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Executive Summary

Maternal mental illness is common, often
mvolving co-morbidities and having pro-
Jound effects on mothers, children, and
Samilies. Maternal mental illness is often
undiagnosed, can worsen in the absence

of treatment and in the case of depression

18 expanding rapidly in the shadow of the
COVID-19 pandemic. Often lasting over the
Sirst haghly formative years of the child’s life
the negative effects of maternal mental illness
on parenting and subsequent child oulcomes
may outlast the mother’s illness and their

mpacts may perpeltuate generationally.

The effects of maternal mental illness on parenting are moderat-
ed by socio-economic factors such as household income and the
education level of the mother. Evidence suggests that treating
the mother’s illness alone may not help an impaired mother-child
relationship and there is a strong case for providing parenting pro-
grams that holistically combine psychosocial/psychological strat-
egies with those that specifically target the quality of the parent/
child interaction in a safe supportive context that encourages

social engagement and meets the mother’s identified needs.

Funded by the Hopscotch Foundation, the Acorn parenting program
is a face-to-face community and group-based intervention base on
attachment theory to help mothers of young children (0-3 years)
who are experiencing chronic, and in many cases profound mental
health challenges which impinge upon the quality of their parent-
ing. Fifteen Acorn group sessions are provided on a weekly basis
across multiple sites in South Australia with each being delivered
by a multidisciplinary team of professionals comprised of a Mental
Health Clinician, a Family Support Practitioner and Dance Worker
with these being further assisted by trained volunteers. During
each group session, evidence-based ‘dance play’ and ‘reflective
journaling’ strategies are enacted with ‘therapeutic letters’ being
provided to individual clients (‘Acorn mothers’) between group
sessions; these are referred to as the three ‘principal components’
of Acorn. Two ‘Semesters’ of Acorn groups are conducted each year
with each semester referred to as a ‘Wave’ in this report. There
are established referral pathways to Acorn from a broad range of
mental health services in South Australia including hospitals with
several of these referring clients to every wave of the program over
the 5.5-year period since its inception. An Acorn Manual detailing
the program is available through the Hopscotch Foundation. The

goal and objectives of the Acorn program are:
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Goal:

“To holistically nurture and enhance parental
wellbeing and the quality of the parent/child
relationship for mothers experiencing tdentified
mental health illnesses and their young children
aged 0-36 months’,

Objectives:

1. To enhance the quality of the
parent-child imteraction

2. To improve parenting confidence,
competence, and enjoyment for
vulnerable mothers

3. To enhance mothers’ wellbeing, coping
skulls, resilience, and self-efficacy

4. To expand and strengthen Social/
Community supports and build
Soctal Connectedness

This summative evaluation report addresses the eleven Waves of
Acorn delivered over a 5.5-year period up to mid- 2020. The report
presents evaluation work conducted in parallel with the delivery
of the program adopting a mixed-methods, paradigmatically prag-
matic participatory action research (PAR) approach. The evaluator
has engaged in partnership with the Acorn program, assisting in
an inclusively developed ‘theory driven’ (and evolving) program
logic stipulating a range of desired Acorn outcomes. This part-
nership has included on-going collaboration with stakeholders in
evaluation design and conduct, and the interpretation of evalua-
tion findings. Findings have been periodically reported on over a
dozen occasions to staff and an established Reference Group, in
a collaborative effort to integrate reflective practice and on-going
program improvement and to embrace revisions to a flexible eval-
uation methodology. The Bellberry Human Research Ethics Com-
mittee has reviewed and approved all aspects of this evaluation
(2014-09-509-PRE-3) in accordance with the National Health and
Medical Research Council’s National Statement on Ethical Conduct

in Human Research (2007, incorporating all updates as at 2018).

Evaluation: Waves 1-11
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Evaluation Design/Methodology

Pre and post program data for each Wave were obtained through
a battery of carefully selected Client Self-Report Instruments
(section 3.3). All instruments were completed individually and
sealed in envelops to ensure and demonstrate confidentiality
(section 3.2). Given the vulnerability of Acorn participants, and
the concern to retain client participation in Acorn, ensuring that
the compounding burden of evaluation demands was acceptable
and manageable was also a primary concern, with this being moni-
tored through client focus groups and regular feedback from Acorn
workers. A brief screening tool to provide indications of borderline
personality disorder (BPD) was introduced in Wave 4 to assess the
value of the program for this particularly vulnerable sub-group of
Acorn mothers. A standardized observation tool to measure the
quality of the parent-child interaction (NCAT) which including a
direct measure of child behaviour during interaction was applied

from Wave 6.

The applied tools were:
o Client Self-Completion Questionnaires

o The Parenting Stress Index Short Form [PSI-SF]
(R. R. Abidin, 1995)

o The Patient Health Questionnaire [PHQ-9]
(K. Kroenke, R. Spitzer, & W. Williams, 2001a)

o The Karitane Parenting Confidence Scale [KPCS]
(R. Crncec, Barnett, & Matthey, 2008a)

o The McLean Screening Instrument for
Borderline Personality Disorder [MSI-BPD],
(Zanarini MC et al 2003)

o The NCAST Parent-Child Interaction Teaching Scale
[NCAT] (Sumner & Spitz, 1994)

Semi-Structured ‘follow-up’ telephone interviews were conducted
with 135 Acorn mothers from Waves 1-9, six-eight months after
completing the program for the purposes of exploring the sustain-
ability of Acorn outcomes. Five focus groups of mothers who had
attended Acorn were conducted (between Waves 2-6) comprising
of 26 mothers in total. Interviews with Acorn staff and volunteers

have also been conducted to inform program development.
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Client Participation & Profile

The eleven Acorn program waves have been delivered at fifteen
dispersed localities across South Australia. A total of 493 individ-
ual mothers and 520 children have attended at least one Acorn
group to date with 388 (78.7%) individual mothers completing the
program and 353 (91.0%) completing mothers providing both pre
and post measures. Acorn was well attended with a median number
of completed sessions being 11 (mode of 12). Reasons for withdraw-
al from Acorn were largely circumstantial and unrelated to the
program. Demographic and psychological profiles of withdrawing
mothers were very similar to engaged mothers (section 5.5.3); we
can therefore be confident that our findings can be generalised to
the broader population of mothers with maternal mental illness
that impinges on their parenting. The rate of withdrawals over

time has steadily declined as the program has matured.

The follow-up telephone survey yielded a response rate of 37.8%
(135 mothers) - (62.8% of those who could be contacted). The
profile of interviewed mothers was very similar to that of the
broader group of mothers although they were more likely to have
more than one child. To aid clarity sustained outcomes of the
program are considered in this evaluation by comparing ‘post’
Acorn measures with ‘follow-up’ interviews for the same cohort of
122 mothers (section 5.3.5).

Acorn recruits a wide variety of mothers (mean age of 30.8 years)
from a broad spread of socio-economic, cultural, familial, and
educational backgrounds. The majority of mothers (65.1%) had a
single child; 35.6% cited government benefit, pension, or allowance
as their main source of household income; 27.2% had reached only
up to year 12 schooling more than half of whom having left school
earlier. 27 mothers brought a second child to Acorn. While the large
majority (88.1%) were born in Australia (including fourteen indi-
cating they were ATSI background), 15.1% spoke one of 22 differ-
ent recorded languages other than English at home. The mean age
of attending children was just over nine months with 110 (22.3%)

children being aged one year or older.

Evaluation: Waves 1-11
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Acorn is engaging with a profile of mothers where related depres-
sion, poor perceived parental self-efficacy (PPSE), and high pa-
rental stress are causes of concern and which for many indicate
the need for clinical intervention. Nearly nine in ten mothers had
symptoms of depression and 30.2% indicated moderate-severe
major depression. Difficulties with PPSE and parental stress were
particularly evident in relation to second older children brought to
the program. One hundred and thirteen (30.4%) Acorn mothers
indicated BPD on commencing the program from Wave 4. Acorn
dyads performed relatively poorly in the NCAT observational scale
addressing the quality of the parent-child interaction, notably in
the ‘Caregiver Total score’, ‘Child Total’ score, and Caregiver/Infant
Total’. Clearly, the quality of the parent-child interaction was im-
paired for Acorn mothers who commence the program, and this
supports the alignment of referred client needs with the objectives
of Acorn. This was further supported by the broad client endorse-
ment of a range program areas that they wished to address at the
beginning of the program including: a desire to cope better and feel
better as a parent, to have more parental confidence and to interact
better with and feel closer to their child; a wish to befriend other
parents and feel more connected to the community, and a wish to

improve family relationships (section 6.2).

Process Evaluation

Despite known engagement difficulties with the target group, the
myriad issues and challenges faced by Acorn mothers, and the re-
quirement to commute with their child(ren) to the venue on a weekly
basis, Acorn has been well attended and families have engaged well

with the program (section 5.2 & 6.3). Over nine in ten mothers (in-

cluding those indicating BPD) agreed that they felt relaxed and safe
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at Acorn and that the approach used was respectful and appropriate
for them, with clear explanations provided by understanding fa-
cilitators using clear comprehendible resources at a suitable pace
and venue. Over eight in ten mothers considered all three principal
components of Acorn to be either a ‘Huge help’ (for just over half of
the attending mothers) or ‘Quite a lot of help’, with nearly nine in ten
(312 mothers, 88.6%) indicating this for dance play, 86.4% for the
therapeutic letters and 82.1% for the journaling component. Talking
with other mothers was also considered a huge help or quite a lot of
help by 82.7%. The perceived helpfulness of strategies has improved
steadily as the program has matured and its delivery refined sup-
porting the formative aspect of the PAR approach adopted in the
evaluation. Having a mixture of principal components has worked
well for the heterogeneous clients attending Acorn. All but a single
participating mum in the Acorn program indicated that they would
recommend the program for other parents like them, with 265

(77.3%) indicating ‘Yes, with no changes’.

The Acorn program is closely aligned with the indicated needs of
its clients, is considered highly appropriate and helpful, and is very
well received; this has nurtured high levels of engagement with

attending mothers and children.

Program Outcome Evaluation

Findings from the outcome evaluation are presented below. Im-
portantly, the holistic approach adopted by Acorn envelops the
related objectives 1-4 which for analytic purposes are addressed

separately here.

Evaluation: Waves 1-11
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Objective 1:
To Enhance the quality
of the parent-child interaction

The application of the NCAST observational tool has demonstrated
significant improvement for Acorn mothers across its three main
scales addressing: the quality of the parent-child interaction (‘Car-
egiver/Infant total’); the enactment of skills brought to the inter-
action by the mother (‘Caregiver Total)’; and the child’s abilities
to engage in better interactions with their mothers (‘Child Total’);
these significant improvements were also evident across a number
of ‘most’ vulnerable sub-populations including those indicating
BPD, single mothers and those whose main household income was
Government Benefits — (Section 7.1.1). Significant improvements
were reflected in a reduction of dyads scoring >-1SD below the nor-
mative mean across all sub-domains of the NCAT tool; for ‘Caregiv-
er/Infant Total’, 28.0% of those scoring >-1SD below the NCAST
mean in the pre-measure improved to within 1 SD of this norma-
tive mean in the post measure. Improvements in this scale predict
improvements in secure attachment. Significant improvements in
the ‘Caregiver Total’ infer improvements in both ‘maternal support’

and ‘maternal reflective functioning’.

It was noteworthy that the NCAT domains addressing mothers’
‘Sensitivity to Cues’ and child’s ‘Clarity of Cues’ also improved sig-
nificantly resulting in proportionately less Acorn mothers and chil-
dren scoring >-1SD in their post-measures for these two domains
than in the normative population. Three quarters of the poorest
scoring children improved their cue clarity to within 1 SD of the
normative mean in the post-measure. This provides clear direct
observational support for behavioural improvement in this area
for Acorn children which may be directly related to ‘dance play’
during Acorn. This was reflected in the almost universal agree-
ment among mothers that my child has benefitted from my at-
tending the group, (98.9% with 69.1% ‘strongly agreeing’). Given
the identified mental health issues experienced by Acorn mothers,
the improvements evident from the application of the NCAST tool
are substantial and this was also reflected in their self-reported

indications of enhanced relationships with their children.

Over 90% of Acorn mothers indicated that as a result of partici-
pating in Acorn they had improved across all items related to the
quality of the parent-child interaction in the self-completion ques-
tionnaire, with over half indicating they had improved ‘a great deal’
or ‘quite a lot’ for all items including: Understanding my child’s
need to be in a close relationship with me (248 mothers, 70.56%);
understanding my child’s feelings and how they impact on
behaviours (228 mothers, 64.6%); ability to respond appro-
priately to my child’s needs and behaviours (193, 54.7%); and
identifying my child’s needs (182 mothers, 51.6%). Perhaps a

culmination of improvements in these parenting areas has resulted
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in 312 mothers (88.4%) agreeing (including 152 strongly) that /
wnteract better with my child because of attending this group.
This was accompanied by 97.2% of Acorn mothers indicating im-
proving their Ability to appreciate my child’s perspective of the
world, because of attending Acorn , with nearly 8 in 10 indicating
this improved ‘a great deal’ or ‘quite a lot’ (272 Acorn mothers).
Moreover, the large majority of mothers (328, 92.9%) indicating
that the group has helped me to feel closer to my child (with
180 mothers strongly agreeing). Just over nine in ten mothers also
agreed that they felt more comfortable with their child being phys-
ically close to them, with just under seven in ten indicting this had
improved ‘a great deal’ or ‘quite a lot’. Similar improvements across
these indicators were reported in relation to mothers bringing a

second (and for them usually more challenging) child to Acorn.

In responding to the open question ‘What would you say are the
most stgnificant changes in your parenting and your family
life as a result of attending the group’, the second most common
written answers provided related to Improved quality of interac-
tion with child with this being recorded by just over one quarter of
Acorn mothers who completed the program. I'mproved Bonding,

attachment, closeness was also cited by around 1 in 7 mothers.

The above findings were consistently indicated by mothers in the
semi-structured follow-up interviews providing evidence of sus-
tained impact here six-eight months after program completion.
There is qualitative evidence that the tendency to continue to apply

strategies learnt through the program has further enhanced parent/

child interactions well after the program has ended, (section 7.1.2).

Evaluation: Waves 1-11 lv
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Objective 2:
To improve parenting confidence, competence,
and enjoyment for vulnerable mothers

The desire to improve parenting confidence was indicated by 85.6%
of attending mothers with over half feeling this strongly prior to
attending the program. On completing Acorn, 309 mothers (87.5%)
indicated that I have gained more confidence as a parent by
attending the group (with one third strongly agreeing) and this
applied equally to parents of older and younger eligible children
attending Acorn. Reported improvements in parental confidence
was sustained six-eight months after completing the program with
a slight shift toward strongly agreeing that this was the case. Ac-
quiring Enhanced Self-Confidence was the most common Spon-
taneous answer provided by mothers on completing Acorn to
the open question ‘What would you say are the most significant
changes i your parenting and your family life as a result of
attending the group’, with this being confirmed six-eight months

after leaving Acorn (section 7.5).

This improvement was mirrored in findings from the KPCS.
Perceived parental self-efficacy (PPSE) has significantly and
substantially increased for mothers attending Acorn (p<0.001)
with a large effect size (0.56). The proportion of mothers in the
‘non-clinical’ range more than doubled in the post-measure (from
17.6% to 35.7%) and the proportions of mothers in ‘severe clinical
range’ more than halved (from 24.9% to 9.5%). Sixty (27.1%) of the
mothers with a child aged 8 months or less at the beginning of the
program improved by six or more points on the scale in the post
measure signifying a ‘clinically reliable improvement’ in PPSE for

over a quarter of Acorn mothers.

Similar significant improvements in PPSE were also found for
the diversity of more vulnerable Acorn mothers with medium to
large effect sizes including: those indicating BPD (d.54), mothers
who spoke a language other than English at home (d.58), single
mothers (d.49), mothers with two children aged three years or less
(d.75), mothers for whom government benefits or pension was the
main source of household income (d.48), and mothers with low ed-
ucational levels (d.49). Mothers with two young children aged 36
months or less have improved most in their PPSE. The significance
and magnitude of these improvements were consistent over three
time periods for the program and triangulated with self-reports

provides strong support for program causal attribution.
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268 Acorn mothers (75.9%) indicated they had learned a lot about
parenting from attending Acorn, with 103 (76.3%) reaffirming
this in the follow-up measure. Given that Acorn does not set out to
impart parental ‘knowledge’ this reflects learning acquired through
participation in play and reflection rather than instruction. Moreo-
ver, there was a ‘rippling’ effect of learnings disseminating to peers
in the broader community with just under nine in ten mothers in
the post and follow-up measures indicating that they will (or have)

shared their new knowledge with their peers.

Nearly all Acorn mothers (99.3%) indicated improvement in Using
a range of ways to interact with my chald (e.g., through songs,
games, activities to do together) because of attending Acorn
with 281 (79.6%) indicating ‘yes, a great deal’ or ‘quite a lot’ of im-
provement. Again, near universal improvement was indicated for:
Feeling comfortable playing and interacting with my child
with 260 mothers (73.9%) indicating a ‘great deal’ or ‘quite a lot’ of
improvement in this area; and Feeling comfortable with my child
exploring the world through play, with 273 mothers (77.3%) in-

dicating a ‘great deal’ or ‘quite a lot’ of improvement.

Nearly all Acorn mothers indicated improvements in Enjoying
my role as a parent, with 249 (70.5%) indicating this improved ‘a
great deal’ or ‘quite a lot’ as a result of attending Acorn. Moreover,
95 (87.9%) of the 108 Acorn mothers who had older children (of any
age) who did not attend the program also indicated that Acorn had
helped them in parenting that child.

Over 9 in 10 Acorn mothers reported improvements in both their
Ability to reflect on how my past experiences impact on my
parenting (with 242, 68.9% indicating this improved ‘a great deal’
or ‘quite a lot’ as a result of attending Acorn), and their Ability to
reflect on how my current health impacts on my relationship
with my chald (with 239, 67.7% indicating this level of improve-
ment). These positive outcomes also applied to second attending
children at Acorn and were sustained six-eight months after com-

pleting the program.

Evaluation: Waves 1-11
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Objective 3:
To enhance mothers’ wellbeing,
coping skills, resilience, and self-efficacy

There are strong indications that the Acorn approach has provided

holistic wellbeing benefits for engaged mothers.

The PHQR-9 has demonstrated significant improvement in depres-
sion scores pre and post Acorn (Mdiff=2.27, £(343)=8.90, p<.0001)
with an effect size d.37. These improvements were evident for
different cohorts of Acorn mothers at different time periods
throughout the duration of the program. Taking those mothers
who provided both pre- and post-measures, the number of Acorn
mothers with ‘Minimal’ or ‘No’ symptoms improved to a majority
in the post-measure from 1564 (44.8%) to 212 (61.7%); the number
of mothers with no symptoms doubled to just over one in four. Re-
ductions in ‘Major Depression moderately severe to severe’ were
also evident, from 97 (28.2%) indicating this in the pre-measure
to 60 mothers (17.4%) in the post-measure. Whilst establishing
causal attribution for these improvements is problematic given the
absence of a control group and the ‘snap-shot’ nature of pre/post
measures, there is evidence here to suggest that mothers with a
range of depressive symptoms may benefit from Acorn to the point
where their symptoms subside. Clinically significant improvement
(from a ‘clinical’ to ‘non-clinical score”) were calculated for the 190
mothers scoring in the clinical range in the PHQ-9 pre-measure
for whom post-measures were obtained (section 3.3.3); 50 of these
mothers (26.3%) met these criteria for ‘clinically significant’ im-
provement. Depression also reduced significantly for those indicat-
ing BPD (with a larger effect size of .43) and similarly for a range of

sub-groups of vulnerable mothers

i.e., Single mothers; those with two children aged three years or
less; those speaking a non-English language at home, those receiv-
ing Government benefit as the main household income, and those
with low education levels, (section 7.3.1). Those finding coping
with their depressive symptoms ‘very’ or ‘extremely’ difficult also
reduced by more than half, from 101 (29.4%) to 43 (12.5%).
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There has also been a clear improvement in overall ‘Total Parenting
Stress’ and in each of the PSI-SF domains (‘Parental Distress’, ‘Par-
ent-Child Dysfunctional Interaction’ and ‘Difficult Child’ - section
7.3). Significant improvement in parental stress were consistent
throughout the duration of the program. The numbers indicating
‘clinically significant’ or ‘high’ Total Parenting Stress almost halved
from 60 (17.4%) to 30 (8.7%), and for Parental Distress (the most
prevalent stress related issue for Acorn mothers), the numbers in
these levels moved from 190 (565.2%) to 144 (41.9%). These sig-
nificant improvements with effect sizes ranging from medium to
large were evident across the domains of the PSI-SF for a range
of ‘most vulnerable’ sub-populations of Acorn mothers including
those whose household income was mainly Government benefit

and those with lower educational levels.

Parenting stress was noticeably higher in relation to the second
older attending child at Acorn and this improved significantly and
substantially with a large effect size (d.91). Mothers bringing two
children to the program appear to have benefitted greatly in this
regard as the effect size of the improvement with their youngest
child was also larger than for the broader group of mothers (d.63),
suggesting some ‘added value’ for parents attending Acorn with
two children under 3 years old. Moreover, 16 mothers scored in the
96th percentile or higher for ‘parent-child dysfunctional interac-
tion” (PCDI) in the pre-measure and this reduced to 4 in the post-
measure, moving 12 mothers away from indications of potential
child abuse. With regard to the second older attending child, PCDI
scores were initially high, but the improvement was significant and

substantial with a large effect size d.81.

The large majority (259, 88.7%) reported that the program has
helped me to cope better as a parent, with 119 (33.8% indicating
‘strongly agree’). For mothers indicating BPD, the wish to cope
better as a parent was more broadly expressed as a reason for
attending Acorn, and nearly nine in ten of these mothers (72,
88.9%) agreed that Acorn had helped them in this regard, with
just under one third strongly agreeing this was the case. 319
(90.4%) mothers indicated that the group has made me feel
better about myself as a parent with 137 (38.8%) strongly agree-
ing this was the case; 71 mothers indicating BPD (87.7%) agreed
with this item, 29 (35.8%) strongly.

[ J
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While still a majority, Acorn mothers were less likely to agree that
the group has made me more confident to access other family
services if I need them, with 233 (66.0%) endorsing this item, 61
(17.3%) ‘strongly’. This lower level of agreement was partly ex-
plained by some mothers expressing existing confidence in this
area prior to Acorn; this may be related to the fact that that all
mothers were referred to Acorn by existing services with which
they had some degree of engagement. However, enhanced confi-
dence to access suitable family services was sustained or improved
for around two-thirds of completing mothers; taking just those 122
mothers interviewed in both the post and follow-up measures, 81
(66.4%) indicated improvement on completing the program with
this raising to 94 (77.0%) indicating this six-eight months later.
Having engaged with Acorn over the three-month period and
grown in personal/parenting confidence, it appears that at least
in some cases the awareness that the program has helped in this
regard grew after its completion. This may be related to the almost
universal recognition among Acorn mothers that / am not alone in
the struggles I can face as a parent, with 293 (83.0%) of mothers
indicating this had improved ‘a great deal’ or ‘quite a lot’. This
suggests both a reduction in perceived isolation and stigma, both
common experiences for mothers with maternal mental illnesses,
and is an important step toward greater social connectivity ad-

dressed in Objective 4.

Most mothers in the post-measure (208, 59.1%) indicated that
the group has helped our family to be more independent and
resilient, and this appears to have improved since completing
the program. While a sizable minority of mothers did not indi-
cate a desire to seek this improvement, of the 115 mothers in the
pre-measure who indicated strongly that they wanted their family
to be more independent and resilient, 85 (73.9%) agreed this had
occurred in the post-measure and this perspective was sustained
six-eight months after finishing Acorn. Clearly Acorn achieved this

outcome for most of the mothers who indicated this need.

When asked: ‘What would you say are the most significant
changes 1n your parenting and your famaly life as a result of
attending the group?’ the third most frequently and spontane-
ously expressed change concerned Improvements in personal well-
being. A broad range of improvements were expressed (e.g., being
calmer or more relaxed; being less depressed/anxious; general
feelings of greater wellbeing/happiness; more patience; and feeling
less stressed). These improvements have been further authenticat-

ed through the application of standardized tools.
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Objective 4:
To Expand and Strengthen Social/Community
Supports and build Social Connectedness

Providing a safe, relaxed, and non-judgemental group environment
of mothers with shared parenting and mental health issues and
engaging them in collective interactive group activities with their
children has encouraged friendships to develop, and this has met a
clear personal objective for participating in the program indicated
by the large majority (87.3%) of Acorn mothers. Over eight in ten
mothers agreed [ made friends with other parents in the group,
with 134 (38.1%) strongly agreeing this was the case. For mothers
indicating BPD these proportions were slightly lower, but none-
theless 77.8% agreed they had made friends, and 39.5% strongly
agreed this had occurred. Of the 168 Acorn mothers who completed
Acorn and had indicated strongly at the beginning of the program
that a reason for attending was to become acquainted with other
mothers, 86.3% (145 mothers) agreed that they had made friends at
the end of the program, 47.0% (79 mothers) ‘strongly’. The majority
of friendships appear have sustained and, in some cases, strength-
ened months after completing the program including through
ongoing Facebook groups established by former Acorn clients.
Around one in ten mothers spontaneously cited Being more so-
cially supported and connected as the most significant change in

their parenting or family life as a result of attending Acorn.

Acorn has been more successful in fostering relationships and con-
nections between attending mothers than between mothers and the
broader community. Nonetheless, 224 mothers, (63.6%) indicated /
feel more connected to my community because of attending the
group, with this proportion being similar for mothers indicating
BPD (66.7%). Of the 98 completing mothers who strongly indicat-
ed that they wished to feel more connected to their community in
the pre-measure, 75 (76.56%) agreed that this had been achieved
in the post- measure. A majority of mothers continued to endorse
this change and attribute this to Acorn six-eight months after the

program.

Given that Acorn mothers had been referred to the program, they
clearly had prior experience with existing supports. Nonetheless,
222 mothers (62.9%) agreed [ am more aware of other services
and community supports for myself or my family as a result
of attending the group. Despite known high patterns of service
usage among mothers indicating BPD, 70.4% of these mothers

agreed they had raised awareness in this area.

Vv
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It was also the case that 314 mothers (89.7%) indicated they ‘will
share’ their learnings through the Acorn program with their peers,
and confirmation that this intention was enacted was indicated in
the follow-up measure with 121 (89.6%) agreeing I have shared
what I have learnt from the group program with other parents
like me, (with just under half of these strongly agreeing this item).
In this sense there has been a rippling effect of program messages
in the community and clearly Acorn mothers have valued their ex-
perience to the point of being motivated enough to share this with
their peers. This is consistent with the development of improved
confidence indicated by the majority of completing mothers and
while for many this focussed on sharing elements of Dance Play at
least for some mothers this also highlights a sense of empowerment
to connect with peers discuss sensitive parenting issues in order

to help them.

Most Acorn mothers indicated that participation in the program
has enhanced their family situation with 220 (62.3%) of com-
pleting mothers indicating the group has helped our family to
have better relationships. This appears to have improved over
time; taking those 122 mothers for whom both post, and follow-up
measures are available, 58.2% of these mothers indicated Acorn
had helped to improved family relationships in the post measure
with this increasing to 76.9% in the follow-up measure. Of the 153
mothers who strongly agreed in the pre-measure that they wanted
their family to have better relationships, 106 (69.3%) agreed that
the group has helped our family to have better relationships
in the post-measure; 77.6% of these mothers interviewed six-eight
months after the program agreed that this was the case. Taken
with the responses addressing family independence and resil-
ience this suggests that improvements in family functioning were
sustained and for some mothers may have taken time to come to
fruition; more than three-quarters of interviewed
mothers acknowledged the role of Acorn in
helping this to happen months after leaving

the program.

While it is likely that some existing fa-
milial circumstances and contexts may
be impervious to the influence of any
single parenting program, it was still
the case that some profound changes

in family circumstances were raised. l
A number of mothers described a

mechanism for this being the sharing
and enactment of parenting skills and
strategies with their partners which
had been acquired or honed through
the program, with this subsequently

improving their family life.
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Dose/Response

There were 27 completing Acorn mothers who attended less than
half of the Acorn sessions. These mothers benefitted from Acorn
but across fewer dimensions than those mothers attending more
than half of the sessions (section 9.0), supporting the program’s
current 15-week structure. While small numbers render interpre-
tations tentative, mothers who for whatever reason cannot attend
the whole program are still experiencing positive outcomes. It is
also noteworthy that whilst these mothers attended less sessions,
their attendance was spread over the duration of the program
with all attending the penultimate session to complete the evalu-
ation instruments. This may have provided the time for mothers
to enact strategies acquired through the program at their own
pace between attended sessions. It is also the case that providing
the current program over the three months may be particularly
important as most Acorn mothers were unable to attend all 15
sessions. However, we can conclude that there are greater bene-
fits for mothers who attend more than 7 Acorn sessions, notably
in terms of wellbeing and parental confidence/perceived parental

self-efficacy.

For mothers identified as relatively more vulnerable who re-en-
rolled in the program for a second Acorn, repeating the program
provides some ‘added’ benefits for these

mothers. This has validated the deci-

sion to employ clinical judgement

in re-enrolling the more vul-
nerable of Acorn mothers
into the program for a

second time.

L BN
Evaluation: Waves 1-11 V111



%3 The Acorn Program for mums and bubs...

Conclusion

Acorn has been holistically achieving its stated objectives for the
large majority of completing mothers many of whom have profound
co-occurring mental health issues including around one third with

borderline personality disorder.

The program has clearly nurtured and enhanced parental wellbeing
and the quality of the parent/child relationship for mothers experi-
encing identified mental health illnesses and their young children
with enduring positive outcomes. Through enacting a program in-
formed by attachment theory, Acorn has enhanced understanding
of the relationship of child needs, feelings, and behaviours, for at-
tending mothers who have acquired a greater ability to respond to
these and to appreciate their child’s perspective while developing
their own reflective capacities concerning the impacts of their past
experiences and current health issues on their parenting. This has
further helped to enhance the parenting of older children in the
family setting. Mothers have acquired greater parental competence
and confidence to engage in a range of healthy interaction play ac-
tivities freely and comfortably with their children. Mothers almost
universally identified that their children had benefitted from par-
ticipation with this being sustained months after completing the
program and with the majority strongly agreeing this was the case,
and this was supported by standardised observations of enhanced
child interaction skills with their mother on completing Acorn, par-
ticularly the children’s ‘clarity of cues’ which compared favourably
with the normative population. Many mothers have grown to feel
closer to their child with over half asserting this strongly and the

large majority are happier in their parenting.

Moreover, there were clear improvements in mental health wellbe-
ing: in depression and coping both with depression and parenting
issues generally; in parental stress and distress; and in perceived
parental self-efficacy. Clearly a broad array of known influenc-
es on the quality of parenting and the parent-child relationship
have been significantly improved through the program and this

was demonstrated for a range of ‘most’ vulnerable sub-groups of

mothers attending the program including those with borderline

personality disorder. This has been accompanied by expanded

social supports and friendships for many attending mothers.

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Acorn mum’s experiences have been shared with partners/spouses
and this along with improvements in mothers’ wellbeing and par-
enting relationships has encouraged improved relationships within
families. Learnings from this highly valued and universally recom-
mended program have also been provided to peers in the broader

community.

In conclusion, there is a strong weight of evidence accumulated
from a range of triangulated data sources that Acorn is delivering
a valued, appropriate, and effective program and through estab-
lishing stable referral pathways across the sector is reaching and
engaging a diverse population of highly vulnerable mothers and
children. The program is achieving its stated objectives and the
sustained nature of the impacts from Acorn six- eight months after
its completion for the large majority of attending mothers has been
particularly impressive. The program is clearly aligned with and
addresses the identified needs of its client base and has taken sub-
stantial steps toward holistically nurturing and enhancing paren-
tal wellbeing and the quality of the parent/child relationship for a

large number of South Australian mothers

Given the prevalence of maternal mental health issues and sub-
stantial potential consequences of poor maternal mental health
for mothers and offspring, the Acorn program offers an effective
means of addressing this pressing public health issue by enabling
larger numbers of mothers and children to be helped in a support-
ive group environment. This has additional gravitas in the shadow
of COVID-19 with expanding numbers of those suffering mental
illness and with the increasing numbers of previously undiagnosed
cases emerging through the implementation of routine screening
procedures. This coherent and established program is well posi-

tioned to help address this pressing challenge.

ACORN Parenting Program | April 2022

o
Evaluation: Waves 1-11 1X



Contents

Executive Summary

List of Figures

List of Quotation Boxes (MSC)

List of Tables

1.0 Introduction and Literature Review

2.0 The Acorn Parenting Program:
foundation, Goal and Objectives

3.0 Evaluation Design & Methodology

3.1 Adoption of a participatory action research approach

3.1.1 Overview

3.1.2 Rationale for the selection of a Participatory
Action Research Evaluation

3.1.3 The Evolution of the Model and Evaluation

3.1.4 Ethics

3.2 Data collection methods
3.2.1 Mother Self-Completion Tools
3.2.2 Standardized Observations
3.2.3 Follow-up telephone interviews

3.2.4 Client Focus groups

3.3 Applied Evaluation tools

3.3.1 Client Self-Completion questionnaires
& Follow-up Interview Schedule

3.3.2 Parenting stress index-short form [PSI-SF]-
3.3.3 The Patient-Health Questionnaire 9 [PHQ-9]
3.3.4 The Karitane Parenting Scale [KPCS]

3.3.6 Nursing Child Assessment Satellite Training (NCAST)

Teaching Scale [NCAT]

3.3.6 The McLean Screening Instrument for
Borderline Personality Disorder [MSI-BPD]

3.4 Data Analyses
4.0 Client Participation.

5.0 Program Scope
5.1 Program Referral
5.2 Acorn Group Localities and Client Participation

5.3 Participant Characteristics
5.3.1 Baseline Demographics
5.3.2 Baseline Psychological Characteristics
5.3.3 Client Withdrawal
5.3.4 Client Re-Enrolment

5.3.,56 Six-Eight Month Semi-Structured
Follow-up interviews

ACORN Parenting Program | April 2022

%3 The Acorn Program tor mums and bubs...

i

10
10
10
10
10

11

11
12
12
13

13

14

14

15

16
16
16

17
17
19
20
22

22

6.0

7.0

8.0

10.0

11.0

12.0

13.0

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Process Evaluation.

6.1 Perceived Level of Current ability

in parenting related areas

6.2 Alignment of client personal objectives

for attending Acorn with program Objectives

6.3 Client Engagement and appraisal of

Acorn delivery and Principal Components

Program Outcomes

7.1 Objective 1: To Enhance the quality
of the parent-child interaction
7.1.1 NCAT Observational Measures
7.1.2 Self-Reported Measures

7.2 Objective 2: To improve parenting confidence,

competence, and enjoyment for vulnerable mothers
7.2.1 KPCS Measures
7.2.2 Self-Reported Measures

7.3 Objective 3: To enhance mothers’ wellbeing

coping sKkills, resilience, and self-efficacy
7.3.1 PHQ-9 Measures

7.3.2 PSI-SF Measures

7.3.3 Self-Reported Measures

23

23

24

25

29

29
29
33

36
36
38

41
41
43
45

7.4 Objective 4: To Expand and Strengthen Social/Community

Supports and build Social Connectedness

7.5 Self-Reported Most Significant Changes

Mums Identifying as Aboriginal
Torres Strait Islander

Dose/Response
Discussion
Limitations
Conclusions

References

Evaluation: Waves 1-11

48

52

56

57

59

62

64

65



S 1
‘3 The Acorn Program tor mums and bubs... Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

List of figures List of tables

Figure 1:  Distribution of Attending Mothers’ Table 1: Recorded Referral Sources Waves 1- 11 16

Ages (Years) 17 Table 2: Acorn Client Enrolment by Locality 16
Figure 2:  Distribution of attending Child Table 3: Baseline Characteristics of Acorn

Ages (Months) 17 Participants 18
Figure 3:  Indicated reasons for attending - Table 4: Correlations of psychometric measures

‘strongly agree’: Completing mums for Acorn Mothers 20

v Withdrawing mums 21

Table 5: Personal objectives for attending Acorn 24

Figure 4:  Personal assessment of current abilities

‘excellent’ or ‘good’ Pre-Acorn: Table 6: Process Items endorsed by participating

All Mums vs indicating BPD 23 mothers 24
Figure 5: Mother assessment of helpfulness Table 7 NCAT Pre & Post Measures t-test, p values
of Acorn strategies for them 26 and effect sizes 29

Table 8: NCAT Caregiver-Infant Total Scores —
Vulnerable Sub-Populations Pre & Post

Figure 6a: Post & Follow-Up Measures Objective 1 —
Levels of agreement with Likert items
(n=122) 35 Measures t-test, p values and effect sizes 30
Table 9: NCAT scores Pre & Post located
in Standard Deviations from Normative

Mean (Count / %) 31

Figure 6b: Post & Follow-Up Measures Objective 1 —
Improved a ‘Great Deal’ or ‘Quite a Lot’
n=122) 35

Table 10: Self- Post-M =
Figure 7a: Post & Follow-Up Measures Objective 2 — able 10: Self-Reported Post-Measures (n=353) &

Levels of agreement with Likert items 6-8 Month Follow-Up Interview (n=135) 34
(n=122) 38 Table 11: KPCS Scores Pre and Post (n=221) 36
Figure 7b: Post & Follow-Up Measures Objective 2 — Table 12: KPCS Scores - Vulnerable Sub-Populations 37
Improved A Great Deal’ or ‘Quite a Lot’ Table 13: PHQ-9 scores Pre & Post (n=344) 41

m=122) 39
Table 14: PHQ-9 scores - Vulnerable Sub-Populations

Figure 8: Post & Follow-Up Measures Objective 3 — Pre & Post Measures t-test, p values

Levels of agreement with Likert items
n=122) 46

and effect sizes 42

Table 15: PSI-SF & Domains addressing youngest

child pre & post (n=344) [Level score range,
Levels of agreement with Likert items no’ mums, % mums] 43

(n=122) 50

Figure 9:  Post & Follow-Up Measures Objective 4 —

Table 16: PSI-SF scores — Vulnerable Sub-Populations
Pre & Post Measures t-test, p values and

List of Quotation eifect sizes .
Boxes (MSC)

Most Significant Change Indicative
Comments: Post & Follow-Up

Box 1: Enhanced Self-Confidence 52
Box 2: Improved quality of interaction with child 53
Box 3: Improvements in personal wellbeing 53

Box 4: Improved Bonding, Attachment, Closeness 54

Box 5: Other Improvements 55

ACORN Parenting Program | April 2022 Evaluation: Waves 1-11



%5 The Acorn Program tor mums and bubs...

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

1.0 Introduction and Literature Review

Depression has been identified as the third highest burden of
disease both globally and in Australia where it is the highest cause
of non-fatal disability (Australian Institute of Health and Welfare,
2014). A majority of people with depression may be undiagnosed
and left untreated the condition can worsen (Williams, Chung, &
Muennig, 2017). Maternal depression is common, but prevalence
estimates vary depending on the population studied, measures
applied and the time frame considered (Cox, Sowa, Meltzer-Brody,
& Gaynes, 2016). A recent overview of 80 countries estimated a
global postpartum depression prevalence of around 17.2%; the
highest rate of 39.96% was found in South Africa, with Australia
being around 11.22% (Wang et al., 2021). However, these rates
do not fully reflect the magnitude of the problem as they exclude
mothers who were already receiving psychiatric care or were
already recognised as having possible depression. Moreover, the
COVID-19 pandemic has dramatically worsened mental health
globally with an estimated 53.2 million additional cases of major
depressive disorder in 2020 (COVID-19 Mental Disorders Collabo-
rators, 2021).

Postpartum depression may be specified by the onset of mood
symptoms during pregnancy or in the early weeks after parturition
which endure beyond the two week ‘baby blues’ period experienced
by many mothers (American Psychiatric Association, 2013; Non-
nenmacher, Noe, & Ehrenthal, 2016). However, postpartum depres-
sion can be experienced by women up to twelve months after the
birth of their child (Kroh & Lim, 2021). Experiencing depression
is not limited to the postpartum period, and an Australian study
found maternal depression to be more common when the child
passes toddler age than in the first twelve months post-partum
(Woolhouse, Gartland, Mensah, & Brown, 2015). Mothers with
depression experience a range of symptoms including depressed
mood, mood swings, difficulties coping, anxiety, feelings of guilt,
shame and worthlessness, a sense of overwhelming loneliness and
feeling alone in their experiences, extreme concerns about their
baby and a loss of interest in daily activities (C.T. Beck, 1992;
Bilszta, Ericksen, Buist, & Milgrom, 2010; Caldwell, Meredith,
Whittingham, & Ziviani, 2021; Dunford & Granger, 2017; Norhayati,
Hazlina, Asrenee, & Emilin, 2015). Postpartum depressive symp-
toms are associated with higher parenting stress (Cornish et al.,
2006; Gerdes et al., 2007; Sidor, Kunz, Schweyer, Eickhorst, &
Cierpka, 2011), and ‘parental distress’ in particular has been found
to predict later depressive symptoms (Thomason et al., 2014). Ex-
periencing depression also increases the risk of maternal suicide
(Sit, Rothschild, & Wisner, 2006). The majority of people suffering
from depression have at least one comorbid mental disorder and
the prevalence of mental health comorbidity has been shown to in-
crease with severity of depression (Steffen, Niibel, Jacobi, Bétzing,
& Holstiege, 2020). This array of mental health comorbidities and
a range of specific mental health illnesses experienced during
motherhood increases the overall enduringly high prevalence of

maternal mental illness.
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There is large body of research associating maternal mental illness
with negative parenting behaviours, disengaged parenting and
poorer mother-infant interaction during infancy, with most of this
work addressing maternal depression (T.  Field, 2010; T. Field,
Hernandez-Reif, & Diego, 2006; Tiffany Field et al., 2007, S. H.
Goodman & Gotlib, 1999; N. L. Letourneau et al., 2012; Lovejoy,
Graczyk, O’Hare, & Neuman, 2000; Murray & Cooper, 1997; Corinna
Reck et al., 2004; A. Stein et al., 2008; Tronick & Reck, 2009). The
potential negative effects of a range of other specific mental illness-
es on parenting have also been documented including psychotic
illnesses (Ramsauer & Achtergarde, 2018), anxiety (C.L. Dennis,
Falah-Hassani, & Shiri, 2017; T. Field, 2018), and borderline per-
sonality disorder (Bartsch, Roberts, Davies, & Proeve, 2015;
Eyden, Winsper, Wolke, Broome, & MacCallum, 2016). Stress in the
parenting system has been specifically shown to impinge on the
quality of parenting behaviour (Mulsow, Caldera, Pursley, Reifman,
& Huston, 2002), and the quality of the developing relationship
between mother and infant (Tharner et al., 2012), and parents with
high stress derive less meaning and satisfaction from caregiving
(Rholes, Simpson, & Friedman, 2006).

can moderate the relationship between maternal mental illness

Socioeconomic factors

and negative parenting practices with the association tending to
be stronger in lower socio-economic groups and where the mother
has lower formal education (Lovejoy et al., 2000; A. Stein et al.,
2008). The compromised emotions many mothers with maternal
mental illness experience can also distort emotional communi-
cation with their children (Tronick & Reck, 2009). Subsequently
mothers’ enjoyment of the parental role may be reduced affecting a
delay in developing competency in parenting skills and potentially
creating a detached, mechanistic caregiving experience (Barr,
2008). Moreover, an important predictor of parenting behaviour is
how parents were parented themselves (Anda et al., 2006; Conger,
Belsky, & Capaldi, 2009), highlighting the potential endurance of

unchecked problems through generations.

Given the above difficulties, it is predictable that maternal mental
illness is associated with low maternal confidence (Arante, Tabb,
Wang, & Faisal-Cury, 2020), and low perceived parental self-effica-
cy (PPSE) (Reece, 1992; Teti & Gelfand, 1991). PPSE refers to the
capabilities parents believe they have to successfully organise and
execute situation specific parenting tasks (Bloomfield et al., 2005),
and this is positively associated with actual parenting competence
(Teti & Gelfand, 1991). Low maternal confidence experienced in
the early postpartum period has also been shown to persist 12-15
months after delivery regardless of mental health improvements,
and may continue to have a negative effect on the mother-child
relationship (Arante et al., 2020; Zietlow, Schliiter, Nonnenmacher,
Miiller, & Reck, 2014). Improving parental confidence and com-
petence to engage with their children is therefore an important
consideration in optimising the impact of parenting programs for

mothers with maternal illness.
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Evidence has accumulated of the negative effects of maternal
mental illness on offspring (Hoffman, Dunn, & Njoroge, 2017,
O’Connor, Monk, & Burke, 2016; Rayce, Rasmussen, Veever, & Pon-
toppidan, 2020; A. Stein et al., 2014), with this causal pathway being
mediated by the quality of parenting behaviours (A. Stein et al.,
2008; A. Stein et al., 2014). The quality of mother-child interaction
has been shown to predict the child’s later positive cognitive and
socio-emotional development, and academic competence in middle
childhood (Evans & Porter, 2009; Kochanska, Aksan, & Carlson,
2005; NICHD Early Child Care Research Network, 2000; Oxford &
Findlay, 2013; Stright, Gallagher, & Kelley, 2008). Parenting stress
may negatively affect subsequent child emotional and behavioural
development (Tharner et al., 2012) with the first three years of
the child’s life being critically important (Bowlby, 1969), and high
parenting stress has been associated with avoidant and disorgan-
ised attachment styles for children (R.R. Abidin, 2012; Ainsworth,
Blehar, Waters, & Wall, 1978). Both parenting stress and maternal
depression are associated with family conflict and relationship
breakdown, which can also contribute to later socio-emotional and
behavioural problems for offspring (Eisenhower, Baker, & Blacher,
2009; Hanington, Heron, Stein, & Ramchandani, 2012; Holden,
1991; A. Stein et al., 2014; Stith et al., 2009; Tharner et al., 2012).

Psychosocial and psychological programs can help mothers with
mental illness with the most accumulated evidence of efficacious-
ness addressing depression. Several reviews and meta-analyses
have found a broad range of interventions to be effective in re-
ducing depressive symptomology, including peer/social support,
and non-directive counselling where mothers are encouraged to
explore their feelings and find their own solutions, (C.L. Dennis &
Hodnett, 2007; Lumley, Austin, & Mitchell, 2004). A meta-analysis
by Goodman and Santangelo (2011) found efficacy for the group
treatment of postnatal depression (PND) using a variety of thera-
pies including interpersonal therapy, mother-infant interventions
and unstructured social support. Similar findings were obtained
in a meta-analysis of group and individual programs for women
with PND delivered in community based settings (Stephens, Ford,
Paudyal, & Smith, 2016). Where various types of psychotherapeu-
tic interventions have been compared, they have been found to be
approximately equally effective treatments for postpartum and
other forms of depression (P. Cuijpers, Brainnmark, & van Straten,
2008; Pim Cuijpers et al., 2021). This has led researchers to argue
that patient preference should therefore play a prominent role in
choosing therapy (Naber & Bullinger, 2018). Providing interven-
tions that are considered appropriate, safe and valuable from the
perspective of the mothers with maternal depression may be par-
ticularly important given identified barriers to their engagement
with medical treatments, such as ambivalence and concerns about
medical effects on breast milk and parenting performance (Bilszta
et al., 2010; Stephens et al., 2016).
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A major challenge here is that treating the mother’s mental illness
alone does not necessarily help enhance an impaired parent-child
relationship and its negative consequences for the child (Cicchetti,
Toth, & Rogosch, 1999; Ericksen et al., 2018; Forman et al., 2007;
McMahon, Barnett, Kowalenko, & Tennant, 2006; Murray, Cooper,
Wilson, & Romaniuk, 2002; Nylen, Moran, Franklin , & O’Hara,
2006; Poobalan et al., 2007). Notably, studies with mothers in re-
mission have demonstrated that impairments in parenting devel-
oped during acute maternal depression can persist (Dittrich et al.,
2018; Kluczniok et al., 2016).

However, interventions that successfully enhance the mother-in-
fant relationship and build parental confidence have been shown
to provide a protective buffer for the effects of maternal mental
illness and subsequent compromised child development (P.K.
Coleman & Karraker, 1997; T. L. Jones & Prinz, 2005; Nylen et al.,
2006). Relatedly, building parental confidence and PPSE, can
have a positive influence on healthy parenting practices (Finlay-
son, Siefert, Ismail, & Sohn, 2007). Given the potential to modify
parenting behaviour, there is a strong case for developing effective
parenting interventions for mothers with maternal mental illness
to mediate the effects of their illness on child outcomes (A. Stein
et al., 2014).

There is also a sound rationale for offering blended parenting in-
terventions for mothers with maternal mental illness in a format
that provides social support and connectivity. Social isolation is
commonly associated with significant mental illness (da Rocha,
Rhodes, Vasilopoulou, & Hutton, 2018; Nilaweera, Doran, & Fisher,
2014; Pucker, Temes, & Zanarini, 2019; Teo, Lerrigo, & Rogers, 2013
May), and there is a demonstrable relationship between poorer
mental health and lower levels of social connectedness (T. Cruwys,
S.A. Haslam, & G.A. Dingle, 2014). While mental health issues
can increase social isolation (American Psychiatric Association,
2013), a lack of social support has been found to be a significant
predictor of postpartum depression (C.T. Beck, 2001; Eastwood et
al., 2012). Moreover, there is evidence that improving social con-
nectedness benefits mental health generally (Kawachi & Berkman,
2001; Perkins, Subramanian, & Christakis, 2015) and depression
specifically (Cruwys, Dingle, & Haslam, 2013; T. Cruwys, S.A.
Haslam, & G.A. Dingle, 2014; Haslam, Cruwys, & Haslam, 2016;
Saeri, Cruwys, Barlow, Stronge, & Sibley, 2018). There is also qual-
itative evidence that access to peer support promotes emotional
wellbeing for mothers experiencing perinatal mental illness by
helping to alleviate isolation, guilt and stigma (C. C. Jones, Jomeen,
& Hayter, 2014).

A recent systematic review addressing the effects of various treat-
ments of postpartum depression on parenting and child develop-
ment found that those that utilised both maternal-child interaction

guidance and psychotherapeutic group support can significantly
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improve parenting and child development outcomes (N.L. Le-
tourneau, Dennis, Cosic, & Linder, 2017). The evidence therefore
suggests that parenting interventions for mothers with maternal
mental illness should provide both strategies to address mental
health symptom relief and strategies to enhance the quality of the
parent/child relationship. In the latter case integrating activities
that enhance mother-infant interaction, build parental confidence/
perceived parental self-efficacy, and encourage sensitive parenting
and maternal bonding may be of particular benefit (Ericksen et al.,
2018; Knitzer, Theberge, & Johnson, 2008; A. Lieberman & Zeanah,
1999). Holistic group-based parenting interventions may offer ad-
ditional social support related benefits for mothers with maternal
mental health issues along with the potential for a mutual learning
environment where skills and strategies can be practiced. This
composite, holistic approach may optimise the likelihood of better
outcomes for mothers, children, and families (Forman et al., 2007;
M. Muzik et al., 2015; Nylen et al., 2006; C. Reck, Zietlow, Miiller, &
Dubber, 2016).

Given the prevalence of maternal mental health issues and sub-
stantial potential consequences of poor maternal mental health
for mothers and offspring, such group-based strategies may offer
a more effective means of addressing this pressing public health
issue by enabling larger numbers of mothers and children to be
helped in a supportive environment. This has additional gravitas
in the shadow of COVID-19 with expanding numbers of those
suffering mental illness and with the increasing numbers of previ-
ously undiagnosed cases emerging through the implementation of
routine screening procedures such as those introduced in Austral-
ia through the National Perinatal Depression Initiative (Australian

Government Department of Health and Ageing, 2009).

It is against this background of the need for a blended group-based
approach to address a substantial public health issue that the

Acorn program emerged.
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2.0 The Acorn Parenting Program:
foundation, Goal and Objectives!

Funded by the Hopscotch Foundation, the Acorn
parenting program s a communily and group-
based, intervention to help mothers of young
children (0-36 months) who are experiencing
both maternal mental 1llness and mother-imfant
relationship difficulties which tmpinge upon
the quality of their parenting. Referral to the
Acorn program is from a broad range of sources:
ncluding Child and Family Health Sevvices,
Perinatal and Infant Mental Health Services,
general hospitals, private psychiatric and
psychology consultants, General Practice net-
works and individual GP practices, government
run agencies and non-government Communi-
ly-based programs. The first eleven Wawves of the
program have been hosted by AnglicareSA in

South Australia.

The theoretical underpinnings of the Acorn program were derived
from attachment research which reinforces how the quality of the
parent child attachment has a significant role in the life trajecto-
ry of the child (Schore, 2001). Attachment based interventions
target the processes associated with the development of secure
early attachments and at the same time address the origins of dis-
organization (Bakermans-Kranenburg, Van IJzendoorn, & Juffer,
2005). Important for building secure attachment are parental
sensitivity (De Wolff & Van IJzendoorn, 1997) and reflective
functioning (Berlin, Zeanah, & A.F., 2008) on the foundation of
a secure base within the therapeutic relationship. This therapy
allows the women to experience a relationship that is safe, curious
and reflective, thereby assisting processing and integration of her
past history (A. F. Lieberman, 2004). A specific focus within this
relational approach is the support of arousal regulation in both
the parent and infant. Activities are also designed to help women
strengthen their relationship with each other and build stronger

social local networks.

Acornis a group program of 15 weekly sessions incorporating three
primary components: song and dance activities (‘Dance Play’) that
encourage meaningful interactions between mothers and infants;
strength based cognitive reflection (‘Reflective Journaling’) that
creates space for the mothers to deeply consider new perspectives,
values, and parenting goals; and between session e-mail corre-
spondence ("Therapeutic letters’) to provide additional support

and encouragement. Parents are supported in a ‘non-judgmental’

safe environment (often part of a child-care Centre) to overcome
blocks in their ability to accurately read, interpret and appropri-
ately respond to their infant’s cues because of the impact of their
mental health. The groups are staffed by a dance and movement
specialist, a Mental Health Clinician (a psychologist, social worker,
or mental health nurse, trained in in maternal and infant mental
health and attachment theory), and a Family Support Practitioner
(FSP) who leads the journaling and reflection components of the
group. 3-4 volunteers are required, depending on group numbers
(between 5-10 dyads per group) who care for the infants whilst the
women work on their personal issues. Staff debrief following each
group session and the teams of Dance Workers, FSPs and Mental
Health Clinicians meet regularly to share experiences and ensure

consistency across the program.

Dance Play addresses the mother-infant interactional relationship,
focusing on building moments of connection using music and
movement to build positive affect as an aspect of stress reduction
(Sroufe, 1997). The strategy seeks to create a change in synchrony,
potentially generating new responses in the infant (De L'Etoile,
2006). The Acorn program incorporated Dance Play through 55-
minute group sessions with the Dance worker which encourage
dyadic communication dance/movement and reciprocity using
songs written for the program (Malloch et al., 2012; Van Puyvelde
etal., 2014).

Following the Dance Play parent reflection time is facilitated using
journaling (Miller, 2014) which focuses on building reflective func-
tioning - the capacity to understand the dynamics of the internal
and interpersonal emotional life of oneself and the other (Fonagy &
Target, 1997; Slade, 2005). The women are encouraged to explore
and share their mental health experiences and core relational con-
flicts with empathic appreciation of their ambivalent relationships
with their infant (Zeanah, 2009), while volunteers care for the

infants close by.

After the departure of the participants, the Mental Health Clini-
cians who have supported both the dance and journaling sections
discuss core conflicts of each woman and write a therapeutic letter
(Epston, 1994; Kindsvatter, Desmond, Yanikoski, & Stahl, 2013)
sent to each mother each week between Acorn sessions. Such
letters have been developed as a mode of extending reflections
from therapists to patient beyond the sessions. Observed strengths
are used as the basis for the letters (Moules, 2009) which convey
interest, support, curiosity regarding challenges the mother may
face and belief in the potential for positive change. An Acorn Co-
ordinator is also enlisted to organise referrals, collate resources
and evaluation materials, and collate information concerning client

withdrawal for the program.

1 Tacknowledge the help of Prof Ann Sved Williams in summarizing the Acorn program here. A more comprehensive description and materials is available in the Acorn Program Manual compiled

by Dr. Sally Chance and available through the Hopscotch Foundation.
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Acorn groups were established progressively at community venues
covering 13 geographically dispersed locations in metropolitan
and outer metropolitan Adelaide suburbs, a city of approximate-
ly 1,600,000. This has ranged from semi-rural settings (Mount
Barker) to established industrialised areas (Salisbury North). The
program was delivered in ‘waves” twice a year to between 4-10
groups at a time. Evaluation of each 15-week wave was implement-
ed and progressively used to shape the program as it evolved in
response to both participant and therapist responses. The program
and evaluation are overseen by a ‘critical’ Reference Group (Y.
Wadsworth, 1998) comprised of program stakeholders and repre-
sentatives of referring agencies working in partnership with the
evaluator, and this directed the program and evaluation following

periodic reporting of findings after each Wave of delivery.

The Acorn program has inclusively workshopped and designed
a program logic and manual (available on request) stipulating a
range of desired Acorn outcomes/objectives. These objectives were
revised on several occasions as the program evolved through a
participatory action research approach to meet the needs of partic-
ipating mothers and children; the stated goal and objectives of the

Acorn program are:
Goal:

“To holistically nurture and enhance parental
wellbeing and the quality of the parent/child
relationship for mothers experiencing identified,

mental health illnesses and their young children

aged 0-36 months’,

AT
i l{\ S P i

2 The evaluator has been awarded a ‘National Commendation for Excellence in Evaluation’ by the Australasian Evaluation Society, has designed, and delivered University programs in evaluation in

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Objectives:

1. To enhance the quality of the
parent-child interaction

2. To improve parenting confidence,
competence, and enjoyment for
vulnerable mothers

3. To enhance mothers’ wellbeing, coping
skulls, resilience, and self-efficacy

4. To expand and strengthen Social/
Community supports and build
Soctal Connectedness

ACORN has been evaluated using an adapted participatory action

research approach (PAR) by Action Research Partnerships?.

This report presents findings from the first eleven waves of ACORN
delivered through AnglicareSA focussing on the quantitative tools
applied in the evaluation which are contextualised with qualitative
data from participating mothers acquired through open questions
in their pre or post self-completion questionnaires, focus group

discussions or follow-up telephone interviews?.

Australia and overseas and was formally the State-wide Coordinator for the Primary Health Care Research and Evaluation Development (PHCRED) program.

A separate program for Aboriginal mums and their children ‘The Sacred Little Ones’ program has also been delivered through the Hopscotch Foundation which embraces the strategies of ACORN

whilst rearticulating these into a culturally appropriate form. This program was evaluated separately and is available on request.
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3.0 Evaluation Design & Methodology

3.1 Adoption of a participatory action research approach

3.1.1 Overview

This evaluation acknowledged from the beginning the importance
of both the well-being of the project clients, and the potentially
fragile inter-relationships between them and the ACORN service
providers at participating community sites. Given the vulnerabili-
ties of the client base, the need for an appropriate, respectful, and
sensitive approach to the evaluation was identified which limited
stressful demands on ACORN participants and engaged the support
of their service providers. Additionally, the need to build evaluation
capacity for program stakeholders was recognised by the program
management and the evaluator. Given these factors, and the meth-
odological issues discussed below, a ‘participatory’ approach to the
evaluation research was adopted. This has purposely enlisted the
collaboration of the program team to help enact suitable, extensive,
and sensitive data collection strategies, whilst building capacity
across the organisation and integrating the mechanisms for on-go-

ing program improvement.

The evaluation has embraced a mixed-methods, paradigmatical-
ly pragmatic approach (Greene & Caracelli, 1997; Krantz, 1995;
Miles & Huberman, 1994) adapting tenets of participatory action
research (PAR) - (Sankaran, Dick, Passfield, & Swepson, 2001)
design that engaged Acorn staff responsible for the management
and delivery of the program in the collection and interpretation of
evaluation data administered pre and post program. Findings and
reflections from the evaluation were periodically presented to the
Acorn ‘critical’ Reference Group (Y. Wadsworth, 1998) who oversaw
program and evaluation design and on-going revision over eleven
Waves of program delivery. Whilst the three primary component
structures of the program have remained constant, this flexibility
has enabled the evaluation to comprehensively establish the value
of the program while progressively informing program (and eval-
uation) revision and improvement over time. This flexibly respon-
sive methodology embraced modifications in evaluation procedure
including the introduction of new measures to indicate borderline
personality disorder and observational tools to directly address
the quality of mother-child interactions (section 3.1.3) in addition
to implementing additional safety procedures to ethically inform
providers of any indicated potential dangers to the mother or child.
This was an evolutionary and developmental process culminating
in the final production of an inclusively compiled Acorn Program
Manual detailing the model and its delivery4, and this summative

evaluation report.

4 Available on request through the Hopscotch Foundation

Given the vulnerability of Acorn participants, and the concern to
retain client participation in Acorn, ensuring that the compound-
ing burden of evaluation demands was acceptable and managea-
ble was also a primary concern, and this was monitored through
client focus groups and regular interview feedback from Acorn
workers. Five focus groups of mothers who had attended Acorn
were conducted (between Waves 2-6) comprising of 26 mothers
in total with these exploring in more detail mothers’ experiences

of the program.

Semi-Structured ‘follow-up’ telephone interviews were also con-
ducted with Acorn mothers from Waves 1-9 six-eight months after
completing the program for the purposes of exploring the sustain-
ability of Acorn outcomes and to obtain mothers’ reflections on the

subsequent impact of the program for them.

Capacity training in evaluation, procedures for the evaluation
and developing program logic were delivered to Acorn staff pe-
riodically and all staff were presented with on-going evaluation
findings bi-annually. Moreover, the evaluator has engaged with
Acorn staff and the Reference Group to acquire a thorough un-
derstanding of the program history, rationale, and evidence base
informing Acorn’s strategies. This has included liaison with former
stakeholders engaged in earlier Acorn model design and deliv-
eryb. Collaborative meetings to inclusively develop the evaluation,
review program objectives and program logic for Acorn were also
conducted periodically. Staff were also formally interviewed on
three occasions to explore their perspectives and interpretations
of program/evaluation operations and outcomes with issues and
learnings being both ‘workshopped’ with staff and included as part

of the evaluation feedback cycles to the Reference Group6.

This summative report addresses findings from the first eleven
Waves of Acorn up until the program was suspended following the
initial surge of COVID in South Australia in early 2020. While some
clients went on to repeat the program, the findings presented are
largely for the first attendance of the Acorn program to provide
clear indications of its value as a single intervention for the target-

ed population.

5 Acknowledgement and thanks to Mandy Seyfang, Mental Health Therapist, University of South Australia and her colleague Neil Underwood, the originators of the Acorn program.

6 Examples are available on request.
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3.1.2 Rationale for the selection of a
Participlatory Action Research Evaluation

There were a range of factors considered in choosing to adopt PAR
for this evaluation. Acorn is a multi-faceted, multi-site, communi-
ty-based holistic program delivered by multi-disciplinary teams ad-
dressing a heterogeneous client base. Given these complexities the
importance of utilizing the evaluation formatively was recognised
in anticipation that program processes and early outcomes would
need to be monitored closely to enable any issues to be identified
and relayed to the Reference Group for consideration and potential

program revision.

The structure of the program being delivered in semesters of Acorn
groups across the sites twice annually, effectively enabled ‘waves’
of evaluation data to be collected? with each completed semester
with opportunities in-between for evaluation feedback to be con-
sidered and acted upon in a timely manner by the program team.
Moreover, the geographical dispersion of the various Acorn groups
necessitated enlisting the partnership of the service providers to
administer and collect the range of evaluation data needed. The
need to establish partnership in this endeavour and in the imple-
mentation of action research cycles to actively interpret, reflect

and act upon evaluation findings was clearly apparent8.

3.1.3 The Evolution of the Model
and Evaluation

This Acorn evaluation report follows three previously compiled
formal reports presented to AnglicareSA since the evaluation
commenced which detailed and subsequently reviewed a series of
‘action points’ emanating from evaluation findings, many of which
have been embraced by the Acorn program®. In addition, the evalu-
ation has also evolved to embrace several methodological revisions
including; the early adoption of the Karitane Parenting Scale
(section 3.3.4), redesigning the Pre & Post Client Self-Completion
Questionnaires to accommodate participants with more than
one child attending Acorn, introducing the McClean Screening
instrument to identify mothers indicating Borderline Personality
Disorder in the pre-measures from Wave 4 (section 3.3.6), and the
inclusion of the NCAT observational tool from Waves 6-10 to direct-

ly measure the quality of mother-child interaction including child

7 For the purposes of this report each semester is referred to as a ‘Wave’

8 For a further discussion see section 11.0
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behaviour (section 3.3.5). The evaluator also played a central role
in helping to organise formal training and certification of Acorn
Mental Health Clinicians in the application of the NCAT tool. Ad-
ministration, data collection and analytic procedures have been
revised to accommodate these changes with each revision being
ethically ratified.

The partnership between the Acorn team and evaluator has been
reflected in tangible outputs generated during the evaluation of the
program. Findings from the Acorn evaluation have been presented
by ARP and Acorn staff at conferences in Australia and overseas
and have appeared in a peer reviewed international journal'® with

future publications pending.

Action Research Partnerships was also further engaged to enlist
assistance from an Aboriginal researcher to provide a formative
evaluation of the related ‘Sacred Little Ones’ program for Aborig-
inal mums and their young children in 2018; the evaluation report

for this was provided separately''.

3.1.4 Ethics

The conduct of this evaluation including any revisions have fully
conformed to the Australian Code for the Responsible Conduct
of Research (2007), the Australasian Evaluation Society Ethical
Guidelines and the ICC/ESOMAR International Code of Marketing
and Social Research Practice (2001). The Bellberry Human Re-
search Ethics Committee has reviewed and approved all aspects
of this evaluation (2014-09-509-PRE-3) in accordance with the Na-
tional Health and Medical Research Council’s National Statement
on Ethical Conduct in Human Research (2007, incorporating all
updates as at 2018).

9 Revisions to the Acorn model have been documented by AnglicareSA management throughout the program’s development and are not detailed in this report.

10 Underwood, N., Aylward, P., Yelland, C., Chance, S., Collins, L., Byrne, L., Pollard, C. (2015) The Acorn Initiative: Working on the Intersubjective space of the parent-infant dyad. Australasian

Marce Society Conference, Adelaide, October.

Aylward, P. (2018) The Value of the AnglicareSA Acorn parenting program for mums with mental health issues and their young children. 39th Australian Family Therapy Conference Sydney

(October 11th).

Aylward P. An integrated group parenting model for mums with mental health issues and their babies: Findings from a participatory action research evaluation of the South
Australian Acorn Program. International Journal of Integrated Care. 2019;19(4): doi.org/10.5334/ijic.s3001
Aylward, P. & Sved Williams, A. (2021) Can on-line mental health programs replace face-to-face group mental health programs? Lessons from the ACORN parenting program. SA Population

Health Conference (October 21st)

Muhammad, Z. & Reinschmidt, A. (2019) Acorn Parent Infant Attachment Groups. Anglicare Australia Conference — Our Stories, The Power to Change, 9 — 11 September

11 Aylward, P & O’Donnell, K: ‘AnglicareSA Sacred Little One’s Aboriginal Parenting Program Formative Evaluation’. December 2018.
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3.2 Data collection methods
3.2.1 Mother Self-Completion Tools

Pre and post program data from Waves 1-11 was obtained through
a battery of Client Self-Report Instruments. Several considerations
informed the selection of the standardised psychometric tools for
the evaluation from the outset including: the ability of the tool
to provide reliable, valid, and relevant indications of outcome
achievements over time; the appropriateness of the tool for ap-
plication with vulnerable Australian mums of children aged 0-36
months of mixed educational and cultural backgrounds; the ease
of administration and completion for participating subjects in a

community-based group setting.

All evaluation tools were completed individually and sealed in en-
velops to ensure and demonstrate confidentiality. Post-measures
were applied in the penultimate Acorn session for each group. The

applied tools were:
o Client Self-Completion Questionnaires

o The Parenting Stress Index Short Form [PSI-SF']
(R. R. Abidin, 1995)

o The Patient Health Questionnaire [PHQ-9]
(K. Kroenke, R. Spitzer, & W. Williams, 2001a)

o The Karitane Parenting Confidence Scale [KPCS]
(R. Crncec, Barnett, & Matthey, 2008a)

Following reference group deliberations and concerns that the
condition was under-diagnosed in the community, the McLean
Screening Instrument for Borderline Personality Disorder [MSI-
BPD], (Zanarini MC et al 2003) was applied from Wave 4 as a
pre-measure only to identify likely cases to enable the value of the
Acorn program for this particularly vulnerable group of mums to

be explored.

3.2.2 Standardized Observations

The need to include an observational measure which directly ad-
dressed the quality of the parent/child interaction and included an
assessment of child behavioural outcomes for children within the
Acorn age range was also identified'>. The NCAST Parent-Child
Interaction Teaching Scale [NCAT] (Sumner & Spitz, 1994),
was introduced in Wave 6 following a revision of the program to
include a formal individualised home assessment pre and post
Acorn which facilitated its administration by the program Mental

Health Clinicians.

12 Arange of tools were considered in order to triangulate with mothers self-reported measures.
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The NCAT was applied by observing video of the caregiver-child
interaction at home in which the mother introduces a novel de-
velopmentally appropriate task to the child. The Mental health
Clinicians who used the tool for this evaluation completed a
three-day structured training program delivered by NCAST cer-
tified instructors and obtained inter-observer reliability greater
than or equal to 90% which accredited them to apply the tool
for clinical or research purposes; re-certification is required and
has been conducted annually. Pre and post assessments of the
video recorded observations were conducted by different certi-
fied Mental Health Clinicians.

3.2.3 Follow-up telephone interviews

Semi-Structured ‘follow-up’ telephone interviews were conducted
six-eight months after completing the program for the purposes of
exploring sustainable outcomes from the program. This enabled
a broad geographical coverage of former clients across all Acorn
sites in a cost-effective manner, with interviews being conducted
at convenient times for the participants (often evenings). Consent
to be approached for a follow-up telephone interview was sought
from mums at the beginning of the program and consenting mums
provided their contact numbers for this purpose. There were up to
four ‘call-backs’ at different times and days to attempt contact with
consenting mums; where an answering service was available up to

two messages were left to attempt arrange contact.

Participants were interviewed by an independent trained female
interviewer with professional experience in maternal mental
health service provision who was unknown to the participant.
Telephone interviews were semi-structured, with the length of
interview varying between 25-60 minutes. For open-ended ques-

tions, responses in words were recorded verbatim.

3.2.4 Client Focus groups

Five focus groups of mums who had attended Acorn were con-
ducted (between Waves 2-6) comprising of 26 mums in total. The
focus groups were heterogeneous with attending mums aged 25-38
years having differing educational backgrounds, being a mixture
of married/de facto and single participants and receiving Govern-
ment benefits and waged household incomes. All these participants

spoke English language at home.

Evaluation: Waves 1-11 10
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3.3 Applied Evaluation tools

The following tools were adopted

Sor the evaluation.

3.3.1 Client Self-Completion questionnaires
& Follow-up Interview Schedule

Pre Acorn semi-structured questionnaires elicited data addressing
the following: Demographic and family background: a brief scale
addressing perceived current abilities across itemized sub-ob-
jectives (e.g. Identifying my child’s needs, Ability to respond
appropriately to my child’s needs and behaviours, Ability to
reflect on how my current health tmpacts on my relationship
with my child); and Likert Scale items for mums to indicate per-
sonal reasons for attending Acorn (e.g. [ would like to be able to
interact better with my child/children, I need more confidence
as a parent, I would like our family to be more imdependent

and resilient).

Post Acorn semi-structured questionnaires completed in the pe-
nultimate Acorn session concerned a range of process and outcome
indicators from the perspective of participating Acorn mums.
Process evaluation addressed the appropriateness, suitability and
perceived worth of the venue, group size, approaches used, clarity
of materials and explanations, the pace of the session, the degree
to which opportunities were available to discuss parenting expe-
riences, the perceived level of understanding of the facilitators,
the degree to which Acorn mums felt respectfully treated, and
the extent to which they felt relaxed and safe while attending the
program. Outcomes were addressed using constructed scales and
open-ended questions. A Likert scale itemising sub-objectives (e.g.
I interact better with my child because of attending this group;
The group has helped me to cope better as a parent; I made
Sfriends with other parents in the group); and a separate scale
under the heading ‘For each area, please indicate the extent to
which your current parenting abilities or experiences have
improved (if at all) as a result of attending the group’, with
this including items drawn from aspects of parenting and attach-
ment theories (e.g. Identifying my child’s needs; Understanding
my child’s need to be in a close relationship with me; Feeling
comfortable with my child exploring the world through play;
Abzlity to reflect on how my current health impacts on my
relationship with my child’). Mums were also asked to indicate
the extent to which they would recommend an unchanged Acorn

program to their peers.
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Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Scales included negatively worded items (e.g., The group was not
very helpful for me; There were too many parents in the group
for things to work properly), to provide an indication of diligence
in client response, and an item referring to the usefulness of the
‘Watch, Wait and Wonder’ DVD, used in the first Wave of Acorn only,

was also retained for subsequent Waves for this reason.

Both pre and post questionnaires included open-ended questions
to encourage mums to clarify or expand upon their answers. Qual-
itative data was also obtained by asking mums to describe the
strengths and weakness of Acorn, and to offer any suggested im-
provements. In conclusion mums were asked What would you say
are the most significant changes in your parenting and your

Sfamily life as a result of attending the group?

Self-completion questionnaires were piloted with a sub-sample
of clients in Wave 1 and found to elicit high item response rates.
Content validity was established with the program team and face
validity explored through employing a cognitive interviewing
technique in the first focus group of Acorn mums. Mental Health
Clinicians were encouraged to assist mums to understand the
questionnaires with strict instruction not to influence responses or

undermine the confidentiality of client responses.

The questions and scales included in the follow-up interview sched-
ule mirrored those of the post client self-completion questionnaire
to enable direct comparisons with the responses provided at the
end of the Acorn program. Participants were prompted by the in-

terviewer to delineate their response for each scale (e.g., to state

their ‘degree’ of agreement or disagreement with each item).

Evaluation: Waves 1-11 1 1
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3.3.2 Parenting stress index-short form
[PSI-SF] — (R.R. Abidin, 2012)

Directly derived from the full-length Parenting Stress Index (PSI)
from which all 36 items are drawn verbatim, the PSI-SF measures
stress in the parent child system for parents with children aged
one month to 12 years. Translated into over 40 languages the PSI
has been validated with a broad range of populations and cultures.
The PSIis designed to be self-completed in around 10 minutes and
correlates highly with the full-length PSI (.98).

Using a 5-point Likert format, parents indicate the extent of their
agreement or disagreement with each item pertaining to one of
three 12 item subscales. A Total Parenting Stress score is derived
from summing the three subscales. Scores are interpreted relative
to percentiles from a normative sample which for each sub-scale
and the total provide indications of ‘Clinically Significant’, ‘High’,
‘Normal Range’ or ‘Low’ levels for each respondent, (R.R. Abidin,
2012 Chapt 4).

Each of the subscales is defined as follows:

o Parental Distress: the distress parents experience in their
role as a function of personal factors that are directly related to
parenting such as perceived child-rearing competence, conflict
with their partner, social support, and stresses associated with
restrictions placed on other life roles. Example items are: “I
feel trapped by my responsibilities as a parent”™; “I often
have the feeling that I cannot handle things very well”; “I
Sind myself giving up more of my life to meet my childrven’s

needs than I ever expected”.

o Parent-Child Dysfunctional Interaction: the degree
to which the mother perceives their child as not meeting
expectations and that interactions between them are not
reinforcing. Scores in 96 percentile or higher for ‘parent-child
dysfunctional interaction “suggest potential for abuse in
the form of neglect, rejection or episodes of physical abuse

triggered by frustration™?.

Example items are: “When I do things for my child, I get the
Jeeling that my efforts are not appreciated very much’

“Sometimes my child does things that bother me just to be
mean”; “I expected to have closer and warmer feelings for

my child than I do, and this bothers me”.

o Difficult Child: the parent’s perception of the behavioural
characteristics of the infant that makes him/her either easy
or difficult to manage. Example items are: “My child turned
out to be more of a problem than I had expected™; “My child
makes more demands on me than most children”, “My child
reacts very strongly when something happens that my
child doesn’t like”.

13 Where this occurred the relevant Mental Health Clinician was informed of the client code.
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The PSI-SF includes a ‘Defensive Responding Scale’ which reflects
the extent to which a respondent is bias toward presenting the
most favourable impression and toward minimising indications of
stress or problems in the parent-child relationship (ibid p.59). Re-
spondents scoring 10 or below on this scale are designated ‘Defen-
sive Respondents’, and the interpretation of these replies requires

further inquiry.

The PSI-SF has good psychometric properties with Cronbach’s
alpha for the three subscales and total score ranging from .80 to
91; a 6-month test-retest reliability ranging from .68 for ‘Par-
ent-Child Dysfunctional Interaction’ to .85 for Parental Distress,
with Total Parenting Stress having a coefficient of .84. Extensive
validity data for the PSI-SF' are presented in the test manual (R.R.
Abidin, 2012).

3.3.3 The Patient-Health Questionnaire 9
[PHQ-9] — (K. Kroenke, R. L. Spitzer, & J. B.
Williams, 2001b)

The PHQ-9 is the nine-item depression module taken from the
larger Patient Health Questionnaire (PHQ) which is a self-admin-
istered version of the Primary Care Evaluation of Mental Disorders
(PRIME-MD) diagnostic instrument for common mental disorders.
The PHQ-9 focusses exclusively on the 9 diagnostic criteria for
DSM-IV depressive disorders, scoring each as ‘0’ (not at all) to ‘3’
(nearly every day). A total score of > 10 has a demonstrated sen-
sitivity of 88% and specificity of 88% for major depression, with
scores of 5, 10, 15 and 20 validly demarcating the lower limits of
mild, moderate, moderately severe and severe depression (Kroenke
et al., 2001Db).

The diagnostic validity of the PHQ has been demonstrated in 2
studies involving a total of 6,000 patients in clinical settings, (R.L.
Spitzer, Kroenke, & Williams, 1999; R.L. Spitzer, Williams, Kroenke,
Hornyak, & McMurray, 2000). Cronbach’s alphas of .89 and .86 have
been calculated, with test-retest reliability of .84; criterion, con-
struct, and external validity have also been clearly demonstrated
for the tool (Kroenke et al., 2001b). Construct validity of the PHQ-9
has also been demonstrated across many countries and languages
(Mufioz-Navarro et al., 2017). A clinically significant improvement
from a clinical to non-clinical score can be calculated by obtaining
a post-treatment score of < 9 combined with an improvement of
50% or more (Kroenke et al., 2001b).

In addition to providing criteria-based indication of depressive dis-
orders, the PHQ-9 is also a reliable and valid measure of depression
severity. These characteristics plus its brevity make the PHQ-9 a

useful clinical and research tool (Kroenke et al., 2001b).
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3.3.4 The Karitane Parenting Scale [KPCS] —
(R. Crncec et al., 2008a)

The KPCS was used to assess Perceived Parental Self-Efficacy
(PPSE) in parents with infants aged 0-12 months. Designed to
be easy to administer, complete, and score, this simply worded 15
item self-completion scale was developed using an Australian pop-
ulation of mothers including participants from culturally and edu-
cationally diverse backgrounds (R. Crncec et al., 2008a). Grounded
in Bandura’ self-efficacy theory (Bandura, 1997), the items in the
KPCS follow his recommendation to be of a ‘task specific’ nature,
which is considered to imbue a greater sensitivity and predictive
validity for scales addressing ‘self-constructs’ (P. K. Coleman &
Karraker, 2003; R. Crncec, Barnett, & Matthey, 2010). Example
items include, “I can sooth my baby when he/she is distressed”,
“I know what to do when my baby cries”, “I am confident about
playing with my baby”. The items are scored 0 ‘No, hardly ever’, 1
‘No, not very often’, 2 ‘Yes, some of the time’, or 3 ‘Yes, most of the
time’, with scores summed to produce a total score with a possible
range between 0-45. Higher scores indicate greater Perceived Pa-
rental Self-Efficacy with clinical cut-off scores as follows: ‘severe
clinical’ range <31, ‘moderate clinical’ range 31-35, ‘mild clinical’
range 36—39, and ‘non-clinical’ range >40. A ‘reliable change index
score’ (Jacobson & Truax, 1991) of six points was established to

determine clinically meaningful changes in the total score.

The tool has demonstrated Cronbach’s alpha of 0.81, and the
test-retest reliability is 0.88. with established psychometric
properties of convergent and discriminant validity (Rudi Crncec,
Barnett, & Matthey, 2008b; Kohlhoff & Barnett, 2013). The KPCS
has been translated into several languages (R. Crncec et al., 2010)
and has been found to be a valid and reliable measure of parent-
ing self-efficacy across different cultural groups (Usui, Haruna, &
Shimpuku, 2019).

3.3.5 Nursing Child Assessment Satellite
Training (NCAST) Teaching Scale [NCAT] —
(Sumner & Spitz, 1994).

The NCAT observation tool was developed to assess the quality
of the interaction between a parent and young child (up to 36
months). The NCAT is theoretically grounded in the Barnard model
(K. Barnard & Martell, 1995; K. E. Barnard et al., 1989) conceptu-
alising the caregiver-child interaction as a reciprocal dialogue in
which quality is defined and created by the contributions of both
participants (Byrne & Keefe, 2003).

The NCAST Teaching scale (NCAT) is comprised of 73 binary items
across six subscales assessing each participant’s contributions to
the interaction. Four subscales address caregiver contributions:
‘Sensitivity to Cues’ (11 items), ‘Response to Distress’ (11 items),

‘Social Emotional Growth Fostering’ (11 items), and ‘Cognitive
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Growth fostering’ (17 items); Two subscales address the contribu-
tions of the child: Clarity of Cues (10 items) and Responsiveness
to Caregivers (13 items). The scores from 32 selected items are
summed to provide contingency scores for each participant ad-
dressing proximate behaviours of caregiver and child in response
to the stimuli from one another. Total scores are obtained for the

mother alone, child alone, and mother-child combined.

The NCAT has acceptable internal consistency for the totalled
scales with Cronbach’s alphas of .87 for ‘Caregiver Total’, .81 for
‘Child Total’, and .87 for ‘Caregiver/Infant Total’, and these hold
for Caucasian, African American and Hispanic/Latina samples.
Contingency scores for mother and child have Cronbach’s alphas of
.82 and .77 respectively. The consistency for subscales tends to be
lower (ranging between .50 to .80) and may provide a less reliable
basis than the totals for comparing change over time. Test-retest
reliability displays consistency for the ‘Caregiver Total’ at .85 and
for the ‘Child Total’ at .55.

The NCAT has displayed significant concurrent construct validity
and large effect sizes with a range of other measures across dif-
ferent cultural and clinical populations, and the ‘Caregiver Total’
has strong predictive validity with measures of ‘maternal support’,
and measures of ‘maternal reflective functioning’ with effect sizes
ranging from .52 to .60 . (Byrne & Keefe, 2003; Nicole L Letourneau
et al., 2018; Oxford & Findlay, 2013; Sumner & Spitz, 1994). ‘Car-
egiver/Infant Total’ scores also predicted insecure attachment on
a national longitudinal sample (Zaslow et al., 2009). Meta-analysis
has established the NCAT as a reliable outcome measure for inter-
ventions addressing parent sensitivity (Bakermans-Kranenburg,
Van IJzendoorn, & Juffer, 2008); a central parenting concept in
attachment theory and a key determinant to promote parent-child
attachment (Ainsworth et al., 1978; Juffer, Bakermans-Kranen-
burg, & van [Jzendoorn, 2017).

A normative database has been established for the NCAT using a
large US sample of 1887 dyads from a range of ethnic, education-
al, and familial backgrounds. This enables assessed dyad scores
to be converted to standard deviations on the NCAST database
using child’s age (1-12 months and 13-36 months) and mother’s
education level. A recent study comparing Canadian data from
normative and high-risk families (including depressed mothers,
low-income families, and Aboriginal dyads) has found that the
NCAST database represents reasonable estimates of parent-child
interaction quality. While conceding that the application of any
tool’s findings to different sample distributions will inevitably
result in a degree of measurement error, the authors conclude
that it is still optimal to reference this American database (Nicole
L Letourneau et al., 2018).

Evaluation: Waves 1-11 13
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3.3.6 The McLean Screening Instrument for
Borderline Personality Disorder [MSI-BPD] -
(Zanarini et al., 2003)

The MSI-BPD is a 10 item self-report measure for BPD based on
DSM-IV BPD criteria. Each endorsed item scores 1 point with a
score of 7 or more indicating likely BPD. The tool has demon-
strated good sensitivity (.81) and specificity (.85). For young
adults between the ages of 18-25 years diagnostic efficiency of the
tool was higher; sensitivity .90 and specificity .93. The tool has
demonstrated good test-retest reliability (.72) with a Cronbach’s
alfa of .74.

The MSI-BPD has demonstrated adequate criterion validity com-
pared to clinically administered diagnostic interview, and there
is support for the tool being used as a screening instrument for
BPD in ethnically diverse community based studies (Patel, Sharp,
& Fonagy, 2011).

The MSI-BPD was administered as a screening tool to identify

likely BPD cases from Wave 4.

14 section 7.5
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3.4 Data Analyses

Quantitative data were analysed using IBM SPSS Statistics Version
25. Paired samples t tests were employed in analyses to assess
change from pre to post measures for all the standardized tools
applied. A two-tailed statistic was employed as a more conserva-
tive test and strength of association is presented using Cohen’s d
(Cohen, 1988). Where available, scores are compared with norma-
tive data for interpretive purposes and the ‘reliability change index
score’ (KPCS) and ‘clinically significant improvement’ figures
(PHQ-9) are also provided. Where samples are relatively small, a
robust bootstrapping technique was employed (Efron & Tibshirani,
1993; Wright, London, & Field, 2011). We also conducted analyses
addressing sub-populations which we hypothesised would be most
vulnerable: Mothers indicating BPD, mothers from households that
spoke alanguage other than English at home, mothers with 2+ chil-
dren under the age of 36 months, single mothers (due to greater
isolation), those whose households received Government benefits
as the main source of income, and mothers whose highest level of
education was Year 12 or below (given socio-economic factors mod-

erate the effects of maternal mental illness on parenting).

Manifest quantitative content analysis (McBurney & White, 2010)
was conducted on written responses to all ‘open-ended questions
and for this report we focus on the question ‘What would you
say are the most significant changes in your parenting and
your famaily life as a result of attending the group?’ provided
in the post self-completion questionnaire. Responses were coded
as they emerged, clustering these into categories and presenting
frequencies of category usage based on numbers of respondents
(Roessger, 2017). The aim here was to identify the extent that
mothers expressed shared views of the most significant impact of
Acorn in their lives. The categories developed were then applied
as a coding framework to responses to the same question in the
follow-up survey to enable comparison. Indicative examples are

provided as quotations in this report!.

Evaluation: Waves 1-11
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4.0 Client Participation

A total of 493 individual mothers and 520
children have participated in al least one of the
88 Acorn groups delivered over eleven Waves

to date. 388 (78.7%) mothers completed the
Acorn program with 353 (91.0%) of completing
mothers providing both pre and post evalualion
measures. Over the course of the program 35
mothers completed the program but did not
provide post measures, 13 of whom took part

i the ‘follow-up’ survey sixz-eight months after
completing the program. 105 (21.3%) mothers
withdrew from the program prematurely and,
did not provide post measures, eleven of whom
repeated the program later. A total of fifty-one
mothers went on to attend Acorn on a second,
occasion; unless otherwise stated the analyses
below 1s restricted to their first occasion attend-

ing Acorn.

At the beginning of the program, 357 mothers from Waves 1-9
(91.83%) consented to being approached to participate in a ‘fol-
low-up’ telephone interview six to eight months after completing
Acorn and provided their phone number for this purpose. Of these
142 were unable to be contacted after four telephone attempts,
64 declined to be interviewed (over half of whom had withdrawn
from the program and typically indicated they did not have enough
experience of the program to comment) and 16 agreed to be inter-
viewed later but were subsequently unable to be contacted. A total
of 135 mothers across 10 localities were interviewed (a response
rate of 37.8% of all those who originally consented; for those able to
be contacted at least once, the response rate was 62.8%)". The de-
mographic and psychological profile indicators for those agreeing
to be interviewed was very similar to the broader group of complet-

ing participants.

15 These telephone response rates compare very favorably with other studies using this method (Bednall, Spiers, Ringer, & Vocino, 2013; Keeter, Hatley, Kennedy, & Lau, 2017), particularly so given
the severity of the issues experienced by many mums who have sought help from the ACORN program.
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5.0 Program Scope

5.1 Program Referral

Acorn has benefitted from abroad referral base (Table 1) includ-
ing: Child and Family Health Services, Perinatal and Infant Mental
Health Services broadly and a specific acute mother-baby unit

(Helen Mayo House), general hospitals, private psychiatric and

Specific referral sources and figures for each Wave were presented
periodically to the Reference Group and client numbers quickly in-
creased from 24 in Wave 1 to 55 in Wave 11 with all eligible referrals

being admitted to the program in each Wave.

psychology consultants, General Practice networks and individual

. . Referral pathways have clearly between established. The five
GP practices, government run agencies and non-government com-

. largest referrers of clients have done so over the duration of 5.5
munity-based programs. Acorn mums were referred and accepted

on the basis that they had a diagnosed mental health difficulty that years in which Waves 1-11 of the program have been delivered,

In the case of the Child and Family Health Service (CaFHS) and

Helen Mayo House (HMH'), clients with maternal mental illness

impacted on their relationships with their children who were aged

0-36 months.
were referred consistently for every Wave of the Acorn program.
The breadth of referring agencies ongoing relationship with the

Table 1: Recorded Referral Sources Waves 1- 11

program signifies both an established awareness of Acorn and con-

CaFHS 134 fidence in its effectiveness across the relevant sector.
HMH 69 o
_ N 5.2 Acorn Group Localities
Private Psyc/Practitioner 59 . L. .
and Client Participation
StayAtt 44
The eleven waves of the Acorn program have been delivered at 15
WCH 32 localities across geographically dispersed locations in metropolitan
FMC 23 and outer metropolitan Adelaide suburbs (Table 2), with the most
popular groups being held in Norwood, Darlington, and Mt Barker.
PIMHEC 21
GP 14 Table 2: Acorn Client Enrolment by Locality
Non-Anglicare Programs 14 Number of Enrolled Mums %
ACORN 13 Norwood 67 13.6
Anglicare Programs/Staff 13 Darlington 62 12.6
SummitHealth 11 Mt Barker 62 12.6
Health Services 10 Gilles Plains 61 12.4
Centacare 7 Aldinga 45 9.1
Other Hospitals (3) 5 Cowandilla 36 7.3
SA Health 4 Woodcroft 35 7.1
CYH 4 Gawler 34 6.9
Childcare Centres 4 Salisbury North 30 6.1
Family Support Services 4 Elizabeth 21 4.2
Families SA (specified) 2 Pennington 13 2.6
Nunkuwarrin Yunti 2 Lake Windemere 9 1.8
Total Referrals Recorded 489 Munno Para 8 1.6
Forbes 6 1.2
Seaton 5 1.0

Total 493 100.0

16 HMH is an inpatient hospital facility for mothers with significant mental health problems in the postnatal period https:/www.wchn.sa.gov.au.
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5.3 Participant Characteristics

5.3.1 Baseline Demographics

The mean age of the 493 attending mothers was 30.8 years (SD
5.6). The 520 children averaged age 9.1 months (SD 7.1) on com-
mencing the program (including one family of triplets '7). Figures 1

and 2 provide the age distributions of mothers and children.

Children aged 30 months or less at the beginning of the program
were eligible for Acorn to ensure completing children were aged
at a maximum of 36 months. While 38 mothers had a second child
aged 30 months or less and were eligible for the program 27 mums
brought a second child to the program and 7 of these were aged

between 31-33 months on commencement.

Figure 1:
Distribution of attending Mothers’ Ages (Years)
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Acorn recruits a wide variety of mothers from a broad spread of
socio-economic, familial, cultural, and educational backgrounds
(Table 3). Most mothers (65.1%) had a single child, but 131
mothers had two children and 40 mothers had more than two
children. Twenty-seven mothers brought a second child to the
program including 4 sets of twins and one triplet. One hundred and
two mothers (20.9%), were single (15.2%), separated or divorced
with 371 (76.4%) indicating being married (240 mothers) orin a de
facto relationship (131 mothers).

For most participants (315 mothers), the main source of household
income was wages earned by themselves or their partner (64.0%),
but 175 mums, just over one third (35.6%) indicated receiving
‘government benefit, pension or allowance’ as their main house-
hold income, including the large majority of single, separated, or
divorced mothers (84.0%). 134 mothers (27.2%) had reached only
up to year 12 schooling, more than half of whom (73 mothers)
having left school at year 11 or earlier; 153 mothers (31.1%) had
reached university degree level. 1561 mothers (30.6%) described
their employment status as ‘full-time parent’, with an additional
78 (15.9%) indicting they were ‘unemployed looking for work’ or
‘not working’ (11.2%); 76 (15.4%) mothers indicated they were still

working while attending Acorn.

Most of the participating mothers (88.1%) were born in Australia,
fourteen of whom indicating they were from Aboriginal Torres
Strait Islander background. However, 74 mothers (15.1%) indicated
speaking one of 22 different recorded languages other than English

at home, with these spanning five different continents.

17 An additional child attended Acorn who was above the age of 36 months on commencing the program is not included in the analysis.
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Table 3: Baseline Characteristics of ACORN Participants

Baseline Demographics Baseline Psychological Profile Indications
(N=493 mothers; 520 children) Characteristic %
Characteristic M (SD)
Mother’s age (years) 30.8 (5.6) Depression: PHQ-9 [n=486]
Attending Child’s age (imonths) 9.1(71) )
- Depression Symptoms 87.2
Mother’s education level reached: %
- Minor Depression — Major Depression mild 257
Yre 10 or lower 8.9
- Major Depression Moderately severe 177
Yre 11 5.9
- Major Depression severe 12.5
Yre 12 12.4
Tafe or College 39.6 Perceived Parental Self-Efficacy [KPCS, n=394]
. . child < 1 year at pre-measure —
U t 31.1
Hversity ‘At least to a Clinical Level 80.2
Marital Status: child < 1 year at pre-measure — 24.4
Single/Separated/Divorced 20.9 ‘Severe Clinical level
Partnered 76.4 Parenting Stress [PSI-SF. n=485]
] ‘Clinically Significant’ or ‘High’
Heritage:
Total Parenting Stress 16.9
Born Outside Australia 11.9
Parental Distress 54.4
Non-English Language Spoken at Home 15.1
Parent-Child Dysfunctional Interaction 12.4
ATSI 2.8
Difficult Child 12.2
Mother’s Employment:
Borderline Personality Disorder Indicated 30.4
Full-time parent 30.6 [MSI-BPD, n=279]
Unemployed seeking work/Not working 15.9 Quality of Parent/Child Interaction
Currently working 16.2 [NCAT > -1 SD] [n=191 dyads observed]
On-leave from work 27.0 Mother (Caregiver)
Studying 3.4 Sensitivity to Cues 21.9
- Response to Distress 277
E . \ Socio-Emotional Growth Fostering 424
' Cognitive Growth Fostering 48.2
Caregiver Total 37.7
Child
Clarity of Cues 23.0
Responsiveness to Caregiver 24.6
Child Total 277
Caregiver/Infant Total 36.6
Contingency
Mother 41.4
Child 17.8

ACORN Parenting Program | April 2022 Evaluation: Waves 1-11 1 8
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5.3.2 Baseline Psychological Characteristics

Acorn is engaging with a profile of mums where depression, poor
perceived parental self-efficacy, and high parental distress levels
are causes of concern and which for many indicate the need for
clinical intervention. On commencing Acorn, 424 (87.2%) of en-
rolled Acorn mothers indicated they had depressive symptoms
on the PHQR-9 scale with 272 (55.9%) indicating at least ‘minor
depression/major depression mild’ and 147 (30.2%) indicating
‘moderate-severe major’ depression. Of the 394 mothers with an
attending child aged 12 months or less at the beginning of the
program, 316 (80.2%) had clinically low perceived parental self-ef-
ficacy in relation to their youngest (and in most cases only) child
attending Acorn with 96 (24.4%) indicating ‘severe clinical’ on the
KPCS scale.

Many of the Acorn mothers were experiencing ‘clinically signif-
icant’ or ‘high’ levels of stress as measured by the PSI-SF, most
commonly ‘Parental Distress’ with 264 Acorn mothers (54.4%)
indicating ‘clinically significant’ (50.0%) or ‘high’ on that domain.
Eighty-two Acorn mothers (16.9%) indicated these levels for
‘Total Parenting Stress’. ‘Clinically significant’ or ‘high’ levels
were also indicated in the domains ‘Difficult Child’ by 59 mothers
(12.2%), and for ‘Parent-Child Dysfunctional Interaction’ by 60
mothers (12.4%) with 21 of these scoring in the 96™ percentile or
higher'®. None of the mothers scored 10 or less on the Defensive

Responding scale.

One hundred and thirteen Acorn mothers (30.4%) indicated BPD
in the pre-measure from Wave 4 using the MSI-BPD. These mothers
had a similar demographic profile to other Acorn mothers in terms
of mean age (29.1 years, SD 5.31), numbers of children, speaking a
language other than English at home, education levels, and income
source. While the numbers were small, these mothers were more
likely to have two children under the age of 36 months (11 mothers,
9.7%) and (subsequently) nine of these mothers brought more than
one child to attend Acorn together. Thirty-five mothers (31.0%) in-
dicating BPD were single/separated/divorced, a higher proportion
than the broader group. Mothers indicating BPD had significant-
ly higher depression scores on the PHQ-9 than mothers who did
not (M, .=4.29, t(181)=6.16, p<.01) and these mothers also scored

significantly poorer in their PSI-SF Total and all sub-scale scores.

diff

Just over half of the mothers indicating BPD also indicated major
depression on the PHQ-9. For those with children aged one year
or less at the beginning of Acorn, mothers indicting BPD also per-
formed significantly more poorly in perceived parental self-efficacy
as measured by the KPCS (M . =1.85, t(127)=2.50, p<.05). In these

regards, mothers indicating BPD were experiencing considerably

diff

more difficulty than their Acorn peers and they constitute a more

vulnerable sub-population of Acorn mothers.

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Table 3 also presents the findings from the NCAST (NCAT) obser-
vations as percentages of mothers and childrenin each dyad scoring
>-1 Standard Deviation (SD) from the mean in the appropriate
NCAST normative database. This includes seven observations of
mother-sibling dyad where mothers attended Acorn with two chil-
dren. Acorn dyads performed relatively poorly across most of the
observation sub-scales and particularly so for ‘Cognitive Growth
Fostering’, with 92 mother assessments (48.2%) scoring >-1SD from
the mean, ‘Socio-Emotional Growth Fostering’ (81 assessments),
and for the ‘Caregiver Total’ (72 assessments). Forty-four children
(23.0%) scored >-1SD from the population mean for ‘Clarity of
Cues’ and 47 (24.6%) for ‘Responsiveness to Caregiver’. Fifty-three
(27.7%) of the children assessed had a ‘Child Total’ score >-1SD
from the population mean. While child ‘Contingency’ scores did not
appear to be as troubling, clearly a lot of mothers did not perform
well in their contingency behaviours with 79 (41.4%) assessments
scoring >-1SD from the mean. Acorn mothers performed relatively
better in their ‘Sensitivity to Cues’ with 42 (21.9%) assessments
scoring >-1SD from the population mean. However, for the overall
quality of the mother-child interaction (‘Caregiver/Infant Total’),
70 dyads (36.6%) scored >-1SD from the mean. Clearly, the quality
of the parent-child interaction is impaired for Acorn mothers who
commence the program; this lends support to the alignment of re-

ferred client needs with the objectives of Acorn.

Fifty-four dyads with mothers indicating BPD were observed using
the NCAT in the pre-measure. While performing more poorly in the
‘Caregiver Total’ the above proportions were very similar for these
dyads: ‘Caregiver Total’, 25 mothers (46.3%) scored >-1SD from the
normative mean; for ‘Child Total’ 14 (25.9%) and for ‘Caregiver/
Infant Total’ 20 dyads (37.0%).

Table 4 presents associations using Pearson’s r for the baseline
psychometric measures taken for Acorn mothers: levels of depres-
sion, perceived parental self-efficacy, the total mother scores in the
NCAT (the quality of the mother’s contribution to the parent-child
interaction), and the total score and domains addressed in the
PSI-SF relating to parenting stress. All but four of the correlations
here were significant (p<.01). The associations were particular-
ly marked for Parental Distress and Depression sharing 35.2% of
variance (%), and for Perceived Parental Self-Efficacy with Total
Parenting Stress, and Parental Distress (r? 31.9%, and 26.4% re-
spectively). The smallest association for the self-completion tools
was (r=.22) between Depression and Difficult Child, but this was
nonetheless significant at the .01 level. This supports the conten-
tion that Acorn mums experiencing difficulties, tend to do so across
the various measured characteristics and supports the need for a
holistic multi-strategy approach to address these complex issues

for this heterogeneous client base.

18 Where scores were in the 96th percentile or higher the case identifier of the mum was relayed to the Acorn Coordinator within one week of receiving the completed PSI forms and actioned by the
coordinator in consultation with the appropriate Mental Health Clinician. This process highlights and advantage of the PAR approach adopted in this evaluation.
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Table 4: Correlations of psychometric measures for Acorn Mothers

Pearson’s r Correlation Coefficients*

Total
Parenting Parental Parent-Child
Stress Distress Dysfunction-
PPSE N=388 N=388 al Interaction Difficult Child Difficult
Depression 464%* 462% .593* .313* .216% 1
N=486
PPSE 1 .565* .b14* AB5T* A422% 464*
N=390
NCAT Carer 119 .057 A171* .103 133 .231%
Total N=163

*Significant p<0.01

While the NCAT ‘Caregiver Total’ score was significantly associat-
ed with depression scores (r=.231), and Parental Distress (r=.171),
these associations were weaker. This would suggest that some of
the Acorn mums experiencing higher order issues with perceived
parental self-efficacy and total parenting stress performed at a
similar level on the NCAT to those mums who were experiencing
these problems to a lesser degree (but generally poorly overall,

compared to the NCAT normative database).

5.3.3 Client Withdrawal

105 mothers (21.3%) withdrew from Acorn prematurely and did
not provide post measures!'9 with twelve of these re-enrolling later.
However, 42 mothers who were recruited to the program over its
duration did not attend any of the formal Acorn group sessions.
Six of the fourteen Aboriginal mothers withdrew from the program
with one of these switching to another program specially for ATSI
families®. The rate of withdrawal has declined over the duration
of Acorn from 28.3% (Waves 1-3) to 20.8% (Waves 4-6) to 17.3%
(Waves 7-11). Reasons for withdrawal were recorded either through
consultation between the clinician and mother prior to leaving the
program or via telephone conversation with the Acorn coordinator.
Despite these attempts, 33 mothers did not provide a reason for
withdrawing due to being uncontactable, including 19 who did not
attend any program sessions. Client withdrawal does not appear to
be related to indicating BPD on commencing Acorn with 24 with-
drawing mothers assessed since Wave 4 indicated BPD (34.3% of

all withdrawing mothers since this wave).

Of the 72 mothers from whom reasons for withdrawal were
obtained 26 (36.1%) cited a personal health reason for leaving
(20) or the health of a family member (6) with three of these
returning to hospital and an additional three indicating health
among other reasons. One of these mothers left to give birth to
a second child midway through the program. However, most
reasons provided for leaving the program were circumstantial.
These included 15 mothers who indicated returning to work or
starting study, 14 indicating they had other obligations at the same
time as the group (were simply ‘too busy’ with other things or
specifying demands from older children or time clashes with other
scheduled activities), and 8 moving away from the area or started
travelling. Eight mothers indicated that they felt well enough to
stop attending Acorn. Other miscellaneous circumstantial answers
included: leaving the group because a friend had left, finding the
travel distance too far, a disabled mother encountering difficulties
following changes to her travel arrangements and changes in do-

mestic arrangements.

19 Four mothers ‘withdrew’ but re-engaged within the same Wave (two in different Acorn groups) and are not included here.

20 The Acorn ‘Sacred Little Ones’ program
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However, eleven mothers (16.9%) cited something negative about
the Acorn group as a reason for withdrawal with this largely being
couched in terms of the group simply being unsuitable for them,
but three mothers indicating something negative about other at-
tendees, and two mothers stating disapproval of the program per-
sonnel (both of whom had indicated BPD).

The mean age of withdrawing mothers was 30.2 years (SD 5.6)
which mirrored the broader group, and the profile of withdrawals
was similar to those who completed Acorn in terms of most other
demographic characteristics, and psychological measures assessed
in the pre-measures. The exception here was perceived parental
self-efficacy where of the 83 withdrawing mothers with children
agedless than 1 year, 44 (53.0%) reached the ‘clinical level’ as com-

pared to 80.5% of all eligible mothers.

A small number of 15 mothers with very low education levels
(reaching Year 10 or lower) also appeared more likely to withdraw

(14.3% of withdrawals compared to 8.9% of all mothers). However,

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

it was still the case that 29 (65.9%) mothers in this education level
bracket completed the Acorn program. There were also propor-
tionately slightly more mothers with additional older children
who withdraw from Acorn (39.0%) possibly reflecting competing

demands for these mothers.

Withdrawing mothers’ personal objectives for attending mirrored
those of the mothers who completed the program with almost iden-
tical proportions agreeing and strongly agreeing with the range of
items in Table 5 (figure 3).

The above would suggest that there were no systematic reasons
for withdrawal from the program with a possible exception being
that withdrawing mothers were more confident in their parenting
(using the PPSE) than those who completed. We can therefore be
confident in our findings for engaged mothers which can be gener-
alised to the broader population of mothers with maternal mental

illness that impinges on their parenting.

Figure 3: Indicated reasons for attending — ‘strongly agree”.
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5.3.4 Client Re-Enrolment

Fifty-one (10.3%) mums re-enrolled in Acorn including 11 who had
withdrawn from the program on their first occasion. The reasons
for re-enrolment varied, but all were adjudged by the Acorn team
to potentially benefit from additional engagement. These mums
were similar demographically to their peers in terms of age, em-
ployment status, main income source, marital status, country of

birth, language spoken at home and number of children.

Re-enrolments were more likely than their peers to indicate ‘major
depression moderate severe - severe’ in their pre-measure (47.1%
v 30.3%) and the 26 mothers who had a child aged 12 months or
less at the beginning of the program had slightly lower levels of
perceived parenting self-efficacy (84.6% v 80.5% being in the
clinical range). Marginally more re-enrolments than the broader
sample appeared in the ‘clinically significant’ or ‘high’ parenting
stressrange (18.0% v 16.9%). While Parental Distress was a notable
issue for most Acorn mums, for those who subsequently repeated
Acorn this issue was more prevalent; 64.0% of the 50 mums who
completed a pre-measure were in this range on their first contact
with Acorn compared to 54.4% for the broader sample. In several
dimensions, these mothers began the program with lower baseline

measures than their peers.

Thirteen mums indicating BPD repeated the program. This
equates to 36.1% of the 36 re-enrolments from Wave 4 when the
McLean measure was first applied (slightly higher than the 30.4%

of enrolled mothers indicating BPD overall).

Re-enrolments are discussed further in section 9.0.

4.
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5.3.5 Six-Eight Month Semi-Structured
Follow-up interviews

135 mothers were interviewed in the follow-up survey including
13 who had not completed a post-measure. As expected, these
mothers were slightly older than the broader sample (M 31.7 years,
SD 5.38), and were more likely to have a second child (44.0% v
35.4%) and to indicate that they were a ‘full-time parent’. Marital
status, place of birth, education level, and language spoken at home
were almost identical to the broader sample. However, while still
being substantial issues for many followed-up mums, lower pro-
portions had indicated BPD (21.7% v 30.4%) when commencing
Acorn, and slightly lower proportions were in the clinical range
for PPSE (71.6% v 80.2%), the ‘Major Depression Moderate-Severe’
range (25.7% v 30.2%), and Total Parental Stress, ‘clinically signif-
icant’ or ‘high’ range’ (14.6% v 16.9%). Parental stress levels across
the PSI-SF domains were similar to the broader sample: 47.9% of
mums scored ‘clinically significant’ or ‘high’ for Parental Distress
(compared to 54.4%), with over 1 in ten indicating this for Par-
ent-Child Dysfunctional Interaction (10.4% v 12.4%) and Difficult
Child (12.56% v 12.2%).

While clearly mums who were interviewed months after complet-
ing the program shared the range of vulnerabilities of all Acorn
participating mums, given these dissimilarities with the broader
population, to aid clarity sustained outcomes of the program are
considered in this evaluation by comparing ‘post’ Acorn measures
with ‘follow-up’ interviews for the same cohort of 122 mums (89.0%

of those interviewed).
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6.0 Process Evaluation

6.1 Perceived Level of Current ability in parenting related areas

Mums were asked to rate their ‘current’ ability across a range of
parenting related areas in the pre-measure. This question was
worded to focus on the present (time of commencement of Acorn)

to avoid mums rating their ‘general’ abilities and was worded thus:

‘We would like to assess the extent to which the course helps you
across a number of areas in relation to your children attend-
ing Acorn. Please indicate the level of your current ability for

each item listed by ticking the appropriate box’.

Figure 4: Personal assessment of current abilities ‘excellent’ or ‘good’ Pre-Acorn: All Mums vs indicating BPD
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Most Acorn mums tended to rate their current level of ability
positively across a range of indicators (figure 4) although they
were relatively less likely to do so in more reflective aspects: Un-
derstanding my child’s feelings and how they tmpact on my
child’s behaviours, Ability to reflect on how my past experienc-
es impact on my parenting, and Ability to reflect on how my
curvent health tmpacts on my relationship with my child. Two
other areas of note here were: Using a range of ways to interact
with my child (e.g. through songs, games, activities to do to-
gether), where 58.8% of Acorn mums rated themselves as excellent
(24.7%) or good, suggesting that 4 in 10 mums self-assessed them-
selves as needing help to improve in this area, and Recognising
that I am not alone in the struggles I can face as a parent, where
47.6% (233 Acorn mums) indicated excellent (16.9%) or good; 68
Acorn mums (13.9%) indicated ‘I have little or no abilities/skills in
this area’ (with a further 8 indicating they did not know), reflecting

the sense of isolation experienced by many Acorn mums. None-

21 Excluding mothers with children of the same age.
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theless, except for this last item in all these areas more than half
rated their current abilities/skills as ‘Excellent’ or ‘Good’. However,
Acorn mums indicating BPD consistently rated themselves lower
than other mums across all the listed indicators with around one
third (36.0%) indicating they had excellent (14.4%) or good skills
Recognising that I am not alone in the struggles I can face as

a parent.

For mothers who brought both an older and younger child to Acorn
(22 mothers?"), the pattern of perceived current parenting related
abilities for the younger child closely followed those for the whole
sample. However, mums were less likely to rate themselves highly
regarding their older attending child across most of the areas
listed, but particularly for: Identifying my child’s needs (68.2%,
15 mothers) and Abzlity to respond appropriately to my child’s
needs and behaviours (59.1%, 13 mothers). While these numbers
are small Acorn mothers with two attending children of different

ages felt less skilled in these areas with their older child.

Evaluation: Waves 1-11
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6.2 Alignment of client personal objectives
for attending Acorn with program Objectives

Despite a tendency to rate their abilities well , most mothers
wished to improve across all indicators relating to the expected
outcomes (objectives) stipulated in Acorn’s Program Logic. This
was particularly the case for items directly concerning parenting
where around eight in ten mothers agreed with all these items
(Table 5) including: a desire to cope better and feel better as a
parent, have more parental confidence and to interact better with

and feel closer to their child; a wish to become acquainted with

Table 5:

Personal objectives
for attending Acorn (n=493)

% Agreed
(‘Strongly’)

I would like to cope better as a parent 93.0 (67.1)
I want to feel better about myself as a parent 90.1 (62.2)
I would like to learn more about parenting 88.9 (46.8)
I would like to get to know other parents 87.3 (47.6)
I need more confidence as a parent 84.8 (b4.4)
I would like to be able to interact better

83.0 (48.0
with my child/children 48.0)
I would like to feel closer to my child/children 78.0 (46.6)
I would li'ke to know more about services :'md 772 (36.1)
community supports for myself or my family
I WOl.lld lik.e our family to have better 75.9 (43.6)
relationships
I would like @ore conﬁderllce to access services 72.2 (34.0)
and community supports if I need them
I would like to feel more connected 68.9 (29.4)
to my community
I would like our family to be 65.3 (34.3)

more independent and resilient

ACORN Parenting Program | April 2022

other parents and feel more connected to the community were also
broadly expressed. It was also the case that mothers indicating
possible BPD scored consistently higher across all the personal
objectives listed; for example, 83 of these mothers (74.8%) strongly
agreed that they wanted to cope better as a parent. This highlights
a close alignment between Acorn objectives and the clients’ per-

sonal reasons for attending.

Table 6:

Process Items endorsed by
participating mothers (n=353)

% Agreed
(‘Strongly’)

I was treated respectfully

99.4 (79.5
by the Group workers (79.5)
I felt relaxed and safe at the centre 98.6 (65.1)
What h ing in the G
a Was- appening in the Group 98.6 (64.5)
was explained to me clearly
Th terials/ I ived
e materials/resources I receive 98.6 (60.6)
were clear and understandable
This is a good venue for the groups
97.5 (69.7
to be held 9D
Th i deli d
e grgup sessions were delivere 94.6 (58.0)
at the right pace for me
The group facilitators understood my issues 94.0 (60.5)
The approac?l used in the gr(')up 91.8 47.0)
was appropriate for people like me
Th t h tunities t
: ere were no eIToug oppor. unities to 23.8 (7.6)
discuss my experiences of being a parent
There were too many parents in the 2.8 (14)

group for things to work properly
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6.3 Client Engagement and appraisal of

Acorn delivery and Principal Components

Acorn has been successful in engaging vulnerable mums and
their children. Despite the issues faced by Acorn mothers and the
requirement to commute with their child(ren) to the venue on a
weekly basis, the program has been well attended; the median
number of Acorn group sessions attended by completing mothers
was 11.0 (mode =12) with only 21 completing mothers attending
less than half of the sessions (7 sessions or less). While only 10
mothers attended every Acorn session, the large majority of

engaged mothers attended half or more group sessions (92.8%).

Over nine in ten participants endorsed all the positive process in-
dicators presented in a Likert Scale (Table 6). Clearly Acorn was
highly appreciated by those 353 mothers who completed a post
questionnaire; they felt relaxed and safe during the program, and
that the approach used was respectful and appropriate for them,
with clear explanations provided by understanding facilitators

using clear comprehendible resources at a suitable pace and venue.

These findings were very similar for mums indicating BPD, with
over 9 in 10 agreeing with all the positively worded indicators
shown in Table 6. This is particularly noteworthy given that in the

focus groups some mums had expressed concerns with stigma on

commencing Acorn.
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While I was told about Acorn, [ wasn’t really able to take it all
in, so I didn’t really know what to expect and I was very anxious
coming here... I felt very comfortable here with the staff and

the other mums. The staff were wonderful!

Yeah, because I'm just too nervous to take [my daughter| out
to other places and, you know, there are other mums’ groups
around but, yeah, I felt like comfortable being here because I
knew that it was sort of other parents that had mental health
issues whereas if I go somewhere else, I'll feel very left out and

not in the group sort of thing.

I just think it’s really comforting knowing that we're not getting
judged or anything or, you know, the way that we parent isn’t

getting judged.

At first, I was very nervous when I got told how big the group
was going to be and that almost made me not want to come, but
by the time I met everyone I loved it because everyone was just
so friendly. I think if the group was any smaller it would have
been, I don’t know, too small, because... I feel like it would have

been almost more awkward if it was less people.

(Focus Group Discussion - Wave 3)

Real trepidation. I was worried about just how ill the other
mums would be and how I'd relate to them, so [ was nervous
about it yes... (later) like an extended family in the end for me
almost. I felt good about coming here and (child) loved it of

course so it was so really a wonderful outlet for both of us...

When I first came [ was very closed off and didn’t really want
to talk to anyone because I felt like [ was going to be judged
because I do have a different, I don’t know what you call

it, lifestyle sort of thing to other people and an alternative
appearance so I thought that I was going to get judged and
that I wouldn’t really enjoy it, but everyone ended up being so
supportive and lovely. Everyone was different but everyone
supported each other... I think it was like the third group

maybe when I started actually talking to other people.

(Focus Group Discussion - Wave 4)

I get very worried going out and anxious taking (child)
anywhere outside the house... yes Acorn was no different
early on in that respect... it got easier because I knew that
when I get here, we'd see (Mental Health Clinician) and
the other mums and everything would be fine... I felt safe

here for me and my baby.

(Focus Group Discussion - Wave 5)
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6.0 Process Evaluation

The only exception to the positive process indications concerned
the item There were not enough opportunities to discuss my
experiences of being a parent, where responses appeared more
equivocal; 84 mums (23.8%) agreed with this item. This finding
was identified on completion of Wave 2 and presented and consid-
ered at the Reference group meeting as part of the action research
strategy. The primacy of ‘group work’ during the Acorn sessions
was asserted at the Reference Group meeting whilst acknowledg-
ing that occasional one-to-one consultations occurred (sometimes
by telephone and outside of ‘group time”) and that therapeutic
letters were individually tailored. Concerns were expressed that
introducing more individualized attention to clients might under-
mine delivery of the Acorn model and potentially cause difficulties
with group cohesion. The introduction of pre and post program
home assessments to coincide with the application of the NCAT
measure has not assuaged this view for a minority of Acorn mums,

with 50 (24.0%) mums agreeing with this item since in Wave 6.

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

On completion of the program, participating mothers were asked
the degree to which Acorn strategies had been helpful for them.
Over eight in ten mothers considered all three primary com-
ponents of Acorn to be either a ‘Huge help’ (for just over half of
the attending mothers) or ‘Quite a lot of help’, with nearly nine in
ten (312 mothers, 88.6%) indicating this for Dance Play; 86.4%
for The Letters I received from the team during the week, and
82.1% for the Journaling Component. Talking with other mothers
was also considered a huge help or quite a lot of help by 82.7%
highlighting the importance of the social interaction in the group
setting. 272 (77.7%) mothers also felt this way specifically about
the Acorn songs and CD. Given the primarily group-based nature
of the program less felt that access to individual support was as
helpful (56.0%). The retainment of a questionnaire item concern-
ing a discontinued DVD resource from Wave 1 provided evidence of
diligence in client responses to these process indicators as 84.3%
indicated this was not used in my group or don’t know for this

item (Figure 5).

Figure 5: Mother assessment of helpfulness of Acorn strategies for them

M Not Used in my Group

W Don't Know
No Help
M A Bit of Help
M Quite a Lot of Help

™ A Huge Help
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The journaling we've done has given me ideas of different ways Despite the high rates of approval for the Acorn strategies through-
I can journal that will last me for the rest of my life, and I can out the program, the perceived helpfulness of strategies has also
share with others. My confidence with how I think I'll cope with improved as the program has matured and its delivery refined.
having a 2nd child has improved from being in this group and Comparing Waves 1-5 with Waves 6-11, those indicating ‘a Huge
being around/ hearing from women who have multiple children help’ increased across all the strategies listed including Dance Play

(from 50.0% to 58.7%) Journaling (from 53.1% to 57.7%) and the
therapeutic letters (from 50.3% to 59.6%). This may reflect ongoing

I would just like to say that I really appreciated my letters every

week. [ have struggled with confidence about attending some

improvement in the program.
groups, but the letters help reinforce that they are all here to P prog

support me regardless. [ think the team is a lot more coherent and efficient I suppose

. You'’ tt b 're all diff t 1 df
The singing and dancing was just wonderful for me and fiow. Youve got to remember were all Gllierent people and trom

. ite different backgrounds with the psychologists and the
my son. We feel so much closer because of learning how qui ! srou Wi sy 8!

to do this together. family pracs’ and having to organise the mums and bubs for

the different activities, and what to do when say a baby starts

Post-measure respons .
( east ponses) playing up or a mum gets upset or whatever and that sort of

Given the very different strategies used in Acorn, over the three thing. And within the time we have to get everyone in and make

months of the program different participants engaged with the sure the room’s right, (so) it takes a bit of practice to get things

different strategies at different paces; some fully participating in working right.

dance play early while others took longer to overcome inhibitions, (Family Practitioner)

and some had more difficulty writing reflectively about their par-

Getting to know how to work together and developing that
enting experiences than others at different times: 5 WAHOWTO W s veloping

mutual respect and understanding around each other’s skills

To be honest I hated the diary writing at the beginning. and the volunteer skills too, it takes time to blend that I think.

It was just too heavy for me at that time, and it took a lot of

D Work
getting used to because to be honest I hadn’t done anything (Dance Worker)

really like that writing stuff before and it was a bit too new and
a bit too. It was too hard at that time, and I kept thinking about
(daughter) in the other room to relax enough and think about
my own feelings, so it took a few weeks, but I mean I really see
the value of it now... Oh it was really therapeutic for me and
writing the letter to (daughter) was a real outpouring so yeah,

really valuable but it took me a while... The dance play was a lot

Knowing when to chip in and seeing how different people work
in the different groups. I mean it’s all Acorn, but the way people
are, can vary around the theme to a degree... and you need that
trust in each other too and that can take a while. I mean we all
love the children, and we all want to help the mums and that’s

a great stating point, but as a group it takes cohesion and that

doesn’t just happen spontaneously.

ier fi
casieriorme (Mental Health Clinician)

You see, it was the opposite for me. I loved doing the journaling,

. . . . . . . M indicating BPD ided simil to the broad
getting that little bit of me time, just to, just writing down ums Indicating Provided siiar responses Lo the broader

le with bet 7-8 in 10 indicating that th idered all
feelings to get stuff out there to reflect on... I just felt really SAIpIe wi chween in 10 Indicating that they considered a

. . R S three main pillars of Acorn to be either a ‘Huge help’ (again with
self-conscious in the dance-play, like it was so hard to join in P 8 D' (ag w

. . just half of th indicting thi ‘Quite a lot of help’.
with geeky worker... it was much better at the end but I'm much just over half of the mums indicting this) or ‘Quite a lot of help
better at it at home... no, a lot of it was still new to me so yeah it

helped me at home.

(Focus Group Discussion - Wave 6)

I'm still, erm well, a bit anxious when she wonders off erm I
mean even here you know. And the journaling was, oh, well
that was really hard for me early doors because I just didn’t
want to let her go off anywhere and you know explore. But the
workers here are just lovely and it’s like a warm blanket of trust
gets wrapped around you and then after a bit you start to relax

more...the dance play was a bit easier for me.

(Focus Group Discussion - Wave 4)
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6.0 Process Evaluation

All but a single participating mum in the Acorn program indicated
that they would recommend the program for other parents like
them, with 265 (77.3%) indicating ‘Yes, with no changes’ This
was reflected by the additional written comments provided by 194
participating mums (55.0%) at the end of the post questionnaire,
190 of which expressing positive judgements and emotions, or grat-

itude for the program and its staff:

Fabulous program, I've gained an enormous amount from
attending. The support has been immeasurable, the team so

professional, caring, understanding.

I'love the Acorn group something I will always remember and
talk about.

I'don’t think the staff crew could be better. They make you want
to come back. The respect that is given to my son is what makes

me more inclined to be okay, away from him.

Acorn has been an important program for our family that

is unlike many other services we have accessed so far. The
emphasis placed on being ‘part of our circle’ was especially
important. My child thoroughly enjoyed being greeted with
her own song every week and this was good for me to see her

interacting and enjoying the group.

Acorn has helped me in so many ways. I feel closer to my baby.
I'm more willing to ask for help. I now feel connected and

supported with other ‘real’ people

I would like to thank the couple who made this group possible.
It has helped way more than I could have hoped for. Thank you.

I hope it continues to help other mothers that are struggling.

Acorn is an amazing program of which I felt so honoured to be a
part of. I would recommend this program to any mum who feels
that they need any extra support or are having a struggle with
coping or managing the huge job, task, and changing expe-
rience of motherhood. It is such a life affirming, supportive,
uplifting, and replenishing program. I have come out of Acorn
with so much more confidence and acceptance and a new set of
skills for being with my child and not just coping but thriving
and flourishing in parenthood and navigating this fun and

challenging journey.

I cannot explain just how beneficial the Acorn group has been
for me. It has changed the way I look at my beautiful boys and
the way I parent (for the better). I feel like a more confident
mum and know that there are so many little things I can do
from day to day that will benefit the boys/shape their lives in a
positive way. It has made me slow down and try and take control

of what I'm doing, rather than rushing through the days.

(Post-Measure Responses)
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7.0 Program Outcomes

Findings from the oulcome evaluation are pre-
sented below. Importantly, the holistic approach
adopted by Acorn envelops the related objectives
1-4 which for analytic purposes are addressed,

separately here.

7.1 Objective 1: To Enhance the quality
of the parent-child interaction

7.1.1 NCAT Observational Measures

Mean scores improved across all the NCAT dimensions address-
ing the quality of the mother-child interaction for the 145 dyads
observed pre and post Acorn from Wave 6-10% with this being sig-
nificant for 7 of the twelve scales. Most importantly, these were
significant for the three most reliable measures: ‘Caregiver Total’
(M, =1.46, t(144)=3.04, p<.01, d.29); ‘Child Total’ (M =0.95,
t(144)=2.63, p=0.01, d.25) and for the overall quality of the inter-

action between the child and parent dyad measured by the ‘Car-

diff

egiver-Infant Total’ with a small-medium effect size (M, =2.67,
£(144)=4.39, p<0.000, d=0.37), (Table 7).

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

For mothers there were also significant improvements with small
=034, 1(144)=2.24, p<.03,
d.24), ‘Cognitive Growth Fostering’ (M =0.89, t(144)=3.32, p<.01,

diff™
d.29) and ‘Contingency’ scores (M, = 1.09, t(144)=2.70, p<.01,
d.26). Some improvement in ‘Socio-Emotional Growth Fostering’
(M,,,=0.26, £(144)=1.67, p<.1, d.17) was also evident but not signif-
icant at the .05 level. ‘Response to Distress’ improved slightly but

not significantly (M, =0.14, t(144)=0.77, p<.5, d.08)

diff

effect sizes in ‘Sensitivity to Cues’ (M

The Child Total performance appeared to be largely driven by
improvement in the child’s ‘Clarity of Cues’ which approached a
=0.67, t(144)=4.45, p<0.00, d .41). ‘Re-
sponsiveness to Caregiver’ improved slightly but not significantly
(M,,,=0.26, t(144)=0.96, p<.4, d.10), and similarly for the child’s
‘Contingency score’ (M, =1.09, t(144)=1.30, p<.2, d.13).

medium effect size (M,

Table 7: NCAT Pre & Post Measures t-test, p values and effect sizes.

Pre Measures | Post Measures t | P | d
N Mean SD Mean SD
MOTHER
Sensitivity to Cues 145 8.98 1.39 9.23 1.28 2.237 0.027* 0.24
Response to Distress 145 9.81 1.66 9.95 1.85 0.771 0.442 0.08
Socio-Emotional Growth Fostering 145 8.12 1.57 8.38 1.51 1.667 0.098 0.17
Cognitive Growth Fostering 145 10.81 3.09 11.70 2.89 3.324 0.001%* 0.29
Caregiver TOTAL 145 37.75 4.96 39.21 5.14 3.039 0.003* 0.29
CHILD
Clarity of Cues 145 7.59 1.65 8.26 1.11 4.449 0.000* 0.41
Responsiveness to Caregiver 145 7.00 2.72 7.20 2.29 1.23 0.222 0.13
Child Total 145 14.57 3.81 15.45 3.05 2.74 0.007* 0.29
Caregiver / Infant Total 145 52.06 715 54.44 6.38 3.93 <0.000%* 0.37
CONTINGENCY
Mother 145 14.10 4.20 15.19 3.28 2.699 0.008* 0.26
Child 145 6.54 2.65 6.89 2.26 1.295 0.197 0.13
22 Following a change in management at AnglicareSA NCAT observations were not available for Wave 11.
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Significant improvements in the ‘Caregiver-Infant Total’ were
evident for the vulnerable sub-populations considered (Table 8),
with larger effect sizes found for mothers with two or more children
below the age of 36 months (M, =3.54, t(27)=2.63, p<.02, d.53)
and for Single mothers (M, =4.00, t(16)=2.26, p<.04, d.48). Those
whose household income was mainly government benefits also im-
ar=2-95, 1(38)=2.12, p<.05, d.33). Mothers
who left school at Year 12 or below yielded close to significant im-
=2.44, 1(28)=2.04, p<.06, d.31). Mothers who did
not speak English as their first language at home however did not
=1.95, t(18)=1.32, p>.20,

diff

proved significantly (M

provement (M,

improve significantly in this measure (M
d.23) — (section 10.0).

diff

Significant improvements in ‘Caregiver-Infant Total, were re-
flected in reductions of dyads scoring >-1SD below the normative
mean evident across all the NCAT domains in the post measures
(Table 9). Applying the most reliable NCAT measures for dyads
for whom we have both pre and post NCAT observations: ‘Caregiv-
er-Infant Total’ scores improved from 34.4% scoring >-1SD below
the NCAST population mean in the pre-measure to 24.8% in the
post measure; for ‘Child Total’ from 27.6% scoring >-1SD below
the NCAST population mean in the pre-measure to 17.2% in the
post measure and for the ‘Caregiver Total’ from 35.2% scoring
>-1SD below the NCAST population mean in the pre-measure to

31.1% in the post measure.

For the ‘Caregiver-Infant Total’ the quality of the interaction, none
of the dyads who scored above -1SD in the pre-measure fell below
it in the post-measure, so this finding equates to 28.0% of the
poorest scoring dyads attending Acorn improving to within 1 SD of

the normative mean.

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

For the sub-scales of the NCAT, Mother’s “Sensitivity to Cues’ im-
proved from 21.3% scoring >-1SD below the NCAST population
mean in the pre-measure to 13.8% in the post measure, and for
‘Cognitive Growth Fostering’ from 46.2% to 35.1% in the post-meas-
ure. Other improvements for mothers appeared more modest: ‘Re-
sponse to Distress’ (from 24.8% to 20.7%) and ‘Socio-Emotional
Growth Fostering’ (from 40.4% to 37.3%).

However, the improvement for Child ‘Clarity of Cues’ was more sub-
stantial, from 24.1% scoring >-1SD below the NCAST population
mean in the pre-measure to 6.9% in the post measure (considerably
better than their normative counterparts). Again, as none of the
children who scored above -1SD in the pre-measure fell below this
in the post measure, this equates to 71.4% of the poorest scoring
children improving in their cue clarity to within 1SD of the norma-
tive mean in the post-measure. ‘Responsiveness to Caregiver’ also
improved from 23.4% to 20.6% (close to normative proportions in

the post-measure).

Forty dyads where the mother indicated BPD were observed in pre
and post NCAT measures. Significant improvements were observed
for ‘Caregiver Total’ (M ,=2.68, t(39)=3.82, p<.01) with a medium
effect size (d .56), and for the ‘Caregiver/Infant Total (M =2.28,
£(39)=2.33, p<.03), with a small-medium effect size (d .32). While
=.65) this

was not significant; however, the numbers of children scoring

there was some improvement in the ‘Child Total’ (M,

>-1SDs from the normative mean reduced from 11 (27.5%) in the

pre-measure to 7 children (17.56%) in the post measure.

Table 8: NCAT Caregiver-Infant Total Scores — Vulnerable Sub-Populations

Pre & Post Measures t-test, p values and effect sizes

Pre Post
NCAT Caregiver-Infant Total Scores M SD M SD t(df) P d

All 51.98 712 54.65 8.02 4.39 (144) <.001 37
BPD Indicated 52.05 7.02 54.32 6.09 2.33 (39) .025 .32
Non-English spoken at Home 50.79 8.25 b2.74 5.58 1.32 (18) 202 .23
2+ children < 36 months 52.50 6.71 56.04 6.69 2.63 (27) 014 .53
Single 50.47 8.27 54.47 7.61 2.26 (16) .038 48

Main household income
Government Benefit 51.92 8.87 54 .87 7.20 2.12 (38) .041 .33
School Level < Year 12 52.21 7.96 54.65 6.63 2.04 (28) .0561 31
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Table 9: NCAT scores Pre & Post located in Standard Deviations from Normative Mean (Count / %)
>-2 -2to -1 -1to 0 Oto1l 1to2
Pre Post Pre Post Pre Post Pre Post Pre Post
CAREGIVER (MOTHER)

Sensitivity to Cues 10 11 21 9 62 55 44 57 8 13

y 6.8 76 4.5 6.2 42.8 379 30.3 39.3 5.5 9.0

Response to Distress 17 11 19 19 23 34 86 81 0 0

P 117 76 131 131 15.9 234 59.5 55.9 0 0

. . ) 13 7 47 47 41 49 40 32 4 10
0L TR b W0 i ol B LS 4.8 324 324 283 338 276 221 238 6.9
.. , 18 16 49 35 4 45 28 35 9 14
SIS EROTTEIRAT 11.0 338 241 28.3 31.0 19.3 241 6.2 9.7

Caregiver TOTAL 20 21 31 24 57 57 35 37 2 6

13.8 4.5 214 16.6 39.3 39.3 24.1 25.5 14 4.1

INFANT

Clarity of C 17 2 18 8 34 48 63 66 13 21
antyottues ;17 14 12.4 5.5 234 33.1 434 45.5 9.0 4.5

R . to Carexi 8 9 26 21 52 55 49 45 10 15
esponsiveness to Caregiver . ; 6.2 7.9 14.5 359 37.9 33.8 31.0 6.9 10.3

10 10 30 15 49 57 50 50 6 13

e ) 6.9 20.7 10.3 33.8 39.8 34.5 34.5 4.1 9.0

CAREGIVER-INFANT ‘ ‘ ‘ ‘
Total 6 7 44 29 61 74 31 49 3 3
ota 4.1 4.8 30.3 20.0 42.1 51.0 214 29.0 2.1 2.1
CONTINGENCY ‘ ‘ ‘ ‘

Caregiver 16 17 42 30 60 52 21 36 6 10

giv 11.0 117 29.0 20.7 414 35.9 4.5 24.8 4.1 6.9

- 5 6 18 16 63 60 47 47 12 16
3.4 4.1 12.4 11.0 434 414 324 32.4 8.3 11.0

Improvements in child ‘Clarity of Cues’ as measured by the NCAT
are particularly noteworthy here as proportionately less Acorn
children performed poorly in the post-measure than in the nor-
mative population (6.6% vs a normative proportion of 16.0%).
Twenty-one children (14.4%) scored >+1SD above the mean in the
post measure, 8 more than in the pre-measure. Taken with the sig-
nificant improvement with medium effect size, this provides strong
evidence that children attending Acorn have markedly improved
the clarity of their cues in interacting with their mothers. Improve-
ments in child interactive behaviour were confirmed in mums’
subjective accounts of the ‘most significant change’ in their lives
attributable to the Acorn program (section 7.5), and in accounts

provided during the focus group discussions:

ACORN Parenting Program | April 2022

[ think we'd stopped playing really or else he didn’t want to play
with me anymore. Well, I wasn’t the greatest mum or greatest
company for anyone at the time really. It taught us how to play
again really. I'd forgotten how warm it felt and that kind of came
back but even better than before. And he tries to talk to me and
listen more. It’s like I've stepped into the light, and he’s seeing

me and wants to play with me.
(Focus Group Discussion - Wave 4)

I think before Acorn it was like we just kept missing each other
like I couldn’t pick up on how she was trying to communicate or
just wrongly you know. And she didn’t seem to me at any rate
to be responding to me... [ can’t say it was just the dance play.
But that’s what really started to change things and then just
thinking about different scenarios in the (reflective) diarying
(sic) and coming back and seeing her so happy and having a
great time just little by little lifted me up and then I lifted her,
and we started connecting... and it’s just like it just started

from there, this new journey.

(Focus Group Discussion - Wave 5)
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7.0 Program Outcomes

‘Clarity of Cues’ can be affected by past poor responses of parents

_.r-"""

and may be associated with infants who are insecure-avoidant as
they have learnt over time that trying to communicate needs has
not positively influenced the behaviour of the mother. Conversely
poor cue clarity from the infant, particularly if this has continued
over time, my also impede the parents ability to accurately perceive
and interpret the child’s signals and behaviour and subsequently
limit prompt appropriate parental reactions to these signals for
some mums (Ainsworth et al., 1978). The substantial improvement
following participation in Acorn may be attributable to dance play
activities enacted in the program where child expression is encour-
aged. This improvement was the main contributory factor to the
significantly improved ‘Child Total’ score and contributed to the
overall significant improvement in the quality of the interaction

reflected in the ‘Caregiver/Infant Total’

While encouraging, the significant improvements in the ‘Caregiver
Total’, should be considered in the light of very low base-line scores
on commencing the program for the measures which contributed
to this score; improvements were evident in all domains, but the
percentages of mums scoring >-1SD below the NCAT normative
database mean remained high in some post measures, particularly
‘Socio-Emotional Growth Fostering’ where more than a third of
mums scored >-1SD below the NCAST population mean in the post
measure. Nonetheless, the NCAT observations provide evidence of
significant improvement in the quality of the mother-child interac-
tion, and given the myriad issues experienced by Acorn mums the
improvements evident are substantial and reflected in their self-re-

ported indications of enhanced relationships with their children.

P-4
F
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71.2 Self—Reported Measures In responding to the open question ‘What would you say are

the most significant changes im your parenting and your

Table 10 presents a summary of findings from the post client
b v 8 P Samaly life as a result of attending the group’, the second most

self-completion questionnaire and follow-up survey relating to . . . .
common written answers provided related to ‘improved quality

each Acorn objective. Significant improvement in the observed
) g P of interaction with child’ with this being spontaneously record-

uality of the mother-child interaction were supported by mothers’
d v pb v ed by just over one quarter of Acorn mothers who completed the

self-reports in the post-measure.
P b program (section 7.5).

Around 9 in 10 (or more) Acorn mothers indicated they had im- . B . . .
Improvements in child interactive behaviour were confirmed in

roved across all items related to the quality of the parent-child
P d v P accounts provided during the focus group discussions:

interaction in the self-completion questionnaire, with over half

indicating they had improved ‘a great deal’ or ‘quite a lot’ for each I'think we'd stopped playing really or else he didn’t want to play
item including: Understanding my child’s need to be in a close with me anymore. Well, I wasn’t the greatest mum or greatest
relationship with me (248, 70.56%); understanding my child’s company for anyone at the time really. It taught us how to play
feelings and how they impact on behaviours (228, 64.6%); again really. I'd forgotten how warm it felt and that kind of came
identifying my child’s needs (182, 51.6%); and in their ability back but even better than before. And he tries to talk to me and
to respond appropriately to my child’s needs and behaviours listen more. It’s like I've stepped into the light, and he’s seeing
(193, 54.7%). Perhaps a culmination of improvements in these par- me and wants to play with me.

enting areas has resulted in 312 mothers (88.4%) agreeing (includ- (Focus Group Discussion - Wave 4)

ing 152 ‘strongly’) that I interact better with my child because of

attending this group, and most mothers (328, 92.9%) indicating I think before Acorn it was like we just kept missing each other

that the group has helped me to feel closer to my child (with 180 I e ) cerprl it oAl T i v e et Ui 59 o e o

mothers indicating ‘strongly agree”). Just over nine in ten mothers JESTEACEI 7 SOOTEL LERORTE AU BIALE QUSRS BECITD D102 £if ey 2 5e

indicated that they felt more comfortable with their child being i I Eo R 0 -0, Ll EEIT Sy iE vt JUsih e domee i

physically close to them, with just under seven in ten indicting this L il woltert werllyy stemiiodl o e By 2T e ot

had improved ‘a great deal’ or ‘quite a lot. The improvement in thinking about different scenarios in the (reflective) diarying

children’s interactive skills evident in the NCAT were reflected in (i) el eminthing berel <l seenng Ner $o Ly anl Linomig e

the mothers’ almost universal view that My child has benefitted e (s (s logy el [t e v el e 1 Bieg e,

from my attending the group with nearly seven in ten mothers and we started connecting... and it’s just like it just started

strongly agreeing this was the case in the post measure. IO BAERS, I ety [ou ey,

The group has been absolutely fantastic. Thank you to all the (Focus Group Discussion - Wave 5)

support workers/leaders at ACORN. I can’t thank you all enough
for everything. Before I started ACORN (sic) I would be so

The above findings were broadly consistently indicated by mothers

in the semi-structured follow-up interviews providing verification

annoyed at [child]. He was such a hindrance. Now I see him as and evidence of sustained impact six-eight months after program

an individual and his own little personality and a hinderance is completion for the large majority of mothers on the program. Just

the last word I'd call him. under 92% agreed that [ interact better with my child because
(Acorn) has given (son) confidence around people & the ability of attending this group and over one third strongly agreeing this
for me to have free time to spend with adults. was the case.

You have no idea how generous it is and how much it helps. I
went from not being able to be alone with my son, to loving

every minute of motherhood thanks to Acorn.

(Post-measure responses)
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Table 10: Self-Reported Post-Measures (n=353) &
% AGREED (STRONGLY){l

6-8 Month Follow-Up Interview (n=135) OR

% IMPROVED
(GREAT DEAL/QUITE A LOT),

Post 6-8 Month
Obj 1: To enhance the quality of the parent-child interaction Measure Follow-Up
My child has benefitted from my attending the group 98.9 (69.1)a 95.5 (56.0)a
The group has helped me to feel closer to my child 92.9 (51.0)a 91.8 (42.5)a
Iinteract better with my child because of attending this group 88.4 (43.1)a 91.8 (37.3)a
Understanding my child’s need to be in a close relationship with me 98.0 (70.5)b 91.7 (69.2)b
Ability to appreciate my child’s perspective of the world 97.2 (77.5)b 96.2 (66.2)b
Understanding my child’s feelings and how they impact on my child’s behaviours 96.0 (64.6)b 94.0 (61.7)b
Ability to respond appropriately to my child’s needs and behaviours 95.5 (b4.7)b 95.5 (50.4)b
Identifying my child’s needs 94.1 (51.6)b 88.7 (63.4)b
Feeling comfortable with my child being physically close to me 91.0 (69.7)b 77.6 (65.2)b

Obj 2:To improve parenting confidence, competence, and enjoyment for vulnerable mothers

I have gained more confidence as a parent by attending the group 87.5 (33.7)a 85.2 (35.6)a
Ilearned a lot about parenting from attending Acorn 75.9 (23.9)a 76.3 (25.9)a
Using range of ways to interact with my child (e.g., through songs, games, activities to do together) 99.2 (79.6)b 97.7 (77.4)b
Feeling comfortable with my child exploring the world through play 98.3 (77.3)b 97.0 (75.9)b
Enjoying my role as a parent 97.5 (70.5)b 93.2 (63.9)b
Feeling comfortable playing and interacting with my child 97.4 (73.9)b 94.7 (72.9)b
Ability to reflect on how my current health impacts on my relationship with my child 96.6 (67.7)b 96.2 (69.2)b
Ability to reflect on how my past experiences impact on my parenting 95.7 (68.9)b 92.4 (62.1)b

Obj 3: To enhance mothers’ wellbeing, coping skills, resilience, and self-efficacy

The group has made me feel better about myself as a parent 90.4 (38.8)a 93.3 43.7)a
The group has helped me to cope better as a parent 89.2 (33.8)a 89.6 (37.8)a
The group has made me more confident to access other family services if I need them 66.0 (17.3)a 76.3 (22.2)a
The group has helped our family to be more independent and resilient 59.1 (12.8)a 674 (13.3)a
Recognising that I am not alone in the struggles I can face as a parent 99.4 (83.0)b 95.5 (77.3)b

Obj 4: To Expand and Strengthen Social/Community Supports and builds Social Connectedness

I will (have) share(ed) what I have learnt from the Group program with other parents like me 89.5 (37.6)a 89.6 (44.4)a

I made friends with other parents in the group 83.8 (38.1)a 76.3 (39.3)a

I feel more connected to my community because of attending the group 63.9 (13.9)a 56.3 (11.Da

IT'am more aware of other services and community supports for myself or my family

as a result of attending the group 62.9 (15.0)a 674 (17.0)a

The group has helped our family to have better relationships 62.3 (18.1)a 76.9 (24.6)a
*The group was not very helpful for me 1.1 (0)a 1.500)a
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7.0 Program Outcomes

Table 10 presents a summary of findings from the post self-com-
pletion questionnaire and follow-up survey relating to each Acorn
objective. This table is characterised by the similarity of overall
responses from the 353 mothers who completed Acorn with those
of the 135 mothers who were interviewed six-eight months after
completing the program and a broad range of sustained benefits

are indicated for the large majority of participating mothers and

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

their children. There was only one indicator where the positive
follow-up measure was lower than eight percentage points than the
post-measure that being feeling comfortable with my child being
physically close to me. However, it was still the case that for this
indicator 77.6% indicated improvement with 55.2% indicating this

improved ‘a great deal’ or ‘quite a lot’ in the follow-up measure.

Figure 6a: Post & Follow-Up Measures Objective 1 — Levels of agreement with Likert items (n=122)
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Figures that follow comparing post with follow-up measures
present findings for those 122 mothers for whom both measures
were available; in this way similarities and differences between
the two measures are clearer as these are the same mothers in

each measure.

Figures 6a and 6b presents findings for those mothers for whom

both post, and follow-up measures were available.

The Acorn program has also helped to enhance the quality of the
mother’s interaction with their second (usually older) attending
child. These mothers endorsed improvements in relation to par-
enting their second attending child across all the above indicators
in Table 10. Of the 19 mums providing post data specifically for
their second child, 15 (78.9%) agreed that I interact better with
my child because of attending this group (7 ‘strongly’) and 16
(84.2%) that the group has helped me to feel closer to my child
(8 ‘strongly”). With one exception, all mums agreed that My child
has benefitted from my attending the group, with 12 (63.2%)
strongly endorsing this item. All these mums indicated their
Ability to respond appropriately to my child’s needs and be-
haviours had improved because of participating in Acorn with 8

(42.1%) indicating ‘yes, a great deal’ or ‘quite a lot’.

Just helped me react better in situation that would
have normally got me flustered. Also, I can do a lot

more with them now

2 hands clap song is a big deal in my household.

My son loves this song just as much as my baby.

It has helped me to see things from her point of
view and to help me with how I am feeling towards

her and her behaviour.

(Post-Measure Responses)

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

7.2 Objective 2: To improve parenting
confidence, competence, and enjoyment
for vulnerable mothers

7.2.1 KPCS Measures

Improvement in perceived parental self-efficacy (PPSE) was as-
sessed by applying pre and post measures of the KPCS for the 221
mothers who completed the program whose children were aged 8
months or less on commencing Acorn®. PPSE significantly and
substantially increased for mothers attending Acorn (M = 3.24,
£(220)=8.55, p<.0001) with a medium effect size (d.56). The pro-
portion of mothers in the ‘non-clinical’ range almost doubled in
the post-measure (from 17.6% to 35.7%) and the proportions of
mothers in ‘severe clinical range’ more than halved (from 24.9%
to 9.5%) (Table 11). Sixty mothers (27.1%) had a positive change
in their PPSE score equal to or greater than the KPCS ‘reliable

change score’ of 6 (section 3.3.4).

Table 11: KPCS Scores Pre and Post (n=221)

Pre ACORN  Post ACORN
Frequency Frequency
Score Label (%) (%)
Non clinical
40+ on cmiea 39 (17.6) 79 (35.7)
range
Mid clinical
36-39 1@ cimea 62 (28.1) 74 (33.5)
range
Moderat
31-35 oderate 65 (29.4) 47 21.3)
clinical range
Severe
<31 55 (24.9) 21 (9.5)

clinical range

Siginicant t=8.549 p<0.001 )
Effect Size d=0.560 (medium)
Mean diff 3.24

23 This was to ensure that children were still of eligible age for this standardised tool on completing the program.
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Similar improvements were also found for a diversity of vulnera-
ble sub-populations of Acorn mothers (Table 12), including those
indicating BPD, mothers (d .54) those who spoke a language other
than English at home (d .58), and single mothers (d .49). There was
also significant improvement with medium effect sizes for mothers
for whom government benefits or pension was the main source of
household income (d .48) and for mothers with low educational
levels having left school at Year 12 or below (d .49).

Table 12:KPCS Scores — Vulnerable Sub-Populations Pre & Post Measures t-test, p values and effect sizes

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Pre Post

KPCS (child <lyear) M SD M SD t(df) p d
All 33.95 5.78 37.19 4.66 -8.65 (220) <.001 .56
BPD Indicated 33.22 5.58 36.24 5.03 -3.70 (40) .001 .54
Non-English spoken at Home 33.03 743 37.37 4.86 -3.03 (29) .005 .58
2+ children < 36 months 32.00 6.53 36.91 4.54 -4.55 (34) <.001 75
Single 35.26 4.48 37.45 4.21 -3.33 (30) 002 49

Main household income

Government Benefit 34.81 4.76 37.09 4.49 -4.48 (60) <.001 48
School Level < Year 12 34.59 5.29 37.20 4.24 -3.59 (48) .001 49

Mothers with two young children appear to have benefited most
regarding PPSE and their youngest child(for whom the KPCS was
a valid tool) (M, = 4.91, t(34)=4.55, p<.0001, d.75) with a medi-

um-large effect size.

diff

It was also the case that significant improvements in PPSE occurred
with medium effect sizes at different time groupings across the 5.5
years duration of the program. For mothers attending Waves 1-3 in
a= 0-67, 1(48)=4.36, p<.0001,
d.69); for Waves 4-7 (M= 2.51, t(90)=4.61, p<.0001, d.46); and
for Waves 8-11 (M= 3.80, t(80)=5.77, p<.0001, d.59). Taken with

the accumulated evidence from triangulated sources including

the first 1.5 years of the program (M

mothers’ self-reports, in the absence of a comparison group, this
would strengthen the case for causal attribution of the program as
the improvement has been relatively consistent over these three

different time periods.

ACORN Parenting Program | April 2022
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7.2.2 Self-Reported Measures

On completing Acorn, 309 (87.5%) indicated that [ have gained
more confidence as a parent by attending the group, with
around one third strongly agreeing (Table 10), and this applied
equally to parents of older and younger eligible children attending
Acorn. Moreover, reported improvements in parental confidence
was sustained six-eight months after completing the program
with a slight shift toward strongly agreeing that this was the case
(figure Ta).

Figure 7a: Post & Follow-Up Measures Objective 2 — Levels of agreement with Likert items (n=122)
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Acquiring enhanced self-confidence was the most common spon-
taneous answer provided by mothers on completing Acorn to the
open question ‘What would you say are the most significant
changes i your parenting and your family life as a result of
attending the group’, with this being confirmed six-eight months

after leaving Acorn (section 7.5).

I cannot explain just how beneficial the ACORN group has been
for me. It has changed the way I look at my beautiful boys and
the way I parent (for the better). I feel like a more confident
mum and know that there are so many little things I can do
from day to day that will benefit the boys/shape their lives in a
positive way. It has made me slow down and try and take control

of what I'm doing, rather than rushing through the days.

(Post-measure response)
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7.0 Program Outcomes

Acquiring more confidence was also cited by three of the eight
ATSI mothers completing Acorn as the most significant change

for them.

268 completing mothers (75.9%) indicated they had learned a lot
about parenting from attending Acorn Similarly, and 103 mothers
(76.3%) reaffirmed this in the follow-up measure (figure 7a). Given
that Acorn does not set out to impart parental ‘knowledge’ this
reflects learning acquired through participation in play and reflec-
tion rather than instruction. This was accompanied by a ‘rippling’
effect of learnings disseminating to peers in the broader communi-

ty addressed in Objective 4 (section 7.4).

Not so much about parenting but more about me as a parent and

that benefitted my parenting.

Really enjoyed going. Really appreciated the opportunity to
reflect on my parenting and his development and catching

precious moments I'd have missed otherwise.

Follow-Up Interviews)

Figure 7b: Post & Follow-Up Measures Objective 2 — Improved ‘A Great Deal or ‘Quite a Lot (n=122)
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Nearly all Acorn mothers (99.2%) indicated improvement in Using
a range of ways to interact with my child (e.g., through songs,
games, activities to do together) because of attending Acorn with
281 (79.6%) indicating ‘yes, a great deal’ or ‘quite a lot’ of improve-
ment (figure 7b). Again, near universal improvement was indicated
for: Feeling comfortable with my child exploring the world
through play, with 273 mothers (77.3%) indicating a ‘great deal’ or
‘quite a lot’, and for Feeling comfortable playing and interacting
with my child, with 260 mothers (73.9%) indicating a ‘great deal’

or ‘quite a lot’.

This was accompanied by 341 (97.2%) of Acorn mothers indicating

improving their Abzlity to appreciate my child’s perspective of

the world, because of attending Acorn , with nearly 8 in 10 indi-
cating this improved ‘a great deal’ or ‘quite a lot’ (272, 77.5%). An
almost identical number (344 mothers) indicated improvements in
Enjoying my role as a parent, with 249 (70.5%) indicating this

improved ‘a great deal’ or ‘quite a lot’ because of attending Acorn:

Just learning how to play and interact and you know sing and a
little bit of dancing

Learning you're not alone and that it’s alright not to be perfect
and to try to see the world through his eyes and understand
there’s a reason for when he’s stroppy and it’s not about just
getting at me... you learn to be calmer and not react in some

negative way.

It has helped me to see things from her point of view and to help

me with how I am feeling towards her.

(Post-Measure Responses)
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Taking the 108 Acorn mothers who completed a post-measure and
had older children who had not attended Acorn, when asked has
Acorn helped with your parenting for any other children who
did not attend, 95 (87.9%) indicated in the affirmative with 40
(37.0%) indicating ‘Yes, a great deal’. This may have contributed
to improvements in the family lives of Acorn mums (Objective 4
below). Moreover, of the 47 mothers with older non-attending chil-
dren who completed the follow-up interview, 33 ( 70.2%) indicated
the program had helped in this area with 14 (29.8%) indicating

‘yes, a great deal’

Over 9 in 10 Acorn mothers reported improvements in their ability
to reflect both with regard to: Ability to reflect on how my past ex-
periences impact on my parenting (with 242, 68.9% indicating
this improved ‘a great deal or ‘quite a lot’ as a result of attending
Acorn) and Abzlity to reflect on how my current health impacts
on my relationship with my child (239, 67.7% indicating ‘a great
deal’ or ‘quite a lot’ of improvement), and these improvements were
sustained six-eight months after completing the program. These
positive outcomes also applied to second attending children at
Acorn; thirteen of the nineteen mothers with two children (68.4%),
indicated their ability to reflect on how current health impacts rela-
tionship with their child improved ‘a great deal’ or ‘quite a lot’ and
fifteen (78.9%) indicated this level of improvement regarding how

their past experiences impact their parenting,.

Evaluation: Waves 1-11
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7.3 Objective 3: To enhance mothers’ wellbeing
coping skills, resilience, and self-efficacy

There are strong indications that the Acorn approach has provided Table 13: PHQ-9 scores Pre & Post (n=344)
holistic benefits for engaged mothers. When asked: ‘What would

you say are the most significant changes in your parenting Label Pre ACORN  Post ACORN
. . . Severity (Provisional Frequency Frequency
7 1l roup?’ th
and your family life as a result of attending the group?’ the Score Diagnosis) %) %)
third most frequently and spontaneously expressed change con-
cerned ‘TImprovements in personal wellbeing’ impromptu raised by <5 ‘No 45 (13.1) 90 (26.2)
around one quarter of completing mothers (section 7.5). A broad Symptoms
range of improvements were expressed (e.g., Being calmer or more ‘Minimal
. Rei e : 5-9 109 (31.7) 122 (35.5)
relaxed; Being less depressed/anxious; General feelings of greater Symptoms’
wellbeing/happiness; More patience; and feeling less stressed).
These improvements have been further authenticated through the ‘Minor
application of standardized tools. Dep re%smn
10-14 / Major 93 (27.0) 72 (20.9)
7.3.1 PHQ-9 Measures Depression
mild
Clearly depression was a pronounced issue in the sample of mums
recruited to Acorn. Pre and post measures of depression were pro- Major
. . Depression,
vided by 344 Acorn mums, whose demographic profile was very 15-19 60 (17.4) 39 (11.3)
moderately
similar to the broader profile of all mums commencing Acorn; the severe’
distribution of pre-measures of PHQ-9 for mothers who completed
a post-measure of the tool closely mirrored that of all mums at the ‘Major
beginning of the program (refer to Table 3). 20+ Depression, 37(10.8) 21(6.1)
severe’
The PHQR-9 has demonstrated significant improvement in depres-
Total 344 344

sion scores pre and post Acorn (M, = 2.27, t(343)=8.90, p<.0001)

dift—
with a small-medium effect size (d.39). For mothers who provided
Mean diff: 2.265 Significant: t=7.898 p< 0.001 )

pre and post measures, those with ‘Minimal’ or ‘No’ symptoms im- ) )
Effect Size d = 0.386 (medium)

proved to a majority in the post-measure from 154 (44.8%) to 212
(61.7%), with over one in four having no symptoms of depression at
the end of Acorn (26.2% compared to 13.1% in the pre-measure).

Reductions in ‘Major Depression moderately severe to severe’ were

also evident, from 97 (28.2%) indicating this in the pre-measure to
60 mothers (17.4%) in the post-measure (Table 13).
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Clinically significant improvement (from a ‘clinical’ to ‘non-clinical
score’) were calculated for the 190 mothers scoring in the clinical
range in the PHQ-9 pre-measure for whom post-measures were
obtained (section 3.3.3); 50 of these mothers (26.3%) met these

criteria for ‘clinically significant’ improvement.

It was also the case that significant improvements in PHQ-9 scores
occurred with small-medium effect sizes at different time group-
ings across the 5.5 years duration of the program. For mothers at-
tending Waves 1-3 in the first 1.5 years of the program (M, = 2.00,
£(76)=2.85, p<.006, d.33); for Waves 4-7 (M = 2.35, t(135)=5.26,
p<.0001, d.38); and for Waves 8-11 (M, = 2.33, t(130)=5.44,
p<.0001, d.42).

Depression also reduced significantly for those indicating BPD
M= 2.77, t(78)=4.14, p<.0001) (with a larger effect size d.43).
Similar significant improvements were also found for other
sub-groupings of more vulnerable mothers including those who
ar= 4:55,1(64)=2.24,
p<.05. d.26), single mothers M = 2.38, t(52)=3.18, p<.005. d.34),

= 2.35,
t(46)=3.34, p<.005. d.40), mothers for whom government benefits
= 940,
£(109)=4.15, p<.001. d.34), and mothers with low educational
levels having left school at Year 12 or below M, = 5.53, t(86)=3.58,
p<.005. d.35). — Table 14.

spoke alanguage other than English at home M

mothers with two children aged three years or less M

or pension was the main source of household income M

Table 14: PHQ-9 scores - Vulnerable Sub-Populations Pre & Post Measures t-test, p values and effect sizes

Pre Post

PHQ-9 M SD M SD t(df) p d
All 11.24 5.87 8.98 557 790 (343) <.001 .38

BPD Indicated 14.16 6.48 11.39 527  4.14 (78) <.001 43
Non-English spoken at Home 10.76 6.21 9.13 6.13 2.24 (54) .029 .26
2+ children < 36 months 11.26 5.90 8.91 5.51 3.34 (46) <.005 40
Single 11.47 7.00 9.09 6.02  3.18 (52) .002 34

Main household income

Government Benefit 11.75 6.35 9.62 595 4.15 (109) <.001 .34
School Level < Year 12 11.48 5.95 9.40 553  3.58 (86) .001 .35

Acorn mums who had indicated any issues in the PHQ-9 were
asked: ‘...how difficult have these problems made it for you to do
your work, take care of things at home, or get along with other
people?’. Those finding coping with their depressive symptoms
‘very’ or ‘extremely’ difficult reduced from 101 mothers (29.4%) to
43 (12.6%) signifying a clear improvement in coping with depres-

sive symptoms for many mums following Acorn.
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7.3.2 PSI-SF Measures

The distribution of pre-measures for the PSI-SF for mothers
who completed post-measures mirrored that of all mothers re-
cruited to the Acorn program (section 5.3.2). There has been a
clear significant improvement in overall parenting stress and in
each of the PSI-SF domains: For Total Parenting Stress (M, =
8.14, £(343)=9.27, p<.0001, d.42); Parental Distress (M = 3.36,
£(343)=8.58, p<.0001, d.40); Parent-Child Dysfunctional Inter-
action (M= 2.78, t(343)=7.71, p<.0001, d.36) and Difficult Child
(M, = 1.81, t(343)=4.86, p<.0001, d.22).

diff

Table 15: PSI-SF & Domains addressing youngest child
pre & post (n=344) [Level score range, no’ mums, % mums]

PARENT-CHILD* TOTAL* LEVELS OF
PARENTAL* DYSFUNCTIONAL DIFFICULT PARENTING PARENTING
DISTRESS INTERACTION CHILD STRESS STRESS
40-60 36-60 40-60 114-180 Clinically
(159 v 112) (32v 14) (37 v 25) “0v 20) significant
(46.2% v 32.6%) (9.3% v 4.1%) (10.8% v 7.3%) (11.6% v 5.8%)
38-39 34-35 38-39 110-113 High
(31v 32) (10v 6) (A1v7) (20v 10)
(9.0% v 9.3%) (2.9% v 1.7%) (3. 2% v 2.0%) (5.8% v 2.9%)
18-37 15-33 19-37 54-109 ‘Normal
(151 v 195) (274v 269) (253 v 244) (277v 301) Range’
(43.9%v 56.7%) (79.7% v 78.2%) (73.5% v 70.9%) (80.5% v 87.5%)
12-17 12-14 12-18 <54 Low
(3v5) (28 v 55) 43v 68) (7v 13)
(0.9% v 1.5%) (8.1% v 16.0%) (12.5% v 19.8%) (2.0% v 3.8%)

Taking those 344 mothers for whom we have pre and post meas-
ures, the numbers indicating ‘clinically significant’ or ‘high’ levels
of Total Parenting Stress halved from 60 (17.4%) to 30 (8.7%),
and for Parental Distress (the most prevalent stress related issue
for Acorn mothers), the numbers at these levels moved from 190
(55.2%) to 144 (41.9%) — (Table 15).

Sixteen mothers scored in the 96" percentile or higher for Par-
ent-Child Dysfunctional Interaction in the pre-measure and this
reduced to four in the post-measure, moving twelve mothers away
from indications of potential child abuse that this measure identi-
fies (R.R. Abidin, 2012).

Significant improvements in Total Parenting Stress, Parental Dis-
tress and Parent-Child Dysfunctional Interaction also occurred for

all selected sub-populations (Table 16).
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Table 16: PSI-SF scores - Vulnerable Sub-Populations Pre & Post Measures t-test, p values
and effect sizes (* with bootstrapping)

Pre Post

PSI-SF: Total Parenting Stress M SD M SD t(df) P d

All 90.89 19.63 82.75 18.93 9.27 (343) <001 42

BPD Indicated 99.98 19.97 92.54 19.30 4.13 (79) <.001 37

Non-English spoken at Home 88.96 20.84 80.29 19.79 3.47 (54) .001 42

2+ children £ 36 months 96.16 18.86 84.24 16.27 4.34 (44) <.001 .63

Single 90.51 23.30 82.08 19.48 3.77 (52) <.001 .36

Main household income Government Benefit 89.75 21.97 82.05 20.22 5.08 (109) <.001 .35

School Level < Year 12 89.92 19.98 80.83 18.32 5.15 (85) <.001 45
Second older attending Child*  100.06 19.90 81.93 24.85 3.52 (156) .003 91

PSI-SF: Parental Distress
All  38.44 8.49 35.09 8.22 8.58 (343)  <.001 40
BPD Indicated  43.64 7.42 39.29 7.76 5.59 (79) <.001 .59
Non-English spoken at Home 37.45 9.07 33.73 10.0 3.31 (54) .002 41
2+ children < 36 months 39.02 8.10 34.11 6.97 4.97 (44) <.001 .61
Single  38.58 10.11 35.30 8.34 3.29 (52) .002 32
Main household income Government Benefit 38.06 9.10 34.55 8.49 4.90 (109) <.001 .39
School Level < Year 12 38.17 8.53 34.64 7.66 4.53 (85) <.001 41
Second older attending Child* 38.69 9.25 33.56 10.03 3.50 (15) .003 .55

PSI-SF: Parent Child Dysfunctional Interaction
All 2454 772 21.76 6.96 7.71 (343) <.001 .36
BPD Indicated 27.33 8.95 24.53 7.20 3.34 (79) .001 31
Non-English spoken at Home 24.10 7.20 20.98 6.87 3.07 (54) .003 42
2+ children < 36 months 27.00 7.32 22.53 5.67 4.39 (44) <.001 .61
Single 25.46 9.43 21.90 7.34 3.65 (b2) .001 .38
Main household income Government Benefit 24.29 8.70 21.73 7.31 4.23 (109) <.001 .29
School Level < Year 12 24.28 8.23 20.99 719 4.24 (85) <.001 40
Second older attending Child* 28.43 771 22.19 8.93 3.74 (15) .002 .81

PSI-SF: Parental Distress
All 2783 8.14 26.03 8.02 4.86 (343)  <.001 .22
BPD Indicated  29.24 8.64 28.76 9.11 .66 (79) 510 .05
Non-English spoken at Home 27.55 8.44 25.60 7.98 2.32 (54) .024 .23
2+ children < 36 months 30.58 9.28 27.67 8.81 1.98 (44) .054 31
Single  26.62 771 25.06 7.99 1.71 (52) .093 .20
Main household income Government Benefit 27.31 8.10 25.87 8.61 2.30 (109) .019 17
School Level < Year 12 27.22 7.54 25.31 7.87 2.96 (85) .004 .29
Second older attending Child*  32.94 9.14 26.19 10.97 2.77 (15) .014 .62

*With Bootstrapping
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Parenting stress was noticeably higher in relation to the second
older attending child at Acorn and this improved significantly and
substantially with a large effect size (d.91). Mothers bringing two
children to the program appear to have benefitted greatly in this
regard as the effect size of the improvement with their youngest
child was also larger than for the broader group of mothers (d.63).
While improvements were significant overall for the Difficult Child
measure, this did not apply for some vulnerable sub-populations
and notably those indicating BPD. One half of the 32 mothers
scoring ‘clinically significant’ or ‘high’ levels for Difficult Child in
the post-measure had indicated BPD (16 mums), and these mums
had all indicated this level in their pre-measures for this domain.
While it is noteworthy that the remaining 64 BPD indicting mothers
scored within the ‘normal’ range in this domain in the post-meas-
ure, improvements in this area for mums indicating BPD may be

more difficult to achieve.

Taking Total Parenting Stress, significant improvements in PSI-SF
scores occurred with small-medium effect sizes at different time
groupings across the 5.5 years duration of the program. For
mothers attending Waves 1-3 in the first 1.5 years of the program
M= 1041, t(75)=4.95, p<.001, d.49); for Waves 4-7 (M, =
8.36, t(137)=6.91, p<.0001, d.47); and for Waves 8-11 (M = 6.58,
£(129)=4.40, p<.0001, d.32).

7.3.3 Self-Reported Measures

The large majority of mothers (314, 89.2%) reported that the
program has helped me to cope better as a parent, with 119
(33.8% indicating ‘strongly agree’). For mothers indicating BPD,
the wish to cope better as a parent was more broadly and strongly
expressed as a reason for attending Acorn (section 6.2) and nearly
nine in ten of these mothers (72, 88.9%) agreed that Acorn had
helped them in this regard (30.9% ‘strongly’). 319 (90.4%) mothers
indicated that the group has made me feel better about myself as
a parent with 137 (38.8%) strongly agreeing this was the case; 71
mothers indicating BPD (87.7%) agreed with this item, 29 (35.8%)
‘strongly’.

It’s like the axel’s back on the wheels are back on and you know
it’s still sometimes a bumpy road we're on and sometimes things
can get rough they can get hard, but it’s not like it’s all broken
down like you're bogged down, and the wheels are spinning

and you're getting nowhere you know. I've stopped that because
like now I can just stop you know and I can just like reflect and
think and just cope better, and you can see a way forward...I
just couldn’t do that before; I was just lost in a very dark place
you know and I was, I felt really alone. I wasn’t but it felt like I

was. And it was hard just to live with myself you know.

(Focus Group Discussion - Wave 5)

24 All mothers were referred to Acorn from existing services.
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While still a majority, Acorn mothers were less likely to agree that
the group has made me more confident to access other famaily
services if [ need them, with 233 (66.0%) endorsing this item, 61
(17.3%) ‘strongly’. This lower level of agreement was partly ex-
plained by some mothers expressing existing confidence in this

area prior to Acorn®.

I was already confident to access services and have done so
prior to coming to the group and will do so after if me or my

daughter needs them.

(Post-Measure Response)

However, confidence to access suitable family services was both
sustained and improved for some mothers; taking just those 122
mothers interviewed in both the post and follow-up measures,
81 (66.4%) indicated improvement on completing the program in
their post-measures, with this raising to 94 (77.0%) indicating this
six-eight months later. Having engaged with Acorn over the three-
month period and grown in confidence, it appears that at least in
some cases the realisation that this has helped them access other

services grew after their involvement in Acorn completed.

Well, I guess that [ had no idea that Acorn even existed and one
of the girls I met at the group is awesome at connecting into
local groups and so now I'm attending some community events

like music for babies and an exercise class for mums.
(Follow-Up Interview)

We both really came out of shells through going to Acorn. She’s
(daughter) way more outgoing now and really loves playing

and music with other kids so much more. So, we've gone to

like mums and bubs music groups and tried some other things
which well no way we’d have done before (Acorn). It kind of
showed us the way and we're so much happier about just doing
stuff now, trying stuff and being more confident that it will be
just worth doing at all... no, before going to Acorn I just couldn’t
bring myself to even try stuff. I didn’t have much self-worth
really and I know like (other mum) you felt like that too, you
know just shut yourself away, keep safe, never go out! I just
didn’t think it was worth trying anything really. It was like what
we talked about, like being afraid of failing again kind of like,
so you kind of avoid stuff (because) you don’t want that getting

that smacked down again thing by that stuff.

(Mum’s name) right! It’s like building yourself up again in
confidence and being confident you can actually get things done

and be a good mum and still do other things too for yourself

(Focus Group Discussion - Wave 4)
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Most mothers in the post-measure (208, 59.1%) indicated that
the group has helped our family to be more independent and,
restlient. This appears to have improved over time, taking those
122 mothers for whom post, and follow-up measures are available,
55.4% (67 mothers) indicated agreement in the post measure with
this improving to 69.7% (85 mothers) in the follow-up measure.
While still a personal objective for a majority, this was the least
endorsed of the Likert items for mothers commencing the program
(section 6.2) and a sizable minority did not indicate the desire
to seek this change. Of the 115 mothers who strongly agreed in
the pre-measure that they would like their family to be more in-
dependent and resilient, 85 (73.9%) agreed that the group had
helped achieve this in the post-measure; 35 of these mothers were
interviewed in the follow-up where 25 (71.4%) agreed this was the
case six-eight months after completing the program. Clearly, Acorn
is achieving this outcome for the majority of mothers who indicated

this need.

Bringing mothers together in a group-based program has clearly
reduced perceived isolation for nearly all the Acorn mothers; 351
(99.4%) indicating improvement in Recognising that I am not
alone i the struggles I can face as a parent, with 293 (83.0%)

indicating this had improved ‘a great deal’ or ‘quite a lot’

The group was most helpful because [ have made 2 close friends

from attending. Our husbands now go on fishing trips together.
(Follow-Up Interview)

Coming in and seeing other mums who are struggling with the
same things I struggled with everyday isn't it (names other
participant) and talking to other mums and sharing our expe-
riences and how we feel and just that alone has made such a

difference for me, that it’s not just me, that it’s not ‘wow look at

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

her what a terrible parent’, or ‘why can’t you pull up your socks?’
And all that guilt stuff that ‘what’s wrong with me?’ stuff that
comes with that. That’s what this group did for me Paul. Just
that was such a huge weight just lifted off me right there.

(Focus Group Discussion - Wave 5)

I always thought it was just me that had all these stupid
problems and I was just stupid and couldn’t do anything right
way round so I just stopped seeing people because I didn’t want
to compare myself to them and I felt ashamed of myself and
anyway, I just think some of my old friends just got fed up with
me anyway, so it all just got worse and worse and I stopped
bothering... Coming to Acorn was really hard for me but I was
just desperate by then and it was then... after a couple of weeks
really I started seeing things a bit differently. That thing that
no-one’s perfect and we all have issues, and you can’t get it right
all the time. And hearing some of the stories from the other
girls I just thought, God, this is so much what I'm feeling and
it’s just me. And that, I think that helped me like so much and it

really spurred me on to come every week.

(Focus Group Discussion - Wave 5)

Given the tendency for mothers with maternal mental illness to
feel a strong sense of shame, guilt, and isolation, this is a pertinent
finding and an important step toward greater social connectivity

addressed in section 7.4.

Figure 8 presents the findings from the same 122 mothers who
completed both the post and follow-up measures. For each of these
areas relating to Objective 3, mothers indicated improvements
since completing the program which they attributed to participa-

tion in Acorn six-eight months earlier.

Fuvigure 8: Post & Follow-Up Measures Objective 3 — Levels of agreement with Likert items (n=122)
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The concept of resilience was further explored qualitatively
during focus group discussions. While some mothers considered
themselves to possess these qualities prior to attending Acorn
others expressed improvements in these areas due to attending
the program and in some cases linked these specifically with the
primary components of the program. This was often articulated in
relation to improvements in the relationships with their children

and is illustrated in the following exchange:

I think reflecting on things, I just wasn’t coping with (child)
and, well some of his behaviours just drove me up the wall and
I just couldn’t handle him and now looking back yeah, I wasn’t
meeting his needs I supposed. It was just so draining, you know
really sapping because [ was tired all the time anyway, and 1
ended up like not responding at all (to child) just clamming
up... it was almost like me versus him sometimes and he’s really
strong willed even for a 2-year-old... Its, God, looking back at

it now... Doing the dance play and the diary as well... just got
me to a different place. You know you kind of learn how to react
better I suppose and think through what’s going on and what
you bring into it too and be calmer without hiding... It’s like,
you think about how they're feeling and how you're feeling and
step back a bit so like when you get those moments like when
(child) is playing up or whatever you can adjust better and not
get sucked down that horrible dark hole where you just feel so

miserable.

Yes, I know what you mean but I think for me it also that
because when you respond better so does your child, so you
work things through quicker with a lot less drama because you

know you're on the same side and ...

Not against (sic) competing against each other.
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...have fun together later. So, you grow stronger. In yourself as
a parent (name’s other participant) and in the relationship too.
So, you get to like be more confident because you know you can
manage things better that you know before there’d just be no

way, so it all mushrooms in a good way.

Acorns.

Yes (laughing) not mushrooms, Acorns.
(Focus Group Discussion - Wave 5)

I think the reflective diaries helped me be more resilient and
just talking to other mums and hearing some of the shitty
things going on in their lives and coming to the realisation that

you've got your own strengths and you know ‘you can do this’...

It’s mostly about confidence, I think. Building that confidence in
yourself to deal with negative stuff that gets thrown at you from
time to time without it ruining your whole day or the important
things in life... I suppose you could call it resilience. Well, I
wouldn’t describe myself as a resilient person, but I'm sure I'm

more resilient than I was when I came to Acorn.

For me it was receiving all the positivity from everyone kind of
gave me a boost and got me to thinking ‘yeah, I am a good mum,
and I can do this and look after (child) and play and have fun
and it doesn’t have to be doom and gloom... Things can still get
on top of me sometimes yeah... I think it’s part of my makeup
really for that to happen sometimes, but I know I can handle
things heaps better now. Heaps better. I get out the house heaps
more you know sometimes I force myself whereas before...
before Acorn yes, I'd just let things get on top of me and it was

all too hard.

(Focus Group Discussion - Wave 3)
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7.4 Objective 4:

To Expand and Strengthen Social/Community
Supports and build Social Connectedness

A potential advantage of group-based programs is to provide op-
portunities for otherwise isolated individuals to develop new social
relationships with each other, and the wish to get to know other
mothers was indicated by the large majority of commencing Acorn

mums (section 6.2).

Providing a safe, relaxed, and non-judgemental group environment
of mothers with shared parenting and mental health issues and
engaging them in collective interactive group activities with their
children has encouraged friendships to develop. Over eight in ten
mothers agreed [ made friends with other parents in the group,
with 134 (38.1%) strongly agreeing this was the case. There were
similar findings for mothers indicating BPD with 77.8% agreeing
they had made friends (39.5%) ‘strongly’. Of the 168 Acorn mothers
who completed the post measure and had ‘strongly’ indicated at
the beginning of the program that a reason for attending was to
become acquainted with other mothers, 86.3% (145 mothers)
agreed that they had made friends with others in the group, 47.0%
(79 mothers) ‘strongly’.

Many of these friendships appear to have sustained with similar
proportions indicating this in the follow-up measure, including
a number who are participating in ongoing Facebook groups of
former Acorn clients. It is notable that just under 4 in 10 mothers
who participated in the follow-up survey indicated that they
‘strongly’ agreed I have made friends with other parents in
the group six-eight months after leaving the program (Table 5).
Moreover, one in ten mothers spontaneously cited feeling more
socially supported, less isolated and acquiring friends as the most
significant changes in their parenting or family life because of at-
tending Acorn (section 7.5), and these views were also expressed

during focus groups:
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You make a connection (with each other) because we've
experienced similar problems and you know like (named mum)
walked in the same shoes and felt the same sorts of things you
know so you get to know each other and there’s not that feeling
of being useless and wanting to avoid like just keep away from

people judging you.

I got so much out of seeing (child) playing and being happy and
the other children playing, especially (child name) and (other
mum,) like getting the same out of it as [ was. So, you start to
feel. Sometimes I think like out of just like the weight coming
off... It’s like when you start feeling a bit of happiness in your
life, when you know you haven’t felt happy for a long long time
and you're all together then I think it’s easier to make friends

that way.

(Focus Group Discussion - Wave 4)

The biggest benefit for me, I think, in addition to the increased
confidence and awareness for me and my daughter was just
meeting the other mums and realising that I wasn’t alone in
the traumatic experience that I went through, and I guess that

we've built a great supportive friendship as a result.

I've kept in touch with one mum in particular from Acorn and
we're good friends, and we also , most of us are part of a Face-
book group now too so we still keep in contact and share things
about the kids that way, so it’s been going for quite a while now
and it’s a great way to support each other when you're feeling

low or feeling high too.
(Follow-Up Interviews)

We've got this Facebook group now too, so... I don’t use it as
much as some of the other girls. | mean (named mum) like, she’s
on it like every second day! Heaps more than me... but it’s good

to have it there so if I need to hook up with someone I can.

(Focus Group Discussion Wave 4)
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Acorn has been more successful in fostering relationships and
connections between attending mothers than between mothers
and the broader community. However, it was still the case that 224
mothers, (63.6%) indicated [ feel more connected to my commu-
nity because of attending the group, with this proportion being
similar for mothers indicating BPD (66.7%). Of the 98 completing
mothers who strongly indicated that they wished to feel more con-
nected to their community in the pre-measure, 75 (76.5%) agreed
that this had been achieved in the post-measure (23.6% ‘strongly”).
Endorsement of this item decreased in the follow-up measure, but
most mothers (53.6%) still agreed they felt more connected months
after completing Acorn. Given that Acorn mums had been referred
to the program by service providers, they clearly had prior expe-
rience with existing supports; nonetheless, 222 mothers (62.9%)
agreed I am more aware of other services and community sup-
ports for myself or my family as a result of attending the group.
Despite known high patterns of service usage among mothers indi-
cating BPD, (see: Meuldijk, McCarthy, Bourke, & Grenyer, 2017), 57
of these mothers (70.4%) agreed with this item:

It became a bit like a family outing for me and my (child) and
we got close to the other mums and children there. It was like
an escape yeah. I didn’t really feel much of a need to try to do
other things because I'm tired a lot of the time, and this just
did it for me now... We've tried some other groups since Acorn
but it’s not the same really. But we still see each other (other

mums) so that kind of works better. Better for us.

We've found some really good connections with the other mums
and babies and that’s been so useful to support each other when

we're down.

(Focus Group Discussion - Wave 5)
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It was also the case that 314 mothers (89.7%) indicated they ‘will
share’ their learnings through the Acorn program with their peers,
and confirmation that this intention was enacted was indicated in
the follow-up measure with 121 (89.6%) agreeing I have shared
what I have learnt from the group program with other parents
like me, (with just under half of these strongly agreeing this item).
In this sense there has been a rippling effect of program messages
in the community and clearly Acorn mothers have valued their ex-
perience to the point of being motivated enough to share their ex-
periences with their peers. This is consistent with the development
of improved confidence indicated by the majority of completing
mothers and while for many this focussed on sharing elements of
Dance Play at least for some mothers this also highlights a sense
of empowerment to both discuss parenting issues with others and

seek to use their acquired knowledge to help them:

Well, I told my sister (name) about Acorn because yeah, she was
going through a tough time herself and wasn’t really getting the
help she needed and yeah... so we did some of the songs and

stuff together as a little group and then we kind of made a point
of you know doing that like little tradition amongst us you know

that we talked about in the journaling. Yeah.
(Focus Group Discussion - Wave 5)

There was a mum in my daughter’s play group, and you know
how you can spot them? ... I mean I could just see she was going
through a hard time, so I made a point of talking to her and

got onto talking a bit about Acorn then. We’d moved by then so
there wasn'’t a group she could join nearby... I told her about
some of the songs and games and a bit later how the journaling
can be helpful just to take stock of things. I think she took a bit
of it in because she asked about it a few times after over a coffee
afterwards, but you know it’s hard you know really hard, so I
don’t know... I don’t think so Paul (laughs), no. No, [ wouldn’t
have made the first move before Acorn no. Well, I wouldn’t

of been there (at the playgroup) probably or at least not long
enough and well you know you keep yourself to yourself you
know, it’s like you feel like you're the only one with these
problems and like you don’t want to draw attention to yourself

or anything,.

(Focus Group Discussion - Wave 4)
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Most Acorn mothers indicated that participation in the program
has enhanced their family situation with 220 (62.3%) of completing
mothersindicating the group has helped our family to have better
relationships. This appears to have improved over time; taking
those 122 mothers for whom both post, and follow-up measures are
available, 58.2% (71) of these mothers indicated Acorn had helped
to improved family relationships in the post measure with this in-
creasing to 76.9% (93 mothers) in the follow-up measure (figure 9).
Of the 153 mothers who strongly agreed in the pre-measure that
they wanted their family to have better relationships, 106 (69.3%)
agreed that the group has helped our family to have better re-
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lattonships in the post-measure; 49 of these mothers participated
in the follow-up interview where 38 (77.6%) agreed with this item

six-eight months after completing the program.

Taken with the responses addressing family independence and
resilience this suggests that for some mothers, improvements in
family functioning may have taken time to come to fruition after
the program, and that where this was the case, these mothers
nonetheless still identified and acknowledged the role of Acorn in

helping this to happen.

Figure 9: Post & Follow-Up Measures Objective 4 — Levels of agreement with Likert items (n=122)

POST FOLLOW -UP POST FOLLOW -UP POST  FOLLOW -UP POST FOLLOW -UP POST FOLLOW -UP
Share Learning Made Friends More Connected to More aware of services &  Better Family Relationships
Community supports
m Strongly Agree mAgree m Neither Disagree  mStrongly Disagree mDon’t Know
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Improvements in family relationships was largely explained in
generic terms: “Things at home are just so much better now”.

1

“It’s like we just all get along”; “Every thing’s better!”. However,
10 mums reported more profound changes in their family cir-
cumstances being related to sharing and enacting skills acquired

through the program:

We taught my husband the Acorn songs and we all sing them to-
gether and its heaps better for all of us because it’s helped him
develop a proper relationship with Josh and Josh just beams at
him and it’s just lovely. Just so different and like it’s a growth
thing for all of us too you know and it’s like made us stronger

you know as a family to take on the world!

Absolutely. Totally. I've no doubt about it at all. It’s just changed
everything. Well, it’s not, and it has. It’s changed how, my
relationships are with both my children and my partner too
and family. So that’s what’s changed for me. I can handle things
much better. Much better and I feel better for it. And happier
with my daughter

Family life’s just much happier now. Just so much happier with
(child). Just feeling the joy with her. We're both happier, happier
mum happier bubs, so it makes a happier family life with her

and seeing how she loves me and letting myself love her too.

I've learnt new ways to play with my baby and to simply relax
and be in the moment which is really good for both of us plus I

can show these skills to my husband and other parents.

(Follow-up Interviews)
For the above family-related indicators written explanations

for non-agreement was provided, the large majority of these ex-

pressing existing family strengths which were unaffected by their
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participation in the program; typically, “We already have good
relationships”. In other cases, domestic issues beyond the scope

of Acorn to address were cited:
No family support. It’s just me and (child).

[ went through a messy divorce, and we never see him
(husband,).

(Post-Measure Responses)

...I'was in an abusive relationship (and) 'm not with him now,
but we're by ourselves now so in some way'’s family life’s a lot
better but I still feel like we're alone sometimes... so I can’t say

we're more resilient no

(Focus Group Discussion Wave 4)

While it is likely that some existing familial circumstances and
contexts may be impervious to the influence of any single parent-
ing program, it was still the case that some profound changes in
family circumstances were raised. Several mothers described a
mechanism for this being the sharing and enactment of parenting
skills and strategies with their partners which had been acquired
or honed through the program, with this subsequently improving

their family life.

We do things more as a family with the songs and playthings
particularly and I talk to my husband a lot more about looking
after (daughter) and working out where she’s coming from. This

had led to a happier family and happier life generally.

Better communication with my husband. We were going down

before Acorn. It saved our marriage.

(Post-Measure Responses)
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7.5 Self-Reported Most Significant Changes

Written responses to the question addressing the ‘most signifi-
cant change’ were provided by 321 (90.9%) of the 3563 mothers
completing the post self-completion questionnaire and manifest
content analysis applied to categories these; 130 (96.3%) of the
135 mothers interviewed in the follow-up six-eight months after
completing Acorn also provided responses to this question and the
categories yielded in the pre-measure applied to these in an adapta-
tion of framework analysis (Srivastava & Thomson, 2009) to enable
comparisons to be made. All but four mothers, including three who
described no changes for them in the follow-up described positive

changes which they attributed to the program.

For those mothers who took the option to express the most sig-
nificant changes for them, the majority citied one aspect, but a
sizable minority of responses were multifarious and compounding
with some mothers providing an itemized listing while others
expressed related changes in a more integrated holistic manner.
In some cases, mothers clearly linked the changes identified to

specific Acorn strategies in their descriptions or revealed their
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on-going adoption at home (Acorn songs, dance and reflective
diary keeping). Quotes below are indicative from the post-measure
(PM) and follow-up survey (FU) with mothers and child’s ages on

commencing Acorn.

The most cited cluster of changes related to Enhanced Self-Con-
fidence which was expressed by 91 (28.3%) mothers in the
post-measure and 38 (29.2%) in the follow-up. This was further
broken down into Parental Confidence (61 mothers) which includ-
ed confidence to allow children to explore and to be a ‘nurturing
mother’ and Social Confidence (30 mothers) including confidence
to participate in other activities and to assert their parenting views

to others:

Improved quality of initeraction with child was raised as the
most significant change by 86 (26.8%) mothers in the post-meas-
ure and 27 (20.8%) in the follow-up with reference to Acorn songs

and dance being made in both cases:

Box 1 - Enhanced Self-Confidence — Indicative Comments (Wave, Mother’s age, Child age)

Client Self-Completion Questionnaire (Post)

‘I have become a better and stronger mum. I now feel
more confident in myself knowing I am doing a great
job and need to stop being so hard on myself. The more
[ see my son grow and develop the more proud and
content I feel’.

(Wave 4, 20 years; child 3 months)

‘When [ started, I was so depressed that aside from
essentials (like) changing nappies I felt like I wasn’t
interacting much with my baby. It’s been fantastic to
be encouraged to try new songs during the rest of the
week and spend time with my baby playing. I know
that I have skills to play well with my baby but my
confidence to do so was very poor. My confidence has

improved greatly in this way since coming to the group’.

(Wave 2, 33 years, child 6 months)
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6-8 Month Follow-Up Interview

“Felt a lot more confident taking (child) to other places
and groups on my own as a result of the Acorn expe-
rience. Before attending Acorn, I hadn’t left the house
since (child) was born. That’s 2 years of feeling like 1

couldn’t handle him outside of the house”.

(Wave 1, 38 years, child 19 months)

“I think, especially looking back on the really early days
when [ was in hospital, it all felt really overwhelming,
being a first-time parent whereas now I feel really
confident, and I know what he needs and know that [

can meet his needs”.

(Wave 9, 28 years, child 3 months)

59
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Box 2 — Improved quality of interaction with child - Indicative Comments (Wave, Mother’s age, Child age)

Client Self-Completion Questionnaire (Post) 6-8 Month Follow-Up Interview

“The fun we have, the games the singing, the reaction
to my son, seeing him play and do peak a boo, it’s

L L . wonderful”.
‘Getting joy out of singing and dancing.

Playing with baby at home. Seeing (the) joy (Wave 3, 36 years, child 4 months)
she gets out of the songs and how much delight “Singing and dancing is now involved daily in our

she has when we sing them at home" routine as I can see how much my baby enjoys it and

(Wave 4, 29 years, child 2 months) calms him. Having this tool to calm my baby easily

makes me more confident as a parent and happier”

(Wave 6, 27 years, child 2 months)
Improvements in personal wellbeing were cited by 75 (23.4%) also highlighted improvements in self-esteem particularly in the
mothers in the post measure and 23 (17.7%) in the follow-up relation to identifying their importance to their child. Feeling less
measure. This was a broad category and included references guilt or shame and more positive about themselves as mothers were
to being calmer, more relaxed, more patient, coping better and also included.
feeling more resilient and optimistic. Some mothers made specific

references to being less depressed, stressed, and anxious. Mothers

Box 3 — Improvements in personal wellbeing - Indicative Comments (Wave, Mother’s age, Child age)

Client Self-Completion Questionnaire (Post) 6-8 Month Follow-Up Interview

“Well, I just wasn’t able to cope at all before the Acorn
group. The depression consumed me really, everything
was just so hard to do, and I was exhausted a lot of the
time, Jjust drained of energy and time just went past
me... now I know things can actually be better and

when it s with (child) it’s like a warm blanket on me

‘I am less anxious, calmer, more relaxed,
flexible, mindful and I subsequently
have a better relationship with [children)].

I am also realizing that just being with [child]
is more important than doing’.

(Wave 9, 38 years, child 10 months)
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and that gets me through it. So, Acorn gave me that
really. Gave me the hope and the knowledge that things

cam be better for us”.
(Wawve 8, 34 years, child 2 months)

“I was very stressed back then and now I'm more
relaxed. [ was just so uptight then and learnt to relax
with what she was doing. I'm more relaxed and under-
stand the effects of emotions on me and others around
me. My outlook on things has changed dramatically

not just for me but for my family”.

(Wawve 2, 41 years, child 4 months)
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Improved Bonding, Attachment, Closeness was cited by
44 (13.7%) mothers in the post-measure and 22 (16.9%) in
the follow-up.

Dr Paul Aylward B.A(Hons) MA. PGCE. MA(Ed) PhD

Box 4 — Improved Bonding, Attachment, Closeness - Indicative Comments (Wave, Mother’s age, Child age)

Client Self-Completion Questionnaire (Post)

‘I have been able to in the last weeks start to bond with
my daughter before this she was someone I fed, clothed
and changed her nappy and put to bed, there was no
emotional bond I just did what was needed to be done
to keep her alive’.

(Wave 7, 25 years, child 3 months)

‘Now I can confidently say that I LOVE my child - at the
start I hadn’t attached to him but now I have a strong
attachment’.

(Wave 9, 26 years, child 3 months)

‘I feel that I have been able to bond with not only (child)
but my other kids too through dance play and singing
and I find that they are responding better to me’.

(Wave 2, 32 years, child 7 months)

‘My response & reaction to my child have vastly
improved. My feelings of love and care and affection
have gone from numb stone to actually talking to him &
saying I love you - a massive improvement to me’.

(Wave 11, 35 years, child 3 months)

This was often cited in relation to Being more reflexive, self-
aware, and empathetic, changes cited as most significant by 41
(12.8%) of mothers in the post-measure and 18 (17.5%) in the fol-
low-up. This was sometimes linked to Improved Parental Under-
standing and Response (cited by 11.56% in the post and 16.9% in
the follow-up) and Being happier in their parenting role (cited
by 9.0% in the post and 7.7% in the follow-up). Other categories
were: Being more socially supported and connected, which
included acquiring new enduring friendships being raised by
10.9% of mothers post-Acorn and 8.5% six-eight months later and
Improved Family relations cited by just over 5.0% in both post
and follow-up measures. The final category referred specifically to
improvements in Acorn children either in behaviour or demeanour

which were cited by 3.1% and 3.0% respectively.
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6-8 Month Follow-Up Interview

“I had no feelings toward my child or connection before

the group. We have a fantastic relationship now”.
(Wave 6, 38 years, child 6 months)

“How to enjoy being with (child). [ was scared of her, but
they showed me that she loves me because I'm her mum.
1 enjoyed being with her at what was a very dark time
Jor me so that was really nice... My child tended to cop

the blame, but we are really good now”.
(Wave 2, 21 years, child 5 months)

“We formed a great relationship through what we did
together at group - she was just a baby when we started,
and I learned to sing to her and not worry about what I

sounded like, and she still loved, it. We grew through it

together”.
(Wave 6, 27 years, child 2 months)

“The connection I have with my child is much greater
than it was before Acorn and it’s because of Acorn. I
wish I had knowmn about Acorn when I was struggling to

connect to my first child”.

(Wave 1, 34 years, child 3 months)

Evaluation: Waves 1-11
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Box 5 — Other Improvements - Indicative Comments (Wave, Mother’s age, Child age)

Client Self-Completion Questionnaire (Post)

‘Being able to understand [child] as a person.
Having the ability to reflect on the letters and
each session to then recognise the positive things I
give to my children and things that might need to
change and following through’.

(Wave b, 24 years, child 4 months)

‘Being mindful of the precious moments
to see the world from my baby’s eyes’.

(Wave 8, 37 years, child 10 months)

‘I don’t bottle as much thoughts in my head as I used
to. 'm able to communicate with my partner about
my worries and why I react a certain way because

I've reflected things during journaling’.

(Wave 7, 27 years, child 8 months)

‘My baby has loved each component also.
He has developed amazing social skills and
confidence and finds it a lot of fun’.

(Wave 5, 34 years, child 9 months)

‘Using the songs and playing with (child)
at home and with my partner. Sharing and doing
with her dad has helped him get close to (child)
too so we've all grown together’.

(Wave 3, 29 years, child 9 months)

6-8 Month Follow-Up Interview

“I guess to some extent being mindful of my own emotions

with her and how they impact on her”.
(Wave 3, 34 years, child 11 months)

“Recognising she is a little person just exploring and

not understanding things. I relate to her now”.
(Wave 2, 30 years, child 9 months)

“...Definitely helped our family life, (husband) and I
are a lot closer and better at communicating and we’re
both understanding her a lot better and have learnt to

cope better too. It just really helped a lot with our family
situation, for sure. I was putting a lot of strain on our

relationship so that’s definitely been a big lift off”.
(Wave 8, 21 years, child 4 months)

“Music & dance - [child] really enjoyed this. Has helped
him come out of his shell & interact with other kids

more”.
(Wave 6, 28 years, child 22 months)

“I just think the whole experience was beneficial to me.
We’re just so much happier... in myself and with (son)
i our relationship and closeness. As a family. It was

so bleak before Acorn, and we actually do lots of things
together now as a family you know it’s just a different

world... I'm so so grateful to have found this help. It just

turned my world around really”.

(Wave 5. 22 years, child 5 months)
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8.0 Mums Identifying as
Aboriginal Torres Strait Islander

There were small numbers of ATSI mums Seven of the ATSI mums provided responses to the question ‘What

engaged with ACOV?’L,' Of thefom"teen who en- would you say are the most significant changes in your par-

. . enting and your famaily life as a result of attending the group?”’.
rolled, eight completed the program and thewr h
ese were:

responses to both process and outcome related
. . . Able to part with my son, feeling more confident
mndicators i the pre and post self-completed

. . . I can sing & d ith h ft
questionnaires were similar to those of the can Sing & ¢ance With hier more otten now

broader group of mums. Of the six who with- More confidence
drew from Acorn one indicated that they felt More confident in myself and parenting
out of place, and one moved to the Sacred Little Patience and being with my child through play

, .
One’s program. Reasons for withdrawal for the Understanding [child] and what she needs,

remaining four Aboriginal participants were different play activities I can do with her

not ]O?”O?)Zded. Understanding her needs more easily

When asked about the strengths of the program, three ATSI mums These above findings indicate that for the small group of ATSI
cited reflective journaling, with one including the dance play: mums attending the Acorn strategies were valued and the program

The dancing is amazing and getting time for myself beneficial. However, for the sub-group of seven ATSI mums who

e.g., the journaling is a great time for me to relax completed pre and post measures with the standardized tools

there were no significant improvements found in any of the psycho-

e fonneagilig fune e elotioll to eiloct end Hmalk metric assessments. While the numbers are very small here, and so

DT IS 0 & ST Smion e interpretations are tentative there remain questions about the cul-

Of the eight who completed Acorn, 5 indicated they would recom- tural appropriateness of these tools given the positive self-reported
mend the program for other parents like them with no changes, and responses obtained for Aboriginal mums attending Acorn. This
the remaining 3 indicated ‘Yes, with some changes’. may be particularly so for the PHQ-9 where ATSI mums performed

slightly worse after Acorn with a mean difference score between
pre and post measures of .57. A culturally adapted version of the
PHQ-9 (the aPHQ-9) has recently been developed as a screening
tool specifically for Aboriginal Australians (The Getting it Right
Collaborative Group, 2019) and may be considered as a possible

alternative tool for Aboriginal mums attending Acorn

Findings from the Sacred Little One’s evaluation using qualita-
tive methods were very positive for a program that has culturally
adapted Acorn strategies specifically for Aboriginal mums and chil-
dren. Notwithstanding the benefits of the broader Acorn program
for Aboriginal mums, this would suggest that where possible con-

sideration be given to directing these mums to this program.
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9.0 Dose/Response

It was not possible to acquire ‘post’ data from
participants who withdrew from the program
early and most of these left Acorn within the first
couple of weeks (42 recruited mothers did not
attend any group sessions). However, there were
21 mothers thal completed the program and
provided post-measures, who had only attended
7 sessions or less (Just under half the program,)
and this enabled some comparisons to be made
with those who attended more often. The profile
of these mothers was slightly healthier than
those who completed more Acorn sessions with
Just over half having minimal (38.1%) or no
(14.3%) symptoms of depression compared to
44.1% of all Acorn mothers. These mothers also
tended to be experiencing less parental stress
than the broader group with only 2 (9.5%)
yrelding total stress scored in the ‘clinically
significant’ or ‘high’ range. However, similar
proportions indicated experiencing ‘parental
distress’ (11 mothers, 52.4%). For the 18 mothers
whose child was aged 12 months or younger
perceied parental self-efficacy as measured

by the KPCS was similar to the broader group
of mothers with 16 (88.9%) yielding scores at
least at the ‘clinical level’ and 5 mothers (27.8%)

mdicating ‘severe clinical’.

Applying paired sample t tests for all psychometric scales where
pre and post scores were available significant improvements for
those who completed 7 sessions or less were found for all the PSI-SF
a= 16.37,1(18)=3.50, p<.005)
with a medium-large effect size (76); Parental Distress (M= 6.00,
t(18)=4.00, p<.001) with a medium effect size (.63); Parent-Child
Dysfunctional Interaction (M = 3.16, t(18)=2.51, p<.05) with a
medium effect size (.45); and Difficult Child (M, .= 4.58, t(18)=2.17,

p<.05) with a medium effect size (49). However, there were no sig-

measures: Total Parenting Stress (M

diff

nificant improvements evident in the PHQ-9 depression scores for
these mothers, nor in the Perceived Parental Self-Efficacy (KPCS
scores) for the 16 mothers whose children were aged 1 year or less
on completion of the program. Only two of the mothers who had

attended 7 times or less completed pre NCAT observations.
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The 21 mothers who completed the Acorn program but attend-
ed less than half of the Acorn sessions also reported a range of
improvements across the indicators addressing each outcome
listed in Table 5 which largely mirrored the answers supplied by
the broader group. Seventeen (81.0%) of the 21 mothers indicated
that The group has helped me to feel closer to my chald with 10
(46.7%) strongly agreeing this was the case, and identical numbers
indicated [ interact better with my child because of attending
this group. In some in some instances these mothers provided
more positive responses than the broader group, universally agree-
ing that My child has benefitted from my attending the group,
and all but one agreeing that I have gained more confidence as
a parent by attending the group (9 mothers ‘strongly” agreeing).
These mothers also tended to agree more strongly that the group
has helped me to cope better as a parent (42.9% agreeing strong-
ly) and that the group has made me feel better about myself as a
parent (47.6% agreeing strongly). While 16 mothers (76.2%) indi-
cated in the affirmative, having attended less group sessions than
their peers, these mothers were less likely than the broader group
to indicate that they had I made friends with other parents in
the group, with 5 (23.8%) agreeing strongly this was the case.
They were also more likely to agree that I am more aware of other
services and community supports for myself or my family as
a result of attending the group with 85.7% agreeing this was the
case (23.8% ‘strongly’) compared to 62.9% (15.0% ‘strongly”) of the

broader group.

Acorn mothers attending less than half of the Acorn sessions
appear to still benefit from the program, notably in reducing di-
mensions of parental stress, and across the range of indicators
addressing the program outcomes. However, unlike their counter-
parts who attended more sessions, they did not significantly benefit
regarding their depression nor PPSE. While small numbers render
interpretations tentative, clearly mothers who for whatever reason
cannot attend the whole program are still experiencing positive
outcomes. It is also noteworthy that whilst these mothers attended
less sessions, their attendance was spread over the duration of the
program with all attending the penultimate session to complete
the evaluation instruments. This may have provided the time
for mothers to enact strategies acquired through the program at
their own pace between attended sessions. It is also the case that
providing the current program over the three months may be par-
ticularly important as most Acorn mothers were unable to attend
all 15 sessions (section 6.3). However, we can conclude that there
are greater benefits for mothers who attend more than 7 Acorn
sessions in terms of wellbeing and parental confidence/perceived

parental self-efficacy.
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9.0 Dose/Response

There were 51 mothers who repeated the program later (including
one who attended on three separate occasions). There was little
difference in these mothers compared with the broader group in
terms of age (30.3 years, SD 5.6), educational level reached, marital
status, country of birth, language spoken at home, or main source
of household income. Repeating mothers were more likely to have
had more children with 44.0% having two or more compared with
34.9% of the broader group, and the mean age of the youngest child

was 8.4 months (compared to 9.1 months for the broader group).

Surprisingly, on their first occasion attending Acorn, repeating
mothers scored within the ‘normal’ range in their pre-measures
addressing parental stress except for Parental Distress which aver-
aged at the ‘clinical’ level. Nonetheless, these mothers significantly
improved across all Parental Stress domains in the post measure
on their first-time attending Acorn, with the mean score of Paren-
tal Distress lowering from 40.24 to 36.02 to within the ‘normal’
=4.21,t(41)=3.71, p<.005, d.45). These mothers also im-
proved significantly in their PHQ-9 depression scores (M, = 2.54,

t(40)=3.14, p<.005, d.37) . For the 29 repeating mothers whose

child was one year old or less, Perceived Parental Self-Efficacy also

range (M

diff

improved significantly after the first-time attending Acorn with a
medium-large effect size (M = 3.55, t(28)=5.17, p<.001, d.75).

Thirty-nine repeating mothers completed pre and post PSI-SF and
PHQ-9 measures on their second attending occasion. On repeat-
ing the program mothers’ scores again significantly improved in
= 1.62, t(38)=2.24, p<.05, d.23) and across all the
Parental Stress domains again with their mean score in Parental
Distress lowering from 40.43 to 36.17 (M 4.26, t(38)=3.46,
p<.001, d.46). However, while Perceived Parental Self Efficacy im-

depression (M

diff

diff—

proved on the second occasion, this was marginally below the .05
significance level (M = 1.72, t(24)=1.98, p=.059, d.41). This may

dift—

be explained by the higher mean baseline score for these mothers

on commencing the second program (M 34.8, SD 4.20 compared to
M 32.8, SD 4.76 on the first occasion).

NCAT data was available for 20 mothers who were to go on and
repeat the Acorn program. On the first occasion of attending
Acorn in their pre-measures these mothers and children tended to
perform at a very similar level to the broader sample who did not
go on to repeat the program with 7 mothers (35.0%) scoring >-1SD
from the normative mean in their Caregiver Total scores (almost
identical to the broader group), 25.0% of children scoring at this
level for their total score (marginally better than the broader group
at 27.6%), and 8 dyads (40.0%) scoring >-1SD from the normative
mean in their Caregiver/Infant score. However, despite their chil-
dren performing well in the post measures (as did children gener-
ally who attended the program), these mothers performed more
poorly in the post NCAT compared to their peers, with 11 mothers
(55.0%) scoring >-1SD from the normative mean in their Caregiver
Total scores, and 8 dyads (40.0%) scoring >-1SD from the norma-

tive mean in their Caregiver/Infant score.

Interpretation is tentative here, but anecdotally clinicians report-
ed that some mothers who later went on to repeat the program
had been experiencing significant personal issues during their
first engagement with Acorn, including domestic violence
which may have exerted an influence on them during the NCAT
post-measures taken in their homes (also highlighting a limita-
tion of ‘snap-shot’ pre and post measures particularly for a small
sample of vulnerable families). However, NCAT findings support
the decisions taken by the clinician to invite these mothers to
repeat the program. Unfortunately, the number of repeating
mothers who completed the NCAT on a second occasion was too

small to draw conclusions (6 mothers).

Clearly there is some evidence to support parental wellbeing im-
provements for mothers repeating the Acorn program, although

many of those also benefited from the first occasion attending Acorn.
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10.0 Discussion

The Acorn program successfully engaged a
varied range of vulnerable mothers whose
mental health challenges were imposing on
parenting their children. Depression, poor
perceted parental self-efficacy, parental stress,
and high parental distress levels were causes

of concern for these mothers, many of whom
mdicating the need for clinical intervention

at the begimning of the program. As expected,
these mental health issues correlated, and
comorbidily was common among Acorn mothers
with around a third indicating BPD. Drawing
on attachment theory, the program has blended
strategies to successfully address both the quality
of the mother-child interaction and psychosocial
strategies knowmn to help enhance maternal
mental health wellbeing.

The three Principal Components of the program, and its delivery
have been broadly appreciated by participating mothers and the
program is clearly aligned with and addresses the identified needs
of its client base. Despite a number of group-based interventions
addressing maternal mental health recording poor attendance
with high drop-out rates (J. H. Goodman & Santangelo, 2011),
Acorn has successfully encouraged engagement for the large ma-
jority of even the most vulnerable of its targeted population, and
this level of engagement, and the perceived helpfulness of each of
the Acorn Principal Components has increased over time as the
program evolved (supporting the adapted PAR evaluation meth-
odology and its concerns with ongoing program improvement).
Engaged mothers almost universally recommended the program
to their peers. This may be related to the program’s commitment
to providing an environment that felt safe, appropriate, and re-
spectful, with clear resources and explanations, using facilitators
who were almost universally perceived as understanding of client
issues, and presenting opportunities for group-based peer support.
Many of these elements harmonise with identified service provision
wishes of postpartum mothers with depression detailed elsewhere
(M. Muzik et al., 2013).
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The Acorn program is clearly achieving its stated objectives and
overall Goal. Dyads attending the Acorn program have enhanced
the quality of their interactions, evidenced by significant improve-
ments in the three most reliable totalled NCAT scales for the
mother, child, and dyad. Given the relationship between the quality
of the parent-child interaction and future child outcomes this is
an encouraging finding. An advantage of this study was the inclu-
sion of this direct observational measure applied independently of
and triangulated with mother’s self-reports. It is also noteworthy
that the NCAT ‘Caregiver Total has strong predictive validity with
measures of ‘maternal support’, and measures of ‘maternal reflec-
tive functioning’ (Byrne & Keefe, 2003; Nicole L Letourneau et al.,
2018; Oxford & Findlay, 2013; Sumner & Spitz, 1994). ‘Caregiver/
Infant Total scores also predict insecure attachment (Zaslow et al.,
2009) and improvements here were significant for a range of ‘most’
vulnerable sub-populations taken from what can be considered
an already vulnerable target population of mothers and children
(mothers indicating BPD, mothers with 2+ children under the age
of 3 years, single mothers, and those for whom Government Bene-
fits were the main source of household income). Meta-analysis has
also established the NCAT as a reliable outcome measure for inter-
ventions addressing parent sensitivity (Bakermans-Kranenburg et
al., 2008); a central parenting concept in attachment theory and a
key determinant to promote parent-child attachment (Ainsworth
et al., 1978; Juffer et al., 2017). It is noteworthy that the mother’s
‘sensitivity of cues’ sub-scale in the NCAT improved significantly in

their post-measure.

An advantage of the NCAT is its ability to directly observe and
measure the child contribution to the parent-child interaction. A
surprising and highly encouraging finding from the NCAT obser-
vations was the significant improvement in child’s ‘Clarity of Cues’
scores; by the end of the program there were substantially smaller
proportions of Acorn children scoring >-1SD (6.9%) from the nor-
mative mean than in the broader population database. Much of
the Dance Play component of Acorn engages children in active
expression and this may have enhanced their skills considerably
here to the point where cue clarity was more common among Acorn

children than the broader population.
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However, improvements in the quality of the dyad interaction were
not found to be significant in the NCAT for those who spoke a lan-
guage other than English at home and for those with low education
levels, although the latter was marginal (p.051). Interpretation of
why the non-English speaking household dyad did not improve
significantly is difficult as this finding runs counter to the improve-
ments indicated in self-reports for this group, and across all other
standardized measures where significant improvements were
found. For example, 89.3% of mothers from non-English speaking
homes agreed that they interacted better with the child because of
Acorn in the post measure (39.3% ‘strongly’), and 100% that the
group had helped them to feel closer to their child (50% ‘strong-
ly’). However, this small NCAT group of 19 dyads were culturally
heterogeneous (speaking 7 different languages at home), and while
the NCAT has been successfully applied with some ethnic com-
munities it is possible that cultural barriers to be being observed
and videoed with their children may have influenced behaviour for
some of these dyads. It is also the case that while the above im-
provements are very encouraging across all NCAT measures, many
of the dyads began the program at a very low baseline and the need
for more assistance was indicated in the post-measures, notably
in the areas of ‘Socio-Emotional Growth-Fostering’ and ‘Cognitive

Growth Fostering’.

The improvements observed in NCAT scores were supported in the
Acorn mothers’ self-reports. The large majority of mothers indicat-
ed that they interacted better with their children because of the
program, that their child had benefitted, and that the program had
helped them feel closer to their child with this being repeated six-
eight months after completing the program. Mothers also indicated
that the program has also almost universally helped in their par-
enting of other non-attending children. Most mothers reported im-
proving substantially across a range of parenting qualities includ-
ing identifying and understanding their child’s needs, feelings, and
perspectives of the world and enhancing their ability to respond
appropriately with these again being reaffirmed six-eight months
after leaving Acorn by the large majority of attending mothers. For
the few who did not indicate improvements this was often qualified
with comments indicating they were already capable in the specific
area. Given the difficulties maternal mental illness can impose on
mother-child interaction the above improvements are notable, and
these were accompanied by widespread reporting of improved (and
sustained) parental confidence and significant improvements in
perceived parental self-efficacy (PPSE) with medium effect sizes
for Acorn mothers and all vulnerable sub-groupings including those
for whom Government benefits were the main source of household
income and those with low formal education (known moderators
of the effects of maternal mental illness on parenting behaviour).
Again, given the importance of this dimension for successful par-
enting and its relationship to actual parenting competence this is

very encouraging and supports the substantial improvements in
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parental competence indicated by over 9 in 10 engaged mothers
both on completing the program and six-eight months later. These
included feeling comfortable playing and allowing their child to
explore, and in employing a range of ways to interact with their
child. Improvements in the ability to reflect on the impacts of their
mental health and past experiences on their own parenting were
also close to universally experienced. Over 7 in 10 indicated that
their enjoyment in their parenting role had increased substantially
on completing the program with this largely sustained six-eight

months later.

In addition to improved parenting, mothers also provided indica-
tions that their wellbeing had been enhanced because of attending
the program, with many reporting feeling better about themselves
as parents and being better able to cope (with substantial numbers
also indicating that they were better equipped to cope specif-
ically with their depressive symptoms). Being more confident to
access other suitable family services if needed was also reported
by most mothers although this was expressed less strongly. Inter-
estingly this appears to have continued to improve months after
completing the program as have indications of increased family
resilience and independence. Family relationship improvements
were also noted by most mothers with this improving months after
the program was completed. This suggests that for some mothers,
improvements in family relations may have taken time to come to
fruition after the program, but that where this was the case, these
mothers nonetheless still identified and acknowledged the role of
Acorn in helping this to happen. While it is likely that some exist-
ing familial circumstances and contexts may be impervious to the
influence of a parenting program which did not include fathers, it
was still the case that improved family relations were sponta-
neously raised as the ‘most significant change’ by some attending
mothers. Several mothers described a mechanism for this being the
sharing and enactment of parenting skills and strategies with their
partners which had been acquired or honed through the program.
Particularly noteworthy were the numbers of mothers (over 8 in 10)
indicating substantial improvement in recognising they were not

alone in their parental struggles.

There were also significant improvements in depression, Parental
Stress, Parental Distress, Parent-child Dysfunctional Interaction
and Difficult Child scores. This applied for Acorn mothers gener-
ally and for all vulnerable subgroupings considered with one ex-
ception, that being Difficult Child for those indicating BPD. While
the large majority of 80.0% of mums indicating BPD scored within
‘normal’ limits in the post-measure of this domain, improving in
this area for some of these mums appears to be more challenging.
Clearly, the standardized tools applied in this evaluation clearly
show that the well-being of most mothers attending Acorn has im-
proved over the duration of the program, and their self-reported

measures taken after program completion and six-eight months
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later attribute this improvement to their participation in the

program. Moreover, given the known protective buffering effects
of improved parent-child relationships and parental confidence,
it is likely that for those mothers experiencing on-going maternal
mental health issues (and notably those indicating BPD), there are
still benefits acquired from the program in terms of reducing the

detrimental impacts of their mental health on their children.

Finally social connectivity has been enhanced for Acorn mothers.
Providing a safe, non-judgemental group environment of mothers
with shared parenting and mental health issues and engaging
them in collective interactive group activities with their children
has encouraged friendships to develop for over 8 in 10 partici-
pants. Many of these friendships appear to have continued with
similar proportions indicating this in the follow-up measure and
around 4 in 10 mothers strongly agreed this was the case. A major-
ity felt more connected to their community because of attending
the group with this being restated six-eight months later. There
was also a ‘rippling’ effect evident with nearly 9 in 10 mothers
indicating they had shared learning from the program with other
parents like them; over 4 in 10 mothers strongly agreeing this was
the case six-eight months after completing the program. Given
the known influences of social isolation and disconnect on mater-
nal mental health, the program has clearly provided benefits in

this regard for engaged mothers.
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11.0 Limitations

It took some time for the critical Reference Group
to review and identify an appropriate and prac-
tzcally applicable standardized tool to measure
the quality of the parent-child interaction for

the Acorn program. A broad range of potential
tools were reviewed mcluding direct measures
of attachment, but these were considered prob-
lematic in the ‘real life’ group-based community
settings of the Acorn program particularly were
proceedings requived a degree of distress for the
child and mother (such as Aimsworth’s ‘Strange
Situation’ measure) and concerns were raised
about creating a further disincentive for target-

ed mothers known to be difficult to engage.

These concerns were balanced by the potential benefits of imple-
menting a measure that could directly observe the parenting inter-
action (both mother and child behaviour) to ensure the evaluation
was not wholly reliant on the mother’s self-reports for this Acorn
objective. The application of the NCAT taken with the triangulat-
ed methods addressing mother’s perceptions and experiences of
child behaviour enabled Objective 1 to be addressed comprehen-
sively. While the NCAT was applied from Wave 6 of the program,
the demographic and psychological profile of attending mothers
completing was very similar to that of all attending mothers which
was consistent across all Acorn waves (a partial consequence of the
consistency of referral pathways over the duration of the program —
section 5.1). It was also the case that the ages of children and profile
of mothers who completed the pre-measure for the NCAT but not
the post-measure was again very similar to those that completed
both measures. Given that there was little indication of systematic
reasons for withdrawal from the program and the consistency with
positive findings from self-completion measures, we are confident
that the findings from the 145 dyads observed pre and post using
the NCAT reflect those of Acorn mothers as a whole.

Comparisons between post-measures and follow-up interviews em-
ployed different methods to obtain responses from Acorn mothers.
It is possible that respondents may have been more inclined to
provide positive answers in the follow-up because of these being
elicited in an interview as opposed to the demonstrable anonymity
of a self-completion questionnaire. However, given that the inter-
viewer for the follow-up was independent of the Acorn program,
was not known to participants, and that all mothers were clearly
informed their responses and names would remain strictly confi-

dential, mothers had little motivation to stress positive outcomes
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in their lives attributed to participating in a program they had
completed months earlier. Moreover, it may have been expected
that the perceived impact of a program would wane over time or
possibly a contrast effect might occur whereby current impacts
would be judged inferior in comparison to the largely positive im-
pressions experienced immediately after the program by vulnera-
ble mothers. However, arguably the most striking finding has been
the consistency of responses between the two measures taken six
to eight months apart, and we are confident that this consistency
coupled with the above considerations have yielded authentic re-

sponses from mothers.

We were mindful of overburdening vulnerable women in the com-
munity setting with the demands of evaluation and focused spe-
cifically on addressing the objectives of Acorn; subsequently there
were related dimensions which were not addressed in this exercise.
We did not screen for substance use disorder, nor for long-standing
clinical diagnosis of psychotic or bi-polar disorder, the presence
of which may interfere with the score for the MSI-BPD (Zanarini
et al., 2003). We did not measure post-traumatic stress disorder
or anxiety. However, the measures selected provide a burden of
relevant evidence to assess the extent to which the specified objec-
tives have been achieved in moving toward the goal of the program.
There are of course a range of alternative tools and dimensions
which could have been included to measure ‘wellbeing’ given the
multifaceted conditions that contribute to, and varied nature of
maternal mental health illness. In the context of the emerging
COVID-19 pandemic, the impact of Acorn on anxiety could be
usefully explored in the future and this was included as a further
indicator of wellbeing in our pilot study of a new on-line version of

the Acorn program developed during lockdown.*

We included the question asking mothers to express ‘the most
significant change’ for them because of participating in Acorn to
acquire qualitative evidence of the impacts of the program in the
mothers’” own words. Given this response was written down in the
post-measure this may have been less authentic for those for whom
English was not their first language. It is also possible that coming
toward the end of the questionnaire, fatigue may have influenced
expression, and some priming may have occurred whereby mothers
may have been disinclined to repeat answers provided earlier in
the closed question options. In this regard, the data obtained from
this question may be considered complementary to the quantita-
tive data adding qualitative context rather than proving separate

clear indications of the frequency of experiences expressed.

Finally, we chose a participatory action research design for this
evaluation which precluded using a comparison/control group.

Given the evolving nature of this community based multi-site,

25 Aylward, P (2021) Acorn On-Line Parenting Program Evaluation Report. Hopscotch Foundation (available on request)

26 Aylward, P. & Sved Williams, A. (2021) Can on-line group mental health programs replace face-to-face group mental health programs? Lessons from the ACORN parenting program. SA Population

Health Virtual Conference Presentation . October.
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holistic program addressing a diversity of vulnerable mothers and
children we believe this was most appropriate. The importance of
utilizing the evaluation formatively was recognised in anticipation
that program processes and early outcomes would need to be
monitored closely to enable any issues to be identified and relayed
to the Reference Group for consideration and potential program
revision. The ‘Wave’ structure of the program facilitated action
research cycles to be implemented with findings acted upon in a
timely manner by the program team. Moreover, the geographical
dispersion of the various Acorn groups necessitated enlisting the
partnership of the service providers to administer and collect the
range of evaluation data needed; the need for partnership in this
endeavour was clearly apparent. It was also the case that an earlier
version of Acorn had been running on a much smaller scale for
several years with known (if anecdotal) benefits for participants
which were well recognised by the service providers and referrers;
these factors helped to inform the initial decision to fund and
expand the program. There were therefore ethical concerns about
identifying and recruiting appropriate vulnerable mothers and
then denying them the intervention for the purpose of establishing
a comparison group. Relatedly, this also ran the risk of alienating
Acorn service providers and/or referring agencies who had been
engaged with Acorn prior to and during the evaluation. A ‘waiting
list’ comparison group was considered when the program reached a
state of maturity, but in this case the host agency where unwilling

to deny Acorn to their clients and the program expanded to accom-

modate all referrals who wished to engage with the program.
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While there are clear associations between a range of improve-
ments and participation in the Acorn program, causal attribution
for this evaluation was premised on triangulating mixed methods
and the inclusively developed ‘theory driven’ program logic stipu-
lating the range of desired and predicted Acorn outcomes for the
mothers and children. This approach enabled empirical evidence of
‘causal’ change to be accumulated across a broad range of relevant
dimensions to establish the value and effectiveness of this holistic
community program. Participant judgements of causality were also
obtained directly through self-completion questionnaires and focus
groups. The sustainability of the program impacts for mothers and
children were also explored using individual telephone interviews
six-eight months after completing the Acorn program, in which
former clients could personally reflect on how the program had (or
had not) achieved its objectives in relation to their own lives. The
causal attribution of a range of deeply personal positive improve-
ments to participation in the Acorn program was broadly indicated
here and often strongly expressed months later to an independent
interviewer over the telephone. Given the profound challenges ex-
perienced by Acorn mothers in the most intimate of their human
relationships, providing this evidence strongly supports the ef-
fectiveness of the Acorn program. In addition, the impacts of the
program in areas known to influence the quality of parenting were
evidenced through the application of reliable standardised tools
across a variety of vulnerable sub-populations of mothers in the
program, and significant improvements were consistently found
for these and over several time groupings during the 5-6-year
period of program delivery. There has been an array of improve-
ments broadly experienced by mothers and children attending
Acorn, and the consistency of findings form the varied evidence
accumulated over time has been supported by personal accounts
of highly engaged mothers many of whom with profound on-going
mental health challenges. Notwithstanding the strengths of qua-
si-experimental design, the case that Acorn has generated these
outcomes and helped hundreds of vulnerable mothers and children

is strongly supported by this evaluation.
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12.0 Conclusions

Acorn has been holistically achieving its stated,
objectives for the large magjorily of compleling
mothers. The program has clearly nurtured and
enhanced parental wellbeing and the quality of
the parent/child relationship for mothers expe-
riencing identified mental health tlinesses and
their young children with enduring positive
outcomes for both. Through enacting a program
nformed by attachment theory, Acorn has
enhanced understanding of the relationship of
child needs, feelings, and behaviours, for atlend-
ing mothers who have acquired a greater ability
to respond, to these and, to appreciate thewr
child’s perspective while developing their ouwn
reflective capacilies concerning the impacts of
thewr past experiences and current health 1ssues
on their parenting. This has further helped to
enhance the parenting of older children in the
Samily setting. Mothers have acquired greater
parental competence and confidence to engage
mn a range of healthy interaction play activi-
tzes freely and comfortably with thewr children
who have also benefitted. Many mothers have
grown to feel closer to thewr child with over half
asserting this strongly and many are happier
n thewr parenting. This has been accompanied,
by expanded social supports and friendships for

many attending mothers.

.
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Moreover, there were clear improvements in mental health well-
being: in depression and coping both with depression and par-
enting issues generally; in parental stress and distress; and in
perceived parental self-efficacy. Clearly a broad array of known
influences on the quality of the parent-child relationship have
been significantly improved through the program for a broad

range of vulnerable mothers.

Acorn mum’s experiences have been shared with partners/spouses
and this along with improvements in mothers’ wellbeing has en-
couraged improved relationships within families. Learnings from
this highly valued and universally recommended program have

also been provided to peers in the broader community.

In conclusion, there is a strong weight of evidence accumulated
from a range of triangulated data sources that Acorn is deliver-
ing a valued, appropriate, and effective program and through es-
tablishing stable referral pathways across the sector is reaching
and engaging a diverse population of highly vulnerable mums
and children. The program is achieving its stated objectives and
the sustained nature of the impacts from Acorn six-eight months
after its completion for the large majority of attending mums has
been particularly impressive. The program is clearly aligned with
and addresses the identified needs of its client base and has taken
substantial steps toward holistically nurturing and enhancing pa-
rental wellbeing and the quality of the parent/child relationship for

a large number of South Australian mothers.
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