beyond Year
12 (n=53), with 22% (n=23) having a University degree and 28% (n=30) a Vocational
Certificate or Diploma from a TAFE or college. However one in five indicated they had
not reached Year 12 (n=22), and there was a further 15% who indicated some other
qualification or did not respond, (see: Table 7).

Table 7: Mothers Education level

N %
University degree 23 22
Vocational certificate or diploma from
TAFE or college 30 28
Year 12 16 15
Year 11 8 8
Year 10 1 1
Year 9 or lower 13 12
Other 7 7
Missing 8 8
Total 106

44% of respondents (n=47) were in some kind of paid employment during the time they
were engaged with the Project; 56% (n=59) indicated the main source of household
income came from wages or salaries, (see: Table 8). However, for one third of families
the household’s main source of income came from Government Benefit, Pension or
allowance (33%, n=35). These tended to be single mothers; 85% (n=22) of single
mothers indicated government benefits, pension or allowance as the main source of
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household income; single mums made up 67% of those on benefit/allowance/pension. If
‘separated’ and ‘divorced’ are included this proportion rises to 82% (n=27).

Table 8: Employment Status and Main Household Income

Current Employment Status N %
Full-time work 21 20
Part-time work 16 15
Casual work 10 9
On leave from paid work 7 7
Unemployed & looking for work 6 6
Not working (but not looking for work) 13 12
Studying 2 2
Full-time parent 18 17
Other 5 5
Missing 8 8
Household’s main source of income N %
Wages/Salaries 59 56
Govt. benefit, pension or allowance 35 33
Other (self-employed) 3 3
Missing 9 9

One hundred and thirty six children enrolled and completed the TtLG Project (72 female
and 64 male). Ages were skewed toward younger children with one quarter being under
the age of 1 year (25%, n=34) and more than half being under two years old. Table 9
presents a breakdown of children by age.

Table 9: Age Ranges of Children engaged with the Project

Range N %
(months/yrs)

0-11 months 34 25
1year 36 27
2 22 16
3 26 19
4 18 13
Total 136

Seventy one percent (n=97) of children continued on in childcare after their mother had
completed the Project. Clinicians reported several reasons why some families did not
continue with childcare including;:

* Location and transport factors, family homes were not convenient to the centre;

* The ending of subsidized child care rendered continuation too expensive;

» Mother was home on maternity leave and wanted child at home;

e Child started kindergarten or school.
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Retaining children from the TtLG project in childcare has resource implications and
presents challenges to staff at participating sites (See: Section 6.2.7). This issue has been
identified by management at each site and has ultimately been governed by established
capacity guidelines for each centre.

iii. Mothers experiences with TtLG Project
On completion of the project, respondents indicated that they felt positive, appreciative

and safe in the Project setting (see: fig i):

Fig i: Likert Scale findings concerning Centre Staff and Facilities:
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» 87.7% (n=93) agreed that they felt relaxed and safe at the centre (with over half,
54.7% strongly agreeing);

* 86.8% (n=92) agreed that they felt comfortable with the Project workers (with
63.2%, n=67 strongly agreeing);

*  86.8% (n=92) thought that the childcare arrangements were satisfactory (66%,
n=70 feeling strongly);

*  85.8% % (n=91) agreed that it was easy to get along with their child’s primary
caregiver (57%, n=60 indicating ‘strongly agree’).
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The three month follow-up survey confirmed that most mothers (88%, n=44) continued
to view the childcare centre as providing a ‘safe space’ for their families. They recalled
feeling relaxed and being able to freely talk about their issues.

‘(Children) were clingy and I was anxious about them, but I could watch them play
through a window and this made me feel better’;

‘Everybody was welcoming not like other places I've had to go to with our issues’;
‘Good place... childcare workers are friendly I could ask his carer any questions’;

‘Meeting in the childcare centre was relaxing for me I looked forward to Tuesdays was a
great experience’.

The Post Project questionnaire for clients included a balance of positive and negative
Likert items concerning Project delivery. The large majority of views were very favorable
about the Project: (see: fig ii):

Fig ii: Likert Scale findings concerning Client Assessment of Project
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86.8% (n=92) respondents agreed that the weekly group sessions were enjoyable
(59.4%, n=63 strongly agreed);

88.7% (n=94) agreed that the ‘information materials were clear and easy to
understand’ (42.5%, n=45 strongly agreed);

80.2 (n=85) disagreed that it was ‘difficult to find transport to and from the
childcare centre’ (46.2%, n=49 strongly disagreed);

77.4% (n=82) disagreed that ‘there were not enough opportunities to discuss my
experiences of being a parent’ (38.7%, n=41 strongly disagreed).

73.6% (n=78) disagreed that ‘the timing of the sessions was not convenient for
me’ (40.6%, n=43 strongly disagreed);

These favorable views were sustained over time2°. The follow-up survey revealed that
98% (n=49) of mothers were clearly satisfied with their experiences of the TtLG Project
three months after completing it, with 72% (n=36) indicating they were highly satisfied
with the way in which the Project helped them feel closer to their child. Project staff and
the opportunity to meet other mothers were highlighted:

‘All the people were wonderful there; the whole thing was about getting in touch with
little brains’;

‘Very satisfied...it made me look at childrearing in a different light’;
‘Satisfied ...it made me feel happier meeting other people like me”;
‘Really satisfied with it, all activities worked, (clinician) made you feel comfortable’;

‘Wonderful ...it should be compulsory for all mothers leaving hospital; they shouldn’t be
without this information’.

20 See: Appendix E1 for a summary report of the findings from the 3 month follow-up survey and Appendix
E12 for a summary report of the fifteen month follow-up survey.
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iv Mothers assessment of Project Activities

In order to address the issue of what works best and for whom, mothers were asked how

helpful each aspects of the TtLG Project had been to helping them to understand their

child’s attachment needs. The findings are summarized in Fig iii.

Fig iii: Mothers’ assessment of helpfulness of Project elements to
understanding their child’s attachment needs.
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The following figures refer to the percentage of mothers indicating the strategies helped
them to understand their child’s attachment needs a lot:
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80.2% (n=85) indicated ‘Reflecting on the videotape of your interaction with your

child’;

77.4% (n=82) indicted the ‘Explanation about the Circle of Security model’;
72.6% (n=77) indicated ‘Group reflection on individual family videos’;
69.8% (n=74) indicated ‘Talking with other mothers in the group about
parenting’;

69.8% (n=74) indicated ‘Explanation about the Circle of Repair model’;
64.2% (n=68) indicated ‘Discussion about the Shark Music video’;




e 64.2% (n=68) indicated ‘Individual sessions with the clinician’;

*  54.7% (n=58) indicated ‘Talking about the video ‘You are so Beautiful’ (with
20.8% indicating helped ‘a bit’);

* 37.7% (n=40) indicated ‘Your child’s Learning Stories’ (with 25.5% indicating
helped ‘a bit’);

* 31.1% (n=33) indicated ‘Talking about the book 'I Love my Mummy’ (with 31.1%
indicating helped ‘a bit’).

More than eight in ten mothers indicated that 80% of the strategies employed had
helped them (with six in ten indicating that 70% of strategies had helped them ‘a lot’)
with regard to understanding their child’s attachment needs. Over half of the mothers on
the project found 80% of the strategies had helped them ‘a lot’. Even the two least
successful strategies from the mothers’ perspective helped mothers to some degree in
over six out of ten cases. There was no relationship between the likelihood of finding a
strategy very useful and demographic variables (age, educational level or ethnic
background).

Mothers’ additional comments highlight the ways in which these Project strategies
tended to be viewed holistically and taken together increased parents’ understanding of
their children’s attachment needs.

‘The whole concept. I have changed my views on child needs and parenting’;

‘Although there will always be situations and issues with my child which will challenge
me, I feel the information discussed has provided me with a working model with which I
can face these, now and in the future. It is one which I am comfortable with and which
solves much confusion’;

‘The circle of security makes sense and it’s good to watch the video of me and my kids
and see the circles actually happening in action. Develops understanding’;

‘Reinforcement of attachment model through many different examples, situations etc,
especially video of each attendee was good as it helps me with thinking of how to
respond to different situations at home. Opportunity to really discuss parenting issues
with other mums away from children in a non-judgmental group helped’;

‘Learning about Circle of Security and Repair. Looking at my child’s feelings — what’s
going on behind the behaviour and helping him to work through his feelings’;

‘The personal videotaping was very helpful; it helped be to gain insight about my
behaviour and my children’s responses and vice versa’;

‘The Shark Music clarified my worries. I am more aware of my fears and my child’s
needs and emotional transference’;

‘Shark music before and during the group I had a lot of shark music and I was able to
understand why and what it just meant. Now I feel I am able to prevent that shark
music by being a lot more aware of it’;

‘Personally for me the most beneficial aspect of the Project was the shark music.
Recognising my own irregulation of emotion (or shark music) and staying with that
during times of high emotional support for my child has made those difficult situations
somewhat more bearable with a clearer understanding of my shark music’;
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‘Learning Stories — don’t think they have helped me understand the attachment needs
but I think that this and the family photos are very valuable in building attachment &
relating to my child about the day at childcare. Also for the primary care giver to learn
about home life and my child’s interests etc’.

The three month follow-up survey revealed that mothers spontaneously asserted that
they continued to value both the childcare and primary care giver components of the
TtLG Project:

‘Childcare — the best thing for me has been taking the opportunity to have time out’
without the children. Breathing space — time to find who I am again — I am actually a
human being!’;

‘The childcare has been amazing giving me the opportunity to have some time out. I
never realised how important that is. It has allowed me to get a job and find myself
again’;

‘The Primary Care Giver system should be compulsory as it is better for the security of
the child. Wow. Works well’.

The 16-18 month follow-up of mothers found they reaffirmed the usefulness of the broad
range of project elements; over half of the sample spontaneously indicated several or all
aspects of the project were the ‘most helpful’. The role of the clinician, use of video in
group and individual sessions, the circle of security, and meeting and talking to other
mums were all individually cited:

‘(Clinician’s ) advice and looking at the video of all the other families. That made it
easier to understand how children move around the circle’;

Tt was all helpful. The circle information helped understand that children need to
explore you don’t have to control everything for them... Watching the videos helped me
understand the different ways that children ask for help’;

‘The circle, showing how children move around and need to explore and how you have
to be there for them. Watching the videos really helped understand plus it gave you
some ideas about what the other mothers were doing with their child’;

‘The other mothers talking about how they did things. Their ideas really helped, gave
you some tips to remember’;

Tt was all a lot of help, (clinician) really helped with the video showing me how (child1)
was behaving and doing things with (child 2). Now I can better anticipate what they
will be doing’.

Given the multifaceted and holistic approach adopted in the project model, it is difficult
to identify the most important factors which facilitated improved outcomes. However,
the combinations of group and individual work with clinicians and reflections on the
child/parent video films guided by insights from the ‘circle of security’ have clearly
contributed to greater understanding of attachment.
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6.3.2 Impact and Outcome Evaluation
i. Improved well-being and parenting outcomes for Mothers

The post-project survey revealed that respondents clearly felt that the Project had
improved aspects of their parenting and attachment (see: fig iv):

¢ 85.9% (n=91) indicated that the TtLG Project helped them to feel closer to their
child, with 51.9% (n=55) strongly agreeing this was the case;

*  78.3% % (n=83) indicated that the Project helped them to feel good about
themselves as parents (37.7%, n=40 indicating ‘strongly’);

*  69.8% (n=74) felt more confident looking for other services and supports for
their family since being on the Project (28.3%, n=30 indicating ‘strongly’).

Fig iv: Likert Scale findings concerning Improved Parenting
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Few respondents provided negative responses regarding these aspects with three of the
five parents who indicated they disagreed that they felt more confident looking for
services also disagreeing that they felt good about themselves as parents:
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*  91.6% (n=97) learnt more about parenting and attachment, with 77.4% (n=82)
indicating ‘yes, definitely’;

*  89.7% (n=95) are more confident in responding to their child’s needs, with 64.2%
(n=68) indicating ‘yes, definitely’;

* 87.8% (n=93) cope better as a parent since taking part in the TtLG, with 53.8%
(n=57) indicating ‘yes, definitely’;

*  90.6% (n=96) have acquired understanding of children’s attachment needs, with
83% (n=88) indicating ‘a lot more understanding’;

*  90.6 % (n=96) have acquired understanding of children’s exploration needs, with
80.2% (n= 85) indicating ‘a lot more understanding’.

The evidence supports that the TtLG has achieved the objective of empowering parents
of young children with the knowledge, awareness, confidence and skills to successfully
overcome the barriers to attachment.

1 feel the models provided should be taught to all parents in the community to help them
better understand their children and child development and am therefore very grateful to
have received the opportunity to participate in this Project’;

‘Feel much closer to (son) than could have ever thought. Enabled me to understand (son), his
behaviour, actions and why I react the way I do’;

T have learnt so much about the way my daughter reacts and why and how to deal with it.
In conjunction all this is due to (clinician) and she is truly an asset to this Project and for
that I am forever grateful’;

‘The Project has helped me to understand my child’s point of view more and to look at
situations, conflicts and challenges from many angles’;

T look at the strategies I have learnt from the looking glass and I am able to meet a lot of my
child’s needs than what I could before’;

‘Looking at the world through my child’s perspective and learning how to do that was
invaluable to me. Even though I am very much struggling with my son still, this course has
given me a lot of tools to work with and keep utilizing. I know it’s not a quick fix but I'm
definitely not giving up on my son or our family’.

These impacts have been sustained since TtLG mothers left the project. The three-month
follow-up survey found that most mothers (88%, n=44) reported a lasting positive
change in themselves since taking part in the TtLG Project. Mothers described
themselves as happier, less stressed and more able to cope.

T'm happier now... I'm a single parent and really needed a break... the childcare helped
me get some timeout’;

Twas exhausted at the beginning... at the end I felt on top of everything... getting the
feedback from others helped (clinician, co-facilitator and primary caregiver;
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1 feel so much better ....I now understand that I'm not the problem... the way (child)
behaves is not a result of me... I can now look at it from his side... see what he wants’;

T can cope now ...I still get stressed out but I know how to back off.

Mothers also reported that the project has sustained impacts on their parenting
practices:

88%, (n=44) described positive changes in the way they do things with their
children;

88%, (n=44) reported increased responsiveness and ability to read cues;
80%, (n=40) reported increased confidence in responding to their children’s
attachment needs;

74%, (n=37) reported getting less frustrated with their child.

All of the mothers contacted in the 16-18 month follow-up survey (100%, n=29)
indicated they continued to use information or ideas about attachment acquired from the
TtLG project. Mothers reported sustained confidence and competence in parenting,
ongoing empathetic understanding and sustained better parenting practices (despite
children now being considerably older presenting new challenges).
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‘She’s a toddler now and wants to play I can see that she does things of the circle I can
help her when things aren’t right. Like when she’s tired she can get frustrated with toys
and things I know to cuddle her and settle her down’;

1 did get more confident as she got older; it’s easier when they can tell you what they
want’;

‘made me stop and think more ...like thinking about why (child) got upset’;
T knew I could join in with him, I guess that’s being more confident’;

‘We’re both confident with (child). It was good to be able to talk about the things I learnt
from (clinician)’;

‘Can be a challenge sometimes but I understand that he needs to learn things’;

‘Yes it helped me to find out about how children need you in different ways’;

1 feel better about (child’s) behaviour; it made me stop getting angry with (child)’;
T'm more confident because there aren’t as many arguments with the (children)’;
Yes it’s just so different it’s made a big difference to how I feel as a mother’;

T am confident with (child) it’s different now he is very active but I can support him’;
T think I can understand (child) better and so there isn’t as much stress’;

T am feeling better with (child) now’;

T know I am doing better now, it’s important for (child) to develop in her own way’;

T think that they are better because I can anticipate what they will be wanting to do, I
know that (child 1) needs more quiet times away from her brother’;



T guess now I just can stop their fights starting ...like I can see when one of them is
getting upset and I can sort of get in and fix it up first so they don’t really get going’;
1 think she is happy because we feel happy about it all and we’re OK about just being
with her’.

ii. Positive Child Well-being Outcomes

Mothers also reported improved positive child behaviour on completing the project with
76.4% (n=81) perceiving that their child’s behaviour had improved. Again this impact
appears to be lasting and probably reinforced by more positive parenting practices. The
three-month follow-up survey confirmed sustained changes in improved child
behaviour, with 88% (n=44) of responding mothers reporting lasting positive changes in
their children’s behaviour since taking part in the TtLG Project.

‘Major changes... he is coming out of himself...looks to new people in our life.....he is
happier’;

‘He is more confident. I let him explore and follow his lead. I don't try to always make a
game for him I follow him and no longer say don'’t do this’;

(Child) used to be clingy now she’s happy and goes to kindy 4 days a week she’s turned
into a real social creature and wants to go more days’.

Given that the children of mothers surveyed in the 16-18 month follow-up interviews
were significantly older than they were during the intervention (with many moving from
being babies to toddlers), mothers indicated that they found it difficult to attribute their
child’s long term behaviour change to the project. However, many mothers indicated
sustained improvement in family functioning; many felt they could do more with their
children, enjoyed parenting, were better able to cope and felt they were better parents as
a result of the project. Many reported that their children were happier as a result:

1 think we are both happier and more confident’;
1 think it’s more that I understand him better. I can join in with him better’;

‘He is changing all the time doing more things for himself ...it’s me that’s changed I am
less stressed about doing the right with him’;

T think there isn’t as much stress with us’;

‘Going to the course made me see that (child) was really being just a normal toddler, it’s
more that I have changed’;

1 think I'm better at organising things, like remember to think about things from their
point of view , understanding that sometimes they are just tired and winging and not
really playing up’;

T can see more about why (child) is doing things and I think that he is more confident
about doing things for himself’;

T think it made us both good parents’;

‘I'm different with (child) better than before ahdnow that | am a better mother

when | look after myself’;
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T think I am better at things with (child) and that makes it better at home’;
‘Yes it’s just something that I feel good about I know that I can give (Child) what he
needs’;

‘Really it was by changing how I looked at things with the (children), now I try to think
about lots of things from their perspective e.g. like packing up games at night, I try to
remind them 10 minutes before they have to instead of just coming in and saying ‘do it’;

T am a better parent I enjoy them more’;

1 feel happier with myself for learning about how to be a better mother.’

All of the staff interviewed universally reaffirmed the findings acquired from mothers,
that the impacts of the project have been profound for children, parents and families.
This has had a very positive effect on the staff who participated:

‘You look at the child before and after the project and you just can’t believe it’s the same
child’;

‘Absolutely fantastic to see the way the children develop and change. I can honestly say
T've never seen such a dramatic improvement in the toddlers. It’s just a wonderful
project’.

Tt’s been amazing and totally rewarding. A fantastic experience to see the progress of
the mums and children’.

‘One little boy just didn’t speak at all. And his mum was clearly having great problems
relating to him and meeting his needs. And now it’s completely different, chatting away
and his mum’s like a different person. It’s been wonderful’.

‘There’ve been dramatic changes in parents and children. Amazing changes really’.

‘There’s been a huge dramatic change for mums involved — much better understanding
and lots of improvement in attaching with their children’.

The focus groups of primary care givers testified strongly (and in some cases emotively)
to the improvements brought about amongst clients and children by the intervention:
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‘There was a child with profound behaviour problems... kicking, swearing, biting... his
mum wouldn’t even talk to him... its completely different now, his mum had acquired the
skills to talk more... his behaviour is completely different. I mean it’s like he’s a
completely different little boy. It’s just wonderful’.

‘This little girl didn’t say a word she used to just scream with these high pitched
squeals... her language improved and she can actually communicate now and her mum
communicates with her”.

Tve seen massive change. Massive changes. There’s been children who just wouldn'’t let
go of their mums at first now interacting and playing with other kids. Mother’s being
much more in control of themselves. Massive changes. Even in the appearance of some
mums, their physical appearance, being happier, dressing smarter”’.



iii. Overcoming Barriers to Attachment

Staff emphasized that the child parent relationships have been enhanced through project
participation; the project has built on existing strengths and helped parents to
successfully address the root causes of attachment and parenting struggles:

Tt’s produced much stronger and secure relationships between parents and children and
provided a really strong base for the future. Phenomenal success!’

‘Exploring the strengths families have and unearthing the problems and strategies to use
these to address the causes of difficulties...it’s been incredibly rewarding’.

‘When Aw started childcare she was very distressed about leaving mum. Recently she left us
to go to preschool and we say her on her first day and she was very excited about going to a
new place’;

‘When WC commenced care he would never venture far from his primary caregiver and
was distressed when other staff entered the room. He now enjoys spending time exploring
the room and loves to have the opportunity to interact with the older children’;

‘EM has become more creative and her imagination has expanded vastly. She now finds it
easier to engage others in her dramatic play by verbalising her needs more confidently’;

‘AV now is able to more confidently return to her safe base, rather than always staying out
exploring’.

Mothers have shared their learning with others. This was more common whilst TtLG
mothers were still engaged in the project, with over eight in ten mothers (n=97)
indicating in the post survey that they have shared attachment information with friends
and family. More than half of the surveyed mothers in the follow-up survey, (54%, n=27)
reported that they had talked about the TtLG Project with other family members and
friends in their community. This strongly suggests that project messages are being
promulgated by clients some months after they have completed the project:

‘Sharing attachment knowledge with others some trouble explaining it to others & family
but by me doing what I learnt they are picking up and learning’.

Overall evaluation data indicates that the TtLG Project is fostering and nurturing
positive parent and child well being outcomes. For many respondents the experience of
the Project has been very positive and valuable:

T feel I have gained an enormous amount of information and much greater understanding
of my child and child’s needs. The experience was enjoyable and something I looked forward
to going to each week’;

‘Thank you for the opportunity to participate. It has made a big difference to our lives.

Thank you also for providing access to childcare. I didn’t realize before how desperately I
needed a break from the kids so I could function when I was with them’.
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iv. Standardized Instruments: Pre and Post Scores of Cognitive and
Behavioural dimensions Measured

The findings obtained from the semi structured interviews and surveys have been
reaffirmed through triangulation with the application of the range of standardized
instruments selected for the evaluation.

Table 10 presents a summary of the pre post comparisons for each standardized
instrument applied for the evaluation. The Instruments selected were:

* Hospital Anxiety and Depression Scales (HADS)

» Parenting Stress Index/Short Form (PSI/SF)

* Emotional Availability (EA) attachment assessment

* Children’s Wellbeing and Involvement Observations measures
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Table 10: Summary of Statistics from pre-post comparison of scores
obtained from the application of standardized instruments using the
Wilcoxon Signed Ranks Test with Effect Size calculations.

Instrument / Sample | Pre- Post- | Ties Z Score | PValue | Effect
Dimension Size Median | Media (1 tailed) | Size (d)

Score n

Score

PSI 100 107 84 1 -7.420 .000* 0.966
(Stress)
HADS 108%* 11 8 14 -4.958 .000* 0.712
(Anxiety)
HADS 108** 9 5 10 -5.184 .000* 0.748
(Depression)
Wellbeing 87 3 4 5 -6.578 .000% 0.942
Involvement 87 3 3.9 6 -6.938 .000% 1.079
Child 96 5 6 16 -4.903 .000% 0.572
Responsiveness
to Parent (EA)
Child Involvement | 93 5 6 18 -5.148 .000* 0.604
with Parent (EA)
Parent 96 6 6.5 30 -4.554 .000* 0.521
Sensitivity (EA)
Parent 96 4 4.5 31 -4.567 .000* 0.536
Structuring (EA)
Parent Non- 96 5 5 60 -1.563 .118 0.162
Intrusiveness (EA)
Parent Non- 96 5 5 57 -1.680 .093 0.173
Hostility (EA)

* Significant at the 0.05 level
** Two clients who left the project prematurely completed the HADS test.

Using the Wilcoxon Signed Ranks Test, significant improvements were detected across

all but two dimensions.

The hypothesis that the Project would reduce levels of anxiety and depression was

supported in both cases (p<0.01). Using Cohen’s prescriptions for interpreting effect
size2!, in both anxiety and depression the effect was approaching a ‘large one’ (denoted as
d>0.8). Over the duration of the project, the number of mothers experiencing ‘moderate’

to ‘severe’ anxiety and depression (scoring between 11-21 on the HADS), more than

halved; from 52 to 25 (anxiety) and from 37 to 13 (depression). Conversely the numbers

2L Cohen, J. (1988). Statistical power analysis lieriehavioural sciences'tEd) Hillsdale, NJ: Erlbaum.
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acquiring a ‘normal’ score more than doubled for anxiety (from 21 in the pre measure to
44 in the post) and was 60% higher for depression (from 42 to 67 respectively).

Similarly, ‘stress in the parent child system’ as measured by the PSI recorded median
score changed from 107 to 84. Again the alternative hypothesis that the Project would
reduce stress levels is supported (p<0.01) with a large effect size recorded.

Child’s wellbeing and involvement observation ratings also yielded positive findings: the
median score for wellbeing rose from 3 to 4 and for involvement from 3 to 3.9. The
change in scores was significant at the 0.01 level with large effect sizes recorded in both
cases.

The Emotional Availability attachment assessments based on the scores recorded by
professional independent assessors yielded significant improvements (p<0.01) across
four of the six domains assessed: ‘Child Responsiveness to Parent’, ‘Child Involvement
with Parent’, ‘Parent Sensitivity’ and ‘Parent Structuring’ all improved with effect sizes
being moderate to large. Interestingly, two domains measured through the assessment,
‘Parent Non-Intrusiveness’ and ‘Parent Non- Hostility’ did not demonstrate significant
improvement and had an effect size less than ‘small’ using Cohen’s criteria; However,
these areas were not specifically addressed in the TtLG Project.

v. Impact of TtLG on Fathers

The project has been less successful in formally engaging fathers in organised group
sessions. Reasons for this include the high proportion of single and separated mothers
recruited to the project and work and time commitments of fathers. The PCG approach
has encouraged father engagement with individual child care workers but further
engagement has in most sites been restricted to ad hoc information giving exercises. The
except here is the Gowrie Adelaide centre at Thebarton where a more detailed program
has been run (See: Appendix E2).

A total of twenty four fathers have attended one or more sessions run from the
Thebarton Center (including seven fathers of mothers engaged with the il nido center).
Evaluation forms were obtained from fourteen fathers. Whilst there may be a degree of
self-selection bias in this small sample, fathers surveyed clearly gained greater
understanding of their child’s attachment needs:

» All responding fathers (n=14) reported an understanding of the Circle of Security
attachment model with 78.6% (n=11) reporting a lot of understanding;

» All respondents indicated that participation in the fathers session had given them
an understanding of children’s attachment needs, with 57.1% (n=8) having a lot
of understanding.

Fathers identified project benefits to their families in terms of it helping them to feel

closer to their children and positively influencing their children’s behaviour changes.
Moreover, these sessions were identified impacting on fathers’ parenting skills:

* 92.8% (n=13) agreed that their family’s participatin TtLG had helped their
child’s behaviour (35.7%, n=5 strongly agreed)
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» 78.6% (n=11) agreed that they felt closer to thkild as a result of their family’s

participation in TtLG (35.7% n=5 strongly agreed)
* 78.6% (n=11) agreed that participation in the fetlprogram improved their
parenting skills (14.3%, n=2 strongly agreed)

Whilst these findings are tentative, there is a clear indication that exploring additional
ways of formally engaging fathers in group sessions could add value to the benefits
already gained for mothers and their children.

vi. Summary

Clearly the project has improved parent competence and style and improved family
functioning. Mothers have increased their knowledge competence and awareness to
overcome barriers to attachment, are less stressed, depressed and anxious and better
able to cope as parents. Many report better parenting practices, better engagement with
their children and improved child behaviours which they attribute to the project. For
many parents these impacts have been sustained since leaving the project. These
findings provide clear evidence that the project has addressed the national 'Invest to
Grow’ priority areas of: ‘Improved family functioning’, ‘Improved parent competence
and style’ and ‘Improved child social and emotional development’.
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6.4 Objective 4:

To develop and enhance social support /friendship networks for the target

group

Fig v presents findings from the post questionnaire regarding support received by
mothers engaged with the TtLG project:

Fig v: Likert Scale findings concerning social supports received
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Based on 106 responses

86.8% (n=92) indicated that staff respected and supported their family, 73.6%
(n=78) indicating ‘yes, definitely’;

77.4% (n=82) indicated that they had developed supportive friendships with
other TtLG project mothers, with 43.4% (n=46) indicating ‘yes, definitely’;

65% (n=69) indicated they had received help to find other services for their child
or their family from the project, with 29.2% (n=31) indicating ‘yes, definitely’;
26.4% (n=28) indicated they had developed supportive friendships with other
mothers attending the center who were not part of the TtLG Project, with 50%
(n=53) indicating they had not.



Most mothers have received help to find services through their engagement with the
project, and this was confirmed by project staff. However, this often occurred through
informal contacts, networks and channels as the project has not specified the
establishment of formal referral pathways as an objective. Clients who may have more
long standing acute problems might benefit from this being included (See: Section 6.5.3).

Forty one percent (n=12) of mothers in the 16-18 month follow-up survey retained the
confidence to access other services; however, 50% (n=17) indicated that they felt no need
to access services. This may reflect improvements recorded in their well-being, parenting
and family life.

Clearly, the majority of mothers had developed friendships with peers whilst engaged
with the project although this was not as evident with regard to friendships with mothers
who were not on the project. However this still occurred in some degree for over a
quarter of respondents.

Staff confirmed that many mothers had formed lasting social support and friendship
networks through engagement with the project. These appear to be more successful, but
are not exclusive to, where parents have retained connection with the child care centre
and its services. Factors which militate against sustained friendship networks were
usually logistical; where mothers lived far away from each-other, started work or moved
house, the friendships were not as lasting.

TtLG families were encouraged to participate with their families in social and community
events offered at their childcare centre including:

» Christmas Party at the end of the year;

» Easter Party;

» Family tea evening meetings other parents;

* Teddy bears picnic;

* New Parents Morning Tea;

» Sessions for the fathers of those participants who had an active dad.

Supportive friendships endured for over half of the TtLG mothers surveyed in the three-
month follow-up (54%, n=27). These friendships made during the Project were most
frequently with other mothers who had children the same age. Examples of on-going
friendships included meeting for coffee, attending children’s birthday parties and
maintaining phone contact. Good group dynamics was seen to support the development
of friendships rather than any specific TtLG activity.

Some mothers (26%, n=13) also reported on-going participation in their local
community since the project, taking up activities such as: joining a playgroup (n=7),
commencing part-time work (n=7) and returning to study (n=5). Establishing netball
teams, client organized group meetings and shopping outings were also cited:

T enjoyed the social contact and sharing experiences & seeing what others do and
knowing we all share the similar highs and lows of children’;
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‘Friendships from group members priceless I feel that this group was life changing,
helping me when I was at my most lowest point. Congratulations for such a wonderful
Project’;

‘The contact with other mothers from similar backgrounds was extremely beneficial in
not feeling alone and their feedback was invaluable’.

The 16-18 month follow-up survey revealed that 28% (n=8) had kept in contact with
others met through the project. The mothers who did not maintain contact with other
group participants from the TtLG Projects cited reasons such as not living in close
proximity to other families or their own work commitments. A number of mothers stated
that whilst they were no longer in contact with others from the project, this did not
reflect negatively on the relationships formed at the time of their engagement.

Clearly social support / friendship networks have been established through the project
which for a sizable minority has endured over an extended period. This demonstrates
that the project has been addressing the national Invest to Grow priority of supporting
child friendly communities.

6.5 Objective 5:

To develop and promote the uptake of a ‘best practice’ model for services
working with mothers and fathers and children around issues of
attachment

6.5.1 Professional Stakeholder Assessment of the Efficacy of the model

A survey of professionally engaged stakeholders across all five sites was conducted on
completion of Wave 4 (a summary report of this appears in Appendix E12). The
interviews with CEOs (or their delegated manager), clinicians and co-facilitators were
semi-structured to include summative scales in order to gain a quantitative assessment
of the impact of the project from their perspective. However, the interviews were largely
qualitative in nature to enable and encourage an open exploration and critique if the
project model. This work was supplemented by two focus groups of PCGs from all project
sites (with the exception of Perth) the findings from which appear in a Appendix E13.

Eighteen stakeholders were interviewed (either face-to-face or over the telephone) with
interviews lasting between 30 — 90 minutes.22

Thematic analysis was conducted on the qualitative findings to identify areas which were
generic to the project across two or more sites. The analysis was conducted in tandem
with the fieldwork and was iterative; as themes emerged these where subsequently
addressed in upcoming interviews using procedures established from Grounded Theory
approaches. This analysis has informed the findings pertaining to model refinement
considerations below.

22 One clinician from Perth was not interviewed as she had left the project; she was
replaced by a manager who had worked with the co-facilitator.
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Stakeholders were very satisfied with the overall outcomes achieved by the Project with
72% (n=13) indicating ‘fully satisfied’ and 28% (n=5) indicating ‘mostly satisfied’.
Satisfaction was expressed largely in terms of the impacts achieved for Project clients.

55% (n=10) thought that the overall goal of the Project had been ‘fully achieved’, and
28% (n=5) ‘mostly achieved’. Two indicated ‘partially achieved’ and one did not know.
For those who did not indicate ‘fully’ the remaining need for the model to be adopted and
on-going was highlighted.

Fig vi: Project Staff Assessment of Extent to which Stated Objectives have
been achieved
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Based on 18 respondents

Fig vi presents the summation of the Child Care Centre project staff (broadly defined as
the site managers/CEOs, project managers, clinicians and co-facilitators) assessment of
the extent to which each of the TtLG project’s objectives have been achieved. Nearly all
staff who had engaged with the project to some degree indicated that the project had
achieved all of its stated objectives to some extent. The most successfully achieved
objectives were Objectives 2 and 3 where all but one respondent indicated the objectives
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had been ‘fully’ or ‘mostly’ achieved. For the Child centre staff the impacts for clients
and their children and the extent to which the project has built a sustainable PCG
capacity in participating child care centers have been substantial:

Tt’s been absolutely fantastic for the families who’ve been involved’;

‘You see mum’s who took no interest in themselves or their appearance, who can’t
communicate to their children and are deeply depressed totally transform. It’s just
amazing’;

Tve seen children completely change... a truly remarkable experience’;

‘Children who were clearly having real communication problems, one kept biting... one
didn’t hardly speak at all... they’ve become like completely new kids!’

To a lesser degree, the project has developed and enhanced parent support networks, but
this was still viewed as being fully or mostly achieved by 72% (n=13) respondents. This
has taken several forms including retaining contact with the center, its staff and/or
activities, retaining friendships acquired with other project mothers and in some cases
engaging with local established groups. Where this did not occur a number of reasons
were postulated (see: Section 6.4). Some respondents indicated they were only partially
aware of the sustainability of networks and so answered ‘partially achieved’ for this
objective.

‘A lot of the friendship network stuff really depends on the mothers who come along in a
particular Wave — I mean some live miles from each other so the chance of them
carrying on their friendships are pretty slim given the demands of kids. Others work, or
start work etc etc. So this has varied a lot between waves’.

78% (n=14) felt that the higher order objective 5 ‘to develop and promote the uptake of a
‘best practice’ model...” had been ‘fully’ or ‘mostly’ achieved (56%, n=10 indicating
‘fully’). This is a notable finding given that (in the view of those staff engaged with the
project) the least achieved objective was the lower order’ Objective 1. Whilst 44% (n=8)
respondents indicated this had been ‘fully’ or ‘mostly’ achieved, 56% (n=10) indicated it
had only been ‘partially’ achieved. This was explained in terms of partnerships not being
fully established across project sites (see below); within each site sustainable integrated
partnerships were viewed as having been established through the project. There was also
comments made about the lack of ownership and partnership from other sectors.

Tt’s been great in terms of our own centre and the partnerships formed between the
child care workers and the clinician. And we’ve worked well with Gowrie Thebarton
around training. But we've really not had much to do with the other centers’.

‘There’s not really been the ownership across sectors that I would have liked to see. This
has made it much more difficult to get people to take up and run with the project’.

66



6.5.2 Model Sustainability

The potential of the model to meet client needs in a sustained way is supported here and
the benefits for families with attachment issues of ‘rolling out’ the model would be
substantial.

i. The Adoption of Primary Care Giving (PCG) Child Care Practice

Staff were broadly enthusiastic about the changes in professional practice and
subsequent improvements in the quality of care precipitated by the implementation of
the PCG approach. Staff felt better equipped with the skills and knowledge to practice
child care in a more effective, insightful, reflexive and ultimately more rewarding way.
The changes were profound for many staff across the centers, extending to working
practices with clients and children, relations between staff and between staff and
management, managerial practices, and for some influencing personal social
relationships. Practice has become more holistic, orientated toward ‘emotional needs’
and relationship focused. This has enabled staff to interpret child behaviour differently
and engage more intensively with families accessing the centre.

There has been a ‘cultural shift’ in working practices precipitated by the project, away
from behaviorist models such as the ‘Positive Parenting Practice’ approach toward the
wholesale adoption of PCG23. The approaches were almost universally viewed as
benefiting children, families, parents and staff. These changes in skills, learning,
philosophical orientation and professional practice are strong legacies from the
implementation of the project. However, for some staff, concerns were also expressed
about the extent to which PCG was fully understood and implemented; the need for
regular review, an on-going training and support in reflective practice was subsequently
asserted.

ii. Systemic Changes at the Policy Level

The project has precipitated systemic changes amongst participating Centers. This has
varied in degree as each has separate policy development procedures. However, in all
cases attachment theory and PCG is being embraced at the policy level.

The implementation of these approaches in professional practice through the TtLG
project has preceded and prompted the broader policy changes. PCG is now part of
induction and ‘refresher’ programs for new staff across several participating sites.

tii. Expanding the Project

The project is extending to other Lady Gowrie sites. A presentation of the TtLG Project
and the evaluation findings took place in Caboolture, Queensland in February 2008, and
Caboolture plans to adopt the project later in the year. The project is also conducting
consultations with Aboriginal communities to identify how the project might encourage
greater participation and meet the needs of Indigenous families.

23 Whilst several sites had adopted aspects of PCG prior to the project the extent of this varied
greatly; it was universally asserted that PCG implementation had been substantially enhanced
and improved through the Project.
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tv. Continued use of Project Resources

The ‘Circle of Security’ poster has been enthusiastically adopted as a symbolic and
practical guide for staff and families using the centers24. Many of the written resources
(including books and articles concerning attachment theory) have been compiled within
each site and are utilized as needed. Other resources developed through the project have
been taken up including the development of a DVD ‘The Father/Child Journey’
specifically for fathers of families accessing the services2s.

The project Manual was generally well received amongst those staff members who had
seen it. The manual was viewed as essential for the initiation of key players in the project
(clinician, co-facilitator and managers) and was referred to often in the early waves of
the project and by new staff. All aspects of the manual were viewed as useful but
clinicians tended to be selective, referring to the manual occasionally as a ‘refresher’ once
they had become familiar with the materials.

Co-facilitators outside of South Australia seldom used the manual being guided more by
the formal training and materials received. However, those located in one of the three
locations within South Australia tended to access materials from the manual more
regularly. The manual was viewed as a supporting resource and not a replacement for
practical training.

v. Impacts on Clients
Impacts on mothers and children have been found to be sustained over time (See:
Section 6.3).

vi. Capacity Building Benefits for Staff

Staff have clearly been up-skilled through the project. Many have reported changes in
career pathways and seeking further formal training in related child care areas (See:
Section 6.2).

Sustaining the model through Lady Gowrie would be impossible without the funding
needed to support the employment of the project manager and clinicians at each site.
Moreover, removing the ‘gap’ fee for child care covered by the funding is likely to have a
deleterious effect on the recruitment of families to the project, particularly given the
proportions of clients who are single mothers and/or are receiving Government benefit
support. The need for an on-going Government sponsored implementation of the model
possibly through State Government agencies was strongly championed by management.

6.5.3 Model Promulgation

Several formal presentations promoting aspects of the TtLG model have been delivered
by TtLG Project staff on specific Project components / activities. These have been
summarised in Table 11. In addition, the Gowrie Adelaide CEO, Project Manager and
local evaluator presented findings from the TtLG evaluation on three occasions to South
Australian Government Departments in early 2008.

24 The diagram appeared in several rooms in the four sites visited by the evaluators.

% A list of project resources appears in Appendix C
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Roll out of the model would benefit from a greater period of preparation at the hosting
agency. The Project Manager reported that a longer planning and training period prior to
taking in the first wave of TtLG participants would have enhanced project
implementation. This would have enabled individual sites and staff members to identify
what extra training would be required to develop the capacity of the site and staff to
support TtLG families. An action plan for each year could then have been developed
earlier.
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Table 11: Conference and Workshop activities Promulgating Learnings from

the TtLG Project
Date/Venue Event Activity Description
Sept 2005 Early Childhood Australia Presentation of the TtLG Project
/Brisbane Kaleidoscope- National
Conference ‘Changing Images Of
Childhood’
Oct 2005 / Fathers Inclusive Practice Presentation: “Through the Looking Glass
Newcastle Forum Project -Involving Fathers’
May 2006 / Parenting Imperatives A work shop session
Adelaide Conference: “New Perspectives, | ¢ TtLG-Using Video in Working With
New Directions, New Families’
Connections”
Sept 2006 / Early Childhood Australia Two Presentations:
Darwin Conference ‘The TtLG Project, An Attachment Parenting
‘Together In Partnership’ Intervention Based In Child Care’ and
State Conference ‘Primary Care Giving as an Approach’
Nov 2006 / QEC Biennial Conference Presentation:
Melbourne ‘Early Childhood-Evidence Into | “Through the Looking Glass Project- An
Practice’ Integrated Approach To Supporting
Parenting’
Workshops:
‘Primary Care giving- Integrating Attachment
Theory Into Child Care Practice’
‘Reflective Practice- Integrating Reflection
Using Videotaping’
Dec 2006 / Hong 5th International Conference on | Presentation ‘ Using Video in working with
Kong Social Work in Health and Families’
Mental Health
Oct 07 / Sydney Australian Association for Infant | Staff from all five sites attended.
Mental health Conference 2 presentations delivered addressing:
Engaging Fathers and Primary Care giving
Approach in Child Care
Feb 2008 / Presentation of TtLG project The local evaluator, Thebarton CEO and
Caboolture, and Evaluation project manager presented the project to
Queensland promote its adoption in Caboolture.
March 08 / World Congress of Health Staff from the Perth site attended. Presented
Perth Professions TtLG program intervention
April 08 / Family Strengths Conference Attended by one staff member presented
Newcastle learning from the TtLG project
Sept 08 / Australasian Evaluation Society | Evaluating a Multi-Site Longitudinal
Perth Conference Intervention for families with attachment

issues — Blending epistemologies? - Arguing
for a participatory action research approach.
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6.5.4 Promoting the Primary Care Giving Philosophy

The Adelaide Gowrie site currently engages in training activities across the child care
sector. Given the amount of training and capacity built in the area of PCG and
attachment through the project and the benefits of adopting these child care approaches,
extending the reach of these training activities was broadly supported. This might
include further staff ‘visits’ to Adelaide to observe, shadow or be mentored in the
practices of PCG. These opportunities were available during the project and were clearly
valued by staff from other states.

The need to link some ‘post project’ families experiencing acute or enduring issues with
supporting agencies raised some questions from staff concerning continuity of care and
the extent to which the referred to agency’s philosophy and practice mirrors that of the
referred agency. Promoting the PCG philosophy and raising awareness of the approach
across appropriate sectors and agencies was advocated as a means to help address this.

There is a large potential for the trained project staff to provide training services in a
range of areas (e.g. PCG, attachment, Circle of Security, group work) to other agencies.
The example of co-facilitators being able to deliver group facilitation training was cited
as potential inter-sectoral training activity. The delivery of training would also promote
stronger linkages and partnerships. There is evidence of this happening with the
Brisbane site currently engaging with Queensland Health’s ‘Seeds’ project, working with
them for the adoption of the Circle of Security. Dissemination of the approaches used has
also been enacted by Gowrie Adelaide, through presentations of the model and
evaluation findings at TAFE colleges and South Australian health and education
government departments.

Expanding this external training role was also viewed as helping to raise the profile of
Lady Gowrie and present potential opportunities to generate funding to help retain the
clinician role when the TtLG project finishes. The need to explore ways in which trained
TtLG staff might further apply their skills (and optimize the considerable investment
made in skills development) when the project ends was also championed.

The need to promote and build capacity in PCG across the child care sector was strongly
advocated by those engaged with the project. The potential to link training in PCG to
formal courses run through the TAFE and University sector was also highlighted and
championed.
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7 DOCUMENTATION OF THE PROJECT MODEL
The TtLG model is detailed on the Lady Gowrie web site at:
http://www.throughthelookingglass.org.au/cms/about

The model is presented in Section 1 of this report with the project Manual contents and
project resources provided in Appendix C. The project Manual may be requested form
Lady Gowrie Adelaide.

7.1 Model Development

The Project Manager in collaboration with clinicians and members of the Reference
Group has developed a TtLG project manual which also details the project model.

Clinicians reported that each group of families had a different dynamic with individual
families having diverse needs. This complexity and diversity required clinicians to be
flexibly responsive and employ the use of a range of activities and resources during the
weekly group sessions. Information and resources successfully used with families were
identified and systematically adopted and included in the manual. The manual has
therefore evolved over the duration of the project and has become a reservoir of
resources which complement its set of guidelines for the implementation of the TtLG
Project. The contents of the Manual and resources compiled have been provided by the
Lady Gowrie Project Manager and are summarized in Appendix C.

There have been few changes in the original model since its conception in the project
proposal. An exception was the inclusion of the modified ‘strange situation’ technique in
Gowrie Adelaide, reflecting the interest and expertise of their particular clinician. This
was implemented following Reference Group discussions as a means of further exploring
child parent attachment, and was used to complement the range of established model
techniques. However, management has expressed some concerns that the technique may
sway what is a multifaceted model away from the social/community elements and more
toward therapeutic aspects; it has not been integrated into the model at other sites.

Given the contextual differences between sites drawing conclusions about optimizing the
‘best practice’ model is problematic; a number of issues have been identified which were
specific to the context of individual sites. Other issues relate to the nature of the TtLG
Project being conducted nationally across sovereign bodies with their own managerial
and accountability structures (See: Section 6.1.3). This impeded the establishment of a
coherent set of working, reporting and accountability procedures across the five engaged
sites. These difficulties have also been exacerbated by staff turnover and geographical
distance, notably with the Perth site which ended its involvement with the project after
the fifth wave. However, all sites (including Perth) have expressed strong wishes to
continue with the project in some form.

7.2 Adjustments made to the Model
Whilst the essential elements of the model have been retained throughout the project,

the evaluation has revealed a number of difficulties encountered in its implementation
across the five sites. These have revolved around the more generic difficulties of
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establishing an efficient functioning ‘multi-disciplinary’ team which have been
confounded by the need to do this across ‘independently managed’ bodies:

» Complexities of reporting and accountability26;

* Ambiguities concerning professional boundaries between clinicians, child care
workers and co-facilitators;

* Blending the project with the objectives and priorities of individual child centre
sites;

* Promoting the adoption of a different paradigm of collaborative working.

There were also initial managerial concerns about the possibility of clinicians feeling
‘isolated’ given that their role distinguishes them from other child centre employees.
Measures were subsequently taken to link clinicians to colleagues located in other sites.
Paradoxically, the emergence of the TtLG clinicians as a mutually supportive group
across the project sites, whilst strengthening collegiality and facilitating sharing of
learning and information which has contributed to resource development, appeared to
have emphasized the boundaries between their professional roles and those of other
TtLG service providers. This created difficulties to implementing aspects of the model
and inhibited the project logic; the efforts required to blend existing norms and
preferred practices which have been reified in this group with the requirements and
application of the TtLG model were underestimated. Two examples have emerged:
difficulties in persuading clinicians to reduce home visits; difficulties in persuading
clinicians to assess video film of client child/parent interaction collegially with the
primary care givers.

A series of recommendations were identified and addressed at the management level:

* Greater staff engagement with the Reference Group (through staff
representation) to allow more open dialogue;

» Establishing a program of national meetings of TtLG staff which had a ‘dialogue’
focus across staff groups and sites;

» Establish an on-going training program in attachment and its mechanisms to
monitor its application in working practice;

» The introduction of staff appraisals for clinicians;

» On-going revision of the Manual to clarify job specifications, roles, the applied
nature of primary care giving, reporting procedures and the TtLG vision;

» Formalising procedures for raising staff concerns;

* Supporting open and effective two way communication between directors and
clinicians in order to achieve optimal implementation of the TtLG Projects in
centers;

* Reviewing the co-facilitator's role and responsibilities and investigating
additional ways that the co-facilitator can work with the TtLG family;

» Clarifying the childcare centre director’s role and responsibilities in supporting
centre staff working with TtLG families. In particular the TtLG family’s
relationship with the primary caregiver and any consequent demands on the
primary caregiver.

%6 Clinicians are currently accountable to three bodies: the TtLG Project Manager, the
Child Centre Director and their professional supervisor
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The above areas have been addressed, and have been documented in the project Manual.
Service delivery ‘Action Plans’ for each individual site for Years 2006-07 and 2007-08
were also developed; these appear in Appendix B.

As clinicians became more embedded in their centers the barriers identified gradually
eroded; this was assisted by staff changes in which some clinicians were recruited who
were known to have experience with child care work, or who were more willing to
embrace the new paradigm.

7.3 Areas for Potential Model Refinement Identified by Professional
Stakeholders

Following wave 4, professional stakeholders identified a number of areas where the
model and project might be refined or adapted. Several of these are discussed earlier in
this report under the specific objectives to which they relate. Additional areas identified
by professional stakeholders are presented below. These should be generally be viewed
as considerations for those seeking to implement the model rather than stipulations as
there will inevitably be contextual and staff differences in different site locations.

A full itemization of all areas for potential refinement is presented in Section 7. 4
i. Optimising Multi-Disciplinary Teams

The need to ‘balance’ the contributions of the varied expertise brought to the project
through the multi-disciplinary team was a challenge for the project. The unique service
provided through the TtLG project was embodied in the fusing of therapeutic (clinician)
and early intervention (child care) approaches; these were conceived as traditionally
having separate allegiances and identities. Ensuring an integrated approach in the model
was made more difficult by the organizational and managerial differences across sites.

Bringing together all staff earlier in the project and more frequently to address issues
and share learning experiences would have encouraged a more coordinated ‘team’
approach. Instigating more professional development activity at the team level earlier
would also have promoted the progression of a working team culture within sites.

Having participated in the project since its instigation, some of the PCGs consulted in the
evaluation had worked with more than one clinician and co-facilitator. These workers
provided a particular insight to factors which helped promote the optimization of the
multi-disciplinary team within the child care setting. The discussion was steered toward
aspects which might inform the best practice model and several suggestions were
highlighted. There was evidence presented of these measures being successfully
exercised in different sites:

*  Where more than one locality was used by a given center, the need for the
clinician to be available across these localities;

» The benefits of a clinician having some background in child care provision
including the day-to-day difficulties encountered by child care workers;

» The need for clinicians to hold the personal qualities of being: non-judgmental,
respectful of other’s expertise, and empathetic;
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* Incorporating periods of time when clinicians can interact with child worker
staff;

» Incorporating time when ‘new’ clinicians can work with staff in the child care
rooms and observe their working with children in their care;

» Adopting the use of a ‘Communication Folder’ in the event of the clinician being
unavailable, to enable staff to record issues of concern to be addressed later;

+ Clarifying times when the clinician would be available for consultation with the
PCGs.

Conducting ‘open nights’ at the community centre in which the clinician could speak to
all parents about the project was also valued as this was viewed as helping to address any
pre-existing sense of stigma.

ii. Adjusting for client demands on PCG time

Client demands on primary care givers’ time was identified as an issue but one which
could be accommodated. The potential for PCGs to be removed from attending to
children was successfully addressed by identifying a second member of staff to act as a
‘secondary care giver’ in their absence. For sites where this was applied it worked well.

Time demands from parents were also alleviated by forward planning of meeting times;
parents and PCGs agreed convenient set times early in the project when their PCG would
be available for meetings. This procedure should therefore be incorporated into the best
practice model.

‘Finding the time for the parents was sometimes hard for me especially if I had
some children to be looking after’;

‘(Agreeing available time) Worked really well for us... It wasn’t carved in stone
but it meant that everyone was clear about when the PCG was available...’

iii. Suitability of the Project for ‘Acute’ Cases

A small minority of families were experiencing acute problems at a level of severity the
project could not fully address. Whilst this raises questions concerning stricter
definitions of eligibility for recruitment in order to filter out clients who may require
more intensive therapeutic intervention, there were some disagreements amongst
professional stakeholder groups regarding the exclusion of these clients. Clinicians and
co-facilitators felt that excluding more acute cases would deny them the considerable
benefits to be gained from the project. PCGs asserted that substantial and rewarding
benefits were achieved for these families. For these stakeholders, it was felt that
identifying a willingness to try to engage with the project was a more important factor
than severity of condition. However, two managers expressed concerns regarding
disruptive difficulties experienced with specific families. Four potential strategies
emerged around this issue:

1. ‘screening’ mothers to ensure a willingness to engage with the project, be
reflective and seek underlying solutions to attachment issues;

75



2. ‘linking in’ specialized concomitant support with other agencies for specific cases
if required;

3. extending the engagement period for families who need it;

4. establishing a more formalized ‘referral pathway’ for families who may need
further help;

Strategy 1 presents challenges which may only be possible to address individually
through the professionally informed impressions of the clinician. However, given the
holistic family centered and personalized approach adopted by the model, the flexibility
to embrace strategies 1-3 on a case by case basis was viewed as feasible; these measures
could potentially be accommodated in the current model. With regard to strategy 4, in
several sites, referring specific clients to new services occurred where linkages to external
agencies were already established. As the model stands, whilst the project seeks to
empower clients to seek appropriate external support services as part of objective 3,
there is currently no formal strategy to develop referral pathways to appropriate services
for those clients who may require further therapeutic help. Whilst there was evidence of
this happening on a less formal basis, incorporating this formally would help to ensure
that ‘post project’ cases identified as requiring it, receive that additional support. There
may be a case for extending project linkages and partnerships with suitable ‘follow-up’
agencies to enable this to happen. This may also yield benefits in terms of external
agencies directing additional suitable ‘recruits’ to the project.

The benefit of locating the project at Centers for Early Development and Learning was
highlighted as these will embrace a range of easily accessible services at the same venue
and potentially optimize multidisciplinary service delivery.

iv. Engaging Aboriginal families and fathers

The project has not recruited ATSI families. At the time of writing this report, an
extensive consultation with Aboriginal communities from urban and rural areas is being
conducted using TtLG project funding. It is hoped that this will lead to modifying TtLG
to produce a culturally appropriate model which will encourage uptake from Indigenous
families.

The engagement of fathers has varied across the different sites. Given the high number of
single mums and the work/time demands for families with fathers, this has been
problematic. Where this has occurred it has been largely through information giving
sessions and informal liaison with the PCG. This has been beneficial in helping to
establish relationships with families. Formal group activity with fathers has yielded
positive impacts (See: Appendix E2). Means of extending this activity to engage more
fathers should be further explored.
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7.4 Overview of further Potential Model Refinement Areas

Potential refinements to the model have been unearthed more recently as the staff who
engaged with it from the various sites have become more familiar and experienced. A
comprehensive list of these is presented below. A number of these areas are currently
being addressed for inclusion in the project Manual.

i. Position descriptions roles and partnerships:

R/
0‘0

The model would benefit from further establishing clearer position descriptions
of the working roles of staff engaged with the project (Clinicians, Co-
Facilitators, Managers / Supervisors), taking account of the myriad roles which
have been adopted during the TtLG project.

The model would benefit from stipulating the nature and proceedings for the
provision of PCG staff support (including emotional ‘debriefing’) and the
Clinician role in this.

ii. Implementation of the model:

7
0.0

The model would benefit from a longer period of staff induction and site
preparation prior to recruiting clients. This will allow PCG practices to be
established as a firm base for the project and encourage clinicians to be more
embedded in the child care center. Given the learning acquired through this
project, this preparation period should be no less than two months.

The model would benefit from establishing protocols for communication
between PCGs and clinicians which may include time-tabling meetings and/or
adopting the use of a ‘communication folder’.

PCGs and clients would benefit from negotiating agreed times for consultations
early in the project to avoid parental demands impeding PGC time with
children; establishing a secondary care giver for support has also been
identified as a best practice in this regard.

The model may benefit from establishing formal linkages with service agencies
in order to link them to clients with acute problems.

Consideration be given to extending the project for the small number of families
who need it; the flexibility to extend the project for these families would need to
be incorporated in the model.

iii. Implementation of the model specifically across several sites / agencies:

7
0.0
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Where the model is applied across sites, more regular meetings of all staff to
share and explore experiences of the team approach would contribute to the
more effective functioning of the multi-disciplinary approach.



% The model would benefit from the development of MOUs for all participating
sites which clarify ownership, accountability procedures, roles and
responsibilities of management and staff (including position statements for
clinicians, co-facilitators, PCGs). Establishing agreed procedures for managing
conflict/disagreement could usefully be included.

iv. Establishing procedures for clients leaving the project:

% The model would benefit from developing in plain English a client ‘exit strategy’
which includes clarifying the role of the PCG for parents no longer engaged with
the TtLG project.

% The model would benefit from developing more formal linkages and pathways
to suitable external agencies to address specific identified client need where
appropriate.

v. Training / Staffing issues:
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% The model would benefit by including multi-disciplinary team training as early
as possible within sites to enhance functionality; this should include time/
measures to familiarize clinicians with child care workers and their
professional practice through observation and interaction.

% The model would benefit from formally identifying specific staff as PGC/TtLG
trainers, and ensure they are equipped with the pedagogical skills to deliver
capacity building sessions for other workers as required. These sessions might
supplement or replace PCG training currently delivered as part of staff
induction.

% The model would benefit from including the requirement of extending regular
professional staff appraisal to identify staff training needs.

< Incorporating measures to retain trained staff (e.g. accreditation and financial
remuneration) into the model would enhance efficacy and continuity of service
delivery

vii. Future Directions:

% Consideration should be given to further expanding the training role of Gowrie
centers across the sector in order to raise awareness of and build capacity in
PGC. The promotion of PCG in formal training provided through TAFE and
Universities should be explored further.

% Avenues to utilize the new skills acquired by clinicians and co-facilitators
through engaging them in cross-sector capacity building activity should
continue to be explored; this would potentially promote further beneficial post-
project outcomes.



% The model would benefit from continuing to engage in dialogue with Aboriginal
communities to inform its cultural appropriateness for Indigenous families.

% The model should continue to provide information sessions to fathers and
encourage exploration of flexible ways to greater engage with fathers where
possible.

8 DISCUSSION OF EVALUATION METHDOLOGY

This evaluation report addresses findings from Waves 1-5 of the TtLG Project for the
period July 2005 to April 2008. The project is currently completing a sixth Wave the
findings from which will be included in an evaluation summary report to be submitted to
Lady Gowrie Adelaide.

The participatory action research approach has allowed on-going feedback throughout
the project; it has clearly informed the identification of project implementation issues
and inhibiters to the project logic. This has encouraged action with regard to training
and discussion, and unearthed a range of process issues which were addressed as the
project progressed. The approach has also facilitated the application of a broad range of
triangulated methods to gather data from the range of stakeholders engaged with the
project over time. Some of these methods have only been possible to implement with the
collaboration of project staff as evaluation partners.

The procedures employed in the evaluation have been more elaborate than was initially
envisaged and have required considerable planning and organisation to enact (notably
the collection of video footage and its professional assessment pre and post each
implemented Wave). This has been largely brought about by the absence of any one
psychometric instrument to measure parent/child attachment and related dimensions.
This has also necessitated training in evaluation and the application of evaluation tools
utilised here. The speedy implementation of the project prior to the procedures for data
collection being formalised led to some missing data in Wave 1. However the application
of the tools recommended by the Reference Group has allowed the spectrum of impacts
to be specifically measured, and the procedures established have been ethically endorsed
and were acceptable to project clients. Data collection improved as the project
progressed and is of an acceptable standard. Standardised data has been complemented
by qualitative approaches which have allowed causality to be addressed, the experiences
of staff and clients to be explored, pertinent model aspects to be unearthed and
sustainable impacts to be identified.

Following the first three waves, the evaluation has continued to collect, analyse and
present findings from clients. However, in seeking to address the higher order objectives,
the evaluation conducted semi-structured (but largely qualitative) interviews with all
staff across all sites who had engaged with the project (CEOs, managers, clinicians and
co-facilitators) and conducted focus groups with Primary Care Givers following Wave 4.
During conclusions about the model from the broad range of contextually specific
accounts generated in this process was problematic. However, a number of areas have
subsequently been identified regarding optimisation of the implementation of the model
which have been discussed with project management and will be further explored with
the project Reference Group. These refinements have been included in this report.
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The evaluation addressed project impacts over time for clients largely through a three-
month follow-up interview of all mothers from waves 1-3. The findings obtained were
highly positive and provided strong evidence of sustained impacts. This raised questions
concerning longer term outcomes for clients and the local evaluator proposed
implementing a longer term follow-up to address this. The selection of clients and the
period of time for follow-up were largely governed by the parameters of the funding
period and the evaluation resources available. With the endorsement of management
and the Reference Group, evaluation resources were shifted from the three-month to a
fifteen month follow-up (which, given the logistics of tracing some clients became an
eighteen month follow-up in some cases). All clients from Waves 2 and 3 were surveyed
and interviewed for this. The findings from this work are included in this report.

8.1 Consideration of a Control Group

The PAR design of this evaluation was informed by the need apply a methodology which
embraced and informed project evolution and development over time. The evaluation
rejected establishing a control group for a number of practical, ethical and design
reasons. The potential need for modification to the project model in the light of
evaluation findings would reformat the intervention reducing any comparisons with a
control to snapshots of the model at that particular developmental phase. Moreover, the
model was multifaceted and applied across different site contexts with a degree of
flexibility in each case.

Ethical difficulties were recognised by the local evaluator in that the control would deny
the intervention to parents identified as being in need. Logistical barriers were also
identified including: identification and recruitment of enough subjects for the control
group, problems of applying the standardised measure in an appropriate way with
control group recruits (particularly the videoing of parent interactions with their
children in their homes on ‘pre’ and ‘post’ occasions, and the infeasibility of setting up
scenarios for the ‘wellness and involvement’ scales to be applied), and the increase in
costs (including training, travel and incentives) of doing so with enough numbers of
geographically spread parents for robust comparisons to be made.

However on concluding Wave 3 it became evident that place restrictions had generated
lists of eligible parents at two specific sites who could not be accommodated into the
project. Given that the model had matured by this time, and that its nature had not
modified greatly from the initial application, the external evaluator revisited the question
of establishing a control group using these eligible parents which he raised with the
Reference Group. The advantages of using a control group primarily rest on
strengthening the case for causal attribution.

The local evaluator subsequently calculated effect sizes generated by the application of
the pre and post standardised tools to calculate the size of the control group required for
robust comparisons to be made. Since the control group is expected not to change over
time, the effect size for the pre-post difference in the project group was used as an
estimate of the difference between the project group and the control group. Sample sizes
to achieve at least an 80% power were calculated for each of dimensions addressed by
the standardised tools. A selection of these is presented in Table 12.

There are however persisting issues with establishing a control group for this evaluation:
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1. Incentives and raising expectations amongst control group recruits. The lists of
eligible people identified are not part of an official ‘waiting list’ and may not be
taken onto the project if other more ‘needy’ cases are identified following their
participation. Given the sensitivity of issues to be addressed suitable incentives
would have to be identified. However, there was an ethical need to emphasis the
possibility of being denied access to the project; this might also alleviate
Hawthorne Effects on control subjects ‘post’ responses.

2. Possible selection bias. If project subjects were systematically selected according
to perceived ‘need’ this creates differences based on need between the control and
project groups.

3. Costs of accessing eligible subjects in their homes, and additional costs of
training and data analysis.

4. The need to restrict recruitment to those two areas that have identified
contactable and eligible subjects; given the contextual differences between sites
conclusions would be restricted to specific site(s).

5. Objections from clients concerning home videoing. Preliminary work conducted
early in the project uncovered a strong reluctance amongst clients who were no
loner part of the Project to be video taped at home with their children. This may
also amplify a latent selection bias in the control group.

6. Related to 4, the demands of the Well-being observations notably the need to
establish familiarity between children and researcher raises issues of feasibility.

7. The need for ethical approval given the change in evaluation design

Given the sample sizes required and the particular difficulties that video taping presents,
use of the Emotional Availability scale is highly problematical. The Well-being
observations were not feasible given the need to pre-establish relationships with control
group children (and their parents).

However, the possibility of establishing a ‘Comparison Group’ in SA, and applying pre
and post measures of the PST and HADS was considered. Such an endeavor would have
required establishing a clear, sensitive and ethically accep2protocol which clarified
subject involvement with the project and provided adequate incentives to participate.
Control subjects would have had to be matched with project subjects to avoid selection
bias. This would have incurred considerable additional costs.

These issues were raised with the Reference Group and project management. Given the
problems and the costs involved and the current triangulated methodology which
explored causality qualitatively using multiple sources and methods, establishing a
comparison group was rejected.
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Table 12: Control Group Sample Size Calculations for Measures registering

significant pre

82

post differences

Standardised Measure | N Power
1.PSI (stress) 20 0.987
2.HADS (Anxiety) 35 0.841
3.HADS (Depression) 20 0.897
4.Wellbeing 20 0.993
5.Involvement 20 0.999
6.EA Child 105 0.810
Responsiveness to Parent

=.EA Child Involvement 65 0.818
with Parent

8. EA Parent Sensitivity 60 0.806
9. EA Parent Structuring 20 0.795




9 CONCLUSIONS AND RECOMMENDATIONS

The evaluation has demonstrated a range of sustainable impacts for mothers, children
and individual staff engaged with the project. A cultural shift in the working practices
toward the fuller implementation of PCG and continued training in this area has
occurred across all participating centers and this has been ingrained through
developments at the policy level. This has led to a change in the responsibilities of child-
care workers who have acquired a broader range of beneficial skills in the process.
Resources and skills developed or compiled for the project continue to be utilized.
Approaches developed in the project (notably the use of video recording to help parents
and staff reflect on their practices) have also been adopted in some sites as part of on-
going practice. Further project implementation will occur in at least one new site in
Queensland and work has commenced to explore adapting the project for Aboriginal
communities.

The main difficulties to emerge from this project were related to the issues generated
through enlisting a multidisciplinary approach to service provision and in attempting to
manage it across geographically dispersed sovereign and autonomous agencies with
independent managerial structures, differing missions and policies. In the former case
the difficulties were overcome through nurturing understanding and experiences of the
contributions and expertise available from the professional participants. A number of
strategies to enhance this have been identified. Coordinating the various sites proved a
greater challenge and one which may have been eased by the early establishment of
MOUs and documented project management/accountability procedures. However,
embedding the project in organizations with established managerial and accountability
structures would alleviate this issue.

The degree of training and capacity building achieved by the project has been substantial
and represents a considerable investment which has subsequently generated profound
outcomes for vulnerable families and their children. Clearly, the roles of the clinician and
co-facilitator are not sustainable without funding to support these positions. There have
been some moves made toward promoting the project in an attempt to secure funding at
a State level including several formal presentations of interim findings, but these have
not to date led to a continuation of the project. There is potential for expanding the
training role of centers across the sector and engaging clinicians as central to this work;
this has the possibility of acquiring funding for the role through this source. However,
the extent to which this would be sustainable, and the degree to which these activities
might impinge on the operations of an extended TtLG are unknown.

In the light of the evidence presented through this evaluation, there is an overwhelming
case to perpetuate the project in order to build on the investment and continue to
provide an intervention which has clear multiple positive impacts and sustainable
benefits for Australian families. A number of potential model refinement areas have been
identified and are currently being considered. Whilst there are areas of the service model
which may be subject to on-going context specific revision, the project demonstrates its
flexibility to adapt to and be adopted by different child center practices and contexts and
generate a range of successful outcomes for service providers and their clients.
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Appendix A.

Evaluation Plan Matrix






Evaluation Plan Matrix: Through the Looking Glass —A Community Partnership in Parenting — Paul Aylward (External Evaluator)
Goal: To develop and pilot a model of collaborative gamtervention and prevention for targeted parémisnprove secure attachment outcomes for youngreri in five
selected child centre sites across Australia.

Objective Strategies Process Data Impact/Outcome Data
Indicators Collection Indicators Collection
Methods Methods
1. To forge working and Establish a committed Project | Number and range of Health| Document Review Partnering Agencies /stakeholders meet Document Review

sustainable inter-sectoral
partnerships across
Australia (childcare,
health , education and
consumer) overseeing
and informing the
development and
management of the
Project.

Reference Group of partnering
agencies and parents

Engage five suitable child centr
sites to the Project

Recruit an experienced Project
Officer to liaise with mothers
and fathers, education and hea
professionals in order to develo
inclusive education resources
and activities

Develop an inclusive program g
activities for the Project

and Education Professionals
and parents contributing to
the development of the
Project and its resources

1)

Health and Education
Professionals and parent
satisfaction with processes o
engagement

tiHealth and Education

p Professionals and mothers
and fathers value the Project
and are committed to the
partnership (participation)

f
Health and Education
Professionals satisfaction
with resources/activities
developed and structure of th
Project

Parent satisfaction with
participation,

resources/activities develope
and structure of the Project

Partnerships identified and
viewed as useful and
appropriate by service
providers and parents

E Mail survey of
contributing Health and
Education agencies
(Reference Group
members)

In-Depth Interview:
Project Officer

In-Depth Interview:
Project Manager

Semi Structured
personal/telephone
interviews: clinicians,
co-facilitators, manager:
(after Wave 4).

regularly and are committed to the
Project

Inclusive Project developed
Evidence of on-going partnership (new

initiatives, linkages, activities, project
involvement)

E mail survey of contributing Health an
Education agencies (Reference Group

In-Depth Interview:
Project Officer

In-Depth Interview:
Project Manager

Semi Structured personal/telephone
interviews: clinicians, co-facilitators,
managers (after Wave 4).




Objective

Strategies

Process
Indicators

Data
Collection
Methods

Impact/Outcome
Indicators

Data
Collection
Methods

Build capacity of
participating Childcare
Centres to develop and
adopt a sustainable
integrated primary care-
giver system

Liaise with Reference Group to
organise design and delivery of

program of training

Engage five Project sites in
partnership to implement
attachment model

Deliver a two day training
workshop to recruited project
staff (clinicians, co-facilitators
and site managers

Embrace an action
learning/research approach to
coordinate, deliver, evaluate,
refine and provide on-going
support for training program in
the five Project sites across
Australia to childcare centre
front-line and project staff.

Inclusive program of training
developed — Health and
Education professional
stakeholders and mothers an
fathers satisfaction with
training program and process
of its development

Recruitment of range of

childcare centre staff service
providers across five sites to
participate in training / projec|

No’ of workshops delivered,
training provided and
refinements made

No’ and nature of staff
attending training

Attendee satisfaction with
training content, delivery,
timing and venue

Perception of appropriatenes
and usefulness of training
amongst workshop attendee

Model used in training viewe(
as useful and appropriate by
service providers

(i.e. Marvin’s ‘Circle of
Security’ attachment model)

E Mail survey of

contributing Health and

Education agencies
d(Reference Group)

Self completion
evaluation questionnairg
of childcare centre
front-line staff

Document Review

Self completion
evaluation questionnairg
for clinicians on
completion of 2 day
training. Follow up
telephone interview of
clinicians

In-Depth Interviews
with Trainers

In-Depth Interview with
sPO

Telephone Interview
Childcare Centre

] Managers and
Clinicians

Semi Structured
personal/telephone
interviews: clinicians,
co-facilitators, manager:
(after Wave 4).

Focus group — Child
care staff not directly
engaged with TtLG

Childcare service providers gain
increased awareness and knowledge o
attachment model and are equipped wi
skills and confidence to implement it

Childcare service providers value
> participation in the Project and identify
capacity building benefits

Childcare service providers (plan to)
incorporate model and learnings in
Professional practice

> Evidence of systemic change for
adoption of primary care-giver system
and integration of attachment model
(MOUSs, policy, planned activities,
professional development programs et

5

E mail surveys of project workers each
f year, and 3 months after completion of
hProject

Telephone Interview Childcare Centre
Managers and Clinicians

Self completion evaluation questionnai
for clinicians on completion of 2 day
training. Follow up telephone intervie
of clinicians

Semi Structured personal/telephone
interviews: clinicians, co-facilitators,
managers (after Wave 4)

)
Focus group — Child care staff not
directly engaged with TtLG (after Wave|
4)

Document Review

Rapid Reconnaissance

(after Wave 4)




Objective

Strategies

Process
Indicators

Data
Collection
Methods

Impact/Outcome
Indicators

Data
Collection
Methods

3.1 To equip and
empower a range of
parents of young children
with the knowledge,
awareness, confidence
and skills to successfully
overcome the barriers to
attachment

3.2 To foster and nurture
positive parent well-being
outcomes

3.3 To foster and nurture
positive child well-being
outcomes

Engage groups of seven parent

from each project site to commit sites and retained throughou

to the six —-month Project

Provide a ‘safe space’ for client
and families to interact, socialis
and express their issues.

Implement integrated Project

strategies:

. Individual counselling

. Childcare provision

. Psycho-social Group work
sessions (involving child
care worker, social worker|
nurse)

. Father sessions

s Parents recruited across five
the Project

5 No and timing of strategies
e delivered — information and
activities provided staff
engaged (including resource:

Number and characteristics @
recruited mothers and father’
(, ethnicity, disablement /
retained and not retained)

Number of client sessions
conducted / uptake of quality|
childcare provision

Clients feel the setting is safe
they enjoy using the venue,
feel relaxed there and can
freely socialise and express
their issues

Client satisfaction with
project strategies (including
childcare provision) content,
timing, delivery, venue

Staff satisfaction with project
strategies, content, timing,
delivery, venue.

Document Review

Census of parents in
each of wave x 6

using a self-Completion
Evaluation

5)

In-Depth Interview:
f Project Officer
s
In-Depth Interview:
Project Manager

Telephone Interview
Childcare Centre
Managers and
Clinicians

Semi Structured
personal/telephone
interviews: clinicians,
co-facilitators, manager:
(after Wave 4).

Focus group — Child
care staff not directly
engaged with TtLG
(after Wave 4)

Rapid Reconnaissance

Mothers and fathers report increased
knowledge, awareness, confidence, ski
attributable to the Project (*parenting
competence and style)

Parents are less depressed and anxiou
and better equipped to manage/cope
(*parenting competence and style,
improved parenting competence and
*improved family functioning)

Parents are equipped to overcome
barriers to attachment and report great
bonding attributable to the project
(*improved family functioning)

Parents are motivated and confident to
seek appropriate service support
(* parenting competence and style)

Parents report improved parenting
practices and activities support
(*parenting competence and style)

Parents report improved positive child
behaviour (*Improved child social and
emotional development)

Parents share learning with others
(*parenting competence and style)

Children exhibit increased levels of
involvement and engagement
precipitated by the project (*Improved
child social and emotional developmen

* Invest to Grow Priority Area outcomeg

Census of parents, in each of wave x 6
llsising a self-completion Evaluation
Questionnaire

Parents receive battery of Standardiseg
spsychometric instruments (pre / post
project) x 6:

Application of standardised child
wellbeing and involvement observation
scales pre and post measures: Wellbei
Observation Instrument (Winter)

erThe Leuven Involvement Scale for
Toddlers (LIS-T)

ng

In-Depth Interview:
Project Officer

In-Depth Interview:
Project Manager

Telephone survey of clients 3 months
after completion of project (first three
Waves)

Longitudinal qualitative interviews
(Waves 2 and 3) 16-18 months after
completing the TtLG project

Semi Structured personal/telephone
interviews: clinicians, co-facilitators,
managers (after Wave 4)

Focus group — Child care staff not
) directly engaged with TtLG (after Wave|
4)




Objective

Strategies

Process
Indicators

Data
Collection
Methods

Impact/Outcome
Indicators

Data
Collection
Methods

Develop and enhance
social support /friendship
networks for the target
group

Liaise with Project site staff and

clients to identify suitable

existing or new community

events, networks, group

meetings where project activitie

/ clients can be included

Integrate project activities into

existing community health

promotion and social events

Facilitate and encourage client

participation in formal and

informal social events (and thei
families) located at participating

sites

Encourage family members to
attend attachment sessions

[

Number and range of events

conducted, resources

distributed / project message

integrated

Attendance and participation

of project clients, families,
wider community, staff.

Staff and client Satisfaction

with event involvement,
content, timing, delivery,
venue.

Document Review

s Telephone survey of

clients 3 months after
completion of project
(first three Waves)

Longitudinal qualitative
interviews with clients
(Waves 2 and 3) 11-18
months after completing
the TtLG project

Semi Structured
personal/telephone
interviews: clinicians,
co-facilitators, managers
(after Wave 4)

Focus group — Child
care staff not directly
engaged with TtLG
(after Wave 4)

Clients report development/enhanceme
of social support networks
(*Inclusive communities)

Support networks are valued, sustaine:
and strengthen client community
embeddedness, connectedness and
resilience

(*Inclusive communities)

* Invest to Grow Priority Area outcome

nTelephone survey of clients 3 months
after completion of project (first three
Waves)

Longitudinal qualitative interviews with
clients (Waves 2 and 3) 16-18 months
after completing the TtLG project

Semi Structured personal/telephone
interviews: clinicians, co-facilitators,
managers (after Wave 4)

Focus group — Child care staff not
directly engaged with TtLG (after Wave|
4)




Objective

Strategies

Process
Indicators

Data
Collection
Methods

Impact/Outcome
Indicators

Data
Collection
Methods

To develop and promote
the uptake of a ‘best
practice’ model for
services working with
mothers and fathers and
children around issues of
attachment

Adopt an action research
approach to the evaluation of th
Project which informs the on-
going inclusive development of
the Model

Disseminate learning, findings
and best practice derived from
the Project:

Media releases

Promotional Launch

Poster / Conference
presentations

Publications (journal, web,
periodicals)

Compile a comprehensive staff
development program detailing
the model and its
implementation in order to
encourage uptake of model
across the sector

Evidence of integration of
eaction research evaluation
into project planning and

development

Stakeholder satisfaction with

processes adopted

Stakeholder satisfaction with

model developed

Dissemination activities and

audience reach

Document Review

Telephone Interview
with Project site
managers

In-Depth Interview:
Project Officer

In-Depth Interview:
Project Manager

Semi Structured
personal/telephone
interviews: clinicians,
co-facilitators, managers
(after Wave 4)

Production of an approved inclusive
‘Best Practice’ model

Evidence of systemic change for adopt
of primary care-giver system and
integration of attachment model (MOUS§
policy, planned activities, professional
development programs etc) beyond
Project sites.

Document Review

E-Mail survey / In-Depth Interview
oReference Group

, Telephone Interview with Project site
managers

In-Depth Interview:
Project Officer

In-Depth Interview:
Project Manager

Semi Structured personal/telephone
interviews: clinicians, co-facilitators,
managers (after Wave 4)

Critical Feedback — model refinement
Reference Group
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THROUGH THE LOOKI

NG GLASS PROJECT

ACTION PLAN JULY 06-JUNE 07

1. PROJECT SITE: Adelaide

Adelaide
ISSUE ACTION PRIORITY
Support the full integration of health and ediacat | Encourage Sally to access the HIGH
creating a single team of staff working in a Underdale site to establish relationships
partnershipapproach with staff.
Strengthen relationships between staff, increase| Provide a consultation space at HIGH
access and opportunities to meet. Underdale so that Sally can meet with
« Clinician, co facilitator and director families for 1:1 as well meet with staff
« clinician and co facilitator, to support project objectives.
» clinician and PCG's
» clinician and other CC staff
Support the development of expertise and thedfiaWork with Mary Hood to support Sally MED
integrating the modified Strange Situation to incorporate the SS procedure into the
Procedure into the EA taping and the COSI EA taping with her supervision
Maintain and build on attachment knowledge of | Schedule a review session for all staff tdIGH
staff as per agreed training calendar revisit Attachment and COS concepts
Schedule a session to introduce staff to
the concept of ‘state of mind’ building| MED
on from the COS.
Circulate articles of interest on the topic
of attachment and other TtLG related | LOW
concepts to support further learning.
Expose staff to external forums /
conferences at the local level that are
attachment focused. Send staff with | MED
agreement to report back on their
learning to all of the team.
Increase staff competence and confidence in Schedule a review session to revisit thedIGH
applying the Children’s Well Being and Children’s Well being and Involvement
Involvement Scales for all children at the centre | Scales with an implementation plan ta
build a team of staff with high level
Utilize the expertise and leadership of Cecilia and competence to support all staff to apply
Nikki with team leaders of all rooms the tool with confidence using Cecilia
and Nikki's expertise
Improve video editing skills enabling the task of | Utilize Brian or a person at the local | LOW

creating the You Are So Beautiful tape to be don
by Sally

clevel with video editing skills who can
share their knowledge skills with Sally
so that both are able to do the task

12




Adelaide

ISSUE

ACTION

PRIORITY

Ensure social capital building opportunities are
routinely available for TtLG participants to access

5 is at least one event happening each
wave that the participants can be invit
to

Create a calendar of events so that thelED

ed

Co facilitator availability to develop partnenghi
with clinician, participants, PCG and other CC fst3

Strengthen relationships between staff, increase
access and opportunities to meet.

» co facilitator , clinician and director

« co facilitator and clinician

+ co facilitator and PCG'’s

« co facilitator and room team leaders

« co facilitator other CC staff

aifhours a week to follow up on project
tasks. To support
« the application of the
Children’s Wellbeing and
Involvement Scales
» plan sessions with Jen
» prepare for facilitating session
e support the PCG
» to create video footage
e support the writing of Learning
Stories
e support CC staff practices.

Release Cecilia for a minimum of 2 x 4HIGH

|2}

Budget allocation and accountability for Implement process to invoice Gowrie | HIGH

expenditure. Adelaide TtLG Project for specific

Budget allocation for 2006-07 set costs associated with the project
implementation in Perth. Invoicing
including the detail of expenditure on a
guarterly basis.

Increase staff confidence in building secure Reuvisit the COS graphic and HIGH

attachment relationships with their primary care
groups / all children in care.

introducing staff to apply in rooms to
their primary care group.

Introduce video taping to observe owr
relationships and reflection on.

Introduce staff to sharing their learnin
with peers.

MED

LOW
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THROUGH THE LOOKING GLASS PROJECT

ACTION PLAN JULY 06-JUNE 07

PROJECT SITE: il nido

il nido
ISSUE ACTION PRIORITY
Support the full integration of health and edigrat | Encourage and support staff to meet | LOW
creating a single team of staff working in a with Sally to support their work with
partnershipapproach families both within the project and out.
Strengthen relationships between staff, increase
access and opportunities to meet.
* Clinician, co facilitator and director
» clinician and co facilitator,
« clinician and PCG's
» clinician and other CC staff
Support the development of expertise and thedfiaWork with CAMHS and Sally to book | HIGH
integrating the modified Strange Situation families into the CAMS venue to
Procedure into the EA taping and implement the | undergo the taping and interview
COSI.
Maintain and build on attachment knowledge of | Circulate articles of interest on the topitMED
staff as per agreed training calendar of attachment and other TtLG related
concepts to support further learning.
Expose staff to external forums /
conferences at the local level that are| MED
attachment focused. Send staff with
agreement to report back on their
learning to all of the team.
Increase fathers involvement Utilize the malekeowithin the local| MED
area, ‘fathers worker’ within
community agencies who may be able
to partner Sally and Kerry to deliver the
3 TtLG sessions to dads
Improve video editing skills enabling the task of | Utilize Brian or a person at the local | MED

creating the You Are So Beautiful tape to be don
by Kerry

elevel with video editing skills who can
share their knowledge skills with Kerry

do the task

so that both Sally and Kerry are able to

Ensure social capital building opportunities are

routinely available for TtLG participants to access

Create a calendar of events so that th

eMED

5 is at least one event happening each
wave that the participants can be invi

to

t‘ed

14




il nido

ISSUE

ACTION

PRIORITY

Co facilitator availability to develop partnenghi
with clinician, participants, PCG and other CC fsta

Strengthen relationships between staff, increase
access and opportunities to meet.

» co facilitator , clinician and director

« co facilitator and clinician

+ co facilitator and PCG'’s

« co facilitator and room team leaders

» co facilitator other CC staff

Release Kerry for a minimum of 2 x 4
aifhours a week to follow up on project
tasks. To support
» the application of the
Children’s Wellbeing and
Involvement Scales
» plan sessions with Jen
» prepare for facilitating session
e support the PCG
» to create video footage
e support the writing of Learning
Stories
e support CC staff practices.

|72}

HIGH

Budget allocation and accountability for
expenditure.
Budget allocation for 2006-07 set

Implement process to invoice Gowrie
Adelaide TtLG Project for specific
costs associated with the project
implementation in Perth. Invoicing
including the detail of expenditure on
guarterly basis.

MED

D

Increase staff confidence in building secure
attachment relationships with their primary care
groups / all children in care and reflective preeti
using video taping as the medium

Introduce video taping to observe owr
relationships and reflection on.

with peers.

Introduce staff to sharing their learning

MED

MED
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THROUGH THE LOOKING GLASS PROJECT

ACTION PLAN JULY 06-JUNE 07

PROJECT SITE: Salisbury

Salisbury
ISSUE ACTION PRIORITY
The clinician position to support the projecai0 | Orientate Jude to the child care site apntHIGH
FTE and new to child care. practices.
Support the full integration of health and ediarat | Provide a confidential consultation HIGH
creating a single team of staff working in a space so that Jude can meet with
partnershipapproach families for 1:1 as well meet with staff
to support project objectives.
Strengthen relationships between staff, increase
access and opportunities to meet. Plan regular meetings
» Clinician, co facilitator and director
« clinician and co facilitator,
e clinician and PCG'’s
« clinician and other CC staff
Difficulties with accessing the child care site Investigate the possibility of utilizing | HIGH
enabling participation in the program the centre bus to support families with
access difficulties.
Maintain and build on attachment knowledge of | Schedule a review session for all staff tdIGH
staff as per agreed training calendar revisit Attachment and COS concepts
Schedule a review session for all staff to
revisit primary care giving with HIGH
additional support by Cecilia and Nikkj
visiting the site to provide follow-up
support in rooms.
Schedule a session to introduce staff fo
the concept of ‘state of mind’ building| MED
on from the COS.
Circulate articles of interest on the topic
of attachment and other TtLG related | LOW
concepts to support further learning.
Expose staff to external forums /
conferences at the local level that are
attachment focused. Send staff with | MED

agreement to report back on their
learning to all of the team.

Increase staff competence and confidenc

Schedule a review session to revisit the

HIGH

16




Salisbury

ISSUE

ACTION

PRIORITY

applying the Children’s Well Being and
Involvement Scales for all children at the centre

Utilize the expertise and leadership of Jess and
Janine with team leaders of all rooms

Children’s Well being and Involvement
Scales with an implementation plan ta
build a team of staff with high level

competence to support all staff to apply

the tool with confidence using Janine
and Jess’s expertise

6 Increase fathers involvement Utilize the malekeowithin the local| MED
area, ‘fathers worker’ within
community agencies who may be able
to partner Jude and Jess to deliver the 3
TtLG sessions to dads
7 Improve video editing skills enabling the task of | Utilize Brian or other with video editing HIGH
creating the You Are So Beautiful tape to be dongskills who can share their knowledge
by Evelyn skills with Jude and Jess so that both [are
able to do the task
8 Ensure social capital building opportunities are | Create a calendar of events so that theMED
routinely available for TtLG participants to access is at least one event happening each
wave that the participants can be invited
to
9 Co facilitator availability to develop partnenshi Release Jess for a minimum of 2 x 4 | HIGH
with clinician, participants, PCG and other CC fstafhours a week to follow up on project
tasks. To support
Strengthen relationships between staff, increase » the application of the
access and opportunities to meet. Children’s Wellbeing and
» co facilitator , clinician and director Involvement Scales
« co facilitator and clinician » plan sessions with Jen
« co facilitator and PCG'’s » prepare for facilitating sessions
» co facilitator and room team leaders e support the PCG
« co facilitator other CC staff » to create video footage
e support the writing of Learning
Stories
» support CC staff practices.
10 | Budget allocation and accountability for Implement process to invoice Gowrie
expenditure. Adelaide TtLG Project for specific
Budget allocation for 2006-07 set costs associated with the project MED
implementation in Salisbury. Invoicing
including the detail of expenditure on a
guarterly basis.
11 | Increase staff confidence in building secure Reuvisit the COS graphic ai HIGH

attachment relationships with their primary care
groups / all children in care.

introducing staff to apply in rooms to
their primary care group.

Introduce video taping to observe owr

17




Salisbury
ISSUE ACTION PRIORITY
relationships and reflection on. MED
Introduce staff to sharing their learning
with peers.
LOW
THROUGH THE LOOKING GLASS PROJECT
ACTION PLAN JULY 06-JUNE 07
PROJECT SITE: Brisbane
Brisbane
ISSUE ACTION PRIORITY
LAUNCH of the project Investigate the possibilitiyhaving the | HIGH
launch in Brisbane to support building
links to services.
Support the full integration of health and edigrat | Provide a consultation space so that | MED
creating a single team of staff working in a Lisa can meet with families for 1:1 as
partnershipapproach well meet with staff to support project
objectives at both CC sites.
Strengthen relationships between staff, increase
access and opportunities to meet.
» Clinician, co facilitator and director
« clinician and co facilitator,
e clinician and PCG'’s
« clinician and other CC staff
Support the development of expertise and thedfialdentify a space where these activities MED
implementing the modified Strange Situation might be possible.
Procedure and COSI. Work with Lisa and her local level
clinical supervisor to support
implementation.
Maintain and build on attachment knowledge of | Schedule a review session for all staff tdIGH
staff as per agreed training calendar revisit Attachment and COS concepts
Schedule a review session for all staff to
revisit primary care giving with HIGH
additional support by Cecilia and Nikkj
visiting sites to provide follow-up
support in rooms.
Schedule a session to introduce staff fo
the concept of ‘state of mind’ building| MED
on from the COS.
Circulate articles of interest on the topic
of attachment and other TtLG related | LOW

concepts to support further learning.
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Brisbane

ISSUE

ACTION

PRIORITY

Expose staff to external forums /
conferences at the local level that are
attachment focused. Send staff with
agreement to report back on their
learning to all of the team.

MED

Increase staff competence and confidence in
applying the Children’s Well Being and
Involvement Scales for all children at the centre

Utilize the expertise and leadership of Lisa Pthwi
team leaders of all rooms

Schedule a review session to revisit t
Children’s Well being and Involveme
Scales with an implementation plan ta
build a team of staff with high level
competence to support all staff to app
the tool with confidence using Lisa P’g
expertise

¢HIGH

ly

Increase fathers involvement

Identify a male workithin the local
area, ‘fathers worker’ within

to partner Lisa and Lisa to deliver the
TtLG sessions to dads

community agencies who may be able

MED

Improve video editing skills enabling the task of
creating the You Are So Beautiful tape to be don
by Lisa P

Identify a person at the local level with
cvideo editing skills who can share the
knowledge skills with Lisa so that bott
are able to do the task

MED

Ensure social capital building opportunities are

routinely available for TtLG participants to access is at least one event happening each
wave that the participants can be invited

Create a calendar of events so that th

to

ek©OWwW

Promotion of the project, building relationshigish
referring agencies.

Deliver a consistent message for
referring agencies. TtLG intervention
has multiple components

group, 1:1 and child care. It's a
package.

Promote what is unique about TtLG a
why it is successful using hard
evidence.

Identify opportunities for presenting th
project at forums to promote across
health education and welfare raising
others awareness to support referrals

HIGH

10

Co facilitator availability to develop partneish
with clinician, participants, PCG and other CC fstg

Plan the release Lisa for a minimum

HIGH

1f2 X 4 hours a week to follow up on
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Brisbane

ISSUE

ACTION

PRIORITY

Strengthen relationships between staff, increase
access and opportunities to meet.

» co facilitator , clinician and director

« co facilitator and clinician

+ co facilitator and PCG’s

« co facilitator and room team leaders

« co facilitator other CC staff

project tasks. To support

» the application of the
Children’s Wellbeing and
Involvement Scales

» plan sessions with Jen

» prepare for facilitating session

e support the PCG

» to create video footage

e support the writing of Learning
Stories

» support CC staff practices.

Plan ahead regular release as standard

with scheduled backfill as routine.

|72}

11 | Budget allocation and accountability for Implement process to invoice Gowrie | HIGH
expenditure. Adelaide TtLG Project for specific
Budget allocation for 2006-07 set costs associated with the project
implementation in Perth. Invoicing
including the detail of expenditure on a
guarterly basis.
12 | Increase staff confidence in building secure Reuvisit the COS graphic and HIGH

attachment relationships with their primary care
groups / all children in care.

introducing staff to apply in rooms to
their primary care group.

Introduce video taping to observe owr
relationships and reflection on.

Introduce staff to sharing their learnin
with peers.

MED

LOW
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THROUGH THE LOOKING GLASS PROJECT

PRIMARY CAREGIVING ACTION PLAN

JULY 07-JUNE 08

PROJECT SITE: PERTH

Perth
ITEM ACTION RESPONSIBLE TIME
PERSON FRAME
To gain an increased Arrange for Virginia to visit the Virginia in partnership Aug 07
understanding of primary Adelaide Gowrie for observation of | with Kaye and Pam
caregiving as an approach and | Primary caregiving in rooms and to
ideas for supporting the meet with Kaye Colmer and or Bec
implementation process Heath at il nido CCC to discuss the
implementation of the approach,
history of their sites journey and to
gain support for addressing challenges
To build a sound foundation of | Arrange for Virginia Sarah and Virginia Sarah Michelle in
attachment knowledge that Michelle to visit Adelaide to attend the partnership with Pam
underpins primary caregiving as ag day training with Kent Hoffman in
approach supporting the August
development of ‘champions’ at the
site to lead staff change
Invitation for Perth Gowrie staff to Letter to be sent to staff form Nikki andNikki and Cecilia in July 07
join with Nikki and Cecilia on a | Cecilia inviting them to join them on a partnership with Perth
journey journey over the coming year with a | Team
focus on discussing and reflecting on
attachment concepts and application|to
the child care setting to support
establishment of primary caregiving
Mentoring support to Perth Staff to be invited to keep a journal - | Nikki and Cecilia in July 07-
Gowrie staff delivered by Nikki | recording reflections partnership with Perth June 08

and Cecilia supporting the Prima
caregiving approach establishme
Cecilia to support Kewdale
Nikki to support Karawarra in a
coordinated approach

Yy
nkonthly or 6 weekly contacts throug
emails to

Discuss as an email group questiong
that are focused to create reflection g
specific child care activities that meet
the needs of children

Share reflections through email

Share experiences of changing from
behaviouralist approach to a

relationship based approach through
email

Provide specific action learning
activities that can be provided to staff
to implement in the centre that can

leadership team and Perth
N CC staff

provide further discussion points at

21




Perth

ITEM ACTION RESPONSIBLE TIME
PERSON FRAME

staff meetings
Provide discussion points / ideas for
team leaders so that team leaders of
rooms can discuss them with staff in
their rooms and lead change within
their room and link to an activity
within the staff meeting
Topics to be explored may include:
1) COS Top Half: Secure Base, support
my exploration
Watch Over Me, Delight in Me, Help
Me, Enjoy with me
What does each of these mean?
What do they look like?
Examples of within the rooms,
different ages
What's the child’s specific cues that
indicate each need?
How do we need to respond within a|
primary caregiving approach?
Share What's my personal experiencg
of this
2) COS Bottom Half: Safe Haven
Welcome my coming to you, Comfort
Protect Me, Comfort me, Delight in me
Organize my feelings
What does each of these mean?
What do they look like?
Examples within the rooms, different
ages
What's the child’s specific cues that
indicate each need?
How do we respond within a primary
caregining approach?
Share What's my personal experiencg
of this
3) COS Hands: Taking Charge
What does this mean?
When it is required?
What does it require?
What's the cues?
How to respond and where does it fit|in

a primary caregiving approach
Examples of

4) Bigger Stronger Wiser and Kind,

being Emotionally Available
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Perth

ITEM

ACTION

RESPONSIBLE
PERSON

TIME
FRAME

What does this mean?
Being both sides of the circle for all th
children within my primary care giving
group and within my room

What does it mean to working as a
primary caregiver in a primary
caregiving system within a room
Teamwork,

Others supporting me and my
relationships

5) Wellbeing and Involvement Link
How it all fits together

6) In Their Shoes, experience of care|
from the place of the child

Child experiences of care, of feeding
sleeping, toileting, learning / playing,
exploring within a primary caregiving
approach

Relationship based care

e
)

Provide follow up training sessiol
to staff in Perth

n Nikki and Cecilia to revisit Perth in
2008 and provide a further session
building on the foundation and speng
time with staff within the rooms

Nikki and Cecilia in

| Project Team

supporting the change

partnership with Perth

Early 08
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Appendix c.

TtLG Manual Contents and Resources
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TiLG Manual Contents and Project Resources

CONTEXT

The importance of the early years

Brain development hard wiring
Early relationships matter
Infant mental health
Attachments

INTRODUCTION

Project overall aims

Theoretical underpinnings

Early intervention
Social Capital
Multi disciplinary team
Partnerships & Collaboration
Attachment theory

PROJECT COMPONENTS

Key ideas/ concepts

Childcare and Primary Caregivin
Clinician and child care staff link
Group program and goals

Program staff

Primary caregiver
Co-facilitator - childcare worker
Clinician
Centre Director/Manager

Program
Weekly group sessions

Weekly sessions 1 — 18

insert program information

Group attendance

Group functioning — problems and solutions

Individual counselling and support

Setting goalthwgarents
Home visiting
Staff guidelines: vehicle use, mobile phones

Video work

Guidelines

Fathers involvement

Rationale
3 specific sessions

Learning Stories

Childcare PCG stories for TtLG ife®

Social Capital Building

Training

Foundation training modules
Ongoing training

POLICY & PROCEDURES

Partnerships

Identifying agencies
Forming agreements

Referrals Processes for recruiting families taypam
Selection Assessment Process
Selection Process: criteria for inclusion
Families not offered a place
Records Guidelines for case conferencing

Confidentiality (Child protection)
Documentation: assessment and genogram;
Social mapping circles diagram

Professional Development

Clinical supervision
Communication
Case Review

Childcare Centre

Procedures

HR ISSUES

Recruitment Processes

Developing Job Descriptions
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Identifying and recruiting staff with specific extise
Identifying and recruiting Child Care Centres
Advertising

Roles and Responsibilities

Childcare centre Manager/ director
Clinician

Co Facilitator

Primary Caregivers

Performance Management Processes
Supervision

Induction Staff Induction Processes, to child caveroject
Orientation of Families to childcare
APPENDICES Forms1. Broad program outline

. Circle of Security Graphic

. Circle of Repair Graphic

. Evaluation forms

. Promotional Flyer Brochure

. Referral Form

. Selection Criteria

. Letter of confirmation

. Contract of understanding

10. Consent from for use of video
11. Consent form for audio taping

©Co~NoOOUhhWwWN

12. Parent(s), PCG, Clinician Interview outlinenfs
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PROJECT RESOURCES

TiLG families
Resources Source
Handouts Circle of Security (COS) COS project USA
graphics Circle of Repair (COR)
Attachment handouts
COS fridge magnet TtLG project
DVDs ‘Shark Music’ COS project USA
‘Zoe-Brain-Repair’ COS project USA
‘You Are So Beautiful’ TtLG project
‘The Fathers / Child Journey’ Gowrie Adelaide andMZHS
Books Series of children’s books on feelings  Author: Trace Moroney
(Angry, Lonely, Sad, Kind, Scared &
Happy)
‘I Love My Mummy’ children’s book
‘Ourselves in Their Shoes’ Author: Anne Stonehouse
Cue cards NCAST cue cards (feelings/emotions) NCAST USA
Messages from childhood cards
Posters Parenting and Relationship posters Anne Stonehouse
Videos/DVDs Movies supporting group discussions:
Finding Nemo
Riding in Cars with Boys
American Beauty
Kenny
Toys Purpose: For use during parent-child dyad
taping
Cameras Purpose: Photo Voice Activity by parents

Childcare staff

Resources
Videos

Handouts
graphics

Video cameras

Primary caregiving

Secure attachments

Parent partnerships

Play that’s real

Video training with Robyn Dolby

Circle of Security (COS)

Circle of Repair (COR)

Attachment handouts

Purpose: Taping parent-child dyads

Gowrie Adelaide

COS project USA
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Appendix D.

Evaluation Toolset:;

1. Evaluation summary sheets Clinicians and Ttafifies

2. Client consent form & evaluation information

3. Client demographics form

4. Hospital Anxiety Depression Scale (HADS)

5. Parenting Stress Index (PSI)

6. Emotional Availability Scales

7a. Children’s Wellbeing Observation Measure

7b. Children’s Involvement Observation Measure

8a. Mothers post-program questionnaire

8b. Fathers post-program questionnaire

9. Mothers (three month) follow-up telephone iniew schedule
10. Reference Group email survey

11. Co-facilitators email survey

12. Program managers interview schedule

13. Focus Groups of Primary Care Givers (PCG) pidGuide

14. Survey of TtLG Site Professional Stakeholdetanagers
(CEOs), Clinicians and Co-Facilitators

15. Mothers (16-18 month) follow-up telephone imtew schedule
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Appendix D.1

TtLG Evaluation Summary Sheets
family and clinician

33



34



FAMILY SUMMARY SHEET

INSTRUCTIONS:V =Yes X =No Relevant Scores to be recorded.

Please send a copy of this form into TtLG evaluatio Thebarton by Week 6. Summary sheet to be sent at
the completion of TtLG program.

FAMILY CODE:
FAMILY NAME: Mother’s name: Contact phone no.
Evaluation Demographic Post program
consent information evaluation
form guestionnaire
PARTNER Attended Fathers Father’s session
Sessions evaluation form
MOTHER Receiving Taking Attending other  Using
Treatment of depression* clinical medication program or alternative
treatment agency therapies
*information collected in
assessment process
MOTHER HADS Videotaping for
PSI Anxiety Depression EA Score

Pre Post Pre Post Pre Post Pre Post
CHILDREN Details & name of PCG WELL-BEING INVOLVEMENT
Name Age | Sex | Prescore Post score Pre score Post score

M/F

1
PCG*
2
PCG
Continued with Withdrew from Reasons:

childcare after TtILG TtLG program

PLEASE MAKE ANY COMMENTS ON THE REVERSE SIDE OF THI S PAGE

35




TtLG Clinician Evaluation Summary Sheet

Site details Wave Start Finish
No. date date

Clinician name: Quialifications:

Co-facilitator name: Quialifications:

Number of families Number of children

STARTING: in child care:

Number of families Number of children continuing

FINISHING: in child care:

Evaluation Data Collection Tasks
Each family has a 1 page evaluation summary shides provides a checklist of the key evaluatiotadhat

project workers will be required to collect fronrieipating families. As the tasks are completéahpe tick or
cross the boxes or record the relevant score. &jddsks are summarised below:
1. Obtain InformedConsentfrom clients for evaluation questionnaires antbfgtup telephone survey.
2. Collectdemographic information sheet and assessment inforation re: treatment for depression
3. Application of Standardised toolsfor clients:

» Parenting Stress IndeR$I) tests - pre and post program

(Forms to be sent back to Margaret at Gowrie Thehdor scoring)
* Hospital Anxiety and Depression ScateADS) pre and post

* Videotaping for Emotional Availability scoreBA) — pre and post program.

4. Collection of pre and post scores ¢bildren’s well-being and involvement standardised tools to be
administered by co-facilitator/ primary caregiver.

5. Maintain areflective journal — thoughts, concerns, issues etc. to assist wétuation feedback.

6. Within 4 - 6 weeks of the program commencin@géesend a copy of each family’s evaluation sumisiaggt
to Evaluation assistant at Thebarton. This wilistswith the data collection and analysis.

7. Return family summary sheets and evaluation $aaitrthe completion of each wave, together with tboiver
sheet.

Thankyou for your help with the evaluation, if ybave any questions please contact:

Margaret O’Neill Lady Gowrie Child Centre
T: 08 8352 5144 39a Dew Street
F: 08 8234 1217 Thebarton SA 5031

E: margareto@gowrie-adelaide.com.au
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Appendix D.2
Client consent and information forms
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THROUGH THE LOOKING GLASS PROGRAM

CONSENT FORM FOR PARTICIPATION IN THE EVALUATION

being over the age of 18 years hereby consentrtizipate as requested in the evaluation of theligh the
Looking Glass Program.

1. | have read the evaluation information sheet predid
2. Details of evaluation activities have been explditemy satisfaction.
3. lam aware that | should retain a copy of the Eatidun Information Sheet and Consent Form for future

reference.

4, | understand that:
. I may withdraw at any time from the evaluation il disadvantage and am free to decline to

answer particular evaluation questions.

. The privacy and confidentiality of any informatibprovide will be safeguarded as explained in

the Evaluation Participant Information Sheet.

. While the information gained in this evaluationdstunay be published | will not be identified, and
individual information will remain confidential.

. Whether | participate or not, or withdraw aftertpapating, will have no effect on any service that
is being provided to me.

5. Are you willing to take part in a follow-up evaltion phone call 3 to 4 months after you have detad

the Through the Looking Glass Program?

Circle your response: YES NO. If agreeingfohonecall please record your phone
etalS: ... e
Participant’s signature.............cccovii i e, Date.......ooovvvevvnnnnn.

| certify that | have explained the evaluation sttmthe Through the Looking Glass client and cdesthat she/he
understands what is involved and freely consenpatticipation in the evaluation research.

Signature.........cooiiiiii Date....ccooevviiiiiiinnns

NB. Two signed copies should be obtained (cliewt ewaluator)
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Through the Looking Glass Evaluation Information

TheThrough the Looking Glass part of the Stronger Families and Communitigat&gy, an Australian
Government initiative that provides funding forlgarhildhood programs and resources. As a requdrgrof this
funding local programs, such @krough the Looking Glashave to collect evaluation information on how the
program is working for parents.

Evaluation is an important process. It can idgritdw effective a program is and what factors iefice program
activities and why. Your feedback is a very valagtart of this process. Data from the evaluatioitishe used to
further develop th&@hrough the Looking Glaggograms that will follow on after your programstianished. The
evaluation findings will be collected by myself,the local evaluator. | am keen to find out whatdls worked
well for you and also what you would like to havend differently.

As part of the evaluation you will be asked toifilla range of different forms at the start and #& end of the
program. This is an important evaluation strategyt helps to show any changes that occur asuli cég/our
participation in thé'hrough the Looking Glaggogram. The evaluation questions will ask alyouir level of
satisfaction with the different activities of thrbugh the Looking Glass program and your awareaieds
understanding of the Through the Looking Glass raag There will also be some demographic questitaisare
required by the National Evaluation of the Stronfgamilies and Communities Strategy.

There are no right or wrong answers to any of thestjons on the evaluation forms. The idea isnply find out
how you are feeling at the beginning and the ertdégprogram. | would also like to contact yowask a few
questions, over the phone, a few weeks after yoshithe program. This will be an opportunity you to talk
about your participation in thehrough the Looking Glaggogram and describe how it has influenced your
parenting.

Participants maybe contacted at a later date iteittvem to take part in a focus group discusshmuaitheir
experiences. The focus group will be an opporyuitalk about the longer term impacts of takiagtpn the
Through the Looking Glass program.

Your participation in the evaluation is voluntarydayou may withdraw at any time without disadvaetaghere is
no payment for participation in the evaluation gtudfour answers will be treated in the strictést@nfidence.
There will be no names or means of identificatiomamy write up of the evaluation findings. Youfoirmation will
remain confidential except in the case of a legguirement to pass on personal information to aizéd third
parties. This requirement is standard and appi@sformation collected in both research and n@eagch
situations. Such breaches of confidentiality are,rhowever we have an obligation to inform yothes
possibility.

This evaluation study has been approved by thed@m| Youth & Women's Health Service Research Ethic
Committee, Adelaide SA. The Secretary of the Catemj Ms Brenda Penny, can be contacted by telepbior®8
8161 6521.

Your contribution is very much valued and | hopattyou enjoy your time with th€hrough the Looking Glass
program. Please contact me if you have any question

Margaret O’'Neill Lady Gowrie Child Centre Phone: 08 8352 5144
Evaluation 39a Dew St Email: margareto@gowrie-adelaide.com.au
assistant. Thebarton SA 5031
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Appendix D.3

Client demographics form
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DATE TtLG Code:

*Clinician to insert

Through the Looking Glass (TtLG) Program Family information

Please tick/ the appropriate box or write your answers in BLOETTERS.

1

Q
Q
] child support
Q

What is your age? years

Please answer the following questions in relatioio your child/ children in TtLG childcare

Child1 Male a Female a Age

yrs months
Child2 Male [ Female [] Age yrs months
Child3 Male [ Female [] Age yrs months

How are you related to your child/children who ispart of the Through the Looking Glass program?

] Mother ] Grandparent

] Father [ Other(please specify

In which country were you born? Australia Q Other(please specifyjd
Do you speak a language other than English at haf Yes a No a

Other languagéplease specify)

Are you of Aboriginal or Torres Strait Islander ori gin? Yes ] No [

What is the highest level of education that you havcompletedAmark one only)

D University degree D School Year 10 or equivalent
] Certificate or diploma from TAFE or College [ School Year 9 or lower

[ School Year 12 or equivalent [ Never attended school

D School Year 11 or equivalent Qa Other (please specify)

Which of the following best describes your currenemployment status? (mark one only)

O Infull-time work ] Retired

D In part-time work D Not working (but not looking for work and not retit)
[ Incasual work ] Studying

[ Onleave from paid work [ Full-time parent

D Unemployed and looking for work D Other(please specify)

What is your main source of income¥mark one only)

Wages or salary earned by you or your partner

Government benefit, pension or allowance

Other(please describe)

Thankyou for your time and effort in completing thiform.
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Appendix D.4

Hospital Anxiety Depression Scale
and Scoring sheet
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Date:

Office Use Only

Pre Post CODE

This questionnaire is designed to help the Thrabhgh_ooking Glass facilitators understand
how you are feeling. Please read each statemdniraterlinethe reply
which comes closest to how you have been feelingarpast week.

Don’t take too long over your replies. Your immediaeaction to each statement will
probably be more accurate than a long thoughtemganse.

1 |feel tense or ‘wound up’

a

b
c
d

Most of the time
A lot of the time
From time to time, occasionally

Not at all

2 | still enjoy the things | used to enjoy

a

b
c
d

Definitely as much
Not quite so much
Only a little
Hardly at all

3 | geta sort of frightened feeling as if somethigpawful is about to
happen

a

b
c
d

Very definitely and quite badly
Yes, but not too badly

A little, but it doesn’t worry me
Not at all

4 | can laugh and see the funny side of things

a

b
c
d

As much as | always could
Not quite so much now
Definitely not so much now
Not at all

Please continue over the page
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Worrying thoughts go through my mind
a A great deal of time

b A lot of the time

c From time to time but not too often
d

Only occasionally

| feel cheerful

a Not at all

b Not often

c Sometimes

d Most of the time

| can sit at ease and feel relaxed
a Definitely

b Usually
c Not often
d Not at all

| feel as if | am slowed down
a Nearly all the time

b Very often
c Sometimes
d Not at all

| get a sort of frightened feeling like ‘butterfiies’ in the stomach
a Not at all

b Occasionally

c Quite often

d Very often

Please continue



10

11

12

13

14

| have lost interest in my appearance

a Definitely

b | don’t take as much care as | should
c I may not take quite as much care
d

| take just as much care as ever

| feel restless as if | have to be on the move
a Very much indeed

Quite a lot

Not very much

o O T

Not at all

| look forward with enjoyment to things
a As much as ever | did

b Rather less than | used to

c Definitely less than | used to
d

Hardly at all

| get sudden feelings of panic
a Very often indeed

b Quite often

c Not very often

d Not at all

| can enjoy a good book or radio or TV programme
a Often

b Sometimes
c Not often

d Very seldom

Thankyou for answering these questions. Pleasd tian
completed form back to your facilitator
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HADS Scoring Sheet Instructions

Please circle the number corresponding with themia response, sum the items and then recorddoctaés for each Anxiety
and Depression subscale. For the purposes ofttl@@ grogram evaluation the HADS will be given tackalient pre and post
program delivery. HADS scores are to be recordethe Evaluation Summary Sheet.

Each item is scored from 0 to 3. The total scomege from 0 to 21 for the Anxiety Subscale (Q3,,39,11,13) and also the
Depression subscale (Q. 2,4,6,8,10,12,14).

The score ranges can be classified ‘normal’ (Q¥¥ld (8-10); moderate (11-14) and severe (15-21).

Date Pre Post Name/code
Anxiety Depression
1 a 3 2 a o0
b 2 b 1
c 1 c 2
d o d 3
3 a 3 4 a o0
b 2 b 1
c 1 c 2
d o d 3
5 a 3 6 a 3
b 2 b 2
c 1 c 1
d 0 d o
7 a o 8 a 3
b 1 b 2
c 2 c 1
d 3 d o
9 a o0 10 a 3
b 1 b 2
c 2 c 1
d 3 d o0
11 a 3 12 a 0
b 2 b 1
c 1 c 2
d o d 3
13 a 3 14 a o0
b 2 b 1
c 1 c 2
d o d 3
SCORE




Appendix D.5

Parenting Stress Index
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Abidin RR, (1995) Parenting Stress Index Professional Manual (3" ed). PAR
Psychological Assessment Resources, Inc. Florida. www.parinc.com

Forms to be purchased from registered supplier.

Parenting Stress Index (PSI) short form is onlgilable from TtLG project manager
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Appendix D.6

Emotional Availability Scales

53






Emotional Availability Scales
Reference:

Biringen, Z., et al., (1998). The Emotional Availity Scales, (3 ed.), Attachment and
Human Development, 2, 256-270.

PARENT DIMENSIONS

Range

Criteria

* Sensitivity

1-9

O©O~NUTWpR

Highly insensitive
Somewhat insensitive
Inconsistently sensitive
Generally sensitive
Highly sensitive

» Structuring

g1 W =

Non-optimal structuring
Inconsistent structuring
Optimal structuring

* Non-intrusiveness

1-5

g1 W

Intrusive
Somewhat intrusive
Non-intrusive

* Non-hostility

1-5

g1 W

Markedly & overtly hostile
Somewhat intrusive
Non-intrusive

CHILD DIMENSIONS

Range

Criteria

e Child responsiveness to parent 1-7

~N Ol W

Clearly non-optimal in responsiveness
Somewhat non-optimal

Moderately optimal

Optimal

* Child involvement with parent

1-7

N Ol W

Clearly non-optimal involving behaviour
Somewhat non-optimal

Moderately optimal

Optimal
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Appendix D.7a

Children’s Wellbeing Observation Measure
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TtLG Family code Centre Date

Child’s name Age Sex

Observer's name

OVERALL WELLBEING SCORE ... Pre ....... or Post ........

TheThrough the Looking Glass (TtLG) evaluation requires two overall wellbeing obséores
scores for each child participating in the program:
1. Pre-scorerecorded within 4 weeks of the child startingre thildcare centre (allow
time for child to settle, at least 4 sessions egpenings + 2 afternoons)
2. Post-scorerecorded sometime during the last 2 weeks of thiher's participation in the
TtLG program.
TtLG co-facilitator to record the scores on the ifgravaluation summary sheet.

The Wellbeing Observatiomstrument is designed to help identify the qualif of the
curriculum measured through 3 dimensions of wellbeing (with 12 signals)*.

1 Happiness and satisfaction 2 Social functioning 3 Dispositions

= Confidence and self esteem = Social initiative = Openness and

= Sense of self = Assertiveness receptivity/ Pleasure in
= Vitality = Coping/flexibility exploring

= Enjoyment/Sense of humour = Positive attitude towards = Pleasure in sensory

= Ability to rest and relax warmth and closeness experiences

=  Persistence/ robustness

*(signals adapted from Mayr and Ulich 1999; Laeve@$7)

INSTRUCTIONS

» Make 8 observations of 5 minutes eacbwver 4 hours for each child

* Make 4 observations in the MORNINGand 4 in the AFTERNOON

* In each observation focus on one child's behavioutheir activities and the educators' and other
children's interactions with them

» After each 5 minute observation, take time to makaotes and ratings on the 12 signals outlined
in the following table (pg 2-3).

» Record the occurrence of specific behavioural sigt&by checking the indicator according to
the predominant phenomenon

v IF POSITIVE

X IF NEGATIVE

- IF NOT OCCURRING THROUGH MISSED OPPORTUNITY
O IF NO OPPORTUNITY TO OBSERVE

» After each observation summarise the score for eaatf the 3 dimensions of wellbeing as: |
(low), m (medium) or h (high)
» Describe the context
» Judge an overall wellbeing score between 1 and 5rfeach observation, refer to table on pg4
 Record anOVERALL WELLBEING SCORE by calculating the average of the 8 observation
scores ( see page 7).
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This instrument was adapted from a wellbeing scleeduginally developed by Pam Winter, itself an
adaptation of the work of Mayr and Ulich (1999).ildren’s well being is one of the most important
indicators of quality for educational settings gmebcesses and is a complex physical and psychabgic
state and disposition. It includes good physicalltieand feelings of happiness, satisfaction anttessful
social functioning and interactions in the enviraamh

Domains and signals of wellbeing 1 2 3 4 5 6 7 8

1. HAPPINESS AND SATISFACTION

Confidence, self esteem

Trusts (biological needs are satisfied without atyxi-
feeds, settles, toilets calmly)

Expresses wants, needs, ideas, feelings

Tries out things, risking the possibility of being
unsuccessful

Recovers from unsuccessful attempts relativelyldwic

Looks for/creates realistic challenges for self

Asks for help when needed

Initiates and engages in interactions, social aetepd
play

Sense of self

Recognises and begins to regulate own needs, wishes
feelings

Confidently expresses wishes, preferences, opinions

Shares the joy and success of self and others

Accepts verbal and non verbal attention from others

Vitality

Is alert and active

Is spontaneous

Has lively posture and movements

Enjoyment/sense of humour

Demonstrates pleasure in authentic experiencesvaysl

Enjoys fun, jokes, humour

Engages in experiences with enthusiasm

Ability to rest and relax

Signals need for rest, retreat

Regulates rhythms of activity and rest (retreatemtired)

Has periods of calmness

2. SOCIAL FUNCTIONING

Social initiative

Reaches out to others

Is receptive and responds to the stimuli/suggestidn
others

Attracts other children

Negotiates
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2. SOCIAL FUNCTIONING cont'd

Assertive

Has a sense of own space

Is not unduly pressured by claims of others

Objects when personal rights are threatened

Wants to be considered

Asks for help/comfort

Coping /flexibility

Is flexible, accepts help/support when needed

Recovers from distress/ excitement/ confusion/tfati®n

Can be comforted

Calms/quietens (using own strategies)

Can be distracted if appropriate

Remains ‘accessible’ when distressed

Cooperates

Accepts bottom lines/boundaries

Positive attitude towards warmth and
closeness

Enjoys being close/cuddles

Reaches out for physical contact

3. DISPOSITIONS

Openness and receptivity/pleasure in exploring

Is alert, open, direct body language

Is aware of those around

Tries new and unmastered activity positively

Takes time to wonder and experiment

Is curious, questions, actively seeks out things to
investigate/explore

Considers alternatives

Pleasure in sensory experiences

Enjoys meals

Enjoys smelling things

Enjoys movement

Listens to music and nature’s sounds

Visually tracks and observes attentively

Uses expressive materials with enjoyment eg dosegyg,
paint

Persistence/robustness

Tries again when faced with a problem

Persists with optimism

Not easily distracted when concentrating
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WELLBEING DIMENSIONS

Summarise the score for each of the 3 wellbeingedsions as |=low, m=medium or h=high,
based on notes and ratings of the 12 signals dbeiet

1. Happiness and satisfaction Imh
2. Social functioning Imh
3. Dispositions Imh

OVERALL WELLBEING LEVELS
Judge an overall wellbeing level for each observatn

Level Description

1 Emotionally uncomfortable, displays of negative gyoms eg crying, hurting, withdrawn,
unhappy, tense, easily overwhelmed

2 Seldom displays enjoyment, signs of level 1 abalitthe time, alternating with neutral and some
positive signals, may take pleasure in disrespkatfys eg hurting others

3 Occasional signs of emotional discomfort, generafipears 'quite happy’, reasonable self
confidence and enjoyment without intensity

4 High level generally happy with few signs of ematibdiscomfort, adequately succeeds in
meeting their needs

5 Extremely high secure attachment patterns, radidtality and self esteem, shows initiative,
curiosity and pleasure in activities; receptiveanoaunicative, self guided and flexible, lots of
positive interactions

Please circleO scores
MORNING OBSERVATIONS

Observation 1 Time: am

Context description (eg With what, why, where, howvas child engaged? Who was with them?

Wellbeing dimensions Score Overall Comment about any
wellbeing factors influencing
level observation.

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions I'm
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MORNING OBSERVATIONS

Observation 2 Time: am

Context description (eg With what, why, where, howvas child engaged? Who was with them?)

Wellbeing dimensions Score Overall Comment about any
wellbeing factors influencing
level observation.

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions lm

Observation 3 Time: am

Context description (eg With what, why, where, howvas child engaged? Who was with them?)

Wellbeing dimensions Score Overall Comment about any
wellbeing factors influencing
level observation.

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions Im

Observation 4 Time: am

Context description (eg With what, why, where, howvas child engaged? Who was with them?)

Wellbeing dimensions Score Overall Comment about any
wellbeing factors influencing
level observation.

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions Im
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AFTERNOON OBSERVATIONS

Observation 5 Time: pm

Context description (eg With what, why, where, howvas child engaged? Who was with them?

Wellbeing dimensions Score Overall Comment about any
wellbeing factors influencing
level observation.

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions lm

Observation 6 Time: pm

Context description (eg With what, why, where, howvas child engaged? Who was with them?

Wellbeing dimensions Score Overall Comment about any
wellbeing factors influencing
level observation.

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions I'm

Please continue over the page for observations 7@8.

64



AFTERNOON OBSERVATIONS

Observation 7 Time: pm

Context description (eg With what, why, where, howvas child engaged? Who was with them?)

Wellbeing dimensions Score Overall Comment about any factors
wellbeing influencing observation.
level

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions Im

Observation 8 Time: pm

Context description (eg With what, why, where, howvas child engaged? Who was with them?)

Wellbeing dimensions Score Overall Comment about any factors
wellbeing influencing observation.
level

Happiness and satisfaction Imh

Social functioning Imh 12345

Dispositions lm

OVERALL WELLBEING LEVEL SCORE = average score of all observations

Observation 1 2 3 4 5 6 7 8 Total
Score
Average of 8 observations = Please record this score on the front page

Any extra comments can be written on the reversehig page
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Appendix D.7b

Children’s Involvement Observation
Measure
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TtLG Family code Centre Date

Child’s name Age Sex

Observer’'s name

OVERALL INVOLVEMENT SCORE ~  ............ Pre ....... or Post ........

TheThrough the Looking Glass (TtLG) evaluation requires two overall involvement
observations scores for each child participatintheprogram:
3. Pre-scorerecorded within 4 weeks of the child startinghet thildcare centre (allow
time for child to settle, at least 4 sessions egpenings + 2 afternoons)
4. Post-scorerecorded sometime during the last 2 weeks of thiher's participation in the
TtLG program.
TtLG co-facilitator to record the scores on the ifgravaluation summary sheet.

INSTRUCTIONS

* Make8 observations of 2 minutes eaghat a minimum o5 minute intervalswith 4
observationsin themorning and4 observationsin theafternoon

e Judge a score of I=low, m=medium or h=high for eaicthe followingsignals of
involvement (see appendix notes for more information on sgpéinvolvement).

v concentration

energy

persistence

expression/posture

reaction time

language

creativity/complexity

v’ satisfaction
» Judge amverall involvement level for each observatiomccording to the following
table (see appendix notes for more informationeselk of involvement).

AN N Y NN

Levels of Involvement

1. | No activity aimless, absent minded
2. | Interrupted activity tinkering/dreaming
3. | More or less maintained activity busy but routire actions without much
devotion, few signals of involvement
4. | Activity with intense moments strong involvemenbut not all signals
Maintained intense activity involved with esserml signals

After all observations are completed please calcuia an overall involvement score by
averaging the 8 observation scores.
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MORNING OBSERVATIONS

Observation 1: Time

am

Description

Signals of involvement

Involvement
level

Comments

Concentration
Energy

Persistence
Expression/posture
Reaction time
Language
Creativity/complexity

Satisfaction

1234 5

3 3 3 3 3 3 3 3
> - - 5 T T S =

Observation 2: Time

am

Description

Signals of involvement

Involvement
level

Comments

Concentration
Energy

Persistence
Expression/posture
Reaction time
Language
Creativity/complexity

Satisfaction

12345

3 3 3 3 3 3 3 3
> - - - T T T =
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Observation 3: Time

am

Description

Signals of involvement

Involvement
level

Comments

Concentration
Energy

Persistence
Expression/posture
Reaction time
Language
Creativity/complexity

Satisfaction

3 3 3 3 3 3 3 3

> oS oS oS oS —S ©S- T

1234 5

Observation 4: Time

am

Description

Signals of involvement

Involvement
level

Comments

Concentration
Energy

Persistence
Expression/posture
Reaction time
Language
Creativity/complexity

Satisfaction

3 3 3 3 3 3 3 3

> oS oS o oSS oS TS T

12345
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AFTERNOON OBSERVATIONS

Observation 5: Time pm

Description

Signals of involvement Involvement | Comments
level

Concentration I
Energy I
Persistence I
Expression/posture I 1234 5
Reaction time I
Language I

Creativity/complexity I

3 3 3 3 3 3 3 3
> - - - T T T T

Satisfaction I

Observation 6: Time pm

Description

Signals of involvement Involvement | Comments
level

Concentration I
Energy I
Persistence I
Expression/posture I 1234 5
Reaction time I
Language I

Creativity/complexity I

3 3 3 3 3 3 3 3
> - - - T T T T

Satisfaction I

Please continue over the page for observations @ 8n
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Observation 7: Time pm

Description

Signals of involvement Involvement Comments
level

Concentration I
Energy I
Persistence I
Expression/posture I 1234 5
Reaction time I
Language I

Creativity/complexity I

3 3 3 3 3 3 3 3
> - - - T T T =

Satisfaction I

Observation 8: Time pm

Description

Signals of involvement Involvement Comments
level

Concentration I
Energy I
Persistence I
Expression/posture I 1234 5
Reaction time I
Language I

Creativity/complexity I

3 3 3 3 3 3 3 3
> - - - T T T =

Satisfaction I

OVERALL INVOVLEMENT LEVEL SCORE = average score of all observations

Observation 1 2 3 4 5 6 7 8 Total
Score
Average of 8 observations = Please record this score on the front page
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Appendix D.8a

Mothers post program questionnaire
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Office use only
FAMILY CODE

Through the Looking Glass Post Program - Mothers.

The following questionnaire has been developedbytdependent Evaluator to find out what you thug
of the Through the Looking Glass PrograRlease do not write your name on the questionnairé/ our
answers are strictly confidential - no one will seis completed questionnaire other than the eatern
evaluator. Once you have completed the questiomseaal it in the accompanying envelope and return
to the clinician. Please tick the box that best describes your level of agreemvigthteach statement or
write your comments in BLOCK CAPITALS.

1. Please indicate your level of agreement with tHellowing statements

Strongly  Disagree No Agree Strongly

view
Disagree Agree

a The program has helped me feel Q Q O O O
closer to my child

b | enjoyed the weekly group Q Q Q Q Q
sessions

c The timing of the sessions was not a a a a a
convenient for me

d The information materials used a a 0 0 0
were clear and easy to understand

e | felt comfortable with the project Q Q Q Q Q
workers

f It was difficult to find transport to Q Q Q Q Q
and from the childcare centre

g The childcare arrangements were Q Q Q Q Q
satisfactory

h There were not enough Q Q Q Q Q

opportunities to discuss my
experiences of being a parent

[ This program has helped me feel Q Q Q Q Q
good about myself as a parent

] | feel more confident looking for Q Q Q Q Q
other services and supports for my
family since being on the program

k It was easy to get along with my a a a a a
child/ children’s primary child carer

| felt relaxed and safe at the centre a a a a a

Please write any comments you would like about youanswers:
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2. While participating in the Through the Looking Glass Program have you found that .....

Yes Yes No Does not
definitely Somewhat apply

a You developed supportive friendships with othethars in the u a a u
Through the Looking Glass program

b You developed supportive friendships with otlenilies at the a a a a
child care centre

c Your child/children’s behaviour improved Q Q Q Q

d  You have become more confident in respondingta y a ) ) a
child/children’s needs

e  You were able to get help in finding other segsithat might a a a a
help your child or family

f  You have learned more about parenting and atteohiasues a a a a

g You have shared your learning about childrerntacaiment Q 0 0 Q
needs with other people in your family or community

h  Staff in the child care centre supported andeetsal your Q Q Q Q
family

i You can cope better as a parent since attendingrtigram Q Q Q Q

Please write any comments you would like to makeuwathyour answers:

3. Please indicate your level of understanding ohé following:

No A bit of A lot of
understanding understanding understanding

a Children’s exploration needs a a a

b Children’s attachment needs a a a

c Childcare centre’s primary care giving practices a a a

Please write any comments you would like to makeuwathyour answers:
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4. To what degree have the following activities and thgs helped you to understand about your child’s
attachment needs?

No A bit A lot Don't
help of help of help know
a Explanation about the Circle of Security model a a a a
b Explanation about the Circle of Repair model a a a a
c Talking about the video ‘You are so Beautiful’ a a a a
d Discussion about the Shark Music video a a a a
e Individual sessions with the clinician Q Q u Q
f Talking with other mothers in the group aboutgrding a a a a
g Your child’s Learning Stories Q Q Q Q
h Reflecting on the videotape of your interactidthwour child a a a a
i Talking about the book 'l Love my Mummy’ Q Q Q Q
i Group reflection on individual family videos Q Q Q Q
Please write any comments you would like to makewthyour answers:
5. During the Through the Looking Glass Program youvere asked to complete some questionnaires about

parenting. Could you please describe how you felthile completing these forms and how carefully you

answered them? flease remember your answers are strictly confidaint
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6. What aspects of the program were most benefici&h you and why?

7. Can you suggest anything that could have beenm® better?

8. Please make any other comments you believe woldd helpful to the organisers of the sessions:

9. Have you had any difficulty understanding or anwering this questionnaire?
Yes a No Q

(Please describe)
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Appendix 8b

Fathers post progam questionnaire
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Office use only
FAMILY CODE

Through the Looking Glass Post Program - Fathers.

The following questionnaire has been developedbytdependent Evaluator to find out what you thdug
of the Fathers sessions that you have attendedr féedback will be very much appreciated and will
assist in the further development of the Fathengam. Please tick the box that best describes your
level of agreement with each statement or writer yamments in BLOCK CAPITALS. Your answers are
confidential. Once you have completed the questiore please return it to the clinician in the
accompanying envelope.

1. Please indicate your level of agreement with tHellowing statements

Strongly  Disagree No Agree Strongly
disagree view Agree
a | enjoyed the Fathers sessions Q Q Q Q Q
b The timing of the sessions was a a a a a
inconvenient for me
¢ The information materials used were a 0 0 a a
clear and easy to understand
d | felt comfortable when two female a 0 0 a a
project workers were conducting
session 1
e Itwas useful to have the Fatherhood Q Q Q Q
project worker present
f  lunderstand what my partner's group Q Q Q Q

does in the Through the Looking
Glass program

g |feel closer to my child because of Q O O Q Q
the program

h 1 would like more information about Q Q Q Q Q
attachment
i There were not enough opportunities Q Q Q Q

for me to discuss my experiences of
being a father

j  Participating in the Fathers sessions Q Q Q Q Q
has improved my parenting skills

k | support my partner’s involvementin = Q Q Q Q
the program

| Our family participation in the a a a a a
Looking Glass program has helped to
improve our child’s behaviour or
development

Please write any comments you would like to makeitaypour answers:
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2. Please tick all the Fathers sessions that youveattended.

DATE
ACTIVITIES

a Session 1

a Session 2

a Session 3

3. Please indicate your level of understanding ohe following components of the
Through the Looking Glass program:

No Some A lot of
understanding understanding  understanding
a Circle of Security model Q Q Q
b Circle of Repair model Q Q Q
c Children’s exploration needs Q Q Q
d Children’s attachment needs Q Q Q
e  Childcare centre’s primary care Q Q Q

giving practices

Please write any comments you would like to makeitaypour answers:
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4. To what degree have the following things helpegbu understand the Through the Looking
Glass program?

No Some Very Don't
help help helpful know
a The video ‘You are so Beautiful’ a a a a
b Photo voice - your photos a a a a
c The Shark Music video a a a a
d Talking with other fathers in the group aboutgueing a a a a
e The Circle of Security graphict a a a a

Please write any comments you would like to makeitaypour answers:

5. What aspects of the Fathers sessions were mostkficial to you and why?

6. Can you suggest anything that could have beenmi® better in the sessions?

7. Please make any other comments you believe woldd helpful to the organisers of the sessions:

8. Have you had any difficulty understanding or angrering the questions in this evaluation form?
Yes O No O

(Please describe)
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Appendix D.9

Mothers’ (three month) follow-up telephone
Interview schedule
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Through the Looking Glass (TtLG)

Followup Telephone survey of Wave

mothers l@rview Schedule

Family
Code

Mothers name Children Phone number

Site

Phone
call

Time - Finish Duration Outcome*

Start

Date

1

2

Introduction

1.

Introduce myself as evaluation assistant, withnaimder re: clinician talking
about evaluation and getting in touch after theypom.

This is only a phone call, no forms to fill in.

The idea is simply to find out how they are feelgagne weeks after the TtLG
program has finished.

Highlight importance of their feedback and evalomflt can identify how
effective the TtLG program is and what factorsffsican influence the program
activities and why)

All answers are confidential and no person wilidentified in any write up of
evaluation findings

Ask if we can have telephone interview should taleut 15 minutes
If not convenient then ask for a day and time thauitable for mother.

Check if child is still in childcee.
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Introduction/explanation
These first few questions look at how you felt wehtbking part in the TtLG and using
the childcare centre / satisfaction/

1. Overall, how (satisfied) did you feel with the approach /divities of the TtLG
( childcare, content of the program, timing, way finegram was delivered etc)

Can ask why /link to following questions
very satisfied
satisfied
no view —
dissatisfied
very dissatisfied

Q2. What for you were the most useful things altaing
involved in the TtLG
what things worked well for you

(childcare, Primary Care Giver, content of the pragn, timing, way the program was
delivered etc)

Q3. What were the least useful things about the pgyam?
(childcare, content of the program, timing, way ginegram was delivered etc)

Q4. Is there anything you would like to change dtibe
TtLG program ?

Q5a. How did you feel about coming to the childcareentre for the TtLG?
(Prompts was it relaxing, did you feel safe, cordd freely express your
issues/concerns.)
5b Ifrelaxing - what things/activities made you feel relaxed?

5¢ IfNOT relaxed - what things/activities bothered you?

What would have made you feel more safe/relaxed?

Q6. Did you think the amount (length) of time for tie TtLG program was about
right?
( Or did the length of time work for you?)

Could you explain that .....
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LOOKING AT THE WEEKLY SESSION
Q7. What activities were most useful in helping younderstand more about your
child’s attachment need®
(the following list can be used as a prompt)
» Circle of Security model
» Circle of Repair model
* The Video ‘You are so beautiful’
» Discussion about the Shark Music video
» Talking with other mothers in the group about péren
» Reflecting on the videotape of your interactionhaybur child
» Talking about the book ‘ I love Mummy’
* Your child’s Learning Stories
* Cue cards (faces)
» Group Reflection on individual family videos
* Child’'s PCG
Any other activities

Q8. Do you feel more confident now in responding tgour child’s attachment needs,
since attending the TtLG?

If NO (Talk to see if participation in the TtLG has incsed their knowledge of
attachment but at the same time this new knowlbdgenade them less confident in
responding to their child’s attachment negpds

Q9. Have there been any changes in the way you dartgs with your child (parent/

or relate to your child/ren) as a result of takingpart in the TtLG?
NB ask for some examples........ ?

Q10. Have you seen any changes in your child’s behaur since you have taken part
in the TILG?

10b IfYES....could you describe these changes

10c IfNO...... why do you think that there has been no change?

Q11. Can you describe any differences in yourselfoswv compared to when you
started the TtLG program

(Feel happier, etc)

Q12. How did you find mixing with other parents inthe program (good or bad
experience)?
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Q 13. Do you feel you made some friendships/netwakvhile taking part in the
TILG?

Prompt (Do you still see any other parents wherated)

b If YES....could you describe these networks

What activities of the TtLG do you think helped?

Q14. Have you used/gone to any other services/supfsosince attending TtLG?

b. If YES .... Did the program help you do thisng say /or how?
c. if NO .... Ask why/reasons/ no néeds

Q15.Have you started doing any more things in the commmity since finishing with

the TILG? (playgroup etc, craft, study etc
b If YES ...what sort of things
clf NO ..... ask/ any reason

Q16. Would you recommend the program to other peopl?

Q17. Have you told any other parents about thinggou learnt in the TtLG
program?

b If YES... what kinds of things
Q18. Would you like to make any other comments?

Conclusion

Briefly review and confirm responses

Ask if there is anything that they would like todad
Thank for their time and thoughts

Re-confirm confidentiality
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Appendix D.10

Reference Group Email Survey
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Through the Looking Glass: a Community Partnershipin Parenting

| am seeking your views, as a member of the Reberegroup, on the design and
structure of the Through the Looking Glass (TtL@&gyam. Your feedback will enable
any changes to the program to be considered inetmy stages of the project
implementation.

Your responses will be treated in confidence byltiwal evaluators, and no names will
appear in any subsequent report. Please feetdrsay as much or as little as you wish.
There are 9 questions and the questionnaire shakgdbetween 5 -10 minutes.

INSTRUCTIONS

1 Please type your answers to the questions b@ovwheck by mouse clicking on
appropriate boxes provided). Explanation boxe$ e@xpand to fit any comments that
you wish to write.

2 Save and return the file as a Word attachmetiteéae-mail address below. If you are
not sure how to do this, instructions are proviédgdhe end of the questionnaire. |
appreciate you taking the time to complete the tjuasaire. Please submit your replies
by Friday 7th October 2005to: margareto@gowrie-adelaide.com.au

3 If you prefer you may print the questionnairenpdete and return via mail to:
Lady Gowrie Child Centre
TtLG Evaluation Att: M O’'Neill
39a Dew St
Thebarton SA 5031
Thanks for your help and cooperation.
Paul Aylward TtLG Evaluation Manager

1) To what extent are you satisfied with the wawhich you were recruited to the TtLG
project Reference group?

a) Fully satisfied

b) Partially satisfied

c) Not satisfied

Please explain your answer here:
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2) Overall to what extent are you satisfied wite Reference group meeting processes?

a) Fully satisfied

b) Partially satisfied

c) Not satisfied

Please explain your answer here:

3) Please indicate your level of agreement withftlewing statements regarding

Reference group activities.

Strongly
Agree

Agree

No View

Disagree

Strongly
disagree

Meeting times are convenient

Meeting venue facilities are
adequate

Meetings should be held less ofte

The meetings are run efficiently

The Evaluation Plan is appropriat
for the TtLG program

[¢°]

The well-being of clients is
adequately considered during
meetings about the project

9)

Demands on program staff are
adequately considered during
selection of program activities

h)

| am clear about the role of the
Reference Group

Please comment specifically on any of the abovasaoe any other aspects of the Reference grouphwhic

you feel should be mentioned
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4) How clear is your understanding of the followespects of the TtLG program?

Clear Partially clear
understanding| understanding

No clear
understanding

a) Program objectives

b) Circle of Security attachment
model

c) Structure of the TtLG program for,
parents

d) Integration of primary care giving
model into staff work practices

e) Evaluation Plan

Please comment specifically on any of the abovasaoe any other aspects of the TtLG program which

you feel should be clarified

5) For the purposes of the TtLG project evaluahow satisfied are you with the

application of the following standardised tools?

Fully
satisfied

Partially
satisfied

Not
satisfied

a) Parent Stress Index (PSI)

b) Hospital Anxiety Depression Scale
(HADS)

c) Videotaping (to be used with Emotional
Availability Scales)

—

d) Child’'s Wellbeing Observation Instrumer

e) Child’s Involvement Scale

Please comment specifically on any of the abovasaoe any other aspects of the evaluation which you

feel should be mentioned
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6) Overall how satisfied are you with the progressf the TtLG project?

a) Highly satisfied

b) Partially satisfied

c) Not satisfied

Please explain your answer here:

7) In terms of your professional working role aedponsibilities how would you rate the
value of your partnership with the TtLG project?

a) Highly valuable

b) Partially valuable

c) Not valuable at all

Please explain your answer here:

8) Are there any specific areas you feel shouldianged in the project?

Please type your answer here:

9) If there is anything else you would like to adzbut the TtLG program, please write
it here.
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THANK YOU FOR COMPLETING THE QUESTIONNAIRE.

Please email your responses back to us BY October 2005as a word attachment
to: margareto@gowrie-adelaide.com.au

* When you have finished the questionnaire, simpgbkcFile and Save As...
* You can then save the questionnaire with your arsweany folder you choose.

* When you reply to the Email, please attach theyfile have saved to ensure we
get the questionnaire with your answers back.

Margaret O’'Neill Lady Gowrie Child Centre
Evaluation Assistant 39a Dew Street
T: 8352 5144 Thebarton SA 5031

E: margareto@qgowrie-adelaide.com.au

Working days: Tuesday and Friday.
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Appendix D.11

Co-facilitators email survey
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Through the Looking Glass: a Community Partnershipin Parenting

| am seeking your views, as a co-facilitator, oa tlesign and structure of the Through
the Looking Glass (TtLG) program. Your feedbackl wnable any changes to the
program to be considered in the early stages optbgect implementation.

Your responses will be treated in confidence byltwal evaluators, and no names will
appear in any subsequent report. Please feetdrsay as much or as little as you wish.
The questionnaire should take between 5 -10 minutes

INSTRUCTIONS

1. Please insert your answers to the questionsvid®yanouse clicking on the appropriate
boxes provided. You may also comment on your nesg® by writing in the space below
each question. The shaded explanation boxes [| will expand

to fit any comments that you wish to write.

2. Save and return the file as a Word attachmetttet@-mail address below. If you are
not sure how to do this, instructions are providethe end of the questionnaire. |
appreciate you taking the time to complete the tpm@saire. Please submit your replies
by Tuesday 7 Februay 2006 margareto@gowrie-adelaide.com.au

3. If you prefer you may print the questionnagemnplete and return via mail to:
Lady Gowrie Child Centre
TtLG Evaluation Att: M O’'Neill
39a Dew St
Thebarton SA 5031

Thank you for your help and cooperation. Please tact me if you have any questions,
Margaret O'Neill  margaretO@gowrie-adelaide.com.au

T: 8352 5144 (working days Tuesday and Friday)

1) To what extent are you satisfied with the wawhich you were recruited to the role
of co-facilitator in the TtLG project?

a) Fully satisfied

b) Partially satisfied

c¢) Not satisfied

Please explain your answer here:
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2) Overall to what extent are you satisfied witluyomle in the TtLG program?

a) Fully satisfied

b) Partially satisfied

c) Not satisfied

Please explain your answer here:

3) How clear is your understanding of the followingaspects of the TtLG program?

Clear Partially clear No clear
understanding| understanding| understanding

a) Program objectives

b) Structure of the TtLG program for
parents

¢) The co-facilitator’s role and
responsibilities

d) The clinician’s role and
responsibilities

e) The primary carer giver’s role ang
responsibilities

Please comment specifically on any of the abovasape any other aspects of the TtLG program
which you feel should be clarified:

104




4) Please indicate your level of satisfaction witthe training you have received for the

following components of the TtLG Program.

Full

satisfied

y Partially
satisfied

Not

satisfied

Not
applicable

a) Circle of Security attachment
model

b) The Child’s Wellbeing
Observation process

¢) The Leuven Involvement Scale

d) Primary care giving

e) Videotaping

f) Co-facilitating group meetings

g) Reflective journal writing

Please comment specifically on any of the abovasape any other components of the TtLG

program which you feel should be clarified

5) Please indicate your level of agreement with tHellowing statements

Strongly
Disagree

Disagree

No
View

Agree

Strongly
Agree

| felt confident assisting the clinician with
the weekly group sessions

It was difficult to manage my co-facilitatg
tasks given my other work responsibilities
at the child care centre

=

Co-facilitating the TtLG program has
increased my knowledge and skills
regarding attachment and children

| felt comfortable working with the
clinician

Please comment specifically on any of the abovasape any other components of the TtLG

program which you feel should be clarified
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6) Are there any specific areas of the TtLG projbet you feel should be changed?

Please write your answer here:

7) If there is anything else you would like to ad@dbout the TtLG program, please write it
here.

8) What is the highest level of education that you ha/completedAmark one only)

a) A university degree

b) A vocational certificate or diploma, at TAFEcwllege

c¢) School Year 12 or equivalent

d) School Year 9 or equivalent

e) None of the above

THANK YOU FOR COMPLETING THE QUESTIONNAIRE.

Return InstructionsPlease email your responses back fyuesday  February 2006
as a word attachment to: margareto@gowrie-adelaglcom.au

* When you have finished the questionnaire, simpgbkcFile and Save As...

* You can then save the questionnaire with your arsweany folder you choose.

* When you reply to the Email, please attach theyfile have saved to ensure we
get the questionnaire with your answers back.

Alternatively you can mail your completed questiaine to:
Lady Gowrie Child Centre,
TtLG Evaluation
39a Dew St
Thebarton SA 5031.
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Appendix D.12

Program managers interview schedule
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Qualitative Interview. TtLG Lady Gowrie Management.

Topic Guide.
1. Briefly describe your role in the Project
2. What have been the main strengths of the project so far?

3. Have there been any unexpected benefits or outcomes resulting
from the project?

4. What have been the greatest Challenges to the project? How
have these been addressed? Are there any issues which require
on-going or new attention (staffing, fathers, C&LD +
Indigenous)?

5. Have there been any new partnerships or activities resulting
from the Project?

6. What kind of systemic / organisational changes have resulted or
been precipitated by the project?

7. Have there been adaptations to the model in the light of
experience? If the project were starting again, are there any
contingencies or preliminaries you would put in place before
implementation?

8. Have there been any differences in how the model has evolved
compared to how you originally perceived it? Do you predict any
further changes?

9. Can the model (elements) be sustained after the funding period
— what can be done ?

10.Have there been any unintended benefits?

11. Have there been any (other) unexpected problems — how
addressed?

12.Is the model suitable for broader role out? (Cost effectiveness /
other programs in competition)

13.Is there anything else you’d like to add?
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Appendix D.13

PCG Child Care Workers Focus Group —
Topic Guide
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Primary Care Giver Child Care Worker Focus Group

1) Overall to what extent were you satisfied with butcomes achieved by the project?

Post-It Note Task:

2) What have been the most beneficial aspects ofetiproject?
(prompts: For the mothers who patrticipated / Servie provision / professional
development)

Has patrticipation in the project been valuable?

3) In what ways do you think the project could havéeen improved?
(prompts: different or additional strategies? Involvement of other
stakeholders? Training? Resource development?

Show Overhead.
4) Overall how would you summarise the extent to wibh this project has met its
Goal:

To develop and pilot a nodel of collaborative early intervention and
prevention for targeted parents to inprove secure attachnment outcones
for young children in five selected child centre sites across
Australia.
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5) The project specified a number of Objectives wit which | know you are familiar.
| shall read these out individually. Please indicat the extent to which (in your view)
each has been achieved: (Prompt: categories)

Show overhead:
1. To forge working and sustainable inter-sectorapartnerships across Australia (parents,

health and education agencies) overseeing and infoing the development and management

of the Project.
Why have you given this assessment?

2. Build capacity of participating Childcare Centres to develop and adopt a sustainable
integrated primary care-giver system
Why have you given this assessment?

3.3.1 To equip and empower a range of parents of yogrchildren with the knowledge,
awareness, confidence and skills to successfullyasgome the barriers to attachment

3.2 To foster and nurture positive parent well-beig outcomes

3.3 To foster and nurture positive child well-beingoutcomes

Why have you given this assessment?

4. Develop and enhance social support /friendshipetworks for the target group

5. To develop and promote the uptake of a ‘bestactice’ model for services working with
mothers and fathers and children around issues ofteachment
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6) Have you attended any of the training provided s part of the TtLG project
(PCG?, Well-being observation training)

* What did you find most Useful? — Used in Practice?

* Do you think other staff members would benefit fromthis training/ In what
ways?

* What did you find least useful.? Why? (delivery, tming, venue, content,
appropriateness)

* Any additional training needed? (Clarity about thePCG role?)

7) Have you seen the project manual?
* What are the strengths of the manual?
* Weaknesses?
* What aspects are most useful?
» What aspects are least useful?
8) Can you tell me about:
The procedures for communicating with the TtLG clinician
The procedures for communicating with the TtLG co-&cilitator

Management support for your role as a TtLG PCG

Prompt: How did this work? Could it be made better?What worked best? What
made this work?

9) Has the project generated any lasting outcomegPrompt:)
Prompt:

» professional agency changes/practices

» Future utilisation of resources

» Continued project activities — related activities -incorporation of attachment
model, primary care giver system / learning into pofessional practice
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» Consumer impact evidence

10) Have there been any unintended outcomes frometproject?
Prompt: - negative: staff demands, space, confideac
- positive: feel more valued, confident, competeres
Degree of on-going support for families after finieing TtLG?
11) If there is anything else you would like to adébout the project?
Prompt:
* Anything you would have liked me to ask that | have’t?

* Anything you’re glad | didn’t ask?

* Anything you were uncomfortable about answering? \Why?
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Focus Group Overhead.

To develop and pilot a nodel of collaborative early
I ntervention and prevention for targeted parents to
| nprove secure attachnent outcones for young
children in five selected child centre sites across
Australi a.

Objectives of the Through the Looking Glass Project

1. To forge working and sustainable inter-sectorabartnerships across
Australia (parents, health and education agencies)verseeing and
informing the development and management of the Prect.

2. Build capacity of participating Childcare Cemstte develop and adopt a
sustainable integrated primary care-giver system

3. To equip and empower a range of parents of yourchildren with the
knowledge, awareness, confidence and skills to sessfully overcome
the barriers to attachment

» To foster and nurture positive parent well-beingcomes

» To foster and nurture positive child well-being oucomes

4. Develop and enhance social support /friendsetporks for the target
group

5. To develop and promote the uptake of a ‘besttpre’ model for services
working with mothers and fathers and children atbigsues of attachment
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Appendix D.14

Professional Stakeholder Semi-Structured
Questionnaire:

Telephone / Interview Survey of Site
Clinicians, Co-Facilitators, and Managers
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Survey of TtLG Site Stakeholders: Managers (CEOs)Clinicians and
Co-Facilitators

1) Overall to what extent were you satisfied with butcomes achieved by the project?

a) Fully satisfied

b) Mostly satisfied

c) Partially satisfied

d) Not satisfied

Please explain your answer:

2) In your view, what have been the most beneficiaspects of the project?
(prompts: For the mothers, fathers, kids who partigpated / Service provision
| professional development)

Has patrticipation in the project been valuable?

3) In what ways do you think the project could havéeen improved?
(prompts: different or additional strategies? Involvement of other
stakeholders? Training? Resource development?

4) Overall how would you summarise the extent to wihh this project has met its

Prompt: goal To devel op and pilot a nodel of collaborative early
i ntervention and prevention for targeted parents to inprove secure
attachnment outcones for young children in five selected child centre

sites across Australia. Would you say...

a) The project has fully met the goal

b) The project has mostly met the goal

¢) The project has partially met the
goal

d) or The project has not met the gogl
at all

Please Explain Your Answer:
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5) The project specified a number of Objectives wit which | know you are familiar.
| shall read these out individually. Please indicat the extent to which (in your view)
each has been achieved: (Prompt: categories)

Fully Mostly Partially Not Don't
Achieved| Achieved | Achieved | Achieved| Know /
at all No
comment
1. To forge working and sustainable inter-sectoral
partnerships across Australia (parents, health and
education agencies) overseeing and informing the
development and management of the Project
Why have you given this assessment?
5) Continued...
Fully Mostly Partially Not Don't
Achieved| Achieved | Achieved | Achieved| Know /
at all No
comment

2. Build capacity of participating Childcare
Centres to develop and adopt a sustainable
integrated primary care-giver system

Why have you given this assessment?
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5) Continued...

Fully Mostly Partially Not Don't
Achieved| Achieved | Achieved | Achieved| Know/
at all No
comment
3.1 To equip and empower a range of parents of
young children with the knowledge, awareness
confidence and skills to successfully overcome|the
barriers to attachment
3.2 To foster and nurture positive parent well-
being outcomes
3.3 To foster and nurture positive child well-beipg
outcomes
Why have you given this assessment?
5) Continued...
Fully Mostly Partially Not Don't
Achieved| Achieved | Achieved | Achieved| Know /
at all No
comment
4, Develop and enhance social support /friendship oidsvfor the
target group
Why have you given this assessment?
5) Continued...
Fully Mostly Partially Not Don't
Achieved| Achieved | Achieved | Achieved| Know/
at all No
comment

5. 10 develop and promote the uptake of a ‘best meianodel
for services working with mothers and fathers amiticen around
issues of attachment

Why have you given this assessment?
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6) Have you attended any of the training provided s part of the TtLG project?

* What did you find most Useful? — Used in Practice?

* Do you think other staff members would benefit fromthis training/ In what
ways?

* What did you find least useful.? Why? (delivery, tming, venue, content,
appropriateness)

* Any additional training needed?

7) Have you seen the project manual?
* What are the strengths of the manual?
*  Weaknesses?
* What aspects are most useful?

» What aspects are least useful?

8) Has the project generated any lasting outcomegPrompt:)
Prompt:

» professional agency changes/practices

» Future utilisation of resources

» Continued project activities — related activities -incorporation of attachment
model, primary care giver system / learning into pofessional practice

» Consumer impact evidence

9) Have there been any unintended outcomes from thgoject?
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10) If there is anything else you would like to ad@bout the project?
Prompt:

* Anything you would have liked me to ask that | have’t?

* Anything you'’re glad | didn’t ask?

* Anything you were uncomfortable about answering? ‘Why?
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Appendix D.15

Mothers (16-18 month) follow-up telephone
Interview schedule
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MOTHERS SIXTEEN-EIGHTEEN MONTH FOLLOWUP INTERVIEW
SCHEDULE

It has been over a year since you completed the T& program and | am following
up to ask how the program worked for you and ........... EILD’'S NAME.
(What worked best and what things did not work)

Q1 Are you continuing to use any of the informatiohideas about attachment that
you received during the TtLG program?
Prompts:

o Doing things differently with (USE CHILD’S NAME)

o Feeling more attached with .......

0 More able to deal with situations (child’s need$f@gour etc)

0 CHILD’S NAME) behaviour has improved as a resulthef TI(LG

program

If YES If NO

Ask for examples: Explore why not: (reasons)
Prompts: Have there been any changes in

the way you do things with ....... CHILD’S

Q2. What parts of the TtLG program were most helpfu to you and .. CHILD? and
How have these things helped you and CHILD’S NAME?
Prompts:
0 16 week course (multiple components e.g. Circteeairity (COS), video
reflection, group discussion with other motherq, time with clinician )
o Provision of childcare & relationship with primaocaregiver (PCG)

If YES program helpful If NOTHING helpful
Ask for examples: See Q3

Q3. What things were not helpful or did not work fa you in the TtLG program?
and Why?
Any suggestions/ideas for how things could havenlakme differently?
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Q4. On completion of the program did your confidene in responding to .........
CHILD’S NAME attachment needs increase?

YES NO

Do you still feel more confident in Explore why not and ask for suggestions/

responding to .......... CHILD’S NAME ideas for ways the program could be
adapted to support an increase in
confidence

Q5.Did .......... CHILD'S NAME  behaviour change as a result of taking part inhte

program?

YES NO

Ask for examples Explore why not and ask for suggestions/

Has this change continued? ideas for ways the program could be

adapted to support ...CHILD’'S NAME

Q6. Do you still keep in contact with any other pegole you met during the program
(other mothers from the group, the childcare primary care giver, other families
from the child care centre etc)Any sustained networks with other mothers/families
the TtLG or the childcare centre

YES NO

Ask for examples Explore why not and ask for any
suggestions/ ideas for ways the program
could be sustain social networks
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Q7. On completion of the program did your confidene in accessing/contacting

services for yourself and also C

YES
Did the TtLG project influence you?

HILD'S NAME incease

NO

Explore why not and ask for suggestions/

ideas for ways the program could be
adapted to support an increase in
confidence

Indicate the phonecall is wrapping up

Q8. Suggestions any ideas or advice you would giteesomeone setting up a similar

program for parents and children?

Q9 Can you sum up for me the extent to
parenting or your relationship with

which the gram has influenced your
CHILD’S NAM E in the longer term?

If YES a longer term influence

If NO longer ternfluence

Probe for some examples of how parenti
and/or relationship with child has change
as a result of participating in TtLG

nBxplore why not and ask for suggestions
ddeas for ways the program could be

adapted to support a longer term influen¢

Q.10 And has there been a lasting difference in yoself since attending the

program?

Prompts:confidence, stress, emotional state, coping better

If YES

If NO

Probe for examples if differences/change

s  Expldrg mot and ask for suggestions/
ideas for ways the program could be
adapted to support a lasting difference

Q9. Any other comments or things you'd

like to addabout the program

Thanks for taking the time to talk about the TtLG.
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Appendix E.

Evaluation Summary Reports:

1. Mothers (three month) follow-up telephone iatesw
summary
2. Fathers sessions summary

3.Childcare worker training series
4.Training workshop July 2005
5.Training workshop August 2006
6.Training workshop February 2007
7.Reference group email survey
8.Clinicians evaluation summary
9.Co-facilitator email survey
10.Directors evaluation summary

11. Rapid reconnaissance site report

12. Survey of TtLG Site Stakeholders: Managers@€x
Clinicians and Co-Facilitators
13. Focus groups of PCGs

14. Mothers (16-18 month) follow-up telephone imtew
summary
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Appendix E.1

Mothers’ (three month) follow-up telephone
Interview summary: Waves 1, 2 & 3.
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Through the Looking Glass (TtLG)
Follow-up Telephone Interviews surveys Evaluation @nmary
Waves 1, 2, and 3.

Sixty one mothers completed the TtLG program acwdases 1, 2, and 3. Consent for a
follow-up telephone call was received from 60 adfgd mothers. One mother with a
hearing impediment did not provide consent. THieWsup telephone interviews were
made approximately 3 months after the mothers batpteted the TtLG programs. Fifty
mothers from Waves 1, 2, and 3 participated irstivgey, a response rate of 83%. An
average of 3 phone calls was made to each panticiparder to book in and complete
the telephone interview. The average length di@p interview was 25 minutes.

Table 1: Follow-up telephone survey participationn=50)

Site Wave | Wave | Wave | Total
1 2 3
Thebarton SA 7 3 4 14
Salisbury SA 3 4 3 10
il nido SA 3 3 3 9
Perth 1 5 4 10
Brisbane 1 3 3 7
Total 15 18 17 50

The telephone interview was designed to elicitrmfation about each mother’s
experience of the TtLG and to assess longer tetgomes of mothers’ participation in
the TtLG program. A semi-structured interview stile of questions was developed as
a guide, so that consistent information could deected about the TtLG strategies and
activities. Mothers were given the opportunitydescribe in their own words their
experience of the TtLG program. Data analysis ifiledtthemes corresponding to the
relevant TtLG program objectives:

3a. To equip and empower a range of mothers ofyctidren with the knowledge,
awareness, confidence and skills to successfulyamme the barriers to attachment.
3b. To foster and nurture positive parent well-gesntcomes

3c. To foster and nurture positive child well-bemgcomes

4. To develop and enhance social support anddsigp networks for the target group

Mothers’ perceptions of the overall TtLG program
Mothers (98%, n=49) were clearly satisfied withitlexperiences of the TtLG program,
with 72% (n=36) indicating they were highly satsfiwith the way in which the program
helped them feel closer to their child. The follagriquotes highlight the satisfaction that
mothers expressed:
* All the people were wonderful there, the wholieghwas about getting in touch
with little brains’lL014

‘You know how you wake up sometimes and don’t teagn to work, well | never

felt like that with this (TtLG) | was happy to golie there and share my
experiences it was wonderful’ S060314
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‘very satisfied...it made me look at childrearingaidifferent light'ILO04
‘satisfied ..it made me feel happier meeting oftewple like me”T050805

‘really satisfied with it, all activities workedgl{nician) made you feel
comfortable’B060302

‘wonderful ..it should be compulsory for all mothdeaving hospital, they
shouldn’t be without this information’lLO09

The one mother who was not satisfied with the dv&taG program commented that
she felt the approach to discipline was too ‘sofibyftly’. However she also responded
that she felt comfortable with the staff and otimathers and could see positive changes
in the other mothers in her group (T050802).

Parental wellbeing
Most mothers (88%, n=44) reported a positive changeemselves since taking part in
the TtLG program. Mothers described themselvdsaapier and less stressed.

‘I'm happier now... I'm a single parent and reallyated a break... the childcare
helped me get some timeout’IL0O04

‘| was exhausted at the beginning... at the end loietop of everything.. getting
the feedback from others helped (clinician, colfator and primary
caregiver)T050805

‘| feel so much better ....I now understand that ot the problem... the way
(child) behaves is not a result of me.. | can noeklat it from his side.. see what
he wants.’P050802

‘| can cope now ...l still get stressed out but I\Wriiow to back off B051103

Six (12%) mothers reported an increased abilityojoe with their child’s needs only
while they were participating in the TtLG prograhieir capacity to cope was short
term and did not continue after they had complétedl'tLG program. They would like
to be able to continue to follow-up with the TtL@&gram staff after the program
finishes.

Parenting competence and style
Mothers clearly felt that the participation in thieG program increased their ability to
respond to their child’s attachment needs by imipigtheir parenting competence and
style.
Confidence
* Most mothers (80%, n=40) reported increased con@iden responding to their
children’s attachment needs.
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‘Yes more confident....... before when S was cryintpaftime | felt | couldn’t do
anything....now | talk with her..the way | talk i¢felient ....like when she’s
teething | say | know your teeth are sore but thggt better | know how she’s
feeling. Before I didn’t feel anything ..no motitaughter bond but now | feel
really close ..it'll be like that for a long tim&060110

‘I have more understanding of his needs before ivas crying | would have said
‘dumb....serves you right' now | am more empathiefore if he was upset I'd
try and rationalise with him now | just take cortamd have time in...I've got
ideas in my toolbox that can calm him down andhgesthe situation.” ILO08

‘Yes definitely I'm more in tune with (child’s) etioms I'm more aware of things
he needs | can see it more ...l can be patienttewleing more things together
..playing together’ T0O60305

Yes more confident... feel more confident in mysedf @arent.. | can see

(child’s) point of view...(an example) | understaad don’t want to take off

your shoes, let me give you a cuddle...he needs orgdaise the situation for

him, he needs this cuddle..... Before my expectatiens too high now | can let
him verbalise his feelings. | can still get disted he is a poor sleeper and can be
exhausted but it doesn’t escalate.. | can stadrgganise his feelings’ B060301

All (20%, n=10) mothers who reported no changéeirtlevel of confidence in
responding to their children’s attachment needsrdesd difficulties in their relationship
with their child, such as sleep issues.

Parenting knowledge, skills and awareness of attaotent needs
Most mother (88%, n=44) described changes in thethvay do things with their
children. Multiple answers were given by some raodhThe key changes in parenting
styles identified included:
* Increased responsiveness and ability to read 8886,(n=44)
‘Little things | can go out now with no screamingidimore relaxed .. | can leave
him with someone if | give him a kiss and a cuddlegoodbye he can
understand it S060113

Now give (child) more personal space. The videnvgld me there were
opportunities to do this. It helped me pick uphen feelings.” T050807

‘| used to want them (children) to tell me whatytheanted now | can read their
cues and anticipate what they might be wanting'0802

‘I can now see things from (child’s) perspectivee TCircle of Security helps..
previously | was quite unforgiving but now | resgatifferently...(described an
example).. I no longer battle over the choicelothes, I'll let (child) choose her
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own clothes to wear if they’re inappropriate I'lbld her and speak with her and
suggest something different ... we are closer... bngdr smack’ TO50806

‘I'll take time during the day to sit on the floand play with them, before this
(TtLG) I'd just be too stressed to play.. now | @moy them’'B05113.

‘| can see (child’s) point of view...(example) | ureland you don’t want to take
off your shoes, let me give you a cuddle...he needs organise the situation for
him, he needs this cuddle..... Before my expectatiens too high now | can let
him verbalise his feelings. | can still get dissed he is a poor sleeper and it can
be exhausting but it doesn’t escalate.. | can dtadrganise his feelings’
B060301

* Less frustration (74%,n=37)
‘I can now accept that he wants to do things hifmsedore | would be organising
most things’P060201

‘now | realise that when the kids whinge and gezahd cry, they’re not doing
anything wrong, it's just something they do anan try and look at it from their
eyes’S050807

‘COS helped me to understand about the things @nldo, I'm not as frustrated
now, | can see where he is exploring’'T060804

‘if he’s being naughty | stop and think ‘he’s jaskid’ and try and not get upset
with him and try and help him. Time in helps, | ¢erid him and try and help
him’B60901

‘I've learnt from the Circle of Repair it showedvwaf we did something we did
not want to do, like go from 0 ..to ..10 (angerlsy in frustration it's OK | can
apologise and acknowledge we’re only human and reakethe kids know that
we’re sorry.. apologise’ 1L0O08

Clients share learning with others
More that half the mothers (54%, n=27) reported thay had talked about the TtLG
program with other family members and friends igitikommunity. The concepts most
frequently shared focused on:

» the need to understand children’s behaviour

* seeing things from the child’s perspective

» reading children’s cues and

» picking up on children’s feelings.

Understanding Attachment Needs

When asked which aspects of the TtLG program werst nnseful in helping to
understand their child’s attachment needs all mstimerviewed (n=50) identified some
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aspect of the TtLG program as being helpful. Som#ers (n=14) described multiple
components of the program. The most frequentlyntedaiseful activities were:
» The Circle of Security (COS) model (84%, n=42)

‘COS good, easy to understand and all the exanipgsed TO50803

‘COS...l liked learning about exploration and organgsfeelings’ILO15

‘COS is a good model but you need time to undedstiais idea, it takes a
while’P060201

‘COS helped me understand what the children wenegdand | keep going back
to i'S060113

* The individual family video (78%, n=39)
‘The videotaping helped me see what was going bimeny back.. | could be
preoccupied with (child1) and it helped me seeld@iand be aware of what they
needed.’S060114

‘watching the video makes you more aware...you canhgeobvious that you just
don’t realise you are doing’'T050803

‘the video helped me to see myself objectivelyllyraen doing OK. It was good
to see the change in the 2 vidépee and post)’'B060301

‘Video review — showed me that | did have attaaftmath (child) I didn’t think
I did...looking at us from the outside showed it' G0K)

* Clinician and co-facilitator support (78%, n=39)
‘(Clinician) and (co-facilitator) were amazing, tahg with them helped me so
much ....they made me more confident. The oneetia with (clinician)
really helped me understand about (child’s ) needs’

‘(Clinician) listened to our (mothers) ideas andkid about our experiences.
This all helps you understand your child’ ILO09

* Group reflection on videos (70%, n=35)
‘watching other mothers’ videos helped...it was obsiohat was
happening...this helped me see what could be domayfahild’ ILO09

‘( child) is only a baby but is she changing qlyck..watching the other mothers
helped. | learnt a lot from their family videos t's igood to know these things as
she is growing up’T050807

» Group discussions with other mothers (70%, n=35)

‘comparing notes gave me more information and ideakings to do with
(child)’ P060909
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‘our group interaction helped me as a first timeth&s. | got an understanding of
the other mothers’ experiences and what they dias fieally helped me’
T050807

‘talking with the other mothers helped make meli@gipier..like | wasn’t the
only one with problems with their child’'S060816

* Primary Caregiver (PCG) (50%, n=25)
(PCG) was reassuring ..the Learning Stories shestimved (child) doing things
with other children, that made me feel good’ TO5080

‘The childcare worker’s stories helped..... it wa®dao know that (child) was
happy in the childcare’ IL013

‘We have a good carer and good Learning Storiesyakes you feel good’
T060802

The Primary Caregiver relationship with the fam#ymportant as one mother
highlighted
‘We had a great relationship with the first carehe wanted to talk and know
about us, but she left and the next one was netdated in our family’ ILO06

» ‘Shark music’ (30%, n=15)

The ‘Shark Music’ concept represents a metaphottierpainful state of mind (feelings
and memories initially unconscious) of the caregasd/or child that emerges when
certain needs on the Circle are evoked’ (Marvingi@aw, Hoffman & Powell, 2001). The
video demonstrates the power of the state of nmmdlation to the parent’s relationship
with their children and the struggles they may haviéhe ‘Shark Music’ video provides a
platform for reflecting on mothers own childhoothtenship experiences.

‘a new idea but understood what it was and hovaggens for me’

‘the idea of recognising shark music very valualileglps you understand why
some things make you react T050804

‘very helpful..l now realise that | have a mixtuwkthings (experiences) from both
parents and | am only just recognising the longrteffect of these things’
S050807

* ‘You are so beautiful’ video (14%, n=7). Mothe®ssdribed this video showing
parent- child interactions as ‘emotional’, ‘heandering’ and ‘touching’.

Child Wellbeing
Most mothers (88%, n=44) reported positive chamgdseir children’s behaviour since

taking part in the TtLG program.
‘Major changes... he is coming out of himself...looksdw people in our
life.....he is happier TO60301
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‘He is more confident | let him explore and follbig lead. | don't try to always
make a game for him | follow him and no longer dag’t do this’ 1L008

‘(Child) used to be clingy now she’s happy andsgtoekindy 4 days a week she’s
turned into a real social creature and wants torgore days’ 1LO09

‘Little things, | can go out now with no screamimg/s more relaxed .. | can leave
him with someone if | give him a kiss and a cugdlegoodbye he can
understand it, he knows I'll come back’S060113

Mothers identified a range of TtLG activities asrigehelpful in contributing to positive
behaviour changes including:
* Childcare(70%, n=35)
‘Childcare teaches (child) things | wouldn’t havetight of and | really needed
the break we’re both a lot happier’ S060815

‘he now mixes with other children ,the childcardpeel us with that'P060805

‘she was quite clinging... now confident and indeeand.childcare
helped’'TO60804

‘she loves child care and is really happy there
‘childcare helped her grow up... she knows that lcaming back’ T050802

* The Circle of Security (COS) model (70%, n=35)
‘I am responding to him differently and he’s happieécan see what he wants
and the COS helps me with that before | would lgamising things my way and
he would have to do that but now | can let him gd sort out play things and I'll
follow himT060301

‘the COS helps me understand her better S060816

The COS it was all about learning about (child)lifegs, reading what he was
trying to tell me. | use it all the time, I'm alwaipoking at the fridge
magnet’lLO08

‘The COS helps me see she is able to rely on me gdtvemore relaxed
approach to calming her down’T060802

Client’s satisfaction with project strategies

Childcare setting

Most mothers (88%, n=44) reported that the child@@ntre provided a ‘safe space’ for
their families. They felt relaxed and could fretdik about their issues.
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‘ (children) were clingy and | was anxious aboutrin but | could watch them
play through a window and this made me feel bé2@31103

‘everybody was welcoming not like other places hae to go to with our
issues'T050807

‘good place.. childcare workers are friendly | cdwdsk his carer any
guestions’ILO01

‘meeting in the childcare centre was relaxing fax htooked forward to Tuesdays
was a great experience’ P050802

‘Hard at first ....I wasn’'t working and then | belied that if not working you
should look after your own kids...have now changedthing some parents need
their own time...l do ....(child) still goes to car€&69110

One parent who described the childcare settingstaftlas friendly qualified her
response saying the location was difficult for teereach using public transport. Two
mothers reported that they found it difficult telax’ as they could hear children crying
and this made them feel anxious about their owldian in care.

Program timing
The length of the TtLG programs ranged from 168avkeks varying across the sites
due to the number of mothers in each wave. Thenapf mothers (78%, n=39) were
satisfied with the program timing.
‘Good length..this time reinforced things.. | b@ltapport with the other women
and could relax’T0O50803

‘Perfect, better than a short program | had timeghok and ask questions’lL014

‘Long term helps with trying to change practices yave been using for a long
time’S060314

Six mothers would have like the program to runadonger period of time, primarily for
the ‘social’ aspect of the weekly meetings.

Five mothers suggested the program be condensetkimer weeks with longer session
times, suggesting that this would be a more pralctiption for people with time
constraints such as work commitments.

Social and Community Networks

The majority of mothers (84%, n=42) reported thatytwere comfortable mixing with
other mothers in the group. However five (10%) meos felt that their groups were too
small.
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Over half the mothers (54%, n=27) reported somellelvongoing friendships were

made during the program, most frequently with othethers who had children the same
age. Examples included meeting for coffee, attemdhildren’s birthday parties and
phone calls. Good group dynamics was seen to suffppodevelopment of friendships
rather than any specific TtLG activity. The motheho did not maintain contact with
other group participants from the TtLG programsaiteasons such as not living in close
proximity to other families or their own work commients.

Some mothers (26%, n=13) started to participatheir local community. Taking up
activities such as:

Joining a playgroup (n=7)

Commencing part-time work (n=7)

Returning to study (n=5).

Least useful activities
When asked to identify any aspect of the TtLG paogthat was not useful most mothers
(70%, n=39) reported that all the activities hadrbaseful. The remainder of mothers
(n=11) identified the following aspects of the Ttlp@®gram as being of little use to
them, some gave multiple responses:

0 The volume of paperwork, including questionnaike$%, n=7)
The ‘daunting’ and ‘invasive’ videotaping of parenfiild interactions (10%, n=5)
Group discussions that were lacking in focus (10%6)
Ineffective relationships with primary caregive0, n=5)
Location and transport difficulties (4%,n=2).

O O oo

Mothers’ suggestions
Ten mothers (20%) identified aspects of the TtL& they would like to change. Four
mothers gave multiple responses:

0 More information on the Circle of Repair (20%, n¥10

0 More 1:1 time with the clinician (18%, n=9)

o0 More videos (not of group members) maybe profesdivideos showing parent-
child behaviours in different settings. This cobllp group discussions (10%=5)
Group discussions to be more focused and less matalking (10%, n=5)
Photos of attachment moments as a memento (10%, n=5
More people in the group (4%, n=2)

Non-verbal cue session to be held earlier in tlogmam, would help in
understanding child’s attachment needs (2%, n=1)

O O oo

Summary

Findings from the follow-up telephone survey 3 nienafter mothers have completed the
program indicate that the TtLG project is achievsngtainable long term impact with
mothers reporting increased confidence in parergimjunderstanding of their child’s
attachment needs.
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Appendix E.2

Fathers sessions summary
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Through the Looking Glass (TtLG)
Fathers Session Evaluation Summary

A formal 3 part group program for fathers has beéeveloped by TtLG staff at Lady
Gowrie Child Centre, Thebarton Adelaide. This pawmg is designed to facilitate fathers’
involvement in the broader TtLG program that tasgabthers as the primary carer.

Attachment information programs for fathers werkveeed by TtLG staff at Lady
Gowrie Child Centre Thebarton during Waves 1, 8nd 5. The programs were offered
after hours to partners of the mothers attendinghabarton and in Waves 4 and 5
partners from TtLG families at il nido Childcarer@e Paradise were also included.
Initially the fathers’ program was delivered ovesessions however in response to
fathers’ feedback the programs for Wave 4 and ®w&panded to 4 sessions

The Fathers program consists of 3 group sessi@ohordinate with the information
being presented in the mothers’ weekly group pnogr&ey activities include:

» presentation of the Circle of Security and Cirdl&epair models.

* ‘Photo voice’ activity, in which fathers use dispbte cameras to take photos of
their children that capture key concepts of thel€iof Security. These photos
can provide a discussion focus at group sessions.

» video taping of interactions between fathers awd @hild/ren, which is
incorporated into the “You are so Beautiful’ videoprovide a discussion focus.

A total of 24 fathers from TtLG families particigat in the programs, with 17 fathers
from Thebarton and 7 fathers from il nido Childc@&entre Paradise. Fourteen fathers
completed evaluation forms (response rate of 58%).

Evaluation Findings
The father’s views were positive about the TtLGgoeaon and their participation in the
fathers’ information programs:

Understanding of TtLG project

* 82.8% (n=13) agreed that as a result of partiangati the fathers session they
understood their partners involvement in the TtlU@&.9%, n=6 strongly agreed)

* 92.8% (n=13) found the information materials claad easy to understand
(28.6%, n=4) strongly agreed)

Understanding of Attachment

» All responding fathers (n=14) reported an undeditamof the Circle of Security
attachment model with 78.6% (n=11) reporting eofainderstanding.

» All respondents indicated that participation in ththers session had given them
an understanding of children’s attachment needs, 5%.1% (n=8) having a lot of
understanding.
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Session Impacts for Fathers

92.8% (n=13) agreed that their family’s participatin TtLG had helped their
child’s behaviour (35.7%, n=5 strongly agreed)

78.6% (n=11) agreed that they felt closer to thkild as a result of their family’s
participation in TtLG (35.7% n=5 strongly agreed)

78.6% (n=11) agreed that participation in the fethgrogram improved their
parenting skills (14.3%, n=2 strongly agreed)

Most beneficial aspects of Fathers sessions (Spoataus)

Thirteen fathers (92.9%) identified beneficial agpeof the Fathers’ Sessions. The most
frequently cited (n=12) benefit was the opportumityalk with other fathers and share
their stories.

Able to share and listen to other fathers' views

Communicating with other fathers & realising othéegl similar. A nice feeling
of community

I learnt so much from hearing other fathers stories

Discussing real situations

Fatherhood project worker a great help, good tacdss real life experiences,
good to talk with fathers

Group discussions and getting more understandirgoaf my wife benefits from
the course

Group discussions other dad's views in relatiomteraction with the children
Just talking was good The Fatherhood project wo(§3) had a major influence
on the outcome of the meetings

Learning a new way of being a parent and talkinguthdeas and feelings in an
open environment

Meeting other male partners

Listening to other fathers talk about their sitwats with families, which | could
relate to with my children and family

Knowing that we aren’t the only ones having proldemith kids

COS magnets are great, simple and easy to undetsyau realise 'of course'
‘Communicating with other partners and realisindpeis feel similar, a nice
feeling of community’

‘Group discussions with others, views expresseithé@ylads in relation to their
interaction with the children’

‘Just the chance to talk about ideas and feelimgasn open environment, but
mainly learning a new way of being a parent’

Suggestions to improve future programs
Six fathers suggested a range of possible impromeer future fathers’ programs:

Explore more real life scenarios within attachm#rory e.g. constructive
discipline techniques

More male influence with male project workers

More sessions and have partners together for atleae session
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* We could as fathers have more than 3 sessionslivigs just touching the
surface of issues | would like to go deeper into

* A reminder call might have helped me get organi&sdail would be good as |
look at it often

» Suggest getting down on the ground to our childrével

Overall Summary
» Fantastic experience, some of the theory talk @nliimidating
» Well organised and very caring program. Thank you
* The sessions were excellently run
* Quite happy with session

* ‘I enjoyed communicating with my partner after eactner sessions, our
conversations are valuable’

* ‘My wife’s participation has helped our family’
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Childcare worker training series
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Through the Looking Glass (TtLG)
Childcare worker training Evaluation Summary
Wave 1

Training workshops on Attachment Theory and Prinwamegiving were delivered to
childcare staff during Wave 1 of the TtLG prograrhe training sessions were delivered
by staff from Lady Gowrie Child Centre, Adelaides8ally Watson, TtLG clinician and
Ms Cecilia Ebert, TtLG co-facilitator.

Eight training workshops for frontline childcare skers were conducted across the 5
participating TtLG childcare sites, during Wavebgtween the period Tuly to &'
November 2005.

Lady Gowrie Child Centre, Thebarton, Adelaide (n=32

il nido Child Care Centre, Paradise, Adelaide (=12

Salisbury Highway Child Care Centre, Salisbury Deywidelaide (n=35)

Lady Gowrie Child Centre, Brisbane (n=15)

Lady Gowrie Child Centre, Perth (n=11)

Al S

Evaluation responses were received from 105 trgiparticipants. Overall respondents’
feedback was positive:

* 88% (n=92) rated the quality of training as good8%3 n=40 extremely good)

» 80% (n=84) rated the training as useful (40%, nexdtzemely useful)

90% (n=94) respondents described multiple exangflasw they would implement the
training into their work practices. The most freqthg reported implementation strategies
involved the childcare worker:
* becoming a secure base for the children in the& (secure base as in the Circle
of Security model) (n=78)
‘thinking about the child first and focus on fegsnnot behaviours’

‘I will be more understanding, listening to chiladrel00% available ..not just
being there’

‘I will be more understanding, more realising tHald’s reaction is from their
unexplained feelings and emotions not just thitituale’

» working as a team to implement primary caregiving/1)
‘I will continue to work as a team, communicatepart and reflect on primary
care’

» using reflective practices (n=63)
‘I will reflect more on my own feelings and thoughwill be bigger, wiser and
kinder’

88% (n=92) respondents described how the trainifidenefit families at their centres.
The most frequently reported examples were:

» More secures attachments with children in care 2n=9

» Parents will feel more secure leaving childrenareq(n=80)
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‘children will feel safe that you're there for thaieeds. Parents will feel secure
leaving their children with people that understahdm’

‘better attachments, better understanding of wlaaepts feel as they drop off
their child’

‘building trusting relationships, using knowledgedsapplying it to parents with
secure base wording about attachment theory’

‘forming relationships to give a sense of secuaitgl comfort...families will have
an understanding of our involvement with their @fghd | will have a better
understanding of their child’

‘improved transitions in and out of our room...assgtparents understanding of
enrollment’

33% (n=35) respondents reported suggestions faromnpg training sessions, 12
respondents made multiple suggestions. Most frecgieggestions:

» More opportunities for group discussions (n=27)

* More role-playing (n= 22)

49% (n=51) respondents identified further trainregds, 21 respondents made multiple
suggestions. The most frequent suggestions:

» Continued on-going training (n=36)

* More information on primary caregiving includingseastudies (n=30)

* Information on setting professional boundaries @)=1
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Through the Looking Glass Training Evaluation
Primary caregiving and attachment theory

Site:

1.

6.

Date:

How do you rate the usefulness of this trairfplgase circle response)
Extremely useful
Very useful
Useful
Of little use
Not useful

How do you rate the overall quality of this tiag (please circle response)
Extremely good
Very good
Good
OK
Poor

What did you find most helpful in the training?

Do you have any suggestion for improving this ses3i

How will you use the information you acquire in tingining in your work?

What do you feel will be the benefits for the chéid and their families in your

service form this information?

7.

What further information/training do you need telfeonfident about being part

of the TtLG?

Thank you for taking the time to fill in this evaltion form.
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Training workshop July 2005
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Through the Looking Glass (TtLG )

Training workshop Evaluation

Lady Gowrie Centre, Thebarton, Adelaide SA.
215 — 22" July 2005

A two-day Through the Looking Glass (TtLG) trainimgrkshop was delivered at the Lady Gowrie
Centre in Thebarton, Adelaide in July 2005. Theksbop was attended by 26 staff members from
the five TtLG childcare centres across Australia:

Lady Gowrie Child Centre, Thebarton, Adelaide

il nido Child Care Centre, Paradise, Adelaide

Salisbury Highway Child Care Centre, Salisbury Dewidelaide

Lady Gowrie Child Centre, Brisbane

Lady Gowrie Child Centre, Perth

ogkrwbE

At the completion of the training workshop an ewaion questionnaire was distributed
(Appendix 1). Twenty attendees returned evaluagioestionnaires (77% response rate). This
survey measured participants’ satisfaction withwioekshop format, program and organisation, and
their levels of understanding and confidence inlem@nting TtLG strategies. Overall responses
were positive with participants reporting on:

« valuable opportunities to network and discuss corgestrategies and thoughts

* informative training sessions
“Good overall, very informative, lots of opportuies for discussion’{id 5)

“ All areas covered at high level, great to mettay co-workers for discussion, great to be able to
contact people for assistance and H€id 9)

“ Energy levels in group were high and very posit{ie: 15).

Workshop activities

1 Benefits

Attendees reported positive benefits from attendaiche workshop with many people (75%,
n=15) listing multiple benefits. Some staff (30%6) reported that all sessions were beneficial.

The most frequently reported beneficial aspecth@fvorkshop training were:

» specific training sessions for child care staff ahdicians, covering particular
role responsibilities such as the child’s wellbeamgl involvement assessment
tools and videotaping (65%, n=13)\

* networking and learning about other workers’ exgreces (65%, n=13)

* reviews of primary care giving and attachment th€86%, n=5)

* evaluation training (25%, n=>5).

2 Least beneficial aspects

Few aspects of the workshop were reported as luéiliitje benefit to participants. Half of the
respondents (50%, n =10) wanted to understand almet the standardized evaluation tools that
would be used in the TtLG program. Some staff (20%¢) suggested less time could be spent on
evaluation theory.

One person described the review of primary caragias not being relevant to their role as a
clinician.
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3 Understanding of TtLG program strategies
Most workshop participants reported an improveel®# understanding of the Tt LG program

strategies (see Table 2). Greatest improvementsderstanding were recorded for ‘Evaluation’,
and the ‘Child’s wellbeing assessment tool’ as hggited in Figure 1.

Table 2: Changes in understanding attributable to Taining

. No A bit more A lot more Not No
Program strategies improvement | understanding | understanding | Applicable | Response
% % % % %
a | Attachment theory 5 65 30 - -
and
Circle of Security
b | Child’s wellbeing 5 10 60 25 -
assessment tool
c | Group Program 10 40 30 5 15
d | Evaluation - 30 65 - 10
e | Program . 50 45 i 5
processes
(referrals,
assessments etc)
f | Team processes - 50 45 - 5

Figure 1: Changes in understanding levels attributable to training
70

60 -
50

40
30

Percent

20 +
10 ~

m A lot more

@ A bit more

0 a
Evaluation Child's wellbeing  Attachment theory &
assessment tool circle of security
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3 Understanding of TtLG program strategies (contimed)

The childcare staff training session covering thiédts wellbeing assessment tool was run
concurrently with the clinicians’ training sessiodowever a comment was recorded that
clinicians need some exposure to the mechanidseolvellbeing and involvement assessment
processes to ‘round off the training’ (id 16).

Five staff (25%) suggested extra training on speeiftivities including:
« attachment theory and circle of security (n=2)
* practice with the wellbeing and involvement scifes?)
« the development of children’s learning stories (n=1

4 Confidence levels implementing TtLG program stra¢gies

Workshop participants reported high levels of caerfice in applying program activities
(see Table 3).

Table 3: Confidence levels in applying Program Striegies

Program strategies Very Quite Not Not No
confident | confident | confident | applicable | response
% % % % %
Attachment Model 55 30 10 - S
Children’s wellbeing observation 50 10 - 30 10
tool
Evaluation data collection 45 45 - - 10

Additional comments regarding perceptions of caariick were made by 7 workers (35%).

“As a frontline childcare worker, need more undarsling of how the clinician, co-facilitor and
primary caregiver work togetheriq 3)

“As a clinician feel confident, just keen to knowatwe will be using(id 12)

“Confidence will increase once applied in own sedti (id 13)

“Evaluation data collection - feel that either | \vmanage it or | feel confident to seek

clarification” (id 20).

The need for follow up training in the attachmemtd®l has been identified for a minority of
respondents, although most feel equipped with kthis $0 apply it in their work (see Table 4
below) Given the need for greater clarificatiorttod standardized instruments to be used in the
evaluation, the confidence levels expressed abm@veracouraging.
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5 Workshop training

Overall the workshop training was rated well byattees. High levels of satisfaction were
reported for the workshop format, program and oggdion (see Table 4).

Table 4: Satisfaction levels with the TtLG trainingworkshop

Training Strongly | Agree | No view | Disagree| Strongly No
agree disagree | response

% % % % % %

Good presentation style 40 55 - - - 5

Poor workshop venue - - 5 15 75 5

Attachment model is highly 70 25 - - - 5

appropriate for my work

Training materials were clea 50 40 - 5 - 5

and easy to understand

| enjoyed the training 60 35 - - - -

Pace of training was right 45 45 5 - - 5

| would have liked more 15 50 20 10 - 5

training

| feel equipped with skills to 40 45 - 5 - 10

use the attachment model in

my work

Ten respondents (50%) listed additional commengy. ¢oncerns raised were

» The quality of training materials, in particularesiieads and PowerPoint slides (10%, n=2)

“..too small print and some with too much informaton each”(id 18)

* A need for more training on the Co-facilitor rol@o, n=2)

“Would have liked more training specifically on tra@e of the co-facilitor”(id 4).

6 Suggestions

Participants (70%, n=14) recorded aspects of Hiritrg activities that could have been done

differently:

o more time in role groups of clinicians, co-facitgaand primary caregivers covering specific

tasks and responsibilities (n=5)

O O O0OO0O0o

distribution during training sessions (n=3)

an over-view of the different role responsibiliti@s4)
more opportunities to work through the assessmiefainailies and use of video (n=4)
a clear description of co-facilitors role, espdgial weekly sessions (n=3)
some exposure to the wellbeing and involvemenstdok3)
reading handouts and printouts of presentatiohe forepared before hand for easy
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Appendix 1: Training Workshop Evaluation Questionnare

Through the Looking Glass Training: Evaluation Form

The following questionnaire has been compiled leyltfuependent Evaluator to evaluate the
training that you have just attended. Please tadeitne to complete the questionnaire and where
appropriate tick the appropriate box, or write IcBCK CAPITALS for legibility. Please put
additional comments on the last page of the quasdiioe if needed. Your answers are strictly
confidential — please do not put your name on thestionnaire.

1. What aspects of this workshop were most beneficiad you and why?

2. What aspects of the workshop were least benefatito you and why?

3. To what degree has your understandingf the following things changed as a
result of attending this workshop?

No Improvement | | understand | understand
at all a bit more a lot more

a. Attachment Theory and the
Circle of Security

b. Using the Assessment of
Child’s well being tool

c. The group program (inc
father’'s sessions, videotaping
etc)

d. The Evaluation (inc
Evaluation Plans)

e. The Processes involved for the
project (referrals, assessments
etc)

f. The Team Processes to be
used during the Project

Please comment specifically on any of the abovasanghere you would like additional
training:
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4. How confident are you about applying the followng in your work:

Very Quite Not
Confident Confident confident at
all

a. Implementing the Attachment
model

b. Using the Children’s’ Wellbeing
Observation tool

c.Collecting the evaluation data

Please explain your answers here:

5. Please indicate your level of agreement with tHellowing statements regarding
the training over the last 2 days:

Strongly | Agree | No Disagree | Strongly
Agree View Disagree

a. The style of presenting was
good

b. This is a poor venue for the
workshop

c. The attachment model is
appropriate for my work

d. The materials used were
clear and easy to understand

e. | enjoyed the training

f. The training was delivered at
the right pace for me

g. | would have liked more
training

h. | feel equipped with the
skills to use the attachment
model in my work

Please explain your answer:

6. Can you suggest anything that could have beenm® better in the workshop (new
areas for inclusion, better presentation etc)?
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7. Please make any other comments you believe wibide helpful to the organisers
of this workshop

Thank you for completing the questionnaire. Pleagget it in the envelope provided to
ensure confidentiality
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Appendix E.5

Training workshop August 2006
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Through the Looking Glass (TtLG)

Training Workshop Evaluation

Lady Gowrie Child Centre Inc, Thebarton Adelaide SA
2" _ 4" August 2006

Representatives from the five TtLG childcare s#éended a 3 day training workshop in August
2006, held at Lady Gowrie Child Centre Inc, ThetvarAdelaide SA:

6. Lady Gowrie Child Centre, Thebarton, Adelaide

7. il nido Child Care Centre, Paradise, Adelaide

8. Salisbury Highway Child Care Centre, Salisbury Dewidelaide

9. Lady Gowrie Child Centre, Brisbane

10. Lady Gowrie Child Centre, Perth

The training workshop was designed to provide pigiints the opportunity to review and
discuss the following key components of the TtLGjgct:

e TtLG program (manual, forms, session activities)

e TtLG Training plan for childcare sites

« Evaluation plans and activities

* Group facilitation (styles and processes)

» Reflective practice for childcare staff

* Video work with parents
As part of this workshop co-facilitators (n=5) aitled a specific group facilitation training
program conducted by Relationships Australia.

At the completion of the 3 day workshop an evabratiuestionnaire was distributed (see
Appendix 1). This evaluation survey measured pigdits’ levels of understanding and
confidence in implementing TtLG strategies andrtkatisfaction with the workshop format,
program and organisation.

Evaluation Findings

Fifteen evaluation responses were received:

Clinicians (n=5), Co-facilitators (n=4), Directois=3), Manager Community Service (n=1),
Manager and co-facilitator (n=1) and Ass. Director

Understanding of the key TtLG components as a resubf the training.
TtLG program (manual, forms, session activities)
e 40% (n=6) understood most of it but would like mor®rmation
e 20% (n=3) fully understand
e 20% (n=3) partially understand
e 7% (n=1) have no real understanding

TtLG Training plan for childcare sites
e 27 %( n=4) Understand most of it but would like marformation
e 20% (n=3) fully understand
e 20% (n=3) have no real understanding
e 13% (n=2) partially understand
e 20% (n=3) not applicable
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Evaluation plans and activities
*  67% (n=10) understood most of it but would like morformation
e 20% (n=3) fully understand
* 13% (n=2) have partial understanding

Group facilitation (styles and processes)
e 67% (n=10) fully understand
e 20% (n=3) understand most of it but would like miorfermation
e 13% (n=2) partially understand
Reflective practice for childcare staff
e 27% (n=4) understand most of it but would like miorfermation
e 20% (n=3) fully understand
e 13% (n=2) partially understand
* 7% (n=1) no real understanding

Video work with parents
e 27% (n=4) fully understand
e 27% (n=4) understand most of it but would like miorfermation
e 20% (n=3) no real understanding
e 13% (n=2) partial understanding

Additional comments
Eight respondents (53%) made additional commeitisating they would like more information
on the manual.

Work shop Rating
Participants were satisfied overall with the trainhg workshop
* 93% (n= 14) indicated the training activities weskevant to their TtLG role (with 67%,
n=10 strongly agreeing)
e 60% (n=9) found the training materials clear anslyd¢a understand (with 47%, n=7
strongly agreeing)
* 67% (n=10) agreed the training was delivered atitiie pace (with 47%, n=7 strongly
agreeing)
* 40% (n=6) agreed the training developed groupifatibn skills, while 33%, n=5
indicated this was not applicable to their role.
*  27% (n=4) strongly agreed that the video work disan will assist clinical work with
parents while 52% (n=8) had not view or indicatetlapplicable

Four respondents (27%) made additional commentsatidg that they would like more time to
work with their colleagues on the TtLG program caments.

Most beneficial aspects of the workshop
All participants (n=15) reported aspects of théntray workshop that were beneficial. Key
benefits were identified:
* Networking and hearing about other peoples expee®&80%, n=12)
‘Hearing the experiences of the other sites’
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‘Spending time with other professionals discussoigs and how the other sites
operate’
* Reviewing video work (34%, n=5)

» Group facilitation training (27%, n=4)
‘Learnt about myself and tools to use in the progra

Least beneficial aspects of the workshop

Seven responses (47%) were received with fiveqyaatnts indicating that reviewing documents
and forms was of no benefit and 2 participants wese to their role and required more
information on the evaluation.

TtLG Training Workshop 3" August 06 Day 1
Evaluation Session Group Whiteboard Exercise
Four key evaluation questions relating to the T{irGject were displayed on a whiteboard:
1. Project success factors
Factors that have contributed to the project sucsedar (e.qg. initiatives, processes,
products and/or services generated through thegiroj
2. Project impacts
How the project has made a difference to local liesjicommunities and children and/or
assisted families and communities using the service
3. Area of concerns and/or improvement
Concerns about the project, the directions in witichheading and/or any improvements
which could be made
4. Evaluation questions and comments

Participants were asked to reflect on these questiecord their responses on notes and attach
these notes under the relevant question. Twenht egponses were received and key themes
identified.

1. Project success factors
Factors that have contributed to the project sucsedar (e.g. initiatives, processes, products
and/or services generated through the project.

e Training

* Planning

e Team work
* Networks

* Support for mothers/families

2. Project impacts
How the project has made a difference to local lies)jicommunities and children and/or assisted
families and communities using the service
» Parents and staff have gained new knowledge, skillsan understanding of behaviours
* Genuine relationships with TtLG clients
* “It's what we are” - childcare profession ‘missioto assist families and communities
Sustainable continuity of care with families
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3. Area of concerns and/or improvement
Concerns about the project, the directions in witichheading and/or any improvements which

could be made
* Information exchange between roles and sites
* Role clarification
» Extending the program reach to other families iidclare centre
» Access to childcare after program
» Time off for staff
* What happens when project ends

4. Comments and questions
* Primary Care Giving (PCG) - is it being implemehsand can it be evaluated
» Feedback for clinicians, information on tools
* Children’s observation measurements, when and wbeaapply the tools
» Tension applying standardised tools in non-stangeddsetting
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TtLG Training Workshop

Co-facilitators Group Facilitation Training 3-4 August 2006

Relationships Australia

As part of the TtLG Traiining workshop co-facilites (n=5) from each childcare site attended a
2 day Group Facilitation workshop conducted by Reteships Australia. Evaluation feedback
was provided by Relationships Australia.

1 Training Benefits
Increase in confidence
Personal and professional growth in way of thinking
Significant increase in knowledge of group faciliia
Gained ‘huge amount’ of knowledge and also persandlprofessional learning
Knowledge and skills on group work

2 Training program highlights
Exploring and reflecting on task and maintenanceepts
Developing confidence in team skills
Revising learning styles and leadership styles
Learning about questioning techniques
Bonding and feeling part of a team (n=3)
Learning about myself

3 Least positive aspect of program
No comments recorded

4 Recommendations for future programs
More time to explore some concepts (n=1)

Additional comments
5 Group facilitation training course
‘Very informative, lots of handouts for future redace’
6 Educator’s facilitation of the training
‘Fantastic, did not get bored and felt really gatdut myself’
‘Gave us lots of information and gave us time &cdss and process it in a way that
was relevant for our program’

7 Relevance of the course content
‘Greatly appreciate all the extra handouts’

Table 1: Participants ratings

Training Poor Okay | Excellent
% % %
Overall rating of the course 100
Educators facilitation of the training 100
Relevance of course content 100
Quality of training handouts 100
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Appendix 1

Through the Looking Glass Training Workshop Evaluaion

Adelaide 2 — 4 August 2006

INSTRUCTIONS

Please take the time to complete the questionnaire and \ the appropriate box or write your
responses in BLOCK CAPITALS for legibility. In order to maintain confidentiality please place the
completed form in the envelope supplied. Return the envelope to the local Adelaide TtLG
representative who will then forward all forms to the TtLG evaluation team at Gowrie Child
Centre, Thebarton SA.

1.

What is your role in the TtLG program?
Director o Clinician o Co-facilitator o

Other O.eevivviiiiiiinnn.

Please indicate your degree of understanding around the following components of the TtLG
project?

Understand
No real Partial most of this but  Fully
understanding understanding would like more understand
information on this area

some areas
The Evaluation

(including the plan and [ O] L L]
activities)

Group facilitation

(including styles and [ O Ll [l

processes)

The TtLG group

program (including the 0 0 0 0
manual, forms &

session activities)

Video work with

parents L] H O [
TtLG training plan for 0 O O ]
childcare sites

Reflective practice for O Ol O O

childcare staff

Please comment specifically on any of the above areas where you would like additional training:
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3. Please indicate your level of agreement with the following statements regarding the Workshop training:

Strongly Agree  No View Disagree

Agree

a Thetraining activities were relevant to O O O
my role in the TtLG program

b  The materials used were clear and easy O O O
to understand

¢ Thetraining was delivered at the right O O O
pace for me

d Thetraining equipped me with group O O O
facilitation skills

e Thevideo work discussion will assist | | |
my clinical work with parents

f  Reviewing the TtLG training plan was O O O
useful
I would have liked more trainin

g g O O O

Please write any explanations of your answers that you believe would be helpful:

4. What aspects of this workshop that were most beneficial to you and why?

5. What aspects of this workshop that were least beneficial to you and why?

6. Please write any other comments you believe would be helpful.

Thank you for completing this questionnaire.

O

O o o o o o

Please seal it in the envelope supplied and return it to the Adelaide TtLG representative.

All forms will be given to the TtLG evaluation assistant at Thebarton.
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Training workshop February 2007
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Through the Looking Glass (TtLG)

Training Workshop Evaluation

Location: Relationships Australia Centre, Hindmarsh Adelaide SA.
8" - 9" February 2007

A two day TtLG training workshop was delivered iadfuary 2007 at the Relationships Australia
Centre, Hindmarsh Adelaide SA. Representatives fatbfd TtLG childcare sites attended:
11.Lady Gowrie Child Centre, Thebarton, Adelaide
12.il nido Child Care Centre, Paradise, Adelaide
13. Salisbury Highway Child Care Centre, Salisbury Dewidelaide
14.Lady Gowrie Child Centre, Brisbane
15.Lady Gowrie Child Centre, Perth

Training program
Day 1 Morning - Team Building - TtLG Project Sculpng Exercise
Facilitators: Catherine Sanders and Lisa Kettler
Afternoon - Reflective Practice, Facilitators:yaColmer and Nikki Edwards

Day 2 Morning - Emotional Availability, FacilitatoJacqueline Beal
Afternoon - Interpreting Parent Child Dyads, Hgator: Mary Hood.

Evaluation questionnaires were distributed at ticead each training day. Questionnaires attaclsed a
Appendix 1.

Team Building Workshop — Day 1 Morning session

Seventeen participants returned evaluation surveyd:

Co-facilitator (n=5); Clinician (n=4); Director (13¥; Manager (n=2) Primary Caregiver (PCG) (n=2);
Other(not specified(n=1).

Most participants reported an increased understgnafi TtLG roles and components as a result of

attending the Team Building Workshop.

* 59% (n=10) indicated an increase in their undedstanof their own role with 35% (n=6) reporting
no change as they already had a clear understaatithgir role.

e 77% (n=13) increased their understanding of otblkesrin TtLG with 24 % (n=4) reporting no
change as they already had a clear understandiothef roles

* 77% (n=13) increased their understanding of theliplealcomponents of the TtLG with 24%
reporting no change as they already had a clearatashding

Workshop rating
Most participants (71%, n=12) found the workshogfuls
* 83% (n=14) agreed the project sculpturing exensige relevant to their work.
* 83% (n=14) found the presentation style good
* 76% (n=13) agreed the materials were clear andteasyderstand.
Additional comments highlighted participants’ expaces:
‘It was good fun and included everyone to gainghsiof all the different roles and pressures that w
work with through out the project’.
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‘| also reflected on how important everyone's rglén TTLG and to ensure effective communication is
used to keep everyone feeling valued and 'linked'.

‘More focus on empathy for clients would have bgaod. Also pointing out how hard people found it
to act rather than talk. Exercise ended up beirgtdaboured.’

Reflective Practice Workshop — Day 1 Afternoon segs
An additional person attended this workshop, adclaite centre manager (n=18)
Most participants (89%, n=16) reported an increas®terstanding of reflective practice.
* 78% (n=14) had an increased understanding of tperitance of being emotionally available as
a worker.
* 89% (n=16) increased their understanding of thaevaf co-worker relationships in supporting
parents.

All participants (n=18) indicated that the workshogining had increased their confidence in
* Videotaping child-worker interactions as a tooktgport reflective practice
» Reflecting with staff teams on videotapes of childrker interactions
Workshop rating
All (n=18) participants agreed that:
» the workshop was useful
» the presentation style was good
* materials were clear and easy to understand.

However 95% (n=17) reported a need for additiorsahing on the use of videotape as a reflectivé too
Some participants made additional comments higtitiglthe benefits of the reflective practice
training:

‘It made me think about my own capacity for refltiand to be more emotionally available for
parents, children and co-workers.’

‘Learning more about using the videotaping as d footraining - very inspiring!’

‘Appreciate the opportunity to think about refleetipractice in more depth and Looking at video
footage and learning about how the presenters lisddotage in staff meetings.’

Emotional Availability (EA) Workshop — Day 2 Mornin g session
Sixteen participants completed the Day 2 Worksha@uation survey

The majority of participants (82%, n=13) agreedBAeinformation was relevant to their work with
88% (n=14) reporting an increase in understandfng o
* The use of EA scales to assess change in parddtattachment
» The relationship of EA scales to organised andrdeused attachment
e The individual EA dimensions:
Maternal sensitivity
Maternal structuring
Intrusiveness
Hostility
Child responsiveness
Child involvement

O O O0OO0O0Oo
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However one participant made an additional comrtietittheylearnt something and that was useful
but it was not useful to my current needs i.es itot a priority’.

Workshop rating
Overall most participants (87%, n=14) rated theviz®kkshop as useful
* 87% (n=14) agreed the style of presentation wasl goo
* 100% (n=16) agreed the materials were clear angteasderstand.

Additional comments highlight respondents expemeoicthe EA training:
‘It was great to get a deeper understanding of EAvell as the perspective from the clinicians work
with parents.’

‘I had little knowledge apart from articles and exgences as a primary caregiver and this will help
me when looking at client videos to be more awasascious and understanding of the
situation/problem and enable me to work more affelst with my clinician to better the support foet
group.’

Parent Child Dyads Workshop — Day 2 Afternoon sessn
Most participants reported the parent — child diyaohing increased their understanding of parefitch
attachment concepts. However some participantsateti no change in their understanding as they
already had a clear understanding of the concepts:
* 76% (n=12) reported an increased understandingafranent concepts, 25%( n=4) already
had a clear understanding
* 81% (n=13) increased understanding of parent-cdefdnses, 13% ( n=2) already had a clear
understanding
* 50% (n=8) increased understanding of the Circl8axfurity (COS) graphic, 38% (n=6) had no
change as they already had a clear understandth§3%6 (n=2) had no increase in
understanding.

As a result of the Parent Child Dyad training sqrasgicipants reported increased competency in:
* ldentifying parent-child relationship defences (804 3)

* Applying the COS graphic to videotapes of parefitiatyads (76%, n=12)

Workshop rating

Overall most participants (82%, n=12) rated theeRa€hild Dyad training as useful

e 94% (n=15) agreed the style of presentation wasl goo

* 86% (n=17) agreed the materials were clear andteasyderstand

* 81% ( n=13) agreed the information on interpretiitpotapes of parent child dyads is relevant for
my work

* 75% (n=12) identified the need for additionalniag on interpreting videotapes of parent child
dyads

Additional comments reflect participants ratingtod workshop
‘Gained a better understanding and good to seeiagfibn in practical sense.

‘I will be able to take the information to my stdf§ained an understanding of interpreting thalid
not have before’
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‘Should be additional training for clinicians assaparate group to explore this at a deeper level in
order to support the work we do in the group arelcbmplexities of this especially in relation to
sensitivities.’
Additional comments on the 2 Day Workshop
‘Overall very informative and added to my own urst@nding’. (Director)
Discussions in a larger group format work well. @®able to throw out our ideas and interpretations
what we know & what we see & have people challénigeo give us further insight is a technique that
learn from’. (Co-facilitator)
‘Day 2 was amazing! | feel inspired and motivatedise some of the ideas i.e. explaining the COS
graphic and video clips to train staff at my cent@ome fabulous ideas. | was glad to be part®f th
training.’ (Co-facilitator)
‘Excellent - good small and large group work’ (Deter)

‘It would be helpful to have more training for dtedam, especially the Primary Caregivers. It wbhé
interesting to spend time at other sites as wele® in Adelaide’. (Co-facilitator)

‘Perhaps getting people to move about the roomye88minutes or so as at times (I) was feelingltire
and drained and | believe it was because we wétiagidown for long periods of time’. (PCG)

‘Make a video and PowerPoint presentation to taiiekato staff for further training’. (Director)
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Appendix 1

Through the Looking Glass Training Adelaide &' and 9" February 2007 EVALUATION DAY 1
The following questionnaire has been compiled gisashe evaluation of this training. Please tdileetime to
complete the form by ticking the appropriate box or writing your responsesli®BK CAPITALS for
legibility.
What is your role in the TtLG program?
Directoro Cliniciano Co-facilitatoro Othero (please SpecCify)......cccoovvvviiiiiinnnnnn.

Day 1 Morning session TEAM BUILDING

1. To what degree has this session increased yourderstanding of the following aspects of the TtLG
project?

No change No increase Some Increased
already have aclear  atall increase quite a lot
understanding
0 O O O
a Yourrole
0 O O O
b  Other roles within TtLG
¢  The multiple components of the o . . .

TtLG intervention

2. Please tick your level of agreement or disagreemt with the following statements
Strongly Disagree No View Agree Strongly
Disagree Agree
O O O
a  The team building workshop was . .
useful
O O O
b  The style of presenting was good . -
The materials used were clear and m m m
O O
c easy to understand
The project sculpting exercise was 5 O O O 5

d relevant to my work

w

What aspects of this team building workshop were nai useful to you and why?

4. Please make any other comments you believe would belpful to the organisers.
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Day 1 Afternoon session REFLECTIVE PRACTICE

5. To what degree has this session increased yourderstanding of the following aspects of the TtLG
project?

No change No increase Some Increased
already have aclear  atall increase quite a lot
understanding
a Reflective practice 5 O o o
b  The importance of being 5 O o o
emotionally available as a worker
¢  The value of co-worker 5 m m m
relationships in supporting
parents

6. To what degree has this training session incread your confidence in implementinghe following
activities?

No change No increase at Some Increased
already confident all increase quite a lot
a Videotaping child-worker O = = =
interactions as a tool to support
reflective practice
p Reflecting with staff teams on o = o o
videotapes of child-worker
interactions

7. Please tick your level of agreement or disagreemt with the following statements

Strongly Disagree No View Agree
Disagree
O O O
a  The reflective practice workshop .
was useful
O O O
b  The style of presenting was good .
The materials used were clear and 5 O O O
C easy to understand
O O O
d Reflection on child-worker .
interaction is relevant for my work
e There should be additional training o . . .

on the use of videotaping as a
reflective practice tool

8 What aspects of this workshop on reflective praate were most useful to you and why?

Strongly
Agree

0

9 Please make any other comments you believe wotld helpful to the organisers.
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Through the Looking Glass Training Adelaide &' and 9" February 2007 EVALUATION

DAY 2

The following questionnaire has been compiled gisashe evaluation of this training. Please
take the time to complete the form by tickinghe appropriate box or writing your responses in
BLOCK CAPITALS for legibility.

What is your role in the TtLG program?
Directoro Cliniciano Co-facilitatoro Othero (please Specify)........ccovevvviivinennn.

Day 2 Morning session EMOTIONAL AVAILABILITY

10. To what degree has this session increased yaunderstanding of the following aspects of
Emotional Availability (EA)?
No change No increase Some Increased
already have aclear atall increase quite a lot
understanding
O O O
a The use of EA scales to assess -

change in parent-child attachment
b  The relationship of EA scales to o O O

organised and disorganised .
attachment classifications
The individual EA dimensions: . o O O
c Maternal sensitivity
O O O
d Maternal structuring .
O O O
e Intrusiveness .
O O O
f Hostility .
O O O
g Child responsiveness .
O O O
h Child involvement -

11. Please tick your level of agreement or disagneent with the following statements
Strongly Disagree No View Agree  Strongly

Disagree Agree
a The EA workshop was useful m O O O o
b  The style of presenting was good m O O O o
¢ The materials used were clear and «© O O O o
easy to understand
d The EA information is relevant O O O O o
for my work
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12. What aspects of this workshop on Emotional Availality were most useful to you and
why?

14. Please make any other comments on Emotional Availdity that you believe would
be helpful to the organizers

Day 2 Afternoon session PARENT CHILD DYADS

14. To what degree has this session increased yaunderstanding of the following aspects of
the TtLG project?

No change No increase Some Increased
already have aclear atall increase quite a lot
understanding

a Attachment concepts - - - -

b  Parent-child relationship defenses . . . .

¢ The Circle of Security (COS) O o O O

graphic

15. To what degree has this training session increed your competeng in the following
activities?

No change No increase Some Increased
already competent at all increase quite a lot
a ldentifying parent-child O . . .
relationship defences
b  Applying the COS graphic to O . . .

videotapes of parent child dyads
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16. Please tick your level of agreement or disagneent with the following statements

Strongly Disagree  No View  Agree  Strongly

Disagree Agree
a  The workshop on interpreting o o O O O
parent-child dyads was useful
b  The style of presenting was good i o O O O
¢ The materials used were clear and m m m m m
easy to understand
d The information on interpreting o o O O O

videotapes of parent child dyads is
relevant for my work
e There should be additional training o o O O O
available on interpreting videotapes
of parent child dyads

17. What aspects of this workshop on interpreting grent child dyads were most useful to
you and why?

18. Please make any other comments about interpratj parent child dyads that you believe
would be helpful to the organisers.

OVERVIEW of the 2 DAY WORKSHOP
Day 1 Team Building and Reflective Practice

Day 2 Emotional Availability and Interpreting Pat€hild Dyads

19. Please make any comments about the 2 day workghthat you believe would be helpful
to the organisers.
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Reference group email survey
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Through the Looking Glass (TtLG)
Reference Group Email Survey Evaluation Summary
September —October 2005

In September 2005 an email questionnaire was blig&il to Reference Group members,
including program staff (n=11). A total of 10 seys were returned, response rate of
91%. Six questionnaires were completed on-lineratdned by email, the remaining 4
guestionnaires were returned by mail.

Overall Reference Group members reported positioelthe TtLG program.
* 100% (n=10) respondents were satisfied overall thighprogress of the TILG
project (60%, n=6 were highly satisfied)

‘Program is having an impact nationally in termswfderstanding of the significance of
attachment theory. It is contributing to the deypshent of a national Gowrie strategic
plan.’

‘Very valuable project — delighted to be involved’

1. Recruitment to the TtLG Reference Group
100% (n=10) respondents were satisfied with thegiruitment to the TtLG program
(80%, n=8 fully satisfied).

2. Reference Group meeting processes

100% (n=10) respondents were satisfied with thereefce group meeting processes
(50%, n=5 fully satisfied). Additional comments:

‘Difficulty with some decisions being changed ibseguent meetings due to changes in
attendance at meetings.’

‘In the long—term would like to see meetings stited so that there is active engagement
of members and their expertise can inform prograwvetbpment, not just a reporting
process

3. Reference group activities
Respondents clearly felt positive about the orgdiua of the reference group meetings:
* 100% (n=10) agreed the meeting venue facilitieevaglequate (40%, n=4
strongly agreeing);
*  90% (n=9) agreed meeting times were convenienk ane respondent reporting
‘no view’,
* 70% (n=7) agreed that meetings are run efficiefii#o, n=1 strongly agreeing);
* 80% (n=8) agreed that the Evaluation Plan is apgatepfor the TtLG program
(40%, n=4 strongly agreeing);
» 80% (n=8) agreed that the well-being of clientadequately considered during
the meetings (20%, n=2 strongly agreeing);
* 70% (n=7) agreed that demands on program statidequately considered
during meetings (20%, n=2 reporting no views)
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* 60% (n=6) agreed that they were clear about treeabthe Reference Group
(20%, n=2 disagreed and 20%n =2 reported no view)

* 80% (n=8) disagreed that meeting should be hetddésn (20%, n=2 strongly
disagreeing);

Additional comments:

‘Clinicians need to be consulted about the feaisybdf applying all these tools — asked to
do a lot of work in addition to the program’

‘Important to monitor how well staff are able toeeup with the demands of both the
program and the evaluation...outcomes for clientsdarectly related to the degree to
which the program was able to be implemented agded and maintaining in that way
over time’.

4. Level of understanding about TtLG program
Respondents have an overall understanding abowdq@acts of the program:
* 100% (n=10) respondents indicated they understaandi_G program objectives
(70%, n=7 have a clear understanding);
* 100% (n=10) understand the Circle of Security attaent model (50%, n=5
clearly understand);
* 100% (n=10) understand the structure of the TtL&m@m for parents (50%, n=5
clearly understand);
*  90%( n=9) understand the Evaluation Plan (60%,aleérly understand);
* 80% (n=8) understand the integration of primaryaving model into childcare
staff work practices (40%, n=4 clearly understand).

5. Standardised tools for Evaluation
Overall members were satisfied with the standaddisels that the Reference Group had
recommended for the Evaluation of the TtLG program:
*  90% (n=9) were satisfied with the Parenting Sttedex (PSI) (60%, n=6 were
fully satisfied);
*  90% (n=9) were satisfied with the Hospital Anxi€gpression Scale (HADS)
(50%, n=5 were fully satisfied)
*  90% (n=9) were satisfied with videotaping and Emadi Availability Scales
(70% n=7 fully satisfied);
* 80% (n=8) were satisfied with the Children’s WeitlgeObservation Measure
(60%, n=6 fully satisfied)
» 80% (n=8) were satisfied with the Children’s Invaiwent Observation Measures
(50%, n=5 fully satisfied)

Additional comments

‘Concerns that PSI and HADS have not been valid&dedse together as is occurring in
TtLG program. There may be issues of survey fatand de-motivation when clients
answer the tools in this combined manner.’
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‘Externally assessment of video — taping for enmati@ttachment, could lead to delays’
‘Not really familiar with instruments so don’t haae informed view of their value’

‘Details regarding the use of these scales needetspecified — eg how are the EA
scales used with infants less than 12 months’

‘Some proportion of clients should be involved atdgstandard measurement of
attachment between them and their child as a mehassessing whether the program
has met its objectives. This will be difficult ahdt it places additional demands on
families, but at the same time, if we are goingghk families to participate in programs
such as TtLG into the future, we will want to hgeed data from this trial to back up
our assertions that the program is genuinely bemfi The more rigour we can put into
the research aspect of this, the more likely tha we will be able to have confidence in
the findings that we see from the evaluations di/era

6. Satisfaction with progress of TtLG project
Overall Reference Group members reported positioelthe TtLG program:
* 100% (n=10) respondents were satisfied overall thighprogress of the TtLG
project (60%, n=6 were highly satisfied)

7. TILG partnerships

In terms of their professional working role and reponsibilities Reference group
members value their partnership with TtLG:

*  90% (n=9) respondents rated their partnership as vaable (60%, n=6 highly
valuable).

8. Suggestions

Several members suggested aspects of the progetrwotid be further furthered
considered

‘We need to ensure the dynamic relationship betwieeclinician and childcare staff.’

‘Potentially useful extensions could be made topttogram eg adding in other aspects
such as dietary education for parents etc (wouleldn® consider staff workloads)’

‘May be overloading the parents with questionnaives evaluation findings will clarify
this.’

‘Concerned that the sites are not synchronisedhéndelivery of the program’
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Clinicians evaluation summary
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Through the Looking Glass
Clinicians Feedback Evaluation Summary

Evaluation data has been collected from clinicidunsng:
1. Informal telephone interviews conducted in Septen2085
2. Interview with the clinician’s Reference Group regentative, Ms Sally Watson,
TtLG clinician, at Lady Gowrie Child Centre, Adelai 17" May 2005

1. Informal telephone interviews September 2005 sumary

All clinicians are employed 0.5 in their role witte TtLG program. During the Wave 1
TtLG program four clinicians had social work quiahitions; one clinician was a
qualified psychologist.

Telephone interviews were conducted with clinicimosn the 5 participating childcare
sites

16.Lady Gowrie Child Centre, Thebarton, Adelaide

17.il nido Child Care Centre, Paradise, Adelaide

18. Salisbury Highway Child Care Centre, Salisbury Dey/delaide

19.Lady Gowrie Child Centre, Brisbane

20.Lady Gowrie Child Centre, Perth

Clinicians were asked to describe in their own \gdteir experience of the TtLG
program, looking at what is working well and whatild be changed. Overall clinicians
were positive about their involvement with the TtbGt highlighted that the program is
still in the early development stages. All climics reported that they have a heavy
workload to achieve in their part-time role (0.5).

Strengths

The program is working well and clinicians are olBgy positive benefits for
participating families, in particular the mothers developing friendships and social
networks e.g. providing transport to meetings aeetng for coffee.

Child care centres directors and staff are supypodf the TtLG program.

Suggestions for improvements
Clinicians highlighted that the program is stillthre early development stages.

Training
Clinicians reported the need for ongoing trainiogusing on:
* program implementation
» videotaping skills in particular editing and burgiaf CDs.

Manual

The TtLG manual is still in draft form and cliniciswould like more information on
activities for the weekly group sessions with mosheClinicians are developing their
own additional handouts and activities for grougsgans. These materials and
information will contribute to the ongoing developnt of the manual.
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Client concerns

Clinicians expressed concerns regarding the nuofiferms that mothers are required to
complete at the beginning of the program, includietpiled assessment forms and
evaluation pre-program forms. All clinicians ralsencerns that this may be asking too
much of the mothers. There are concerns regalidéngcy levels and ESL clients. Two
clinicians helped clients fill in the forms — thaye concerned that the lack of
confidentiality could lead to biased responses ftbenparents.

Clinicians reported that the mothers are ‘vulnezabéving already been assessed at
referring agencies. On top of all the assessmeahtesiing the vulnerable clients also
have to agree to have a video record of themsalwégheir children interacting. This
can be a very big ‘thing’ to get thru’ especialyysome women feel at risk of having their
child taking away into care.

Client referrals

The TtLG program has been established at Lady @o@Gentre Adelaide for 3 years.
The TtLG program is new to the other 4 sites. @livecians from the 4 new sites all
reported that it is a challenging process buildipdocal community awareness of the
program. Referrals to the program have been siawd interstate sites of WA and
Queensland.

It can be difficult matching up TtLG families witthild care spaces (i.e. matching
childcare spaces available with the different agfé&LG children). Clinicians need to
work closely with Directors on matching their regumnents.

One clinician suggested that Adelaide could hawerdral referral point e.g. Gowrie
Thebarton. This way the child care vacancies andly locations could be more
effectively matched. Could also save time frompkespective of the agency person
making the referral if they did not have to contseteral child care centres.

TtLG roles and responsibilities

Clinicians would like more clarification on the eobf the co-facilitator, in particular
how and when the co-facilitor administers the childellbeing and involvement
measures.

Childcare centres

Some child care centres are poorly resourced Vifittecequipment e.g. no photocopier
and limited space for clinician’s office. This carake it difficult for clinicians when
organising forms and handouts for sessions.

Staff development

Clinicians reported the need for support (i.e. @ssfonal supervision) especially those
clinicians implementing the program for the fiighé. There is a potential for clinicians
to be professionally isolated working on their owrchildcare centres. There is an
understanding that project manager will organitectarferencing between the clinicians.
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There are currently difficulties organising thichase clinicians work different days and
there is a time difference with WA and Queenslatess

Overall clinicians in Wave 1 of the TtLG are sagsdfwith the TtLG program and their
involvement. All clinicians emphasised that thejgcbis in the very early developmental
stages and processes are evolving.

2. Interview Clinician’s Representative 17 May 2007

Evaluation data was collected during an intervieithwWis Sally Watson, clinician at
Lady Gowrie Child Centre Adelaide and nominatedician’s representative on the
Reference Group.

Satisfaction with TtLG program content and procedures

Clinicians are satisfied overall with the contehthe program. However the clinicians
perceive that their role is evolving over each wand there are increasing demands and
expectations on their role. The clinician’s rotethie TtLG program is in the capacity of
a health care worker providing clinical and thergpesupport to mothers referred to the
program. They are in a unique position, workingmearly childhood education setting
and as such are required to integrate their prioiesswork practices with their co-
workers from early childhood education professtbe, co-facilitator and primary
caregiver. One clinician described the role ofdl@ician as being the ‘guest’ worker in
a ‘host organisation’.

At times the clinicians have been asked by centeztbrs to offer support and advice to
other childcare centre families not just TtLG faesl Clinicians view this as a positive
aspect of being co-located in a childcare centf®abh it can impact on their workload.

All clinicians highly value their clinical superi that the Project Manager has
organised with an independent expert in early toitdl and attachment. The Adelaide
clinicians receive face to face supervision while interstate sites have phone access to
the clinical supervisor.

Administration

Clinicians are concerned about the number of fantsquestionnaires that TtILG
mothers are required to read and sign at the begjrof each wave. Clinicians
suggested the option of rationalising or consoiidppaperwork e.g. activities requiring
signed consent to be all listed together on ong@#gk instead of multiple pages as is the
current situation.

Clinician’s mid-wave evaluation with families

Clinicians would like to explore the option of ingphenting their own midway evaluation
with mothers to inform their clinical practice amdervention with the families. This
would be conducted in an informal manner by thei@in, accessing if the mothers’
individual goals are being met and providing anarpmity to respond to any concerns
or issues that the mothers may be experiencing f@mative evaluation informing the
later stage of the TtLG intervention.
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Clinicians are concerned that some mothers feeaitédlby the length of the program,
viewing it as a big commitment. An informal midwayaluation involving all members
of the TtLG team including the PCG could be a valeapportunity to renew
commitment and enthusiasm to the program.

Communication

Communication can be a complex issue given therifft organisational structures
across the 5 sites and the range of workers inddlvéhe TtLG program (clinicians, co-
facilitators, PCG, centre directors). CliniciangHiight the need to maintain clear,
concise communication channels and directives foooject management.

Childcare and Primary Caregiving

Clinicians are respectful of the key role that¢hédcare primary caregivers have in
supporting families. They nurture multiple childneot just TtLG families.

The quality of primary care giving can be impadbgdca range of factors including the
level of childcare training and staff turnover. €Ble factors vary across TtLG sites.

There are structural issues around the concepegbrimary care giver. The TtLG
families need to understand that the PCG may mayd be available. They will take
leave, have days off, sick leave, lunch breaks etc.

TtLG Manual
The manual is a work in progress.

Clinicians continue to contribute to the developtrafrthe TtLG Manual/ Guidelines,
building up a range of resources, activities arferemces for other practitioners. A
suggestion was made that advice could also beded@about when particular activities
worked well and when they did not work well and teasons why.

Clinicians suggest that the manual be designededridrmat of ‘Guidelines’ outlining the
principles and themes of the TtLG intervention. fEhis a need for flexibility in the
manual processes so that the clinician can resfmotiee particular needs of the group
and the individual participants. The capacityda the weekly sessions to participants
needs is a key requirement of the intervention.ndt are participating in the program
because they have attachment issues with thed ahdl as such may at times present to
the weekly group with acute needs that need taddesased. This may require the
clinician to adapt the planned program format.

Assessment criteria
Clinicians have developed a clear set of criteviade in the assessment of mothers
referred to the TTLG program. Categories deematbaappropriate include:

* Inadequate/ non-existent reflective capacity ofrttether

» Some child protection referrals

* Unmanaged mental health issues
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» Certain domestic violence and legal situations thay require time involved in
legal matters and court attendance
TtLG is a therapeutic group process and particgpanist have the capacity to contribute
to the group.

Overall clinicians are satisfied with their invohaent with the TtLG program while at
the same time acknowledging the TtLG project istioorally evolving and there is the
need for ongoing learning and development fortalif svorking together on the TtLG

program.
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Co-facilitator email survey
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Through the Looking Glass (TtLG)
Co-facilitators Evaluation Summary

Background
Co-facilitator role and responsibilities
The co-facilitator is an experienced childcare veonkho:

» works with the clinician in the TtLG weekly groupssion with mothers and

* supports the primary caregivers who work with tidividual TtLG children and

families.

During the weekly group sessions the co-facilitatmmtributes expertise from the
childcare education perspective, complementindhadth and therapeutic perspective of
the clinician.

Co-facilitator staff

Three childcare centres have retained their cdifatars through Waves 1, 2 and 3.
However during this period there has been co-tatir staff turnover at two sites. The
Perth based TtLG program has been re-located feereliit childcare sites for each of the
3 waves and this has resulted in a turnover ofcdHators. One local Adelaide centre
inducted a new co-facilitator for Waves 2 and 3 ttuthe resignation of the Wave 1 co-
facilitator.

Co-facilitator evaluation
Co-facilitator evaluation feedback has been cadiédtom:
o an email survey of Wave 1 co-facilitators
0 co-facilitators’ group facilitation training Augu2006
0 an interview with the co-facilitator's Referenceo@p representative.

Email survey

In January 2006 an email survey was distributeti¢d/Vave 1 co-facilitators based in
the

five TtLG childcare sites:

Lady Gowrie Child Centre, Thebarton, Adelaide

il nido Child Care Centre, Paradise, Adelaide

Salisbury Highway Child Care Centre, Salisbury Dewidelaide

Lady Gowrie Child Centre, Brisbane

Lady Gowrie Child Centre, Perth

Al A

Three co-facilitators returned questionnaires.dwlup with the non-responding co-
facilitators (n=2) was not achieved due to oneamlitator leaving the childcare centre
and one interstate program being re-located tdéfereint childcare site. Due to the low
numbers only raw scores are reported not frequencie

Email survey findings

Quialifications

Respondents indicate their highest level of edanati

University degree (n=2); Vocational certificatedyploma at TAFE or college (1)
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Recruitment
All 3 respondents were satisfied with their reengnt to the TtLG co-facilitator role
(n=2 strongly satisfied)

Role satisfaction
All 3 respondents were satisfied with their rolghe TtLG program (n=1 fully satisfied)

TtLG program
Respondents (n=3) indicated an understanding ot&eayponents of the TtLG program:

» program objectives (n=3, clearly understand)

» primary caregiver’s role and responsibilities (netg@arly understand)

» structure of the TtLG program as it relates to per¢n=3, clearly understand)
» co-facilitator’s roles and responsibilities (n=2rfally understand)

» the clinician’s role and responsibilities (n=2, tgly understand)

Training
Respondents (n=3) indicated an overall satisfaatiibim the training for key components
of the TtLG program:

» Circle of Security (n=2, fully satisfied)

* Children’s Wellbeing Observation Measure (n=2,\fgatisfied)

* Children’s Leuven Involvement Observation Measure2( fully satisfied)

» Reflective journal writing (n=2, fully satisfied)

* Primary caregiving (n=2, partially satisfied)

* Videotaping (n=1, fully satisfied; n=1, partiallgtssfied)

» Co-facilitating group meetings (n=1, fully satisfi;n=1, partially satisfied)

All respondents (n=3) agreed that:
» co-facilitating the TtLG program increased theiowbedge and skills around
attachment and children (n=3, strongly agreed)
» they were confident assisting the clinician witk theekly group sessions (n=2,
strongly agreed)
» they were comfortable working with the cliniciams=g, strongly agreed).

All respondents (n=3) disagreed that it was diftita manage their co-facilitator tasks
given their other work responsibilities at the dhihre centre.

Suggestions
Each respondent suggested specific aspects ottt groject that could be changed.
‘Training at the start of the project outlining &8 and responsibilities’

‘Administration to be more organised, with everyamenlved having a clear,
concise picture of what is happening’

‘Change the order of some topics. The first fegsems with COS before videos’
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TtLG Training Workshop

Co-facilitators Group Facilitation Training 3-4 August 2006 (Wave 3)
Co-facilitators (n=5) from each childcare site atted a 2 day Group Facilitation
Workshop conducted by Relationships Australia. l&atzon feedback was provided by
Relationships Australia.

1.Training Benefits
* Increase in confidence
» Personal and professional growth in way of thinking
» Significant increase in knowledge of group facilia
» Gained ‘huge amount’ of knowledge and also persandlprofessional learning
» Knowledge and skills on group work

2. Training program highlights
» Exploring and reflecting on task and maintenanaceepts
» Developing confidence in team skills
* Revising learning styles and leadership styles
* Learning about questioning techniques
* Bonding and feeling part of a team (n=3)
* Learning about myself

3. Least positive aspect of program
No comments recorded

4. Recommendations for future programs
* More time to explore some concepts (n=1)

Additional comments
5. Group facilitation training course
‘Very informative, lots of handouts for future nefiece’

6. Educator’s facilitation of the training
‘Fantastic, did not get bored and felt really goaldout myself’
‘Gave us lots of information and gave us time sxdss and process it in a way
that was relevant for our program’

7. Relevance of the course content
‘Greatly appreciate all the extra handouts’

Table 1: Participants ratings

Training Poor Okay | Excellent
% % %
Overall rating of the course 100
Educators facilitation of the training 100
Relevance of course content 100
Quiality of training handouts 100
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Co-facilitators Reference Group Representative Interiew 15" March 2007

The Co-facilitators Reference Group Representagibased at the Lady Gowrie Child
Centre, Thebarton, Adelaide and has worked withTth& program since an earlier pilot
program which commenced in 2002. During this ttheeco-facilitator has developed a
high level of understanding of the co-facilitatolerand delivered numerous training
workshops on attachment theory and primary caregivi

Overall co-facilitators highly value their roletine TtLG program. The co-facilitator
representative outlined the co-facilitators’ petaaps of their role as:

‘a bridge between the TtLG project and the primeayegivers, sharing program
content with the individual TtLG primary caregivéPRCG) and supporting PCG
in their work with TtLG families’

‘an active participant in the weekly group sessiwtsle at the same time
supporting the clinician by being a reflective otvge of the group dynamics’

‘an early childhood knowledge base providing appiaig child development
information provision to TtLG parents’

‘an advocate for the TtLG child, parent and primaaregiver’
One co-facilitator has commenced a post-graduatgdadan Infant Mental Health.
These studies are developing her capacity to b&tfgvort the participants in TtLG and

the primary caregivers.

Further evaluation feedback from individual co-iéaiors will be collected during later
Waves of the TtLG project.
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Through the Looking Glass (TtLG)
Childcare Directors Evaluation Summary

Childcare Directors’ feedback was collected duarggries of short informal interviews
(n=3) and open forum discussions at tAe-2™ August 2006 Training Workshop and the
TtLG Project Day 38 April 2007. These workshops were attended by
Directors/managers from the five TtLG childcaresit

6. Lady Gowrie Child Centre, Thebarton, Adelaide

7. il nido Child Care Centre, Paradise, Adelaide

8. Salisbury Highway Child Care Centre, Salisbury Dewidelaide

9. Lady Gowrie Child Centre, Brisbane

10.Lady Gowrie Child Centre, Perth

Directors (n=5) described the TtLG project as dl&mwrative’ project built on
partnerships between their own role as a centeeidirymanager and the TtLG clinician,
co-facilitator and childcare worker roles. Thesetperships enable knowledge sharing
between the clinician’s health profession and #réyechildhood education profession.

Directors (n=5) reported the need to spend tim@aeumg these partnerships and
developing collaboration between the different Ttht&ff roles. Directors noted

‘it takes a lot of energy to create forums, to t#ke time to talk and then there’s the need
for communication lines to be formalised'.

‘there is a need to give up some autonomy in coliadton, it's not just one way, we need
to see and respect the differences’

Directors (n=5) identified the ‘flow on effect’ wther families and staff in their centres
as a key benefit of the integration of the TtLGgramm into their centres. Directors (n=5)
reported their centre clinicians support other feawiin the centre by providing parents
with counselling when requested by staff e.g. a@re mother received counselling
after a miscarriage. Clinicians support centréf stasharing parenting information and
resources.

Challenges
Directors (n=5) identified a range of concerns rdgey the implementation of the
individual waves of the TtLG.

0 The process of keeping childcare places availawl@tiG families can
sometimes impact financially on a centre’s opematparticularly when a family
withdraws from the program at the last minute.

o Finding spaces for the wide age range of childnegeich TtLG wave can be a
challenge. This is particularly difficult when tieeare number of babies in the
program due to tight staffing ratios in a babiesmo Directors have identified
the need to consult closely with the cliniciansegard to accommodating the
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children of TtLG families. Clinicians may needuary the enrolliment of families
across different waves depending on the age raihdaldren.

o Many families continue with childcare after theyraete the group TtLG
program. This can sometimes lead to a ‘cumulatmegjative impact on staff
workload and wellbeing as these families contiru®ok to childcare staff for
support with their child at the same time as ‘n@t’G families join the centre.
Directors need to provide additional support tdf stesome situations.

o Itis sometimes difficult for directors to releastaff for TtLG activities due to the
shortage of childcare staff. At times there is tadfsnember available to backfill
a vacancy. An overall industry sector shortageaff smpacts on directors’
capacity to release childcare workers from thereermoms.

Overall directors agreed that the TtLG project Wisiable outcomes for their centres and
the participating TtLG families however at the same they identified challenges that
are experienced as they work to integrate the Ttdfect into their childcare centre’s
work practices and culture.
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Through the Looking Glass (TtLG)
Rapid Reconnaissance Evaluation Summary
Site visit il nido 24" October 2006

On 24" October 2006 a ‘rapid reconnaissance’ visit waslooted at the
il nido Community Childcare Centre, Paradise SA.

The visit was planned in advance with phone cailtbe@mail communication between the
TtLG evaluation assistant, il nido Childcare Cemeector and the TtLG clinician.

Childcare site

Impressions upon arrival at 9:30 am.

The centre buildings and surrounding areas wesnc@®d neat. Premises were easily
accessible with off street car parking close todietre entrance. The arrival area was
quiet with 3 families arriving by car to take chid¢th to care. No families were walking to
centre.

Reception

The centre receptionist was welcoming and friengitgeting some people by their first
name. Parents confidently walked into childcardreermoms with children. All children
arriving appeared to be happy, no child displaygdsagns of discomfort upon entering
the childcare rooms.

The reception area was made up of a wide hallwaggme leading to a door into the
childcare rooms and the reception desk space.diféetor’s office adjoins the reception
area. Walls were painted bright blue with wide o parent information material
displayed along walls and counter. Half timber glas window walls separate
reception space from childcare rooms.

Childcare facilities

The clinician was waiting to take the evaluatoradtour’ of the childcare centre. This
was arranged beforehand as the director had aqommomitment. Before entering

through the door into the childcare rooms the ciam explained the format of the ‘tour’
outlining the different areas of the centre thaten@rganised according to the age groups
of the children.

Upon entering the childcare rooms a comfortablelle¥ noise was registered. The
sounds of children’ happy voices were heard. Thene no sounds of crying or distress.
Children were free to take part in a wide rangaativities that were set up on low tables
and chairs and carpeted spaces on the floor.

Childcare workers were engaged with children andhildren appeared to be isolated.
A range of activities were occurring in the cerdrg. a childcare worker was sitting
down nursing a child on her lap, with a small grofipoddlers sitting around her,
listening as she was reading a storybook. Anotlweker was setting up painting easels
and talking with 3 children and involving them hretsetting up activities.
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The babies’ room section was separated from ther ekildren’s area by half timber and
glass walls. The room was very quiet and calm.

A set of doors opened out to a covered verandalpaveld area. The wide doors
provided easy access to the outside play area.aféésappeared a little dry and dusty
due to the ongoing drought conditions. A large banof children were playing outside,
some running around actively and while others virrelved and concentrating on more
stationary activities including playing with plastioxes.

Two childcare workers were outside with groupshafdren. The atmosphere was happy
and relaxed. The childcare workers were invohdhgdren in the setting up of activities.
Workers were attentive to all children, reguladgking around and checking on
children’s whereabouts. Workers spoke to chilehg$heir names.

Overall impression of the childcare centre fa@stiinside and outside, was of a safe,
happy and relaxed space for children.

The clinician introduced each of the childcare veoskto the evaluators. Childcare
workers were friendly and welcoming. They happitk@owledged the clinician using
her first name, indicating they felt comfortabletheir relationship with the clinician.

Upon completion of the tour of the childcare famk the clinician and evaluator moved
to a building detached from the childcare centie lanated at the end of the carpark.
This building provides a large open space arealidcare workers with lockers, kitchen
facilities and lounges.

In one corner of the building there was a sepamim providing a private space for
meetings. This room was set up as the office sfmadée TtLG clinician and used for
the weekly group sessions with the TtLG motherkis Toom was a large area, clean,
light and bright. The clinician’s work space wagamnised with clear desk space,
bookshelves and filing cabinet.

Informal interviews
A series of informal interviews were held during thay with the clinician, co-facilitator,
centre director and the TtLG primary caregivers.

Clinician’s reflections

TtLG program benefits

Outcomes for families: The combination of indivitlaassions between the clinician and
the mother and the weekly group sessions workshygliroviding many opportunities
for mothers to raise their concerns and issue® clihician has observed the TtLG
mothers confidence in their parenting skills inse¢hrough their participating in the
program.
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Communicating with other TtLG clinicians is valuabRegular meetings and
teleconferencing enable colleagues to share expaseand learnings.

Challenges

Important to build up relationships with co-fa@lior, centre director and the primary
caregivers. Open communication is vital as theeecan be ‘challenges’ integrating
families with high needs into the childcare comntyinPrimary caregivers need support.
The clinician consults with the co-facilitator redimg the weekly group activities that
the co-facilitator feels comfortable implementing.

Flexibility is required as each wave of familiestaadifferent dynamic and also each
weekly group session can have a different dynarSmme weeks a mother may come to
the group with immediate concerns that need toismudsed and this requires the
clinician and co-facilitator to be flexible and aslj the planned weekly activities.

There is a heavy work load for the part-time posit{0.5). This workload includes a high
volume of paperwork with many forms to be colledtes parents and also completed
for project management. The referral processededime consuming — assessing
people, negotiating their commitment to participane co-coordinating childcare spaces
for the children. The days that childcare is alg#g do not always suit families due to
other commitments.

Overall the clinician reported that the TtLG pragras evolving with learnings from each
wave. e.g Wave 1 mothers did not have a clear statating of the Learning Stories that
the primary caregivers produced to show the chiliislvement in activities and the
attachment processes that were occurring durisgriolvement. In subsequent waves
the co-facilitator now brings in the Learning Sé&srto a group session and talks about the
stories.

Director’s reflections

TtLG program benefits

Outcomes for families: Observing the mothers’ coerfice increase over time. Many of
the mothers ‘struggle’ at the beginning as thegrentt with staff and take responsibility
for payment of childcare fees. By the end of thegpam the mothers have become more
confident and ‘able to talk with us’.

Outcomes for staff: There has been an increasafihkeiowledge and confidence e.g
Before the TtLG program started at the centre th# would direct a family in a crisis
situation to the centre director. Now staff have tbnfidence and ability to offer help to
a family experiencing difficulties. They regulatblk with the co-facilitor who can often
help with advice and referrals to other services.

The clinician’s presence in the centre is valuébiteall staff and families. The clinician

has provided support to non-TtLG families on seecaasions. The clinician supports
staff with parenting information, books and pamgsle
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The TtLG workshops are valuable and provide opmities to learn from the other sites.

Challenges

The TtLG primary caregivers (PCG) need a lot offgupas they integrate the TtLG
children into care. The families often have highdl needs and the PCGs need to
support both mother and child. Also when a famiithdraws from the program the staff
need support to reflect on the situation and tmaakedge that this is not a reflection on
the PCG.

Three waves of the TtLG program have been condwiddnany TtLG families are
continuing to keep their children on in care. Thés had an unexpected outcome of
increasing pressure on staff as they work with aad/‘old’ TtLG families. Staff need
support especially those staff who have suppodsdlies in all 3 waves.

Administration can be a challenge. The project agament billing process for the TtLG
families can be complex. Then there are issueswpaces are kept free for prospective
TtLG families and the family decides at the lashuaté not to take part in the program.
This is ‘lost’ income for the centre.

There is pressure organising staff availabilityusm the day of the week that the group
session is held. The director needs to have HbsHdif to release the co-facilitator for
her responsibilities in organising and participgtin the group session.

It can be a challenge organising childcare spamethé TtLG families. It is particularly
hard to find spaces in the babies’ room. The tlrezas negotiated with the clinician
that in each wave there can only be a maximumbzises.

Overall the centre’s involvement in the TtLG prdjecvaluable with many positive
outcomes for staff and families. However thereni®agoing need for clear
communication between project management, thec@imiand the director in order to
manage the challenges that are involved in impléimgia complex program into a
childcare setting.

Co-facilitator reflections

TtLG program benefits

The co-facilitator has established a very suppenworking relationship with the
clinician and is confident working with the TtLGnfdies.

Participation in the TtLG program has increasedctiacilitator's knowledge of
attachment theory and primary caregiving. Shenleascommenced post-graduate
studies in Infant Mental Health. The co-facilitasupports peer learning with the other
childcare workers and is able to share her knovdexdgl understanding of the TtLG
families needs.

There are many positive changes in the TtLG fasdigy watching mothers develop
friendships and become more confident in theiradions at the childcare centre.
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Challenges

There is a need to clarify the role and responséslof the co-facilitator upfront at the
beginning of the project. The workshops with otbeifacilitators are valuable,
providing opportunities to learn from peers.

TtLG primary caregivers (PCG) reflections

Informal discussions were held with six primaryegavers of TtLG children.

Benefits

The TtLG training in primary caregiving and atta@mhtheory has flow-on benefits to
all children in the centre not just TtLG families.

All primary caregivers have observed TtLG mothargding up attachment relationships
with their children. They report that childcaresteavaluable role in supporting families
as they develop secure attachment relationshigkidahe provides parents with some
‘timeout’ and also the child has time out in a seand supportive environment. PCGs
observe TtLG children coming into the centre asroftimid and shaking’ and over time
they become happy and confident to play with freend

The PCGs observe the TtLG families building upttmish the childcare staff. The group
meeting between the TtLG mother, the clinician tnr&primary caregiver is very
important in building trust. Valuable informatieshshared between the group and
provides an understanding of the families needs.

Challenges

Some TtLG families have very high needs and loak&PCG for ‘solutions’. In these
cases the support of the clinician and the coifacils very valuable. They are able to
provide information about a wide range of earlyidiwod and parenting issues e.g one
child had a hearing problem and they were ableramge hearing aids and referrals to a
specialist hearing centre.

Some mothers have high levels of anxiety when featheir children in care,

particularly if the PCG has not yet started thhiftsThe PCGs now have communication
books in which mothers can record any concernsatters that they would like the PCG
to be aware of during the day.

All PCGs reported that the Wellbeing and Involvet®@hservation measurement tools
are time consuming.

The primary caregivers reported that their involeeirn the TtLG program has both
professional benefits as they increase their kndgéeand skills while at the same time
the TtLG families benefit as the PCGs support ivetbpment of secure attachment
relationships between mothers and children.
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Appendix E.12

Survey of TtLG Site Stakeholders: Managers (CEQOSs),
Clinicians and Co-Facilitators
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Survey of TtLG Site Stakeholders:

Managers (CEOs), Clinicians and Co-Facilitators
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1. Background

A survey of professionally engaged stakeholderssacall five sites was conducted on
completion of Wave 4. The interviews with CEOs tfweir delegated manager), clinicians
and co-facilitators were semi-structured includsognmative scales to gain an
assessment of the impact of the project from {heispective but focusing largely on
gualitative feedback to critique and further refihe practice model. Eighteen
stakeholders were interviewed (either face-to-tacever the telephone) with interviews
lasting between 30 minutes to an hour. One clinifiam Perth was not interviewed as
she had left the project; she was replaced by agearwho had worked with the co-
facilitator. This work was supplemented by two feguoups of PCGs from all project
sites (with the exception of Perth) the findingsfirwhich appear in a separate report.

Given the contextual differences between sites iiguaonclusions about optimizing the
‘best practice’ model is problematic; however thés also provided a potential
opportunity to optimize its transferability. Thensadnalysis was conducted on the
qualitative findings to identify areas which werngric to the project across two or more
sites. The analysis was conducted in tandem weHighdwork and was iterative; as
themes emerged these where subsequently addresagecbiming interviews using
procedures established from Grounded Theory appesa¢-indings were summarized
and discussed with the Project Manager and CERedtdst site. A summary of potential
areas of model improvement will be submitted toRieéerence Group for discussion and
final ratification.

Whilst the impacts of the model for staff and cigehave been substantial and are
discussed elsewhere in the evaluation, there assadentified here where refinement of
the best practice model would optimize its outcoara$ enhance its implementation and
functioning.
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2. Quantitative Findings

Stakeholders were very satisfied with the overattomes achieved by the Project with
72% (n=13) indicating ‘fully satisfied’ and 28% (B)indicating ‘mostly satisfied’.
Satisfaction was expressed largely in terms ofrtipgacts achieved for Project clients.

55% (n=10) thought that the overall goal of thej€sbhad been ‘fully achieved’, and
28% (n=5) ‘mostly achieved’. Two indicated ‘partyghchieved’ and one did not know.
For those who did not indicate ‘fully’ the remaigineed to produce a final model of
service delivery was highlighted.

Fig i Project Staff Assessment of Extent to whi§tated
Objectives have been achieved
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Based on 18 respondents

Fig i presents the summation of the Child Care @gmtoject staff (broadly defined as
the site managers/CEQOs, project managers, cliri@ad co-facilitators) assessment of

225

partnerships

100

90

80

70

60

50

40

30

20

10



the extent to which each of the TtLG project’s ahjees have been achieved. Nearly all
staff who had engaged with the project to someekegdicated that the project had
achieved all of its stated objectives to some éxfEme most successfully achieved
objectives were Objectives 2 and 3 where all bet @spondent indicated the objectives
had been ‘fully’ or ‘mostly’ achieved. For the @hcentre staff the impacts for clients
and their children and the extent to which thegxbhas built capacity amongst staff
have been substantial:

‘It's been absolutely fantastic for the familiesaWe been involved’;

‘You see mum’s who took no interest in themselvéseo appearance, who can't
communicate to their children and are deeply deggddotally transform. It's just
amazing’;

‘I've seen children completely change... a truly rekalle experience’;

‘Children who were clearly having real communicatijproblems, one kept biting... one
didn’t hardly speak at all... they’ve become like ptately new kids!’

To a lesser degree, the project has developedrdraheed parent support networks, but
this was viewed as being fully or mostly achievgd’B% (n=13) respondents. This has
taken several forms including retaining contactwtite center, its staff and/or activities,
retaining friendships acquired with other projedthers and in some cases engaging
with local established groups. Where this did raotup the reasons postulated where:
geographic distance between mothers in particutates; the severity of issues held by
particular mothers in a given wave. Some resposdedicated they were only partially
aware of the sustainability of networks and so amed ‘partially achieved’ for this
objective.

A lot of the friendship network stuff really depgsimth the mothers who come along in a
particular Wave — | mean some live miles from eattler so the chance of them carrying
on their friendships are pretty slim given the dedsof kids. Others work, or start work
etc etc. So this has varied a lot between waves.

78% (n=14) felt that the higher order objectivaddevelop and promote the uptake of a
‘best practice’ model...” had been ‘fully’ or ‘mdgtachieved (56%, n=10 indicating
‘fully’). This is a notable finding given that (ithhe view of those staff engaged with the
project) the least achieved objective was the ‘loarder’ Objective 1. Whilst 44%

(n=8) respondents indicated this had been ‘fully/noostly’ achieved, 56% (n=10)
indicated it had only been ‘partially’ achieved.iJtwvas explained in terms of
partnerships not being fully established acrosgeptsites (see below); within each site
sustainable integrated partnerships were viewdtheisig been established through the
project. There was also comments made about tkeofamwvnership and partnership

from other sectors.
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‘It's been great in terms of our own centre and plaetnerships formed between the child
care workers and the clinician. And we’ve worked weéh Gowrie Thebarton around
training. But we've really not had much to do wiitie other centers’.

There’s not really been the ownership across sedtwat | would have liked to see. This
has made it much more difficult to get people k@tap and run with the project.

3. Summary of Themes identified From Qualitative Fndings
3.1 Stakeholder Roles
3.1.1 The role of the Clinician

The clinicians’ role was central to the deliverylannning of the project at each site. In
practice, this extended beyond direct respongdslitelating to the participating mothers
and children. Additional roles identified in thigaduation have included:

¢ training and induction of staff in the primary cagjiging approach and project
processes;

¢ promoting the project and approach (“marketingghagect”) in the community;

¢ Supporting the emotional needs of PCG staff thae leangaged, and formed close
relationships with project families (through dekirig sessions).

It is noteworthy that the additional roles idemdfiabove were not envisioned as clinician
responsibilities in the project model. Taking oadé roles required the development of
new skills in addition to re-orientating to the P@Rilosophy and becoming familiar

with the TtLG procedures. Moreover, the need tcagegwith the range of data collection
activities for the evaluation added to workloadisTwas particularly demanding for
clinicians in the early stages of the project whaghuld have benefited from more
preparation time. Subsequently, the implementatidhe project was viewed as being
too hasty; staff were broadly of the view that fingt Wave of clients were recruited too
early and that they were not fully equipped to haride tasks required early on. The
project would have benefited from the acquisitiba éuller understanding of attachment
theory, the initiation of PCG procedures and esthbl changed management processes
prior to implementing the project.

Whilst clinicians were expected to network with ygeand other agencies in helping to
identify potential coordinated options for clieimaneed (including recruitment and
potential follow-up after the project), broader mation rested with each participating
Director.

PCG promoted the development of close relationshiffe mothers, children and
families who were experiencing (sometimes profoand on-going) personal problems;
subsequently there was a potential to cause aeefempathetically nourished
emotional distress in PGCs. Whilst the well-beifigtaff resides with the site manager,
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the expertise of the clinicians and their centydlitthe project precipitated their
allocation to or adoption of the staff support r@darification of this role and the
procedures for its enactment varied across siteéfr1as not been stipulated in the model.

The need for more time to embed clinicians in thespective child care sites was also
evident. Many of the clinicians were from welfarckgrounds and did not have prior
experience working collegially with child care werk. Certainly the extent to which
PCG was operationalised was unfamiliar territonysiaff operating at some sites. For
other sites PCG had already been established. Howev all sites, more preparation
time prior to the first Wave of clients would hawelped to establish the practices and
collegial working environment encouraged by thgeub

3.1.2 The role of the Co-Facilitator

Co-facilitators acted as two-way conduits betwdendinician and PCGs. Good
relations between clinicians and co-facilitatorgeweiewed as crucial to the project
working at an optimal level. Contextual differeng@esre evident across the sites. In
Queensland, the ‘grass roots’ experience of thmectdin was viewed as providing the
advantage of greater understanding of the compexdnd pressures experienced by
PCGs. Here, the co-facilitator was also a direatamne of the Brisbane sites which was
viewed as having an ‘equalizing’ status effect wita clinician, but also provided more
impetus to disseminating information about the gebpnd encouraging the uptake of
staff training.

The need to clarify roles and responsibilities @ffacilitators and clinicians was evident
early in the project; disagreements here were elebets to the efficient functioning of
the multi-disciplinary team approach. These issue® resolved over time (and in some
cases after staff changes had occurred).

3.1.3 Implications for the model of best practice:

The model would benefit from establishing cleaiitpws descriptions of the working
roles of staff engaged with the project.

The model would benefit from stipulating the natame proceedings for the provision of
PCG staff support and the Clinician role in this.

Where the model is applied across sites, more eggnéetings of all staff to share and

explore experiences of the team approach woulditané to the more effective
functioning of the multi-disciplinary approach.

228



3.2 Optimising Multi-Disciplinary Teams

The need to ‘balance’ the contributions of the edmexpertise brought to the project
through the multi-disciplinary team was a challef@ehe project. The unique service
provided through the TtLG project was embodiechmfusing of therapeutic (clinician)
and early intervention (child care) approachesseéhgere conceived as traditionally
having separate allegiances and identities. Engamnintegrated approach in the model
was made more difficult by the organizational arahagerial differences across sites
(see below).

Bringing together all staff more frequently to agele issues and share learning
experiences would have encouraged a more coordiftasem’ approach. Professional
development activity at the team level would alagencontributed more to the
development of a working team culture across sites.

3.2.1Implications for the model of best practice

The model would benefit from a longer period otlicttbn and preparation prior to
recruiting clients. Given the learning acquiredalgh this project, this preparation
period should be between two-four months.

The model would benefit by including multi-disaiply team training to enhance
functionality

3.3 Staff Training

Staff turnover across a number of sites emphasirmedeed for on-going training in PGC
and the procedures of the project (see below).rGike centrality of the clinician and co-
facilitator to the project and their intensive eggaent with it, they are well placed to
play a central role in training staff in these ardalements of the project Manual
contribute to this. It is also the case that otfeld-care staff have also become skilled in
these areas and could potentially take on trairésgonsibilities. Additional the need for
more professional staff appraisal procedures totifyetraining needs was identified.

Given the profound re-orientation toward PCG neadesbme centers, this training
activity is crucial. Both clinicians and co-faddtbrs have been happy to take on this role
both through formal training and informal mentorengivities. However, currently
neither clinicians nor other staff have receivedning in practical capacity building

skills, the “how to” procedures of running workskop

3.3.1Implications for the model of best practice

The model would benefit from identifying specifadfsas PGC/TtLG trainers, and ensure
they are equipped with the pedagogical skills tlvée capacity building sessions for
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other workers as required. These sessions miglglsognt or replace PCG training
delivered as part of staff induction.

3.4 Formalising a Client Exit Strategy

Many mothers retained the child care services &taing the project and were
subsequently still in regular contact with their@O he project has promoted the
development of greater understanding between P@lant informed by ‘inside’
knowledge of family circumstances; in some casesgoal circumstances have been
exchanged in a reciprocal process of trust devedoprand the forging of friendships.
Whilst this was viewed as highly positive, the nurtg of close relationships during the
project created the potential for further workireggthnds for staff from clients who had
completed it. There was evidence of some neediftidr guidance or an ‘exit strategy’
which clarified the professional aspects of theureabf the relationship post project for
all agents.

3.4.1Implications for the model of best practice

The model would benefit from developing in plaiglih a client ‘exit strategy’ which
includes clarifying the role of the PCG for parentslonger engaged with the TtLG
project.

3.5 Project Sustainability Issues
3.5.1 The Adoption of Primary Care Giving (PCG) @dhiCare Practice

Staff were broadly enthusiastic about the chang@safessional practice and subsequent
improvements the quality of care precipitated by ithplementation of the PCG
approach. Staff felt better equipped with the slalhd knowledge to practice child care in
a more effective, insightful, reflexive and ultirabt more rewarding way. The changes
were profound for many staff across the centregreding to working practices with

clients and children, relations between staff agiivben staff and management,
managerial practices, and for some influencinggeaksocial relationships. Practice has
become more holistic, orientated toward ‘emotioreeds’ and relationship focused. This
has enabled staff to interpret child behavioureddhtly and engage more intensively
with families accessing the centre.

There has been a ‘cultural shift’ in working praes precipitated by the project, away
from behaviorist models such as the ‘Positive RargrPractice’ approach toward the
wholesale adoption of PCGThe approaches were almost universally viewed as
benefiting children, families, parents and staffe3e changes in skills, learning,

! Whilst several sites had adopted aspects of P@ torthe project the extent of this varied grgatt
was universally asserted that PCG implementatiahbieen substantially enhanced and improved through
the Project.
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philosophical orientation and professional practice strong legacies from the
implementation of the project. However, for soradfstoncerns were also expressed
about the extent to which PCG was fully understand implemented; the need for
regular review, an on-going training and supporeiitective practice was subsequently
asserted.

3.5.2 Systemic Changes at the Policy Level

The project has precipitated systemic changes asa@agticipating Centers. This has
varied in degree across the participating Statesels has separate policy development
procedures. However, in all cases attachment theeasyPCG is being embraced at the
policy level.

The implementation of these approaches in profaasjractice through the TtLG
project has preceded and prompted the broaderypdienge. PCG is now part of
induction and ‘refresher’ programs for new staffoss several participating sites.

3.5.3 Expanding the Project

The project is also extending to other Lady Gowiies. A presentation of the TtLG
Project and the evaluation findings took place ab@blture, Queensland in February
2008. Caboolture plans to adopt the project latehe year. The project is also
conducting consultations with Aboriginal commurstie identify how the project might
encourage greater participation and meet the nefddsligenous families.

3.5.4 Continued use of Project Resources

The ‘Circle of Security’ poster has been enthugialy adopted as a symbolic and
practical guide for staff and families using thetee$. Many of the written resources
(including books and articles concerning attachntieebry) have been compiled within
each site and are utilized as needed. Other res®de/eloped through the project have
been taken up including the development of a DVBeTFather/Child Journey’
specifically for fathers of families accessing Hegvices.

The Manual was generally well received amongstetstaff members who had seen it.
However, the majority of PCG centre staff had re@rsthe manual, and those that had
read it tended to use it early in the program. Ma@ual was viewed as essential for the
initiation of key players in the project (cliniciaco-facilitator and managers) and was
referred to often in the early waves of the progead by new staff. All aspects of the
manual were viewed as useful but clinicians tertdduk selective, referring to the
manual occasionally as a ‘refresher’ once theyddembme familiar with the materials.

% The diagram appeared in several rooms in thedites visited by the evaluators.
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Co-facilitators outside of South Australia seldosed the manual being guided more by
the formal training and materials receivelbwever, those located in one of the three
locations within South Australia tended to acceasemials from the manual more
regularly. The manual was viewed as a supportieguee and not a replacement for
practical training.

3.5.5 Impacts on Clients

All of the staff, and key players interviewed réaiffed the findings acquired from
mothers, that the impacts of the project have Ipeefound for children, parents and
families. This has had a very positive effect om skaff who participated:

‘You look at the child before and after the projant you just can’t believe it's the
same child’;

‘Absolutely fantastic to see the way the childremedop and change. | can honestly
say I've never seen such a dramatic improvemethtarioddlers. It's just a wonderful
project’.

‘It's been amazing and totally rewarding. A fantagixperience to see the progress
of the mums and children’.

‘One little boy just didn’t speak at all. And hizim was clearly having great
problems relating to him and meeting his needs. Aowd it's completely different,
chatting away and his mum’s like a different perdta been wonderful'.

‘There’ve been dramatic changes in parents anddcéil. Amazing changes really’.

‘There’s been a huge dramatic change for mums uegbl much better
understanding and lots of improvement in attachvimty their children’.

Child parent relationships have been enhanced ghrptoject participation; the project
has built on existing strengths and helped paterdsiccessfully address the root causes
of attachment and parenting struggles:

‘It's produced much stronger and secure relatiopshbetween parents and children
and provided a really strong base for the futureeRomenal success!’

‘Exploring the strengths families have and unearghihe problems and strategies to
use these to address the causes of difficulties.béén incredibly rewarding’.

Staff confirmed that many mothers had formed Igssiocial support and friendship
networks through engagement with the project. Tlapgpear to be more successful, but
are not exclusive to, where parents have retainadection with the child care centre.
Factors which militate against sustained friendst@pvorks were usually logistical,
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where mothers lived far away from each-other, stawtork or moved house, the
friendships were not as lasting.

3.5.6 Building Capacity and Professional Developnien

The training received by staff through the projea$ been extensive. Staff across the
board expressed profound impacts in the ways titeygret and respond to child
behaviour, the adoption of PCG in professional ficacthe utilization of new skills in
early childhood education. Several staff indicateat the training had been a revelatory
insight to the human condition, and had informddtiens between staff, staff and
clients, staff and management and social and pafselationships outside the
workplace. Managerial practices had also beenentfied.

The Kent Hoffman training was specifically highltgd as the most substantial impact
for clinicians and co-facilitatofsThe ‘Marte Meo’ training (again utilizing video
methods) was also cited as particularly benefidiedining of less use was the
‘sculpturing’ exercise and team gatherings whicti been, according to some
stakeholders, mislabeled as ‘training’.

A caveat here was that in promoting the PCG apisadhere was a danger of devaluing
existing staff skills. However, this pitfall wascaessfully avoided. The strategy of
promoting and explaining the PCG rather than aritig existing practices was well
recognized. Having received training in the apphoaeen it in action and practiced it
professionally, staff were convinced of its berseéihd relished the opportunity to engage
with it. The training has also promoted an awarsméshe need for and a desire to
continue with on-going learning in PCG. The expaees have in this sense set several
staff on a new educational pathway:

‘I've been studying infant mental health and I'mandoing a Masters... this was
totally influenced by the project’.

3.5.7 Sustainable impacts generated by the Mults&plinary Approach to Child Care

The application of a multidisciplinary approacictold care provided new ways of
working which benefited staff by enabling accesa tange of expertise and through
promoting an appreciation and raised awarenesgedhsights and skills of contributing
stakeholders. Stakeholders felt that the projestsudsequently helped to raise the
profile of child care expertise and the professioeeognition of child-care staff.

? It is notable that several key players applautiedraining sessions received in evaluation. WHilistis
consistent with the findings from self-completioswavey, given the evaluator was conducting the
interviews a degree of ‘Hawthorne effect’ cannoekeluded. However in two cases stakeholders adfirm
that the learning acquired through the evaluatiaiming had been applied in other projects ran ftoen
center.
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Several clinician and co-facilitator staff haveigated profound influences on their
professional development through engagement wélptbject. This has been mirrored
in reports of changes in career pathways:

» Its put me on a completely different career path ,
* For me, I've discovered a whole new pathway in arger... | want to keep
working with families and kids, not just as a cliltte worker;

At the management level, the learning acquiredutincestablishing and managing a
multi-site project involving the complexities of ititdisciplinary team-work was highly
valued.

The engagement of the Reference group was alsediafin unexpected outcome from
this was the embedding of two research studer@@atie in South Australia engaging
with related projects:

» ‘Secure and insecure attachment relationshipgeschool, long day care
setting’. Masters thesis, School of Psychologyivenrsity of Adelaide, 2006

* ‘The attachment relationships between toddlersthed caregivers in child
care’. Sophie Mumford , Honours thesis, Schod?®fchology, University of
Adelaide, 2007

The project has also promoted staff collaboratimoss the Lady Gowrie sites for the
first time. Clinicians and managers from outsid&oftith Australia have been keen to
point to the support and training supplied by tldelide Thebarton Centre. This centre
has also acted as an example of a working modeltfears and staff benefited from
visiting the centre and seeing the project opegdinst hand. However the extent of
collaborative relationships varied across sitesthPguestioned the need for inter-site
collaboration given its differing mission and conmity development focus

3.6 Suitability of the Project for ‘Acute’ Cases

A minority of families were experiencing acute plieshs at a level of severity the project
could not fully address. Whilst this raises quastioconcerning stricter definitions of
eligibility for recruitment in order to filter oudlients who may require more intensive
therapeutic intervention, there were disagreemamtsngst key players and staff
regarding the exclusion of these clients. Clinisiand co-facilitators felt that excluding
more acute cases would deny them the considerabkfits to be gained from the
project. Several asserted substantial and rewaldingfits were achieved for these
families. It was felt that a willingness to tryéagage with the project was more
important. However, two managers expressed concegasding disruptive difficulties
experienced with specific families. Four potensimhtegies emerged around this issue:

1. ‘screening’ mothers to ensure a willingness to gegaith the project, be
reflective and seek underlying solutions to attaghiissues;

234



2. ‘linking in” specialized concomitant support witther agencies for specific cases
if required;

3. Extending the engagement period for families whedn&

4. establishing a more formalized ‘referral pathway’ families who may need
further help;

Strategy 1 presents challenges which may only Bsiple to address through
professionally informed impressions. However, gittea holistic family centered and
personalized approach adopted by the model, tkibiliey to embrace strategies 1-3 on a
case by case basis was viewed as feasible; thessirnee could potentially be
accommodated in the current model. With regarmstrategy 4, in several sites, referring
specific clients to new services occurred wherksalges to external agencies were already
established. As the model stands, whilst the ptGeeks to empower clients to seek
appropriate external support services as part jgictibe 3, there is currently no formal
strategy to develop referral pathways to appropatvices for those clients who may
require further therapeutic help. Whilst there waslence of this happening on a less
formal basis, incorporating this formally would p&b ensure that ‘post project’ cases
identified as requiring it, receive that additiosapport. There may be a case for
extending project linkages and partnerships wittable ‘follow-up’ agencies to enable
this to happen. This may also yield benefits imtepf external agencies directing
additional suitable ‘recruits’ to the project.

3.6.1Implications for the model of best practice

The model would benefit from developing closerdgds and pathways to suitable
external agencies to address specific identifieentineed where appropriate.

The benefit of locating the project at CentersHarly Development and Learning was
highlighted as these will embrace a range of easibessible services at the same venue
and potentially optimize multidisciplinary servidelivery.

3.7 Project Management across disparate sites

The TtLG project was applied across three statad) eady Gowrie agency operated
autonomously and had their own policy statementisraanagerial structure. This
generated some difficulties with regard to accaobifitg and responsibility.

Whilst the project was managed and funded throughr@® Adelaide at Thebarton, the
clinicians, being located at specific sites wesdaubject to managerial requests and
structures germane to those sit@his caused some difficulties which may not have
occurred had the project been run across siteswince accountable to a single
organizational management structure.

* Clinicians also reported to their clinical supsors.
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Whilst these difficulties were circumvented whdrere was a keen commitment to the
TtLG project at the managerial level and good comications and relations with
Gowrie Adelaide (e.g. Brisbane), these were legdeav in the Perth site, and
disagreements arose regarding the implementatitimegdroject, reporting requirements
and adaptations to the model. Staff turnover anmtokegysplayers and management
exacerbated this and Perth prematurely left theepron completion of Wave 5. It is
notable that all the key players interviewed frdma Perth site were very positive about
the project and regretted its ending. Certainlg,Rlerth sites are currently formalizing
PCG and seeking to retain other elements of thegtrim their practice. Establishing
MOUSs for all participating sites, stipulating thepporting and implementation
requirements of the project and the roles of pigditts and supervisors may have helped
to alleviate these problems.

3.7.1Implications for the model of best practice

The model would benefit from the development of B@Uall participating sites
clarifying ownership, roles and responsibilitiesmodnagement and staff (including
position statements for clinicians, co-facilitatpPCGs). Establishing agreed procedures
for managing conflict/disagreement could usefubyircluded.

3.8 Staffing Issues — Retention and Recruitment

Difficulties of recruiting and retaining suitabl&eaf in the child care sector have been
raised (see: Interim Evaluation Report p.15). Thplementation of the first waves of the
TtLG project required an intensive training progravhich whilst being well received
and beneficial, nonetheless generated additionetleads for staff engaged with the
project. In the early stages the staff were graygplvith the project whilst awaiting
training in specific areas. There was some anetduotdence that initial increased
workload may have contributed to staff turnovetyesr the project. A longer period of
induction prior to taking on TtLG clients would heakelped to address this (see above).

The evolution of a PCG culture in the workplace &lésviated staff workload as the
project progressed; the practice is no longer sseadditional’ to existing work, but has
become the way things are done hé&rélowever some staff whilst highlighting the
rewarding professional and personal benefits hisceepointed out the additional
emotional demands the PCG approach generatesyihg and Yang of the circle of
Security.

The amount of training required by the project wasprehensive and intensive and has
developed a more capable, skilled workforce. Thasrs have raised questions
concerning staff remuneration:

¢ We’'re better trained and provide a better more msige service than anywhere
else in the sector, so | think we should be rewafde that in some way.
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Whilst sites could accommodate individual staffroyes, where several staff needed to
be replaced, a lull in project activity was inebi@whilst new staff are inducted. The
preferred option was to take measures to retaiegirstaff.

A potential suggested solution to optimizing statention and recruitment is to establish
a form of accreditation for those who have undeegwaining. A potential paradox here
is that gaining qualifications/credentials fromahxement with the project may broaden
employment options elsewhere and hinder staff tistenLinking accreditation with a
specified period of practice experience might adessthis. Improving financial
remuneration would also help to retain staff. Gitle& considerable investment in
training, and the additional expense of training séaff, this option should be given
serious consideration.

3.8.1Implications for the model of best practice

Incorporating measures to retain trained staff (egcreditation and financial
remuneration) into the model would enhance effiG@y continuity of service delivery

3.9 Providing Cross-Agency Training in PCG and relted areas

The Adelaide Gowrie site currently engages in trajractivities across the child care
sector. Given the amount of training and capaudiiiit m the area of PCG and attachment
through the project and the benefits of adoptiregé¢hchild care approaches, extending
the reach of these training activities was broadiyported. This might include further
staff ‘visits’ to Adelaide to observe, shadow orrhentored in the practices of PCG.
These opportunities were available during the ptaed were clearly valued by staff
from other states.

The need to link some ‘post project’ families expecing acute or enduring issues with
supporting agencies raised some questions frorhcstaerning continuity of care and
the extent to which the referred to agency’s plipds/ and practice mirrors that of the
referred agency. Promoting the PCG philosophy arging awareness of the approach
across appropriate sectors and agencies was addats means to help address this.

There is a large potential for the trained progtatf to provide training services in a
range of areas (e.g. PCG, attachment, Circle afir@gcgroup work) to other agencies.
The example of co-facilitators being able to deligeoup facilitation training was cited
as potential inter-sectoral training activity. Tdedivery of training would also promote
stronger linkages and partnerships. There is egglehthis happening with the Brisbane
site currently engaging with Queensland Healthee®’ project, working with them for
the adoption of the Circle of Security. Dissemioatof the approaches used has also
been enacted by Gowrie Thebarton, through presemsadf the model and evaluation
findings at TAFE colleges and South Australian treahd education government
departments.
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Expanding this external training role was also \@dvas helping to raise the profile of
Lady Gowrie and present potential opportunitieggnerate funding to help retain the
clinician role when the TtLG project finishes. Tineed to explore ways in which trained
TtLG staff might further apply their skills (andtipize the considerable investment
made in skills development) when the project ends also championed.

The need to promote and build capacity in PCG adtfwes child care sector was strongly
advocated by those engaged with the project. Tkengal to link training in PCG to
formal courses run through the TAFE and Universégtor was also highlighted and
championed.

3.9.1Implications for the model of best practice

Consideration should be given to expanding thentrej role of Gowrie centers across
the sector in order to raise awareness of and beglgacity in PGC. The promotion of
PCG in formal training provided through TAFE andilersities should be explored
further.

3.10 Engaging Aboriginal families and fathers

The project has not recruited ATSI families. At thmee of writing this report, an
extensive consultation with Aboriginal communitfesm urban and rural areas is being
planned using TtLG project funding. It is envisagjeat this will lead to modifying TtLG
to produce a culturally appropriate model whichl ericourage uptake from indigenous
families.

The engagement of fathers has varied across tfeeadif sitesGiven the high number of
single mums and the work/time demands for families with fathers, this has been
problematic. Relatively few fathers have been engaged across the five sites. Where this
has occurred it has been largely through informmagiioing sessions and informal liaison
with the PCG. This has been beneficial in helpmgstablish relationships with families.

3.10.1Implications for the model of best practice

The model would benefit from engaging in dialogitd wboriginal communities to
inform its cultural appropriateness for Indigendasnilies.

The model should continue to provide informatiossg®s to fathers and encourage
exploration of ways to greater engage with fathehere possible
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4.0 Conclusion

The evaluation has demonstrated a range of subtaimapacts for mothers, children and
individual staff engaged with the project. A cultbshift in the working practices toward
the fuller implementation of PCG and continuedrirag in this area has occurred across
all participating centers and this has been inggathrough developments at the policy
level. This has led to a change in the responséslof child-care workers who have
acquired a broader range of beneficial skills mphnocess. Resources and skills
developed or compiled for the project continueeaaiblized. Approaches developed in
the project (notably the use of video recordingétp parents and staff reflect on their
practices) have also been adopted in some sifggrasf on-going practice. Further
project implementation will occur in at least orewnsite in Queensland and work has
commenced to explore adapting the project for Aboal communities.

The main difficulties to emerge from this projectre related to the issues generated
through enlisting a multidisciplinary approach émasce provision and in attempting to
manage it across geographically dispersed soveagidrautonomous agencies with
independent managerial structures, differing miss@nd policies. In the former case the
difficulties were overcome through nurturing undansling and experiences of the
contributions and expertise available from the @ssfonal participants. A number of
strategies to enhance this have been identifiedrddwating the various sites proved a
greater challenge and one which may have been ésasbé early establishment of
MOUs and documented project management/accounyghibcedures. However,
embedding the project in organizations with essileld managerial and accountability
structures would alleviate this issue.

The degree of training and capacity building achielby the project has been substantial
and represents a considerable investment whickuiasequently generated profound
outcomes for vulnerable families and their childr€tearly, the roles of the clinician and
co-facilitator are not sustainable without fundtngsupport these positions. There have
been some moves made toward promoting the projest attempt to secure funding at a
State level including several formal presentatioinsiterim findings, but these have not
to date led to a continuation of the project. Thengotential for expanding the training
role of centers across the sector and engagingielns as central to this work; this has
the possibility of acquiring funding for the rolerdugh this source. However, the extent
to which this would be sustainable, and the detgreehich these activities might

impinge on the operations of an extended TtLG aiaawn.

In the light of the evidence presented through élisluation, there is an overwhelming
case to perpetuate the project in order to builthennvestment and continue to provide
an intervention which has clear multiple positisgacts and sustainable benefits for
Australian families. Whilst there are areas ofdkevice model which may be subject to
on-going context specific revision, the project destrates its flexibility to adapt to and
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be adopted by different child center practices @nmtexts and generate a range of
successful outcomes for service providers and theints.
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Appendix E.13

Focus Groups of PCGs — Summary Findings
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Focus Groups of PCGs — Summary Findings

Two focus groups of PCG staff were conducted onptetion of Wave 4. The first
focus group comprised of five PCGs in the Brisbsite(s) conducted in situ at Lady
Gowrie Brisbane in March 2008. The second focusigmeas comprised of two PCGs
from each of the three south Australian sites (resf)) was conducted in early April
2008. The workers were experienced with four hawogked in child care for twelve or
more years. All participants had acted as primarg givers on the TtLG project.

The workers were reminded that the contexts of sderand their experienced with the
project would be different and that the evaluat@hed to hear from each site. Several
elicitation techniques were used in the focus grocfuding ‘secret pooling’ were by
participants anonymously recorded their views gmepand the moderator took
responsibility for raising them for group discussiblowever, as the group progressed it
became clear that its dynamic encouraged a freedfadeas and every member
contributed.

Summary Findings:
Client Impacts

All primary care givers testified strongly (andsame cases emotively) to the
improvements brought about amongst clients andienl by the intervention:

There was a child with profound behaviour problemscking, swearing, biting... his
mum wouldn’t even talk to him... its completely diffie now, his mum had acquired the
skills to talk more... his behaviour is completeljedent. | mean it’s like he’s a
completely different little boy. It's just wonddrfu

This little girl didn’t say a word she used to jesteam with these high pitched squeals...
her language improved and she can actually comnat@icow and her mum
communicates with her.

I've seen massive change. Massive changes. ThHezeischildren who just wouldn't let
go of their mums at first now interacting and pfaywith other kids. Mother’s being
much more in control of themselves. Massive charkges in the appearance of some
mums, their physical appearance, being happierssirgy smarter.
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Professional benefits and Working Practice Improverants

Workers recognised some need for some of theilsgedre persuaded initially to
consider the PCG approach as changing work pradiock time and some motivation,
and in some cases they alluded to colleagues wihgdtao fully adopt it. However, all
were convinced that once established PCG becasmdoeable, and highly valued by its
adopters. The need to ensure that ‘this is howaevihithgs here’ through policy, training
and the professional practice of all workers unitergd this. Where this became
established, the practice of PCG and working itdotare generally was viewed as
became easier:

When something new comes along, you always geteopée who are reluctant to
change at first unless they have to. But there’daabt in my mind that once this has
happened, and people start to see the beneflignt tomes easier.

Yes, when you start practicing it and seeing homoitks, you just want to learn more
about it and experience it more. Its changed heweik. You just start thinking
differently and reacting differently. Using theate of Security. Much better.

I'd say that child care work’s been made easiePIBG. Your working more with the
family and it makes child care a much more pos#ind growing experience for
everyone.

When you see how the project effected some ohtlieen and mums, you know its made
working life easier because some of these mumshveedeing anyway... The bond you
make with the children and the family

It was a bit daunting at first, and a bit stressfBut no, its got easier and easier. Once
you have it (PCG) and its established you’'d nexebagck.

Its made work more pleasant and positive. Theretaally less pressure and stress than
before the project now.

The cultural change in ways of working has benéfttervice provision for other children
attending the centers:

The project has really equipped us to handle altikiof difficulties. You get past the
behaviour and start addressing underlining causgggpose. Its really helped us in
working with all kids at the centre.

The professional benefits gained and the benefitsHild care practice generally has led

the primary care givers to champion and advocatéhe®more whole sale adoption of the
PCG approach in the sector:
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We need to promote primary care giving generallgt e project in particular. | just
couldn’t work any other way now. It's just so mungiter than before and has mad the
job so much more enjoyable and rewarding. Its ksepteasure to come into work!

We need a broad change so that all child care esradopt the approach.

The professional impact of the approach on thogaged with the project has been
profound and influenced career paths for PCG staff:

Its been fantastic for me; its really changed tlogkd work and what | want to do in the
future work wise. | want to do more of this. Itebe&n absolute joy to see the real
differences you can make in people’s lives.

I've decided to try and take things further andltbosome post-grad studies in this area.

I originally thought of the job as a bit of a stgpp thing really, although in my case its
lasted longer than | intended. But this project @ne primary care giving approach and
the training and everything, well its just blown aweay. | can definitely see a future in
working in this area now... yes, | shall look to depemy career in this area now.

Difficulties Encountered and Solutions

Client demands on primary care givers’ time wagiified as an issue but one which
could be accommodated. The potential for PCGs tefmved from attending to
children was successfully addressed by identifgirsgcond member of staff to act as a
‘secondary care giver’ in their absence. For sitesre this was applied it worked well.

Time demands for parents were also alleviated hydal planning of meeting times;
parents and PCGs agreed convenient set timesiedhg project when their PCG would
be available for meetings. This procedure showddetfore be incorporated into the best
practice model.

Finding the time for the parents was sometimes f@ardne especially if | had some
children to be looking after.

(Agreeing available time) Worked really well for. udt wasn't carved in stone but it
meant that everyone was clear about when the PC&awailable...

Working as part of a Multidisciplinary Team

Having participated in the project since its ingtign, some of the had worked with more
than one clinician and co-facilitator. These woskgrovided a particular insight to how
the role of the clinician might be optimised andsteffective in the child care setting.
The discussion was steered toward aspects whichtmifprm the best practice model
and several suggestions were highlighted:
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» The need for the clinician to be available forGiiiild Centre Sites;

* The benefits of a clinician having some backgroumnchild car provision and the
day-to-day difficulties encountered;

* The need for personal qualities of being: non-judgtal, respectful of other’s
expertise, and empathetic;

* Incorporating periods of time when clinicians cateract with child worker
staff;

* Incorporating time when ‘new’ clinicians can worlthvstaff and observe their
working with children in their care;

* Adopting the use of a ‘Communication Folder’ in #hent of the clinician being
unavailable, to enable staff to record issues otem to be addressed later;

» Clarifying times when the clinician would be avaikfor the PCGs.

Conducting ‘open nights’ at the community centrevimich the clinician could speak to
all parents about the project was also valuediash#iped to break down any pre-
existing sense of stigma.

Continued Use of Project Resources

The PCGs asserted that they would continue toassmirces compiled by the project in
their everyday practices including:

* Video
» The Circle of Security

* The involvement and well-being scale
» Fathers DVD

I'll keep using the involvement scale, but it Wil a cut down version.

The PCGs praised the Involvement and Well-BeindeSocaerms of its usefulness but
with the caveat that its implementation and scotouk a great deal of time:

It was really useful for me, but it took too lomgdo really... About a full day for one
child!
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Appendix E.14

Mothers (16-18 month) follow-up telephone interview
summary
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Mothers (16-18 month) follow-up telephone interview
summary

In 2006 the TtLG program was implemented in 2 waa@®ss all 5 participating sites.
Wave 2 was delivered during the period Januaryihe &nd Wave 3 from July to
December 2006. Forty mothers completed the TtL@narmm in these 2 waves. In early
2008 (January — April) these mothers (n=40) werdaxied by telephone and invited to
participate in a follow-up survey. Twenty nine mathwho completed Waves 2 and 3
participated in the 2008 longer-term phone follogvsuirvey. A response rate of 72.5%.

The aim of the follow-up survey was to identify flb@ger term impacts/outcomes of the
mothers’ and participation in the TtLG program.

Tablel: Long-term telephone follow-up survey Waveg & 3 (n=mothers)

Site Wave 2 | Wave 2 Wave 3 Wave 3 Waves 2& 3
2006 2008 2006 2008 Total mothers
mothers | follow-up | mothers | follow-up Follow-up

Thebarton SA 4 4 5 3 7

Salisbury SA 3 3 3 1 4

il nido SA 4 3 3 2 5

Perth 6 3 5 3 6

Brisbane 3 4 3 3 7

Total 21 17 19 12 29

The telephone interview was designed to elicitrimfation about each mother’s
experience of the TtLG and to assess longer tefpadis/outcomes of mothers’
participation in the TtLG program. A semi-stru@drinterview schedule of questions
was developed as a guide, so that consistent iattwmcould be collected about the
impact of the mothers’ participation in the TtLGgram. Mothers were given the
opportunity to describe in their own words theipesences of the TtLG program. Data
analysis identified themes corresponding to theviaeit TtLG program impact/outcome
indicators (3)
» 3.1. Parents report increased knowledge, awareocassdence, skills
attributable to the Project (*parenting competeaice style)
« 3.3 Parents are equipped to overcome barrierggohement and report
greater bonding attributable to the project (*imyd family functioning)
» 3.5 Parents report improved parenting practicesaatidities support
(*parenting competence and style)
» 3.6 Parents report improved positive child behav{dimproved child
social and emotional development)
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Parents report increased knowledge, awareness, caénce, skills attributable to the
Project (*parenting competence and style)

Longer-term attachment relationships between mothes and children, knowledge

and awareness of children’s attachment needs

All mothers (n=29) who responded to the 2008 follmpvphone survey reported that they
have continued to use the children’s attachmeptimétion and ideas that they received
during their participation in the TtLG program. Beemothers described a range of ways
in which they use apply their knowledge of childseattachment needs:

‘Always ..... learning about it while (child) was aldlyareally helped me
understand him now, he’s at that time where heisstop going for everything
but I know he’s just trying things for himself’.Q0O8 )

‘Yes being part of that group with my baby helpedfe®l good about being a
mother’, (S060112)

‘It helped all our family, we started doing morenttps with all of the children, it
got easier as they got older’, (B060302)

‘| learnt that | needed to do things a bit diffetlgrwith (children). They’ve got
different personalities and | had to accept thaythvant me in different ways so
you could say that I'm using the attachment infdifferent ways with each of
them...they both like lots of cuddles but (child &his to pick out her own books
and things but (child 2) wants me to help moreQg@403)

‘Yes (child) is at school now ...the course readliped me understand that
(child) wasn't being naughty but just trying o@wmthings ....the idea of the
circle and the need to be there for them helpedhoe to accept that sometimes
he had to be allowed to try things for himselfQ@®409)

‘It helped with both (children). Now | can accepat they need to do the
exploring, e.g | let them pick out the clothes thveyt to wear, before it would be
a battle | wanted them to wear the things | pickatl There is less arguing about
things | realised that letting them make the cheisepart of them growing up’,
(TO60801)

Confidence in responding to child’s attachment neesl

Twenty three mothers (79%) reported that theydettfident in responding to their
child/rens’ attachment needs as a result of thaitigpation in the TtLG and program
activities.

‘Yes (clinician) really made me see | was doingdkiOK and | could sort out
what they (children) need me to do’, (I1L010)
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‘| did get more confident as she got older, it'siea when they can tell you what
they want’, (S060110)

‘We’re both confident with (child). It was goodte able to talk about the things
I learnt from (clinician)’, (B060302)

‘Yes (clinician) really made me see | was doingdkiOK and | could sort out
what they (children) need me to do’, (I1L010)

‘| did get more confident as she got older; it'sea when they can tell you what
they want’ (S060110)

‘We’re both confident with (child). It was goodte able to talk about the things
I learnt from (clinician)’, (B060302)

‘I know | am doing better now, it's important farhjld) to develop in her own
way’, (P061012)

‘I am confident with (child) it’s different now l®very active but | can support
him’, (B060902)

The remaining six mothers indicated that theydeltfident when they finished the
program however as their child became older, théydt feel as confident in
‘understanding’ and responding to their child’sialtment needs.

‘I was more confident when we finished, it's hardew (child’s) older and it's
just me to doing it all’, (TO60301)

‘I'm fine but it's always lots of learning as (ct)lgets older’, (B060303)

‘Can be a challenge sometimes but | understand(tttald) needs to learn
things’, (P060201)

3.3 Parents are equipped to overcome barriers to @chment and report greater
bonding attributable to the project (*improved family functioning)

3.5 Parents report improved parenting practices andctivities support (*parenting
competence and style)

Parenting skills

All participating mothers (n=29) reported that th@articipation in the TtLG program
had positively influenced their parenting skillsgaall mothers indicated that they had
more understanding of their child/rens’ needs, teye.

‘It gave me more patience’, (T060305)
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‘| think it made me be able to enjoy him see hima asparate person with his
own way of doing things’, (ILO08)

‘It's helped me not to get as upset and be moreetavith him, | can play with
him better...l guess before | always wanted himiadhings with me, | wanted
him to play with the things that | got him’, (S06@3

‘| think it was very valuable it really helped neeunderstand (child’s) need to
have cuddles it wasn'’t just about (child) beingngl’, (B060301)

‘It has made me think about (children’s) perspeztivore’, (P060403)

Mothers’ feelings since completing TtLG

Most mothers (n=25, 86%) reported some lastingrigea’ in themselves since they had
completed the TtLG Program. Overall these mothepsrted that they felt happier,
calmer and enjoyed their role as a mother anddnterg with their child/ren.

‘| feel happier with myself for learning about heavbe a better mother’,
(P061012)

‘| guess | know that | can be a good mother to hinust makes you understand
things better about helping your child’, (ILO08)

‘Yes it's just something that | feel good aboundw that | can give (child) what
he needs’, (S060112)

‘I know that | can be a good mother for (child)BG60303)

‘Really it was by changing how | looked at thingthwhe (children), now | try to
think about lots of things from their perspectivg léke packing up games at
night, | try to remind them 10 minutes before thaye to instead of just coming
in and saying do it’,(P060403)

Social networks
Some mothers (n=8) reported that they ‘kept in hougth at least one other mother
from their TtLG groups. Theses mothers met fofemmfshopping or joint children’s
activities such as birthday parties. Overall mosthers (n=21, 72%) did not establish
long term friendships with other group membersevEh of these mothers identified
factors making it difficult to maintain longer-terimendships, including:

* mothers’ working commitments (n=5)

» children being in different age groups (n=4)

» families not living in close or convenient locatsofn=2).

‘Just one sometimes see the others at the shagshool and say hello’, (ILO10)

‘No lots of commitments with work and other thingB060403)
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Confidence in accessing other services

Most mothers (n=16, 55%) reported they had no te@dcess other services. The
remaining mothers (n=13) reported that they feftfictent in accessing other services.
These mothers commented that the TtLG cliniciararstaff at the childcare centres
had provided information and support to access&s\such as local playgroups or child
health support agencies.

‘(Clinician) was good there were some things | needort out’, (TO60306)
‘Yes there’s lots of information at the centrel,(08)

‘Yeah, (clinician) told me about some other grow®ther playgroup | could
walk to’, (S060110)

‘There’s always help if you need it' (P061012)

3.6 Parents report improved positive child behaviou(*Improved child social and
emotional development)

Changes in child’s behaviour as a result of the TtG
Overall most mothers (n=26, 90%) reported posiisgeects of their children’s’
behaviour as result of their families’ participatim the TtLG.

‘Well he’s really grown up now and it's differerttilticare helped him he’s
confident loves playing with kids’, (ILO08)

‘She’s a toddler now and wants to play | can se¢ sihe does things of the circle
I can help her when things aren’t right. Like wiskre’s tired she can get
frustrated with toys and things | know to cuddle d&ed settle her down’,
(S060110)

‘I can see more about why (child) is doing thingsl & think that he is more
confident about doing things for himself’, (PO60201

‘They don’t pest(annoy) me as much, | think I'ntdredt organising things, like

remember to think about things from their pointiefv , understanding that

sometimes they are just tired and whinging andreally playing up’, (P060403 )
Some mothers (n=11) highlighted that the changdsein child/rens’ behaviour were a
result of themselves ‘seeing’ their child’s behavithrough a different lens or ‘looking
glass’.

‘| don’t think he changed it was me knowing morewtthim’, (TO60305)
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‘| think it's more that | understand him bettercan join in with him better’,
(S060314)

‘Going to the course made me see that (child) veadly being just a normal
toddler, it's more that | have changed’, (P060602)

Most helpful parts of the TtLG program
All mothers (n=29) identified aspects of the TtL@&gram that helped them to
understand their child/rens’ attachment needs. t Maghers (n=26, 90%) provided
multiple responses, with 5 mothers emphasizingahgtarts of the program were
helpful. The most frequently reported aspects were

* Video reflection of mother and child’s interacti¢pm=17, 59%)

» Talking with the clinicians and co-facilitators (b6; 55%)

» Circle of Security information (n=13, 45%)

» Group discussions with other mothers (n=7, 24%)

» Child-care providing time out for mothers (n=7, 24%

Least useful or helpful activities
Overall mothers reported positively on the TtLGgraom however some mothers (n=13,
45%) identified aspects of the TtLG program thaten@ot useful or helpful, including:
» group discussions sometimes needed to have mase {oe5)
» overall length of program made it difficult to atteevery session due to
other commitments (n=3)
» program was not available close to mothers honessiting in long
traveling times (n=2)
» the requirement for child to be in childcare didfi; as child was already
attending kindy (n=1)
» partner/father would have benefited from attendivegprogram as he is
the stay at home parent (n=1)
» group size was too small for effective discussigasticipant’s group had
only 3 members due to some mothers withdrawingetast minute)
(n=1)

Mothers’ suggestions for future programs

Some mothers (n=16, 55%) made suggestions forefutgplementations of the TtLG

program or similar to TtLG. These suggestions idetl

» Attachment information programs available to aligras, even before babies are
born (n=4)

‘Maybe all mothers should be given this informati@iore they have
their baby. It would help to know about the cirbkfore you need it’,
(S060112)

* Follow-up sessions available some time after tlgmam is completed (n=3)
‘It would be good to have an update session, yogotaifferent questions
when your child is older’, (B060303)
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» Specific information for families with more thaneonhild, ideas for responding
when there are several children needing a motkapport (n=3)
‘Maybe some more information about dealing withtbess and sisters ...
as they get older they want your attention more..etiones you're not
sure about who needs you more’, (ILO09)

» Written material to refer back to when no longeeading childcare centre (n=3)
‘It would be good to have some book or somethingad again they
grow so quick and you have to do things differenflyf060301)

* Programs available in more convenient locatiorssen to families homes (n=2)
‘The location was an issue, loved the course bwbgn’'t convenient’,
(ILO15)

Summary

Findings from the follow-up telephone indicate ttreg TtLG project is achieving
sustainable long term impact with most mothers ntapp continued confidence and
improvements in their parenting skills and undergiag of their child’s attachment
needs.

Families participation in the TtLG program has pded mothers with a framework and
strategies to understand and support their chilsirattachment needs.

‘Use it all the time with both (children). It's juso good having a framework that
helps you understand their feelings. (Cliniciahpwed me how important it is to
see things from your child’s perspective, whengothis so many things are
easier to understand. Things that people wouldasaynaughty can actually have
a very clear reason behind them. .... when (partwa9 away | used to think
they (children) were being more difficult but ndd $it with them and we’d talk
about how we all miss him when he is away and thosss are much easier at
home’, (ILO15)

‘I wish | had known this stuff when he was baliyndde a huge difference for
me. Learning about the security circle made méigedhat | had to help (child)
to understand his feelings when he got angry. ikéslto try lots of things and
sometimes he’s impatient but now | can sit with &amd calm him down instead
of getting angry back at him’, (P060805 )

‘I know my purpose as a mother and that it's impottto meet my needs and
wants and this makes me a better mother to (cHlia).got more patience with
her and like | understand that she needs me to et through how she’s
feeling. Before I just didn’t really think aboub\w we’ve both got different needs
it was more of a battle. She can be strong wiled want to do things for herself
...if there’s time | let her dress herself and do hair | know it doesn’'t have to be
perfect it doesn’'t make me a bad mother if she gat$ooking fun and hair not
combed’, (P061012)

257



258



	front.pdf
	CONTENTS
	Draft Final report
	APPENDICES  A B C D E  FINAL PAUL 22 July

