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Abstract 

Families that have care and protection concerns are considered a high-risk cohort due to multiple 

risk factors such as psychosocial and socioeconomic stress and mental health concerns, which greatly 

increase the probability of child maltreatment.  For this reason, many parents involved with child 

protection services have limited or no contact with their children, yet may still be expected to 

engage in parenting programmes as part of reunification plans.  This study examined the efficacy of 

ParentWorks, a 13-week parenting programme based on the Positive Parenting Programme (Triple P; 

Sanders, 2008) and specifically adapted for high risk parents in Aotearoa New Zealand with care and 

protection concerns.  This study employed a two-phase mixed methods research design.  

Quantitative data included pre- and post-programme measures of participant mental health 

(depression and anxiety) and stress (general tension/stress and parenting stress) from the last five 

years of the programme.  Qualitative data, gathered through semi-structured interviews, examined 

recent participants’ reflections of the programme shortly after completing it, and their subjective 

accounts of changes in mental wellbeing and stress.  Results from the quantitative analyses showed 

a nonsignificant trend towards improved mental health, with significant changes in participants’ self-

reported stress.  The findings from the qualitative data identified five themes from the interviews: 

programme benefits, applied learning, group connectedness, self-image, and general thoughts and 

suggestions for ParentWorks.  Taken together, these results suggest that ParentWorks is effective in 

reducing stress symptoms among participants, while changes in mental health may be indirect and 

do not seem to be as closely connected with course participation.  The findings are discussed in light 

of their consistency with prior literature showing quantitative analyses in similar populations and 

their fit with a meta-synthesis of parents’ qualitative experiences of parenting programmes.  Finally, 

an application of a logic model from Triple P research is considered in relation to the ParentWorks 

programme, allowing exploration of potential areas for growth.  
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Chapter One: Introduction 

1.1.  Parenting and Mental Health 

Parenting is a challenging role that can exact a heavy price on mental health, with parents 

reporting significantly higher levels of depression and lower levels of emotional well-being than their 

non-parent peers (Evenson & Simon, 2005).  A large study of U.S. adults (the National Comorbidity 

Survey) found that the majority who met criteria for a mental illness over the course of their lifetime 

were parents (Nicholson, 2002).  The study further estimated the prevalence of parenthood across 

various clusters of disorders and found that mothers had higher rates of mental health challenges 

across all disorders (affective disorders - mothers = 66.8%, fathers = 58%; anxiety disorders – 

mothers = 68.2%, fathers = 56.4%; post-traumatic stress disorders – mothers = 72.8%; fathers = 

67.9%; nonaffective psychoses – mothers = 61.8%, fathers = 55.2%).  Another study combined 

population, community, and psychiatric data sets to consider the prevalence of mental illness in 

Australian families (Maybery et al., 2009).  The authors estimated that 23.3% of Australian children 

had a parent with a mental illness (excluding substance disorders), 20.4% of Victorian mental health 

service users had dependent children, and 14.4% of a community sample of Victorian families 

reported at least one parent as having a mental illness.  Thus, when looking across different studies 

the prevalence of parents with a mental illness ranges from roughly one in seven to almost one in 

four, and a growing body of research is starting to identify how parental mental illness is linked to 

caregiving behaviours and children’s development.   

In a meta-analysis, Lovejoy et al. (2000) found that parental depression was most strongly 

correlated with coercive or negative parenting behaviours, showing a moderate effect overall.  

Parents’ depressive symptoms also showed a small to moderate association with disengaged 

parenting behaviour, and a small association with lower levels of positive parent-child interactions.  

This finding was supported by a later cross-sectional study showing correlations between parental 
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depressive symptoms and a decreased ability to notice and flexibly respond to children’s cues, less 

appropriate guidance and structure, and more redirection by shifting the child’s focus of attention 

(Driscoll & Easterbrooks, 2007).  There is also some evidence that this relationship may be 

bidirectional.  In a randomised-control trial with longitudinal follow-up, Wong et al. (2014) found 

that a broad parenting programme indirectly reduced depressive symptoms in mothers through 

changes in both harsh and supportive parenting when measured at the two-year follow-up. 

Research has also shown the intertwined nature of mental health concerns and parenting.  

For example, depression and anxiety are consistently comorbid (Jacobson & Newman, 2017), and 

anxiety may also influence parenting behaviours.  A cross-sectional study by Möller et al. (2015) 

found that mothers with generalised anxiety disorder were more likely to display over-involvement 

behaviours such as discouraging independence, and less likely to display parenting behaviours that 

playfully encourage their children to go outside their comfort zone while simultaneously ensuring 

their safety and security.  While mental health concerns may restrict parents’ use of positive 

parenting behaviours, research has suggested that even with compromised mental health, increased 

use of these strategies may mitigate the effect of poor mental health on child adjustment (Smith et 

al., 2015). 

Considering its challenges, it may be unsurprising that parenting itself has been 

conceptualised as a stressful life-course event (Weinberg & Richardson, 1981).  In a model of stress 

by Pearlin (1999) such an event would be considered a ‘stressor’, or a condition which interferes with 

the ability of an individual to behave adaptively.  Stressors are the first of three domains described 

by Pearlin in the stress process.  The second domain referred to moderators of stress, and Pearlin’s 

(1999) model describes these as an individual’s use of resources (beliefs, actions, and interactions) in 

their response to stress, including those related to coping, social support, and mastery.  The 

interactions between stressors and moderators in Pearlin’s stress process model allowed for 
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individual differences in the third domain which was outcomes, specifically individuals’ mental health 

and wellbeing.  Such concepts of stress have long been the focus of research, such as the study 

mentioned above by Weinberg and Richardson (1981), in which the authors investigated individuals’ 

appraisals of stress related to becoming parents.  The authors found several dimensions of stress 

along which individuals appraised experiences related to parenthood.  For example, problems with 

children were rated more negatively if they were major rather than minor difficulties, or if they were 

immediate experiences rather than long-range ones.  Similarly, parents were found to perceive 

experiences with their children in terms of how they affect their own well-being versus their child’s 

wellbeing, and restriction on their lifestyle.  

The stress process as outlined in Pearlin’s (1999) model showed how stressful events, in 

combination with perceived or actually limited resources, may potentially operate as a trigger or an 

aggravator leading to a deterioration in mental health.  In an exploration of stress and vulnerability 

to depression, Hammen (2003) highlighted that both cognitive and biological approaches to 

understanding these concepts represent diathesis-stress models in which an underlying 

predisposition must be provoked by a stressor.  As such, a progression from the stress of parenting 

to declining mental health was shown in a longitudinal study of 105 mothers at three timepoints 

over the first 14 months postpartum (Thomason et al., 2014).  In this study, the authors found that 

higher total parenting stress, predicted later depressive symptoms.  Meanwhile neuropsychological 

research has shown that stress may cause brain disturbances that are thought to underlie some 

forms of depression (Van Praag, 2004).  These connections between stress and parental wellbeing 

have practical implications for parenting programmes.  For example, recent meta-analyses have 

demonstrated that use of mindfulness interventions can provide substantial benefits for parental 

mental health, such as reduced depressive symptoms and parental stress (Alexander, 2018; Burgdorf 

et al., 2019).   
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Of particular concern within the links between parental mental health and parenting 

behaviour are the flow-on effects to children’s development.  Depression in parents may contribute 

to children’s development of poorer physical health, difficult temperaments, dysregulated affect, 

and lower cognitive, intellectual, or academic functioning, as well as higher rates of behaviour 

problems and psychopathological issues such as depression, anxiety, and both internalising and 

externalising symptoms (National Research Council, 2009).  This relationship between parental 

depression and children’s development may also be bidirectional. A four-wave case control study of 

more than 4700 predominantly low-income children showed that maternal depression, measured 

during children’s first year and at age three, was associated with increased child irritability at ages 

three and five, respectively.  These increases in child irritability were then associated with increased 

maternal depression when children were ages five and nine (Wiggins et al., 2014).  The role of 

parental anxiety in children’s development has also been identified in children’s temperament and 

emotion regulation development.  One cross-sectional study by West and Newman (2003) found 

that children of anxious parents were more likely to be described as difficult to sooth and 

distractable, and were also observed to have a more difficult interpersonal style of behaviour.  These 

children can also report more school difficulties and be up to seven times more likely to meet criteria 

for an anxiety disorder than their school or community peers (Turner et al., 1987).  Given the 

numerous risk factors for depression, this correlation could have multiple causes across 

biopsychosocial systems, including genetic risk, familial transmission, social information processing 

or problem-solving difficulties, and interpersonal factors such as social support, or negative life 

events (Dobson & Dozois, 2011).  In addition, children may perceive caregiving behaviours that have 

been influenced by poor parental mental health as an indicator of their environment being unsafe or 

unpredictable (Del Giudice, 2009), potentially influencing attachment security.  Maternal depression 

has been directly linked to infant attachment security (Coyl et al., 2002), and one cross-sectional 
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study found that parental anxiety predicted attachment security by way of maternal sensitivity 

(Stevenson-Hinde et al., 2013).   

1.2.  Parenting and Parental Stress 

In addition to potentially being a life-course stressor and having an influence on parental 

mental health, the parenting role has been conceptualised as having its own type of stress.  Deater‐

Deckard (1998) defined this as an aversive psychological experience, such as negative feelings 

toward the self or child, that is derived from the demands of parenting.  Other definitions have also 

incorporated concepts such as accessibility and perceived availability of resources, or a mismatch 

with parental expectations (Abidin, 1992; Crnic & Low, 2002; Webster-Stratton, 1990).  While this 

stress response can encourage parents’ use of resources to support parenting behaviours, excessive 

stress may lead parenting practices to become harsher. 

As with depression, research into parental stress has found associations with negative 

parenting practices such as authoritarian discipline strategies (Deater-Deckard & Scarr, 1996).  More 

recently, a study assessing the impact of COVID-19 lockdowns in Singapore, where parents balanced 

work and parenting duties for prolonged periods with decreased support, found that parental stress 

was related to less relationship closeness between parents and children, and harsh parenting 

practices such as caning, spanking, use of harsh words, and yelling (Chung et al., 2020).  Similarly, a 

prospective longitudinal study of 1,370 unmarried black mothers in the United States showed that 

economic hardship affected both maternal parental stress and depressive symptoms, which in turn 

led to an increase in harsh parenting behaviour such as hitting, swearing at their child, or calling their 

child names (Jackson & Choi, 2018). 

Jackson and Choi’s (2018) longitudinal study also highlighted the knock-on effect of parental 

stress on child development by documenting how the pathway from economic hardship to parental 
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stress, depressive symptoms, and harsh parenting later influenced behaviour problems in middle 

childhood and early adolescence.  Both internalising and externalising behaviour problems have in 

turn been associated with parental stress, as well as children’s social skills (Carapito et al., 2020).  

One prospective longitudinal study of nearly 590 Australian primary caregivers by Bayer et al. (2008) 

found that maternal parental stress and harsh discipline practices were key predictors for 

internalising problems in early childhood.  The authors also showed that this stress was a consistent 

and cumulative risk factor for externalising problems during the preschool years.  As with mental 

health, the relationship between parenting stress and child development may be transactional, with 

one prospective cohort study of 610 parents of pre-schoolers due to attend a parenting programme 

showing a bidirectional relationship between parental stress and child coping competence (Cappa et 

al., 2011).  Similarly, Ciciolla et al., (2014) showed that increased child externalizing symptoms at age 

three was predictive of increased maternal stress symptoms at age four, while the relationship with 

child internalising symptoms was reciprocal, particularly in the context of developmental risk.  

Finally, one of the most concerning potential consequences of parental mental health issues and 

stress is the risk of child maltreatment. 

1.3.  Child Maltreatment 

A meta-analysis of 155 studies by Stith et al. (2009) investigated risk factors for child 

maltreatment and found that parental anxiety was a medium risk factor for physical abuse, along 

with depression and psychopathology (a variable that included any other measure of mental 

illnesses) which were also medium risk factors for neglect.  In addition, parental stress was 

recognised as a small risk factor for physical abuse, but a strong risk factor for neglect.  Meanwhile, 

research into the effect of parental mental health and stress on child maltreatment have found a 

number of associations.  For example, depressed mothers can be more likely to engage in neglectful 

parenting and emotional maltreatment than their non-depressed peers (Kohl et al., 2011).  This 
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effect has also been seen in the positive association with depressive symptoms and both withdrawn 

and harsh parenting behaviours (Vreeland et al., 2019).  Vreeland et al.’s study also showed that 

when socioeconomic factors were considered, parental depression was still a significant predictor of 

withdrawn parenting. 

The flow-on effects for children who have experienced maltreatment are particularly 

pernicious given that they include associations with the development of mental health concerns 

(Southerland et al., 2009), psychiatric disorders such as schizotypal personality disorder (Berenbaum 

et al., 2008), and higher parenting stress when they become parents (Pereira et al., 2012).  These 

effects can then contribute to an increased risk of intergenerational maltreatment (Bartlett et al., 

2017). 

In Aotearoa New Zealand, child maltreatment has been a longstanding and significant issue 

(Adamson et al., 2003), and present day concerns such as neglect, abuse, family violence, and 

household drug and alcohol abuse often instigate entry into care and protection services, particularly 

for out-of-home placements (Oranga Tamariki, 2020a, 2020b).  This type of intervention may in turn 

shape parental mental health.  A small qualitative interview of eight parents involved in Welsh care 

and protection services found that parents whose children were removed often experienced 

emotional distress, deterioration in mental health, an increase in destructive behaviour such as 

drinking or returning to violent relationships, an enduring sense of injustice, and internalised 

messages of failure (Roberts, 2017). 

The above links between parenting, mental health, and stress highlight the importance of 

parental health and wellbeing and the serious implications for child development when families face 

these challenges.  Often families with such complex needs are well known to child protection 

agencies and are considered to have care and protection concerns that draw in support from 
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multiple agencies.  These agencies then face unique challenges providing effective support to 

families with complex and interrelated needs.  For example, parent training is often used in child 

welfare services to preserve and reunify families (Barth et al., 2005). How then do you evaluate 

parenting programmes among families with limited or no access to children, given many typical 

measures of effectiveness relate to improved child behaviour or parent-child interactions (Bunting, 

2004)?  Chapter two of this thesis will summarise the opportunities that are available for parents to 

access the parenting support they need, and consider their effectiveness among families balancing 

child maltreatment concerns and parental wellbeing needs, particularly in Aotearoa New Zealand. 
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Chapter Two: Review of Parenting Programmes 

2.1.  General Parenting Programmes 

There are several programmes that have been developed to improve the lives of children 

and their families by teaching parenting skills.  For example, Tuning In to Kids (TIK) was developed to 

enhance emotional and behavioural functioning in preschool children by improving the emotion 

socialisation practices of their parents (Havighurst et al., 2010).  The programme draws from 

research and theory around emotional competence and responsive parenting.  In particular, TIK 

follows Gottman and colleagues’ (1997) concept of ‘meta-emotion philosophy’, in which parents’ 

automatic responses to emotions are shaped by their family of origin and this in turn shapes the 

parenting of their child’s emotions.  Gottman et al.’s research indicated that adaptive learning about 

emotions was associated with parental ‘emotion coaching’ in emotional self-soothing, regulating 

negative affect, and focusing attention.  Specifically, successful approaches involved parental 

recognition of children’s emotions, and use of intimacy, empathy, and validation while labelling 

these emotions and helping to solve problems, for example by setting limits.  Gottman et al.’s 

emotion coaching is also consistent with emotional responsivity in caregivers as outlined in 

attachment theory (Cassidy, 1994) in which caregivers are consistent, calm, nurturing, and able to 

respond effectively to their child’s emotional needs. 

Adopting a different theoretical perspective, the Oregon Model of Parent Management 

Training (PMTO) was developed to benefit families with children and adolescents exhibiting 

antisocial and externalising behaviour, such as aggression, delinquency, or substance abuse 

(Forgatch et al., 2004).  Forgatch et al. (2004) described the theoretical foundations of this 

programme as the merger of the social interaction and social learning theories into a ‘social 

interaction learning’ model that identifies parenting practices as proximal mechanisms of child 

outcomes.  This model highlights the influential role of social interactions among family members, 
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particularly coercive parenting practices (Patterson & Reid, 1982), and note that social learning 

offers insight into how these coercive patterns are established.  This programme draws from 

research showing the predictive effects of deficits in parenting skills on child outcomes, such as the 

association between parental stress and adolescent adjustment (Conger et al., 1995) or the 

importance of effective parenting practices as a protective factor for school success during post-

divorce adjustment (DeGarmo et al., 1999).  The parenting practices targeted by PMTO interventions 

were identified through research, such as that showing the importance of increased monitoring 

within families living in high-crime neighbourhoods as a protective factor against harm, deviant peer 

exposure and delinquency (Wilson, 1980), and the effect of child genetic and temperamental factors 

on parenting skills (Lykken, 1993). 

The Incredible Years Series is another programme that was developed to address 

behavioural and emotional difficulties in children (Webster-Stratton & Bywater, 2019).  It draws from 

several theoretical frameworks, including cognitive social learning theory, and especially the 

coercion hypothesis outlined by Patterson et al. (1992) in which negative reinforcement contributes 

to the development and maintenance of deviant behaviour.  Bandura’s theories of modelling and 

self-efficacy (Bandura, 1977, 1986) were also influential in the development of Incredible Years, for 

example in the delivery method in which video vignettes portray many of the skills to be introduced.  

Similarly, other theoretical inspirations include the developmental cognitive learning stages and 

interactive learning method by Piaget et al. (1969); cognitive strategies for challenging negative self-

talk and increasing parental self-esteem and self-confidence by theorists such as Beck (1979); and 

attachment and relationship theories such as Bowlby (1973) and Ainsworth et al., (1974). 

Finally, one of the most well researched parenting programmes is the Triple P-Positive 

Parenting Programme (Triple P), which was developed as an ecological system to enhance protective 

factors and reduce risk factors in families through increased parenting knowledge, skills, and 
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confidence, thereby preventing severe behavioural, emotional, and developmental problems in 

children and adolescents (Sanders, 2008).  Overall, Triple P has a multilevel structure that offers 

universal parenting information (level 1), brief presentations of targeted information regarding 

discrete developmental issues (level 2), up to four sessions offering more specific active skills training 

for parents with particular concerns (level 3), more intensive parenting interventions typically for 

parents whose children present with behaviour problems or disabilities (level 4), and intensive family 

interventions for those experiencing behaviour problems and family dysfunction or those at risk of 

maltreating their children (level 5; Sanders, 2008).  As with many of the other programmes, Triple P 

principles are derived from Patterson’s coercive family processes (1982; 1992), and Bandura’s 

cognitive social learning theory (Bandura, 1977, 1986); although it has a particular emphasis on the 

self-regulation model.  The programme also draws from research in child and family behaviour 

therapy and applied behaviour analysis such as Risley et al. (1976) and Sanders (1996) who 

emphasise that changing the environment by rearranging antecedents of problematic behaviour can 

decrease the frequency of these behaviours. 

Findings from different research areas have also been incorporated into Triple P, for 

example, child development research on parenting within naturally occurring contexts that indicates 

the importance of using child-initiated interactions to facilitate incidental teaching (Hart & Risley, 

1995).  Similarly, the programme has adopted recommendations from developmental 

psychopathological research identifying risk and protective factors linked to adverse outcomes in 

children, such as parental discord (Rutter, 1985; Sanders et al., 1997).  Triple P has also drawn from 

models of social information-processing to target parental attributions, expectancies, and beliefs on 

the development of self-efficacy and decision making in parents (Bandura, 1977, 1995).  Finally, 

Triple P endorses a public health approach, highlighting the importance of the broader ecological 

context for development (Biglan, 1995; Mrazek & Haggerty, 1994). 
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All of the programmes reviewed above have a strong grounding in theory and evidence 

supporting their success in improving child and family dynamics in community samples (Nowak & 

Heinrichs, 2008; Sigmarsdóttir et al., 2015; Webster-Stratton & Bywater, 2019; K. R. Wilson et al., 

2012).  However, given the immediate and ongoing concerns within high-risk families, it is important 

to consider how beneficial parenting programmes may be for this population. 

2.2.  Parenting Programmes for High-Risk Families 

Some evidence does show that parenting programmes may be generally effective for 

preventing child behaviour problems, reducing the risk of maltreatment, and improving parenting 

strategies (Chen & Chan, 2016; Furlong et al., 2012; Lundahl et al., 2006; Wyatt Kaminski et al., 2008; 

Yap et al., 2016).  In the case of the Incredible Years for example, improvements have even been 

shown in parenting behaviours among families with a self-reported history of child maltreatment 

(Hurlburt et al., 2013), and in families mandated to attend the programme due to child welfare 

concerns (Marcynyszyn et al., 2011).  However, many of these general parenting programmes use 

universal intervention or prevention strategies that may not be as effective for families with 

identified concerns (Wilson et al., 2012), or complicated risk factors such as parental mental health.  

This was shown by a recent meta-analysis of 14 randomised control trials of the Incredible Years 

Programme, which found no improvements in parental depression or stress (Leijten et al., 2018).  In 

addition, while general parenting programmes may aim to prevent maltreatment by addressing 

specific risk factors, sometimes these have not been fully evaluated or have shown limited 

effectiveness (Klevens & Whitaker, 2007).  Other approaches include the use of intensive therapies, 

such as parent-child interaction therapy.  This does have proven effectiveness in some high-risk 

populations (Kennedy et al., 2016); however, given that children are typically included in the session 

there may be barriers for success with unique family circumstances such as having children who live 

in out-of-home care. 
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There are many parenting programmes that have been specifically designed for high-risk 

populations and have shown some effectiveness.  For example, programmes developed for 

adolescent mothers have shown associations with improved parenting skills, increased child health 

care, and decreased child abuse (Mchugh et al., 2017; Woods et al., 2003).  Similarly, The Psychology 

Foundation of Canada’s attachment-based programme ‘Make the Connection’ is used both 

universally and as a targeted intervention for at-risk populations and was shown in a randomised 

control trial of 180 mothers to improve overall attitudes underlying sensitivity in those who engaged 

in the programme compared to their waitlisted peers (O’Neill et al., 2018).  Meanwhile, a meta-

analysis of 16 programmes developed for incarcerated parents by Armstrong et al. (2018) found that 

overall, they had been more effective than control conditions at improving parenting knowledge and 

skills, as well as the quality of the parent-child relationship.  However, there was evidence to suggest 

that these positive effects may not last long-term.  Armstrong et al.’s study also assessed parental 

well-being and did not find significant improvements.  Thus, despite some promising evidence for 

these types of programmes, it is possible that their targeted nature could limit the ability for the 

programmes to be generalised across high-risk populations which may limit their research 

opportunities. 

One of the most well researched programmes within child maltreatment populations is the 

Triple P – Positive Parenting Programme.  In a randomised control trial of 98 potentially maltreating 

Australian families, both an enhanced Triple P programme targeting parent’s negative attributions 

and anger-control deficits and the standard Triple P programme used as a comparison, were 

associated with lower levels of dysfunctional parenting and parental distress (Sanders et al., 2004).  

In addition, in another randomised control trial, Prinz et al. (2009) allocated 18 population-matched 

U.S. counties to Triple P or treatment-as-usual conditions, comparing the groups on substantiated 

child maltreatment, child out-of-home placements, and child hospitalisations and emergency-room 
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visits before intervention and after a two-year period.  The results showed that the Triple P 

programme was able to achieve a population-level prevention of child maltreatment across all three 

conditions with large effect sizes (Cohen’s d = 1.09 -1.22). 

Furthermore, a small qualitative study of parents involved with child welfare, most of whom 

had children in out-of-home care, considered engagement in a Triple P programme to be overall 

beneficial (Garcia et al., 2018).  The authors reported numerous barriers for the parents, including 

finding the programme difficult to accept initially, experiencing multiple demands on their time, 

having reduced time and visitation privileges that hindered the practice of new skills, and receiving 

biased assessments from caseworkers. Nonetheless, the parents reported feeling more confident to 

talk positively with children, recognised previous negative parenting behaviours more readily, and 

increasingly noticed positive and prosocial child behaviours.  The parents attributed their success in 

overcoming barriers to several of the programme components including the development of positive 

therapeutic alliance through facilitators’ recognition and praising of progress, the adaption of case-

studies to increase their applicability, and the facilitation of bonds between peers.  These factors, 

although important programme components, relied on the style and motivation of individual 

programme facilitators which may limit the generalisability of these results to other programmes.  

Nonetheless, in a meta-analysis of 101 studies conducted over 33 years, Sanders et al. (2014) also 

showed that this improvement in parenting satisfaction and efficacy had a medium effect size, with 

post measures ranging from immediately following to 36 months after completion.  The study also 

found that Triple P had a small effect on parental adjustment including reduced anxiety, depression, 

and parental stress.  However, only a few high-risk populations contributed to this data, with one 

study including families in contact with care services and a further four studies located in low socio-

economic populations.   
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2.3. Bicultural Needs for Parenting Programmes in Aotearoa New Zealand 

When applying the above predominantly international research on high-risk populations to 

the Aotearoa New Zealand context, it is important to consider our bicultural context. Aotearoa New 

Zealand’s bicultural journey is unique and holds significant influential value to present day 

experiences for children and whānau.  Among the most notable of our historical events was the 

signing of Te Tiriti o Waitangi (the Treaty of Waitangi) in 1840. This was an agreement between the 

British Crown and iwi and hapu which specified a trusting partnership between parties (Gover & 

Baird, 2002).  Despite this, Europeans benefitted from the subsequent colonialisation, while Māori 

faced disadvantages that have led to inequalities which reverberate to this day (Chalmers, 2014).  An 

example of particular relevance to the current study shows that in 2019/2020 Māori and 

Māori/Pacific children represented 70% of the children with findings of harm (Oranga Tamariki, 

2020b).  Given such high representation among Aotearoa’s most vulnerable families, equitable 

services need to be sensitive to Māori cultural needs.  To balance this need with the ethical 

obligation of providing parenting programmes with proven effectiveness, some services offer 

programmes that have a prior evidence base but have been attuned to the unique needs and 

cultural practices (tikanga) of Māori culture.  One such example is the low-intensity Triple P that was 

adapted for Māori parents using a collaborative participation adaptation model (Keown et al., 2018).  

This programme evolved from a collaboration with Māori tribal elders, practitioners, and parents to 

incorporate content and delivery processes representing cultural values.  Keown et al. (2018) then 

evaluated this programme in a randomised-control trial where 70 Māori parents of three- to seven-

year-olds were either allocated to an intervention group or a waitlist group. Results showed 

significant improvements in parenting among intervention group members compared to their 

waitlist counterparts, both immediately and at the six-month follow-up.  
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2.3.1. ParentWorks Parenting Programme 

Within high-risk populations, content should also be considered alongside cultural 

adaptations.  While some Triple P research in high-risk families have found success in changing 

parenting practices and child quality of life as they maintain fidelity to programme content (Lanier et 

al., 2018; Zhou et al., 2017), others have provided supplementary content. For example, in Sanders 

et al.‘s (2004) randomised control trial, an adapted Triple P condition included four two-hour group 

sessions targeting risk factors with a supporting workbook.  The adjunctive content sought to help 

parents identify child impacts of negative or harsh discipline, identify causes of their own child-

directed negative behaviour, and dispute and replace irrational thoughts to prevent escalation of 

anger and negative parenting practices.  Furthermore, parents were supported in their 

understanding of the physical effects of anger with strategies to promote physical and mental 

relaxation, application of cognitive therapy techniques to anger management, and identification and 

planning for high-risk anger situations. 

The Methodist Mission’s Christchurch-based ‘ParentWorks’ programme is an example of a 

Triple P parenting programme that has been adapted to include both content and cultural processes 

to fit the specific needs of parents from high-risk backgrounds in Aotearoa New Zealand.  It should 

be noted that this ParentWorks is distinct from another programme of the same name providing 

online support to Australian families in managing child behaviour problems and promoting positive 

parenting.  In Aotearoa New Zealand, the ParentWorks programme is offered to parents with 

children up to 13 years old with care and protection concerns, or children who are in care.  The 

content is provided across two programme stages, with the first consisting of nine group sessions 

providing psychoeducation around child development and behaviour, family values, emotion and 

communication skills, mindfulness, dysfunctional relationships including family violence, and support 

for navigating the family court system.  This stage also reflects several tikanga Māori practices; for 
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example, by providing food and encouraging participants to share and help each other 

(manaakitanga), and negotiating group guidelines as well as providing information that allows 

participants to make informed choices (rangatiratanga).  Stage two then blends levels three and four 

from the Triple P programme with cultural process models (Lacey et al., 2011; Mcclintock et al., 

2012; Pitama et al., 2017), and includes another nine group sessions that teach parenting skills, build 

on emotion management skills, strengthen relationships, and plan for difficult situations, along with 

corresponding home visits where parents have contact with their children to practice and 

personalise the skills with the support of a social worker or psychologist (Methodist Mission, 2021).   

This adaption of Triple P, most specifically the stage one content focusing on parental 

wellbeing, has not been evaluated.  The focus on participants’ mental wellbeing may be an especially 

relevant assessment, as many ParentWorks participants are dealing with a number of personal and 

family challenges such as limited access to their children that make mental health challenges more 

likely.  For these families, the more traditional approach to measuring programme effectiveness via 

changes in parental behaviour, such as increased sensitivity, and improved child outcomes, such as 

attachment, is not as appropriate.  The assessment measures employed by ParentWorks have 

therefore been restricted to those that assess parent mental health, particularly stress, depression, 

and anxiety.  Accordingly, the current study will explore the possibility that although the programme 

is directly targeting changes in parenting behaviour, attitudes, and values; for high-risk cohorts such 

as this it could be possible that there are also changes in parents’ own mental health.   

2.4.  Theoretical perspectives linking changes in parental mental health via parenting interventions  

There are numerous pathways through which participants’ experience with the ParentWorks 

programme may benefit their mental health.  For example, parents may learn how to better manage 

negative emotions, make more accurate attributions, improve on their self-concept, or gain a 

renewed sense of hope for the future, all of which have the potential to lead to improved mental 
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wellbeing (Dawel et al., 2021; Horton & Wallander, 2001; Waite et al., 2017; Xu et al., 2019).  One 

plausible pathway is through a change in psychosocial stress, recently described as an individual’s 

perception of their response to, and the inability to cope with the demands of potential contributors 

to psychosocial stressors, such as those caused by relationships or finances (Booth et al., 2015).  

Links between psychosocial stress and mental health have long been established (Bolger et al., 1989; 

DeLongis et al., 1988).  Conger’s (1994; 1990) family stress model suggests that acute and chronic 

stressors increase the risk of psychological and relational difficulties in both parents and children, 

potentially leading to strained family relationships and disrupted parenting.  In a correlational cross-

sectional study of 422 African American families with a 10-11-year-old focal child, Conger et al. 

(2002) evaluated the applicability of the family stress model in the relationship between economic 

hardship and child development.  Overall, their findings were consistent with the model in that 

economic hardship (such as low income) related to economic pressure (such as inability to pay bills) 

in families.  This pressure was also shown to be associated with the stress of caregivers, which in turn 

was related to disrupted parenting practices that predicted higher internalising and externalising 

behaviour in children.  Further support for the model has been offered in longitudinal research on 

family resilience factors and a review of empirical studies informed by the model (Conger & Conger, 

2002; Masarik & Conger, 2017).   

Parents’ mental wellbeing may also be affected by a type of stress that is specifically 

experienced from their parenting responsibilities.  As noted earlier, Deater-Deckard (1998) offered a 

definition of parental stress that linked the origin of parents’ negative psychological experiences to 

parenting demands.  However, several other definitions have been proposed, including Abidin’s 

(1992) conceptualisation of parental stress as an imbalance whereby perceived parenting demands 

outweigh perceived available resources (Abidin, 1992).  More recently, in a systematic review of the 

links between parental stress, child health behaviours, and child obesity Jang et al. (2019), separated 
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types of stress experienced by parents into three classes.  The first, general stress, was defined as the 

physiological and psychological response to events, such as a feeling of being overwhelmed by 

mental or emotional pressure.  Following this was parenting role stress, which included perceptions 

of stress from being a parent, such as the experience of daily hassles in raising children, and the 

family dynamics within the parent-child relationship.  Lastly, the authors identified life events that 

cause stress in families, including developmental changes such as adapting family structures, and 

unexpected events such as job loss.  Jang et al.‘s approach of considering different types of parental 

stress revealed mixed findings in their relationships to child obesity, highlighting the importance of 

further research of this nature.  Nonetheless, the subcategory parental role stress most closely aligns 

with parental stress as defined by Abidin (1983, 2012), and best represents the focus of the current 

study. 

Experience with both psychosocial and specific parental stressors is common among high-

risk families (Fisher et al., 1998; Harvey et al., 2016; Nair et al., 2003), such as those likely to 

participate in ParentWorks, and may include financial hardship (Ijzendoorn et al., 2020), 

disadvantaged social support networks (Kenny & Barrington, 2018), and feelings of shame resulting 

from having one’s parenting scrutinised and evaluated by social service agencies who possess the 

power to deny custody (Honey et al., 2018).  In this regard, it is possible that ParentWorks may help 

parents change stressors by providing evidence of their effort to enhance their parenting skills that 

they can show social services in order to progress towards reunification with children (Barth et al., 

2005).  In addition, as participants build trust with facilitators their specific needs may be revealed, 

allowing for optimum support, such as referrals to services that provide financial advice or support 

securing housing. 

Alternatively, rather than facilitating a change in current stressors, ParentWorks may change 

participants’ experience of stress.  One way this may occur is through an increased sense of mastery.  
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In a correlational study using the Fragile Family and Child Well-Being data, Farmer and Lee (2011) 

hypothesised that parenting stress may affect perceived mastery, which in turn would affect 

maternal depression.  The authors based their theory on Belsky’s (1984) ecological model of the 

determinants of parenting behaviour and highlight the conceptual distinction between perceived 

mastery, or the belief that one’s life chances are under one’s own control, and Bandura’s (1977) self-

efficacy.  Farmer and Lee (2011) found that in their sample of 2650 mothers, parenting stress 

influenced maternal depression both directly, and by undermining perceived mastery.  This 

association between parental stress and perceived mastery was also supported by a between-groups 

cross-sectional study by Hasson-Ohayon et al. (2018) investigating interactive effects of social 

support and a sense of mastery on the parental stress of mothers with serious mental illness.  A main 

effect was found for sense of mastery in the parental stress of mothers with and without serious 

mental illness.  Interestingly, social support only benefitted parental stress when it was combined 

with a high sense of mastery.  In addition, recent longitudinal research has indicated that mastery 

measured in childhood predicts mental health in adulthood (Oi & Alwin, 2017) and mastery in adults 

leads to good mental health (Infurna & Mayer, 2015).  Moreover, Filipponi et al. (2020) showed 

longitudinally that mastery predicted mental health in their sample of 89 parent and adolescent 

dyads both directly and indirectly through coping ability. 

Parental stress has been described as virtually unavoidable (Putnick et al., 2010), but has 

been shown to be particularly relevant in high-risk populations.  For example, Rodriguez and Murphy 

(1997) found that significant parenting stress and child abuse potential was correlated among the 33 

low-income African American mothers of children with developmental delays they surveyed.  This 

finding was reiterated by Taylor et al.’s (2009) regression analyses examining associations between 

intimate partner violence, parenting stress, major depression, and maternal child maltreatment.  

Parental stress was found to be a distinct and consistent risk factor for child maltreatment among 
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the 2508 mothers from the Fragile Families and Child Well-Being study.  Moreover, research into the 

links between parental stress and parental mental health have shown that parents with a mental 

disorder report higher stress compared to those without (Stadelmann et al., 2010), and as parental 

mental health symptoms improve over time, parental stress declines (Kahng et al., 2008).  It is 

possible that a diminished sense of mastery could mediate these links in high-risk families such as 

those in ParentWorks, given the prevalence of multiple risk factors such as income poverty and low 

education (Hunter & Flores, 2021; Stith et al., 2009).  Such multidimensional poverty has been shown 

to contribute to decreased feelings of mastery (Callander & Schofield, 2016).   

Another way ParentWorks could change parents’ experience of stress is through increased 

social support.  In a conceptual review, Gottlieb and Bergen (2010) defined social support as 

perceived or available social resources provided in formal support groups and informal helping 

relationships.  They emphasised that social support from nonprofessionals is distinct from that 

provided by professionals, and they also distinguished between the social network, or the structure 

of individual social ties and the ties among them, and social integration, or the extent to which 

individuals participate in social interactions.  Moreover, Gottlieb and Bergen highlighted that the 

presence or absence of different types of support, including emotional, instrumental, informational, 

compassionate, and esteem support, can erode or strengthen social ties, and that close relationships 

tend to generate a wide range of types of support.  In this way, ParentWorks may provide 

participants with actual or perceived social resources, strengthening their social networks, or 

increase the extent to which they participate in social interactions.  As these interactions begin to 

increase, participants may become more adept at reciprocating within their relationships, and their 

social networks may be better maintained and more able to provide support. 

These changes to participants’ social experience may help to buffer the harmful effects of 

stress in accordance with the stress-buffering model (Cohen & Wills, 1985).  According to Cohen 
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(1992), this model is based on the concept that individuals appraise potentially stressful events in the 

context of their unique combination of values, beliefs, experiences, and coping resources.  Further, it 

assumes when appraisals of event demands exceed appraisals of ability to cope, the associated 

psychological and physiological changes heighten the risk for disorder.  Specifically, the model 

highlights the role of social networks in making these appraisals.  For example, social norms 

influence the context in which appraisals are made by either normalising or stigmatising events.   

Cohen (1992) outlines two pathways in which perceived support operates as a buffer to 

stress events.  The first considers individuals’ early experiences with attachment relationships and 

their influence on the meaning they place on relationships and their expectations of support.  Cohen 

argues that individuals with positive expectancies may be more willing to seek support from social 

networks and interpret supportive transactions more positively.  Consistent with this theory, a cross-

sectional study of approximately 300 college students by Wright et al. (2009) found that the 

relationship between early abuse or neglect and future anxiety or depression was mediated by 

unconditional schemas such as defectiveness/shame and vulnerability to harm.   

The alternative explanation for how perceived support buffers stress offered by Cohen and 

colleagues (1992; 1985) known as the matching hypothesis, posits that the compatibility of social 

support to the stressful event influences its usefulness.  For example, a loan offer from a friend 

(Gottlieb and Bergen’s (2010) instrumental support) may be helpful in the event of a job loss, but 

less so with the death of a loved one, where emotional support may be more fitting.  They highlight 

that some forms of support may be globally useful given they match the needs of most stressors, 

such as the perspective or informational support provided by having someone as a confidant.  The 

matching model was extended by Cutrona and Russell (1990), who proposed that specific types of 

stress require matching types of social support, especially when considering the degree of control an 

individual has over the event, or its desirability.  For example, they contend that bereavement calls 
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for multiple forms of support, and that lack of control necessitates tangible aid, rather than 

informational support.  Consistent with these hypotheses, a qualitative study on the experience of 

support among bereaved parents highlighted an appreciation of both emotional support and 

instrumental support.  Moreover, the parents, who felt a lack of control at the loss of their children, 

reported feeling hurt and unsupported in the face of informational advice about what they should do 

or how they should feel (Toller, 2011).  In a study with thirty Chinese mothers of adult children with 

intellectual disability, Chen and Tang (1997) found that the more the parents perceived stress to be 

controllable, the more they valued tangible support over informational support.   

One final theoretical consideration of how ParentWorks could influence participants’ stress 

is through their stress-coping abilities.  Lazarus and Folkman (1984) outlined a stress and coping 

model in which they suggest cognitive appraisals of an event’s ability to be changed, based on its 

predictability, influences the use of coping strategies, which they define as the individual’s use of a 

group of behavioural or cognitive efforts to minimise their level of distress.  These strategies were 

delineated across two functions; emotion-focused, typically associated with an estimated inability to 

modify the event, and problem-focused, generally related to events evaluated to be amenable to 

change.  In considering the effectiveness of these different strategies, Cooper et al. (2001) applied 

the goodness-of-fit concept.  Specifically, if responding to uncontrollable stressors, emotion-focused 

coping may be useful by regulating emotional and physiological reactions.  Alternatively, if some 

degree of control is possible, use of emotion-focused coping strategies to the detriment of problem-

focused coping may limit an individual’s ability to address the source of stress.  Problem-focused 

coping has been associated with improved mental health (Semmer, 2002).  Similarly, in a cohort 

study of 157 trainee teachers, Parkes (1990) found that problem-focused coping mitigated the effect 

of environmental stressors on mental health.  In addition, a negative main effect was found between 

suppression, an emotion-focused coping strategy, and mental health.   
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More recently, a similar model of coping in childhood and adolescence was developed by 

Compas et al. (2001) that recognises involuntary and automatic attempts to cope with stressors.  

Voluntary attempts were then separated into two categories that could be applied to the stressor or 

one’s emotional reaction to it: engagement (by changing the environment or by adapting to the 

environment) and disengagement (by withdrawing from the environment).  A longitudinal study 

investigated this model’s hypothesised links between stressful life events, coping, and depressive 

symptoms in 227 children aged 7 to 17-years across four timepoints over 22 months (Evans et al., 

2015).  The results revealed a negative correlation between engagement coping strategies and 

depressive symptoms, and that stressful life events predicted subsequent depressive symptoms, a 

link that was partially mediated by disengagement and some engagement coping strategies. 

It is possible that learning gained in ParentWorks may help to improve participants’ use of 

stress-coping strategies.  Such changes were found by a pre-post examination of stress-coping 

strategies and mental health symptoms in 30 mothers of children with autism spectrum disorder 

(Iida et al., 2018).  After participating in parent training, the parents engaged in the escape-

avoidance stress-coping style less often, which was positively correlated with change in anxiety 

symptoms.  When considering high-risk families, lower problem-focused coping has been found to 

be a risk factor for child maltreatment (Black et al., 2001; Stith et al., 2009), and use of avoidance-

coping has moderated the relationship between stress and potential for maltreatment (Rodriguez, 

2010).  In addition, a between-group cohort study by Cantos et al. (1997) found that 17 mothers who 

had physically abused their children used more emotion-focused coping strategies and fewer 

problem-focused strategies than their non-abusing peers.   

2.5.  Present Study 

As outlined above, parental stress and mental health difficulties such as anxiety or 

depression represent characteristics of many high-risk families (Farmer & Lee, 2011; Stith et al., 
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2009), especially if they are comorbid.  Poor stress or mental health symptomology can create 

significant challenges for parenting such as coercive or negative parenting behaviours (Chung et al., 

2020; Lovejoy et al., 2000) with concerning implications for child development and 

psychopathological concerns (Bayer et al., 2008; National Research Council, 2009).  Furthermore, this 

relationship can become bidirectional (Ciciolla et al., 2014) with a strong possibility of leading to child 

maltreatment and further complications for both child and parent . 

These cyclical links between parental mental health, stress, and parenting behaviours that 

influence negative child outcomes can be disrupted in several ways through parenting programmes 

such as ParentWorks.  As argued above, such courses may facilitate a change in stressors, for 

example by improving child behaviour or supporting family reunification.  As the source of stress 

begins to decline, participants may begin to experience less of a stress response that could in turn 

lower mental health symptomology.  Alternatively, parenting programmes may work to change how 

participants respond to stressors in several different ways.  One theoretical mediator in the 

association between stress and mental health is a sense of perceived mastery.  If a programme 

promoted an increased sense of mastery, this link could be disrupted.  Another way parenting 

programmes can influence parental mental health is through social support.  Facilitators may help to 

increase actual or perceived social resources, strengthen social networks, or support increased 

engagement in social interactions.  These changes in social support may provide participants with an 

opportunity to buffer the effect of stressors in one of two ways.  First, a positive experience of social 

support could facilitate a change in participants’ previously held negative expectations within 

relationships, which could in turn free participants to utilise social support more effectively in 

managing their stress.  Secondly, the social support available through the parenting programme may 

sufficiently match the type of stress experienced by the participants, thereby providing the most 

effective buffer against their specific stress.  Finally, programmes may support changes in 
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participants use of adaptive stress-coping strategies, such as productive problem-focused coping 

behaviours. 

Such potential changes in tension/stress, parental stress, anxiety, and depression symptoms 

are the focus of the present study.  Quantitative measures assessed from pre- to post-programme 

allow for exploration of the self-reported symptomology among ParentWorks participants.  This data 

has been collected by ParentWorks over the past five years and attempts to address a key challenge 

of measuring programme effectiveness among families with multiple risk factors who have limited 

access to their children.  In these high-risk populations, the more traditional success indicators of 

changes in parental behaviour such as increased sensitivity, and improved child outcomes such as 

attachment, are not as appropriate.  However, employing historical data does constrain the scope of 

the present study from investigating the specific theoretical pathways described above involving 

changes in stressors, sense of mastery, matching of social supports, or participant use of coping 

strategies.  Nonetheless, considering the present study follows a two-phase explanatory sequential 

design, the second phase of qualitative interviews provides an opportunity for participants to further 

elaborate on any changes they have noticed over the course of the programme and what influence 

they believe such changes may have had on their stress and mental health.  Such information will 

provide ParentWorks much needed direction regarding key concepts to measure in future follow-up 

research.  Thus, the present study has the following aims and research questions: 

1. The first objective of this study is to examine changes in self-reported symptoms of parental 

depression, anxiety, and stress across several cohorts of participants from the Christchurch 

ParentWorks programme. Specific research questions include: 

a. Do ParentWorks participants report decreased depressive symptoms over the course 

of the programme?   
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b. Do ParentWorks participants report decreased anxiety symptoms over the course of 

the programme?  

c. Do ParentWorks participants report decreased parental stress symptoms over the 

course of the programme?  

d. Are changes in parents’ depression and anxiety symptoms moderated or mediated 

by changes in parental stress? 

2. The second objective of this study is to explore participants’ subjective reflections of their 

experiences and perceptions of the ParentWorks programme and the group experience. 

a. Do participants recognise any changes in their parental stress or mental health? 

b. Do participants believe they have made any changes in the way they interact with 

their children, social supports, or professional relationships? 

c. What elements of ParentWorks, if any, do participants attribute these changes to? 

d. What are participants’ experiences of social support in Parent Works, both from 

fellow participants and programme facilitators?  
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Chapter Three: Research Methodology 

3.1.  Study Design 

For the present study, a two-phase design using mixed methods was employed to evaluate 

the ParentWorks programme and any influence it may have on parental mental health and parental 

stress in its participants.  According to Creswell et al. (2003), this follows an explanatory sequential 

design, given the initial quantitative phase of the current study is followed by a qualitative phase.  

Furthermore, the use of the qualitative data to expand on quantitative results fits a follow-up 

explanations variation of this model.  This design was selected as it supplemented pre-existing 

quantitative data with the inclusion of participant voice in the evaluation of the ParentWorks 

programme.  Employing different methodological lenses can provide a deeper understanding of 

phenomenon as discussed by Greene (2015).  In addition, this offered the best opportunity for 

comparison of self-reported change in mental health and stress symptomology from both 

standardised scales in conjunction with participants’ reflections of their subjective experience and 

perspectives of these changes as they may relate to the programme. 

The initial phase of the present study analysed data from quantitative measures of 

participants’ self-reports of depression, anxiety, tension/stress, and parental stress collected at three 

separate time points across participants’ engagement in the programme (prior to or at the first 

session of stage one, six weeks later at the beginning of stage two, and a further seven weeks later at 

the end of stage two).  Data collected from 2017 to 2021 by ParentWorks staff was anonymised and 

included in this phase of the evaluation.  Following this, qualitative data was collected through semi-

structured interviews informed by Te Tiriti o Waitangi, Tikanga Māori, and the Meihana and Hui 

models (Pitama et al., 2007; Pitama et al., 2017).  These interviews with participants who had 

engaged in ParentWorks during the present year (2021) explored similar topics as the quantitative 

measures (experiences of mental health challenges and stress) but attempted to explore these 
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matters more deeply and in greater detail compared to the standardised information captured by 

the quantitative scales. 

3.2.  Ethical Considerations 

Both phases of the present study were reviewed by the University of Canterbury Human 

Ethics Committee (UCHEC).  When participants in previous iterations of the programme provided 

informed consent to participate, they also consented to the information from their questionnaires to 

be used for research and evaluation purposes.  In light of this, the UCHEC granted permission for the 

previously collected data to be included in this evaluation provided that it was completely 

anonymised by ParentWorks staff prior to being released to the research team.  A supplementary 

application for the qualitative phase of this study was also reviewed and approved by the UCHEC and 

the following outlines several ethical issues that were considered.  Throughout this process, Māori 

consultation was undertaken with two kaiārahi from Christchurch Methodist Mission. 

3.2.1.  Psychological Risks 

Given many ParentWorks participants’ pre-existing risk factors, such as mental health 

challenges and psychosocial stress, care was taken to avoid further exacerbation of symptoms.  For 

those who expressed interest in participating in the study, potential risks of involvement were clearly 

explained verbally and in writing.  This highlighted the voluntary nature of their participation, the 

ability to bring a support person if desired, the opportunity to pause or stop at any time during the 

interview, and the option to withdraw from the study at any time until the data analysis occurred.   

In addition, efforts were made to ensure the comfort of participants throughout the 

research.  In line with the Hui model, I engaged in whakawhanaungatanga, building trust and 

familiarity with potential study participants during the recruitment phase of the study by attending 

some 2021 ParentWorks sessions.  The interview itself addressed similar ideas already discussed in 
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the ParentWorks programme and questions had been supplied to participants prior to the interview 

taking place, thus there were no surprises for participants to contend with.  During the interviews, 

participants’ welfare was monitored via verbal and nonverbal indicators of physical or psychological 

discomfort and breaks were offered as needed.  Finally, participants were provided with referrals to 

mental health support providers should they need further assistance after the interview. 

3.2.2.  Personal or Sensitive Issues 

Many ParentWorks participants may have had prior experience of unsolicited involvement 

with professionals that may have been difficult to conceptualise or divulge.  Any sense of limited 

progress with previous professionals or intrusion on the part of the researcher could have been 

further distressing.  As such, alongside the approach taken to minimise psychological risks, it was 

explained that involvement in the research had no bearing on other professional relationships or 

their involvement in the ParentWorks programme.  This was made further explicit, as the 

participants were assured both verbally and in writing that their choice regarding participation would 

be kept private and confidential, especially from other professionals and ParentWorks facilitators. 

3.2.3.  Cross-cultural Risk 

As the present study was open to participants of any identified ethnicity, cultural sensitivity 

was essential to limit any offense that could arise from cultural differences.  To this end, interview 

questions and processes were informed by an understanding of the treaty of Waitangi, Tikanga 

Māori, and the Meihana and Hui models (Pitama et al., 2007; Pitama et al., 2017).  Specifically, this 

included ensuring that participants were well-hosted and cared for, given clear introductions and 

descriptions of roles and goals, and able to incorporate elements of their own culture into the 

process.  Finally, the Māori Cultural Advisor from Christchurch Methodist Mission approved the 

study after consultation. 
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3.2.4.  Inducement Risk 

Koha was offered to participants for their time and the gift of their information, and care 

was taken to ensure the amount was a sufficient expression of gratitude without unduly inducing or 

exploiting participants.  The nature and amount of koha was decided in consultation with the team 

at CMM, who felt it was most appropriate for the cohort of participants. 

3.3.  Recruitment 

Anonymised retrospective data was provided by Christchurch Methodist Mission, rendering 

recruitment for phase one unnecessary.  Alternatively, study participants for phase two qualitative 

interviews were recruited from the population of 2021 ParentWorks participants, all of whom had 

children with care and protection concerns or who have been placed in care outside the home.  

Participants were informed of the study in general during the early sessions of the ParentWorks 

programme and were given the opportunity to provide their name and contact details to the 

researcher to gain more information.  Those seeking further information were then contacted 

directly to arrange an initial meeting or conversation about participation, and to coordinate the 

delivery of the information sheet, consent form, and summary of the interview script (see 

appendices A, B, and C respectively). 

3.4.  Quantitative Methods 

3.4.1.  Participants 

Data was available for 36 ParentWorks participants over five years.  From this, the final 

sample included twenty-five participants who had completed pre- and post-data for one or both 

measures.  Twenty of the participants had completed both pre- and post-DASS (Depression, Anxiety, 

and Stress Scale) measures, and seventeen participants completed both pre- and post-PSI (Parental 

Stress Index) measures.  Full sets of data across both measures were only available for fifteen of the 
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participants.  Data from completion of DASS at the midpoint of the ParentWorks programme was 

only available from a total of three participants, and so this timepoint was excluded from analyses.   

As seen in the participant demographic details in Table 1, females were highly represented in 

the sample, at 72%, and at the time of participating in the programme 88% of participants were 

younger than 40, with 40% younger than 30.  The table also shows the majority of participants 

identified as New Zealand European (56%), followed by Māori (36%), and Asian (8%), and just over 

half of participants reported not being in a relationship just prior to beginning the ParentWorks 

course.  Participants reported parenting between one and four children, all of which were younger 

than 12 years old.  Table 1 also shows that 20% of participants were reported to have a current or 

historical mental health diagnosis, 36% reported having a current or historical substance-related 

disorder, and 72% reported having current or historical family violence issues.  In addition, 64% of 

participants had current involvement with Oranga Tamariki. 

 

Table 1 

Demographic Details of Participants 

Participant Demographics (N = 25) Frequency (%) / Mean (SD) Range 

Gender    

Male  7 (28)  

Female  18 (72)  

Age when on group   

20-29 10 (40)  

30-39 11 (44)  

40+ 4 (16)  

Ethnicity    

NZ European  14 (56)  
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Participant Demographics (N = 25) Frequency (%) / Mean (SD) Range 

NZ Māori  9 (36)  

Asian 2 (8)  

Relationship status when on group   

Relationship/de facto  12 (48)  

Single  13 (52)  

Number of children  1.88 (.93) 1 – 4 

Average age of children 5.97 (3.18) 1 – 12 

Year of participation in group   

2017 2 (8)  

2018 4 (16)  

2019 6 (24)  

2020 8 (32)  

2021 5 (20)  

Mental health history   

Known mental health history 5 (20)  

No reported mental health history* 20 (80)  

Oranga Tamariki involvement   

History of involvement 16 (64)  

No history of involvement 9 (9)  

Drug and alcohol history   

Known drug and alcohol history 9 (36)  

No reported drug and alcohol history* 16 (64)  

Family violence history   

Known family violence history 18 (72)  

No reported family violence history*  7 (28)  

On group during lockdown   

Yes 4 (16)  

No   21 (84)  

*Includes participants who were reported to have no history as well as those for which there was no 

data on their history 
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3.4.2.  Materials 

Participants completed paper copies of two standardised questionnaires sourcing 

information on symptoms of depression, anxiety, tension/stress, and parental stress at three 

timepoints during their participation in the ParentWorks programme.   

3.4.3.  Procedure 

Facilitators of the ParentWorks programme had incorporated administration of both 

measures into the delivery of the first session of stage one, then again in the first session of stage 

two, and then in the final session of the programme.  This data, along with demographic information 

such as age, gender, ethnicity, and current or past experience of mental health concerns, family 

violence, and drug and alcohol use, were collated into an Excel spreadsheet by one of the facilitators.  

All identifying information was removed and each participant was assigned a number before data 

was provided to researchers.   

3.4.4.  Measures 

Depression Anxiety Stress Scales (DASS; (Lovibond & Lovibond, 1995).  This 42-item self-

report instrument is divided into three scales assessing symptomology of depression (e.g., 

hopelessness and self-deprecation), anxiety (e.g., autonomic arousal, subjective experience of 

anxious affect), and tension/stress (e.g., impatience, and difficulty relaxing).  It should be noted that 

this operationalisation of stress is specific to participants’ experience of tension or emotional stress 

that is distinct from stress associated with parenting described below.  Participants are asked to 

respond to each item based on how much it applied to them over the past week with answers on a 

four-point Likert scale from 0 (did not apply to me at all) to 3 (applied to me very much, or most of 

the time).  When scoring, items are loaded onto one of three scales representing depression, 

anxiety, and tension/stress, and scores are added together for each subscale (maximum score = 42).  

Interpretation is based primarily on cut-off scores provided by Lovibond et al., (1995), who assessed 
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norms with a sample of 1044 males and 1870 females aged between 17 and 69 years from varying 

backgrounds and checked validity against a range of outpatient groups.  Lovibond et al., used this 

data to inform severity ratings for each of the subscales that are based on percentile scores ranging 

from 0-78 (raw scores of 0-9 for depression, 0-7 for anxiety, and 0-14 for tension/stress)classified as 

‘normal’, 78-87 (raw score of 10-13 for depression, 8-9 for anxiety, and 15-18 for tension/stress) as 

‘mild’, 87-95 (raw score of 14-20 for depression, 10-14 for anxiety, and 19-25 for tension/stress) as 

‘moderate’, 95-98 (raw score of 21-27 for depression, 15-19 for anxiety, and 26-33 for 

tension/stress) as ‘severe’, and 98-100 (raw score of 28+ for depression, 20+ for anxiety, and 34+ for 

tension/stress) as ‘extremely severe’. 

The psychometric properties of the DASS have been examined within a depressed clinical 

sample across three studies and showed excellent internal consistency for the total scale (Cronbach 

α = .97) and each of the subscales (Depression = .96; Anxiety = .92; Tension/Stress = .95) in study one 

with similar results in subsequent studies (Page et al., 2007).  The three-factor structure was also 

replicated, showing good reliability.  Although the DASS appeared to be less sensitive to treatment 

effects when compared to the Beck Depression Index (Beck et al., 1961), the authors concluded that 

it still showed good overall sensitivity and both assessments measured the same construct with a 

correlation of .67 (p < 001).  Page et al., (2007) did note a ceiling effect however, with 12.7% of 

patients scoring the maximum score on the depression scale, and 4.4% scoring the maximum on the 

tension/stress scale.  Other studies have found similarly good internal consistency and replication of 

the three-factor structure (Clara et al., 2001; Crawford & Henry, 2003).  The version of the DASS-42 

used with ParentWorks participants has not been adapted.  Considering the low sample size (n=25) 

of the current sample and historical spread of the data (five years), it was deemed inappropriate to 

assess internal consistency reliability of the measures.  However, test-retest reliability in the form of 

correlations from pre- to post-course assessment are reported as part of the results. 
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Parenting Stress Index, fourth edition (PSI-4; (Abidin, 1983; 1995; 2012).  This is a 101-item 

self-report measure of a parent’s level of stress through evaluation of their own current functioning 

regarding parenting and caregiving as well as aspects of their child’s behaviour.  Of the Items, 91 are 

answered on a five-point Likert scale from ‘strongly agree’ to ‘strongly disagree’ and ten are specific 

response questions with five options.  When scored, items are grouped into 13 subscales across 

three domains.  The Child domain includes six subscales, Distractibility/Hyperactivity, Adaptability, 

Reinforces Parent, Demandingness, Mood, and Acceptability.  The Parent domain includes seven 

subscales, Competence, Isolation, Attachment, Health, Role Restriction, Depression, and 

Spouse/Parenting Partner Relationship.  The Parent and Child domains then combine to offer a Total 

Stress scale.  There is also an optional Life Stress scale with an extra 19 dichotomous questions 

asking about events within the past 12 months experienced personally or by someone close to them, 

such as divorce or starting a new job.  Interpretation is based on percentile scores including 16-84th 

(normal range), 85-89th (high range) and 90th and higher (clinically significant range).  The PSI-4 also 

includes a Defensive Responding measure of validity based on raw scores of 24 or lower.  Normative 

data was based on a sample of 534 mothers and 522 fathers with matched demographics to the 

2007 U.S. Census (Abidin, 2012).  Abidin’s manual reported the psychometric properties of the PSI-4, 

including coefficient alphas for reliability of Child and Parent domains at .96 each, and a combined 

coefficient alpha of .98.  The manual also reported on a sample of 30 mothers seeking help for child 

misbehaviour who completed the PSI initially, and then again between one and three months later, 

showing test-retest correlation coefficients at .63, .91, and .96 for the Child domain, Parent domain, 

and Total Stress scale, respectively.  Abidin (2012) also reported that the PSI-4 subscales had good 

correlations to the PSI-3 subscales, ranging from .85 to .99, and that the Child domain correlated 

highly with its subscales (r = .82 to .90), as did the Parent domain with its subscales (r = .76 to .92).  

Finally, the two domains correlated with each other at r = .81.  An assessment of the German 
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translation of the PSI, found similarly good internal consistency, with Cronbach’s alpha coefficients of 

.95 for total stress and .91 and .92 for the Child and Parent scales respectively (Hofecker Fallahpour 

et al., 2009). 

The version of the PSI-4 used with ParentWorks participants is the 36-item short-form 

derivative of the PSI (PSI-SF) with total stress scores that correlate highly (.98) with those on the full-

length version (Abidin, 2012).  Abidin also reported that PSI-SF had three subscales (Parental 

Distress, Parent–Child Dysfunctional Interaction, and Difficult Child) each with 12 items rated from 1 

(strongly disagree) to 5 (strongly agree) and had correlations with PSI domains ranging from .51 to 

.95.  Further, he reported good internal consistency of the scales in his normative sample, with 

Cronbach’s alpha coefficients of .90 for Parental Distress, .89 for Parent–Child Dysfunctional 

Interaction, .88 for Difficult Child, and .95 for Total Stress.  The use of the PSI-SF has been supported 

in low socioeconomic, minority populations (Reitman et al., 2002) and in families experiencing 

elevated behaviour problems (Barroso et al., 2016). 

3.5.  Qualitative Methods 

3.5.1.  Participants 

A total of six participants agreed to be contacted by the researcher to receive extra 

information regarding the study and of those, two participants completed interviews for the present 

study.  In an attempt to recruit more participants to the study the inclusion criteria was extended to 

allow for recruitment from ParentWorks participants in the year 2020.  A further two participants 

agreed to be contacted, although neither chose to participate.  Considering the small pool of 

participants and the close relationships they build with ParentWorks facilitators, it was deemed 

inappropriate to collect demographic information for those who chose to participate, thereby 

protecting their anonymity. 
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3.5.2.  Procedure 

As part of the recruitment process, I attended six sessions of one ParentWorks group and 

two sessions of the other.  This supported familiarity with the programme and gave an opportunity 

to begin engaging in whakawhanaungatanga with potential study participants.  On the last session I 

attended with each group, I gave a brief outline of the study and collected contact details for those 

participants who were interested in gaining further information.  I then made contact to arrange 

delivery of extra information and answer any further questions they had.   

After agreeing to contribute to the present research, participants were contacted to arrange 

a time for the interview that suited them.  They were also given a choice as to the location of the 

interview.  Options included their home, an interview room at the University of Canterbury, or a 

third neutral venue such as a café or a local library.  For those participants who chose to have their 

interview either at their home or a neutral venue, the following procedures were implemented to 

minimize health and safety concerns: Upon arrival at the venue, the researcher reported her arrival, 

the address of her location, and an anticipated departure time via text message to her supervisor.  At 

the conclusion of the interview, the researcher again sent a text message to her supervisor informing 

him that the interview was concluded, and that she had departed.  Had the supervisor not heard 

from the researcher in the anticipated time frame, he would have called her phone and if necessary, 

travelled to the address to check on her safety.  Once interviews had been organised, the researcher 

booked any necessary venues and made appropriate arrangements, such as purchasing food and 

vouchers. 

Prior to beginning the interview, introductions were made, and participants were invited to 

introduce themselves and indicate how they preferred to start the meeting.  Time was allowed for 

whakawhanaugatanga to ensure good rapport and Koha was offered.  Prior to continuing, 

confidentiality and its limits were discussed, and consent was confirmed, after which the recording 
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devices were turned on.  To limit the risk of equipment failure, the first recording device was placed 

in-between participant and interviewer, and a backup recording was taken with the computer placed 

nearby via zoom with the camera turned off. 

Once the recording had begun, the kaupapa was addressed to ensure the main purpose of 

the session was understood and agreed upon.  On average, the interviews lasted for approximately 

65 minutes.  The interviews ended with poroaki/whakamutunga in which there was an opportunity 

for participants to debrief about the interview, for the researcher to thank the participants for their 

time and engagement, reassure them of the measures that will be taken to ensure confidentiality 

and privacy of their information, and close the meeting as directed by the participant. 

Once concluded, each interview was transcribed verbatim by the primary researcher who 

provided each participant with a code to ensure anonymity and took care to replace identifying 

information such as names with bracketed descriptions of what was said, for example [fellow 

participant].  This process facilitated a high degree of familiarity with the information, thereby 

assisting in the analysing stage, and ensured participant confidentiality was upheld.  The 

transcription process including capturing all utterances by both participant and interviewer, 

alongside their exact timings.  Capturing this level of detail likely increased the attention paid to the 

transcription process, thereby resulting in more accurate verbatim transcriptions. 

3.5.3 Development of Interview Schedule 

In collaboration with ParentWorks staff, the primary researcher and a research supervisor 

developed a brief list of questions to compliment the previously gathered quantitative data.  

Although following similar themes of changes in mental health and parental stress, these questions 

offered an opportunity for participants to reflect on their knowledge of these changes and consider 

in what way this may relate to the ParentWorks programme.  In addition, these questions queried 
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participants’ experiences of social support within the ParentWorks programme as well as with social 

service agencies and staff.  Please see Appendix C for the full interview schedule. 

The interview was organized into four sections (mental health, parental stress, social 

support, and interactions with social service agencies and staff), each of which began with a brief 

summary of the topic and an introductory open question such as ‘How would you describe your 

mental health since you became a parent?’.  Subsequent questions encouraged deeper reflection of 

any changes (‘Since becoming a parent, what experiences, if any, have had an impact on your social 

support, either positive or negative?’) and connection to the ParentWorks programme (‘What more 

do you think ParentWorks could do to support participants’ interactions with social service agencies 

and their staff?’).  All predetermined questions were phrased to allow for a range of answers (see 

Appendix C for the full Interview Schedule), and were followed by reflections, and prompts (e.g., 

‘Interesting, please tell me more about…’) to encourage further elaboration of short responses. 
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Chapter Four: Quantitative Results 

To address the key research questions in this study, the quantitative analyses examined 

whether participants in the ParentWorks programme reported significant reductions across three 

mental health categories – depressive symptoms, anxiety symptoms, and parental stress over the 

course of their participation. 

4.1.  Quantitative Data Analysis 

Demographic data along with DASS and PSI raw subscale scores were provided by the 

ParentWorks team in a Microsoft Excel spreadsheet.  Some of this data was subsequently re-coded 

(e.g., from qualitative labels to nominal categories) for some variables so that it could be exported 

into the statistical software package IBM SPSS (Version 27), where it was analysed. 

4.1.1.  Nomothetic analyses  

Although initial plans for analysis included mid-course data, only a few participants were 

reported to have completed the DASS at the midpoint (3 participants), and so only pre- and post-

course data was analysed.  Investigations began with an assessment of skewness and kurtosis of data 

from the DASS and PSI and a visual analysis of potential outliers.  Tests for normality were conducted 

using both the Kolmogorov-Smirnov and Shapiro-Wilk on all scales from both measures.   

For the DASS subscales, the difference between pre- and post-measure scores was assessed 

with Shapiro-Wilk and Kolmogorov-Smirnov tests to consider how well represented they were by a 

normal distribution.  The tension/stress subscale deviated significantly from a normal distribution for 

both of these tests with W = 0.705, p < .001, and D(16) = 0.320, p <.001.  Further investigation into 

the distribution of scores in the stress subscale revealed significant deviations for both pre-stress 

scores (W = 0.873, p = .005, and D(25) = 0.197, p = .014) and post-stress scores (W = 0.814, p < .001, 

and D(25) = 0.220, p = .003).  Similarly, visual inspection of boxplots showed values outside the 
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whiskers on all DASS subscales with one extreme value on the stress subscale.  Considering the 

DASS’s deviation from normal distribution, the raw scores were converted to percentiles and the 

analyses were repeated.  While this corrected the for the skew and removed outliers, all pre- and 

post-subscales appeared to violate the assumption of normality in one or both of the Shapiro-Wilk 

and Kolmogorov-Smirnov tests.  For the PSI, none of the subscales showed significant deviation from 

normal distribution across both Shapiro-Wilk and Kolmogorov-Smirnov tests, although the Total 

Stress scale did produce significant results (W = 0.862, p = .021, and D(16) = 0.223, p = .032).  

Further, this scale had one moderate outlier. 

In addition, the assumption of homogeneity of variances was tested with the Pitman-Morgan 

test (Morgan, 1939; Pitman, 1939).  The results showed no significant results across any of the paired 

variables (largest t (24) = 0.43, p = .71).  In light of the deviation from normal distribution, 

assessment of the difference between pre- and post-DASS scores employed the Wilcoxon matched 

pairs test, a non-parametric alternative to the paired-samples t-test, with Cohen’s d calculated using 

an online calculator (Lenhard & Lenhard, 2016) to assess effect sizes.  Meanwhile, the two-tailed 

paired samples t-tests were able to be used to assess the mean level of change across participants in 

each of the subscales for the PSI, with Cohen’s d used to estimate effect sizes.  This examined 

whether the mean of these scores was significantly different after the ParentWorks programme was 

completed when compared to the beginning of stage one.   

Following this, descriptive analyses examined group-level patterns of responding across pre- 

and post-responses of measures for the total sample, including means, standard deviations and both 

minimum and maximum values.  Furthermore, due to missing data the sample was reduced to n = 25 

for all DASS analyses and n = 17 to 19, depending on the subscale, for the PSI.  Table 2 shows 

participants’ scores classified according to each measures’ severity ratings, whereas the descriptive 

statistics are listed in Table 3.  Due to the limited power from such a small sample size, exploration of 
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parental stress as a moderator or mediator for changes in parents’ depression and anxiety symptoms 

was unable to be undertaken. 

4.1.2.  Idiographic analyses 

To compliment the nomothetic analyses, Idiographic analyses were undertaken.  Given the 

small sample of available data and therefore the risk of inflated effect sizes (Lakens, 2013), this 

allowed for exploration of individual changes in responding over time.  This was assessed using 

Modified Brinley plots as described by Blampied (2016) in which individual data points for the same 

measure at pre- and post-timepoints were graphed on scatterplots.  Participant subscale scores from 

the DASS and PSI were plotted on graphs with the pre-measure for a given subscale placed along the 

x-axis (horizontal) against the comparable post-measure score on the y-axis (vertical).  Thus, each 

datapoint on the graph represents both pre- and post-scores on the subscale.  A line of equality was 

added to each graph indicating no change over time.  Change was then able to be identified through 

their deviation from this line.  If the ParentWorks programme had no effect on the self-reported 

symptomology of an individual, their datapoint would lie on or nearby the line of no change.  If, 

however, the participant reported increased symptomology following engagement with 

ParentWorks, their datapoint would lie above the line, whereas participants’ reporting decreased 

post-course symptomology would have datapoints falling below the line. 

Furthermore, for each of the subscales represented as scatterplots, a Reliable Change Index 

(RCI) was calculated.  This was represented by two dashed lines running parallel to the line of 

equality.  The RCI allows for more reliable interpretation of the changes that have taken place over 

time by accounting for the possibility of natural variation or measurement error (Blampied, 2016).  In 

this way, participant scores that fall above or below the dashed lines can be considered a better 

estimate of reliable change, while those falling between the dashed lines may be viewed as less 

reliable changes that should be interpreted with caution. 



52 
 

Table 2 

Classification of caregivers based on severity ratings 

DASS a 
Normal 

N (%) 

Mild 

N (%) 

Moderate 

N (%) 

Severe/ 

Extremely Severe 

N (%) 

Depression 

Pre 

Post 

 

18 (72) 

21 (84) 

 

1 (4) 

1 (4) 

 

2 (8) 

2 (8) 

 

4 (16) 

1 (4) 

Anxiety 

Pre 

Post 

 

17 (68) 

19 (76) 

 

3 (12) 

2 (8) 

 

1 (4) 

1 (4) 

 

4 (16) 

3 (12) 

Tension/stress 

Pre 

Post 

 

18 (72) 

21 (84) 

 

2 (8) 

1 (4) 

 

0 (0) 

2 (8) 

 

5 (20) 

1 (4) 

PSI b 
Normal 

N (%) 

High 

N (%) 

Clinically Significant 

N (%) 
 

Parental Distress (PD) 

Pre 

Post 

 

15 (78.9) 

16 (84.2) 

 

2 (10.5) 

1 (5.3) 

 

2 (10.5) 

2 (10.5) 

 

 

PSI Parent-Child Dysfunctional 

Interaction (P-CDI) 

Pre 

Post 

 

 

16 (84.2) 

16 (84.2) 

 

 

0 (0) 

1 (5.3) 

 

 

3 (15.8) 

2 (10.5) 

 

Difficult Child (DC) 

Pre 

Post 

 

12 (70.6) 

13 (76.5) 

 

2 (11.8) 

0 (0) 

 

3 (17.6) 

4 (23.5) 

 

PSI Total Stress (TS) 

Pre 

Post 

 

15 (88.2) 

14 (82.4) 

 

0 (0) 

1 (5.9) 

 

2 (11.8) 

2 (11.8) 

 

PSI Defensive Responding (DR) 

Pre 

Post 

 

15 (88.2) 

14 (82.4) 

 

 

 

2 (11.8) 

3 (17.6) 

 

a DASS raw score ranges for depression: 0–9, 10-13, 14-20, and 21+, anxiety: 0–7, 8-9, 10-14, and 

15+, and stress: 0–14, 15-18, 19-25, and 26+.  b PSI raw score ranges for PD: 12-37, 38-39, 40+, P-CDI: 

12-33, 34-35, 36+, DC: 12-37, 38-39, 40+, TS: 36-109, 110-113, 114+, and defensive responding; 0-10, 

11+ 
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Table 3 

Descriptive statistics of study measures 

Scale N M (SD) Min – Max Median Skew (SE) Kurtosis (SE) 

DASS Depression 

Pre (percentiles) 

Post (percentiles) 

 

25 

25 

 

53.40 (31.74) 

46.32 (32.39) 

 

5 – 98 

5 – 98 

 

60 

50 

 

-0.31 (0.46) 

-0.02 (0.46) 

 

-1.08 (0.90) 

-1.35 (0.90) 

DASS Anxiety 

Pre (percentiles) 

Post (percentiles) 

 

25 

25 

 

49.92 (36.48) 

43.72 (35.23) 

 

5 – 96 

5 – 97 

 

50 

35 

 

-0.09 (0.46) 

0.22 (0.46) 

 

-1.61 (0.90) 

-1.49 (0.90) 

DASS Stress 

Pre (percentiles) 

Post (percentiles) 

 

25 

25 

 

53.24 (32.46) 

41.36 (29.60) 

 

5 – 98 

5 – 97 

 

50 

40 

 

-0.17 (0.46) 

0.55 (0.46) 

 

-1.33 (0.90) 

-0.74 (0.90) 

PSI Parental Distress (PD) 

Pre (raw scores) 

Post (raw scores) 

 

19 

19 

 

29.68 (9.12) 

27.83 (8.47) 

 

13 – 48 

12 – 42 

 

30 

28 

 

-0.07 (0.52) 

-0.29 (0.48) 

 

-0.01 (1.01) 

-0.55 (0.94) 

PSI Parent-Child 

Dysfunctional Interaction 

(P-CDI) 

Pre (raw scores) 

Post (raw scores) 

 

 

19 

19 

 

 

27.21 (9.84) 

23.61 (8.47) 

 

 

13 – 48 

13 – 45 

 

 

28 

25 

 

 

0.36 (0.52) 

0.85 (0.48) 

 

 

0.04 (1.01) 

0.66 (0.94) 

PSI Difficult Child (DC) 

Pre (raw scores) 

Post (raw scores) 

 

17 

17 

 

29.11 (11.24) 

27.86 (9.96) 

 

12 – 51 

14 – 52 

 

32 

26 

 

0.03 (0.52) 

0.73 (0.50) 

 

-0.86 (1.01) 

0.26 (0.97) 

PSI Total Stress (TS) 

Pre (raw scores) 

Post (raw scores) 

 

17 

17 

 

85.37 (27.82) 

78.81 (25.49) 

 

38 – 147 

40 – 138 

 

84 

81 

 

0.30 (0.52) 

0.43 (0.50) 

 

0.27 (1.01) 

-0.07 (0.97) 

PSI Defensive Responding 

(DR) 

Pre (raw scores) 

Post (raw scores) 

 

17 

17 

 

17.53 (6.85) 

16.95 (5.88) 

 

8 – 31 

7 – 28 

 

17 

17 

 

0.28 (0.55) 

0.08 (0.50) 

 

-0.91 (1.06) 

-0.71 (0.97)  
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4.2.  Changes in Depressive Symptoms 

As seen in the severity statistics in Table 2 above, prior to the course 28% of participants 

reported symptoms on the depression subscale of the DASS that fell outside the normal range (16% 

rated severe or higher).  This is quite high when compared to a community sample (n = 1771) in 

which only 18.3% of participants reported symptoms outside the normal range, with 5.8% rated 

severe or higher (Crawford & Henry, 2003).  The table also shows an overall reduction in the most 

severe categories post-course.  Accordingly, the descriptive statistics in Table 3 show a similar 

decline in the sample’s average depressive symptoms from pre- to post-course (Mdn difference = 

10), although the Wilcoxon signed-rank test was not statistically significant (z = -.840, p = .401) and 

had a small effect size (d = .24).  This finding suggests that symptoms of depression as measured by 

the DASS Depression scale did not significantly change after participants had completed the 

ParentWorks programme.  In addition, the test-retest reliability from pre- to post-scores on the DASS 

depression subscale was also measured and produced a moderate correlation (r(25) = .56, p = .004), 

suggesting that the effect of regression to the mean may have been minimal.  

4.3.  Changes in Anxiety Symptoms 

The severity statistics in Table 2 show that prior to the course 32% of participants reported 

elevated symptoms on the DASS anxiety subscale and half of these (16%) were rated severe or 

higher.  These scores are again comparatively high in relation to the community sample from 

Crawford and Henry (2003) in which only 11% of participants reported elevated symptoms on the 

DASS anxiety scale, with almost half of these (5.2%) rated as severe or higher.  Post-course, the 

severity ratings in Table 2 show more participants falling within the normal range, and the 

descriptive statistics in Table 3 show an overall reduction in anxiety symptoms for the sample (Mdn 

difference = 15).  However, the Wilcoxon signed-rank test indicated that this change was not 

statistically significant (z = -1.148, p = .251) and had a small effect size (d = .33).  This finding suggests 
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that anxiety symptoms as measured by the DASS Anxiety scale did not significantly change after 

participants had completed the ParentWorks programme.  Further, the test-retest reliability from 

pre- to post-scores on the DASS anxiety subscale was strong (r(25) = .88, p < .001) suggesting that 

regression to the mean was not likely to be implicated in these results. 

4.4.  Changes in Stress Symptoms 

Pre-course stress symptoms shown in Table 2’s severity statistics are relatively dichotomous, 

with 80% of participants reporting symptoms on the DASS stress subscale within the normal to mild 

range and the remaining 20% in the severe or extremely severe range.  This is again elevated 

compared to Crawford and Henry’s (2003) community sample, in which 88.6% of participants 

reported symptoms in the normal to mild range, and 5.5% in the severe or extremely severe range.  

Additionally, Table 2 shows that stress followed the pattern of decreasing symptomology seen in the 

other DASS subscales with the largest decline in the severe/extremely severe range post-course 

(16%).  Accordingly, there was a reduction in stress symptoms from pre- to post-course shown in 

Table 3’s descriptive statistics (Mdn difference = 10) and the Wilcoxon signed-rank test indicated that 

this was a statistically significant change (z = -1.980, p = .048) with an intermediate effect size (d = 

.58).  This finding suggests that stress symptoms as measured by the DASS Stress scale significantly 

reduced after participants had completed the ParentWorks programme.  The test-retest reliability 

from pre- to post-scores on the DASS anxiety subscale was strong (r(25) = .88, p < .001), suggesting 

that regression to the mean was not likely to be implicated in these results.   

Turning to the PSI, the severity statistics in Table 2 show that prior to the course, 11.8% of 

participants scored in the clinical range on the Total Stress scale (10.5% - 17.6% on the subscales).  

These results appear elevated when compared to control groups from two studies with 3.3% - 3.4% 

of participants scoring in the clinical range (0% - 17.2% on the subscales); although each of these 

studies had small sample sizes (n=29 and 30) (Hawley et al., 2003; Kelley, 1998).  Overall, Table 2 
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does not show a consistent pattern of decline across PSI subscales with changes ranging from a 5.3% 

decline to a 5.9% increase in participants falling in the clinical range.  Additionally, while the Total 

Stress scale showed no change in the clinical range, there was an increase of 5.9% of participants in 

the high range.  Table 3 also shows that across the subscales of the PSI, participants reported lower 

scores on average after completing the programme when compared to those taken at the beginning 

of stage one.  However, none of these differences were statistically significant, except for Parent-

Child Dysfunctional Interaction (see below).  Differences in the mean ranged from 0.647 to 7.765, t 

statistics ranged from 0.835 to 1.540, and p values ranged from .142 to .416.  In addition, the test-

retest reliability correlations across the subscales and PSI total stress scores were strong (rs ranged 

from .71 to .81), suggesting little influence of regression to the mean in these results.   

The descriptive statistics shown in Table 3, indicate that of all the subscales, only the Parent-

Child Dysfunctional Interaction scale revealed a statistically significant reduction on average from 

pre- and post-course (M difference = 3.26).  The two-tailed paired samples t-test was statistically 

significant (t(18) = 2.228,  p =.039), with a moderate effect size (d = .511; 95% CI [.026 to .984]), 

suggesting that stress symptoms related to the Parent-Child Dysfunctional Interaction subscale 

significantly reduced after participants had completed the ParentWorks programme.  In addition, the 

test-retest reliability correlation for the Parent-Child Dysfunctional Interaction subscale was one of 

the strongest from this sample (r = .78), indicating limited potential impact of regression to the mean 

in these results. 

4.5.  Idiographic Analyses 

For each of the subscales on the DASS, individual differences in responding from pre- to 

post-course were graphed in Figures 1 to 3 below.  As described above, a line of no change was 

added to define agreement between pre and post scores, with scores that fell on the line 

representing no change from pre- to post-course.  Further, scores that fell below the line indicated 
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lower reported symptomology from pre- to post-course, while those scores falling above the line 

represented increased symptomology over time.   

Figure 1 shows that 48% of participants reported a decrease in depression symptoms on the 

DASS depression subscale with 20% reporting a reliable decrease.  It should also be noted that one 

participant reported a reliable increase in depression symptoms, although this was still in the 

low/normal range.  For the anxiety subscale, Figure 2 shows that 48% of participants reported a 

decrease of anxiety symptoms, with a reliable decrease in only 12% of participants.  Finally, as seen 

in Figure 3, a slight majority of participants (52%) reported a decrease in stress symptoms on the 

stress subscale with 36% reporting a reliable decrease.  Notably, one participant reported an 

increase in stress symptoms just above the reliable index.  Overall, each of the graphs show that 

reliable changes are seen across the range of responses, rather than being confined to participants 

with only low or high symptomology. 

Figure 1 

Response Changes on DASS Depression Subscale from pre- to post-course.  RCI = 4.77 
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Figure 2 

Response Changes on DASS Anxiety Subscale from pre- to post-course.  RCI = 4.79 

 

Figure 3 

Response Changes on DASS Stress Subscale from pre- to post-course.  RCI = 5.77 
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Similarly, Figures 4 to 7 show individual differences in responding from pre- to post-course 

for each of the PSI subscales and the total stress scale.  These graphs also feature a line of no change, 

with scores falling below indicating lower reported symptomology from pre- to post-course, and 

those above representing increased symptomology over time.  Figure 4 shows that 47% of 

participants reported a decrease in parental stress symptoms on the PSI parental distress subscale 

with 16% reporting a reliable decrease.  For the Parent-Child Difficult Interaction subscale, Figure 5 

shows that a majority of participants (63%) reported a decrease of stress symptoms, with a reliable 

decrease in 21% of participants.  Figure 6 shows participant scores on the Difficult Child subscale, in 

which 41% reported a decrease in stress symptoms with an 18% reliable decrease.  Notably, one 

participant reported an increase in stress symptoms slightly above the reliable index.  Finally, for the 

Total Stress scale, Figure 7 shows 47% of participants reporting a decrease in symptoms and a 

reliable decrease of 24%. 

Figure 4 

Response Changes on PSI Parental Distress subscale from pre- to post-course.  RCI = 8.77 
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Figure 5 

Response Changes on PSI Parent-Child Difficult Interaction Subscale pre- to post-course.  RCI = 8.55 

 
 
Figure 6 

Response Changes on PSI Difficult Child Subscale from pre- to post-course.  RCI = 8.91 
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Figure 7 

Response Changes on PSI Total Stress Scale from pre- to post-course.  RCI = 16.31 
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Chapter Five: Qualitative Results 

To expand on the above quantitative approaches to the key research questions in this study, 

and to include participant voice in the evaluation of the ParentWorks programme, I conducted in-

depth interviews with ParentWorks participants.  The total pool of eligible and contactable 

participants consisted of 14 parents, eight of which agreed to be contacted to gain further 

information. Unfortunately, only two of these participants agreed to be interviewed.  Given potential 

stress from the ongoing Coronavirus pandemic and the busyness of the approaching Christmas 

period during which the research was undertaken, it is possible that participation may have 

represented an additional burden for these families.  Nonetheless, the interviews that did take place 

examined participants’ reflections of their subjective experiences within the programme and their 

perspectives of how any self-perceived changes in behaviour or mental health and stress 

symptomology may have related to these experiences.  The following chapter will report on the 

qualitative findings from the available data, however given the extremely small sample size, these 

results should be viewed with caution. 

5.1.  Data Analysis 

The current study utilised a qualitative description approach to the data, as outlined by 

Sandelowski (2000), which was operationalized through thematic analysis (Braun & Clarke, 2006, 

2012).  The purpose of qualitative description was to summarise and describe individuals’ reflections 

such that they represented an accurate reflection of the raw data while still allowing for detailed and 

nuanced interpretations in the analysis (Sandelowski, 2010).  Condensing and summarising was 

achieved through use of a coding system that was guided by theoretical knowledge of relevant 

research areas (such as parenting stress, mental health, and social support) while remaining open to 

new directions introduced by the data (Sandelowski, 2000, 2010).  For example, statements in which 

participants emphasised changes in their emotions (“[Now I am] not so stressed out, and I don't get 
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so angry with it all” and “frustration used to turn into a little bit of annoyance/upset, you know, 

having that sort of angry feeling”) were coded together, then guided by the knowledge of theoretical 

links between emotional health and mental health in creating the subtheme changes in mental 

health. As such, this framework was considered appropriate for exploring participants’ evaluations of 

the ParentWorks Programme and its influence on their mental wellbeing.  The thematic coding 

process described by Braun and Clarke (2006) was used to extract general concepts from the data.  

This six-phased approach grouped together patterns across participants’ responses to develop 

themes that reflected the overall content of the interviews.  This began by becoming familiar with 

the data, achieved through initial transcribing of interviews followed by several reviews of recordings 

and transcripts to ensure accuracy.  The second phase involved generation of initial codes, in which 

transcripts were imported into the qualitative data analysis software package NVivo (Version 1.5.2) 

and all participants’ responses were provided with an initial code.  For phase three, similar codes 

were grouped together within NVivo from which themes were identified, which were then reviewed 

for phase four to ensure that all information was represented within the themes and that each 

coded item applied to at least one theme.  Phase five was a process of defining and naming themes 

and phase six was producing this report.   

To protect anonymity throughout this report, participants have been provided with 

pseudonyms.  In addition, in such a small pool of participants the use of personal pronouns that 

identify gender may present a risk to their anonymity, therefore gender-neutral personal pronouns 

such as ‘they’ have been used as a replacement.  Similarly, identifying information regarding the 

gender and number of children participants’ have has been removed.   

5.2.  Qualitative themes and subthemes 

The assessment of the qualitative data revealed five main themes, all bar one containing 

multiple sub-themes.  The five main themes include: 1) Identified Programme Benefits, 2) Applied 
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Learning, 3) Group Connectedness, 4) Self Image, and 5) General Thoughts and Suggestions for 

ParentWorks.  These themes, along with their subthemes and key points are available in Table 4 and 

will form the structure of the following results section, guided by the research questions of the 

current study.  It should be noted however, that the identified themes are likely to be inter-related, 

and thus the sub-themes, although applied to the theme I considered most relevant, may be 

applicable to more than one theme. 

 

Table 4 

Qualitative themes, subthemes, and key points 

Themes Subthemes Key points 

Identified 
Programme 
Benefits 

A Learning 
Environment 

• A better understanding of their influence on their 
child(ren) 

• Specific parenting strategies and values 

• Viewing their parenting in new ways 

• Personal skills around self-care, self-advocacy and 
interpersonal communication 

 Decrease in Stress 
(Including 
Parental) 

• programme content and discussions had advanced their 
understanding of situations that otherwise might have 
caused stress 

• being able externalise their feelings in group, seek advice 
from facilitators, and hear from their peers 

• demystifying the inner-workings of the social service 
system 

 Mental Health 
Changes 

• Changes in their emotions, particularly with anger 

• Changes in cognitions, particularly where to direct focus 

• Taking actions to benefit mental health 
 Progress with 

Social Services 
• Hoping programme participation would project a positive 

image of themselves with social services 

• Attributed involvement in ParentWorks to progress with 
social services 

• Benefitted from other participants’ experiences, facilitator 
advocacy, insight into social service’s systems, and 
changes in service staff behaviour 
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Themes Subthemes Key points 

Applied Learning Avoiding Conflict 
over Others’ 
Opinions 

• Learning to differentiate between opinion and fact 

• Working to not engage in conflict over others’ opinions 

• Practicing the skills in group 

• Generalising the skills to the community 
 More Effective 

Self-advocacy 
• Changes in approach to interacting with social services 

• Specific interaction strategies with social services 
 Growing as a 

Parent 
• Gained and applied skills and knowledge to improving 

parenting 

• An increased sense of mastery the parenting experience 

• Seeking and receiving feedback on current approaches 
(being adaptable) 

 Giving Back • Using parenting strategies learned in ParentWorks to help 
improve others’ parenting 

• Applying new self-advocacy skills to advocating for others 

• Contributing to learning in group for the benefit of other 
participants 

Group 
Connectedness 

Participant 
interactions 

• Identified negativity in some other participants 

• Negativity changed group experience 

• Facilitator’s role in supporting positivity 

• Learning from peers 
 Feeling Heard and 

Understood 
• Felt listened to by the facilitators 

• Appreciated facilitators’ flexibility 

• Sharing feelings and experiences with facilitators 

• Being accepted regardless of mistakes 

• Opposing view of social support from group participants 
 Advice and 

Advocacy 
• Having the facilitators attend meetings with them 

• Being able to seek advice 

Self-image Self as Parent • Overall positive experience becoming a parent 

• Benefits outweighing acknowledged difficulties 

• Having hopes and goals for their children 

• Positive view of themselves as parents 
 Previous 

experience of 
interactions with 
social services 

• Engagement in the process originated and has been 
unduly influenced by others 

• Overall negative descriptions of social services  

• Having to fight with services 
 Experience of MH 

and Stress 
• Experience with a combination of stress, depression, 

anxiety, and substance use 

• Mental health symptomology as periodical  

• Parenthood played a positive role on mental health  

• External pressures affecting mental health negatively, 
particularly feeling misjudged by services  

• Overcoming historical mental health difficulties as a 
challenge  

• Helpful strategies for managing mental health 
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Themes Subthemes Key points 

General Thoughts 
and Suggestions 
for ParentWorks 

 • Programme viewed favourably overall 

• Facilitators viewed as supportive  

• Sessions viewed as enjoyable or informative 

• Suggesting individual sessions for those who lack 
engagement 

• Suggesting evening sessions 

• Suggesting more home observations 

• Concerns about how men are represented in the family 
harm session  

• Suggesting inclusion of first aid in programme content 

 

5.2.1.  Identified Programme Benefits 

The first theme I identified was the participants’ views on how the programme had affected 

them.  Participants emphasised several benefits from attending the programme, the first of which 

was learning that was linked with course content.  “Sam” found it difficult to recall specific content, 

noting “there's so much, trying to go back on it”.  Nonetheless, both participants referred to 

programme content occasionally.  For example, “Jo” described the ‘communication and 

perspectives’ session (”we all stood in a line.  And we sort of either stepped to the left if it was 

negative, or positive would be to the right”), highlighting having enjoyed the activity, and emphasised 

having a better understanding of the influence of parental behaviour on child development when 

discussing substance use, noting “they’ve given me more of an insight and an affirmation of, the 

dysfunctions, how it affects the child”.  This was echoed in Sam’s reflections of contributing to their 

child’s brain development: “it's like that brain map we did.  Like learning different parts and making 

the kids make connections”.  They both also reported on specific parenting strategies and values they 

had learned, such as following through with consequences (“we were taught, you give them options 

to do stuff, [if] they don't choose to do it you basically do it and they get the consequences”), specific 

praises (“I never used to do the things where, when we did that role play, the other guy sort of said ’ 

Oh, I like the way you put that green block on top of the blue block'”), or putting the child’s needs 
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ahead of family dynamics (“I can only focus on [child’s name].  The more I focus on [child’s name], the 

better things will be.”).  Similarly, both participants reported learning new ways to view their 

parenting.  For example, when Jo made a comment in group that was challenged by a facilitator:  

I sort of said at that time that sometimes you got to strategize, and I [was] told ‘no, don’t use your 

child as a strategy’, sort of thing and I was like, oop I might have worded that wrong or might 

have said it, you know.  But I got an understanding out of that day.   

Likewise, Sam reflected on how their understanding of child development influenced their 

perception of parenting interactions, noting, 

It's made me feel better that actually having to repeat myself several times is not actually a bad 

thing.  It's like, [it] can be really frustrating, but it's actually then building the connections and 

actually realizing we've got to do this. 

Related to the first research question on perceived changes in wellbeing, other learning included 

personal skills that enhance mental health, self-advocacy, navigating services, and interpersonal 

communication.  Jo noted, “it helped me to know how to deal with OT [Oranga Tamariki].  What I 

need to do for myself for my mental health.”  This will be discussed in more depth in later sections.  

Overall, both participants viewed their learning favourably, emphasising how they felt about the 

content (“it opened up the mindset”; “it was a good group [session], everybody actually quite 

enjoyed it.”), their contributions to it (“I really had a lot of input into it.”), and their ability to tailor it 

to their needs (“if you're really stuck on something to do with parenting, you could talk to them 

about it, and they were giving strategies on how to deal with it.”).  Although, negativity from other 

participants in the group, which will be discussed further below, was highlighted as detrimental to 

their ability to learn at times.   
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The second subtheme addressed participants’ reflections on various life-stresses and ways 

ParentWorks had helped to ameliorate these, alluding to the first and third research questions 

addressing participants’ views on how ParentWorks influences wellbeing.  Both participants noted 

times when programme content and discussions had advanced their understanding of situations that 

otherwise might have caused stress.  For example, Jo described experiencing concern about the 

origin of their child’s physically forceful behaviours, noting that 

At first, I thought it's something that [their]’s learning, behaviours, you know but I was explained 

that in ParentWorks, that it could be just [their] age, seeing [his/her] frustration, not being able to 

talk.  So, it helped me take an understanding and not fully go into a deep stressful talk.   

Meanwhile, Sam spoke of consistently following a parenting strategy (“I know, actually, I'm not 

gonna do this [argue].  Like they [the children] can do what they, they can say what they want.  They 

can argue ‘til the cows come home, but I'm not sitting here taking it.”) and highlighted the associated 

benefits (“it just means that I'm not so stressed”).  This was echoed in Jo’s discussion of being able to 

share feelings in group, seek advice from facilitators, and hear from peers, to which they attributed 

their decreasing stress: “From hearing other people's experiences or being able to vent my own 

experience or what I'm going through and get some strategies or some advice around it” and “You 

know I've always had a positive experience with [child’s name], but it helped me zone out of my day-

to-day stress when I’m with [them].”  Jo further highlighted the value of demystifying the inner-

workings of the social service system, noting “getting a bit of an insight of how OT works and runs.  It 

sort of helped me with my stress levels and how to approach OT and how to deal with OT.”   

Changes in mental health symptomology represented the next subtheme.  When asked 

about mental health, Jo specifically recalled completing surveys at the end of ParentWorks, noting 

they recognised differences in themselves since having completed the same surveys at the beginning 
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of the programme: “I do remember those surveys that we did, and I do remember the differences in 

between“, further explaining that differences included “just my stress levels, my way of dealing with 

things.  I think [my approach] become more laid back in a professional manner.”  Throughout the 

interviews, both participants referred to changes in their emotions, particularly with anger.  For 

example, Jo commented:  

The advices and stuff like that sort of helped me lower my stress levels.  Because the stress used 

[to turn] into frustration.  Frustration used to turn into a little bit of annoyance/upset, you know, 

having that sort of angry feeling.  And I know those kinds of things would lead to depression, and 

anxiety.   

Jo particularly valued being able to share in group.  When asked what helped with anger, Jo asserted 

“Just, being able to go into the groups each week and have a discussion around how the weeks has 

been, and how my time has been with [child’s name].”  The effect of emotional self-disclosure was 

also reflected in Sam’s report that 

it [child’s behaviour] wasn't wearing me down as much because I could get it out and get 

someone else's perspective on it, instead of taking it to heart, and bottling it up, and it eating 

away.  [Now I am] not so stressed out, and I don't get so angry with it all.  

At times, the participants’ comments pointed to a sense of hope for the future.  For example, 

when Jo noted they had “something to look forward to, and I'd love to have [him/her] in my day-to-

day care.”  Moreover, both participants reported a greater sense of parenting efficacy, such as Sam 

noting “it's made me feel better about what I'm doing.  And that actually what I'm doing is the right 

thing”, while Jo indicated “I do sort of feel that it's [ParentWorks] given me tools to equip myself to 

be like, the better parent, a good parent.”   
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Both participants also discussed changes in cognitions, particularly in terms of shifting the 

focus away from stressors beyond their control towards more positive thoughts, with Jo stating they 

had learned “there’s things in life that are out of my control.  And I can only focus on myself.”  This 

was echoed by Sam who spoke of “just putting the [stressor] over there because I can't change it at 

the moment”, and further highlighted that “constantly looking at the good things” helped with their 

mental health.  Touching on the third research question, ‘Jo” indicated that ParentWorks played a 

role in supporting positive thoughts, noting “it helped me have a positive mindset”.   

Participants also discussed actions they took to benefit their mental health, such as Sam 

distancing themself from a negative social influence (“not dealing with his crap all the time”) and 

seeking help when it was needed (“I prioritised getting my GP sorted, because I was feeling quite 

down, so I prioritised that.  I prioritised my health”).  While Jo emphasised the effect past interactions 

had on mental health (“those things actually did really get me upset.  Got me frustrated”), and the 

positive influence programmes such as ParentWorks had on their conduct (“since I've been getting 

my supports, I’ve noticed that I’ve changed my attitude and my behaviour”). 

The last subtheme captured one participant’s perceived progress with social services.  Jo 

reported having hoped programme participation would project a positive image of themselves with 

social services, noting “I needed to put myself in that situation where I can show that I'm making 

progress on my side.”  Having recognised such progress, Jo attributed this to involvement in 

ParentWorks, alongside other groups, stating “if I didn’t go to those parenting groups I probably 

wouldn't be where I'm at, at this stage.”  More specifically, Jo emphasised several contributors to 

this progress, including other participants (“there was things that I've picked from them that I can do 

in my situation, my circumstance, what I was going through”); advocacy from facilitators (“it was 

good that I did get that advocacy and that support to have that email sent to them because it shows 

how unfairly they [Oranga Tamariki] do make their decisions”); supported engagement with a social 
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services staff member (“[I was able to] have a discussion, being able to openly ask questions without 

them knowing our case or whatnot.  Getting a bit of an insight of how OT works and runs”); and 

perceived changes in social service staff behaviour in response to added supports (“they’re very 

mindful, they know that I’ve got supports to practice my rights”).   

5.2.2.  Applied Learning 

The second theme I identified in the data reflected participants’ application of learning they 

acquired through the ParentWorks programme.  Again, there were several related subthemes, the 

first of which was avoiding conflict over others’ opinions.  Both participants highlighted skills they 

had learned in discriminating between others’ opinions and fact.  For example, Sam reported “and 

knowing that this is his opinion, it's not the opinion of others.  People can have their own opinions, 

but their opinions are their opinions.  What matters is what I'm actually doing.”  This was echoed by 

Jo’s comment that “that’s their perspective.  You know, let them believe what they want to believe.”  

Moreover, both participants described avoiding conflict over these opinions.  For example, Sam felt 

angry about how they were being represented but spoke of “not reacting to him.  And just ignoring 

exactly what he's saying.”  Meanwhile Jo reflected “because in the past, it used to be like I’d 

challenge what they’ve got to say, and I’d sit there and I’d debate with them and sort of get heated 

up, or get in an argument.”  Jo attributed much of this learning to advice from facilitators and group 

participation, stating “just being in that on a weekly basis, and putting that into practice towards 

others you may or may not get along with, it helped.”  Jo also perceived these skills to be generalising 

into community settings, noting they were used “not just inside the group but outside the group now, 

so I can put that into practice in my day-to-day lifestyle.”  This generalisation of skills was also seen in 

Sam’s reports of leading by example with their family “and showing my [kid/s] how to do it.  It’s like 

not reacting to people.” 
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Another subtheme represented participants’ reflections on applying learning from 

ParentWorks to advocate for themselves more effectively, which was encapsulated by Jo, stating “I 

think it helped me have a little bit of a voice.”  Both participants discussed changes in their approach 

to interacting with social services, although in different ways.  Jo reported working to regulate 

emotions, noting “I learned to not get onto the phone and have a heated argument with the OT 

lady”, while Sam highlighted the importance of being assertive, stating “if things aren't going well, 

it’s actually, going to supervisors.  Just not sitting back and taking the crap anymore.  And speaking 

out and saying no, actually, this is the case.”  Although they were united in learning to use evidence 

to support their positions (“but I've also learned that you need evidence to back up what you're 

saying.  Evidence is the major factor”; and “I’ve learned to pull back and do things in a professional 

manner with the emails, to build a paper trail”).  They also both reflected on specific strategies they 

now employ when interacting with social services including being mindful of information sharing 

(“I'm also very careful what I say to people”); seeking other’s perspectives and advice (“[I’ll ask] one 

of the facilitators to just help me go through it.  I’ll get their advice their opinion”); and presenting 

clear information (“it was explained how to put it to the point and keep it short”).   

The third subtheme largely relates to research question two (changes in interactions), was 

that of growing as a parent.  Throughout the interviews both participants referred to skills and 

knowledge they had learned to improve their parenting.  Jo felt ParentWorks had “given me the tools 

and the education and an understanding on the child’s development” and gave the example of 

ensuring that instructions were age-appropriate, noting “because you can’t expect the child at 

[his/her] age could pick it all up and put it all away.”  Similarly, Sam reported ParentWorks had 

“actually changed the way I parent”, referring to staying consistent in parenting choices as described 

above, and emphasised improvements in the home-environment, noting it was “a lot better, because 

things are not so chaotic.”  Throughout the interviews, both participants showed flexibility in their 
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described parenting approaches, such as Sam recalling having sought suggestions from a facilitator 

about a behavioural concern, noting they were “able to go ‘well, why don't you try it this way and see 

how this goes’”, and then describing the application of the new strategy.  Similarly, Jo reflected on 

how helpful it was “being able to get some feedback, with some advice or some direction.”  Lastly, as 

noted in an earlier section, both participants spoke to an increased sense of self-efficacy in their 

parenting experience. 

Also in line with the second research question, the final subtheme related to participants’ 

reports of sharing the knowledge they had learned with others.  Both participants reported using 

new parenting strategies to help improve others’ parenting, for example Sam encouraged their 

child’s other parent to consider more effective approaches, noting “I'm able to teach their [other 

parent] to not do what [s/he] does, and try this new way of doing things, which works a lot better.”  

This was echoed in Jo’s reports of facilitating better communication between a friend and their child, 

noting “[I] gave her a little bit of a perspective on how her dad's going and helped him with 

perspective on her.”  Similarly, Jo reported applying newly gained self-advocacy skills towards helping 

others, noting “it’s sort of trained me to help advocate or just be a support for others”.  Finally, Jo 

spoke of contributing to learning in the ParentWorks group for the benefit of other participants, 

stating “I really put my input into that one [group session] and sort of opened up perspectives”, 

further noting “to me it is like, well I can’t just take, take, take if I’m not going to give as well.”   

5.2.3.  Group Connectedness  

The next theme that was evident to me from the data was group connectedness, which 

related to the third and fourth research questions (influential ParentWorks elements, and experience 

of social support).  This was separated into three subthemes, the first related to the interactions of 

participants.  Both participants identified some negativity among other group members, with Jo 

emphasising “[it] seemed like they were just there to tick the boxes” and “they just had a negative 
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attitude”, while Sam used descriptors such as “snarky”, “intimidating”, and “judgemental” when 

describing group peers.  Both participants also reported this changed their experience in the group.  

For example, Sam chose not to engage in group discussion (“most the time I was [saying] ‘I don't 

want to talk about it’”).  Meanwhile, Jo lamented the toll such negativity took on the group, noting 

“it consumed up the time of the group” and “it was quite draining at times.”  In addition, while Jo 

highlighted the importance of facilitators in limiting such negativity (“it’s not in our control as 

participants”), Sam reflected how it was to be expected that people might clash, maintaining “there's 

not much more [the facilitators] could do.” 

In spite of the negative tone from some participants, both Sam and Jo reported occasions of 

learning from their peers.  Jo stated “I definitely did learn from other people's experiences”, and 

further noted “we all communicated about our own personal experiences, what we were going 

through at that time.  There was things that I've picked up from them, what I can do in my situation”.  

In addition, Jo noted the reciprocal nature of these interactions, “I understood their situation.  They 

understood mine.  They gave me some advice.  I gave them some advice.”  While attributing this to 

the more positive participants (“but they were the ones who were generally there to learn”), Jo also 

spoke of group dynamics creating opportunities to practice emotion regulation through the 

combination of participant negativity and facilitator expectation of group behaviour, noting “there 

would have been conflict, so I learned to, inside that group environment, I learned to let it go and let 

it be.”   

The next group connectedness subtheme was a feeling of being heard and understood.  Both 

participants referred to a willingness to share their feelings and experiences with facilitators, for 

example Jo reported self-disclosing to facilitators “when things got too much, or something was 

happening, or I was stressed, or I was worried, I was concerned.”  Meanwhile Sam reported feeling 

that facilitators had reasonable expectations of them, stating “they know things are chaotic, they 
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know things are not always perfect and they don't expect you to be 100% perfect.”  In addition, both 

participants emphasised times when they felt listened to by the facilitators with Jo noting how a 

facilitator “spent some time with me and [they’ve] even given me the time to listen to me vent”, 

while Sam asserted “you can talk about anything with them”, emphasising that “it made me feel 

really good and really supported.  And like they weren't judging everything.”  Both participants 

particularly appreciated facilitators’ flexibility.  For example, facilitators provided individual sessions 

at home if one was missed (“being able to come out to me as well instead of me having to go out 

there“), facilitators were available to talk outside of group hours (“it wasn't like I’d have to make an 

appointment or a meeting”) and were important sources of advocacy and support (“basically, if 

you're having a real shit time, you can talk to them.  And they can either give you advice on what's 

going on, or they're just there to listen”).  Sam specifically indicated a preference for sharing with 

facilitators over the group, asserting “it's more supportive that being in a big group.  Because in a big 

group, you're feeling like you don't really want to talk about everything that's going on.”  On this 

point the two participants, who were from different groups, disagreed.  Jo felt more overall 

comfortable and had a greater sense of connection to the group, nicely illustrated by a description of 

the group as having become “a family sort of friend environment where I could have discussions 

around [child’s name].”   

The final subtheme related to group connectedness was that of the advice and advocacy 

participants received from facilitators.  Both participants valued having the facilitators attend 

meetings with them, with Sam highlighting that “they are willing to come to meetings, and actually 

be there to support you”, while Jo valued being able to gain their alternative perspectives (“they 

practically know a fair bit of the ins and out of things, and giving you some clear perspective”).  In 

addition, both participants reported seeking specific advice, such as Jo who sought help in writing 

emails to social services (“I’ll get one two three cross-checks before I’ll send an email now”).  
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Similarly, Sam spoke of asking for advice on parenting strategies (“you could talk about, if there’s 

something going majorly wrong, how to deal with a situation”), and particularly appreciated when 

they were able to be tailored (“being able to have them come into the home and see you with your 

[kid/s] and everything and actually be able to talk about things with them”).  Overall, both 

participants spoke positively about the facilitators, inviting questions about the potential for sponsor 

bias, although participants had been assured CMM could not know who had participated and that no 

personal information would be released to the organisation.  

5.2.4.  Self-Image 

Another theme I identified from the interviews was participants’ beliefs about themselves 

and their personal contexts.  Although this theme does not often align with the research questions, it 

does point to aspects of participants’ self-concept that are relevant to their ParentWorks experience.  

The first subtheme was how participants view themselves as parents.  Generally, both participants 

spoke positively of their experience as parents, with Jo asserting that being a parent “means the 

world to me”, further highlighting that the experience had provided “100 times more maturity.”  

Meanwhile, Sam reported “some days, it's really, really rewarding.”  These benefits appeared to 

overcome acknowledged difficulties such as the impact on social life (“trying to make friends when 

you [have] got young kids is not easy”), or juggling various commitments (“it's really stressful because 

it's like you're trying to split your time”).  In addition, both participants touched on personal 

parenting values, with Jo commenting “I want my [child/ren] to be happy, 24-hours seven days a 

week”.  Similarly, Sam spoke of their goal to teach assertiveness because “I don't want my [kid/s] to 

think it's okay to follow suit.”  Participants also described general parenting styles with Sam 

characterising themself as “probably the overprotective [parent]”, noting “I sit down and listen to 

them.  I talk to them.  I don't use violence with my kids.”  Meanwhile, Jo believed they incorporated a 
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“gentle tone” with their children and spoke of working to be present (“trying my very hardest to 

avoid touching my phone”). 

The next subtheme involved the participants’ previous experience of interactions with social 

services.  Throughout the interviews the participants offered descriptions of their previous 

experience with social services that were overall negative, including “disheartening”; “abusing the 

power of their position”; “professionals coming in, judging you “; “the system is quite sexist”; 

“stubborn-minded”; “they did one-sided reports”; and “what more could I have actually done?” 

Although Sam did speak positively about Oranga Tamariki, noting they “had nothing but praise for 

them” in general, although they further noted ”the only thing is the lack of communication.”  Sam 

and Jo also discussed events leading to their involvement with social services, with both believing 

that this originated and had been unduly influenced by others.  For example, Jo asserted “I believe, 

strongly believe, that they allowed my [family member] to dictate to them”, while Sam noted the 

connection between a family member’s opinion of them and the involvement of services “and now 

[family member] judged me.  And now I'm going through the court systems.”  In addition, both 

participants emphasised having to fight with services, with Jo describing themselves as feeling 

“drained from having to continuously put up that fight, put that energy out”, while Sam stated 

“that’s the most stressful part about being a parent, you have to fight every day.”  Participants made 

links between these interactions and mental health, with Jo describing their experience with social 

services as “quite negative, and quite straining on my mental health.  Just, them not having an 

understanding, being one-sided, making it difficult for me to have the contact”, while Sam noted that 

interactions made them “feel crap.  It makes you feel like you aren't doing anything right, that you're 

worthless.  And sometimes it feels like the whole world is against you.”  Sam further described their 

image with social services as tarnished by past mental health difficulties, noting “if you've had any 
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mental health issues in the past, even though you've grown out of them, your childhood catches up 

with you.” 

The last subtheme that fell within the self-image theme was the participants’ previous 

experience of mental health and stress which were often discussed interchangeably.  Throughout the 

interviews both participants referred to a combination of “stress”, “depression”, or “anxiety” with Jo 

conceptualising mental health as a box, noting “you’re stuck inside that box because you have a 

circulation going around you of people that are negative, and are holding you down.  You need to 

break outside of that box so that circle doesn't revolve around you.”  These discussions also coincided 

with those of drug and alcohol use, with Sam attributing lower substance use to improved mental 

health and social influences, noting it was “because I didn't want to go out anymore.  And it was like, 

actually working on myself”, while Jo viewed substance use as having been a coping mechanism 

(“because I felt with all the stress and everything in the past, in my life.  I used to result to drugs and 

alcohol to deal with the anxiety of the depression that I was dealing with”).  Meanwhile, Sam 

reflected on the periodical nature of present-day mental health symptomology and its relations to 

stress, noting it is “up and down, some days are better than others, it depends on the amount of 

stress.”   

Both participants emphasised the positive role parenthood had played on their mental 

health, with Sam noting “my mental health is a lot better than what it was before I became a 

parent”, also highlighting that their children motivated better decision-making “because I wanted to 

be around for my kids.  And I knew the way I was heading I was not going to be around.”  This was 

echoed in Jo’s view of becoming a parent as having “given me a reason to live.”  Both parents were 

also united in their perspective of external pressures influencing their mental health including 

conflict in personal relationships (“I've got my [family member] constantly saying negative things 

about me.  It does eventually wear you down”), having concerns about the wellbeing of their children 
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(“just seeing that behaviour, knowing that there's something not right.  It did stress me out”), 

managing the practicalities of meeting social service expectations (“you know, it gets quite 

exhausting, and tired, and stressful trying to stay awake and manage and be there, you know, give 

full [attention]”), and negative interactions with social services as noted above.  Finally, both 

participants viewed themselves as having been previously successful in using strategies to improve 

their mental health, such as seeking out groups and services (“I needed to heal myself and I needed 

to get that support”) or taking an active role and finding adaptive strategies for addressing their 

problems (“it’s basically talking, being more open, talking, seeking help if I need it.  And not actually 

sitting back and doing nothing about it”).   

5.2.5.  General Thoughts and Suggestions for ParentWorks  

The final theme that I identified was participants’ general opinions regarding the 

ParentWorks programme and their suggestions for improvement.  Overall, both Sam and Jo viewed 

the programme favourably, making comments throughout the interviews such as “I really enjoyed 

my group”, “I think they’re doing a pretty good job”, and “I think It's actually a great course.”  The 

facilitators were viewed as supportive (“the facilitators were quite helpful”; “they do a lot”) with Sam 

laughing when asked what more facilitators could do to improve participants’ social support, and 

jokingly suggesting that one facilitator could “come and move in.”  While the content was highlighted 

as both enjoyable and valuable, with Jo asserting “I've learned a lot from ParentWorks” as they 

emphasised appreciation for chosen discussion topics, and offered to return to the group in a peer 

support role. 

Participants also offered suggestions for the programme that they felt might be beneficial.  

For example, while highlighting the perceived effect of participant negativity on the group, Jo 

suggested separating out those who did not appear to be engaged, instead offering individual 

sessions (“to me it was like, if you can recognise it, separate that person out of the group, maybe do 
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them one on ones or something”).  Jo further indicated that if the disengaged and negative 

participant could have been removed that their group would have been “quite effective.  It was quite 

perfect.” 

Meanwhile Sam reflected on the difficulty of attending the programme during a weekday 

and suggested “a night-time session so participants who are working during the day can actually 

attend.  I can see the real big benefit of it.”  Although Sam did acknowledge how offering sessions 

outside of standard working hours could place extra strain on facilitators, they pointed to individuals 

who would have been better able to access the programme had they not been impeded by work 

commitments.  Sam also suggested including more home observations (“I do find that the short 

amount of time they do the observations, it would be nice if there was a few more”), highlighting how 

helpful they were in working through parenting challenges (“and, just be able to work out, if there’s 

difficult situations, on how can you do it.  That would be really helpful”).   

Finally, although most content was viewed positively, Jo highlighted concerns that the guest 

facilitator of the family harm session favoured a view of men as the abusers in relationships, noting 

that “when she did have videos and stuff like that, and the questionings that she asked, the response 

was like, ‘the guy did this’, ‘the man did this’, ‘he did that’, ‘he showed aggression’, ‘he showed 

controlling behaviour’”.  This sentiment reflected a conversation that took place during a similar 

family harm session that I personally attended as part of whakawhanaungatanga and programme 

familiarity.  Several participants of both genders emphasised that females could be aggressive in 

relationships, which they believed was not well represented in the videos shown.  At the time, 

facilitators highlighted that male aggression could typically cause more harm, and that while female 

aggression can occur it does not represent the majority of family harm concerns.  It appeared to me 

that participants did not fully agree with this argument.  Jo suggested this focus on male aggression 

may mistakenly give the opinion that all men behaved abusively and might be difficult for a man who 



81 
 

had endured family harm to engage with the programme.  One final suggestion was the inclusion of 

first aid in the programme content.  Jo noted it would be helpful, “just so we’ve got the experience to 

know what to do in case the child is choking.  God forbid if they electric shock themselves or 

something like that.” 

In summary, participants shared multiple views from their ParentWorks journey including 

their own self-concept and group experience with facilitators and peers, perceived benefits in 

knowledge, mental health, and stress, and application of new skills to interactions with children, 

family, peers, and social services.  When combined with the quantitative results, these themes have 

added further depth of understanding into participants’ experience and evaluation of the 

ParentWorks programme which will be discussed in the next section.   

5.3.  Overall effects of the ParentWorks programme 

While the quantitative data from this study indicated a trend towards improved mental 

health for ParentWorks participants, this did not reach statistical significance for depression or 

anxiety symptoms.  Similarly, the qualitative interviews showed that participants recognised changes 

in their mental health expressed through emotional changes (e.g., less anger), thoughts (e.g., 

directing focus to child), and behaviour (e.g., not engaging in conflict).  However, small participant 

numbers open these results to potential selection biases; for example, only attracting participants 

with positive opinions of the programme.  These may have been further compounded by the survivor 

bias that comes from limiting participation to those who had completed the programme. 

Nonetheless, data from both methodologies converged regarding changes in participants’ stress 

symptoms.  The quantitative data showed a significant decrease in stress across both measures, a 

finding which was supported by qualitative interviews wherein participants emphasised feeling less 

stressed.  The qualitative data was also able to extend the quantitative results as participants 

considered how these changes were influenced by ParentWorks, attributing changes to programme 
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content and social support from group participation.  Further, participants posited that changes in 

mental health may be linked to changes in stress, a link that was unable to be explored quantitatively 

in the current study due to insufficient data. 

The qualitative data was also able to hint at some of the theoretical links between the 

ParentWorks programme and changes in mental health, with discussions touching on several of the 

areas considered.  For example, Jo emphasised having to regulate emotions when approaching social 

service interactions and indicated a sense of hope for the future.  Similarly, both participants also 

alluded to a sense of mastery in their parenting, with Sam feeling particularly confident in their 

ability to use strategies learned through the programme.  Both participants also spoke to changes in 

social support, particularly in building a relationship with facilitators which offered supports that 

matched certain needs.  For example, Sam valued parenting advice from facilitators while Jo 

appreciated opportunities for self-disclosure and sharing of feelings.  This social support could be 

providing participants with a buffer against stress that could account for the changes in stress 

detected by the quantitative and the qualitative data.  Similarly, participants emphasised their 

emotional changes in interactions with social services and their improved self-advocacy skills which 

could indicate changes in coping strategies from emotion-focused to problem-focused.  While the 

current study was unable to discriminate between these theoretical pathways, this does provide 

preliminary evidence that such links may be available for further investigation and considering the 

strongest evidence supports changes in stress, this may be an appropriate place to start such 

investigations.  These findings, and their link to previous research will be further explored in the 

following chapter. 
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Chapter Six: Discussion 

The current study used a mixed methodology to examine changes in mental health 

(depression and anxiety) and stress among a cohort of parents who had completed the ParentWorks 

programme, an adapted Triple P parenting programme.  This final chapter discusses the main 

findings of the study in the context of theory and research on parental stress and mental health, and 

in comparison to other evidenced parenting programmes.  This chapter is arranged according to the 

two aims of the study: (1) examine changes in self-reported symptoms of depression, anxiety, and 

stress across several cohorts of participants from the Christchurch ParentWorks programme; and (2) 

to explore participants’ subjective reflections on their experiences and perceptions of the 

ParentWorks programme and the group experience.  The study’s strengths and limitations have been 

incorporated throughout the chapter, which will then end with a brief discussion of the study’s 

implications and future directions for research. 

6.1.  Aim One: Examine changes in self-reported symptoms of depression, anxiety, and stress 

across several cohorts of participants from the Christchurch ParentWorks programme. 

To investigate the ParentWorks programme’s effect on participants’ stress and mental 

wellbeing, quantitative survey data was collected concerning participants’ self-reported 

symptomology of depression, anxiety, tension/stress, and parental stress.  These measures were 

taken immediately prior to and at the conclusion of the ParentWorks programme and correspond to 

the four research questions outlined below. 

6.1.1. ParentWorks participation and changes in parents’ depression symptoms   

The first research question targeted the specific mental health phenomenon of depression 

and its associated symptoms.  Although participants reported an overall reduction in the average 

depressive symptoms, a trend of symptoms moving away from the most severe classifications, and 

20% of participants showing a reliable decrease, these changes were not statistically significant 
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overall.  This finding is inconsistent with previous parenting programme literature that provides 

evidence for a significant reduction in depressive symptoms in participants following a parenting 

intervention (e.g. Degarmo et al., 2004; Shaw et al., 2009; Wong et al., 2014).  For example, in a 

meta-analysis of 29 studies measuring the effectiveness of group-based parenting programmes in 

improving parental psychosocial wellbeing, a statistically significant difference was found to favour 

the intervention group over the controls overall in improving depressive symptoms (standardized 

mean difference = -0.17, CI = -0.28 to -0.07, p = 0.001) (Barlow et al., 2012).  Although, 12 of the 22 

studies had null findings, and only one of the six studies using the DASS as their measure for 

depressive symptoms found a statistically significant change in symptoms.  Many of these studies 

had 25 or fewer participants in the treatment group with effect sizes ranging from small to 

moderate.  As such, the null finding in the current study is not uncommon when compared with 

other studies.   

The discrepancy between the current study’s finding and the previous parenting programme 

research may be explained by the different populations they serve.  While a few studies in Barlow’s 

(2012) meta-analyses targeted low-income families or areas where children were considered “high 

risk”, none of the included studies specifically targeted families that had contact with care and 

protection agencies.  It is possible that families such as those included in the current study 

experience depression symptomology that is more severe, or further compounded by comorbid 

symptoms such as anxiety than those generally represented in previous research.  Certainly, the 

cohort in the current study showed high depressive symptomology with more than twice the percent 

of participants meeting severe or higher categories than in a comparative community sample.  In this 

way, if participants’ mental health was to benefit from a parenting programme, such supports may 

be less influential for complex mental health difficulties, given that these changes are not their 

primary goal.  Further, the final measure, taken immediately following the 13 weeks of programme 



85 
 

content, may not adequately represent any ongoing influence of programme participation on mental 

health.   

An alternative explanation for the inconsistency with previous research is that depressive 

symptoms in populations without care and protection concerns may be more intertwined with the 

experience of parenting.  In previous literature, programme participants may have experienced 

success in applying their newly developed parenting skills and knowledge, potentially compounded 

by changes in child behaviour, that helped reduce their depressive symptomology.  However, as 

many participants in the ParentWorks programme have limited or no access to their children, they 

may have had less opportunity to experience success and improve their depressive symptoms in this 

way.  Finally, there may be variables that are influential for participant wellbeing but have not been 

assessed by the current study.  For example, high-risk parents in contact with social services often 

experience poverty (Halpern, 1990) which could affect ParentWorks participants, but is beyond the 

scope of the current study.    

In a more comparable study to the current sample, Zhou et al. (2017) investigated the effects 

of Triple P levels four and five in a sample of 83 Singaporean caregivers referred by Child Protection 

Service (CPS).  Zhou et al.’s sample included mostly biological caregivers who had difficulty managing 

child behaviour or whose parenting behaviours were considered inappropriate.  The authors found 

an overall main effect from pre- to post-treatment as measured by the DASS depression subscale 

(F(1,56) = 5.60, p < 0.05) with medium to large effect sizes across both Triple P levels of ηp2 = 0.09.  

Considering the mixed findings of significance within the research, consideration of effect sizes 

allowed for further comparison with the current study.  Zhou et al.’s study showed smaller effects in 

level four Triple P (d = .12, n = 52) compared to level five (d = .45, n = 31).  Meanwhile, the current 

study also found a small effect size (d = .24), although it was slightly higher than Zhou et al.’s level 



86 
 

four.  Considering the small sample size (n = 25) it is possible that there was insufficient power to 

detect significant results. 

A limitation of the current study is that it does not account for participant attrition from the 

programme, given that it excludes those who have not completed both stages of the programme.  

Participants who drop out of Triple P programmes may have significantly higher DASS scores 

(Sanders et al., 2000), and thus there is a missed opportunity to consider the effectiveness of the 

programme in the population that perhaps needs it most.  In addition, the small sample size and very 

limited data at the mid-point of ParentWorks (after stage 1), made it impossible to examine changes 

across three time points (pre-, mid-, and post-programme).  Such an analysis might have offered 

some insight into programme benefits for those who only completed ParentWorks to the end of the 

first stage.  Further investigation into the characteristics of participants who do not complete the 

programme may allow for improved recognition and supports for those most at risk of dropping out. 

6.1.2.  ParentWorks participation and changes in parents’ anxiety symptoms  

The second research question sought to better understand changes in anxiety and its 

associated symptoms in the current population.  As with depression, participants reported an overall 

reduction in the average number and severity of anxiety symptoms and all reliable changes 

represented a decline in symptoms, however these changes were not found to be statistically 

significant.  That is, although anxiety symptoms appear to have reduced overall and more 

participants fell within the normal range from pre- to post-programme, the potential of these 

changes happening by chance must be acknowledged.  Similar to the results with changes in 

depressive symptoms, this finding is inconsistent with previous parenting programme literature that 

has shown some reduction in anxiety symptoms (e.g. Spencer et al., 2020; Treyvaud et al., 2009).  For 

example, in Barlow et al.’s (2012) meta-analysis measuring the effectiveness of group-based 

parenting programmes in improving parental psychosocial wellbeing, thirteen studies included 
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measures of anxiety.  This analysis found that parenting programmes did significantly reduce 

symptoms of anxiety across the studies at post-intervention (standardized mean difference = -0.22, 

CI -0.43 to -0.01, P = 0.04).  As with depression null effects were common, with six of the nine 

studies, and three of the five studies measuring anxiety with the DASS, finding no statistical 

significant differences.  In addition, many of these studies had small samples and small to moderate 

effect sizes. 

The inconsistencies of anxiety within the current study when compared to previous 

literature may reflect a difference in population as was the case with the differences in depression.  

None of the studies included in Barlow et al’s (2012) meta-analysis of parental anxiety targeted 

‘high-risk’ or low socioeconomic families such as those in the current study’s sample.  As such, similar 

considerations for these differences apply.  As with depression, the current study did show high 

anxiety symptomology compared to a community sample.  Thus, any mental health benefits from 

the programme may have been less influential in the current population or may require more time 

to develop than in previously studied populations.  Furthermore, it is possible that participants in the 

current study experience anxiety that is less related to parenting than their counterparts in non-child 

welfare populations.  Future research may benefit from the inclusion of a control group to address 

such confounds.  Finally, qualitative research has shown that parents of children who were removed 

can often feel a need to prove themselves and avoid making mistakes, even after children are 

returned (Honey et al., 2018).  It is possible that programme content may provide insight into 

participants’ previous use of ineffective parenting behaviour, such as yelling (Garcia et al., 2018), 

which could then add pressure as those parents become more aware of changes they are required to 

show proof of in order to gain more access to their children.  Such conditions may limit the potential 

for anxiety to be reduced, potentially undermining any mental health gains provided by the 

programme.   
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Some previous Triple P research has shown that parenting programmes can have an effect 

on anxiety symptoms (Fujiwara et al., 2011).  For example, in Zhou et al.’s (2017) study on the effect 

of Triple P in preventing recurring maltreatment, DASS anxiety symptoms significantly declined 

(F(1,76) = 8.36, p < 0.01) after controlling for a reduced sample size.  In addition, the effect sizes in 

Zhou et al.’s study were relatively small overall (ηp2 = 0.10) and within levels (level four d = .18; level 

five d = .23).  This is similar when compared to the current study, in which the effect size was also 

small, although it was higher than both levels in Zhou et al.’s study (d = .33).   

6.1.3.  ParentWorks participation and changes in parents’ stress symptoms   

The third research question considered changes in stress experienced by ParentWorks 

participants.  A significant reduction in overall tension/stress symptomology as measured by the 

DASS was found from pre- to post-programme.  The largest decline was seen in the severe/extremely 

severe ranges.  For parental stress as measured by the PSI, there was a pattern of decline in overall 

scores across subscales from pre- to post-programme, although only one of these, the Parent-Child 

Dysfunctional Interaction subscale, was significant with a medium effect size (d = .511).  That is, only 

reduction in parental stress symptoms related to the Parent-Child Dysfunctional Interaction subscale 

on completion of the ParentWorks programme were found to be significant in the current sample.  

In addition, the severity ratings for this subscale were seen to decline, which contrasted with the 

difficult child subscale and the total stress scale which showed some increases in severity.   

When combined, these results indicate some reduction in the parents’ experience of stress, 

consistent with Barlow et al.’s (2012) meta-analysis of the effect of parent training across 25 studies, 

with an overall significant reduction in stress for programme participants compared to controls 

(standardized mean difference = -0.29, 95% CI -0.42 to -0.15, p < .001).  Nine different measures of 

stress contributed to these results, including the DASS stress subscale and the PSI, and the authors 

reported evidence of significant heterogeneity (I2 = 35%; p = 0.04).  In contrast, the current results 
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are not consistent with a more recent meta-analysis by Chen and Chan (2016).  This meta-analysis of 

nine studies assessed the effect of parenting programmes on child maltreatment potential.  The 

studies included measures of the PSI (n =8) and the stress scale in the Parent-Child Relationship 

Inventory (n = 1).  Chen and Chang calculated effect sizes as a standard mean difference and 

revealed a small negative effect on the reduction of parental stress that was not statistically 

significant (d = -.002, CI = [–0.113, 0.158]) and non-significant heterogeneity (I2 = 0) across studies.  

Four of the included studies (half of those measuring stress with the PSI) showed a null result.   

Returning to Zhou et al.’s (2017) study comparing Triple P effectiveness in a comparable 

sample to the current study, DASS stress symptoms significantly declined (F(1,56) = 5.35, p < 0.05) 

overall.  In addition, Zhou et al.’s effect sizes were relatively small, with an overall effect of ηp2 = 

0.09 (a level four effect of d = .19, and a level five effect of d = .29).  The current study’s effect size 

was larger than that found in both levels of Zhou et al.’s study, with a moderate effect of d = .58.  

Although Zhou et al. included high-risk participants who were in contact with social services in their 

study, the families were taking care of their children, which presents a distinction from the current 

study in which many of the participants had limited or no access to their children.   

In summary, when the findings from the present study are compared against meta-analyses 

that have included studies with broadly similar measures, there are both consistencies and 

discrepancies.  Intriguingly, the present study found significant results with moderate effect sizes on 

changes in stress where many studies have failed to show an effect.  But the present study did not 

identify significant results across the depression and anxiety measures, although the effect sizes 

were broadly consistent with previous research.  These discrepancies may arise from differences in 

the current sample compared to those previously assessed. For example, through Aotearoa’s unique 

bicultural nature, or through the complex history of difficult events specific to Christchurch. 
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6.2.  Aim Two: To explore participants’ subjective reflections on their experiences and perceptions 

of the ParentWorks programme and the group experience. 

Unfortunately, and after considerable recruitment efforts, qualitative data was only able to 

be collected through interviews with two of the ParentWorks participants.  In part, this may have 

resulted from a tension between maintaining an ethical approach in which parents choose to 

participate voluntarily and without coercion, and attempting to contact a group that has been 

described as “hard-to-reach” (Cortis et al., 2009).  Regardless, this analysis was an important addition 

to the quantitative data as it provided participant voice and offered the opportunity for a deeper 

understanding of their experience of stress and mental health symptomology.  Results will be 

considered in light of the risk of biases presented by the small sample size, many of which have 

already been identified.  Beyond these potential risks, there was no data to suggest the included 

participants were likely to be outliers. 

Although the current study was severely limited by the small number of participants, the 

themes I have highlighted are consistent with those found in a review and meta synthesis of parents’ 

experiences of parenting programmes across 26 qualitative studies (Butler et al., 2020).  Each of the 

three themes highlighted by the synthesis related to themes discussed by the participants in the 

current study.  For example, Butler et al., identified the first meta-theme as ‘a family’s journey’ 

(p.180), which included discussions of experience prior to attending the programme, outcomes from 

the programme, and experiences post-intervention.  The current study’s participants also spoke to 

their experience prior to engagement with ParentWorks, particularly around their beliefs about 

themselves as parents, family histories, and experiences leading up to engagement with 

ParentWorks.  Similarly, Butler et al.’s ‘outcomes’ subtheme (p.191) was reflected in ParentWorks 

participants’ references to skill development, improved understanding and relationship with 

children, and improved wellbeing and view of self.  Although the final subtheme related to Butler et 
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al.’s first meta-theme, ‘post-intervention’ (p.193), was not mirrored in the current study, interviews 

in this case had been undertaken within a few months of participation.  Should this timeframe have 

been extended, it is possible that this subtheme may have been better facilitated.  In addition, this 

touches on another limitation of the current study, treatment changes were only assessed 

quantitatively at programme conclusion and qualitatively within a few months of completion.  In this 

way, the study has been unable to examine treatment changes that require time to take effect, or 

the sustainability of any changes that have been detected.  Inclusion of follow-up measures would 

allow for a more robust assessment of the effectiveness of the ParentWorks programme, although 

locating families for this type of data collection may be particularly challenging given the nature of 

the cohort and challenges with stable living conditions (Kinard, 1994). 

The second theme from Butler et al.’s meta synthesis was ‘aspects perceived to be important 

or valuable’ and incorporated three subthemes (‘group leader or facilitator’ (p.193); programme 

content and delivery’ (p.193); and ‘value of the group’ (p.194)).  The reflections from the participants 

in the current study coincide with the first two themes from Butler et al.’s synthesis by denoting the 

importance of the facilitators and highlighting particular elements of the programme content they 

found valuable.  In addition, Jo spoke to the overall value of connecting with the group, although this 

was a point of contention with Sam who preferred the one-on-one time with facilitators. 

Butler et al.’s final theme was ‘challenges or difficulties’ which was also considered by 

participants in the current study.  Parents in the meta synthesis discussed ‘barriers to engagement or 

attendance’ (p.194) which was not a strong theme in the current study, perhaps given that only 

participants who had completed both stages of the programme were included.  Nonetheless, Sam 

highlighted the value in offering the programme outside of working hours to allow for better access, 

while Jo spoke of having facilitators making home visits to make up for missed sessions, potentially 

indicating some practical difficulties with regular attendance.  Meanwhile, Butler et al.’s second 
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subtheme, ‘fear of judgement and distrust of others’ (p.194), is reflected in Sam’s concerns about 

being judged by other participants, and the third subtheme, ‘programme content’ (p.195) is seen in 

Jo’s concern about gender bias in the family harm session.   

Overall, the themes derived from data collected in the current study do share similarities 

with themes found in similar research.  Nonetheless, given the extremely small sample size the 

following answers to the four research questions should be viewed with caution. 

6.2.1 Do participants recognise any changes in their parental stress or mental health? 

Both participants reported having noticed changes in their mental health, referring to 

improvements in their thoughts, feelings, and behaviour.  In addition, both participants described 

improvements in their experience of and ability to manage stress.  This finding is consistent with a 

mixed method randomised control trial of an Incredible Years programme by Stewart-Brown et al. 

(2004).  In their study, quantitative evidence showed declining depression at a 12-month follow-up, 

and qualitative reports of parents feeling more supported, more able to cope with problems, and 

less stressed, which the authors argued were components of positive mental health that may not be 

adequately captured in standard mental health inventories focusing on illness.  Stewart-Brown et 

al.’s study restricted entry to parents whose children had been diagnosed with learning difficulty or 

had received previous treatment for behaviour problems; however, similar findings were revealed in 

a study with a sample more easily comparable to the present study.  In a mixed-methods evaluation 

of a parenting programme for female inmates, Collica-Cox and Furst (2020) found that 

improvements in the DASS stress subscale were supported by reflections of eight of the ten women 

interviewed.  The participants predominantly felt that class participation had helped them feel less 

stressed, with one noting that it had given her hope and made her feel like she would “be a mom 

again”.   
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6.2.2.  Do participants believe they have made any changes in the way they interact with their 

children, social supports, or professional relationships? 

Both participants reported on ways in which their social interactions had changed since 

participating in the programme.  In contemplation of changes in interactions with their children, 

both participants emphasised using newfound skills to improve their parenting such as seeking 

advice when current strategies seem ineffective.  They also reported feeling more willing and able to 

apply such new strategies.  For example, Sam reported becoming more consistent and engaged in 

fewer arguments while attempting to manage children’s behaviour.  This finding is consistent with 

the general quantitative literature showing the effectiveness of parenting programmes in reducing 

negative parent-child interactions and discipline strategies (Spencer et al., 2020).  It is also consistent 

with the meta synthesis by Butler et al. (2020) in which parents frequently referred to the acquisition 

of new skills, such as emotion regulation strategies, that reduced shouting and punitive parenting 

strategies. 

Both participants also touched on their general social relationships, in particular noting an 

effort to limit conflict.  Although both participants highlighted disagreement with family members, 

they referred to learning through the programme about distinguishing opinion from fact and 

choosing not to engage in arguments regarding the former.  They also emphasised using the lessons 

they had learned through the programme to support or improve the parenting experience of other 

parents.  There is some prior evidence that parenting programmes can support improvements in 

interpersonal skills.  For example, Klein and Bahr (1996) found that both male and female prisoners 

were able to recognise, reflect on, and generate possible solutions to various relationship problems 

after completing a family-centred cognitive skills program. 

Finally, one of the strongest themes in the current study related to interactions with other 

professionals.  Both participants reported changes in the way they related to professionals.  In 
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particular, they addressed avoiding conflict over the opinions of others, principally regarding family 

or services involved in disagreements regarding child welfare.  The development of improved self-

advocacy skills was emphasised by both participants, who noted various strategies they used to 

make themselves better understood and to strengthen their position.  Helping to advocate for 

families, and more specifically coaching parents in advocating for their children’s needs, is a principle 

of the Incredible Years programme (Webster-Stratton et al., 2018).  In addition, this result is 

consistent with a pre-post assessment of 54 primary caregivers of a child with developmental 

disability who attended a Triple P programme in Japan that included the Family Empowerment Scale 

as an outcome measure (Wakimizu et al., 2014).  The authors found significant changes in parents’ 

sense of empowerment in everyday situations, and in their ability to play active roles with the 

service system. 

6.2.3.  What elements of ParentWorks, if any, do participants attribute these changes to? 

Overall, participants attributed changes in their mental health and stress, and their 

interactions to two main components of the programme.  The first of these was the group content.  

Both participants emphasised content that they had learned from and how that had led to 

improvements for them.  For example, Sam highlighted how learning about brain development 

helped lower the stress of having to be repetitive in their parenting.  This extended beyond planned 

group content also, with Jo reporting that an informal conversation with a facilitator had supported a 

better understanding of child behaviour that felt concerning, thereby decreasing stress.  In addition, 

the programme’s ability to offer tailored parenting advice through home visits was emphasised as 

helpful by Sam who reported feeling less stressed knowing that they were making appropriate 

parenting choices and being consistent with them.  Finally, both participants reported that content 

supported development of personal skills that led to improved mental health.  For example, Jo 

emphasised the value of the group content teaching perspective-taking, with both participants 
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reporting on improved ability to recognise differences in opinion versus fact, which they reported 

increased the ability to avoid conflict, with potential benefits to their mental health.  Similarly, the 

session and associated informal discussions around service navigation were viewed as effective in 

changing the way both participants engaged with services.  Finally, both participants highlighted the 

benefit of social support within the group, albeit accessed in different ways.  Jo reported on the relief 

felt when externalising feeling during group session, while both Sam and Jo emphasised these 

benefits within the context of their relationships with facilitators. 

6.2.4.  What are participants’ experiences of social support in Parent Works, both from fellow 

participants and programme facilitators? 

The experience of social support within the group members was a point of disagreement 

between the two participants.  Jo equated the group to friends, noting that they were able to share 

news and seek advice from them and stating they did not have similar relationships outside the 

group.  Meanwhile, Sam reported feeling judged by fellow group members and thus avoided sharing 

personal details.  Both of these findings are consistent with the meta synthesis by Butler et al. (2020) 

who found that participants commonly viewed groups as a sense of support, but also identified fear 

of judgement from other parents as a barrier for participation.  Jo also reflected on the difficulty with 

participant negativity, but then emphasised the associated opportunity to practice skills such as not 

engaging while in a controlled group environment.  Jo further reported that these skills had begun to 

extend to experiences outside the group.  The importance of a group environment that supports 

practicing new skills was outlined in the logic model of a parenting programme for young parents in a 

socially disadvantaged area in Australia, the Young Parent Program, which was evaluated in a 

qualitative study by Strange et al. (2019).  The programme included strategies of setting group rules 

and having facilitators role model positive peer interactions and the authors found that facilitators 

recognised parents responding to such role modelling and parents valuing learning through these 
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examples.  In contrast to the controversial social support of group members, facilitator support was 

highly regarded by both participants.  Jo and Sam both expressed appreciation for being able to 

access facilitators flexibly and reported feeling comfortable self-disclosing with them.   

6.3.  A Logic Model Applied to ParentWorks Participants 

Presently, ParentWorks does not have a logic model that they have specifically developed for 

their programme.  In light of this, Figure 8 outlines a logic model for ParentWorks participants based 

on the hypothesized mechanisms model explaining effects of population-level parenting intervention 

proposed by Sanders and Mazzucchelli (2022).  Findings from the current study have been utilised to 

consider how Sanders et al.’s model may apply to families engaged with ParentWorks. 
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Figure 8 

Logic model applied to ParentWorks participants 
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6.3.1 Parental Concerns 

The first contributor to programme engagement reflects parental concerns.  Sanders and Mazzucchelli 

(2022) indicate parents who recognise a current need that could be met by the programme may be more likely to 

participate.  In this way, parents who attend at the request of an outside party, such as social services, rather than 

wanting to improve their parenting skills may be less likely to engage.  In this study this was indicated qualitatively 

through Jo’s self-reflections (“I needed to heal myself and I needed to get that support.”) and perceptions of other 

participants (“[It] seemed like they were just there to tick the boxes).  Similarly, the type of concerns that lead a 

family to ParentWorks may affect their ability to recognise these needs.  For example, a participant who has been 

asked to attend due to past substance use may find it difficult to understand how a parenting programme may 

relate.  Finally, a high level of parental distress may limit a parent’s ability to engage with the programme, and as 

noted earlier, may be a risk factor for attrition.   This may be particularly relevant to ParentWorks participants 

who were shown quantitatively in this study to have higher and more severe stress and mental health symptoms 

on average compared to community samples.  In analysing attrition patterns across the three most recent 

ParentWorks groups, between one and four parents who began the programme (11 – 44%) did not complete 

stage one, and then of those who continued to stage two between one and four parents (25 – 50%) did not 

complete the programme.  These stage one attrition rates include participants who attended for the duration but 

had missed multiple sessions which also made them ineligible to progress to stage two.  The facilitators suggest 

that the considerable time commitment for attending consecutive stages may be be a barrier for some 

participants and note that COVID also influenced attendance in the recent cohorts. Considering this, it may be 

helpful to apply data from current measures towards recognising participants that are most at risk for having high 

levels of distress overwhelm their participation.  In this way, facilitators can then effectively prioritise the use of 

ParentWorks resources, and consider what, if any, additional resources may be useful in addressing participants’ 

mental health and stress symptoms.  Sanders and Mazzucchelli (2022) highlight that the diverse concerns of 

parents may benefit from the variety of Triple P options.  Such flexibility may also be applied to the application of 
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the current programme to accommodate the different needs of their participants, for example by attempting to 

recognise and match the different social needs of participants as discussed earlier. 

6.3.2 Motivational Context 

Anticipated family benefits, as described in the section above, may provide incentive for participants to 

engage in ParentWorks.  This may be further influenced by any competing demands experienced by the family.  

For example, in the current study Sam reflected on the benefits of offering a night session so that “participants 

who are working during the day can actually attend”.  When asked to choose between an income and attending a 

parenting programme, it might be reasonable to expect parents to prioritise the former, especially if they have 

limited financial resources.  Sanders and Mazzucchelli (2022) also highlight that the programme environment may 

provide further motivation to engage in a programme, for example being able to attend without experiencing 

stigma and having a high-quality therapeutic relationship with facilitators.  The qualitative interviews from the 

current study support these suggestions, with Sam emphasising how the judgment felt from other participants led 

to less self-disclosure in group, and both participants reflecting on the value of the relationships they had built 

with facilitators. 

6.3.3 Parent Emotional Wellbeing 

This section highlights the influence of parental mental wellbeing, determined by both past and present factors 

such as exposure to trauma, attachment style, stress, and social support networks.  Sanders and Mazzucchelli 

(2022) emphasised that parental wellbeing, such as that discussed in the current study, can become a potential 

barrier to programme engagement, with higher symptoms representing higher risk of attrition.  This has 

important implications for ParentWorks considering the comparatively high symptoms and severity for 

depression, anxiety, and stress as mentioned earlier.  Further, for those participants who were able to engage in 

the programme, quantitative data found stress significantly declined after participation, a finding supported by 

qualitative interviews alongside perceived improvements in mental health.  However, considering these 

improvements were not the primary focus of the programme it may be beneficial for the ParentWorks team to 
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further explore the mechanisms supporting these changes.  As such the inclusion of measures more closely 

aligned with programme content, such as those assessing psychosocial skills or coping strategies, may allow for 

further exploration of ParentWorks elements that bring about changes in parental wellbeing. 

6.3.4 Parent Cognitions 

Sanders and Mazzucchelli (2022) highlight several types of cognitions that influence the way parents 

make sense of their environments and can alter programme participation.  For example, a belief in the ability to 

exert control in one’s life may influence how much effort a parent is willing to exert in making changes through 

participation.  Among ParentWorks participants, many parents have contact with social services which has the 

potential to undermine this sense of mastery.  Furthermore, if parents attribute the involvement of these services 

to factors other than their parenting, they may not see the value in participating in a parenting programme.  

Similarly, previous experiences with social services or other programmes, if negative, could contribute to 

detrimental expectations for a parent entering ParentWorks.  In addition, quantitative research from the current 

study has shown that those who were able to engage in ParentWorks showed a potential, though nonsignificant, 

trend towards improved mental health. This was also referred to in the qualitative interviews when participants 

spoke of changes in their cognitions and in their parenting efficacy.  Should such changes occur, they would 

represent another opportunity for complimenting current ParentWorks measures to allow for further exploration 

of mechanisms effecting change. 

6.3.5 Cultural/Social Influence 

Sanders and Mazzucchelli (2022) emphasise the influence of the wider ecology on parents, noting how 

wisdom from extended family or emotional and practical support from a peer network can benefit parents.  Both 

parents in the qualitative interviews from this study highlighted changes in their social interactions, it is possible 

that experiencing positive social interactions in the programme may facilitate better engagement, especially if 

this has been previously absent in parents’ lives. In addition, returning to the importance of having parenting 

programmes in Aotearoa New Zealand show appropriate attunement with the bicultural commitments outlined 
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in Te Tiriti o Waitangi, many ParentWorks participants may be influenced by cultural elements that are not 

currently measured within the programme. For example, what effect might be attributable to Māori experiences 

of intergenerational shame, given its longstanding history within Aotearoa New Zealand (Brookes, 2010)? Cultural 

lenses such as this represent an important limitation for the current study as they were not examined, but future 

research should consider how best to incorporate cultural worldviews into the measures and data collection 

process. 

6.3.6 Programme Features 

Sanders and Mazzucchelli (2022) outline several modifiable elements that influence programme 

completion, including cost, timing, and location.  Flexibility around timing was one of the suggestions from Sam in 

the qualitative interview of this study, noting that a night-time session may allow for working parents to access 

the programme more easily.  Similarly, programme location was touched on by Jo, who appreciated receiving 

occasional in-home content after missed sessions, potentially implying some difficulty in attendance.  Sanders and 

Mazzucchelli also emphasise the importance of matching the intensity of the programme to the needs of the 

participants and ensuring cultural appropriateness, for example ParentWorks’ incorporation of cultural process 

models.   

6.3.7 Programme Engagement 

The above sections outline factors that may influence parents’ ability to engage in the ParentWorks 

programme.  Sanders and Mazzucchelli (2022) considered several indicators of engagement, including session 

attendance, participation in activities and discussions, and completion of between session tasks.  They note that 

engaging activities and opportunities for peer interaction facilitate meaningful engagement and increase the 

likelihood of deriving personal benefit. 

6.3.8 Programme Outcomes 

In an attempt to apply this logic model to ParentWorks participants, there are two groups of possible 

outcomes with the potential for bidirectional links between them.  The first, in line with Sanders and Mazzucchelli 
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(2022), is changes in parenting, including changes in parent-child interactions, parent behaviour, and more 

appropriate child expectations.  However, considering the limited contact some ParentWorks participants have 

with their children, this outcome may represent more of a long-term goal despite being the primary goal of most 

of the programme content.  As such, the inclusion of the second outcome group, changes in family wellbeing, 

allows for less traditional, but more appropriate short-term measures of parenting programme success within this 

high-risk population to be considered.  This includes parental mental health and stress as assessed in the current 

study, alongside improved behaviour and developmental outcomes for children, and potential for family 

reunification. 

6.4.  Conclusions 

The current study aligns with previous research, which demonstrates that parenting programmes can be 

effective in reducing stress for participants.  Previous research has also shown that such programmes can improve 

parental mental health, and although the current study did not have sufficient sample sizes to support this, it did 

show a trend in this direction both quantitatively and qualitatively.  These findings add to an emerging body of 

evidence exploring the experiences of parents who have care and protection concerns, particularly those 

participating in parenting programmes while having limited or no access to their children.  In addition, this study 

provides some evidence towards the effectiveness of a New Zealand based parenting programme for such 

parents, ParentWorks.   

As previously described, the biggest limitations of this study included the small sample size, heavy 

reliance of self-report measures, and lack of follow-up data at a sufficient time span after parents had completed 

the programme.  Considering the five-year span of the data, it would have been reasonable to expect the 

available sample to be approximately twice what was available.  In addition, this sample was further restricted by 

missing data both at particular timepoints, and through incomplete surveys.  This may have limited the ability of 

this study to detect any significant effects of ParentWorks participation on parental mental health.  In addition, 

despite significant recruitment efforts, the qualitative phase of this study also had an insufficient sample size, 
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thereby limiting the ability of those findings to be more representative of a cross-section of ParentWorks 

participants.  In addition, as previously discussed the current study was limited by the available data and could 

not account for factors beyond its scope.  For example, while the focus of the current study was developed in 

collaboration with ParentWorks to better understand outcomes in terms of their current assessment measures, 

cultural elements did not strongly feature in this discussion. Future research may therefore benefit from the 

inclusion of follow-up measures and a wider range of variables such as socio-economic status and cultural factors.  

Finally, the current study’s reliance on self-report measures leaves it open to bias, which may be especially 

relevant in the current population who may feel they need to display the best version of themselves (Honey et al., 

2018) or who may have developed negative perceptions of systems (Garcia et al., 2018).  It would be helpful for 

the ParentWorks team to consider incorporating more diverse measures that are assessed in other ways than 

self-report, such as observations or measures completed by those close to the family to allow for more robust 

multi-informant assessment in future research (Achenbach, 2006). Although it should be noted that any 

additional measures that are considered may need to be prioritised to avoid overwhelming families and should be 

conscientiously collected to ensure full data sets are available for further research. 

Nonetheless, these results have provided some evidence for the effectiveness of the ParentWorks 

programme in supporting participants’ stress, alongside an indication that with more statistical power, 

participation could be shown to benefit parental mental health.  In addition, the study has offered several 

practical recommendations for the ParentWorks team to consider that would provide future research with access 

to high quality data, advancing the understanding of which ParentWorks elements and content participants find 

helpful, and provided an initial logic model to support ongoing evidence-based practice.   
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Appendices 

Appendix A: Information Sheet 

 

Educational Studies and Leadership  

Telephone: +64 3 369 3333 ext: 93333  

Email: nicola.keys@pg.canterbury.ac.nz 

29/06/21 
HEC Ref: [Enter when approval given for your study] 
 

An Evaluation of the ParentWorks Parenting Programme for Families with  

Acknowledged Care and Protection Issues 

Information Sheet 

 

Tēnā koe, 

My name is Nikki Keys, I am a postgraduate student in the Child and Family Psychology Programme at the 

University of Canterbury. I would like to invite you to participate in a research project that is exploring the 

experiences and perceptions of participants in the ParentWorks programme provided by Christchurch Methodist 

Mission.  

I am inviting you to take part in this study because you have participated in the ParentWorks programme this year. 

If you choose to take part in this study, your involvement in this project will involve joining me in a single interview 

for approximately 1 to 2 hours. This will mean answering questions about your experience in the ParentWorks 

programme, focusing on any social support you received, any changes you have experienced in your mental 

wellbeing or parental stress, and any changes in the way you interact with your children, social supports, or 

relationships with your whanau (please see the section at the bottom of this sheet for a more detailed outline of 

the interview structure). You will be offered a choice as to where you would like to have your interview. This could 

include a number of possibilities, including your home, an interview room at the University of Canterbury, or a third 

neutral venue such as a café or a local library. I will need to make an audio recording of the interview, and then 

transcribe (make a written copy of) this as part of the data analysis process, which I will do myself. If you wish to 

review and approve the transcript, it will be made available to you within three weeks of completing the interview. 

You will then have two weeks to review the transcript and return it to me. 

Please note, that if you choose to participate in this study, the Christchurch Methodist Mission and other 

organisations that you may be involved with will NOT know of your involvement. Thus, whether you choose to take 

part or not, it will not affect your relationship with these organisations. If you choose to participate, all of the 
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information you provide will be kept confidential to myself and my supervisors. No one else will have access to 

your interview transcript. The results of your interview will be combined with other participants and analysed 

together to identify common themes across all participants. In the presentation of the results, we will use quotes 

from participants, but all identifying information is removed, so you can be confident that your information is kept 

confidential. 

We have done our best to minimize any risks that you might experience by participating in the interview, and have 

identified the following issues that you should be aware of:  

(a) As described above, the interview will ask you questions about your experience in ParentWorks and how this 

experience has affected your mental wellbeing, stress, and relationships. For some people, the personal nature 

of these questions could be distressing. To minimize this risk, you are free to bring a support person to the 

interview, and you are free to skip any questions that you would prefer not to answer, pause the interview, or 

even stop the interview. At the conclusion of the interview, we will provide you with a list of support providers if 

you feel a need to access additional support.  

(b) As described above, we will do our best to keep all of the information you provide private and confidential. 

The only people who will hear your interview or will know you are a participant are myself, and my supervisors 

(see contact details below). Your interview transcript will only be identified by a pseudonym and participant 

identification number. Where appropriate, in the written transcript of your interview we will also remove the 

details of all other personal information, such as names or places. Printed copies of your interview transcript will 

be stored in a locked file cabinet at the University of Canterbury. Electronic copies of your interview (audio and 

printed) will be stored in password protected files which only my supervisors and I will have access to. The 

electronic recording of your interview will be deleted at the end of the project, and the written transcripts will 

be kept by the University of Canterbury for 5 years from the date of any publication and then destroyed. 

Participation in this research is voluntary and you have the right to withdraw at any stage. You may ask for your 

raw data to be returned to you or destroyed at any point. If you withdraw, I will remove information relating to 

you. However, once analysis of raw data starts on 1 November 2021, it will become increasingly difficult to remove 

the influence of your data on the results. As a koha for the generous gift of your time and information we will give 

you a $40 gift voucher. If you choose to end the interview early, for whatever reason, you will still receive the koha 

in appreciation for your time. 

In addition to being part of the evaluation plans for ParentWorks, this research is being carried out as a 

requirement for my Masters’ research project in Child and Family Psychology at the University of Canterbury under 

the supervision of Dr. Myron Friesen and Dr. Gretchen Perry. Their contact details are provided below and they will 

be pleased to answer any questions or concerns you may have about participating in this study.  

The results from this research could be published and shared with others in a variety of ways. First, a summary of 

the results will be sent to the Christchurch Methodist Mission. Second, the full thesis will be stored in the library at 

the University of Canterbury and will be publicly available. Parts of the thesis may also be published in academic 

journals and/or presented at conferences or used in other ParentWorks reports. These publications may also 

include comments or quotes from participants, but as described above, these quotes will not contain any 

identifying information. Please indicate on the consent form if you would like to receive a copy of the summary of 

results of the project. 
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This project has been reviewed and approved by the University of Canterbury Human Research Ethics Committee, 

and participants should address any complaints to The Chair, Human Research Ethics Committee, University of 

Canterbury, Private Bag 4800, Christchurch (human-ethics@canterbury.ac.nz). 

 

If you agree to participate in the study, you are asked to complete the consent form on the next page and return it 

to me directly via the contact details below. 

 

Thank you for your time and consideration.  

Ngā mihi nui, 

 

 

Nikki Keys (email: nicola.keys@pg.canterbury.ac.nz) 

Myron Friesen (primary supervisor; phone 03-369-5598; email: myron.friesen@canterbury.ac.nz) 

Gretchen Perry (associate supervisor; phone 03-369-1020; email:  gretchen.perry@canterbury.ac.nz) 

 

 

 

 

  

mailto:human-ethics@canterbury.ac.nz
mailto:nicola.keys@pg.canterbury.ac.nz
mailto:myron.friesen@canterbury.ac.nz
mailto:tehurinui.clarke@canterbury.ac.nz)
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Appendix B: Summary of the Interview Structure for Participants 

 

 

Educational Studies and Leadership  

Telephone: +64 3 369 3333 ext: 93333  

Email: nicola.keys@pg.canterbury.ac.nz 

 

An Evaluation of the ParentWorks Parenting Programme for Families with  

Acknowledged Care and Protection Issues 

Consent Form 

 

□ I have been given a full explanation of this project and have had the opportunity to ask 

questions. 

□ I understand what is required of me if I agree to take part in the research. 

□ I understand that participation is voluntary, and I may withdraw at any time without 
penalty. Withdrawal of participation will also include the withdrawal of any information I 
have provided should this remain practically achievable. 

□ I understand that the interview will be audio recorded to ensure that it can be transcribed 
(typed) accurately. Audio recordings will be deleted after interview transcripts have been 
confirmed. 

□ I understand that all data collected for the study will be kept in locked and secure facilities 
and/or in password protected electronic form and will be destroyed after five years. 

□ I understand that any information or opinions I provide will be kept confidential to the 
researcher and research team and that any published or reported results will not identify the 
participants. I understand that a thesis is a public document. It will be available through the UC 
Library and a summary of the results of this study will be given to the Christchurch Methodist 
Mission and other key stakeholders. 

□ I understand that parts of the final thesis may also be used in other Christchurch Methodist 
Mission documents. 

□ I understand that comments or quotes from my interview may be used in publications or 
presentations, but all identifying information will be removed. 

□ I understand the risks associated with taking part in this study and how they will be managed. 

□ I understand that I can contact the researcher Nikki Keys (nicola.keys@pg.canterbury.ac.nz) or 
supervisors Dr. Myron Friesen (myron.friesen@canterbury.ac.nz), or Dr Gretchen Perry 

mailto:nicola.keys@pg.canterbury.ac.nz
mailto:myron.friesen@canterbury.ac.nz
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gretchen.perry@canterbury.ac.nz), for further information. If I have any complaints, I can 
contact the Chair of the University of Canterbury Human Research Ethics Committee, Private 
Bag 4800, Christchurch (human-ethics@canterbury.ac.nz) 

□ I would like a typed copy of the interview so that I can read it and request changes if 
necessary 

□ I would like a summary of the results of the project.  
 

By signing below, I agree to participate in this research project. 

 

Name: Signed: Date: 

  

 

Email or postal address (for report of findings, if applicable): 

  

 

Please complete the consent form and either or bring it with you to your interview or return it by 

email to Nikki at nicola.keys@pg.canterbury.ac.nz for storage at the University of Canterbury 

  

mailto:human-ethics@canterbury.ac.nz
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Appendix C: Summary of the Interview Structure for Participants 

 

Summary of the Interview Structure for Participants 

 

The interview will follow a similar format to the ParentWorks programme. It will begin 

with Interviewer introductions, an invitation for you to introduce yourself and indicate how you 

would like to start the meeting, and then a karakia. Koha will be offered and then time will be 

allowed for whakawhanaugatanga/rapport building. Following this, the kaupapa (purpose) of the 

session will be agreed upon.  

The next section of the interview will begin with demographic questions about your age, 

ethnicity, and gender. This will also include an opportunity to explore your views on what led to 

your referral to the ParentWorks programme, and any if there have been any changes to your 

family circumstances since then.  

The main part of the interview will begin by asking about your overall experience with the 

ParentWorks programme. This is an opportunity for you to offer any specific feedback you have. 

Following this, you will be asked questions regarding your views about if and how the 

ParentWorks programme has contributed to changes in your parental stress, mental health, and 

interactions with your children, social supports, or professional relationships. In addition, there 

will be an opportunity to describe your experience of social support from fellow participants and 

programme facilitators. 

The interview will end with a poroaki/whakamutunga in which you will have an 

opportunity to reflect about this interview and this process of evaluation. Finally, you will be 

thanked for your time and engagement before ending with a karakia. 

 


