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Abstract 

Background: 

The legacy of colonisation has contributed to disproportionately poor outcomes for Māori in 

health, mental health, and education. Much of this rooted in poverty, and poor family 

functioning. Parenting programmes could provide support for whānau, to address historical and 

current needs, and Mellow Parenting aligns with Kaupapa Māori principles. There were 

promising results from preliminary studies, supporting the need for further research, and 

highlighting the need to include fathers. This thesis summarises the cultural adaptation and 

testing of Mellow Parenting for Māori. 

Aim:  

To build upon previous studies of Mellow Parenting to determine whether the Hoki ki te Rito-

Oranga Whānau (HKTR-OW) intensive parenting programme is feasible and acceptable to 

Māori parents, and improves parental wellbeing, parenting, and child behaviour and 

development, at the conclusion of the programme. 

Methods: A mixed-methods stepped-wedge design with a waitlist control, was used. 

Quantitative measures included analyses of pre- and post-programme, 3-month and 12-month 

follow-up data from GHQ-30, PDH Scale, SDQ, ASQ-SE questionnaires; and pre- and post-

programme home videos of parents and children interacting during naturalistic mealtimes 

coded blind using the Mellow Parenting Observation System (MPOS). Focus group interviews, 

carried out at the end of the programme, used a phenomenological approach and were 

thematically analysed, using a Kaupapa Māori framework.  

Results: The retention rate was 91% for fathers and 98% for mothers which indicates feasibility 

and acceptability for this population. For fathers, there were improvements in mental health 

(n=33) pre-post intervention GHQ-30 (Mean difference 4.27; CI 1.78–6.76, p <0.0001), and 

parenting (n=32) PDH frequency (Mean difference 4.44; CI 1.80–7.08; p<0.002); PDH 

intensity (Mean difference 11.34; CI 6.82–15.87; p<0.001) PDH challenging behaviour (Mean 

difference 5.09; CI 3.51–6.68; p<0.001); PDH parenting tasks (Mean difference 3.50; CI -1.46–

5.54; p<0.001) and changes persisted to 12 month follow up. Results for mothers were similarly 

positive.  

Videos showed an increase in positive interactions for fathers, n=22, (MPOS Mean difference 

59.90; CI 4.36–115.44); p=0.036) and mothers, n=29, (MPOS Mean difference 51.74; CI 8.82–
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94.66; p=0.02). Negative responses were reduced. Children showed improved social and 

emotional development and behaviour. 

Conclusions: This results from this study indicate that Hoki ki te Rito-Oranga Whānau shows 

promise as an acceptable and effective intervention for Māori parents experiencing significant 

parenting challenges. 
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Chapter 1: He whakapapa – connections and contexts 

He mea nui ki a tātau ō tātau whakapapa 

Our genealogies are important to us 

In 1814, Samuel Marsden arrived in the Bay of Islands at the invitation of local chief, Ruatara. 

He observed members of the local Māori community and commented as follows: 

There can be no finer children than those of the New Zealanders. Their parents are very 

indulgent, and they appear always happy and playful and very active. I saw no 

quarrelling while I was there. They are king to their women and children. I never 

observed either with a mark of violence upon them, nor did I ever see a child struck. 

(S. Marsden & Elder, 1932, p. 128) 

Today, Māori feature disproportionately amongst those who cause death and injury to Māori 

children and in rates of removal of children from the care of their biological parents. Domestic 

violence, imprisonment, poverty, homelessness, mental illness and substance abuse are also 

high. 

I carried out the research that informs this thesis project to support Māori whānau to reclaim 

the health and wellbeing that they enjoyed 200 years ago. My aim is to contribute to the 

development of feasible and culturally acceptable support programmes for Māori whānau 

members in their parenting/caregiving roles. The thesis is intimately linked with my role as a 

psychologist and whānau support worker for the Ohomairangi Trust in Tāmaki Makaurau. The 

Trust seeks to address the current negative statistics/status of Māori parenting by advocating 

for and implementing a specific Māori-led intervention. The thesis reports on three studies of 

parents who have taken part in such an intervention. The preliminary studies evaluated the 

cultural adaptation of Mellow Parenting for Māori mothers, and the original contribution to the 

field, the focus of the thesis, involves a culturally adapted version for Māori mothers and fathers 

– Hoki ki te Rito-Oranga Whānau. 

Thesis Whakapapa 

This introductory chapter outlines the whakapapa (genealogy) of the thesis. Whakapapa is an 

organising principle and is one of the foundations of whānau as it contextualises relationships 

to people and place. The various elements of the thesis contribute to a foundation for the 

strengthening of those relationships between people that are fundamental to healthy whānau, 



 

2 

hapū and iwi. Implicit within whakapapa is the notion of taking responsibility for maintaining 

the wellbeing of people and place – our relatives, marae, mountains, and rivers, to provide a 

sense of belonging, connection, identity, and tūrangawaewae (a place to stand, a place where 

one belongs and to which one is connected). 

Below I consider a range of whakapapa connections and contexts from the past and present 

that have helped shape the thesis. First, I outline the impact of colonisation on whānau 

relationships and family functioning and contrast these effects with pre-colonial/traditional 

Māori views and practices of raising children. Secondly, I present the whakapapa of the 

Ohomairangi Trust and explain my involvement with the Trust’s history and its engagement 

with the Mellow Parenting training programme. Thirdly, I provide a brief overview of the study 

at the heart of the thesis that has shaped the parent-support work of the Trust. The studies 

investigate Māori culturally informed parenting-support programmes adapted and further 

developed from the Mellow Parenting approach originally developed in Scotland (Puckering, 

2004; Puckering, Evans, Maddox, Mills, & Cox, 1996; Puckering, Rogers, Mills, Cox, & 

Mattsson-Graff, 1994). The chapter concludes with an explanation of the key features of the 

Kaupapa Māori framework that is central to the purpose and functioning of the Ohomairangi 

Trust and from within which solutions acceptable to Māori may be defined, debated, reclaimed, 

and evaluated. A Kaupapa Māori framework ensures that what is important to Māori is the 

starting point for any research study, and thus promotes a strengths-based approach. 

Challenges Faced by Māori Whānau 

Impact of colonisation. 

Two hundred years on from Marsden’s arrival, colonisation continues to take a toll on the 

indigenous Māori population. Today, many Māori children find themselves in less than optimal 

family situations, experiencing adverse conditions encompassing social, economic, and 

psychological factors (Durie, 2003b), despite the gains for Māori the last 30 years of Māori 

renaissance have achieved (Taonui, 2010). A similar picture exists for indigenous peoples 

around the world. The legacy of colonisation, and resulting subjugation, oppression and 

historical trauma are identified by Jones (2008), for example, as key factors in the 

disproportionate rate of domestic violence in the Native American community, coupled with 

racism, high rates of poverty, and abuse of alcohol and drugs. 

In Aotearoa New Zealand, Britain signed the Treaty of Waitangi with Māori in 1840, after 

which Māori were subjected to land wars, with loss of 96% of land (up to the year 2000). Māori 



 

3 

suffered confiscation and forced land sales, cavalry attacks on children, pass laws, detention 

without trial (T. Simpson 1979), summary killings of Māori prisoners and non-combatants and 

other practices designed to maintain control of the resulting 30% of the Māori population who 

had survived the onslaught by 1901 (Pool, 1991.) 

Past and present processes of colonisation are thought to have led to the breakdown of social 

and traditional whānau-based structures for Māori, as evidenced by the loss of language, beliefs 

and identity, as well as of systems of discipline and justice. After World War II, a drift to cities 

for employment further alienated whānau from hapū based support networks which led to the 

resultant adversity associated with low education achievements and incomes, and poverty and 

limited job opportunities – which have been the high price paid by Māori (Fox, 2006). A lasting 

impact has been the erosion of support to parents. Thus, to understand the complexities of the 

thesis whakapapa, it is important to include the following overview of the range of adversities 

that many Māori parents and their whānau endure daily. The extent of these adversities, in turn, 

provide insight into the healing or level of support required to address issues of the past in order 

to remove barriers to living good lives in the present – socio-culturally, economically, 

psychologically and politically. 

High level of poverty. 

Between a quarter and a third of Māori children (0–14years) are estimated to live in poverty in 

Aotearoa New Zealand (Perry, 2007, 2014, 2018). Correlation and causative links have now 

been established between poverty and violence, and disproportionate numbers of Māori 

children are growing up without the basic material resources they need to succeed. At the start 

of this research, over 50% of Māori were living in the most deprived areas (White, Gunston, 

Salmond, Atkinson, & Crampton, 2008), and 27% of Māori children were living in poverty (a 

household income below 60% of the median, after housing costs) compared to 16% of Pākehā 

(Perry, 2007). Little has changed in the ensuing years. By 2013, more than half of Māori were 

still living in the most deprived areas (Atkinson, Salmond, & Crampton, 2014), and over the 

period 2013–2015, on average, approximately 32% of Māori children lived in poor households, 

compared to an average of 14% of European children (Perry, 2018). 

Factors associated with poverty alone can add significantly to the stress of parenting – lack of 

money to meet basic needs as well as childcare, transport, and time out for parents (Scott, 

O’Connor, & Futh, 2006). Community factors in poor neighbourhoods include overcrowded 

living spaces and limited community resources, for example, reasonably priced early childhood 

centres and safe playgrounds, and can lead to a sense of isolation. Family factors such as sole 
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parenting, domestic violence, and parental mental health issues such as depression and alcohol 

and or drug dependency, all impact on the quality of parent–child interactions (Ghate & Hazel, 

2002; Meltzer, Gatward, Corbin, Goodman, & Ford, 2003). However, if children are brought 

up with warm, attuned, encouraging parenting with firm boundaries and positive expectations, 

there is evidence to show they can develop resilience and succeed even in very adverse 

situations (Scott et al., 2006; Wyman et al., 1999). 

High rates of family violence. 

In 2003, an international assessment of child maltreatment across 27 countries ranked Aotearoa 

New Zealand as having the third highest rate of death from maltreatment for those under the 

age of 15 years (UNICEF, 2003). In 2007, New Zealand had the second lowest rate of child 

health and safety in another UNICEF (2007) assessment of the 25 wealthiest nations and the 

wellbeing of their children. 

Between 2002 and 2012, there was no improvement in the rate of child deaths due to assault 

(McDonald, Healey, Hii, Szymanska, & Anderson, 2013; J. Simpson, Oben, et al., 2016). 

Between 2009 and 2013, Māori children under 15 continued to be hospitalised from assault, 

neglect or maltreatment almost three times as often as non-Māori, non-Pacific children 

(J. Simpson, Oben, et al., 2016). 

Figures from a 2001 national survey of crime victims indicated that 49% of Māori women 

experienced partner abuse at some time in their life, compared with 24% of Pākehā and 23% 

of Pacific women (Morris, Reilly, Berry, & Ransom, 2003), while a report into whānau violence 

(published in 2004) reported that seven times more young Māori women, and four times more 

Māori children, end up in hospital from an assault compared with Pākehā women and children 

(Kruger et al., 2004).  

A study by Fanslow, Robinson, Crengle, and Perese (2010) found an even greater lifetime 

prevalence of intimate partner violence, with over half (57.6%) of Māori women reporting 

physical and/or sexual abuse, compared to 34.3% of European/other and 32.4% of Pacifica 

women. Half of violent crime in New Zealand is family violence (Ministry of Justice, 2015), 

and nearly half of all homicides result from family violence. Between 2009 and 2015, family 

violence deaths accounted for 40% of all homicides and related offences in New Zealand. Of 

these 194 deaths, 91 resulted from intimate partner violence (IPV), and 56 were classified as 

child abuse and neglect (CAN). Over this period, Māori were three times more likely than non-

Māori to be the offenders or the deceased in IPV deaths, and Māori children were three times 
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more likely to die from CAN than non-Māori children (Family Violence Death Review 

Committee, 2017). Children are also indirect victims of family violence. In 2008, nearly 75,000 

children and young people aged under 17 witnessed family violence incidents (“Reporting 

Domestic/Family Violence,” n.d.). Māori students were more likely to have been exposed to 

violence at home than Pākehā children, with 10.3% (versus 4.4%) witnessing physical 

altercations between adults, and 17.1% (versus 9.9%) witnessing an adult hurt a child (Crengle 

et al., 2013). Similarly, police report children being present – or usually residing with the victim 

– in approximately two-thirds of family violence incidents (New Zealand Police, 2014, as cited 

in J. Simpson, Oben, et al., 2016).  

Despite the fact that New Zealand has one of the highest rates of reported IPV in the developed 

world (Turquet & UN Women, 2011), police estimate that less than a quarter of family violence 

incidents are reported (Families Commission, 2009; Ministry of Justice, 2016), thus the 

projected prevalence is of great concern.  

In 2007, Ministry of Social Development figures indicated that half of the babies under 1 year 

old who were taken into the care of the State were Māori, and 40% of the 2,000 critical, and 

25,000 general, child abuse cases reported annually were Māori (Ministry of Social 

Development, 2007, as cited in Cook, 2007). 

Over the period June 2011 to June 2016, there were between 350 and 386 infants aged under 

1 year old in out-of-home placements. Half of these babies were Māori (Ministry of Social 

Development, 2016). As of May 2018, almost 70% of the 6,300 children and young people in 

state care were Māori (Office of the Children’s Commissioner, 2018). 

Violence in the home is strongly related to child abuse across a wide range of countries and 

different cultural environments (Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002). In the period 

from 2004 to 2006, Māori adults were significantly more likely than non-Māori adults to be 

hospitalised (218.8 versus 61 per 100,000), and to die as a result of interpersonal violence (4.3 

versus 1 per 100,000; Ministry of Health, 2010). Updated statistics from 2010 to 2012 show 

that this disparity persists. Māori adults continue to experience higher rates of hospitalisation 

(197.2 versus 58.4 per 100,000) and death from interpersonal violence (3.1 versus 1.2 per 

100,000; Ministry of Health, 2015). Māori children are also more likely to be exposed to 

domestic violence compared with other children (Crengle et al., 2013). Research in the US has 

highlighted the role of alcohol and drugs in IPV (Jones, 2008); however, this has been disputed 
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as an oversimplification that diverts attention away from, and minimises, issues of subjugation 

and colonisation (Duran, Duran, Woodis, & Woodis, 2008). 

Challenging child characteristics. 

Pre-term infants and disabled children are also at increased risk for child maltreatment because 

parental attachment may be more difficult (Krug, Dalhberg, Mercy, Zwi, & Lozano, 2002). 

Babies and children with special needs can present challenges for whānau, particularly those 

with foetal alcohol effects, low birth weight, chronic health conditions, developmental delays 

and other disabilities associated with communication disorders like autism. The unequal 

distribution of social and economic resources within our society means that whānau may have 

fewer options for coping with and raising a baby or child who has special needs (Taskforce on 

Whānau-Centred Initiatives, 2010). 

Family characteristics. 

For Māori, the proportion of children in single-parent households may mean that the 

responsibility of raising children is falling disproportionately to Māori women who may not 

have extended whānau support. However, rather than looking at these as individual risk factors, 

Hill (2006) considers them to be determinants of community social organisation. This includes 

the “concentration of female-headed households, excessive numbers of children per adult 

residents, household and age-structure, population turnover, and geographic proximity to other 

poverty areas” (p. 26). This suggests support to single parents and their households is critical 

in reducing risk factors, providing the ability to build capability and motivation for positive 

change.  

High number of teenage mothers. 

In 2009, there were 4,670 births to women in New Zealand younger than 20. Twenty-nine of 

these births were to women aged under 15 years. Two-thirds of teenage births were to those 

aged 18 or 19 years, and half of the total number of teenage births were to Māori women 

(Collins, 2010).  

Teen fertility rates are declining and fell to a record low in 2017 (New Zealand Family 

Planning, 2018). That year, there were 2,316 live births to women under 20 (Statistics New 

Zealand, 2018b). Approximately 70% of these births were to women aged 18 or 19 (New 

Zealand Family Planning, 2018), while 18 were to women aged under 15 years (Statistics New 

Zealand, 2018b). More than half (1,305) of the total number of teenage births were to Māori 

women (Statistics New Zealand, 2018a).  
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Mental health problems. 

As reported in “Te Rau Hinengaro: The New Zealand Mental Health Survey” (Oakley Browne, 

Wells, & Scott, 2006), Māori adults were twice as likely as non-Māori adults to report they had 

a high or very high probability of anxiety or depressive disorder. Inequality in this area appears 

to have reduced somewhat. By 2013/14, Māori adults were only one-and-a-half times as likely 

as non-Māori adults to report a high or very high probability of these disorders (9.4% versus 

6.0%; Ministry of Health, 2015). One in two Māori experience mental illness at some time in 

their life. The most common lifetime disorders for Māori were anxiety (31.3%), substance 

abuse (26.5%) and mood disorders (24.3%; Baxter, 2007). One in 10 Māori women and one in 

18 Māori men have a serious mental illness and Māori with serious mental illness are twice as 

likely to be hospitalised as others, which has huge potential to impact on future generations of 

Māori whānau, hapū and iwi (Baxter, 2008). Mental health issues are related to child 

maltreatment and a range of complex risk factors, for example, depression is linked to 

substance abuse, lack of social support, low socioeconomic status, domestic violence, being 

married and being female; and maternal depression is linked to child maltreatment (Ta et al., 

2009). Evidence exists that children of parents with mental illness go on to experience mental 

illness themselves, whether as a result of the inherited genetic make-up of the child, antenatal 

exposure to anxiety or depression, or direct exposure to, for example, post-natal depression 

(Manning & Gregoire, 2009). 

Substance abuse. 

The New Zealand Alcohol and Drug Use Survey from 2007/8 showed that Māori and non-

Māori were equally likely to have consumed alcohol in the previous year. Māori adults 

generally drank less frequently; however, they were twice as likely to have consumed a large 

amount of alcohol (more than six standard drinks for men and more than four standard drinks 

for women) at least weekly (Ministry of Health, 2009). The use of cannabis was significantly 

higher amongst Māori adults than amongst non-Māori adults (Ministry of Health, 2010). More 

recent surveys show similar results. Māori and non-Māori adults remained equally likely to 

have had a drink containing alcohol in the previous 12 months (Ministry of Health, 2015, 

2017). Although Māori were less likely to have drunk alcohol four or more times a week during 

the year (Ministry of Health, 2015), they were between one-and-a-half (Ministry of Health, 

2017) and twice (Ministry of Health, 2015) as likely to have consumed a large amount of 

alcohol at least weekly, and more than twice as likely to have used cannabis for non-medical 

purposes (Ministry of Health, 2017). The abuse of alcohol and other substances is important as 
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“relationships with family and whānau are often troubled because the relationship with alcohol 

and other drugs becomes more important than intimate relationships” (Kina Families and 

Addictions Trust, 2005, p. 4). Women with substance abuse issues “may have challenging life 

circumstances, including severe economic and social problems, and may have difficulties 

providing stable, nurturing environments for their children” (Kelley, 1998, as cited in Niccols, 

Dell, & Clarke, 2010, p. 324). 

Criminality. 

Māori make up approximately 50% of criminal justice offenders in New Zealand (Department 

of Corrections, 2009, 2018,) a gross overrepresentation given that only 15% of the general 

population identify as Māori (Statistics New Zealand, 2018c, 2018d). Institutional racism is 

thought to be partially responsible for the higher rate of imprisonment of Māori offenders. 

There is also a well-documented trajectory for children of prisoners, from disruptive behaviours 

early in life to later delinquency and imprisonment (Department of Corrections, 2009). 

Department of Corrections (2009) figures show extremely high incarceration rates for young 

Māori men. According to Ministry of Justice crime surveys carried out in 2005 and 2013, Māori 

are at greater risk of being victims of a crime than other groups, particularly violent 

interpersonal offences (Mayhew & Reilly, 2007, Ministry of Justice, 2016). Risk of 

victimisation is also associated with sole parenthood, being unemployed or on a benefit, living 

in rented accommodation, living in socioeconomically deprived areas, and being of a younger 

age (15–29 years; Mayhew & Reilly, 2007). 

Racism – an underlying factor. 

A 2006 survey found that 8.5% of Māori reported “ever” being the victim of a racially 

motivated physical attack, compared to 3.4% of Pākehā. The figures for racially motivated 

verbal attacks were 24.5% for Māori and 10.3% for Pākehā (Harris et al., 2006b). Māori were 

over three times as likely as Pākehā to report ‘ever’ being treated unfairly because of their 

ethnicity by a health professional, at work (5.6% versus 2.1%) and when renting or buying a 

house (9.5% versus 0.7%). Māori were almost 10 times more likely to experience racial 

discrimination in three or more settings than were Pākehā participants (Harris et al., 2006b). 

Overall, a third of Māori reported ‘ever’ experiencing any of the types of racial discrimination 

asked about in the study (Harris et al 2006a, 2006b). 

In a subsequent Ministry of Health survey conducted in 2011/12, racially motivated physical 

attacks were reported by 7.8% of Māori adults and 3.2% of non-Māori adults, and verbal attacks 

by 20.8% of Māori and 11.7% of non-Māori. Māori were still more likely to report receiving 
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unfair treatment from a health professional (4.2% versus 1.3%), at work (6.5% versus 2.9%) 

and when seeking housing (5.1% versus 0.9%). Overall, Māori were almost twice as likely as 

non-Māori to have experienced any type of racial discrimination (Ministry of Health, 2015).  

Given these ongoing, compounding, and negative lived experiences for Māori, the rates of 

Māori child homicide and reported Māori child abuse remain disproportionately high in 

comparison to non-Māori; however, both are steadily reducing faster than rates for non-Māori 

(Taonui, 2010). Nonetheless, it is important to consider it has not always been like this. Cultural 

practices such as whakataukī, pūrākau and oriori speak of traditional Māori attitudes and values 

around child rearing that paint a positive picture, and are supported by reports from early 

visitors to Aotearoa New Zealand presented in the next section.  

Traditional Māori Child Rearing 

Māori children were raised communally. It was the collective responsibility of the community 

to raise happy and healthy children and there is evidence to support the claim that this happened 

successfully (see Table 1 below). Past practices can serve as evidence for Māori parents that 

there are strong models of whānau relationships and positive parenting from our pre-colonial 

past that we can reclaim and integrate into our daily lives. 

Traditionally, a child was seen as part of the wider collective and as such was the responsibility 

of all members, and affected by all interactions they experienced. Grandparents, aunts, uncles, 

cousins and whāngai all joined in caregiving, as is the custom with many indigenous peoples 

(Pihama, 2013; Masse, McNeil, Wagner, & Chorney, 2007; Teixeira, Fisk & Glover, 1999; 

Forehand & Kotchick, 1996; Lafromboise & Bigfoot 1988; Shortland, 1856/2009). Much 

evidence of traditional caregiving by Māori can be found in the words and meanings of Māori 

cultural practices such as whakataukī, pūrākau, and oriori, as well as in the reports of early 

European visitors and explorers. Next I consider each of these practices. 

Whakataukī 

Whakataukī are sayings that give insight into Māori thought. They often merge historical events 

or perspectives with underlying messages of wisdom and guidance. 

Borrowing from the well-known English proverb, “it takes a village to raise a child,” Leonie 

Pihama (2013), explains that “it takes a pā to raise a child.” She is alluding to the traditional 

child-rearing practice of Māori exemplified in the following whakataukī:  
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Matua rautia te tamaiti/One child, many parents. Traditionally, children had many “parents” – 

many people had a hand in raising the children as the collective role of whānau in parenting 

was practised. 

Provision of optimal opportunities for all was another important role of the collective: Tungia 

te ururua kia tupu whakaritorito te tupu o te harakeke/Clear the undergrowth so that the new 

flax shoots will spring up. This whakataukī calls upon those responsible for nurturing the “new 

shoots” to remove barriers to optimum development and enhance life chances for the 

developing child. 

Ko te piko o te māhuri, koia te tipu o te rākau refers to the young tree. If it is not supported 

right from the start, with protection from the elements, and adequate nutrition/water, the sapling 

will not grow straight and tall, and may not prosper. So it is for our children. Again, the call is 

for us to give them what they need right from the beginning so they may thrive. 

Instilling practices around valued resources, while not dampening down the spirit of the child, 

was another role that reflected adults’ input into child rearing: Tamariki wawāhi tahā. Tahā 

(gourds) were important utensils in traditional times and it took time for them to grow before 

being made into water-carrying vessels. Children did not necessarily know of their importance 

and the consequences for the community of damaging them – the above whakataukī reminds 

parents to teach their children to not only respect their own property, but also other people’s 

property. The way parents raise their children is shown through the children demonstrating 

appropriate values they have been taught that relate to the wider community – whānau, hapū 

and iwi.  

It was also important to carry out such teaching/learning as described above in ways that did 

not stifle the natural curiosity, exploration and confidence of the child. He tangi o te tamariki, 

he whakamā to te pakeke literally translates as “the child cries, the elder blushes” and refers to 

the elder feeling embarrassed as the child’s cry may be interpreted as a negative response to 

being reprimanded by the caregiver. Punishment was not an option for guiding or teaching the 

child. 

Pūrākau.  

Ranginui Walker (1992) believed pūrākau or myths are “both a reflection of current social 

practice in dealing with a particular crisis and also a directive, or instruction on how to 

proceed.” (pp. 171–184). They weave the “fabric of the universe” or “te kahu o te ao” (M. 

Marsden & Royal, 2003), combining celestial and terrestrial knowledge. Jenkins and Harte 
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(2011) agree that at the core of whakapapa Māori is the primal family where the first child-

rearing practices are to be found. Experiences, whether positive and negative, of loving 

commitment, nurturing, neglect, incest, conflict resolution, facing consequences, caring, 

respect, selfishness, sacrifice, shame, etc, are all contained in these creation stories, providing 

ancient wisdom for guidance.  

We need to be mindful of the retelling of Māori cosmology at the time of contact. Kuni Jenkins 

(as cited in Royal Commission on Social Policy, 1988) reminds us that when the West arrived 

on our shores it did not  

allow its womenfolk any power at all – they were merely chattels in some cases less 

worthy than the men’s horses. What the colonizer found was a land of noble savages 

narrating his/her stories of the wonder of women. Their myths and beliefs had to be 

reshaped and retold. The missionaries were hell-bent (heaven-bent) on destroying their 

pagan ways. Hence, in the retelling of our myths... Māori women find their mana 

wahine destroyed. (pp. 160–161) 

and colonisation benefitted from this social means of controlling behaviour and guiding 

socialisation at the time.  

Oriori.  

Oriori (chants) are an example of positive regard for the developing life of the child and the 

role of parenting. They also convey the spirit of our Māori world. In days of old, parents and 

grandparents would recite oriori to the unborn child, as they were entering this world, and to 

the child at gatherings in this world. Oriori tells a child where they are from, of their entry into 

this world, their whakapapa, their parents, their ancestors who have passed on, and the 

achievements of those ancestors. An oriori was a way of reminding a child of their place in the 

wider world, and of the journey that lay ahead of them. It encouraged the child to become a 

useful member of their community. In some cases, the oriori contained roles or tasks prescribed 

for them. Our ancestors would detail their expectations, in the hope that the child would fulfil 

them, and so the process of socialisation began before one’s birth. There were many oriori from 

many different tribes that were often linked to pūrākau and used in various ways. 

Mana motuhake means having control over one’s destiny and was an important goal laid down 

in oriori, so the child is taught to be self-sufficient, and was urged to learn both celestial and 

terrestrial knowledge in order to achieve tino rangatiratanga. Because our ancestors knew their 

world intimately, these teachings of our ancestors have been passed on to each generation and 



 

12 

are key to our wellness and our future. Amster Reedy was a practitioner and researcher of oriori. 

He is worth quoting at length on this topic:  

This practice is beautiful because the child hears it. I don’t wait until a baby is born. 

While the mother is pregnant, I will go to her and sing these songs, and you can feel the 

baby kicking in her womb. Over the past 10 to15 years, I have been asked by many 

women to attend the births of their babies – from all around the country. Once they hear 

it, they never forget – that Māori have their own child birthing practices. (wakahuiatvnz, 

2011a) 

He further explains: 

 They [oriori] can form a framework for raising our children. I believe that these 

traditional oriori contain key references to raising strong children and healthy families 

and preventing children from being killed by their parents. I’ve never found in these 

lullabies any references to punishing children. That’s because our ancestors knew, if a 

child was hit, it would cause humiliation. I’ve never seen a chant or proverb that 

referenced punishing a child. We must endeavour to look after our children. 

(wakahuiatvnz, 2011b) 

Reports from early European visitors. 

Complementary to our own Māori wisdom are many examples of reports and observations 

from prominent Pākehā settlers, indicating how Māori children were treated by their parents 

and extended whānau members. Whānau and hapū members were all involved in the care of 

“their” children, as part of the community co-operation and shared responsibility that being 

part of the kin group entailed. Shared and loving parenting was the most reported practice 

between Māori adults and children at first contact, followed by the observation of the lack of 

punishment of children (refer Table 1). These observations are in line with Reedy’s 

(wakahuiatvnz, 2011a, 2011b) findings from researching and reclaiming oriori.  
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Table 1 
Early European Visitors’ Observations of Māori Parenting Practices  

Date Practice/Topic Who Quote 

1847 

 

Relationships George French 
Angas 

 

Both parents are almost idolatrously fond of their children; and the father frequently spends a 
considerable portion of his time in nursing his infant, who nestles in his blanket, and is lulled 
to rest by some native song. (Angas, 1847, p. 313)  

The children are cheerful and lively little creatures, full of vivacity and intelligence. They pass 
their early years almost without restraint, amusing themselves with the various games of the 
country. (Angas, 1847, p. 314) 

1838  Joel Polack A child belongs equally to his distant relatives as to the putative father. (Polack, 1838, p. 56) 

1807 

 

Shared 
parenting 

Crozet in Anne 
Salmond 

Children were suckled until they had teeth and could walk, and their parents carried them 
around with them or placed them on mats or dog skins on the floor of their houses. Fathers, 
like mothers looked after the needs of their children. (Crozet in Salmond p. 422), as cited in 
Jenkins & Harte, 2011, p. 22)  

1817  J. L. Nicholas. It must be allowed, however, that the men make excellent nurses, and have a peculiar art in the 
management of their infant offspring. (Nicholas, 1817, p. 307) 

1814  Samuel Marsden Children will frequently ask questions in public conversation and are answered by the chiefs. 
I have often been surprised to see the sons of the chiefs at the age of four or five years sitting 
amongst the chiefs and paying close attention to what was said. The children never appear 
under any embarrassment when they address a stranger whom they never saw. (S. Marsden & 
Elder, 1932, p. 193) 
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Date Practice/Topic Who Quote 

1830  George L. Craik In most of their labours the men take at least some share, although perhaps not quite an equal 
one. Of one important duty, however, the husband relieves the wife almost completely—
namely, of the care of the children. As soon as the infant is weaned, it is taught to twine its 
arms round its father's neck; and so completely does it in a short time acquire the habit of 
trusting to this support, that, asleep or awake, it remains the whole day thus suspended, 
protected from the weather by the same mat which covers its parent; and in his longest journeys 
as well as his most laborious occupations, it is his constant companion. (Craik, 1830, p. 386) 

1868 Attachment William Colenso Their love and attachment to children was very great; and that not merely to their own 
immediate offspring. 

They very commonly adopted children; indeed, no man having a large family was ever allowed 
to bring them all up himself-uncles, aunts, and cousins, claimed and took them, often whether 
the parents were willing or not. They certainly took every physical care of them; and, as they 
rarely chastised (for many reasons), of course, petted and spoiled them… The father, or uncle, 
often carried or nursed his infant on his back for hours at a time, and might often be seen 
quietly at work with the little one there snugly ensconced. (Colenso, 1868, p. 30) 

1814 

 

Discipline Samuel Marsden 

 

The New Zealanders do not correct their children lest they should abate their courage or subdue 
their violent passions. Hence the children are in no subjection to their parents. (S. Marsden & 
Elder, 1932, p. 479) 

1855  Richard Taylor In general they show great affection for their offspring; indeed the children are suffered to do 
as they like. They sit in all their councils; they are never checked. (Taylor, 1855, p. 165) 
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Date Practice/Topic Who Quote 

1856 

 

 Edward Shortland 

 

Curbing the will of the child by harsh means was thought to tame his spirit, and to check the 
free development of his natural bravery. The chief aim, therefore, in the education of children 
being to make them bold, brave, and independent in thought and act, a parent is seldom seen 
to chastise his child, especially in families of rank. Were he to do so, one of the uncles would 
probably interfere to protect his nephew, and seek satisfaction for the injury inflicted on the 
child by seizing some of the pigs or other property of the father. (Shortland, 1856, p. 156) 

1859  William Swainson Considering how little the Maori children are subject to restraint, their quiet and orderly 
conduct is especially remarkable. In bringing them up, the parents seldom have recourse to 
personal chastisement, believing that it has the effect of damaging the spirit of the child. At an 
early age, the Maori children acquire great self-respect; and at the public discussions of their 
elders, they may be seated around the outer circle, attentive, grave, and thoughtful listeners. 
(Swainson, 1859, p. 10)  

1838  Joel Polack The New Zealand father is devotedly fond of his children, they are his pride, his boast, and 
peculiar delight; he generally bears the burden of carrying them continually within his mat, 
whose rugged texture must be very annoying to the tender infant. 

The children are seldom or never punished; which, consequently, causes them to commit so 
many annoying tricks, that continually renders them deserving of a sound, wholesome 
castigation.  

The father performs the duty of a nurse; and any foul action the embryo warrior may be guilty 
of, causes a smile rather than a tear from the devoted parent. (Polack, 1838, p. 374) 
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Date Practice/Topic Who Quote 

1807 

 

Child 
development 

John Savage 

 

Children are robust, lively, and possess, in general, pleasing countenances; their actions are 
totally unrestrained by cloathing, [sic] or bandage, which must undoubtedly lay the foundation 
of their future hardihood and healthy constitution. (Savage, 1807, pp. 44–45) 

1838  Joel Polack The children of either sex, at an early age, are able to run about long before those belonging to 
European parents can stand alone. They are early initiated by their parents into all the games, 
dances, and practices of their fathers. (Polack, 1838, p. 373) 
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Within the wealth of positive evidence presented above is the challenge to reclaim and use 

traditional Māori child-rearing practices for the purpose for which they existed in the first 

place. This challenge reflects the overall kaupapa or goal of Ohomairangi Trust in developing 

models for services for Māori that begin with our known strengths. Indigenous peoples have 

deep positive regard for knowledge from our ancestors, believing they had the best interests of 

future generations at heart as they strove to pass on their wisdom for the benefit of their 

mokopuna and Papatūānuku, the mother earth by whom we are all sustained. This history, and 

the reclaiming of traditional practices, became an important aspect to include in the 

Ohomairangi Trust’s cultural adaptation of the Mellow Parenting programme, and would serve 

as evidence to Māori parents that strong models of positive parenting to draw from exist in our 

pre-colonial past. 

Healthy Parent–Child and Whānau Relationships 

Whānau ora (family wellness) is pivotal to the wellbeing of all people, particularly for Māori, 

in Aotearoa New Zealand, with historical, social, political, economic and cultural factors 

impacting on both individuals and the collective. As whānau/family is the most direct source 

of ongoing support and encouragement for its members, it is critical that whānau are healthy 

and have resilience to cope with the diverse realities they experience. 

A positive relationship with parents is a vital factor in building a strong foundation for a child’s 

life and protecting against a variety of physical and mental health problems. Strong evidence 

exists to show experiences of infancy and early childhood are the building blocks for later 

health and development. Sensitive and responsive parent–child relationships, demonstrating 

secure attachment, are related to enhanced social competence and increased cognitive skills in 

young children (Bowlby, 1988; Sroufe & Waters, 1977). Significant changes in the brain 

structure that are triggered by the positive interactions experienced with our primary 

caregiver/s as infants and toddlers form the foundation for an ongoing positive developmental 

trajectory (Zeanah, 2009). Secure attachments with caring adults, within health-conscious 

communities, also ensure appropriate nutrition; access to health checks; daily routines 

promoting security; and protection from exposure to illnesses, environmental toxins and 

situations that can result in preventable injuries. (Gunnar, Brodersen, Nachmias, Buss, & 

Rigatuso,1996; Shonkoff & Phillips, 2000). 
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Conversely, children who receive insensitive, harsh and unpredictable responses from parents 

tend to have poor self-soothing skills, and greater potential for insecure attachment, and are 

often aggressive and grow up to become antisocial (Scott et al., 2006; Webster-Stratton, 1991) 

or display withdrawn and inhibited behaviour with later vulnerability to depression (Birmaher 

et al., 1996). Mason Durie (1999b) proposed that Māori are locked into lifestyles that are 

characterised by poor health and high risk taking, which are exacerbated by poverty and 

deculturation, impacting negatively on parenting: “Unfortunately, and often for complex 

reasons, not all whānau today are seen as safe places for the children in their care” (Cram, 

2012, p. 6). Durie suggests support for a move from harmful to healthier lifestyles that would 

include targeted interventions that are culturally relevant, manage risk and clearly focus on 

positive development, including parenting. (Durie, 1999a). 

The programmes run by the Ohomairangi Trust seek to create the kind of interventions 

articulated by Mason Durie above. It is imperative to continue to search for and develop 

parenting-support programmes that better meet the needs of disadvantaged sections of our 

population – particularly starting with those parenting young children. In the next section I 

outline the background context – the whakapapa – of the Ohomairangi Trust and my 

involvement. I show how the work of this thesis is a natural development of the support to 

whānau that is central to Ohomairangi Trust’s kaupapa.  

Ohomairangi Trust  

I was one of four Māori women who established the Ohomairangi Trust early-intervention 

service in 2000. After working alongside whānau of young children with disabilities for 10 

years in special education, I realised that the focus of services was too narrow to address the 

skills and sustainability needs of Māori whānau in an ongoing way. The Trust’s goal was to 

provide a Kaupapa Māori service option for Māori whānau with young children with 

developmental challenges across sensory, physical, socio-emotional, and behavioural domains. 

All these factors included communication complexities that impacted on the building and 

maintenance of relationships. The Trust aimed to develop a service model that viewed the child 

within the context of whānau and community, where whānau were encouraged to identify their 

priorities for supporting their whānau development and, ultimately, their tino rangatiratanga 

(self-determination). 

Three years later, from 2003 to 2006, I was seconded on a half-time basis to the High and 

Complex Needs Unit hosted by Child Youth and Family Services (CYFS), Wellington. This 
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unit was established to encourage intersectoral collaboration of health, education and welfare 

government agencies’ core services to the top 1% most needy children and young people, and 

their caregivers. Identified gaps of service, after core service provision from these three sectors, 

received extra funding from the High and Complex Needs Unit. Most whānau I worked with 

across the country over this period were Māori, although I worked with some Pākehā and 

Pacific families also.  

Without fail, all “problems” began early in the lives of these children and young people, with 

many complex issues being carried over from their parents or grandparents. Some of the most 

powerful interventions for these children and young people involved addressing 

intergenerational issues. These included: reinforcing positive identity, seeking out traditional 

knowledge or healers, and relearning parenting and caregiving roles and responsibilities for up 

to three generations. Important also to the High and Complex Needs initiative was the drawing 

on Kaupapa Māori theory (see below), as well as specific upskilling relevant to genetic, mental 

health or developmental presentations of some of the children and young people.  

The experiences with the High and Complex Needs Unit and Ohomairangi Trust have shaped 

my search for an acceptable system of support for whānau struggling to be the parents they 

wish to be. Their challenges are multiple and include a daily struggle to resist the legacy of 

colonisation to process their own negative histories and to fight their way out of poverty. This 

legacy includes: 

lack of voice, disrespect, humiliation and assault on dignity and self-esteem; shame and 

stigma; powerlessness; denial of rights and diminished citizenship. They stem from 

people in poverty’s everyday interactions with the wider society and from the way they 

are talked about and treated by politicians, officials, the media and other influential 

bodies. (Lister, 2005, p. 8)  

Māori are entitled to be supported to find a place for their pasts to be processed and removed 

as a barrier to their development of identity, assertiveness, and functioning, and to move 

forward.  

Currently, the Ohomairangi Trust provides a range of early-intervention services for children 

with developmental needs or disabilities, which may be sensory, physical, communication 

based, social and emotional, developmental or behavioural. The services are funded by the 

Ministry of Education alongside the Ministry of Health and Ministry of Social Development. 
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Our goal to provide a Kaupapa Māori service1 option for Māori whānau living in Tāmaki 

Makaurau is built on an ecological framework that works to provide a responsive system or 

service that is both supportive and enabling; that looks after and challenges ourselves as 

workers with Ohomairangi, those who fund the programme, and the whānau we serve. 

Ohomairangi Trust, as a Kaupapa Māori provider, is an important component of the 

environment in which this thesis originated and continues to be developed. 

Counties Manukau District Health Board Stocktake  

The Counties Manukau District Health Board (CMDHB)2 undertook a project to investigate 

the needs of very young children in the area. An Infant Mental Health Project was set up and, 

as part of this, a stocktake of services was commissioned. This resulted in a report “Kua 

Whakawhenua te Purapura, ka Puawai te Taonga” (Merry et al., 2007) which advocated for the 

importance of addressing the social and emotional needs of infants and young children. It 

summarised the critical role of experiences from the perinatal period in supporting optimum 

human development covering a range of dimensions that highlighted the interconnectedness 

and entwining of nature and nurture – problem solving, language acquisition, memory, family, 

culture, and community, within various environments. It highlighted some possible ways 

forward to improve services for infants and outlined promising programmes within Aotearoa 

New Zealand and internationally. Some of these programmes appeared to offer promise and 

were assessed further. One such programme identified by authors of this stocktake report was 

Mellow Parenting. 

 

1 Kaupapa Māori refers to Ohomairangi Trust’s relational model of service delivery. Kaupapa Māori and its 

theoretical development had its beginnings in the 1980s and 1990s with the work of Graham Smith (1997), 

and its application by Ohomairangi Trust, means that the child is considered within the context of the 

whānau, hāpu and iwi; that whakawhānaungatanga and manaakitanga are key features; that the importance 

of whakapapa (genealogical links) and manaakitanga (hospitality) are acknowledged; and that together we 

all move forward in pursuit of mauri ora (wellbeing) and tino rangatiratanga (self-determination). 

Experience has shown that solutions/ interventions leading to change need to be based on a Kaupapa 

Māori approach. I have outlined in more detail the theoretical underpinnings of Graham Smith’s Kaupapa 

Māori theory in Chapter 5 Methodology. 

2 District Health Boards (DHBs) in New Zealand are organisations established by the New Zealand Public 

Health and Disability Act 2000, responsible for ensuring the provision of health and disability services to 

populations within a defined geographical area. 

The CMDHB is a district health board with the focus on providing healthcare to the Counties Manukau 

area in southern Auckland, New Zealand. As of 2016, it is responsible for 534,750 residents; or 11% of New 

Zealand’s population. 
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Mellow Parenting is a parent-support programme developed in the United Kingdom 

specifically for socially deprived families with young child/ren under 5 years old, where there 

are relationship problems or other significant issues such as maternal depression or child 

protection concerns. As a result of participating in this infant mental health stocktake, 

Ohomairangi Trust was offered the opportunity to engage in Mellow Parenting training in 2006 

and to provide feedback on a possible fit for the New Zealand context. 

Mainstream child and adolescent mental health providers, as well as Māori and Pacific services 

working with families and their young children, participated in the 2006 Mellow Parenting 

training. Also in attendance were funders from health boards. The 3-day training introduced an 

experiential, relationship-based approach to parenting that had flexibility enough to allow 

cultural adaptations as long as the children were in their parents’ care and attended the 

children’s group set up for the programme. The parents who attended had to choose to come 

and not be coerced by child welfare or court agencies. Transport, all food and refreshments 

were to be supplied along with quality childcare. A primary goal was for the parents and their 

children to experience being nurtured, looked after, and having their needs met in spaces they 

felt welcomed and comfortable in, and accepted for where they were on their life journey. 

Māori and Pacific participants in the training also felt the potential for adaptation for Māori 

and Pacific whānau.  

Mellow Parenting and group work. 

While the one-to-one work Ohomairangi team members carry out via our home and early 

childhood centre visiting programmes is largely successful at upskilling and encouraging 

whānau members and centre staff, we are also mindful of the power, efficiency and cultural 

appropriateness of group work. In groups, parents developed a “shared community” of interest 

in parenting, understanding and working through aspects of their own relationships and their 

children’s behaviours to which they could adapt their expectations and strategies. However, it 

was more challenging to keep some families engaged, particularly where there were many 

psychosocial stressors such as financial pressures, inadequate housing, social isolation, 

relationship stress, family violence, abuse, unemployment and addiction. This was a gap in our 

parenting service provision (which at that time included Incredible Years, Triple P, and SKIP 

parenting) and apart from changing or adapting aspects of programmes currently used, the 

Ohomairangi team sought new ideas. When we began to engage with the programme known 

as Mellow Parenting, fresh possibilities emerged. 
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The approach of the Mellow Parenting programme provoked serious interest amongst staff at 

Ohomairangi. It appeared to address the parenting needs of Māori whānau who require robust 

support as identified in the CMDHB stocktake (Merry et al., 2007). The Kaupapa Māori 

principles underpinning the work of Ohomairangi Trust also aligned significantly with the 

Mellow Parenting philosophy of nurturing the family. The programme created a trusting 

environment for identifying barriers to successful family functioning and working through 

possible solutions. The combination of modules addressing personal, historical and 

psychological issues with parent training that was able to be culturally adapted, offered an 

opportunity to address psychosocial stressors in depth. After we had fed back positively about 

the potential promise of Mellow Parenting, we were approached by staff at the CMDHB and 

asked to consider running a pilot Mellow Parenting programme with the evaluation team from 

the Werry Centre for Child and Adolescent Mental Health, a research and teaching centre at 

the University of Auckland. Ohomairangi Trust staff agreed to adapt Mellow Parenting for 

Māori mothers and to carry out a pilot programme. The objective was to assess the feasibility 

and acceptability and gather preliminary evidence of efficacy for mothers who were 

experiencing challenges with their role and their relationships with their children. The two 

phases were: 

• (1) Hoki ki te Rito/Mellow Parenting programme (HKTR/MP) for Māori mothers 

was carried out in 2008. The CMDHB funded Ohomairangi Trust to trial the 

programme in this pilot study (see Chapter 3).  

•  HKTR/MP (Māori/Pacific mothers) is the extended study implemented in 2009–2010 

by Ohomairangi Trust and the Anglican Trust for Women and Children (ATWC). This 

study was also funded by the CMDHB (see Chapter 3).  

• (2) Hoki ki te Rito-Oranga Whānau (HKTR-OW) is the parenting programme that 

was adapted to include Māori fathers. (see Chapter 6).  

Research Focus 

My thesis builds on my work with Ohomairangi Trust, CMDHB and the Werry Centre with 

HKTR/MP. The further development and implementation of HKTR-OW represent an attempt 

to integrate traditional knowledge of Māori child-rearing practices by sharing the historical 

evidence of positive parenting discussed earlier in the chapter and integrating these with the 

Mellow Parenting principles. This blending of approaches and the HKTR-OW programme 

featuring Māori fathers is the principle original contribution of the thesis. I moved from 
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participating and assisting in the research process for the first phase (HKTR/MP), to driving 

the aims and methods as the principle investigator. From my experience of running the initial 

groups in the pilot and extended studies, and the challenges of video recording and sending 

them to the UK for coding, and from the feedback from the mothers in these groups, it was 

clear that including fathers was both wanted and needed. The inclusion of fathers in the HKTR-

OW development was a logical and necessary innovation in order to work holistically with 

whānau and understand their unique ecologies (further discussed in Chapter 6). 

Critical factors for success of the intervention embodied by the above three phases include its 

efficacy in countering hegemonic processes implicit within colonisation. Other factors centre 

on its potential to inspire and motivate parents’ positive reflection and identification of areas 

for change, then encourage them to take the steps to make the changes within their current 

context. Ohomairangi Trust anticipated parenting stress would be reduced for whānau groups; 

that they would enhance their child development and parenting skills and knowledge; that we, 

as a provider, could be more responsive to whānau needs; and that these factors could assist 

with motivation of parents to change, and their growth of parenting capability. In order to 

validate this work, robust evaluation of the intervention is required to measure such change, 

which the thesis also seeks to address (see Chapters 6 & 7). 

Research Questions 

• Will an adapted Mellow Parenting programme help Māori whānau improve parent 

wellbeing as well as parenting competence/capability? 

• How can the feasibility, acceptability and effectiveness of Mellow Parenting for 

Māori be measured? 

My research into the Ohomairangi Trust’s team’s adaptation of the Mellow Parenting 

programme, via HKTR/MP and HKTR-OW, utilises a Kaupapa Māori approach throughout 

from problem analysis and definition, to identification of constraints, to development, delivery 

and evaluation, to design and implementation (see Chapter 5 Methodology). The following 

chapter reviews Māori and mainstream parenting programmes and their underlying theories.  
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Chapter 2. Addressing parenting for Māori 

Ko te piko o te māhuri, koia te tipu o te rākau 

Prevention is better than cure – strong steady support right from the start ensures optimal 

growth [of a tree] – and so it is for children, who also learn from what they see 

Chapter 1 outlined the challenges facing Māori parents, and considered what we know about 

traditional Māori child-rearing views and practices, and the impact of colonisation on 

traditional structures within Māori society. This chapter explores parenting support – how do 

we improve parenting? What are the key issues parenting-support systems need to address to 

improve life chances for Māori? The following questions were posed: 

What parenting programmes are available internationally?  

What parenting programmes are there in New Zealand now?  

What do New Zealand results show for Māori parents? 

How might parenting problems be addressed for Māori? (Rokx, 1998) 

How Do We Improve Parenting? 

Parenting is a complex task, and the range of parenting-support programmes that have been 

developed reflect a number of theories of change and service models. Parenting programmes 

“generally educate parents on child development and help them improve their skills in 

managing their child’s behaviour” (Krug et al., 2002, p. 70). One key outcome of parenting 

programmes is often increased child management skills; reduced family stress and, therefore, 

risk factors for child behaviour problems; along with a reduction of child maltreatment (A. 

Herbert, 2001; Krug, 2002; Sturrock & Gray, 2013). They may be targeted to other parental 

issues such as drug and alcohol addiction, family violence, maternal depression, attachment, 

and separation (foster parents); or children’s issues such as conduct disorder, school readiness 

or other developmental challenges (Robertson, 2014). 

Elements of effective programmes. 

Related to the effectiveness of parenting-support programmes are a number of components 

related to the (a) staff (training and support), (b) programme design, (c) content, (d) delivery, 

and (e) ongoing evaluation (Robertson, 2014). The interaction of these components can impact 

critically between the different support programmes, and even with the same programme 

delivered to a different population, or by differently skilled facilitators. 
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Key factors of successful programmes. 

Recruitment, engagement, then retention of parents in programmes are essential factors to 

ensure success (Robertson, 2014). Research has shown that the programme effectiveness is 

impacted by the characteristics of the parents – how they have come to learn of the programme 

and whether or not they believe they need to participate; how well known the programme might 

be, whether it is home based or centre based, individual delivery or group based; and whether 

or not the service is part of a community-based (NGO) network, or government run (Robertson, 

2014). Provision of transport and childcare are practical examples of barriers being addressed 

for prospective parent participants (Robertson, 2014). Programme appropriateness is another 

factor, where parent goals are matched to programme goals, the target population is clearly 

identified, the programme is flexible and able to be adapted to meet cultural needs, the delivery 

setting is appropriate with necessary technical supports available, and costs, all these factors 

impact recruitment and retention (A. Herbert, 2001; Krug, 2002; Sturrock & Gray, 2013; 

Robertson, 2014). 

Review of International Programmes Used in New Zealand 

Searching the international literature for Randomised Controlled Trials (RCT) and rigorous 

research design with comparison groups reveals a number of parenting-support systems that 

have shown small to moderate positive effects on a range of parenting behaviours and child 

development outcomes (Robertson, 2014). However, only a there have been few have 

demonstrated positive impact on child maltreatment, with the most successful being: Early 

Start (NZ), Nurse-Family Partnership (US), Parent Child Interaction Therapy (US), and 

SafeCare (US). These programmes, however, were less successful at impacting parental issues 

of drug and alcohol use, family violence and depression. (Robertson, 2014.) 

It is evident, when choosing a parenting programme, it is important to consider three critical 

issues:  

What outcomes do we want to achieve?  

Which parents do we want to work with? and  

Which context are we wanting to work within? (Robertson, 2014) 

Theories Underlying Parenting Programmes 

Parenting is a complex task, and the range of parenting programmes that have been developed 

reflect a number of theories and models. There are five key theories, each with a theory of 
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change built in, that underpin these parenting programmes – social learning theory, cognitive-

behavioural theory, attachment theory, parenting styles theory, and the model of human 

ecology. They all aim to support and enable parents and families to become more effective, 

more nurturing places for children to grow up in, and, in line with sociocultural theory, within 

the wider context of culture/s and society (Vygotsky, 1978). 

Social learning theory. 

Bandura’s (1977) social learning theory incorporates aspects of behavioural learning, which 

sees the environment as important in determining how people behave, and cognitive learning 

that stresses the importance of psychological factors, by outlining three basic concepts. Firstly, 

that people learn through observation; secondly, internal mental states are an important part of 

this process; and thirdly, new learning does not necessarily result in behaviour change (Bandura 

1977). In order to learn, one needs to be able to pay attention, and do so, then retain the 

information to be able to then pull it up when needed before carrying out the new behaviour 

and practising it. Lastly, for observational learning to be successful, motivation is a critical 

factor – either by experiencing reinforcement or punishment, or observing consequences 

another may experience. This theory has been particularly influential in the field of education, 

with the importance of modelling appropriate behaviours recognised by both teachers and 

parents.  

Attachment theory. 

Attachment theory maintains that an infant’s ability to form a strong emotional bond with their 

primary caregiver is a natural and necessary part of infant development, and as this is largely 

determined by the parent’s ability to sensitively respond to their infant’s attempts to engage 

their attention (Booth, Barnard, Mitchell, & Spieker, 1987; Gross, Fogg, & Tucker, 1995), 

programmes based upon attachment theory therefore aim to improve parental sensitivity by 

increasing parents’ understanding of their children’s needs (Kerslake Hendricks & 

Balakrishnan, 2005). A distinction is made between attachment behaviour (that which can be 

observed) and the internal attachment process (Ainsworth, 1969). A key difference with other 

approaches is that the focus is on the relationship between the infant and the caregiver rather 

than the characteristics of either the mother or the infant (Salter Ainsworth & Bowlby, 1991).  

Siegel (2001), and Fonagy (2003) maintain that attachment provides the context for the infant 

to develop a sensitivity to self-states that facilitates the development of the reflective function 

and self-regulation, a vital component of effective interpersonal communication, impacting 

significantly on social-emotional and cognitive development. Fonagy (2003) argues that it is 
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attachment’s role in facilitating this “development of the interpersonal interpretive mechanism 

essential to the ability to function in close interpersonal relationships rather than attachment 

per se that is important” (Atwool, 2007).  

Parenting styles theory. 

Parenting styles theory is based upon studies that suggest children’s behaviour is directly 

related to their parent’s style of parenting (Baumrind, 1967). Parents who combine high levels 

of parental warmth with high levels of supervision are more likely to have children who are 

more confident, more socially responsible and more independent. This parenting style is often 

referred to as a democratic or authoritative style of parenting, as it recognises the child as an 

individual in his or her own right, and promotes taking responsibility.  

Authoritarian parenting, where unquestioning obedience is expected and punitive and harsh 
responses result if rules are not adhered to, results in passive, dependent, children who are 
anxious, slow to build self-confidence and independent problem-solving skills. Permissive 
parenting is the third style that is often a reaction to being parented in an authoritarian manner 
– there are no boundaries or limits, and parents avoid conflict at all costs. Children often feel 
insecure and overly dependent, are slow to respect the rights of others and learn empathy, and 
have limited opportunities for learning about tolerating frustration or taking responsibility for 
their actions (Faber & Mazlish, 2012). 

For the above reasons, many parenting programmes encourage the authoritative style and 

include elements that encourage parents to allow their children to take risks within a family 

environment that is well scaffolded and supervised. Acknowledgement is made that sometimes 

parents shift between the three parenting styles (Gravitas Research & Strategy, 2005). 

Human ecology model. 

The model of human ecology assumes that children’s development is determined by his or her 

interaction within the interconnected environments of the individual, family, school, local 

community, wider society and culture. Across these contexts protective and risk factors exist 

which can improve children’s life chances or place them at risk for adversity. Parenting 

programmes based on this model focus on strengthening protective factors and developing 

resiliency, reducing or removing risks in the process. Bronfenbrenner (1974) considered that 

child abuse happened as a function of the level of social support systems there were for 

parenting, maintaining that when then human ecology provided adequate support for parenting, 

child abuse was minimised. 
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International Programmes Used in New Zealand 

Parenting programmes have been designed to improve parental effectiveness by focusing on a 

range of outcomes, for example, building positive parenting skills and strategies and reducing 

antisocial child behaviour, and addressing drug and alcohol use, domestic violence, maternal 

depression, etc. These interventions can be delivered in a number of ways – group work for 

varying numbers of sessions, home visits digital, phone advice, etc.  

Two of the most internationally researched parenting programmes are also offered in New 

Zealand. They are Incredible Years (Webster-Stratton 1997) and Triple P (Sanders, Markie- 

Dadds & Turner, 2003); as these are nationally available, they will be reviewed here. 

Incredible Years  

Description of the programme. 

The Incredible Years Parent (IYP) programme was developed at the University of Washington 

by Caroline Webster-Stratton and her associates, in the 1980s. It is based on cognitive social 

learning theory (Patterson et al., 1992), Bandura’s (1986) modelling and self-efficacy theories, 

Piaget’s developmental cognitive learning stages (Piaget & Inhelder, 1969) and attachment and 

relationship theories (Ainsworth, 1974; Bowlby, 1980) 

In New Zealand, the IYP programme is being delivered as part of the Positive Behaviour for 

Learning initiative (Ministry of Education, 2011, cited in Ehrhardt & Coulton, 2013) as well 

as a health (typically Child and Adolescent Mental Health Service) service intervention. It is a 

programme for children displaying conduct problems (Sturrock & Gray, 2013), comprising 

14–18 sessions for parents of children aged 3–8, which provides parents with skills to better 

manage children with behavioural problems, and create a home environment that is conducive 

to positive social and educational outcomes. Key elements of IYP include learning how and 

when to use positive parenting skills, observation, modelling, behaviour rehearsal of a range 

of strategies (e.g., role-play), discussion, homework assignments, using peer support; it is 

delivered in group sessions, using a series of parenting vignettes as the basis of discussion and 

critique, and engages with a range of child development-focused topics.  

Overview of evidence in New Zealand. 

In a preliminary study of IYP, in New Zealand in 2009, David Fergusson, Lesley Stanley and 

John Horwood collected pre- and post-test data for parents attending at least nine sessions of 

the 14-week programme. Measures used were the Eyberg intensity and problem scales, P-
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COMP scales of child Social Competence Scale, and Parent Satisfaction ratings. They found 

effect sizes of 0.50–0.77 for both Māori and Pākehā and other participants (n=214) that 

indicated significant improvements in behaviour and social competence scores (p<.001). Both 

Māori and non-Māori participants reported similar levels of satisfaction. Mothers’ and fathers’ 

data were aggregated. They acknowledged the limitations: 

First, the results are based on agency records collected on those who completed 

IYBPP courses. Data was not available on those who declined to attend or those who 

dropped out of the programme. Lack of information on these groups may mean that 

the results of the present evaluation give an overly optimistic view of the efficacy and 

acceptability of the programme. (Fergusson et al., p79, 2009) 

Fergusson et al went on to recommend fuller studies that included researching the integrity of 

the delivery of this programme across the sites in New Zealand, as well as randomised 

controlled trials to assess efficacy.  

At the same time, the “IY Whānau Group Evaluation Report” noted “Webster-Stratton 

advocated for a ‘one size fits all ’approach” (Cargo, 2008) which maintained “programme 

fidelity” to ensure effectiveness, and was in opposition to indigenous communities’ expressed 

desires for a “by and for us” approach to programmes (Chino & DeBruyn, 2006; Cram & Pipi, 

2001) Indigenous researchers have voiced concern around such examples of rigidity and 

privileging of Western cultural values and norms (Altena & Herewini, 2009; Cajete, 2000; 

Cargo 2008; Cram & Pipi, 2001; Durie 2006; G. Smith, 2000), as have cross-cultural 

psychologists (Saarni, 1998; Tamminen, 2006).  

In 2011, the Ministries of Education, Health, and Social Development established a pilot study 

of the IYP programme to be undertaken as part of their Drivers of Crime work programme. 

They were keen to reduce conduct problems in NZ.  

The pilot study was a substantial 2-year, multiple-informant study that included mixed 

measurement methods, single case studies and a 6-month follow-up (Sturrock & Gray, 2013). 

A total of 166 parents took part. The main study of the pilot was a repeated measures design in 

which all research participants were interviewed four times at home: at baseline before the IYP 

programme began, mid-course, post-course and 6-month follow-up. The IYP programmes 

evaluated in this study were delivered in Canterbury, Mid-Central and Bay of Plenty Ministry 

of Education Special Education sites in 2011. Each interview covered a range of topics relating 

to child behaviour, parenting practices and relationships, and the family context. The follow-

up study investigated the long-term outcomes for 136 (82%) of the 166 children and parents 
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who were in the original sample, 30 months on (range 28–32 months). The key finding of the 

follow-up study is that the IYP programme results were maintained over the 30-month follow-

up. Analysis of pre- and post-measures indicated clear and significant benefits in the areas of 

child behaviour, parenting, and family relationships. Most effect sizes were in the moderate to 

large range (d>0.50; p<.001). Positive parenting and poor supervision were the only measures 

where significant differences were found between post-course and follow-up assessments 

(Sturrock, Gray, Fergusson, Horwood & Smits, 2014). In summary, this suggests IYP was an 

effective programme that demonstrated benefits that persisted in the longer term. However, it 

was noted at follow-up there was a small, statistically significant difference between Māori and 

non-Māori parents’ responses on the maintenance of change, indicating the need for more 

support for these whānau to maximise initial changes (Robertson, 2014) 

Ohomairangi experience.  

I completed interviews with Māori mothers and fathers who participated in a Māori-focused 

IYP programme delivered in Manurewa for the Ministry of Education in 2006. Māori 

facilitators delivered the programme to Māori whānau who had been approached, by the school 

their children attended, to participate. They used Māori processes – mihi whakatau, karakia – 

to welcome and settle whānau into the group. Those parents who completed the 12-week 

programme spoke of the importance of the group delivery where support was experienced from 

both facilitators and other parents. They enjoyed the discussions but commented on the use of 

American videos, suggesting NZ-made videos with NZ whānau would have been easier to 

identify and connect with (personal communication with one Māori facilitator and one Samoan 

facilitator, 2006) 

When the Ministry of Education was asked for contact addresses of the quarter of families, 

targeted by the school, who chose not to participate in the programme after attending the 

information session with the whole group, I was informed it was not necessary to follow-up 

with these whānau. Fergusson et al (2009) also sees value in interviewing the drop-outs as well 

as those who did not start, in order to reveal the barriers to engagement. This exercise could 

have identified whether their non-participation was about the needs of the particular families, 

or their perception of what they were going to gain from IYP. Were the issues around culture, 

literacy levels required to participate, the group interaction style, or socioeconomic factors, 

both perceived and real? Examining the reasons for non-participation would assist in the 

elimination of bias, as well as inform directions or components that needed to be adapted. 
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The IYP programmes that Ohomairangi Trust currently delivers have an average 20–25% drop-

out rate. This has stabilised over the last 12 years. We have delivered four IYP programmes 

per year, and we have observed a lower drop-out rate with working parents who attend the 

evening programmes. The reasons given for withdrawing have included serious illness of 

participant or family member or gaining full-time employment. Others reported “it’s not for 

us” or “the vignettes are too old” or “too much to read, don’t get time” or “there is not enough 

time to discuss my issues.” Some of these parents had been directed to attend by Oranga 

Tamariki and, previously, CYFS or the court system.  

Triple P 

Description of the programme and underlying theories. 

The Triple P – Positive Parenting programme was developed over 30 years ago at the 

University of Queensland by Matt Sanders (Sanders et al 2003). It is a multi-level parenting 

and family-support system aimed at preventing problems in the family, school and community, 

as well as to treat behavioural and emotional problems in children and teenagers and build 

family environments that support children to reach their potential. 

Triple P draws on social learning, cognitive, behavioural and developmental theory as well as 

research into risk factors associated with the development of social and behavioural problems 

in children (Sanders et al., 2003). It aims to upskill parents with the skills and confidence they 

need to be self-sufficient and to be able to manage family issues without ongoing support. 

While the key focus is on improving behavioural problems, more than half of Triple P’s 17 

parenting strategies target developing positive relationships, attitudes and conduct. 

Five developmental periods (infants, toddlers, pre-schoolers, primary school age and teenage) 

are addressed separately, at five levels of intensity depending on level of need of family 

context. Level 1 offers parenting information in various forms – digital, pamphlets – and Level 

5 focuses on more complex child behaviour difficulties, and parental issues, such as depression 

and conflict, offering behavioural family intervention modules. 

There are also specialist programmes – for parents of children with a disability (Stepping 

Stones), for parents going through separation or divorce (Family Transitions), for parents of 

children who are overweight (Lifestyle) and for indigenous parents (Indigenous) – which have 

been used in Australia, NZ and Canada. Other specialist programmes are being trialled or are 

in development. 
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Overview of evidence. 

Of particular interest is the indigenous parents’ Triple P programme which had its origins in 

Australia. On being approached by indigenous community workers in Australia, the Triple P 

team consulted the Aboriginal community widely and altered the structure of the Triple P 

programme accordingly. The pace was slowed, as time was taken to build relationships 

between the facilitators and the parents; stories were shared, and social and political aspects of 

parenting included. An RCT trial was carried out in 2002 to evaluate programme acceptability 

and was followed by an effectiveness trial in rural communities in Australia. Dr Karen Turner, 

Deputy Director, who reported both trials, showed that indigenous families can benefit from 

mainstream parenting programmes that are sensitively tailored to local community issues. 

Indigenous parents who completed the programme reported higher rates of confidence and 

support in their parenting role than when they started (Turner, Richards & Sanders, 2007). 

The indigenous Triple P programme did have a randomised control group, but only 20 

intervention families completed the post-intervention survey, with even fewer (18 families) 

from the control group. Some positive changes in both child behaviour and parenting style 

were reported but the numbers were small so that, for many analyses, the sample (counting 

both intervention and control) was between 25 and 38 thus could not be relied on to provide 

conclusive results. However, a reduction in problem child behaviour, reduction in parental 

stress and depression and less use of negative parenting practices was found. (Turner, Richards 

& Sanders, 2007). 

Overview of evidence in New Zealand. 

The most recent evidence is from the culturally adapted Triple P – Te Whānau Pou Toru which 

is described as a brief, culturally acceptable and effective whānau/parenting intervention for 

Māori whānau in NZ (Keown, Sanders, Franke, & Shepherd, 2018). It consists of two 2-hour 

parenting discussion groups: “Being a Positive Parent,” which focuses on positive parenting 

and “Dealing with Disobedience,” where reasons for disobedient behaviour are discussed along 

with behaviour management skills. To date, 12 groups; four in Kawakawa and eight in 

Whangarei, have been run. The evaluation of this Ngati Hine study, based in Tai Tokerau, 

revealed post-intervention effects were maintained at 6-month follow-up for reductions in 

severity of childhood behaviour problems, interparental conflict over parenting, child 

emotional symptoms, and peer problems, as well as increases in parent confidence. (Keown, 

Sanders, Franke, & Shepherd, 2018).   
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Ohomairangi experience. 

Ohomairangi Trust delivered the standard Triple P programme between 2003 and 2006, and 

found that initial sessions had to be focused on whakawhanaungatanga and developing group 

trust, which led to participating whānau requiring more sessions in order for extended 

discussions and practices with role plays around the issues they were facing. Ohomairangi 

facilitators found themselves moving away from the delivery of Triple P as families had 

complex parenting issues they were working through with their children, and extended whānau, 

and wanted assistance with problem solving these troubling situations.  

It became clear that the majority of Māori whānau who were being referred, or who were self-

referring, for parent support had multiple adversity factors: low socioeconomic status, 

alienation from Māori networks, poor relationships with partners and children, complex 

whānau and housing problems, substance abuse, domestic violence, lack of social support, 

court or CYFS involvement and varying levels of mental ill-health. For many, gang affiliations 

added another level of complexity. For these struggling whānau, the parent programme 

required to address their multiple needs had to include enough time to provide strong support 

to improve social integration and self-confidence, in addition to a structure for parenting that 

was relationship based and strengths focused, integrating parental sensitivity, with minimal 

demands on literacy skills. Simultaneously, the numbers of requests for support for fathers was 

increasing noticeably. 

Parenting Support for Māori 

It is essential to consider social, psychological and environmental factors within an ecological 

approach when supporting parenting. Many parenting programmes combine elements from the 

above theories. A number of Māori and mainstream parenting programmes have been rolled 

out in New Zealand in the last 20 years, including Te Atawhaingia te Pā Harakeke (He Taonga 

He Mokopuna, Hakuitanga, Hakorotanga), Whānau toko i te Ora, Triple P, IYP, Parents as 

First Teachers, Home Intervention Programme for Parents and Youngsters (HIPPY), and the 

Skills for Kids, Information for Parents (SKIP) programme.  

Many Māori advocates argue that outcomes for Māori parents attending parenting programmes 

are enhanced when the programmes are based on Māori values and knowledge about child 

rearing (Durie, 1999b; Cargo 2008; A. Herbert, 2001; Rokx 1998). This includes knowledge 

of Māori childcare practices pre-colonisation.  
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A. Herbert (2001) emphasised the role of whakapapa (genealogy) and whānaungatanga 

(kinship) from her interviews with kaumatua (elders) about Māori parenting practices. 

Although she found little difference in the outcomes from standard parenting training (SPT) 

and her culturally adapted mātuatanga model programme, A. Herbert (2001) noted that the SPT 

“was also marae-based and inevitably included a range of culturally-embedded processes and  

interactions” (p. 146), thus supporting Māori parent participation. 

In August 2011, Grimmond was commissioned to further develop the report “1000 days to get 

it right for every child: The Effectiveness of Public Investment in NZ Children” and focused 

particularly on Māori and Pacific children, as they were shown to have been missing out on 

support from government services (Henare, Puckey, Nicholson, Dale, & Vaithianathan, 2011). 

Both reports recommended early intervention that invested in children and their families before 

issues became serious problems, arguing this from a human rights perspective. The report 

stated children in NZ were entitled to live free from poverty, and called for a capabilities 

approach wouldas it highlighted a “collective” basis for strengthening whānau (Tu’itahi, 2010) 

as opposed to maintaining a focus on individuals. Ohomairangi team’s experience with group 

programmes has demonstrated the power of the collective in feeling supported, encouraged to 

reflect and identify change needed, then go on to make and maintain that change. Traditionally 

hui, the collective means for considering the wellbeing of whānau, hapū and iwi would have 

been the mechanism for organising support. 

Māori Parenting Programmes 

There have been a number of Māori-initiated programmes that incorporate Māori concepts and 

values, as well as teach Māori parenting practices that have been found to benefit Māori parents 

who participate after addiction and domestic violence issues have been identified (Cram 2012; 

A. Herbert 2001). These programmes are typically delivered by Māori and address the barriers 

to Māori engaging and participating in programmes, as well as issues of colonisation and 

racism. They are generally based within cultural traditions, values and beliefs, and emphasise 

relationship building (whakawhanaungatanga) where there is scope for individual and 

collective healing.  

Whānau Toko I te Ora. 

Description of programme. 
The Māori Women’s Welfare League has developed an intensive home-based parenting 

programme known as Whānau Toko i te Ora that has been delivered since 1999. “Its services 
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are tamariki [child]-centred and whānau-focused, using a holistic approach that integrates 

Māori tikanga into all aspects of tamariki development, with an emphasis on the first five 

years” (Livingstone, 2002, p. 1). The objectives of the family workers (kaiawhina) are to 

facilitate, via “support, advocacy and role modelling,” positive parenting, confident family 

functioning and an environment for children’s optimal learning and development. Home 

visiting, whānau learning, group support and linking whānau into other services, are used to 

support whānau to meet their goals. 

Overview of results to date. 
An evaluation was undertaken in 2002 (Livingstone, 2002) with a description of the 

intervention programme and a synthesis of comments gathered from 16 of the participating 

whānau, presented as case studies that included kaiawhina comments. Many of the 16 parents 

participating in an evaluation of the programme had increased their skills and confidence; 

however, whānau with substance abuse issues did not make these gains (Livingstone, 2002). 

The children were reported to have benefits across developmental areas of cognition, and social 

and emotional development. It is not clear what tools, if any, were used to assess child 

development. The information was gathered from whānau and kaiawhina interviews using a 

schedule which covered topics which reflected the scope of possible supports from kaiawhina: 

health, environment, housing and transport, finance and budgeting, education and training, 

child education and development, Māori values and child development needs, parenting skills 

and confidence, justice and employment. Limitations of the evaluation included the small 

sample size, and reliance on verbatim reports from kaiawhina as much data had not been 

recorded on the database. Due to the evaluation design, it was not possible to attribute positive 

gains to the programme alone. The evaluator noted that change would have been unlikely 

without the intensive input of the kaiawhina. A more recent evaluation was completed in May 

2013, and included interviews with senior Māori Women’s Welfare League staff, Ministry of 

Social Development management, 11 kaiawhina, and 30 whānau. Findings indicate whānau 

transformation with improved connection with marae, hapū, iwi, increased use of te reo Māori, 

boosting their sense of identity. Parents reported more confidence in their parenting role and 

they had improved their relationships with their children. It was noted 38% of parents left the 

programme early, citing having reached programme goals as the reason for doing so. 

(Robertson, 2014) 

Atawhaingia Te Pā Harakeke 
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Programmes such as Atawhaingia Te Pā Harakeke (Nurture the Family) have been developed 

by Māori child development specialists and have been successful at training Māori providers 

of social services (Cargo & Cram, 2003). Ohomairangi team members, a speech and language 

therapist and a psychologist contributed to the communication and behaviour content of the 

programme during the early stages of development.  

This training incorporates personal, professional and spiritual growth of participants. There are 

two components: 

(a) He Taonga He Mokopuna which focuses on supports and skills for delivery to 

children who have been affected by domestic violence. Facilitators are trained in 

positive intervention practices that are educative and therapeutic; they then transfer the 

skills to the children to enhance their resilience in relation to the effects of current 

domestic violence and their future safety. 

(b) Hakuitanga Hakorotanga is a Māori parenting skills programme for parents and safe 

caregivers, delivered within the context of whānau playgroup set up by the provider. 

This part of the programme targets Māori males who are fathers of young children and 

includes “learning about, understanding, and acquisition of effective parenting skills.”  

The need for more Māori men to participate in the training was identified during the evaluation 

in 2003. Te Whāriki, the national early childhood curriculum statement, is the source of the 

training principles underlying Atawhaingia Te Pā Harakeke (Cargo & Cram, 2003) These 

programmes were absorbed into Whānau Ora, an initiative that seeks to enable Māori potential 

within whānau and whānau whānui (Taskforce on Whānau-Centred Initiatives, 2010). 

Summary. 

In summary, there are key limitations to studies of acceptability and efficacy for parents in NZ; 

have not included interviews with parents who have dropped out, and parent data for Māori 

mothers and fathers has been aggregated. Differences between mothers and fathers require 

exploration (Fabiano, 2007; Fletcher, Freeman, & Matthey, 2011; Tiano & McNeil, 2005) as 

does sensitivity to Māori parents, motivating factors, engagement and suitability of 

measurements used. Another limitation of studies conducted in New Zealand has been the low 

numbers of parents. 

Conclusions 
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There is limited published evidence of international and locally developed parenting 

programmes where there are clear benefits for Māori. In the search for a parenting-support 

approach to complement those already in use by Ohomairangi Trust, the decision was made to 

accept the opportunity offered by the CMDHB, to pilot Mellow Parenting with Māori mothers. 

This programme was developed for families living in deprived communities in Scotland 

(Puckering, et al., 1994), where maternal depression and substance abuse were examples of 

similar adversities to those experienced by Māori whānau.Ref After completing the Mellow 

Parenting training organised by the Werry Centre, Ohomairangi Trust team members 

considered changes that might assist us to gain the engagement of Māori whānau seeking 

parenting support. The following section describes the Mellow Parenting programme. 

What is Mellow Parenting? 

The focus of Mellow Parenting aligned well with Ohomairangi Trust’s acknowledgement that 

relationships form the basis of our existence; we exist in relationships, we are attached to 

others, places, our mountains, rivers and seas. The healthier those attachments, the healthier 

are the lives of individuals, whānau and hapū. The importance of respectful relationships is 

implicit in gaining and maintaining wellbeing. For Ohomairangi team members, respectful 

relationships are a fundamental element in our work with whānau, hapū, iwi, other NGOs and 

government providers.  

Description of programme. 

Mellow Parenting (MP) is a charity based in Scotland that has been researching and developing 

attachment-based parenting programmes for the past 25 years. Using principles of attachment, 

social learning theory, cognitive-behavioural theory and good practice in mental health, the 

Mellow programmes focus on building healthy relationships. MP was developed originally to 

meet specific needs of disadvantaged parents, deemed hard to reach, many of whom had 

experienced deprivation and disruption in their own childhoods (Puckering, 1994; Puckering, 

2004).  

The programme is designed for families with pre-school child/dren where there are problems 

in the parent–child relationship or other significant problems such as maternal depression, 

domestic violence, addiction, social isolation, or child protection issues. Many mothers have a 

history of childhood abuse, foster care, diagnosable psychological disorder or poor social 

support.  
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The MP delivery emphasises parental engagement and empowerment. Group facilitators are 

“equal” participants in the group, offering insights from their own life experiences. Parents are 

encouraged and supported to contribute to discussions and are actively listened to. This takes 

place in community settings, not mental health clinics, and parents are accepted as they work 

on their relationships with their children and relationships within their wider families 

(Puckering, 1994; Puckering, 2004).  

Programme outline. 

Positive parenting is promoted through: 

• Improving parent–child interaction through relationship building 

• Clarifying the parenting role 

• Increasing parent knowledge of child development 

• Increasing parent sensitivity and attunement to their children’s needs  

• Encouraging a self-reflective process and development of insight 

• Behaviour support, by setting clear expectations, limit setting and non-aversive 

management strategies 

The programme uses an interactive and collaborative approach using methods such as: 

• Analysis of own mealtime videos at home, using these videos as a learning tool 

• Modelling positive behaviours: adult to adult and adult to child  

• Discussion/reflection on personal experiences, past and present, to inform future 

planning 

• Structured play activities to practise skills learned 

• Experimenting with activities at home to try new strategies (weekly have-a-go 

exercises) 

MP helps eliminate barriers to attendance by practising manākitanga: 

• Offering transport (pick up or petrol vouchers) 

• Providing morning tea and lunch 

• Providing a team of experienced childcare workers 

 

Table 2 

Daily Timetable for Mellow Parenting 

Time Activity – Parents Children 

9.30–12.00 Personal development topics Children’s group 
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12.00 Lunch Spend lunchtime with parents 

12.45 Parent–child activity Join in play with parents 

1.30 Parenting workshop Children’s group 

 Sharing parent mealtime videos  

 Parenting topics  

2.30 Home With parents 

Parents supervise their children during lunch, followed by play-based activities to create 

opportunities for parents to practise new skills playing with their children. An important part 

of afternoon parenting workshops is sharing the home videos of a mealtime with mother and 

child. After filming, facilitators review the video with the parent to choose a section to show 

and seek feedback from the group. The parent shares their video clip which may include 

examples of positive or negative interactions, while being supported by the facilitator to lead a 

discussion with the group (see Table 2). All parents are encouraged to share observations, and 

this leads to mutual learning, self-monitoring and highlighting positive interactions parents 

have with their children during the meal, as well as identifying areas that could be improved. 

Mealtimes are chosen to video as they are a daily event occurring naturally 2–3 times per day, 

and this exercise helps establish trust within the group. Parents leave each day with “have-a-

go” tasks (homework) to practise and reinforce new skills learned (Mellow Parenting, 2012).  

Improvements in parent–child interaction and relationships, child development and behaviour, 

parent wellbeing, parent effectiveness and confidence in parenting are all goals of MP.  

When we first trained in MP in 2006 there was limited published evidence, largely from the 

1990s. We had heard of an unpublished Department of Health study reviewing parenting 

programmes in the UK (Statham, 2000), found that, compared to the comparison group, the 

mothers attending the MP group showed significant improvement in their mental health, 

observed mother–child interactions, and in their children’s behaviour. 

The next chapter outlines the cultural adaptation carried out for Māori mothers and presents 

findings from the pilot and extended studies. 
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Chapter 3: Adaptations and results for preliminary studies – 

(a) Pilot Study of Hoki ki te Rito/Mellow Parenting and 

(b) Extended Study – Hoki ki te Rito/Mellow Parenting 

E hoki ki tō maunga kia purea koe e ngā hau o Tāwhirimātea  

Return to your ancestral mountain that you may be cleansed by the winds of Tawhirimatea  

Chapter 2 outlined how we can improve parenting and reviewed international and homegrown 

programmes and results to date for Māori parents who have participated. A description of 

Mellow Parenting intervention was outlined showing synchrony between the principles of the 

Mellow Parenting approach and the Kaupapa Māori theory informing Ohomairangi Trust 

practice.  

Chapter 3 will describe the adaptation for the pilot study and an overview of results, for both 

the pilot study and the extended study. As well as facilitating the adaptation for Māori mothers, 

before the pilot, my role was as group facilitator for the pilot study groups, data collection and 

entry. I helped review the adaptation for the pilot and organised the extension of the changes 

to the extended study, as well as organising the four mothers’ groups that were part of the 

extended study and facilitated by Ohomairangi Trust. I carried out data collection, and some 

data entry for the extended study. Additionally, I carried out the subanalysis of results from 

Māori mothers attending the groups delivered by both the Anglican Trust for Women and 

Children, and Ohomairangi Trust.  

Adapting Mellow Parenting for the Pilot Study with Māori Mothers.  

Elaine Spark and I were to deliver the pilot study groups. We had both completed the Mellow 

Parenting training and CMDHB had allocated the funding to contract Ohomairangi Trust to do 

this work and design evaluation with the Werry Centre team. We both reviewed sessions for 

adapting for the mothers who, we anticipated, would participate. We focused on elements that 

might motivate and enable Māori mothers to engage. 

Preparation for implementation of the pilot of Mellow Parenting included discussion with 

Christine Puckering, one of the programme developers, regarding cultural fit. The non-

negotiable components of the Mellow Parenting programme were laid out. They required that 

parents:  
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(a) had to be supported to get to the programme, i.e., offered transport or petrol money, 

childcare, refreshments;  

(b) had to experience being nurtured and “looked after” during the 14 weeks; and 

(c) they had to have their child/ren substantially living in their care. 

The programme has been used in the UK, Russia, Tajikistan, Moldova, and Germany, to 

engage families with a range of parenting problems which place the parent–child relationship 

and optimum child development at risk. Mellow Parenting had been adapted for work with 

various cultural and faith-based groups in various contexts in these countries.  

Christine was open to the changes we had listed for the pilot study: 

(a) Whakawhanaungatanga – a semi-formal process where all present, group 

facilitators, childcare workers, parents, and children, were introduced to each other 

at the beginning; this was repeated via a sing-a-long activity on the first day. 

(b) Use of karakia/giving thanks to open sessions or to close the day. This process was 

opened to all mothers present – we printed Ohomairangi karakia to share with the 

mothers as a resource they could use as they wished. 

(c) Use of pūrākau/waiata/whakatauki/oriori to illustrate concepts, ideas, stories that 

linked to session topics. 

(d) Relaying stories from early visitors to New Zealand regarding traditional Māori 

parenting practices. 

We organised to have members of our early-intervention team – a speech and language 

therapist and an early-intervention teacher – to support the caregiving team and to observe the 

children of these parents, most of whom had never been out of their mothers’ or whānau care 

before. Nutritious menus had been planned using food that was within reach of whānau living 

on restricted budgets. The community centre would provide transport (driver and van), to and 

from homes of mothers needing a ride. 

We were ready to start the pilot of Mellow Parenting.  



 

 42 

Pilot Study 

Me mahi tahi tatou mo te oranga o te katoa. 

We must work together for the wellbeing of all. 

Introduction 

This section summarises the results from the pilot evaluation of the Hoki ki te Rito/Mellow 

Parenting (HKTR/MP) parenting programme 

Ohomairangi Trust carried out the pilot in South Auckland and the Werry Centre carried out 

an external evaluation. The delivery of the pilot study and the evaluation were both funded by 

the CMDHB, who encouraged the Werry Centre and Ohomairangi Trust teams to develop a 

collaborative approach to the evaluation. 

Aim 

The purpose of the pilot study was to test the feasibility and acceptability of delivering a 

Mellow Parenting programme – HKTR/MP – in the New Zealand context and to refine the 

programme and methodology further for a larger trial in Counties Manukau District. The 

following questions were posed: 

(i) Is it feasible to deliver this intensive parenting programme to New Zealand 

mothers/Māori families/whānau? 

(ii) Is the programme acceptable to participating parents? 

(iii) How is the programme and its effects viewed by the facilitators running the groups 

with the families? 

(iv) Is the intervention likely to be effective? 

(v) How can the programme be refined for future community implementation? 

(vi) How can the study methods be improved for a larger, future trial? 

Hypothesis 

The primary hypothesis of the evaluation was that HKTR/MP would be feasible and acceptable 

for Māori mothers in South Auckland. 
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The results of this pilot evaluation might be used to inform an extended study which would 

aim to determine whether the programme actually improves parenting practices and parental 

and child wellbeing when delivered to Māori mothers from socially disadvantaged areas, across 

South Auckland.  

Maintaining programme integrity. 

Discussion between the CMDHB and the Mellow Parenting organisation in the UK regarding 

programme integrity took place and critical processes and requirements were included in the 

contract between CMDHB and Ohomairangi Trust. All facilitators were to be trained in 

Mellow Parenting, and part of this required receiving regular supervision. The CMDHB 

initially contracted an independent New Zealand-based child psychiatrist to deliver this 

supervision face to face. Supervision with UK Mellow Parenting programme developer also 

occurred via Skype.  

Method 

Design. 

One of the first questions faced was how to monitor and measure any changes made, at the 

same time as assessing how the programme was received and accepted by Māori mothers. 

Discussion between Ohomairangi Trust and the Werry Centre resulted in a two-step process: 

(a) co-design of the evaluation process to include quantitative and qualitative measures, 

that involved Ohomairangi piloting questionnaires with Māori parents, seeking input from 

kaumatua regarding the use of coded videos of mealtimes, which was to be our primary 

measure, as well as separate focus group interviews with mothers and facilitators. 

(b) joint agreement on questionnaires to be used with the mothers who consented, to 

monitor wellbeing and parenting role skills of the mothers, and behaviour and social-

emotional development of the children. We trialled all questionnaires with willing mothers 

from the communities we work within. Child assessments that were in use in New Zealand 

(Ages and Stages Questionnaire-SE (ASQ-SE) and Strengths and Difficulties 

Questionnaire (SDQ)) in early-intervention services via education or health were selected 

and trialled. We had gained input of kaumatua working in the area of parenting, traditional 

and contemporary; and kuia and Māori mothers had given feedback. This resulted in the 

HKTR/MP pilot study being a mixed-methods open-trial design.  
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Data collection.  

Consent process 

Mothers who had been referred for this study received an information sheet for the study (see 

Appendix A), as part of the initial contact interview and then signed the consent form (see 

Appendix B) once satisfied their questions had been answered. 

Demographic information.  
At the point of giving consent to participate in the programme, demographic information about 

each participant was collected that included age, ethnicity, socioeconomic status, number of 

children, relationship status, and history of relationship or maternal childhood disruption, 

incidence of addictions or domestic violence. (see form Appendix C)  

Time points. 
The points at which other data were collected were: 

• at the start of the group 

• immediately after the completion of the programme  

• at the 3-month follow‐up 

Focus group interviews were carried out at the completion of the 14-week programme. 

Open trial: Participant information and consent process. 

Māori mothers being referred to Ohomairangi for parenting difficulties were offered the 

opportunity to participate the study. After hearing what the study entailed and having met 

eligibility criteria and giving consent, they were invited to attend a 14-week, 1 day per week 

programme. 

Participants were given written information about the study and consent was obtained via two 

meetings. The initial meeting involved the facilitator and potential participant reading through 

the information sheet together, and answering any questions from the participant and their 

support person/people. Many had whānau or their social workers present for this discussion. If 

participants wanted support but had none, a second meeting was arranged. Consent was 

discussed and obtained before any study-specific processes were carried out. Where consent 

was gained at the initial meeting, a mealtime video was recorded at the second meeting. 

Inclusion and exclusion criteria. 

At the outset of the study we set a number of inclusion and exclusion criteria for participants 

entering the study. These were as follows: 
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Inclusion criteria. 
Mothers were invited to take part in the trial if they were: 

• Seeking parenting support for difficulties with parenting 

• Aged 16 years or more on day of consent 

• Having the child/ren predominantly living with them. In some cases, mothers were 

included who were working towards the return of their children for whom they had 

care for up to 3 days per week as part of the transition back to their full care  

• Living in the CMDHB area at the first time of contact 

• Able to provide informed consent 

• The primary caregiver of a child under 5 years of age  

• Māori (although non-Māori were also included if they consented after fully 

discussing the requirements and expectations in the information sheet) 

Exclusion criteria. 
Participants were excluded if: 

• The parenting problems resulted from their own or their child’s disability/illness 

• They had current acute psychiatric illness  

• They had a current intellectual disability 

Outcome assessment.  

Initially, videoed interaction between the mother and child was planned to be used as the 

primary outcome measure. A typical mealtime at home was videoed to capture a regular, 

naturalistic parenting activity.  

The following questionnaires were used in the study to measure general health and wellbeing 

and parent competency, and child behaviour and social-emotional development. 

General Health Questionnaire (GHQ-30) (Goldberg, 1978). 

GHQ‐30 is a self‐administered scale used to detect current, diagnosable psychiatric disorder in 

the general population and within community or non‐psychiatric clinical settings. It assesses 

the participant’s current state and asks if that differs from his/her usual state (an example of a 

GHQ item is “have you been able to concentrate on whatever you’re doing?” and the responses 

include “better than usual,” “same as usual,” “less than usual” and “much less than usual”) and 
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it therefore is sensitive to the detection of short‐term psychiatric disorders and focusses on 

one’s inability to carry out normal functions and identifies new and distressing phenomena. 

The GHQ‐30 was used as it is the most widely validated version of the GHQ. There are four 

possible methods of scoring the questionnaire. One standard modified Likert scoring method 

(0 1 2) was used for scoring of the GHQ‐30, where higher scores indicate poorer general health. 

There is no agreement in the literature on the threshold on GHQ‐30 and administrators are 

advised to alter the cutting point depending on the expected prevalence of disorder and 

according to the purpose of the study (McDowell & Newell, 1987). 

The GHQ-30 is a thoroughly validated measure and has been used in many different countries 

and translated into 38 languages. A reliability study carried out with 6,317 community 

members, aged from 18–98 years, showed a high degree of consistency of the factor structure, 

identifying five distinct factors corresponding to anxiety, feelings of incompetence, depression, 

difficulty in coping, and social dysfunction. This measure was used as the primary outcome, 

having been used in a number of evaluations of parenting programmes - Education and Skills 

Training Program for Parents of Young Children with Autism,  Tonge et al, 2006; Incredible 

Years   Roberts, D.  2012; Incredible Years, Evans et al, 2015; Incredible Years Autism, 

Roberts, D & Pickering, N. 2010) as a measure of maternal mental health. 

A number of secondary outcome measures consisted of standardised measures of parental 

coping, child development and behaviour and a Māori‐specific health post-intervention 

measure: 

Parenting Daily Hassles (PDH) (Crnic & Greenberg, 1990). 

PDH is a self‐administered 20-item scale used to assess the frequency and intensity/impact of 

experiences that can be a daily “hassle” to parents. It is often used in research to monitor change 

during evaluations of parenting programmes for families who have major difficulties raising 

young children. The developers of the scale found minor parenting stresses had significant 

potential to influence finer social processes within parent–child relationships and contribute to 

unhealthy family functioning/interaction (Crnic & Greenberg, 1990) more so than major life 

events. Kanner, Coyne, Schaefer, & Lazarus, 1980) concluded that the measurement of daily 

hassles may be a better prediction of adaptational outcomes than the usual life-events approach. 

This measure was developed from a sample of only 74 mothers, 85% of whom were Caucasian, 

and the children were all 5 years old. The authors’ internal consistency alpha scores were 0.81–
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0.90 with subsequent studies by others reporting alphas of 0.81–0.87; with both authors and 

subsequent studies also finding exemplary convergent validity. 

The scale provides a frequency score (range from 0 to 80) and intensity score (range from 0 to 

100). The frequency scale is scored: “never”=0, “rarely”=1, “sometimes”=2, “a lot”=3, and 

“constantly”=4. The intensity scale is scored by adding the parent’s rating of 1–5 for each item, 

where 5 represents the highest intensity of hassle, while 1 represents the lowest intensity of 

hassle. There is no cut-off for any of the scales but total scores above 50 on the frequency scale, 

or above 70 on the intensity scale, indicate on the one hand a high frequency of potentially 

hassling happenings, and on the other that the parent is experiencing significant pressure over 

parenting.  

Additionally, there are two subscales within the intensity scale: the challenging behaviour 

(range 0 to 35) and the parenting tasks (range 0 to 40) scores. The total score on the challenging 

behaviour and parenting tasks scales may be useful in indicating how the parent/caregiver sees 

the situation, whether difficulties lie in the troublesome behaviour of the children, or the burden 

of meeting the “expected” or “legitimate” needs of the children. The sub‐scores may also be 

useful in monitoring change. 

Ages and Stages Questionnaire socio-emotional (ASQ-SE) screener (Squires, Bricker, & 

Twombly, 2002). 

In the original trial, psychometric studies on the ASQ-SE were carried out on 3,014 completed 

questionnaires, and validity studies were conducted using 1,041 children. The sample included 

more children of mixed ethnicity than evident in the census data, and Caucasian children were 

underrepresented by 10%. The sample also included a higher percentage of well-educated 

mothers and low-income families than in the general population. 

An overall alpha of 0.82 was achieved for internal consistency (.70 alpha indicates an adequate 

score). Test–retest reliability of 94% was measured as the agreement between two scores on 

questionnaires completed by 367 parents 1–3 weeks apart. Overall sensitivity across 

developmental ages was 78% and overall specificity was 94%, meaning correct identification 

of children developing typically was higher than sensitivity to atypical social-emotional 

development. 

The ASQ-SE was completed for all children, by their parent/s. The ASQ-SE typically consists 

of 30 questions which assist in determining a young child’s progress in each developmental 

area and whether there are any developmental delays (an example of an ASQ-SE item for 
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children aged 21 through 26 months includes “Is your child’s body relaxed?” and the response 

is scored: “most of the time”=0, “sometimes”=5, “rarely or never”=10 and “check if this is a 

concern”=5). This measure comes in a number of developmentally appropriate versions for 

children aged 2 months to 5 years. High scores indicate a potential problem or a risk of a social‐

emotional issue, whereas low scores indicate no problem for children’s social‐emotional 

competence. Each age version of ASQ-SE has its own developmentally appropriate norms and 

cut‐off points. 

Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997). 

This questionnaire is a brief measure of prosocial and behaviour difficulties faced by 3–16-

year-olds, usually completed by parents, teachers or youths. 

The psychometrics properties of the SDQ have been determined from a national British sample 

of 10,438 children 5–15 years old where 96% parents, 70% teachers and 91% of the 11–15-

year-olds completed the forms. All children were assigned DSM-IV diagnoses based on a 

clinical review of detailed interview measures. Reliability was found to be satisfactory when 

assessed on internal consistency (mean Cronbach ɑ.73); cross-informant correlation (mean: 

0.34), or retest stability after 4–6 months (mean: 0.62). SDQ scores above 90th percentile 

predicted substantially raised probability of independently diagnosed psychiatric disorders 

with mean odds ratio: 15:7 for parent scales; 15:2 for teacher scales and 6:2 for youth scales, 

indicating reliability and validity makes SDQ a useful behavioural screening measure which 

was filled in for children aged 3years and over, by their parent/s. This questionnaire considers 

psychological attributes such as emotional symptoms, conduct problems, 

hyperactivity/inattention, peer relationship problems and prosocial behaviour (an example of 

an item is “is the child considerate of other people’s feelings?” and the responses include “not 

true”=0, “somewhat true”=1 and “certainly true”=2). This scale was completed only for 

children aged 3 and 4 years of age as there is no developmentally appropriate version for 

younger children.  

The 25 items of the SDQ comprise 5 scales which measure children’s emotional symptoms, 

conduct problems, hyperactivity, peer relationships and prosocial behaviour. A total difficulties 

score is generated by summing the scores from all the scales except the prosocial scale. The 

range of the total difficulties score is 0–40. In general, scores of 17 or above in the total 

difficulties scale suggest likely cases with mental health conditions. On the contrary, the 

possible prosocial behaviour score is between 0–10 and the scores of 4 or below indicate 

problems in prosocial behaviours. 
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Hua Oranga (Kingi, 2002). 

This measure of improvement of Māori mental health is based on a holistic Māori worldview 

with five primary principles: wellness (subjective wellness and quality social functioning), 

cultural integrity (where Māori norms are considered when defining outcomes), specificity 

(precise measure of targeted outcome), relevance (usefulness to the target population) and 

applicability (a practical and manageable tool; Kingi & Durie, 2000). It has been criticised for 

its lack of psychometric properties. Kingi has responded that Hua Oranga was intended be used 

in conjunction with other measures, with the purpose of measuring wellbeing of Māori, as 

opposed to pathology (Kingi, 2002). In 2000, a team of Te Rau Matatini, Auckland and Massey 

university researchers established validity of Hua Oranga, using the tool with five Bay of 

Plenty Māori mental health and social service providers (McClintock, Mellsop, & Kingi, 2011). 

In 2012, Matire Harwood reported that her study of Hua Oranga with 172 Māori and Pacific 

participants recovering from strokes, found adequate psychometric properties.  

Hua Oranga is a self‐administered Māori measure of mental health outcomes, based on the Te 

Whare Tapa Wha holistic model of well‐being. The measure collects information on the te taha 

wairua (spiritual dimension), taha hinengaro (mental dimension), te taha tinana (physical 

dimension) and te taha whānau (family dimension). Hua Oranga comprises 16 questions on a 

scale from 2 to ‐2 with 2 being “much more” and -2 “much less” (total score ranges from 32 to 

-32 with higher scores indicating a greater satisfaction with treatment/intervention). Te Kani 

Kingi (author) gave permission to use a modified version to reflect the respondents’ 

participation in a parenting programme for this study, instead of a health intervention. (see 

Appendix D) 

Coded mealtime videos.  

A routine mealtime (breakfast, lunch or dinner) was videoed in the home by an Ohomairangi 

team member (one of the two facilitators of the pilot groups). The purpose of the video was to 

capture a typical regular parenting situation and the parent–child interactions during the 

activity. Later, short clips were used by participants to share with the group during the parenting 

section of each day, to seek feedback and comments, and the whole video was sent to the UK 

to be coded blind to the hypothesis and the timepoint of the video clip. Mellow Parenting coders 

were trained to 80% inter rater reliability with their coding trainer, in order to achieve the 

standard set for coding videos for research purposes. This training typically starts with three 

days of intensive coding training using video footage where permission has been gained for 
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use for training purposes, and after initial joint coding practice, over three days, trainees 

continue with practice footage, gaining trainer feedback until achieving proficiency. 

Mellow Parenting uses a coding system for parent–child interaction videos. All instances of 

positive and negative parental interactions are counted under dimensions of anticipation, 

autonomy, responsiveness, co-operation, distress.  

As video lengths vary, the rates of positive and negative behaviours are calculated based on 

the total time the event/meal lasted. For each mealtime event, there is a total mean (rate of 

positive interactions by the second) of positive adult behaviour versus total negative adult 

behaviours per second, and a calculation of the percentage of time spent in meaningful 

engagement. Comparing rates of positive or negative interactions/engagement, at the start of 

the programme, with those recorded at completion, can indicate the extent of change in parent 

responsiveness to their child/ren. 

Participants’ satisfaction. 

Parental satisfaction with the content and activities included in the programme was assessed 

(a) using a self‐administered questionnaire that surveyed the issues they had at entry to the 

group and whether these had been addressed during the programme, and (b) via focus group 

and one-on-one interviews. 

All of the self‐rated questionnaires were completed by parents at the programme site at the end 

of the programme, or at home during the home visits when the post-group video recordings 

were taking place (see Appendix E for questionnaires).  

Focus groups. 

At the conclusion of the intervention/programme, participants were invited to discuss in focus 

groups, or one-on-one interviews if preferred, their experience of the programme and their 

satisfaction and overall impressions. (see Appendix F for focus group interview questions) 

Participants were free to opt in or out of the focus groups. Mera Penehira, a Māori health 

researcher, facilitated the pilot study focus group and interviews. The discussions were taped 

and transcribed. A thematic analysis was used to investigate common themes (Thomas, 2006) 

using Graham Smith’s Kaupapa Māori framework principles to report findings (see Methods). 

Participants were assured that all information would be treated with confidentiality and would 

remain anonymous. This in-depth feedback was to be invaluable for the finetuning of the 

programme and the protocol for future large-scale study.  
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Rates of completion, attendance, drop-outs, and other feedback was also collected during the 

programme. Programme facilitators were interviewed individually to gauge their feedback and 

suggestions for programme improvement.  

Ethical approval. 

The pilot study was reviewed and approved by the Northern X Regional Ethics Committee 

(NTX/08/11/108). 

Analysis Strategy 

All data for parents who consented to participate in the study, and their children, were included 

in the analyses. For pairwise analyses, only parents who had data at both time points concerned 

were included in the analysis. 

Statistical Methods 

Statistical analysis. 

Initial repeated measures analysis indicated whether time effect was statistically significant. If 

it was, pairwise comparisons were conducted to further investigate the time effect (i.e., whether 

the change occurred between start of group and post-intervention or between post-intervention 

and follow-up point). The mean scores and standard deviations were calculated for GHQ-30 

and PDH for each time point. Mean scores and standards deviations were taken for ASQ-SE 

and SDQ at each time point. For each time point, the proportion of scores that reached clinical 

thresholds for ASQ-SE and SDQ were recorded. For all analyses, results were statistically 

significant if p<0.05.  

Results  

Study population. 

Ohomairangi Trust conducted two HKTR/MP groups in 2008. The first group started 5 March, 

2008, and the second group started on 13 August, 2008. Overall, 21 mothers consented to 

participate in the study (11 in the first group and another 10 women in Group 2).  

Three mothers who entered the pilot study did not meet all the inclusion criteria, as they did 

not have full custody of their child/ren, so were unable to complete all child-related outcome 

measures or have a family mealtime videotaped. As these women were in the process of 

applying for the return of their children, Ohomairangi decided that participating in the 

programme could be of use to these mothers. Also, a number of women who entered the study 
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had high GHQ-30 scores at point of referral. It was deemed inappropriate to refuse them entry 

into the programme, because they had come with their mothers who were supporting them in 

co-parenting. Suggestions of appropriate support services for them to access, to meet these 

other needs (for example, relationship counselling), were made as issues were disclosed prior 

to or during the programme. 

Participant flow. 

In the first group, 10 people completed the group and one person dropped out. In the second 

group, four people completed the full programme, one person dropped out and five were “non-

starters” i.e., women who consented to but did not start the programme. Figure 1 shows the 

flow of participants through the study.  

 

Figure 1: Mothers’ pilot flow diagram.  

All analyses are based on the 14 women who completed the HKTR programme. 



 

 53 

Demographics. 

Demographic data were collected wherever possible. With the exception of one grandmother, 

all participants were mothers of young child/ren. (see Table 3)  
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Table 3 

Mothers’ Demographic Characteristics and Background Information (Pilot) 

More than half of women taking part in the study had more than one family and social 

difficulty. For example, more than half of the families had Child Youth and Family (CYFS) 

involvement, more than half had current relationship problems with their partners, including 

domestic violence and mental health problems. Furthermore, almost two-thirds of the women 

Demographic Characteristics Response No of participants (%) 

Ethnicity N=13 Māori 9 (69%) 

 Pacific 2 (15.5%) 

 European 2 (15.5%) 

Age N=12 29y (SD 9.4)  

Mothers’ own childhood disrupted (CYFS involved) Yes 7 (64%) 

Child Youth and Family involved with own chn N=14 Yes 7 (50%) 

Children attending early childhood centre N=14 Yes 4 (28.5%) 

Single parent N=10 Yes 3 (30%) 

Having a live-in partner N=10 Yes 7 (70%) 

Partner is biological parent N=10 Yes 7 (70%) 

Current relationship problem with parent N=9 Yes 5 (55%) 

Domestic violence in the relationship N=3 Yes 3 (33%) 

Mental health problems with partner N=9 Yes 1 (11%) 

Income N=9 Employment 2 (22%) 

 Benefit 7 (78%) 

Housing problems N=12 Yes 1 (8%) 

Substance abuse N=12 No 10 (83%) 

 Yes – Partner 1 (8%) 

 Yes – Both 1 (8%) 

Number of children living at home N=14 0 1 (7.1%) 

 1 4 (28.6%) 

 2  4 (28.6%) 

 3 2 (14.3%) 

 4 0 

 5 1 (7.1%) 

 6 2 (14.3%) 
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had experienced disrupted childhood themselves and less than a third were in current 

employment. It became clear that it was not practical for many mothers to video mealtime post-

group as some did not have full custody of their children, and others were living in boarding 

houses, temporary or residential programme settings; and the post-group videos proved 

problematic. The GHQ-30 parenting wellbeing measure became the primary outcome measure.  

Table 4 

Participation of Mothers in the Two Pilot Groups 

 Group 1 Group 2 

Consent 11 10 
Start 11 5 
Complete 10 4 
3-month follow-up 10 4 

One mother dropped out from each group once starting, which represented an 85% retention 

rate (see Table 4). Reasons for not starting and dropping out were largely due to circumstances 

outside of the mothers’ control (see Figure 1). 

Maternal health/parenting stress.  

Mothers had high levels of emotional distress and were finding parenting stressful at the start; 

however, there was a marked improvement in maternal health after intervention which was 

maintained at follow-up (F(2, 19)=8.815, p<0.002). There was a significant reduction in 

parenting stress after intervention, which increased again at follow-up, although the latter 

change was not statistically significant (see Table 5).  

Table 5 

Mean Outcome Measure Scores for Mothers at Each Time Point 

Measure 
Start of group 

Mean (SD) 

Completion 

Mean (SD) 

3-mth follow-up 

Mean (SD) 

GHQ-30  17.7 (2.6) 
n=14 

4.5 (3.0) 
n=12 

1.0 (3.5) 
n=9 

PDH: Frequency  53.3 (3.6) 
n=14 

27.8 (3.6) 
n=14 

39.1 (4.3) 
n=11 

PDH: Intensity  60.0 (3.4) 
n=13 

42.2 (3.7) 
n=12 

38.0 (3.7) 
n=12 

PDH: Challenging 
behaviours  

22.8 (8.5) 
n=13 

18.1 (3.7) 
n=12 

14.1 (4.1) 
n=12 

PDH: Parenting tasks  22.6 (9.4) 
n=13 

18.1 (3.7) 
n=12 

15.6 (4.2) 
n=12 
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The results showed a statistically significant time effect (F(2, 19)=8.815, p<0.002) for the 

GHQ-30. Pairwise comparisons revealed that the time effect was significant only between start 

of group and post-group (p<0.004).  

PDH frequency score. 
The results revealed a statistically significant time effect (F (2, 23) 12.462, p<0.001). Pairwise 

comparisons showed that the time effect was significant only between start and completion 

(p<0.000).  

PDH intensity score. 
The results showed a statistically significant time effect (F (2. 21)=10.617, p<0.001). Pairwise 

comparisons revealed the time effect was significant only between start and completion of 

intervention (p<0.000).  

Children’s development and behaviour.  

There were a number of mothers who had limited access to their children during their 

participation in the study and, as a consequence, a small number of completed child data were 

gathered, impacting statistical analysis.  

Ages and Stages (SE) questionnaire. 
Six children had data collected at two time points and four of these children showed 

improvements in development and behaviour. One child was above clinical cut-off at follow-

up and investigation revealed the mother’s belief that her child’s problematic behaviour 

increased considerably during the child’s recovery from surgery that occurred after the group 

was completed.  

Table 6 

Strengths and Difficulties Questionnaire – Prosocial Score – Clinical vs Non-Clinical Levels 

Across Three Time Points 

 SDQ Prosocial Score  

Time point Within normal range Borderline or below Total 

Start 3 3 6 

Completion 3 3 6 

3-mth follow-up  4 2 6 
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SDQ – prosocial behaviour. This is a small sample size that shows a positive change at 3-month 

follow-up; one child moved into normal range from borderline or below, for prosocial 

behaviour. (see Table 6) 

Table 7 

Strengths and Difficulties Questionnaire Total Difficulties Score: Clinical vs Non-Clinical 

Levels Across Three Time Points. 

 SDQ Total Difficulties Score  

Time point Within normal range Borderline or above Total 

Start 2 4 6 

Completion 1 5 6 

3-mth follow-up  4 2 6 

SDQ total difficulties for individual children across three time points show a modest downward 

trend in children’s psychological difficulties across the study (see Table 7). 

Hua Oranga. 
Eleven people completed a Hua Oranga post-group satisfaction survey. The average total score 

was 25 (SD=5.5). The total score and scores on the individual dimensions show a high 

satisfaction with the outcome of the programme (see Table 8).  

Table 8 

Hua Oranga Dimensions – Average Scores  

Hua Oranga dimensions Mean (SD) 

Total Hua Oranga  25 (5.5) 

Te taha wairua (spiritual dimension) 7.3 (1.1) 

Taha hinengaro (mental dimension) 7.1 (1.3) 

Te taha tinana (physical dimension) 5.5 (2.1) 

Te taha whānau (family dimension) 6.6 (1.3) 

The next questionnaire asked mothers to report problems they had been experiencing before 

coming to the programme (e.g., depression, finding it hard to get on with children, etc.), 

whether the problem was present after the programme and whether they believed that the group 

helped with the particular issue. The most frequently reported problems were “putting myself 

down” and “finding it hard to get on with my partner.” Most women reported that the group 
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helped with those problems; however, a large proportion (6 out 9 and 7 out 9 respectively) still 

reported experiencing those difficulties at the end of the programme, although somewhat 

reduced. The problems that women most frequently reported to have overcome were “feeling 

bad about myself” and “feeling I am not as good as other people.”  

Table 9 

Impact of Programme on Problems the Participants had been Experiencing Prior to and 

After the Programme 

Problem (n=9) Yes, 

I had it 

Yes, 

I still have it 

The group 

helped 

Putting myself down 9 6 9 

Finding it hard to get on with my partner  9 7 8 

Feeling bad about myself 8 2 8 

Depression  8 6 8 

Lack of self-confidence  8 5 8 

Finding it hard to get on with my children 8 5 8 

Feeling I am not as good as other people  8 4 8 

Not trusting  6 4 7 

Getting my children to do what I ask  8 5 9 

Qualitative Data  

Two weeks before the end of the programme, study participants were invited to discuss their 

experiences, satisfaction and overall responses to the programme in focus groups (or one-on-

one interviews if necessary). Participants were free to opt in or out of the groups. Mera 

Penehira, an experienced Māori health researcher, facilitated the group discussions and 

interviews. The discussions were taped and transcribed.  

Analysis of satisfaction survey comments and focus group data. 

This analysis results from three interviews of participants of the HKTR parenting programme 

for mothers. Two focus group and one individual face-to-face interviews were undertaken at 

completion of the programme. Data were also included from an interview conducted with the 

two HKTR programme facilitators for this pilot. Both parent and facilitator comments were 

included in the analysis using a Kaupapa Māori theoretical framework to collate common 

themes and points of agreement and points of difference.  
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Tino Rangatiratanga: The “self-determination” principle. 
Participants spoke about realising that much of what they did with their own children reflected 

how they had experienced being parented. They spoke of the way understanding this, and 

speaking about it, enabled them to become clearer about what they wanted to keep from their 

own childhoods, and to identify the differences they wanted to make for their own children. 

They felt they could have the ability to create change in their own families: 

The best thing for me was being heard really, being understood because I wasn’t really 

listened to, even in fighting for my kids nobody was listening to me. 

The homework/have-a-go element of the programme seems to have assisted people to apply 

the skills learnt on the course, in their family homes. Participants valued the opportunity to “try 

out” what they had learnt and then return to “class” to share the outcomes and further build on 

their learning. It is particularly significant that even though a number of participants had more 

than four children they did not find the homework onerous. Rather, as one participant 

described, it was something she “looked forward to.” 

It [homework] gave us a chance to use the tips that we got from being here at the 

programme then we can take them home and use them... we came back the next week 

and shared with the group and we could tell the group what we did. 

The best point for me is that it taught me how to control my anger and different avenues 

that it had in our books that we were given. And it is good and I enjoy the homework 

because it is “day-to-day,” reality things that happen with us, and our children. So it 

is the whole aspect of being real. 

Another participant commented on how useful it was to have time to stop and reflect on her 

own parenting skills. 

Yes, it was good because I could stop and think back and recognise what I had done. 

I liked discussing things as a group and I like how my opinion was really valued and 

as well that it is kept confidential. 

I found that my life as a child and my child’s life are very different. 

Facilitators found the programme to be well structured and were able to create a safe 

environment allowing participants to share freely with others.  
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Just the way that a day is structured; it flows, it is good sense and it attends to personal 

issues in a contained, safe way. It also gives an opportunity for the parents and children 

to experience a different environment and then there is the parenting and more 

structured critiquing of each other’s videos in the afternoon. So it is well organised. 

Even the ordering of the sessions is well-thought through. 

And then you learn to respect the others’ lives. You end up respecting them and what 

they have been through. I didn’t like all the stories that came out but it was good 

because you know that with that information, we are not going to abuse it and use it to 

our advantage to be manipulative.  

Taonga Tuku Iho: The “cultural aspirations” principle. 
The “whaea” (programme facilitators) were valued by the participants who perceived that they 

had experienced for themselves what they were facilitating. The validity gained from Māori 

women teaching Māori mothers seemed to be critical to people’s involvement with the 

programme. 

They treated you like a mother not somebody that is just at home and you are slaving 

cleaning the house all day and washing dishes is all your life and things like that.  

And because you are Māori, even though they are quite a bit older than us, some of the 

things they have been through is similar to what we have all grown up with and been 

through or whatever.  

So, you know it has meaning or there is truth behind it with the people that are 

facilitating it and parents as well. 

Being respected and listened to, in contrast to being undervalued constantly, the experience of 

many participants, played a significant role in enabling participants to value themselves, to 

grow and to be open to learn new skills. 

Because sometimes when you share things with someone and they are not Māori it is 

like they don’t understand so they can’t give good feedback that you need from them. 

Almost all of the participants reported the programme was enhanced by having Māori 

facilitators. One mother did not perceive that it made such a difference. 

For me coming here it is not Māori because we are half Islander, we are half Samoan, 

half Māori so my background coming here is that. It has nothing to do with culture. 
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Facilitators found the programme could be adapted to meet Māori cultural and individual 

needs.  

It is able to be adapted and that the key principles were in line with our way of working 

and Kaupapa Māori approach in a way, where there is a lot of care taken for the women 

and children – hospitality and just supporting them to get to the sessions to be able to 

then engage in change. It is not about money and it is not about being precious about 

ownership. There is flexibility and integrity around the principles, it is not around the 

scripting of sessions but being responsive to each group. 

Kia piki ake i ngā raruraru o te kāinga: the potential to overcome social and economic 

disadvantages through processes of decolonisation can become part of education and health 

practices and be built into the group process of this programme. HKTR mothers collectively 

shared many experiences throughout the programme in line with this principle. 

I feel less judgmental like around other mothers. I won’t sit there and go “ooohhh,” 

because I just know that we all have our problems. 

I now feel a lot more appreciative of my situation, I feel supported because there are 

other young parents like me. 

Many of the women spoke of feeling valued in ways that they had not experienced before. 

They reported this helped develop trust in the facilitators and the other mothers and share 

openly in the group process. The environment created was conducive to change. 

It is quite a pity that some of our other mothers aren’t here. They have just been so rich 

in their sharing and it has been really “wow, it ain’t as bad as I think it is” for myself 

personally. You just appreciate our situation and how we can support one another.  

We even meet up for lunch after the thing and you have made a friend so it is just good. 

Especially for some of the mothers here that have been isolated and that is all they 

know is their kids. So, it is good to meet other parents and then go and have coffee.  

Discussions about types of abuse and how they can impact on parenting led to deeper 

understanding and ultimately change for a number of participants. They became open to 

strategies that put past events aside, allowing them to move forward. 

I learnt the different types of abuse – those were the ones that hit it for me.  
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And it is good to talk about things – like being abused or something like that. It is 

always good to talk to your family about it or else it is just going to build up and up 

and up.  

For me one of the things I learnt about myself was to actually open up and speak about 

what is truly hurting inside me because I had a lot of stuff inside me that I needed to be 

sorted out. And I think just being able to trust people – I grabbed that. 

The sharing of experiences that occurred during the programme not only benefitted mothers by 

providing the opportunity for shared problem solving, it also had the added benefit of 

developing greater understanding of difference. Some mothers never dreamed they would ever 

have anything to share that could be useful for someone else to try. 

I used to always worry about what other people thought about me as a parent and I 

used to have thoughts about myself as a parent, but coming here and hearing and 

sharing with all the ladies – it is alright to be who you are at this time because we are 

going to change and be better parents. 

Learning how to express and manage anger appears to have been a key factor in changing and 

improving parenting amongst participants. Given the alternatives to yelling or throwing things 

in anger, mothers were able to put new strategies into practice and see almost immediate 

changes in their children’s behaviour as a result. 

The best point for me is that it taught me how to control my anger and different avenues 

that it had in our books that we were given. And it is good and I enjoy the homework 

because it is day-to-day, reality things that happen with us and our children. So it is 

the whole aspect of being real. 

I'm less angry and more confident with my parenting. 

I used to get really angry all the time at my kids and I didn’t know how to express it 

properly... one of the things was to punch a pillow. And we discussed in the group how 

the kids can see that and take it the wrong way so we discussed other ideas which I 

have been using like just going “grrr, grrr” or something like that when I get angry 

instead of physically doing something. And I actually noticed the other week my oldest 

daughter, she was having a tantrum and she just did the same thing that I had been 

doing [grrrr...] instead of throwing things or whatever.  
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Facilitators found participants able to examine their own behaviour and take opportunities to 

practice what they had learned from the programme. 

Possibly the element where the participants had the opportunity to really look at their 

past and their present and have an opportunity to connect to their present practice of 

parenting and understand possibly why they do the things they do. I think that unless 

you have an understanding of how you got to where you are, it is quite difficult to move 

past that. So that is one of the things that really attracted me to Hoki ki te rito. 

Whānau: The “extended family structure” principle. 
Whānau and whānaungatanga are key concepts for Māori. This principle is about collectivism 

and communal notions of family and of family responsibilities and connections. Many Māori 

are realising that whānaungatanga is something that can be extended beyond whānau ties to 

include other groupings from whom support might be drawn or returned.  

Many of the HKTR participants found the programme provided a supportive environment and 

connections to other mothers that were crucial to their participation. Through the sharing and 

listening to others’ stories, several of the mothers felt supported and encouraged to make 

contributions. 

For me what stood out in the programme was all the love. I don’t feel shy as I would 

when I go into a big room with people... it gave me the confidence to stand up. 

Sharing with other mothers, friendships.  

Meeting new friends and sharing each other's stories. 

Able to be on that same wave length as [other parents], not being classed as a younger 

person that doesn’t know anything about parenting... It was just good for me to actually 

share my story... the support from all of them was the fact that they were all listening 

to my story.  

I now feel a lot more appreciative of my situation, I feel supported because there are 

other young parents like me. 

You listen to others who say “this is what is happening with my children” and you think 

“oh, yes, I can relate to that. Yes, I have been through that.” And it is reassuring. You 

can feel isolated sometimes, really lonely and then you say “I am just going crazy.”  

And for me personally coming here is like time out – it is like stress relief. And then we 

have our [korero], our talks and it is like I just can’t wait to get here to meet with my 
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classmates because they are like sisters now. And even with our tutors – I don’t know, 

it is just the whole aura of this place it is just relaxing and calming and we can be 

ourselves in front of our friends and have adult conversations. If you are a 24/7 parent 

it is good to get in with the girls and have a yarn. 

Beyond the course there has been a carry-on of all of our group all keeping together, 

keeping that daily contact. So we all actually became really close friends – the entire 

course.  

Participants described the programme as offering positive parenting choices which gave 

participants different ways of viewing the relationships that could be used to foster better 

connection with their children. 

Empowering for all of us as parents. Like you do have a choice. Because with me it was 

that I felt like I didn’t have a choice because I was a solo mother with my two boys and 

just feeling sorry for myself and letting them get away with a lot of stuff... It shows you 

don’t have to be a victim to your children... now I have actually learnt how to say “no” 

and mean it.  

I am still myself but I have learnt to love myself and set time for me, which I have learnt 

to love and understand all my kids a lot more.  

I am now more focused on my kids, I look for the good things they do, I have the 

techniques I needed to cope with the situation. 

Reading with them, listening to them, watching them, learn and play with them more. 

One key aspect of the programme was the catering for mothers throughout the day and the 

enabling of their children to attend a play group staffed by experienced caregivers. 

So your head can be ready and focused on what you are doing because the kai is taken 

care of and the kids are taken care of.  

Facilitators commented that further development could include a group for fathers and for 

babies. 

I think too improving the programme is actually taking advantage of the adaptations 

that they have already made and that is like having a group for fathers and having a 

group for babies. So with the baby’s sessions we would be adding things like mirimiri 

and looking at that whole positive contact thing. And probably focusing a bit more on 

the early attachment and using some locally developed resources like the DVDs that 
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have been made that focus on that early first three months. So that will have to come 

with time but those improvements are just waiting for us to be able to use them really. 

Kaupapa: The “collective philosophy” principle.  
Kaupapa is about people’s shared vision and commitment to creating and/or sustaining a given 

development. HKTR provided a shared kaupapa for participants who, through their 

involvement with the programme, became a part of its ongoing development.  

It is empowering and you may not remember right now but when it comes to the crunch 

or you are at that point sometimes it will just come to you. You have knowledge and 

you have ways to deal with things. 

Some participants felt that having Māori facilitators meant that the programme was aimed at 

strengthening the whānau, not simply the individual, and was definitely viewed as positive. 

Culturally... we can understand where we are coming from because we are not 

individual based – our thing is about coming together as a whānau and that is where 

our strength is... we understand that dynamic whereas on the other side it is all about 

the more Pākehā oriented and it is all about me, myself and my immediate family and 

not acknowledging that extended whānau strength that we have through thoughts, 

church and school – we are inclusive. 

Facilitators observed that participants less ready to share with others benefit less from the 

programme. 

I guess some would have liked to have participated more or interact more in some of 

the sharing. In each group there were one of two that you had to really probe to get 

some response from and of course there are those that thought they had the floor all 

the time! 

Ako: The “culturally preferred pedagogy” principle. 
Ako refers to the notion that everyone can be teachers and learners simultaneously, if open to 

listening and sharing experience and knowledge with others. 

I have been sharing some of the tips with some friends of mine. We have our own little 

group up the East Coast, they are waiting for me at the moment. And we share and I 

show them what I am learning in the class to help our children and they are doing it 

too. They wanted to join up on here too but it is good to share with all the whānau too.  
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We have made friends with the cooks and the learning process is in here, and it is Lyn 

and Elaine that are our backbone. They give us encouragement and guidance – they 

are like what ministers do in a womanly way, how we cope with our children. 

Learning specific behaviour management skills such as: listening to children, providing 

children with options, and managing a number of siblings in one family, provided participants 

with the necessary tools to make very concrete changes to their parenting. 

It is really life changing because it is life changing for my kids as well because they see 

the results in me because Mum is not yelling all the time. Mum is not frustrated all the 

time.  

My one is when I first came here [my son] just really didn’t like being around me. It 

was like if I was going it wasn’t such a big deal, whereas now he wants to come home, 

he wants to be with Mummy. And it is probably through all the activities that we have 

done. They have taught me how to pay attention to him because I was the best at 

ignoring because I was always focused on my job, my job and myself. So they taught 

me how to balance things that it is not all about your job and it is not all about what 

you can give your kids but the most important thing is to spend time with them. My son 

is not an angel but now he wants me, which is a great feeling.  

Since completing the programme, all participants reported they had put their improved 

parenting skills into practice. 

I think I learnt how to deal with situations differently and better for my kids. Things like 

when they have fights and when I get angry, or keeping them busy – that is really 

important doing that.  

Facilitators commented that improvement in children’s behaviours was actually a very 

powerful motivation for parents’ change. 

Of the children, huge, really huge. And then it was really interesting to see how the 

parents interpreted that. Because the kiddies’ behaviour had improved, their level of 

hassle, their level of stress around parenting reduced quite significantly. And that was 

interesting, so for the next lot of sessions we are going to be putting quite a big focus 

on what is happening and watching the children in that group. We will be getting the 

teachers who are going to be looking after them to do some of the behaviour pre and 

post as well. Because it seems to be a key and if others can be instrumental in 
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supporting change in the children while others are working with the mothers together, 

it could be even more powerful than it has been. 

Discussion 

Key findings. 

The findings of the pilot study mixed-methods open trial provided answers to the research 

questions posed at the beginning. 

(i) Is it feasible to deliver this intensive parenting programme to New Zealand 

mothers/Māori families/whānau?  

Although numbers of participants were small for the study, the pilot results demonstrated that 

HKTR/MP is feasible as it was delivered successfully to two groups of mothers seeking support 

for their parenting. Once the groups started, most (87%) of the women stayed in the group, and 

those who did not finish the programme did so for personal or health reasons. Loss to follow-

up at 3 months was due to the participants’ personal circumstances rather than unwillingness 

to stay in the study. 

(ii) Is the programme acceptable to parents who participated?  

All women who participated and completed the programme expressed high levels of 

satisfaction and spoke about the benefits of the group experience for them and their children, 

strongly suggesting that the programme is acceptable to these mothers and grandmothers. The 

key outcomes for the women concerned learning parenting strategies that helped them cope 

better with parenting, as their confidence and knowledge of child development increased. Other 

benefits of the programme included having the ability to share, to reflect on their pasts, to listen 

to other mothers, and be listened to; for some, it was the first time they could recall being heard. 

Some made friendships that have lasted, and others learned that help is available, and that they 

were not alone, that other mothers had had similar life experiences to them.  

How do the facilitators running the groups with the families see the programme and its effects? 

(iii) Is the intervention effective?  

Facilitators found delivering the HKTR/MP programme was a positive experience. It was 

identified early that there was a good fit between underlying values of Mellow Parenting and 

tikanga inherent in a Kaupapa Māori approach. The programme content emphasised linking 

the past with the present behaviour or life experiences and the way mothers were encouraged 



 

 68 

to reflect on their own past to gain a better understanding of their current parenting, and where 

they might want to make changes, appealed to the facilitators. They also considered the 

programme to be flexible and able to be adapted to Māori and Pacific cultural needs. Along 

with some mothers, they suggested that, in the future, parenting groups for fathers and parents 

of very young babies should be considered.  

(iv) How can the programme be refined for future community implementation?  

At the outset of this study, the aim was to run a pilot open trial followed by a randomised 

controlled trial to compare the HKTR/MP programme with another parenting programme 

and/or a control group. One possibility was the use of a waitlist-control design, where mothers 

on the waitlist would be included in the next group. 

Throughout the course of the 14 weeks, for each group in this study (although there were some 

gaps in data collected), it was clear that there were significant changes in the children’s 

demeanour and behaviour. The Ohomairangi Trust team had noted, anecdotally, marked 

improvements in the behaviour of some of the children between the start and completion of the 

programme.  

Given the difficulties recording and coding videos, it was recommended that future studies use 

GHQ-30 as the primary outcome measure, as an indicator of change in mothers’ mental health. 

(v) How can the study methods be improved for a larger trial in the future?  

Maternal mental health and parenting stress improved dramatically after the HKTR/MP 

programme with clear statistical and clinical significance. These are very promising results, 

even given this is a very small sample in this study. 

There were difficulties with child data collection, and this meant an insufficient number of full 

sets of questionnaires were obtained to carry out meaningful statistical analysis. The data 

collected suggest modest improvements both on the SDQ and ASQ-SE for the majority of 

children; however, a larger sample size with more full sets of data are required. Difficulties 

with pre- and post-video collection and coding meant these results were not available for 

consideration as an objective measure. 

The results of this pilot evaluation were used subsequently to inform an extended study which 

would investigate whether the programme improves parenting practices and parental and child 

wellbeing. A review of the initial adaptation focusing on Māori mothers was also suggested. 
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Conclusions 

The primary aim of this study was to pilot the Mellow Parenting/Hoki ki te Rito programme, 

examine whether changes in maternal or child-related data occur and gather feedback from the 

mothers and the group facilitators regarding areas for improvement and future evaluations of 

the programme. 

The results from this pilot project suggested that an extended study with more formal 

evaluation was justified. Intensive parenting programmes, targeting typically “hard to engage 

parents” such as Hoki ki te Rito/Mellow Parenting, require considerable resources and 

substantial commitment from funders, programme facilitators and participating parents. It is 

imperative that the programmes that are offered in the community are evaluated for 

acceptability and effectiveness. The majority of participants, once they had started the 

programme, stayed involved, and were available for follow-up at 3 months post-intervention. 

Several women made themselves available for face-to-face focus groups/interviews providing 

rich qualitative data on their experiences of the programme. There was strong evidence of an 

improvement in the mothers’ mental health and parenting stress. On this basis, the funder, 

CMDHB, commissioned an extended study and evaluation of HKTR/MP, delivered by two 

South Auckland providers. The Ohomairangi Trust team reviewed the initial cultural 

enhancements to the programme before delivering the groups in the extended study.  

Review of Cultural Adaptation for Pilot Study, and Further Adaptation for 

Extended Study 

Hoki ki te Rito is the name given for this adaptation of Mellow Parenting. It refers to the first 

relationship, that between mother and child. It invites us to return to the source of existence: 

nurturing relationships. This name was gifted by Ngāti Porou women for our mahi, one a kuia, 

mother and grandmother, and the other a mother.  

The work of enhancing Mellow Parenting to review the initial adaptation was done by the four 

Māori women who established Ohomairangi Trust. We whakapapa to eight iwi and hapū. We 

are mothers, biological and whāngai, we are grandmothers and one is a great grandmother. 

Elaine Spark and I had facilitated the two Mellow Parenting groups of mothers, and Mera 

Penehira, another board member, had carried out the focus groups with pilot mothers so had 

insights gained from this evaluation activity. 

For the initial pilot we considered the essential enhancements to be inclusion of: 
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whakawhanaungatanga – connecting to each other and to the place we work with 

whānau;  

karakia to make safe the space and words that will be shared;  

manākitanga – to be generous hosts and enable access and engagement (transport, kai, 

childcare, nurturing space and relationships); and 

aroha – compassion and acceptance of whānau, where they are when we first meet 

them, and supporting their development and tinorangatiratanga. 

We proposed that we translate headings and key topics into te reo Māori, to create a language 

resource for parents to use in their own time at their own pace. We included more karakia as 

further useful resources that could support the kawa/tikanga around the way the groups worked 

together. Translation of resources, and matching facilitators’ cultural background to 

participants’ assisted adaptation for Māori. These principles of customisation of delivery are 

well understood by experienced clinicians working with diverse groups but also by clinicians 

of the target audience group. Mellow Parenting has been adapted for use in Russia, Moldova, 

Germany, with various immigrant groups in the UK, as well as New Zealand. Core principles 

of social learning theory, cognitive-behavioural principles and attachment have been shown to 

be culturally robust (Gardner, Knerr, & Montgomery, 2016).  

In their meta-analysis, Gardner et al. found that larger effect sizes were reported outside the 

country where the adapted parenting programme was first developed and trialled (Gardner et 

al., 2016). 

In addition to the adaptation of process to include tikanga of engagement and 

whakawhanaungatanga, I consulted with Dr Hone Kaa and Amster Reedy. Hone Kaa around 

the use of real-time video of whānau kai time, and Amster Reedy in regard to oriori – the 

history of oriori, and the function and revival of oriori – which was his PhD focus at that time. 

Both gave their blessing to the work. This relationship was to be ongoing; however, both 

kaumatua passed away over the course of this thesis. 

We had already included traditional practices, observations of early travellers (see Chapter 1) 

in sessions discussing parenting roles, reflecting on changes of male and female tasks in 

relation to parenting and wider family/whānau functioning, making comparisons with 

contemporary beliefs and practices. These were added to the sessions on “the perfect parent” 

and “gender: roles and responsibilities” as additional topics after participants had responded to 

the standard questions or statements posed in the programme.  
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Various tikanga-based whakataukī relevant to topics of the day were used to stimulate 

discussion and share contextual information to reveal learnings from past practices. (see Table 

10) 

Table 10 

Adaptations to Mellow Parenting Sessions  
Week/ 
session 

Essential sessions Māori content 

1 Introductions – We can work it out 
Being a parent – The ‘perfect’ parent 

Whakawhanaungatanga – Early contact 
stories of Māori parenting 

2 Who am I? Our feelings – how 
children learn about feelings 

Ko wai au? Where do we feel? What is 
pukuriri? 

3 Trust – who and what is helpful – The 
more you put into the group the more 
you get out of it 

Ako – reciprocity 
What do others do that help me trust them? 
What do I do that means others can trust me? 

4 My family then and now – key 
influencers – dream family 

Whakapapa – who and what roles did they 
have?  

5 Life stories – coherent narrative of 
own story enables secure relationship/s 
with your child/ren 

Who, and what events and experiences, have 
been important in my life to now? What do I 
want to remember... or leave behind me? 

6 Self-esteem – exploring positive and 
negatives messages about self, 
Identifying strengths 

Tangatanga – we are all unique and have 
different strengths, likes and dislikes 

8 Pregnancy and birth – Birth stories – 
Planning ahead – Helping our children 
to be ready to have children 

Hāputanga – what have we learned from our 
whānau, from doctors, from our friends, 
from midwives? 

9 Child protection – What is child 
abuse? Past and current abuse 

Violence in the home – what is it? Types of 
violence – making a safety plan 

11 The future – Setting goals and 
planning for the future – steps 

Preparing for when the group finishes...  

12 Assertiveness – being assertive, as 
opposed to aggressive or passive 

Rehearsing own scenarios 

13 Getting angry – Understanding the 
anger process to manage/channel it 

Linking with pūrākau, e.g., Rona, Maui,  

15 Relaxation – practising techniques – 
where, how, why, what  

Koauau music... karakia... mindfulness, 
meditation 

16 Body image – accepting our bodies as 
they are 

 

17 Friendships – how do we relate to 
others? Boundaries, practising 
friendship skills 

Whakawhanaungatanga 
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Extended Study Results 

Waiho i te toipoto, kaua i te toiroa. 

Let us keep close together, not far apart.  

This whakataukī talks to the importance of keeping connected, of maintaining relationships 

and dialogue so we can keep moving forward together 

On the basis of promising pilot study results, the CMDHB commissioned an extended study to 

be undertaken with two providers of Hoki ki te Rito/Mellow Parenting.  

I assisted with data collection, collation and data entry, employed Ohomairangi staff, arranged 

venue hire, transport, liaison with CYFS and follow-up with other agencies. Support during 

the weekly debriefs was provided as well as liaison with Mellow Parenting UK re supervision 

for Ohomairangi Trust facilitators. Although I undertook training in the Mellow Parenting 

Observation System video coding system, the 78% proficiency achieved was not adequate for 

research purposes to be able to code Ohomairangi and Anglican Trust for Women and Children 

(ATWC) mealtime videos. As a consequence, we organised to send video footage to the MP 

team in the UK to be coded blind. 

Aim 

The purpose of this extended study was to further assess the acceptability, feasibility and 

effectiveness of HKTR/MP when delivered by two providers to parents from socially 

disadvantaged areas, with children aged between 0–5 years where relationship difficulties 

between parent and child were present. 

The questions posed were: 

(i) Is it feasible to deliver the intensive parenting programme to Māori families/whānau? 

(ii) Is the programme acceptable to parents who participated? 

(iii) Is the intervention effective? 

The results of the extended study evaluation would answer whether the programme improves 

parenting, parent and child wellbeing and child development, and assist CMDHB to decide 

whether to fund the programme as part of their core services, making it available for whānau 

experiencing parenting difficulties, in an ongoing way in the Counties Manukau catchment 

area in South Auckland. This section includes Mellow Parenting/Hoki kit e Rito results of the 
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extended study. I also ran a sub-analysis of the results for Māori mothers’ who participated in 

parenting groups run by both Ohomairangi Trust and ATWC which is presented here. 

Primary Hypothesis 

The primary hypothesis of the evaluation was that the intensive parenting programme 

HKTR/MP would improve parenting, and parental wellbeing and child development, at the 

conclusion of the programme. 

Methods 

A stepped-wedge design was used in this study, where data from the mothers waiting for the 

next group were used as a waitlist control. This aspect of the design ensured that all the 

participants receive the programme in a timely manner, essential in those family settings with 

parents who present with severe parenting problems. It was considered unethical to assign 

parents randomly to “any” other intervention, but instead put them on a waitlist as their needs 

were suited to the intensity of this particular programme (Brown & Lilford, 2006; Hussey & 

Hughes, 2007).  

Participants. 

Inclusion and exclusion criteria were the same as those used for the pilot (see earlier in this 

chapter). 

Data Collection 

Demographic information.  

At the point of giving consent to participating in the programme, demographic information 

about each participant was collected that included age, ethnicity, socioeconomic status, number 

of children, relationship status, and history of relationship or maternal childhood disruption, 

incidence of addictions or domestic violence. (see Appendix C) Participants were invited to 

answer the questions they were comfortable with.  

Time points. 

Data was collected at the following time points: 

• 1 or more months before starting (waitlist),  

• immediately before the group began (start),  

• at the completion of the group, then  

• 3 months after finishing the group. 
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Hoki ki te Rito/Mellow Parenting intervention. 

A maximum of 12 mothers attended each weekly session from 9.30–2.30pm, over a period of 

14 weeks. Two trained facilitators introduced a structured series of Hoki ki te Rito/Mellow 

Parenting topics using an interactive approach. Facilitators debriefed at the end of each session 

and planned the following week. They received weekly supervision for 1–1.5 hours. 

Facilitators were psychologists, counsellors, psychotherapists, early-intervention teachers, 

parent educators and speech and language therapists. Across both providers, varying 

combinations of facilitators delivered each of the seven programmes to eliminate facilitator 

bias. 

Outcome Measures(refer to pilot study above for more detail)  

General Health Questionnaire (GHQ‐30) (Goldberg, 1978) 

Parenting Daily Hassles (PDH) (Crnic, & Greenberg, 1990) 

Ages and Stages Questionnaire socio-emotional (ASQ-SE) screener (Squires et al., 

2002) 

Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997) 

Hua Oranga (Kingi, 2002) 

All of the self‐rated measures were completed by parents at home during one of the home visits 

when the video recordings were taking place, or at the community centre where the intervention 

was delivered. I coached the facilitators in home-video recordings for the first two home visits 

they made for this purpose. Rates of completion, attendance, drop-outs, and other feedback 

were collected during the programme. 

Ethical approval. 

The extended study was reviewed and approved by the Northern X Regional Ethics Committee 

(NTX/08/11/108) as an extension of the pilot study. 

The process of consent. 

The same process was followed as for the pilot study. Participants were given written 

information about the study and consent was obtained. This occurred via two meetings: the 

initial meeting involved the facilitator and participant reading through the information sheet 

together, and any questions from the potential participant and their support person/people 

answered. Many had whānau or their social workers present for this discussion. If participants 
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didn’t have support and wanted to, a second meeting provided the opportunity for this to 

happen. Consent was discussed and obtained before any study-specific processes were carried 

out. Where consent was gained at the initial meeting, a mealtime video was recorded at the 

second meeting.  

Analysis Strategy 

All data for parents who consented to participate in the study were included in the analyses. 

For pairwise analyses, only parents who had data at both time points concerned were included 

in the analysis. 

Statistical methods. 

Study power. 
As the comparison of outcome measures is made “within subjects” this sample size provided 

at least 80% power to show an effect size of 0.4 or more as significant (2-tailed α = 0.05). Data 

from the pilot study suggested that an effect size of 0.4 equates to a change on the programme 

of about three units on the GHQ-30 scale, which equates to a minimum level considered 

clinically significant. 

From the pilot study, it was anticipated conservatively that approximately 25% of those 

enrolled would not complete the programme and would not complete post-programme 

assessments. 

Fifty-six participants were enrolled in this extended study (1) programme, anticipating that 

approximately 40 would complete post-assessments for the primary outcome. 

Statistical analysis. 
Baseline demographics and clinical data were summarised for the entire cohort. Continuous 

measures were summarised as means, medians, confidence intervals and ranges. Categorical 

data were summarised as frequencies and percentages. For all pairwise comparison analyses, 

data were compared between: waitlist and pre-intervention, pre-intervention and post-

intervention, and post-intervention and 3-month follow-up. Changes within individual groups 

were assessed using paired t-tests. All data analyses were performed using STATA version 

11.2 (StataCorp LP, 2009). 

Analysis of variance/linear mixed models. 
ANOVA tests/linear mixed models were conducted to detect changes in outcome measures 

across all data collection time points (waitlist, start, completion, 3-month follow-up). 
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Pairwise comparison analysis. 

Paired t-tests were conducted to examine the difference in continuous outcome measure scores 

between two consecutive time points. Analyses were conducted for GHQ-30 and PDH scores. 

Three sets of pairwise comparisons were conducted: 1) between waitlist and start (of group), 

2) between start and completion, and 3) between completion and 3-month follow-up. For each 

comparison, participant data were included in analyses only if data were collected at both time 

points (two consecutive time points). 

Should the continuous data from the questionnaires not meet requisite assumptions for the 

parametric analyses then data from the questionnaires could be transformed or non-parametric 

techniques used. A 2-tailed p value of <0.05 was taken to indicate statistical significance. 

Results  

Study population. 

The study took place in South Auckland, New Zealand. Māori and Pacific programme 

facilitators administered the GHQ-30, PDH Scale, ASQ-SE, and SDQ to Māori, Pacific and 

other families consenting to participate in the parenting programme after having programme 

requirements discussed with them, before giving consent. Families were eligible if their 

child/ren (0–5years) lived with them, or they were well into having their child transitioned back 

into their family home, and the caregiver was available and wanted to attend the group sessions. 

In total, 56 mothers consented to take part. Thirty-eight mothers were on the waitlist, which 

provided control group data. At the 3-month follow-up, 39 mothers remained in the study (see 

Figure 2). 
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Figure 2: Flow of participants through the extended study.  

In 2009, Ohomairangi Trust ran four mothers’ groups and ATWC ran three. In total, 56 mothers 

were recruited and consented to participate in the study. Most Māori mothers in this study 

attended programmes delivered by Ohomairangi Trust; however, Pacific and Pākehā mothers 

were also included. ATWC enrolled more Pacific and Pākehā mothers as well as Māori 

mothers. 

Demographics. 

Demographic data were collected wherever possible; however, mothers were given the choice 

of not completing all questions initially, as some were particularly sensitive. Some mothers left 

questions unanswered at the start but returned to complete them within 3 weeks of the 

programme starting. Most participants were mothers with their children; however, 

grandmothers also attended to support their daughters and grandchildren. The age range within 

the groups was between 16–51 years (see Table 11). 
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Table 11 

Demographic Characteristics of Mothers in Extended Study 

Demographic Characteristics Response 
Total 

respondents (n) 
Percentage of 

respondents (%) 
Age mean (SD) N=53 Mean  

29.7 (9.6) 

 

 

Ethnicity N=53 Māori 29 55% 

 Pacific Island 12 23% 

 
European 

Other 

10 

5 

19% 

1% 

Child Youth Family Services (CYFS) involved 

N=56 

Yes 34 61% 

Parent status    

Single parent N=46 Yes 10 22% 

Having a live-in partner N=33 Yes 18 55% 

Partner is biological parent N=34 Yes 10 29% 

Current relationship problem with parent N=35 Yes 23 66% 

Domestic violence in the relationship N=36 Yes 27 75% 

Mental health problems with partner N=34 Yes 27 79% 

Social issues    

Income N=48 Employment 7 15% 

 Benefit 41 85% 

Housing problems N=46 Yes 28 61% 

Substance abuse N=44 No 36 82% 

 Yes – Partner 2 4.5% 

 Yes – Both 1 2.3% 

Number of children living at home 0 0  

 1 14  

 2 21  

 3 12  

 4 3  

 5 4  

 6 5  
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Over half of the mothers attending the programmes had multiple family and social difficulties. 

Just over 78% were single parents, with 61% having current CYFS involvement, and the same 

number having had CYFS involvement in their lives as children. Sixty-six percent had current 

relationship difficulties with their partner, and high levels of domestic violence (75%) and 

mental health problems (79%) with partners were reported. Around 75% relied on a benefit for 

income and just under 40% were experiencing housing problems; one mother and her six 

children were evicted during the 14-week period of the course. 

Participant’s attendance and retention. 

Table 10 shows attendance and retention rates for this extended study. Participants attended 

87% of the programme sessions and this rate was similar for both providers. Those who 

dropped out did so before Week 7 and one mother stopped after this, after giving birth and 

being unable to attend the last two sessions. 

Table 12 

Retention Rates of Each Group Across Providers 
Group Consented Start Completed (%) Follow-up (%) 

OHO     

Group 1 12 12 8 (67%) 7 (88%) 

Group 2 9 4 4 (100%) 4 (100%) 

Group 3 8 6 4 (67%) 3 (75%) 

Group 4 6 6 6 (100%) 6 (100%) 

 Subtotals 35 28 22 (79%) 20 (91%) 

ATWC     

Group 1 10 10 6 (60%) 6 (100%) 

Group 2 8 8 6 (75%) 6 (100%) 

Group 3 9 9 6 (67%) 6 (100%) 

 Subtotals 27 27 18 18 

Totals 62 55 40 (73%) 38 (95%) 

 

Maternal health and parenting stress. 

The participants did not spend enough time on the waiting list to enable useful comparisons 

between changes occurring while on the waiting list compared with changes occurring as a 

result of completing the programme. Consequently, for this study, all statistical comparisons 

involve only comparisons of the pre-programme levels with those after the programme.  
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Results from the measures for maternal mental health and parenting stress measures across all 

four time points are presented in Table 13, showing that mothers had high levels of emotional 

distress and were finding parenting stressful at the start of the programme.  

Tables 12 and 13 show minimal change occurring between baseline and data at the start of the 

programme. All dimensions show a positive impact at the end of the group. All but one 

dimension (PDH frequency) show further improvement at the point of follow-up.  

Table 13 

Mean Outcome Measure Scores for Mothers at Each Time Point 

 Waitlist Start  Completion 3mth follow-up 
Measure Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
GHQ-30 12.7 (14.48) 11.2 (11.7) 3.5 (5.4) 2.8 (5.4) 
 n=24 n=56 n=39 n=35 
PDH frequency 49.8 (13.6) 45.7 (13.1) 41.4 (10.6) 41.4 (10.6) 
 n=13 n=41 n=31 n=27 
PDH intensity 61.6 (19.7) 56.4 (16.3) 49.3 (13.7) 43.4 (13.5) 
 n=10 n=35 n=26 n=25 
PDH challenging 
behaviours 25.1 (5.5) 22.1 (6.6) 19.5 (5.5) 16.3 (5.5) 

 n=12 n=41 n=31 n=30 
PDH parenting tasks 25 (8.6) 21.1 (6.7) 18.7 (5.4) 16.9 (6.2) 
 n=10 n=39 n=30 n=31 

Table 14 

Pairwise Comparison Analysis Results for Outcome Measures for Mothers Between Two 

Consecutive Time Points 

 Waitlist – start Start – completion Completion – 3-mth f/up 

Measure p value p value Effect size p value Effect size 

GHQ-30 0.330 <0.001 0.8 0.692 0.07 
 n=20 n=38 n=34 
PDH frequency 0.378 0.052 0.4 0.776 0.06 
 n=11 n=25 n=20 
PDH intensity 0.726 0.142 0.4 0.072 0.5 
 n=8 n=17 n=17 
PDH challenging 
behaviours 0.259 0.046 0.4 0.108 0.3 

 n=10 n=25 n=24 
PDH parenting tasks 0.274 0.026 0.5 0.038 0.5 
 n=9 n=25 n=24 
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Analysis of outcome data. 

Comparisons between points in time were taken and paired t-tests showed the significance of 

the time effect, i.e., whether the change occurred between the two consecutive time points. 

Effect sizes ranged between 0.4–0.8 across all dimensions when considering start – completion 

of group comparisons. The effect held and ranged between 0.06–0.5 for post-group and follow-

up comparison.  

GHQ-30 – There was an effect size of 0.8 between start and completion of group which 

indicates a significant shift in parental wellbeing for these mothers. 

PDH frequency, intensity and challenging behaviour scores showed a 0.4 effect size between 

start and completion of group and an effect size of 0.5 for PDH parenting tasks between start 

and completion, indicating improvement across all dimensions of the Parenting Daily Hassles 

scale. 

Children’s development. 

Ages and Stages social-emotional. 
Scores for the ASQ-SE were aggregated, and Table 14 shows a 19% reduction in children 

falling into the clinical range from the start, completion and follow-up points in time. The 

children benefitted from the experience and continued to achieve developmentally from post-

group to 3 months after the group finished. 

Table 15 

ASQ-SE Results Clinical vs Non-Clinical Scores Across Four Time Points 

Time point Waitlist Start Post Follow-up 

ASQ above cut-off 11 

40% 

22 

46% 

12 

30% 

10 

27% 

ASQ below cut-off 16 25 27 29 

N 27 47 39 39 
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Figure 3: Proportion of children above or below ASQ-SE clinical cut-off.  

Children’s scores indicate a reduction in numbers within clinical range at completion and at 3-

month follow-up (see Figure 3). 

Strength and Difficulties questionnaire. 
Table 16 

SDQ Results Clinical vs Non-Clinical Across Four Time Points  

 Extended Study 

Time point Within normal range Borderline or above N 

Waitlist 3 2 5 

Start 7 12 19 

Completion 5 9 14 

3-month follow-up 7 7 14 

Table 16 shows a modest improvement in child behaviour scores between start of group and 

completion that appears to be maintained at follow-up. Mothers did report that after learning 

to observe their children, as well as increasing their knowledge of child development, they 

noticed their children displayed more positive behaviours. 
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Hua Oranga. 

Twenty-two mothers completed the Hua Oranga questionnaire. The average total score was 

22.41 (8.4). Total score and scores on the individual dimensions (see Table 17) show a high 

satisfaction with the outcome of the programme, and slightly higher satisfaction for mental and 

physical dimensions. These results show satisfaction across the dimensions of Hua Oranga. 

Table 17 

The Average Scores of Hua Oranga Dimensions  

Hua Oranga Dimensions Mean (SD) 

Total Hua Oranga score 22.4 (8.4) 

Te taha wairua (spiritual dimension) 5.3 (2.6) 

Te taha hinengaro (mental dimension) 5.8 (2.5) 

Te taha tinana (physical dimension) 5.7 (2.5) 

Te taha whānau (family dimension) 5.5 (2.5) 

Discussion 

Study 1: Hoki ki te Rito/Mellow Parenting – extended study. 

(i) Is it feasible to deliver the intensive parenting programme to Māori and Pacific whānau? 

The extended study results reinforced the pilot study findings that Hoki ki te Rito/MP is indeed 

feasible and acceptable to mothers in South Auckland; it was successfully delivered by two 

providers, to seven groups of mothers seeking support for their parenting. There was some 

participation attrition between consent and start of the programme; however, once started, most 

of the women in remained in the group, and those who dropped out of the programme did so 

for personal or health reasons. Ohomairangi groups averaged 79% retention, and ATWC 67%, 

giving an average for this study of 73%, a strong indicator of acceptability and feasibility. Loss 

to follow-up was due to the participants’ personal circumstances, work hours changes, housing 

issues and treatment for serious illness, rather than unwillingness to stay in the study. The 

woman who gave birth in Week 11 was about to return with her new-born; however, she 

suffered an assault by her partner on the morning she planned to attend.  

(ii) Is the programme acceptable to parents who participated?  

All mothers spoke about the benefits of the group experience for them and their children and, 

for some, their partners (they would take the material home and go through the exercises with 

their partners). Along with the strong retention rates, this suggests that the programme is 
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acceptable to these parents. The key outcomes for the women concerned were learning tangible 

parenting strategies that helped them cope better with parenting and become more confident as 

parents. Other benefits of the programme included having the opportunity to share and listen 

to other mothers, forming friendships with the other women and learning that they are not alone 

in seeking support for themselves and their children.  

(iii) Is the intervention effective? 

All results indicate benefits for these mothers. Most reported improved wellbeing and ability 

to cope and implement positive parenting strategies. They said they enjoyed the direct feedback 

they received from facilitators and other mothers alike. They reported the frequency and 

intensity of their children’s unwanted behaviour reduced in impact as they gained new 

knowledge and confidence to try new strategies.  

As found in the pilot evaluation of HKTR/MP, there seems to be alignment between the 

Mellow Parenting values, the tikanga embedded in the Kaupapa Māori approach of 

Ohomairangi Trust, and the faith-based values of ATWC. The exercises during which mothers 

reflected on their past experiences of being parented, and linked these to current life 

experiences and ways of parenting, assisted them to identify what changes they wished to 

make, as well as what they wanted to retain for their own families. Facilitators used the 

flexibility within the programme to respond to Māori and Pacific cultural and individual needs 

and joined some of the mothers in advocating for the setting up of a parallel fathers’ 

programme. A focus on young babies was another option advocated for. 

Throughout the 14 weeks of the programmes it was clear that there were significant changes 

in the children’s demeanour and behaviour, leading to a recommendation that child behaviour 

be a particular focus of the childcare team at the children’s group. The Ohomairangi Trust team 

had noted, anecdotally, marked improvements in the behaviour of some of the children between 

the start and end of the programme. 

(v) Is there evidence that the intervention is effective? 

There was clear statistical and clinical evidence of significantly improved maternal mental 

health and reduced parenting stress after the extended HKTR/MP programmes delivered in this 

study. The positive results of the pilot study were strongly replicated. These are very promising 

results despite the very small sample in this study. 
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Limitations 

There were difficulties with child data collection, and this meant an insufficient number of full 

sets of questionnaires were available for meaningful statistical analysis, as with the pilot study. 

The data collected, however, suggest modest improvements both on the SDQ and ASQ-SE for 

the majority of children. These results are preliminary, and a larger sample size and a more 

complete data set are needed before drawing any firm conclusions.  

The results of this extended study evaluation indicated the programme improves parenting, 

parent and child wellbeing, and child development, and assisted CMDHB decide to fund the 

programme as part of its core services. Its availability was maintained for a number of whānau 

living in Counties Manukau. Additionally, the results enabled CMDHB to fund Ohomairangi 

Trust and extend the invitation to fathers to participate in parallel groups for morning sessions, 

and in mixed couples’ groups in the afternoon, parenting-specific workshops. This enabled the 

following adaptation for including fathers and evaluation of Hoki ki te Rito-Oranga Whānau 

(see Chapters 6, 7). 

Subgroup Analysis of Māori Mothers Across Providers 

I completed a subgroup analysis of Māori mothers participating in groups with Ohomairangi 

Trust and the Anglican Trust for Women and Children. The following results are from the 

participants who identified as Māori in both programmes delivered by ATWC and 

Ohomairangi Trust in South Auckland. In total there were 29 Māori mothers who started and 

completed the programmes. 

Aim 

The aim of analysing the data for Māori mothers only, was to test the acceptability and efficacy 

of the programme for Māori mothers accessing both community services.  

Method: 

As above (see Chapter 5). 
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Results 

Table 18 

Demographic Characteristics for Māori Mothers in Extended Study from Both Sites  
Demographic characteristics Answer No. participants n (%) 
Children attending early childhood centre (n=25) Yes 12/25 (48%) 
Child Youth and Family (CYFS) involved Yes 14/26 (54%) 
Parent status: Single parent Yes 21/23 (91%) 

Having a live-in partner Yes 3/14 (21%) 
Partner is biological parent Yes 7/13 (54%) 
Current relationship problem with partner Yes 6/14 (43%) 
Domestic violence in the relationship Yes 5/16 (31%) 
Mental health problems with partner Yes 4/15 (27%) 

Social issues: Mother’s childhood caretaking disrupted Yes 10/21 (48%) 
Income from employment or benefit Employment 0 
  Benefit 24/24 (100%) 
Housing problems Yes 9/21 (43%) 
Substance abuse No 14/21 (67%) 
 Yes–Mother 4/21 (19%) 
 Yes–Partner 2/21 (10%) 
 Yes–Both 1/21 (0.05%) 
Age 29.7(11.6) 28 
Note: n=29 Māori mothers 

 

Table 19 

Mean Outcome Measure Scores for Māori Mothers at Each Time Point (Extended Study) 
 Waitlist Start  Post-group 3mth follow-up 

Measure Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

GHQ-30 13.13 (19.83) 7.42 (8.14) 2.88 (5.21) 3.81 (7.09) 

 n=8 n=26 n=17 n=16 

PDH frequency 56.67 (18.77) 44.56 (11.50) 42.33 (11.58) 40.25 (10.44) 

 n=3 n=18 n=12 n=12 

PDH intensity 70.33 (28.36) 52.56 (16.36) 50.00 (13.17) 42.83 (13.64) 

 n=3 n=16 n=10 n=12 

PDH challenging 

behaviours 
22.80 (6.02) 20.38 (6.20) 19.62 (6.16) 15.85 (5.00) 

 n=5 n=21 n=13 n=13 

PDH parenting tasks 29.00 (14.80) 19.32 (6.74) 18.57 (4.89) 16.5 (6.36) 

 n=3 n=19 n=14 n=14 
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Table 20 

Pairwise Comparison Analysis Results for Māori Mothers in Extended Study 

 Waitlist – start Start – completion Completion-3-mth f/up 

Measure p value p value Effect size p value Effect size 

GHQ-30 0.368 0.011 0.73 0.9686 0.01 

 n=6 n=16 n=15 

PDH frequency 0.500 0.632 0.16 0.977 0.01 

 n=2 n=10 n=7 

PDH intensity N/A 0.696 0.15 0.078 0.8  

 n=1 n=7 n=7 

PDH challenging 

behaviours 
0.391 0.516 0.19 0.196 0.47  

 n=4 n=12 n=9 

PDH parenting tasks 0.500 0.435 0.22 0.039 0.77  

 n=2 n=13 n=10 

Mean GHQ-30 results for Māori mothers in the Extended Study showed a comparable effect 

size to the whole cohort of mothers in this study – 0.73 vs 0.8. 

The effect sizes for Māori mothers for the PDH intensity, frequency, challenging behaviours 

and parenting tasks were all low, ranging from 0.15 – 0.22 for the start – completion time 

period, however all effect sizes for this group of mothers were moderate to high (0.3– 0.8) for 

the completion to 3-month follow-up period, indicating even more improved coping skills after 

the end of the group. 

Children’s Development  

ASQ-SE results for children of Māori mothers showed a reduction in numbers of children 

reaching clinical cut-off, over time – out to 3 months after the completion of the programme. 

Table 21 

ASQ-SE Scores Reaching Threshold for Māori Children (Extended Study) 

Time point Waitlist Start Post Follow-up 

ASQ-SE above cut-off 7 10 5 3 

ASQ-SE below cut-off 8 12 10 15 

N 15 22 15 18 
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Results for Māori children show that 10 children were in the clinical range at the start of the 

programme, and 3 remained above cut-off at 3-month follow-up. 

 

Figure 4: Proportion of children exceeding ASQ-SE clinical cut-off at four time points. 

Results show all children’s scores reducing over time with Māori mothers reporting continued 

improvement at 3-month follow-up (see Figure 4). 

Table 22 

The Average Scores of Hua Oranga Dimensions for Māori Mothers  

Hua Oranga Dimensions Mean (SD)  

Total Hua Oranga total score 22.93 (7.71)  

Te taha wairua (spiritual dimension) 5.2 (2.88)  

Te taha hinengaro (mental dimension) 5.93 (1.83)  

Te taha tinana (physical dimension) 6.07 (2.28)  

Te taha whānau (family dimension) 5.73 (2.34)  

Māori mothers’ results were slightly higher for all dimensions except te taha wairua, when 

compared with total cohort scores (see Table 22). 

Discussion 

The results for Māori mothers show they benefitted as much as the other half (48%) of the 

mothers – mainly Pacific and few Pākehā mothers who also participated in this study. It is 

important to note although the total numbers are relatively small, this evidence could justify 
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the extension of this programme for Māori mothers in other parts of New Zealand, particularly 

those regions where vulnerable populations are living in adverse conditions. 

Conclusions 

Māori mothers clearly benefit from participation in this programme. Consideration needs to be 

given to make Hoki ki te Rito more available in Aotearoa, New Zealand, by extending the trial 

and robust evaluation. 

Given the advocacy for a father’s programme from many of the mothers attending, and the 

need for Ohomairangi Trust to also advocate for “holistic support” for families requesting 

parenting programmes, or being directed to attend by the courts or child welfare, the inclusion 

of fathers was important to work towards. The next chapter is a systematic review of parenting 

supports for indigenous fathers. 
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Chapter 4: Supporting indigenous fathers  

He mana tō te wahine, he mana tō te tāne 

This whakataukī conveys that mana wahine and mana tāne are of equal worth. Traditionally 

neither role is considered more important than the other. Colonisation challenged this thinking 

and it was supplanted by the notion that the man was “king of the castle.” 

Background 

In this chapter a systematic review is described. Using the Cochrane Collaboration method 

(Higgins et al., 2019), I was interested in finding evidence of effective parenting programmes 

that have been used and evaluated with indigenous fathers. Previous chapters suggest 

indigenous fathers are not parenting as well as they could be. Many face multiple challenges 

and require support in their fathering. An holistic approach to supporting indigenous fathers 

that includes reflecting on and processing past experiences, as well as present circumstances, 

and incorporating individual, family and community responses, could be helpful. This 

systematic literature review focused on gathering evidence on parenting interventions targeted 

at indigenous fathers.  

Understanding fathering. 

Fathers play many roles in the family that impact on their children’s development. This occurs 

directly, for example, through the quality and quantity of their interactions with their children 

while caretaking and playing. New research shows a physiological basis to fathering 

behaviours like stimulative play that is linked to oxytocin, a critical hormone with a role in 

bonding in mammals (Gordon, Zagoory-Sharon, Leckman, & Feldman, 2010; Naber, 

Poslawsky, van Ijzendoorn, van Engeland, & Bakermans-Kranenburg, 2010; Naber, van 

Ijzendoorn, Deschamps, van Engeland, & Bakermans-Kranenburg, 2013). Fathers also have 

an indirect impact through their financial input and social contributions in maintaining marital 

harmony or contributing to conflict within the relationship (Ball, Moselle & Pedersen. 2007). 

Increasingly, international research published over the last 10 years has begun to focus on 

examining the individual effects of fathers’ and mothers’ input to parenting, and the relative 

impact of these inputs (Maxwell, Scourfield, Featherstone, Holland & Tolman,2012). There is 

growing evidence to show that fathers have the potential to positively influence their children’s 

health, social, emotional and academic development, independent from that of the mothers’ 

influence, complementing mothers’ contributions, whether or not they live in the home 



 

 91 

(Cabrera, Fagan, Wight, & Schadler, 2011; Fletcher, 2011; S. Herbert, Harvey, Lugo-Candelas, 

& Breaux, 2013; Lamb & Lewis, 2004; Majdandzic, Moller, de Vente, Bogels, & van den 

Boom, 2014; Pears, Kim, Capaldi, Kerr, & Fisher, 2012; Pougnet, Serbin, Stack, & 

Schwartzman, 2011; Cabrera, Tamis-Le Monda, Bradley, Hofferth, & Lamb, 2000). In the 

context of an increased understanding of the important role fathers play in the development of 

their children, it is also the case that research has highlighted that for some fathers there are 

multiple challenges that might impact on their ability to engage in their role as a father. While 

research on fathers and paternal involvement in parenting in the New Zealand context is 

relatively limited compared to the literature on mothers, there is research examining fathers’ 

involvement with their young children, the type of activities they join in with, as well as their 

general and mental health.  

The longitudinal Dunedin Multidisciplinary Health and Development Study is one significant 

evidence base studying the health, development and wellbeing of a general sample of New 

Zealanders. Beginning in the seventies, participants were studied at birth, 3 years, then every 

2 years until 15 years of age. Since then, assessments have happened at ages 18 years, 21 years, 

26 years, 32 years and 38 years. The next assessments are being carried out currently, at age 

45 years. A parenting sub-study aims to identify the social and family determinants of parenting 

style, and to study continuities and discontinuities in parenting from the parenting experienced 

by the study members themselves. Research from this study has shown that fathers with low 

socioeconomic status, higher unemployment and higher alcohol and marijuana dependence, 

coupled with negative early life experiences, were less involved in the rearing of their own 

children (Jaffee, Caspi, Moffitt, Taylor, & Dickson, 2001). These findings point to individual 

and family-of-origin characteristics that might be targeted in order to delay fatherhood and 

increase levels of paternal involvement. However, given their troubled life histories and poor 

social-psychological adjustment in young adulthood, some absent fathers might have 

difficulties providing positive parenting and partnering unless policy initiatives to promote 

intact families also support young fathers.  

Another longitudinal study of interest began in the Christchurch (New Zealand) urban region 

in mid-1977. The cohort of 1,265 infants, signed up to the study by their mothers, has been 

studied at birth, 4 months, 1 year and annually to age 16 years, and again at ages 18, 21 and 25 

years. Information from a variety of sources has been used, including: parental interviews, 

teacher reports, self-reports, psychometric assessments, and medical and other record data 

(Fergusson & Horwood, 2001; Fergusson, Horwood, Shannon, & Lawton, 1989). This research 
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indicates that, separate from economic disadvantage, Māori have greater exposure to negative 

childhood and related experience when compared to non-Māori (Fanslow et al., 2007; 

Fergusson 1998, Marie, Fergusson & Boden, 2008a, 2008b). Experience of family adversity in 

childhood has also been linked to early parenthood (Coley & Chase-Lansdale, 1998; Quinlivan 

& Condon, 2005, Tan & Quinlivan, 2006). 

The Growing Up in New Zealand study is being conducted with 6,846 children born between 

March 2009 and May 2010, in the Auckland, Counties Manukau and Waikato District Health 

Board catchment areas. The recruitment was via pregnant mothers who registered antenatally, 

and the size and diversity (geographically stratified) of the sample will enable investigation of 

developmental pathways for the whole cohort as well as a range of different ethnic sub-groups. 

The recruitment of the partners/fathers was dependent on mothers supplying the details of 

biological fathers and is therefore not generalisable to all infants born in New Zealand. An 

initial report describing the characteristics of the fathers involved in the study, and how 

involved they are with their young children (aged 6 years for this report), summarises data from 

the 4,121 fathers involved in the study. Ninety-seven percent were biological fathers to the 

children with whom they lived. Seventy-three percent reported they were more involved than 

their own fathers were with themselves, 58% wanted to be more involved than they were at the 

time, with 97% indicating work commitments prevented this. Fourteen percent of fathers 

identified as Māori (compared with 34% of total sample identifying as Māori), 94% were in 

paid employment, and their age ranged between 22–79 years with an average age of 40 years. 

Twenty-five percent of fathers were reported to live in conditions of high deprivation; however, 

88% of the whole sample self-reported excellent health, with 11% disclosing depression, 8% 

anxiety and 1% other mental health conditions. Nearly half of fathers responding (47%) said 

that the way they felt sometimes affected their ability to parent.  

One review of fathers’ programmes and father-inclusive practice in Australia shows “fathers 

matter” and impact the wellbeing of their children (Fletcher, May, St George, Stoke, & Oshan, 

2014). For boys, this encompasses the development of self and their roles as boys and young 

men, including as future fathers. Findings will be summarised later in this chapter. The vast 

majority of these studies, however, represent the experiences of predominantly non-indigenous 

fathers. 

Indigenous fathering. 

Supporting indigenous fathers in their parenting is a relatively underexplored area. As 

presented above, the research is increasingly showing the importance of fathers having a role, 
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and the factors that can impact on this. There is also anecdotal evidence and early reports based 

on early contact with Māori that demonstrate traditional indigenous practices regarding shared 

parenting (see Chapter 1) and highlight the need to include fathers in children’s upbringing. 

Given the above factors and their intersection with the traumatic effects of colonisation 

(Chapter 1), ensuring a thorough understanding of how to support indigenous fathers in their 

parenting is critical in order to develop and deliver parenting programmes for indigenous 

people that take into account cultural and historical contexts. 

Aims 

Initially, the purpose of the literature review was to locate international and New Zealand 

reports on the feasibility, acceptability and efficacy of existing parenting programmes that had 

an explicit intention to influence indigenous fathering. However, no such studies were found. 

Consequently, as outlined below, the criteria for the systematic review was broadened to 

include studies that investigated factors that were important for supporting parenting by 

indigenous fathers.  

Methods  

Inclusion/exclusion criteria. 

Both quantitative and qualitative studies were included in this review if: 

1). They were published in peer reviewed journals and in English; and  

2). They (a) reported results of parenting programmes/interventions with indigenous 

parents/caregivers, or (b) there was a focus on factors relevant to the development of 

parenting programmes/interventions for indigenous fathers (but not indigenous parents 

generally). 

Where studies included both non-indigenous parents and indigenous parents, the studies were 

included if results relevant to indigenous fathers were reported separately. We excluded books, 

theses, reviews and studies that were primarily about mothering or general parenting or were 

not primarily focused on indigenous populations.  

Search strategy. 

In consultation with a senior librarian (AW), a search strategy was developed. Each of three 

electronic databases, EMBASE, MEDLINE, PsycINFO, was searched using this strategy on 
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30 September 2018. The titles, abstracts and index terms were searched using combinations of 

relevant keywords from three categories:  

(1) parenting programmes (parent/family, programme/course, intervention/training, 

skill, incredible years, triple p, pcit, mellow parenting, early start, sure start, flying 

start, strong fathers, strong families); 

(2) indigenous (māori, indigenous, sami, aboriginal, torres strait, american natives, first 

nation, inuit, canadian indian); 

(3) father (fathers, dad, dads, adolescent father).  

Details of the search terms are given in Appendix F. 

The reference lists of all included studies and relevant systematic reviews were also checked 

to identify additional relevant studies. The combined searches were imported into EndNote X7, 

and duplicates removed.  

Selection of studies. 

In Stage 1, two review authors (LD, and another clinician, SH) independently screened the 

titles and abstracts of studies retrieved in the search for inclusion. All studies that appeared to 

be relevant for inclusion, or for which there was not enough information to make a decision, 

were retrieved. The same two review authors then independently screened the full text article 

against the inclusion criteria. Any disagreements were discussed, and consensus was reached.  

Data extraction management.  

A data collection form, which was developed a priori, was used to extract study characteristics 

and outcome data. Two review authors independently extracted study characteristics and 

outcome data, as well as aspects of the methodology that indicated both the strengths and 

weaknesses of the study, from each included study, and compared their results. Any 

disagreement was resolved through discussion. 

Analysis. 

Information about demographic characteristics of the sample and population was extracted. A 

description of the type of study, primary focus, how factors were measured, and the findings, 

and strengths and limitations, were tabulated (see Table 24). The independent clinician (SH) 

and (LD) gathered these, and discrepancies were decided by agreement after reviewing the full 

texts. 
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Results 

Of 67 records retrieved in the search, a total of 41 remained after duplicates were removed. In 

the first stage of screening (based on title and abstract), 30 articles were excluded with 11 full 

text articles retrieved for screening (see Figure 1 for PRISMA flowchart). Based on full text 

screening, a total of four studies were included, meaning a total of 37 studies were excluded 

(see Table 1 for a brief description for reasons for exclusion). See Appendix G for detailed 

reason for exclusion of each study. 

 
Figure 5. PRISMA flow diagram illustrates the study selection. 
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through other sources 

(n = 0) 

Records after duplicates removed 
(n = 41)  
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(n = 37)  

see Appendix C for 
reasons for exclusion 

Full-text articles assessed 
for eligibility 

(n = 4) 

Included studies 
Quantitative n = 2  
Qualitative n = 2 
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Table 23 

Summary of Reasons Studies Did Not Meet Inclusion Criteria  

Number 
of 

studies 

Mothers 
only 

Not 
indigenous 

Not 
parenting 

Not 
about 

practice 

Review Book Thesis Abstract 

37 8 3 17 2 1 4 1 1 

Note: For a more detailed table listing each study giving reason for exclusion see Appendix G. 

Studies included in the review. 

Of the four studies included in this review, none described evaluations of interventions 

specifically for indigenous fathers (see Table 24).  

Two of the four studies were qualitative and focused on indigenous fathers’ roles, transmission 

of roles and their experiences of parenting, identifying the barriers to their involvement in 

parenting, and recommending strategies and approaches for interventions as well as changes at 

policy level. Two studies were quantitative and focused on the relationship between (a) the 

presence/involvement of fathers and their toddlers’ self-regulation competency at 36 months, 

across cultures, as reported by mothers; and (b) fathers’ own childhood abuse and subsequent 

parenting satisfaction and parenting impairment, as well as fathers’ current addictions and 

depression. 

The number of participants in the included studies ranged from 31–1,477. A total of 4,949 

participants included both indigenous and non-indigenous mothers and fathers but reported 

specifically on indigenous fathers, who numbered 1,028 across the studies. Two studies were 

carried out in the USA (40%) and one in Canada (20%) and another in the Northern Territory, 

Australia (20%). Target populations were from at least nine different indigenous populations. 

All studies included members of more than one indigenous group.  

Table 24 

Characteristics of Four Included Studies  

First author/ 
year 

Country Participants Study aim Study design 

Ball (2009) Canada First Nations and 
Métis tribe fathers: 
72 First Nations, 7 
Métis, 1 non- 
indigenous father 
of indigenous 
children 

To explore 
challenges and 
opportunities for 
indigenous 
fathers in Canada 
to be involved in 
the care of their 
children 

Qualitative study 
grounded theory 
based on 
conversational 
interviews 
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First author/ 
year 

Country Participants Study aim Study design 

Bocknek (2014) USA 1,477 indigenous 
mothers reporting 
on fathers’ 
involvement 
 

To study 
relationship 
between 
biological father’s 
presence and 
child’s emotional 
regulation 
development to 
36 months 

Quantitative study 
secondary analysis 
of Early Start 
Research & 
Evaluation Project 
transcripts 
 

Libby (2008) USA 
 

Northern Plains 
and Southwest 
tribes totalling 
895 fathers and 
1,326 mothers 

To examine the 
relationship 
between 
childhood 
physical and 
sexual abuse and 
(a) parenting role 
impairment and 
(b) parenting 
satisfaction 

Quantitative study 
cross-sectional 
cohort study 
American Indian 
Service Utilisation 
& Psychiatric 
Epidemiology 
Risk and 
Protective Factors 
Project 

Reilly (2018) Australia 
 

Three Aboriginal 
and Torres Strait 
Is. communities 
from Lower Gulf 
of Carpentaria 
25 indigenous 
participants: 16 
male, 9 female 
(aged 25–75yrs);  
6 non-indigenous: 
2 male, 4 female 
(40–60yrs) 

Aim to strengthen 
the indigenous 
fathers’ parenting 
role for 
Aboriginal and 
Torres Strait 
Islander 
community, to 
identify barriers 
to and 
opportunities for 
intervention  

Qualitative study, 
thematic analysis 
of discussions 

Methodology and Quality of Included Studies  

Qualitative studies. 

Methods. 
Ball (2009) used a grounded theory approach, with questionnaires and semi-structured 

interviews as the means used to gather the data that were subsequently thematically analysed. 

Similarly, Reilly & Rees (2018) gathered data via “yarning sessions” which is how Aboriginal 

and Torres Strait Islanders refer to sharing knowledge and thoughts verbally.  
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Recruitment. 
After responding to a newspaper notice, researchers (Ball, 2009) partnered with five 

community partners, including two First Nations on reserves, two Aboriginal Head Start 

Programs, and one dads’ group in a small urban centre. One indigenous father was nominated 

by each community to be a paid member of the research team and this individual then facilitated 

recruitment of indigenous fathers along with one non-indigenous father of indigenous children 

(via posters, door-to-door flyers and direct contact), obtained consent, and was responsible for 

data collection. Reilly & Rees (2018) recruited community participants using a non-

probabilistic expert sampling approach, which included a snowballing recruitment process 

where people in researcher networks were approached to participate and/or suggest others who 

might be interested. The methods of recruitment in each of these studies would have attracted 

motivated communities or community members. This factor introduces potential bias as they 

are not representative of all fathers. 

Participants. 
Ball’s (2009) study included 80 fathers who parented at least one child under 7 years of age. 

There were 72 self-identified First Nations fathers, seven Métis fathers, and one non-

indigenous father of indigenous young children. The mean age of fathers was 38 years. In the 

study by Reilly & Rees (2018), participants were from three Aboriginal and Torres Strait 

Islander communities from Lower Gulf of Carpentaria. Twenty-five participants were 

Aboriginal people, 16 male and nine females, and were aged between 25 and 75 years). The 

participants also included six non-Aboriginal stakeholders aged between 40 and 60 years, of 

whom two were male and four were female. These stakeholders included maternal and child 

health workers and men’s group facilitators (Reilly & Rees, 2018).  

Strengths. 
A key strength of both studies was their broad scope with a focus on the wider context of the 

role of indigenous fathers, including on how this role is impacted on from various levels, for 

example, government policies, provider procedures etc. Thus, the issues raised for 

consideration when designing a parenting programme for indigenous fathers included, for 

example, ecological systems theory where everything is connected between micro-, meso-, 

exo- and macro- “systems” (Bronfenbrenner, 1979, 2005).  

Limitations. 
While there are reasonable numbers of participants included in these qualitative studies (25 

and 79 indigenous fathers), generalisability to other populations is limited due to the 
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populations under investigation being largely self-selected and specific to localised 

geographical areas.  

Quantitative studies. 

Methods. 
Bocknek, Brophy-Herb, Fitzgerald, Schiffman, and Vogel (2014) explored the relationship 

between fathers’ involvement in their children’s lives, and emotional regulation competencies 

in the children at age 36 months. Mothers were interviewed about fathers’ involvement in 

parenting their children for this longitudinal study and the Bayley Mental Development Index 

was administered to the children, with a particular focus on the Emotion Regulation rating sub-

scale. Libby, Orton, Beals, Buchwald, and Manson (2008) used face-to-face interviews with 

two First Nations tribes, in a cross-sectional epidemiological study: American Indian Service 

Utilization and Psychiatric Epidemiology Risk and Protective Factors Project (AI-

SUPERPFP). Structured questions probed childhood and adult abuse, family-of-origin 

challenges, lifetime disorders, demographic variables, parenting satisfaction and parenting role 

impairment. 

Recruitment. 
Bocknek et al. (2014) carried out a secondary analysis of mother-report data where mothers 

had reported on father presence, collected from the Early Head Start Research Evaluation 

Project study. Fifty-six percent of the total sample n=1,477, included in this study had reported 

on father presence and were eligible for inclusion in this secondary analysis. Libby et al. (2008) 

used tribal rolls stratified by gender and age, to randomly select participants from Southwest 

and Northern Plains tribes. Letters were sent to invite participation. 

Participants. 
Bocknek et al. (2014) interviewed 1,477 mothers, comprising 42% Caucasian, 40% African 

American and 22% Hispanic and 4% other, including First Nations. There were 895 fathers 

and 1,326 mothers aged between 15 and 57 years from Northern Plains or Southwest, in Libby 

et al.’s (2008) study.  

Strengths. 
Both of the included quantitative studies included significant numbers of indigenous 

populations with 827 mothers interviewed about father involvement, kinship roles, cultural 

responsiveness and factors culturally relevant for indigenous fathering, in Bocknek et al. 

(2014), and 895 randomly selected indigenous fathers interviewed in the study by Libby et al. 

(2008). The breadth of information collected in Libby et al.’s study enabled the testing of 
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relationships between psychiatric disorders, trauma and parenting outcomes, for the first time 

for American Indian fathers. 

Limitations. 
A major weakness of Bocknek et al.’s (2014) study was that only mothers were interviewed 

about father involvement. Had fathers been included we would anticipate the findings would 

be different. Libby et al.’s (2008) study investigated the impact of parents’ own child abuse on 

their later parenting satisfaction and parenting role impairment (female vs male) in two First 

Nations tribal groups. As neither child abuse nor parenting outcomes were the focus of the 

original study, objective standardised measures were not used for measuring maltreatment or 

parenting outcomes, thus producing weaker results (Libby et al., 2008) (see Table 25).
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Table 25 

Factors Relevant to Development of Parenting-Support Programmes for Indigenous Fathers and Comments 

Study Method Relevant factors Findings/Results Implications for future 
programmes 

Critique 

Ball, 2009 

Country: 
British 
Columbia, 
Canada  

 

Approach: Qualitative, grounded 
theory 

Data collected via: Questionnaires 
and conversational semi-structured 
interviews 

Participants (N; Characteristics): 
80 fathers with at least one child 
under 7yrs of age, including 72 
self-identified First Nations fathers, 
7 Métis fathers, and 1 non-
indigenous father of indigenous 
young children. Mean age of 
fathers was 38.  

Recruitment methods: Newspaper 
announcement to which several 
communities and programmes as 
well as individuals responded. 
Researchers partnered with five 
community partners, including two 
First Nations on reserves, two 
Aboriginal Head Start Programs, 
and one dads’ group in small urban 
centres. One indigenous father was 
nominated by each community to 
be a paid member of the research 
team and facilitated recruitment 
(via posters, door-to-door flyers 
and direct contact), consent and 
data collection.  

Study of Canadian 
indigenous fathers’ 
involvement & 
influences on their 
ability to 
successfully care 
for their children.  

Considers the 
regeneration of 
positive father 
involvement in 
sociocultural 
communities where 
the role of fathers 
has been drastically 
diminished. 

 

Transmission of fathering 
has been disrupted by 
colonisation and historical 
trauma over generations, 
remaining a barrier to 
optimum parenting by 
indigenous fathers.  

Fathers reported their own 
lack of positive role 
models contributed to the 
challenges they faced when 
they became fathers. Many 
wanted to increase their 
positive involvement with 
their own children, as well 
as participate in the 
revitalisation of indigenous 
fathers’ roles in “circles of 
care,” “kinship care” or 
“shared care.” 

Found six key ecological 
and psychological issues 
that impact indigenous 
fathers’ experiences of 
fatherhood:  
(1) personal wellbeing 
(2) learning to be a father 
(3) social support 

Addressing past trauma, both 
personal and tribal, would 
need to be considered when 
designing future service 
models  

Community responsivity to 
indigenous fathers, along 
with pro-active strategies at 
multiple levels – legislative, 
policy, services, is indicated 

Programmes/interventions to 
encourage and maintain 
indigenous fathers’ 
involvement need: 
(a) to be culturally 
responsive, and to  
(b) to move away from 
mother-centric supports and 
resources  
(c) long-term investment in 
policy reform and 
programmes to reduce 
structural, personal, social 
and economic barriers to 
indigenous fathers’ 
involvement. 

 

Strengths:  
Holistic approach to 
indigenous fathering role 
that incorporates 
historical/traditional and 
contemporary issues 

Advocates for holistic 
development of 
indigenous parenting 
services for fathers, by 
fathers. 

Limitation:  
Relatively small number 
of fathers interviewed. 

Selection bias as all 
participants responded to 
advertisement recruitment 
therefore highly motivated 
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(4) socioeconomic 
resources 
(5) legislative and policy 
support &  
(6) cultural continuity–
regeneration of indigenous 
fathers’ role is critical. 

Reilly, 
2018 

Country: 
Australia 

Approach: Qualitative, no 
theoretical model described but 
thematic analysis was used. 

Data collected via: Yarning 
sessions. Yarning refers to an 
Aboriginal and Torres Strait 
Islander way of verbally sharing 
knowledge.  

Participants (N; Characteristics):  
25 Aboriginal: 16 male, 9 female 
(aged 25–75yrs) and 6 non-
Aboriginal stakeholders: 2 male, 4 
female (40–60yrs), including 
maternal and child health workers 
and men’s group facilitators. They 
were from 3 Aboriginal and Torres 
Strait Islander communities from 
Lower Gulf of Carpentaria. 

Recruitment methods: recruited 
from a qualitative, non-
probabilistic expert sampling 
approach, which included a 
snowballing recruitment process. 

Enquiry into what 
are:  

(a) the culturally 
appropriate roles 
for men and women 
within their 
community, and  

(b) culturally 
appropriate 
processes to support 
men’s engagement 
in antenatal, early 
childhood, and 
family health care 
services and  

(c) the barriers to 
accessing these 
services?  

How can the 
barriers be 
overcome?  

How can men better 
access resources to 
increase their 
knowledge and 
understanding of 

Indigenous men felt 
unprepared for 
involvement in parenting 
because this was a new 
expectation /role, post-
colonisation.  

They perceived a loss of 
their traditional role of 
passing on knowledge and 
traditional practices.**  

Shame can exist around 
taking on a non-traditional 
“caretaking” role of 
involvement in parenting 
(peer pressure to be a 
“real” man). 

Transgenerational trauma 
leading to gambling, 
alcohol drug and substance 
abuse were identified as 
barriers to engagement in 
parenting. 

Culturally appropriate, 
male-led groups were seen 
as a way to promote 
autonomy, and as an 
opportunity for men to 

Conflict between cultural 
practices, traditional roles 
and modern parenting 
practices need to be 
understood.  

Consequently, there needs to 
be an awareness of potential 
lack of confidence and 
knowledge in how to parent.  

Parenting and child-related 
services should actively 
promote the role of male 
parenting including having 
male staff and leaders, and 
culturally sensitive resources 
should be available with low 
literacy accounted for in 
these resources.  

There is a need to address the 
fact that policy is biased 
towards those who are 
motivated to engage with 
services. 

Strengths: 
Concluded there is not 
enough acknowledgement 
of disempowerment or 
ways of working to 
address this, e.g., via 
empowerment approaches 
that foster community 
action that could be 
further explored and 
implemented. 

Broad scope of study 
included fathers, service 
providers, male and 
female participants. 

Limitations:  
Relatively small number 
of participants (25) 
included 9 females and 
workers as well as 
indigenous parents, so not 
only the voices of 
indigenous fathers. 
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participating in 
their children’s and 
families’ lives? 

choose to participate in 
parenting and take their 
children to places where 
they were accepted and not 
judged. 

Bocknek et 
al., 2014 

Country: 
USA 

Approach: Quantitative; 
longitudinal 

Data collected via: Parent 
interview with self-report data. The 
Bayley Mental Development Index 
was administered to children. The 
Emotion Regulation rating sub-
scale measures a child’s ability to 
change tasks and tests materials, 
negative affect, and frustration with 
tasks during the assessment.  

Participants (N; Characteristics): 
There were data available for 1,477 
mothers and children. Diverse 
population including 42% 
Caucasian, 40% African American, 
22% Hispanic, and 4% other. 
Fathers were, on average, 25.51 
(SD = 6.69, range = 14–52) at the 
time of their child’s birth.  

Recruitment methods: Secondary 
analysis of mother-report data 
where mother had reported on 
father presence collected from the 
EHSREP study. 56% of the total 
sample included in this study had 
reported on father presence and 
were eligible for inclusion in this 
secondary analysis. 

The relationship 
between biological 
father presence and 
emotional/self-
regulation of 
children during 
toddlerhood was 
studied. 

Ongoing biological father 
presence was associated 
with toddlers’ regulatory 
development across 
toddlerhood and predicts 
children’s self-regulation 
abilities at 36 months, and 
was strongest amongst 
Caucasian children when 
compared with African 
American children. 

Hispanic children were 
3.97 times more likely than 
African American children 
and 1.99 times more likely 
than Caucasian children to 
have their fathers 
consistently 
present/involved in their 
upbringing. 

There were no significant 
differences between boys 
and girls.  

Children who received 
Early Head Start 
programming showed a 
more rapid rate of growth 
in self-regulation 
competencies across 

Culturally defined kinship 
roles in parenting indicate 
African American families 
are less vulnerable to father 
absence, further highlighting 
the need for culturally 
responsive and relevant 
approaches to interpreting 
findings, and to supporting 
the development of 
indigenous fathering.  

 

Strengths: 
Large sample of 1,477 
using validated measures 
of emotional regulation in 
children. 

Limitation:  
Reliance solely on 
mother-report. 
Interviewing indigenous 
fathers would have 
strengthened the study. 
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toddlerhood. It is also 
likely that the children in 
Early Head Start 
programmes benefitted 
from targeted initiatives to 
keep fathers 
engaged/present. 

Libby et al., 
2008 

Country: 
USA 

 

Approach: Quantitative, cross-
sectional epidemiological study:  

AI-SUPERPFP Overall response 
rates were 76.8% for the Northern 
Plains and 73.7% for the Southwest 
tribe.  

Data collected via: Face-to-face 
individual structured interviews. 
Structured questions probed 

Childhood and adult abuse, family-
of-origin problems, lifetime 
disorders, demographic variables, 
parenting satisfaction and parenting 
role impairment. 

Participants(N) 
Characteristics): 895 fathers and 
1,326 mothers aged between 15 
and 57 from Southwest and 
Northern Plains tribes.  

Recruitment methods: Each 
population was identified using 
tribal rolls, which were stratified by 
age and gender before random 
sampling. 

Study of the impact 
of parents’ own 
adverse childhood 
experiences (of 
abuse) on their 
subsequent 
parenting 
satisfaction and 
parenting role 
impairment (female 
vs male) in two 
American Indian 
tribes.  

The roles of 
substance-use 
disorders and adult 
depression are 
examined. 

Lifetime substance-use 
disorder, childhood abuse 
and parenting role 
impairment were all 
present together, in both 
the Northern Plains and 
South West tribes.  

Instrumental and perceived 
social support significantly 
enhanced parenting 
satisfaction, and negative 
social support reduced 
parenting satisfaction and 
increased the likelihood of 
parenting role impairment.  

Mothers and fathers did not 
differ significantly in the 
relation of childhood abuse 
experience and later 
parenting outcomes. 

The prevalence of substance-
use disorders and their role as 
mediator of two parenting 
outcomes in the Northern 
Plains should focus special 
attention on substance-use 
treatment, especially amongst 
those experiencing childhood 
abuse. 

Strong effects of social 
support offer avenues for 
interventions to parents.  

Exposure to parental violence 
while growing up had 
devastating effects on 
parenting outcomes.  

Strengths: 
The breadth of 
information collected on 
individuals allowed the 
testing of relationships 
between psychiatric 
disorders, trauma, and 
parenting outcomes, for 
the first time, in American 
Indian fathers. 

Large sample size of 
randomly selected 
participants is strength 

Limitation:  
Neither child abuse nor 
parenting outcomes were 
the focus of the study 
therefore more objective 
standardised measures 
were not used for 
maltreatment or co-
measuring of parenting 
outcomes – weaker 
results. 
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Qualitative findings. 
The findings from the qualitative studies have highlighted that parenting supports have tended 

to be focused on the mother. This focus on the mother has been directed from government 

policy and social service design, as well as from the approaches that professional bodies and 

individual practitioners take in delivering parenting supports. Both of these studies highlighted 

a history of disempowerment of indigenous fathers that needed to be addressed. Six themes 

across indigenous fathers’ accounts, which were considered critical for informing the 

development of the content and process of delivery for parenting programmes for indigenous 

fathers, indicated an inclusive approach to family work, and community and political-

awareness raising for supporting the needs of fathers: 

(1) where mental ill-health and addictions interrupted fathers’ ability to be involved in 

parenting it was important to acknowledge and address past trauma and/or current 

mental health needs such as depression and addictions; 

(2)  transmission of learning how to parent was problematic when the fathers’ own 

father/father figure had been absent or abusive, or the value of traditional father roles 

had been diminished; 

(3)  poverty is a barrier to fathering and the associated shame of not being able to provide 

for their children’s basic needs impacted indigenous fathers’ motivation to stay 

involved with their children. Therefore, it is important to include mechanisms to 

support fathers to find and maintain employment and regular income;  

(4) appropriate social support is important; this may include peer-to-peer father support, 

indigenous fathers leading the parenting programme, and participating in childcare. 

Further, it might include fathers having access to legal support during the process of 

establishing paternity, and decision making on custody and access arrangements; 

(5)  legislative and policy support is essential to redress the impact of colonisation; and  

(6) it is important to reclaim positive practices from the past, linking with elders, traditional 

roles and decolonising content. 

Quantitative findings. 
Of the quantitative studies, findings suggested biological father presence and involvement 

increased emotional regulation throughout toddlerhood up to 36 months (Bocknek et al., 2014). 

Parents’ own abuse and subsequent impairment in carrying out and being satisfied with the 
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parenting role were mediated by perception of and engagement with support systems available 

to the father (Libby et al., 2008). 

Similarities. 

What was common across the qualitative and quantitative studies was that the absence of 

fathers (due to a number of factors that needed to be addressed by service providers) impacted 

on and predicted fathers’ sense of identity, transmission of fathering role, and social and 

emotional competency. The key difference between these studies was that, in the qualitative 

studies, a holistic consideration of the role of indigenous fathers incorporating historical and 

contemporary factors emerged, whereas in the quantitative studies there was attention to the 

causal relationships between variables being considered and parent (parental confidence) and 

child outcomes (emotional regulation) with less consideration of context. 

Discussion 

Key findings. 

These four studies explored the influences on indigenous fathers’ roles and involvement in 

parenting as well as ways to encourage the regeneration of positive father involvement, through 

community and social service education and indigenous fathers’ parenting interventions. The 

studies emphasised the need for addressing past trauma as well as parenting education in 

interventions being designed for indigenous fathers. Also highlighted was the need of service 

providers to be inclusive of fathers, to employ male team members, and to have policies and 

procedures that educated about and advocated for the importance of fathers in their children’s 

lives. These findings fit with the conclusions drawn by Fergusson (2003) on the basis of 

findings from the longitudinal study undertaken in Christchurch, New Zealand, where he 

argued that social programmes and policies addressing the needs of families with many 

adversity factors were more likely to be successful if they took a non-compartmental approach 

that had breadth/depth and flexibility to address the wide range of social, economic, family, 

individual and related factors that contribute to the development of childhood problems. 

(Fergusson, 2003)  

One review of fathers’ programmes and father-inclusive practice in Australia shows fathers 

matter” and impact the wellbeing of their children (Fletcher et al., 2014). Ninety-two 

programmes from 20 countries were found in this systematic search for father-inclusive 

practice in parent-support services. Eleven studies used an RCT design; however, they did not 

separate out mothers’ data nor provide data on fathers’ recruitment, engagement and evaluation 
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for comparison between programmes. For example, one of the included studies in the review 

was a large Australian study of Triple P that recruited 1,610 mothers and 16 fathers; however, 

this difference was overlooked in the results section where successful change in parents was 

reported, using aggregated data. Generally, this review found father–child-relationship-focused 

programmes tended not to address issues of fathers’ violent behaviours (Kaspiew & 

Humphries, 2014), whereas programmes targeting change in men’s violent behaviour tended 

not to include fathering in the topics covered, despite findings that fathers’ desire to be good 

fathers is shown to be a motivator for change in their behaviour (Featherstone & Fraser, 2012; 

Ferguson & Gates, 2015. For boys, this encompasses the development of self and their roles as 

boys and young men, including as future fathers, prompting us to think about intervening early 

in men’s transition to parenthood.  

Limitations and Strengths of the Review 

One key limitation of this review is the small number of studies included. A search of the grey 

literature may have revealed other studies of parenting by indigenous fathers as it may be that 

scientific journals are not the first choice of indigenous practitioners for publication. The dearth 

of studies describing evaluations of interventions for indigenous fathers indicates a significant 

gap in addressing the needs of minority and marginalised populations. Therefore, this review 

is a significant addition to the field, highlighting the lack of published research in an area that 

demands attention given the adversity and multiple challenges faced by indigenous fathers who 

are parents. The review has provided a direction of travel for those who want to develop, 

implement and evaluate programmes to support these indigenous fathers and represents “a call 

to action” that requires urgent action. 

Implications 

The findings from these four studies highlight the need to ensure that parenting programmes 

are developed and implemented to support indigenous fathers and provide guidance on what 

factors should be considered when developing such programmes. Given the importance of 

fathers to the long-term outcomes for children, parenting programmes for indigenous fathers 

are urgently required. These programmes should have a holistic approach to parenting and 

highlight the role that fathers have in parenting and include fathers as participants in the 

programme, ensuring that their specific needs are addressed in both the way in which the 

programme is delivered and in the content that is delivered. Programmes need to balance 
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traditional and contemporary expectations of indigenous fathers in their parenting role. To 

ensure indigenous fathers’ participation in such parenting programmes, the historical and 

sociocultural contexts of these fathers must be considered and addressed.  

Finally, developing service models that are inclusive of men, that link programmes, provider 

development and community awareness, is critical for indigenous fathers’ participation and 

development. Acquisition of knowledge, skills and understanding, together with feelings of 

acceptance and support from facilitators and other parents in the parenting groups, are likely 

to motivate fathers to take up effective parenting roles.  

Conclusions 

To my knowledge, no review or meta-analysis addressing the benefits of parent programmes 

specifically for indigenous fathers has been carried out before.  

Overall, the results of this review highlight some key barriers to involvement in parenting for 

indigenous fathers. They provide insight into the challenges to the development of appropriate 

ecologically based parenting programmes within social service models that are embedded in 

communities and that are inclusive of indigenous fathers and their cultural contexts. 

I have identified a significant gap not only in practices to enhance indigenous fathers’ 

involvement in their children’s lives, but also in the development and delivery of parenting 

programme support to indigenous fathers. Designing an appropriate parenting-support 

programme to encourage, motivate and reclaim healthy roles for indigenous fathers’ 

involvement in their children’s lives, then evaluating it, is an important step forward. The 

next chapter outlines the adaptation of the Mellow Parenting programme for indigenous 

fathers.   
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Chapter 5: Methodology 

Kei tūā o tāwauwau te rā e whiti ana 

Kaupapa Māori guides method 

Kaupapa Māori research is a social project –  

it weaves in and out of Māori cultural beliefs, values, western ways of knowing Māori 

histories and experiences of colonialism and western forms of education, Māori 

aspirations and socioeconomic needs and western economies and global politics. (L. 

Smith, 1999, p. 208) 

Introduction 

In Chapter 1, the state of Māori parenting in NZ was discussed. The need for more appropriate 

support for disadvantaged Māori parents was recognised. Furthermore, the impact of 

colonisation on traditional Māori community structures that supported the raising of children 

was investigated, along with parenting programmes on offer in New Zealand. The need for a 

Kaupapa Māori approach to this research, aiming to address issues impacting Māori and ensure 

benefits leading to transformative change, was also signalled and will be elaborated here.  

The review of parenting programmes in New Zealand, in Chapter 2, identified gaps in service 

provision for Māori whānau. The Mellow Parenting programme was identified as offering a 

possibility to meet the need for future improved whānau wellbeing. My role in the pilot and 

extended study of an adapted Mellow Parenting programme, Hoki ki te Rito (Chapter 3) was 

to collaborate with the research team at the Werry Centre, the Board of Ohomairangi Trust and 

the parents who piloted questionnaires and focus group questions, and to liaise with experts in 

the area, including kaumatua who worked with whānau support approaches, in both community 

and academic contexts. This was to assist with development of a Kaupapa Māori approach to 

evaluation, and adaptation of the programme for Māori mothers.  

With strong advocacy for a Māori fathers’ programme from participating mothers and 

facilitators, a systematic review, focused on interventions for indigenous fathers, was 

completed and reported in Chapter 4. The aim was to learn from others’ experiences on which 

our adaptation of Mellow Dads might build; however, the paucity of published results 

prompted us to adapt Mellow Dads for Māori fathers in New Zealand. 
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Methodological Issues 

The Alaskan Yupiaq scholars George P. Charles Kanaqluk and Oscar Kawagley have shown 

in their studies that “theoretical,” “ready-to-use” methods must be reconsidered and re-worked 

in indigenous research; researchers should start from indigenous ethical protocols, in order to 

develop methods that will suit the local culture (Kanaqluk, 2001; Kawagley 1995 cited in 

Porsanger, 2004).  

In this chapter, the Kaupapa Māori methodological processes used in this research will be 

described. As favourable study outcomes could result in ongoing funding support for the 

programme, methods that ensured the needs of the researched, indigenous/Māori whānau, both 

parents and children, were met, and appropriate tools for data collection and analysis were 

prioritised. 

Kaupapa Māori methodology. 
What is Kaupapa Māori methodology and why is it important? 
Linda Smith (1996) reminds us that Kaupapa Māori research is a theory and an analysis of the 

context of the research which involves Māori, and of the approaches to research with, by and 

for Māori. It does not exclude the use of a range of methods but rather demands the critique of 

methods in relation to cultural sensitivity, and cross-cultural reliability, producing authentic 

and useful outcomes for Māori. Kaupapa Māori research is about thinking critically, including 

a critique of Western constructions and definitions of Māori where required, and affirming the 

importance of Māori self-definitions and self-valuations. MacFarlane, Glynn, Grace, Penetito, 

and Bateman (2008) use the metaphor of braided rivers to describe the utility of integrating 

Kaupapa Māori and Western paradigms in relation to research with Māori.  

Other indigenous researchers agree. Lester-Irabinna Rigney (1999), member of the Narungga 

Nation, Australia, states that indigenous peoples’ interests, knowledge and experiences must 

be at the centre of research methodologies and construction of knowledge about indigenous 

peoples. He adds that indigenous approaches to research on indigenous issues are not meant to 

compete with, or replace, the Western research paradigm, but rather to challenge and critique 

it and contribute to the body of knowledge of indigenous peoples about ourselves and for 

ourselves and for our own needs as peoples, rather than as objects of investigation.  

It is important to resist marginalisation and reinforce that being Māori is the norm for Māori, 

we are not the “other”; our worldview is as valid as another’s worldview; and implicit within 

Smith’s framework, are solutions to our “challenges.” As an indigenous person conducting 
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research with Māori, consideration needed to be given to defining the indigenous agenda, 

recognising the power relations inherent in research and answering the following questions 

suggested by Linda Smith (1999).  

Whose research is this?  

Who owns it?  

Whose interests does it serve?  

Who will benefit from it?  

Who has designed its questions and framed its scope?  

Who will carry it out?  

Who will write it up?  

How will the results be disseminated?  

All of the above questions, which are crucial for indigenous methodologies, are based on the 

principles of respect, reciprocity and feedback. 

It is important to consider who the stakeholders are. Alongside Māori children, parents and 

whānau, who are the stakeholders in these studies? Māori communities, Māori providers, 

Māori researchers, indigenous researchers, funders, government agencies, tertiary institutes, 

Treasury, and economists, could all be said to have an interest in this project and need to be 

interested in these studies, the methods of inquiry, and the outcomes.  

For these key stakeholders several questions must be considered: “what outcomes will be 

useful and why?” and “how will they be measured in ways that resonate with the researched?” 

It is important to consider whether the intervention will result in positive transformation for 

Māori parents, their children and wider whānau.  

Kaupapa Māori methodology makes room for empirical methods. A positivistic piece of 

research in the service of a Kaupapa Māori framework can be carried out by Māori researchers 

when the questions being asked, the “issue” being addressed and the data being collected, have 

all been discussed and agreement has been reached between researchers, providers and the 

researched. 

Who was involved in the process for ensuring methods and tools were appropriate? 
In carefully considering what constitutes effective parenting and how the components of Hoki 

ki te Rito/Mellow Parenting, and Hoki ki te Rito-Oranga Whānau parenting programmes could 

be measured robustly, both indigenous methodologies and empirical methods were debated and 

included by the Māori research and delivery teams as well as Māori parents trialling measures.  
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The question was asked: “Is the approach ethical with respect to the indigenous Māori 

community, both the researched and researchers?” Russell Bishop’s (2008) warning that often 

there is a social pathology approach that dominates research on Māori and with Māori was 

considered. This resulted in the inclusion of parents’ and facilitators’ narratives, collected via 

focus groups, being recorded and thematically analysed using G. Smith’s Kaupapa Māori 

framework. 

Trials of the questionnaires showed parents were open to the content of the questionnaires, and 

they reported they wanted to “tell their story in whatever way it would be heard,” so people 

could begin to understand what parenting was like for them. General wellbeing, a parent coping 

scale and a post-group Māori wellbeing scale were all piloted along with children’s measures 

for social and emotional wellbeing, and the strengths and difficulties questionnaire for 

behaviour needs. 

Positive discussions took place with Dr Hone Kaa regarding the taking of videos at mealtime, 

coding of interactions observed, and feedback from Māori parents who trialled watching the 

videos with the team. His comments highlighted the fact that Māori providers were negotiating 

with Māori whānau to do the filming in whānau homes. The intention was to use video clips to 

identify strengths primarily, but also address areas that could be improved, as part of the 

parenting sessions.  

Further discussions with other kaumatua around the coding of mealtime videos agreed this 

would be a useful means of measuring communication, reciprocity, responsiveness and support 

the parents might show their child in this context, as well as showing observable behaviour 

change in both, over time. It provided the context for discussing one’s own responses and 

emotions during the meal, thereby gaining answers to questions considered relevant to both the 

Māori researched and researchers. As these were perceived as worthy goals for this process, 

videos of mealtimes were also taken at the end of the programme to be used as a post-group 

measure.  

Consequently, a mixed-methods approach was decided upon with both quantitative and 

qualitative data being collected, and a community-up approach was used to define researcher 

conduct (L. Smith, 2006) with an overarching framework (see Table 26). The values adhered 

to in the research process are tabulated with an additional column for Hoki ki te rito-Oranga 

Whānau methodology, with whakataukī grounding the research in the teachings of tupuna. 
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Table 26 

Hoki ki te Rito-Oranga Whānau: Kaupapa Māori Methodology Matrix 

Cultural values 
(L. Smith, 
1999) 

Researcher Guideline (Cram, 2001) Hoki ki te Rito –Oranga Whānau methodology Whakataukī  

Aroha ki te 
tangata 

A respect for people; parents decide, once fully 
informed, whether they will engage, and on what 
terms they will engage. 

Full information given on initial interviews with 
parents. 

Facilitation and research team debriefs and hui. 

Regular supervision 

Advisory group hui. 

Ka ora pea i a 
koe, ka ora koe I 
au. 

He mana too te 
wahine, he mana 
too te tāne. 

Titiro, 
whakarongo 

korero 

Face-to-face contact with Māori providers who refer 
whānau for the programme. 

Face-to-face hui with parents as they make their 

decision re participating. 

Ohomairangi team develops relationships with 
whānau, community, kanohi ki te kanohi. 

Feeding back results to parents, parenting networks 

as they arise: 

Whānau, hapū iwi relationships maintained. 

He kanohi kitea 
– the seen face.  

Manaaki ki te 

tangata – ako 

Generosity as host. 

Looking after parents' needs – transport, kai, and 
childcare. 

Processes promote trust. 

Collaborative approach to research and sharing 
information with care. 

Relationship reciprocity – researcher is learner, 
results shared as programme progresses closure of 
research but not the relationship. 

Checking in with parents each week as they arrive. 

Phone call to those unable to attend for any reason 
to maintain contact.  

Support for children if required; medical, dietary 
needs.… 

Koha, tohu for participants. 

Data analysis checked with participants, feedback 
for comment. 

Summary compiled for feedback to participants. 

He aroha 

whakato, he 
aroha puta mai. 
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Inclusive meeting practices. 

Callbacks of different Hoki groups to facilitate 
“community” of participants. 

Kia tupato Caution to researchers to be conscious of 

insider/outsider status. 

Paramountcy of the child when considering 
disclosures; parents always consulted regarding 
future steps. 

Relationships with key stakeholders maintained. 

Close monitoring of professional development 
needs of research team. 

Maintain collaborative working relationships with 

delivery and research team.  

Maintain own whānau hapū and iwi links and 
support. 

He tapu te 

tangata ahakoa 
ko wai. 

Kaua e takahia 

te mana o te 
tangata 

Care not to trample on the mana or dignity of anyone. 

Acknowledgement that all Māori have had different 
experiences of government structures and policies. 

Respectful interactions between “team” that model 
aspirations. 

Awareness of important cultural practices and 
abiding by them. 

Sensitivity to “expert” model. 

Recognise the strengths and skills of others. 

Acceptance of diversity amongst all involved in the 
project. 

Flexibility to adjust expectations according to 
needs, comfort levels of whānau members. 

Encouragement of self-reflection, insight 
development and participant-led problem solving. 

Ka rongo i te ia 

o te aroha, he 
ngakau māhaki 

Kaua e mahaki Knowledge sharing in ways that empower. Ensure “ako” is practised – facilitators and 

participants are both learners and teachers together, 
in the process. 

Mahia i runga i 

te rangimarie me 
te ngākau 
māhaki 
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Developing the evaluation model, including outcome measures for the pilot and extended 

study, was work that included the team from the Werry Centre, kaumatua, Māori advisers, 

Māori parents, researchers and providers. The methodology for the study that included fathers 

in the intervention, where I was the primary investigator (PI), built upon prior work from the 

previous two studies where a Kaupapa Māori approach had been used. We debated the pros 

and cons of using a randomised controlled trial for HKTR-OW. However, the whānau enrolling 

for this programme needed the intensive level of support this programme provided, at the 

earliest opportunity, and a stepped-wedge design using data from the mothers and fathers 

waiting for the next group, as a waitlist control, was agreed. This aspect of the design ensures 

all participants receive the programme that best meets their needs, in a timely manner. They 

may have addictions for which they are receiving support, or other complex issues, and it was 

considered unethical to assign parents randomly to any other intervention.  

Ohomairangi Trust Board had an advisory role, as a stepped-wedge, mixed-methods approach 

was agreed for HKTR-OW.  

Outline the methods and ways of implementing methods that make them Kaupapa Māori. 
The Hoki ki te Rito programme was developed specifically for Māori parents in Aotearoa New 

Zealand. Like Kaupapa Māori theory, the HKTR and HKTR-OW development acknowledges 

the unique nature of Māori knowledge and ways of learning.  

In discussing this theory, its significance as a political force, and tool for education, cannot be 

overlooked. Pihama (1993) summarises that: 

Kaupapa Māori theory is a politicizing agent that acts as a counter-hegemonic force to 

promote the conscientisation of Māori people, through a process of critiquing Pakeha 

definitions and constructions of Māori people, and asserting explicitly the validation 

and legitimization of Te Reo Māori and Tikanga. 

A Kaupapa Māori approach informs all aspects of this work through, specifically for this thesis, 

the application of the six elements articulated by Graham Smith (1997) as follows: 

(a) By exercising tino rangatiratanga and maintaining a Māori worldview in relation to the 

scope of the methodology, as part of reclaiming how Māori are represented in research.  

(b) Through enacting the taonga tuku iho principle which encourages the protection of 

Māori tikanga and its use as a legitimate means of making connections and building 

authentic relationships with whānau we work with. It is our responsibility to integrate 
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tikanga Māori and include mātauranga Māori into our content and process from the 

inception of work with Māori. 

(c) By using preferred ways of transmitting knowledge – through hui, wānanga, guided 

conversations – as happens in the Hoki kit e Rito-Oranga Whānau programme, and 

adhering to preferred Māori pedagogy – the practice of ako – where participants take 

on both roles as learners, and “teachers,” in this group work.  

(d) The programme addresses barriers to participation with transport, food and childcare 

included in the intervention, thus mediating some of the socioeconomic issues 

experienced by whānau daily. This provides a nurturing experience for parents through 

manākitanga (kia piki ake nga raruraru o te kāinga). 

(e) The extended family structure principle, whānau, and whakawhanaungatanga, 

strengthens the notion of collective responsibility – mothers from the pilot viewed 

facilitators as “aunties” – “during the programme we became whānau,” we all ate 

together, shared our life stories and engaged with problem solving for each other as 

whānau often do. Discussions focused on repairing and maintaining whānau structures 

where they had been ruptured, as part of building respectful relationships, a key goal of 

the intervention. 

(f) Kaupapa – collective philosophy principle provides cohesion within the group and 

expands the scope to include Māori aspirations to political, social, economic and 

cultural wellbeing. 

I used these principles in semi-structured focus group interviews with mothers and fathers, in 

the second to last week of the programme, in my role as PI. A phenomenological approach was 

used to understand the experiences of the parents as they participated in the focus group 

sessions, then reflected on what that lived experience was like for them, what they took from 

the programme discussions, how they felt when asked to recall their experiences of being 

parented, what they found useful, surprising, and hard to think about. They were asked to 

consider why they might refer other parents to this programme, in terms of both content 

covered and the process used, using open-ended questions  (see focus group questions, 

Appendix F). The parents were co-researchers and suggested adjustments that may improve 

outcomes for parents who enrolled in the programme in the future. Phenomenology evolved in 

the West as part of interpretative scholarship and acknowledges there is no one or correct or 

superior model of inquiry to discover or ascertain the truth or true meaning of something (van 
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Manen, 1997). As such, it resonates with ways of knowing, of those who are marginalised, and 

provides an opportunity to inform research practice in the field of indigenous knowledge and 

“to research specific socio-cultural life worlds” (Eberle, 2014, p. 195). Interviews were audio 

recorded and transcribed and a thematic analysis (Thomas, 2006) was carried out using a 

Kaupapa Māori framework to capture parent voices of their reflections on their experiences of 

Hoki ki te Rito-Oranga Whānau. A colleague  and I co-coded the transcripts using Graham 

Smith’s  Kaupapa Māori framework 

(1) Tino Rangatiratanga: The self-determination principle 

Tino rangatiratanga translates literally to mean paramount chieftainship. Its relevance to the 

present study is that it refers to one’s ability to live and behave in ways that are culturally 

appropriate and healthy: “having meaningful control over one’s life and well-being” (Penehira, 

Cram, & Pipi, 2003). This includes responsible parenting, and developing the type of family 

environment that is most fitting, and provides circumstances for optimum family wellbeing. 

(2) Taonga Tuku Iho: The cultural aspirations principle. 

This principle refers to the unique aspects of Māori knowledge such as: te reo (the language), 

matauranga (knowledge), tikanga (protocols), and āhuatanga (ways of doing or being). It takes 

for granted the legitimacy of being Māori, Māori pedagogy.  

(3) Kia piki ake i ngā raruraru o te kāinga: The socioeconomic mediation principle. 

The socioeconomic mediation principle addresses the social and economic disadvantages that 

many Māori face as a result of colonisation. The potential to overcome these disadvantages 

through processes of decolonisation can become part of education and health practices and is 

built into the group process of this programme.  

(4) Whānau: The extended family structure principle. 

Whānau and whānaungatanga are concepts perceived by many as the cornerstones of being 

Māori. This principle is about collectivism and communal notions of family and of family 

responsibilities. Sadly, today, this can be missing for many parents who find themselves 

isolated and struggling to raise their children with few resources, be it material or social-

emotional support. However, more and more individuals are realising that whānau and 

whānaungatanga can be extended beyond familial or genealogical ties to include other 

groupings from which support might be drawn as well as returned. Such groups might include 

kohanga reo-based whānau, parenting groups, sports clubs or other “whānau who share an 

interest.”  
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(5) Kaupapa: The collective philosophy principle. 

Kaupapa generally stands for what is central or the purpose of the work. It is about people’s 

shared vision and commitment to creating and/or sustaining a given development. HKTR 

provided a shared kaupapa for participants who, through their involvement with the 

programme, became a part of its ongoing development.  

(6) Ako: The culturally preferred pedagogy principle. 

This principle refers to Māori ways of teaching and learning. Interestingly, there is just one 

word, ako, in the Māori language that is used for both teaching and learning. It provides the 

opportunity for sharing one’s own experiences and knowledge for the benefit of others while 

gaining from others’ shared examples. The interaction style encouraged in Hoki ki te Rito-

Oranga Whānau aligns well with this principle. “Kei tūā o tāwauwau te rā e whiti ana.” 

Outline the measurement tools agreed on in this process and any way they were adapted for 
Māori responsiveness.  

General Health Questionnaire (GHQ‐30) (Goldberg, 1978). 

GHQ‐30 is a self‐administered scale used to detect current, diagnosable psychiatric disorders 

and focusses on one’s inability to carry out normal functions and identifies new and distressing 

phenomena in the general population and within community or non‐psychiatric clinical 

settings. It assesses the participant’s current state and asks if that differs from his/her usual 

state (an example of a GHQ item is “have you been able to concentrate on whatever you’re 

doing?” and the responses include “better than usual,” “same as usual,” “less than usual” and 

“much less than usual”) and is therefore sensitive to the detection of short‐term psychiatric 

disorders. In these studies, the GHQ‐30 was used. It is the most widely validated version of 

GHQ. A modified Likert scoring method (0 1 2) was used for scoring the GHQ‐30, where 

higher scores indicate poorer general health. There is no agreement in the literature on the 

threshold on GHQ‐30 and administrators are advised to alter the cutting point depending on 

the expected prevalence of disorder and according to the purpose of the study (McDowell & 

Newell, 1987). 

The GHQ-30 is a thoroughly validated measure, has been used in many different countries and 

has been translated into 38 languages; a reliability study carried out with 6,317 community 

members aged from 18–98 years, showed a high degree of consistency of the factor structure, 

identifying five distinct factors corresponding to anxiety, feelings of incompetence, depression, 

difficulty in coping, and social dysfunction. This measure was used as the primary outcome, 

having been used in a number of evaluations of parenting programmes Education and Skills 
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Training Program for Parents of Young Children with Autism,  Tonge et al, 2006; Incredible 

Years   Roberts, D.  2012; Incredible Years, Evans et al, 2015; Incredible Years Autism, 

Roberts, D & Pickering, N. 2010) as a measure of maternal mental health.  , The GHQ has also 

been used with Māori in a PhD study into Māori suicidality (Coupe, 2005) and in other studies 

with Māori researching the nature and prevalence of psychological problems in New Zealand 

primary healthcare, which revealed where 1 in 10 Māori patients was diagnosed with 

depressive, anxiety and substance-use disorders by their GPs, 1 in 3 of these patients was, in 

fact, diagnosed with a mental health disorder using the GHQ to screen (MaGPIe Research 

Group , Arroll et al, 2009 ). 

A number of secondary outcome measures consisted of standardised measures of parental 

coping, child development & behaviour and a Māori‐specific health post-intervention measure. 

Parenting Daily Hassles (PDH) (Crnic & Greenberg, 1990). 

PDH is a self‐administered 20-item scale used to assess the frequency and intensity/impact of 

experiences that can be a daily hassle to parents. It is often used in research to monitor change 

during evaluations of parenting programmes for families who have major difficulties raising 

young children. The developers of the scale found minor parenting stresses had significant 

potential to influence finer social processes within parent–child relationships and contribute to 

unhealthy family functioning/interaction (Crnic & Greenberg, 1990) more so than major life 

events. Kanner, Coyne, Schaefer, & Lazarus (1980), concluded that the measurement of daily 

hassles may be a better prediction of adaptational outcomes than the usual life-events approach. 

This measure was developed from a sample of only 74 mothers, 85% of whom were Caucasian, 

and the children were all 5 years old. The authors’ internal consistency alpha scores were 0.81–

0.90 with subsequent studies by others reporting alphas of 0.81–0.87, with both authors and 

subsequent studies also finding exemplary convergent validity. 

The scale provides a frequency score (range from 0 to 80) and intensity score (range from 0 to 

100). The frequency scale is scored: “never”=0, “rarely”=1,“sometimes”=2, “a lot”=3, and 

“constantly”=4. The intensity scale is scored by adding the parent’s rating of 1–5 for each item, 

where 5 represents the highest intensity of hassle, while 1 represents the lowest intensity of 

hassle. There is no cut-off for any of the scales but total scores above 50 on the frequency scale, 

or above 70 on the intensity scale, indicate on the one hand a high frequency of potentially 

hassling happenings, and on the other hand that the parent is experiencing significant pressure 

over parenting.  
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Additionally, there are two subscales within the intensity scale: the challenging behaviour 

(range 0 to 35) and the parenting tasks (range 0 to 40) scores. The total score on the challenging 

behaviour and parenting tasks scales may be useful in indicating how the parent/caregiver sees 

the situation, whether difficulties lie in the troublesome behaviour of the children, or the burden 

of meeting the “expected” or “legitimate” needs of the children. The sub‐scores may also be 

useful in monitoring change. 

Ages and Stages Questionnaire socio-emotional (ASQ-SE) screener (Squires, Bricker 

& Twombly., 2002). 

Psychometric studies on the ASQ-SE were carried out on 3,014 completed questionnaires, and 

validity studies were conducted using 1,041 children. The sample included more children of 

mixed ethnicity than evident in the census data, and Caucasian children were under represented 

by 10%. The sample also included a higher percentage of well-educated mothers and low-

income families than in the general population. 

An overall alpha of 0.82 was achieved for internal consistency (.70 alpha indicates an adequate 

score). Test–retest reliability of 94% was measured as the agreement between two scores on 

questionnaires completed by 367 parents 1–3 weeks apart. Overall sensitivity across 

developmental ages was 78% and overall specificity was 94%, meaning correct identification 

of children developing typically was higher than sensitivity to atypical social-emotional 

development. 

The ASQ-SE was completed for all children by their parent/s. The ASQ-SE typically consists 

of 30 questions which assist in determining a young child's progress in each developmental 

area and whether there are any developmental delays (an example of an ASQ-SE item for 

children aged 21 through 26 months is “Is your child’s body relaxed?” and the response is 

scored: “most of the time”=0, “sometimes”=5, “rarely or never”=10 and “check if this is a 

concern”=5). This measure comes in a number of developmentally appropriate versions for 

children aged 2 months to 5 years. High scores indicate a potential problem or a risk of a social‐

emotional issue, whereas low scores indicate no problem for children’s social‐emotional 

competence. Each age version of ASQ-SE has its own developmentally appropriate norms and 

cut‐off points. 

Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997). 

This questionnaire is a brief measure of prosocial and behaviour difficulties faced by 3–16-

year-olds, usually completed by parents, teachers or youths. 
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The psychometrics properties of the SDQ have been determined from a national British sample 

of 10,438, 5–15-year-olds where 96% parents, 70% teachers and 91% of the 11–15-year-olds 

completed the forms. All children were assigned DSM-IV diagnoses based on a clinical review 

of detailed interview measures. Reliability was found to be satisfactory when assessed on 

internal consistency (mean Cronbach a:73); cross-informant correlation (mean: 0.34), or retest 

stability after 4–6 months (mean: 0.62). SDQ scores above 90th percentile predicted 

substantially raised probability of independently diagnosed psychiatric disorders with mean 

odds ratio: 15.7 for parent scales, 15.2 teacher scales and 6.2 for youth scales, indicating 

reliability and validity make SDQ a useful behavioural screening measure which was filled in 

for children aged 3 years and over, by their parent/s. This questionnaire considers 

psychological attributes such as emotional symptoms, conduct problems, 

hyperactivity/inattention, peer relationship problems and prosocial behaviour (an example of 

an item is: “is the child considerate of other people’s feelings?” and the responses include “not 

true” = 0, “somewhat true”=1 and “certainly true”=2). This scale was completed only for 

children aged 3 and 4 years of age as there is no developmentally appropriate version for 

younger children.  

The 25 items of SDQ comprise 5 scales which measure children’s emotional symptoms, 

conduct problems, hyperactivity, peer relationships and prosocial behaviour. Total difficulties 

score is generated by summing the scores from all the scales except the prosocial scale. The 

range of the total difficulties score is 0–40. In general, scores of 17 or above in the total 

difficulties scale suggest likely cases with mental health conditions. On the contrary, the 

possible prosocial behaviour score is between 0 to 10 and the scores of 4 or below indicate 

problems in prosocial behaviours. 

Hua Oranga (Kingi 2002). 

This measure of improvement of Māori mental health is based on a holistic Māori worldview 

with five primary principles: wellness (subjective wellness and quality social functioning), 

cultural integrity (where Māori norms are considered when defining outcomes), specificity 

(precise measure of targeted outcome), relevance (usefulness to the target population) and 

applicability (a practical and manageable tool) (Kingi & Durie, 2000). It has been criticised for 

its lack of psychometric properties. Kingi has responded that Hua Oranga was intended be used 

in conjunction with other measures, with the purpose to measure wellbeing of Māori, as 

opposed to pathology (Kingi, 2002). In 2000, a team of Te Rau Matatini, Auckland and Massey 
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university researchers established the validity of Hua Oranga, using the tool with five Bay of 

Plenty Māori mental health and social service providers. (McClintock, Mellsop & Kingi, 2011).  

In 2012, Matire Harwood reported that her study of Hua Oranga with 172 Māori and Pacific 

participants recovering from strokes, found adequate psychometric properties. 

Hua Oranga is a self‐administered Māori measure of mental health outcome, based on the Te 

Whare Tapa Wha holistic model of wellbeing. The measure collects information on the te taha 

wairua (spiritual dimension), taha hinengaro (mental dimension), te taha tinana (physical 

dimension) and te taha whānau (family dimension). Hua Oranga is comprised of 16 questions 

on a scale from 2 to ‐2 with 2 being “much more” and -2 “much less” (total score ranges from 

-32 to 32 with higher scores indicating a greater satisfaction with treatment /intervention). Te 

Kani Kingi (author) gave permission to use a modified version to reflect the respondents’ 

participation in a parenting programme for this study, instead of a health intervention. (See 

Appendix D for copy of Hua Oranga) 

Measuring parent–child interactions – Video coding. 

In the pilot planning, the videoed interaction between the parent and child, was intended to be 

the primary outcome measure. The videos were to be taken during a routine activity such as a 

mealtime, an activity that happens every day at least two to three times and is not optional (like 

playing). The purpose of the video was to capture a naturalistic parenting situation and the 

parent–child interactions during this activity. The videos were to be filmed during a home visit 

by Ohomairangi staff at the parent’s choice of time: breakfast, lunch or dinner. The video 

started as the meal began and finished when the child indicated they had finished eating. The 

parents were asked to make the mealtime as typical as possible (not prepare special food, or 

exclude people who usually participated in the meal) and the camera operator was not to engage 

in the meal or conversation with family members. Some videos lasted only a few minutes, 

while others were up to 25 minutes long. Once recorded, a copy of the video was retained for 

a clip of their choice, to be used by participants to share with the parent group during the 

parenting section of each afternoon, to seek feedback and comments. A further copy was to be 

sent to the Mellow Parenting team in Scotland for coding blind, using the Mellow Parenting 

Observation System (MPOS). The MPOS was originally developed for families where there 

were severe parent–child relationship problems and around 25% of participating families had 

a child on the Child Protection Register in the UK. 
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MPOS coding procedure. 

The quality of relationship between the mother/father and the child in the videos was evaluated 

using the MPOS. Using event recording of mother–child and father–child interactions, a 

measure of total positive and total negative interactions is derived. Six categories of 

interactions counted are: anticipation of child’s needs, autonomy, co-operation, 

responsiveness, containment of child’s distress and control/conflict. For example, in the 

responsiveness domain, examples of negative parenting include behaviours such as emotional 

inconsistency, negative affect or criticism. Positive behaviours in this domain include mutual 

positive affect and maternal/paternal affectionate touch. The scores from each category were 

summed to provide an overall total for both positive and negative interactions. Dividing by the 

total length of each video gave the rates of positive and negative interactions in counts per 

minute, which were used as measurements of overall parenting interactions. A number of 

studies have used the MPOS (Pritchett et al., 2013; Puckering, 2014; Robertson, Puckering, 

Parkinson, Corlett, & Wright, 2011; Thompson et al., 2014; Wilson et al., 2010). 

Summary 

All three studies included in this thesis operationalised a Kaupapa Māori approach to the 

research into the impact of this parenting intervention for Māori mothers and fathers. The final 

study, which included fathers, was my original contribution to this field, and the pilot and 

extended studies were important parts of the whakapapa of Hoki ki te Rito-Oranga Whānau to 

include as examples of a culturally responsive, developmental process that was used to 

carefully respond to a need for an approach to parenting support conducive to indigenous 

experience. 

Pilot – Hoki ki te Rito/Mellow Parenting (Chapter 3). 

I facilitated the pilot of Hoki ki te Rito (HKTR) with a colleague from Ohomairangi Trust; it 

consisted of two groups of mothers and children, for 1 day per week for 14 weeks. The 

evaluation was carried out by the Werry Centre team after discussion about methodology. The 

funder, CMDHB, was keen to further test the HKTR/MP programme so a second provider was 

contracted to also deliver the programme for the following extended study.  

Hoki ki te Rito/Mellow Parenting –extended study (Chapter 3). 

This extended study involved two community providers, the Ohomairangi Trust and the 

Anglican Trust for Women and Children (ATWC), facilitating Hoki ki te Rito/Mellow 

Parenting (HKTR/MP) for mothers from the region served by CMDHB. A total of seven groups 
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of mothers completed the programme. I did not facilitate any groups, but assisted the Werry 

Centre research team, gathering and entering data. I carried out a subanalysis of the results of 

Māori mothers who attended both Ohomairangi Trust and ATWC programmes, also reported 

in Chapter 3.  

Hoki ki te Rito-Oranga Whānau – including fathers alongside mothers (Chapters 6 & 7). 

Hoki ki te Rito-Oranga Whānau (HKTR-OW) built upon the experiences and formative 

feedback from the previous two studies, and responded to many requests for a course for fathers 

from mothers and grandmothers completing the course, as well as facilitators and government 

agencies. Consequently, we adapted the Mellow Dads programme for Māori and Pacific 

fathers: Hoki ki te Rito-Oranga Whānau. Six groups, including fathers, were planned in order 

to gather the necessary number (30) for full sets of data to make statistical analysis meaningful, 

as explanatory power has been identified as critical for quantitative Kaupapa Māori research 

(Jones, Crengle & McCreanor, 2006; Robson, 2002).  

The following Chapter 6 outlines the adaptation for Māori fathers, in line with Kaupapa Māori 

theory, followed by their results. 
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Chapter 6: Hoki ki te Rito-Oranga Whānau – Mellow Parenting 
for Māori fathers 

Tangata ako anai te kāenga, te tūranga ki te marae, tau ana. 

A person nurtured in the community contributes strongly to society. 

Introduction 

In response to repeated requests from mothers for a fathers' programme for their partners, a 

decision was made to adapt the Mellow Dads programme for Māori and Pacific fathers in South 

Auckland. Mellow Dads is itself an adaptation of Mellow Parenting, the group intervention for 

mothers of young children aged 0–5years. It has been relatively recent that fathers have been 

included in parent-focused interventions (Featherstone 2004; Scourfield, 2003). Additionally, 

there is minimal published evidence of parenting interventions for indigenous fathers, as the 

systematic review reports in Chapter 4. 

Many of the mothers who participated in the pilot and extended study of Hoki ki te Rito/Mellow 

Parenting had advocated for a parallel fathers’ programme and some had shared the group 

exercises from each day with their partners and wider whānau when they returned home. Once 

the positive results from the pilot study with mothers had been replicated with mothers 

attending the extended study programmes, delivered by two different providers (Chapter 3), 

the District Health Board agreed to support this trial with fathers. In the previous studies I had 

participated in facilitating and organising, but the studies had been run by Werry Centre staff; 

however, for this study I took on the role of PI and led all aspects of this work and the evaluation 

– data collection, collation, entry and analysis. 

Mellow Dads continued the strong focus on attachment by offering what can be seen as a 

healing process for fathers: an opportunity to repair their ability to attach to their children 

through reflection on their own childhoods and their own experiences of being parented. Being 

relationship focused, the programme provided an opportunity for couples to consider their own 

partnerships in the context of parenting and, for some, this led to their engaging in relationship 

counselling, supplementary to the group. It was anticipated increasing harmony in the marital 

relationship would strengthen co-parenting.  

There are a number of reasons for the focus on group participants processing difficult past 

experiences. The work with mothers had shown it was important to allow space to deal with 
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personal issues that appeared to obstruct focusing on learning behaviour strategies alone. By 

allowing time to process past problems, abuse or trauma, investment in the group was 

maintained, particularly for more vulnerable parents, who then build strong relationships with 

each other. Making this time is essential for important topics like domestic violence and mental 

health issues to be reflected upon and fully discussed 

It is important to know that it is not just whether you had a good childhood that defines 

your state of mind with respect to attachment, but whether you have been able to make 

sense of this. Parents who have had a very rough time as children can still develop what 

is known as “earned” security. (Mellow Parenting, 2012, p. 6) 

An overview of the process used to culturally adapt the Mellow Dads programme for 

indigenous fathers in New Zealand is followed by the presentation of the results for Māori and 

Pacific fathers.  

Results for the mothers who attended with their partners and other fathers present, are presented 

in the following Chapter 7. We were keen to understand the impact attending a programme 

with males present, might have on the mothers. 

Adaptation for Use with Māori Fathers 

Introduction. 

With the aim of providing optimal parenting support for Māori families living in Counties 

Manukau District, Ohomairangi Trust convened a project team to consider cultural adaptation 

of Mellow Dads. 

Project team. 

A review of cultural content and processes that may facilitate and enhance Māori fathers’ 

engagement in the Mellow Parenting programme was undertaken. We wanted to add father 

specific material (if needed) to the version of Mellow Parenting that had already been adapted 

for use with Māori/New Zealand mothers (see Chapter 3). 

A working group was formed to adapt the Mellow Dads manual that was in use in Germany at 

the time. It focused on improving father–child attachment in difficult family circumstances 

where relationships had broken down and the fathers were considered to have psychosocial 

vulnerabilities. The working group comprised two Māori women who facilitated the pilot 

groups (Elaine and me) and two men, one Māori and one Samoan, who were facilitators of 

other parenting programmes in South Auckland. We met to discuss the process for initial 
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programme adaptation for the fathers. This led to the inclusion of four more fathers in the group 

(two Māori and two Pacific) who worked through each module of the programme. Two of these 

fathers’ partners had completed the mothers’ Hoki ki te Rito/Mellow Parenting programme and 

were advocates for a programme for fathers. Both men had been “walked through” the mothers’ 

workshops by their partners so were familiar with some of the generic topics. Indigenous 

(Māori) and immigrant (Pacific) fathers’ voices were essential, so were included in reviewing 

the goals of the programme, identification of needs to be met and processes to be used.  

Process. 

A collaborative approach was taken again where Ohomairangi, a community-based service 

provider, negotiated with the programme developer and the German service using Mellow 

Dads at that time, to discuss, edit, and adapt the programme for use with Māori and Pacific 

fathers in South Auckland. We wanted to ensure the programme being offered to Māori and 

Pacific fathers was the best fit possible, given our collective (the facilitators, parents) 

experiences, and recommendations from the systematic review into outcomes for indigenous 

fathers’ participation in parenting programmes. It was clear from the review findings that 

indigenous fathers face social, political, and economic challenges in their daily lives that affect 

their involvement in fathering and participation in fathering programmes (Ball, 2010). This led 

to a focus on the development of additional social skills which would benefit their families 

such as budgeting, job application processes, CV writing and effective communication with 

others.  

Contact was made with the German team in Rotenburg, at the Clinic for Child and Adolescent 

Psychiatry, who had been using Mellow Parenting (for mothers and fathers) since 2004 in their 

Project on Early Developmental Disorders. They answered questions regarding gender of 

facilitators and how they approached needs of couples in disharmonious relationships. They 

reported that providing gender-specific space for each parent to talk about their individual 

experiences regarding pregnancy, birth, self-perception, domestic violence, and child abuse, 

seemed to facilitate later sharing and openness to others’ perspectives. Having couples work 

together in the afternoon parenting workshops assisted them co-ordinate their parenting 

strategies as, largely, they worked together to establish the changes they desired in their daily 

routines. Individual family therapy sessions were provided and assessed as necessary, by other 

practitioners from the clinic, where indicated. 

Ohomairangi practitioners had initially proposed having separate personal development 

sessions with mothers and fathers in the mornings, followed by three specific parenting groups 
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in the afternoons. One would be for couples attending together, the other two for mothers or 

fathers, who were attending the programme without their partners, or who were single parents. 

The decision was made to continue with this approach as it had been tried successfully in 

Rotenburg. However, as Ohomairangi Trust did not provide counselling services, the working 

group also decided to refer parents on to other services for couples and relationship counselling 

where issues impacted marital harmony. 

The Ohomairangi working group remained mindful of the work in Germany and considered 

the following issues, posing a number of questions: 

• What qualities would be desired in male facilitators in order that they may effectively 

engage indigenous fathers? Issues such as cultural and ethnic background, age, 

professional vs peer background; life experience, including being a parent, were 

discussed. 

• What expectations would fathers have? What would they hope to achieve from the 

programme? The fathers in the working group provided valuable input to these 

discussions. 

• What fears might these fathers hold, particularly for those with limited access to their 

children? For example, especially when being alone with them. 

• How might tikanga Māori processes and content be included with the fathers’ groups 

e.g., karakia, oriori? How could this be achieved without the fathers perceiving that 

they should have this knowledge already as Māori and Pacific fathers, and thus be 

further alienated?  

• How could we effectively approach challenging topics like breaking the cycle of family 

violence through managing conflict and understanding the anger process?  

• What is active fatherhood? How can fathers bond with their children, not just the boys? 

Again, returning to traditional parenting, discussing whakataukī emphasised all people 

were considered important, men, women, adults and children, girls and boys, and 

whāngai children. 

• How do we explore the role of parenting for fathers and how this has changed over 

time? Did their fathers and grandfathers share with them, about their own lives and 

roles?  
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• How would we demonstrate the importance of building and maintaining a positive and 

harmonious relationship with partners? What resources would be required to respond 

to needs that arose? For example, locating resources and services for referring fathers 

or couples on to.  

Our working group practised each of the sessions in the Mellow Dads programme and 

introduced exercises or discussion topics to connect with fathers in our community, based on 

the fathers’ feedback from the working group participants and our own ideas, following the 

adaptation process used for Māori mothers. 

Another important issue that was known to influence the capacity of the fathers for attachment, 

as with the mothers, was nurturing them in order to enable them to nurture their child/ren. The 

need to create a stress-free, safe and secure environment (practising āhurutanga) across all 

settings the family members would find themselves in was identified early. Ball and George 

(2006), in their study with Canadian First Nations and Métis fathers, found many indigenous 

fathers only gradually became accustomed to fatherhood, having to learn parenting skills and 

how to be involved with their children. The daily sessions aimed to be welcoming and nurturing 

for parents attending, so free transport, childcare and refreshments were provided. At the start 

of each group very clear group guidelines were set collectively, for our work together – 

facilitators, parents and children. Ohomairangi team members were mindful to be modelling 

the behaviours expected of each other and the participants.  

Table 27 outlines the additional topics or concepts for sessions to enable engagement and full 

discussion, and, for some, introduce new Māori tikanga and knowledge. 

Table 27 

Cultural Adaptation of Mellow Dads Sessions  

Session 
number 

Mellow Dads content Hoki ki te Rito-Oranga Whānau 
additions 

1 Introductions  
We can work it out – hopes & 
fears 

Karakia. Whakatau/pōwhiri. 

2 Who am I? Ko wai au? Identity.  
3 Trust Tiakitanga – who do I trust, what do I 

do to earn the trust of others? 
4 My family then and now Taha whānau, I muri, I mua…. 
5 Life stories Whakapapa, tīpuna, karakia. 
6 Being a dad Historical and contemporary, role 

changes. 
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7 You and your body Taha tinana, taha wairua, taha 
hinengaro. 

8 Pregnancy and birth Hāputanga, poipoia te pepe. 
9 Assertiveness  
10 Where are we now? Our future is 

in our hands. 
Moving forward, setting new goals 
and planning steps to reach them. 

11 Getting angry. Relaxation Understanding anger process in order 
to manage anger. Mindfulness.  

12 Violence in the home. Child 
protection 

What is violence? What are the types 
of violence? What needs to happen to 
keep our whānau safe? 

13 Understanding depression Brainstorming helpful local services 
as a group. 

14 Friendships Whakawhanaungatanga, keeping in 
touch. 

Part of this adaptation saw the addition to the after-lunch activity list of short visits of interest: 

to the local library, local community and iwi gardens, the supermarket, and the local park for a 

picnic. Workshops on traditional gardening and setting fishing lines and tying fishing knots 

were added to the activities. 

Our experience of working with mothers who had partners alerted us to the need to be ready 

for couples who needed to be supported as they repaired their relationships with each other and 

some others within their wider family networks. It was decided to have an exercise in which 

the group gathered and shared relevant information to assist one another to engage with 

services they identified could be beneficial. Smoking cessation was offered as required by the 

CMDHB contract funding this work, and, given the incidence of substance use that had been 

disclosed, we researched processes around accessing local drug and alcohol addiction 

rehabilitation programmes. Some of the parents were engaged in Community Alcohol and Drug 

services (CADS) so shared their knowledge from their experiences. 

The Ohomairangi working group goal remained focused on promoting positive parenting 

throughout by 

• improving parent–child interactions through relationship building 

• increasing parent knowledge of traditional parenting 

• increasing parent knowledge of child development and appropriate expectations 

• providing behaviour support; limit setting and non-aversive management strategies 

• encouraging a self-reflective process with the parents  



 

131 

• increasing parental sensitivity to their children’s needs. 

After 6 weeks of wānanga around the sessions, the programme for fathers – Hoki ki te Rito-

Oranga Whānau – was ready to be implemented. Fathers had trialled questionnaires, and were 

excited at the prospect of joining their partner and child/ren in upskilling in terms of parenting, 

and working in a relational way. 

Aim 

My aim was to determine whether the Hoki ki te Rito-Oranga Whānau (HKTR-OW) intensive 

parenting programme is feasible and acceptable to Māori parents, and improves parental 

wellbeing, parenting, and child behaviour and development, at the conclusion of the 

programme. 

 

Research questions. 

(i) Is the Hoki ki te Rito-Oranga Whānau (HKTR-OW) programme feasible for and 

acceptable to Māori fathers?  

(ii) Is the HKTR-OW parenting programme effective in achieving positive improvements 

in wellbeing and parenting skills for Māori mothers and fathers? 

(iii) Is HKTR-OW parenting programme effective in improving developmental skills and 

behaviour and in reducing stress, for pre-school children of participants? 

(iv) How is the programme and its effects viewed by the clinicians/facilitators working 

with the families? 

Methods  

A mixed-methods waitlist-control trial was decided for this pilot of Hoki ki te Rito-Oranga 

Whānau/Mellow Dads as the qualitative data of fathers’ experiences of the programme would 

add valuable data for this study and contribute to deep understanding of insights gained and 

changes made as a result. (For full background and description of the methodology, see Chapter 

5.) 

Participants. 

At the outset of the study a number of inclusion and exclusion criteria were set for participants 

entering the study. These were as follows: 
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Inclusion criteria. 
Mothers/fathers were invited to take part in the trial if they were: 

• Seeking parenting support for difficulties with parenting. 

• Aged 16 years or more on day of consent. 

• Living in the CMDHB area at the first time of contact. 

• Able to provide informed consent. 

• The primary caregiver of a child under 5 years of age (and the child was residing 

predominantly with the caregiver). 

• Māori or Pacific fathers were prioritised. 

Exclusion criteria. 
Participants were excluded if: 

• The parenting problems resulted from their own or their child’s disability/illness. 

• They had current acute psychiatric illness.  

• They had current severe problems with alcohol/substance abuse (e.g., currently in 

rehabilitation/detoxification programme). 

Data Collection 

Procedures. 

The process of consent. 
Participants were given written information about the study and consent was obtained. This 

occurred via two meetings typically in the parents’ home; the initial meeting involved the 

facilitator and participant reading through the information sheet together with questions from 

the potential participant and their support person/people answered. Many had whānau or their 

social workers present for this discussion. If there was no support person at the initial meeting, 

a second meeting provided an opportunity for support people to be included. Consent was 

discussed and obtained before any study-specific processes were carried out. Where consent 

was gained at the initial meeting, a mealtime video was recorded at the second meeting or at a 

subsequent time as arranged.  

Demographic information. 

At the point of giving consent to participating in the programme, demographic information 

about each participant was collected that included age, ethnicity, socioeconomic status, number 
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of children, relationship status, and history of relationship or maternal childhood disruption, 

incidences of addictions or domestic violence. (see Appendix C). Typically, the information 

gathering took place in the person’s home when Ohomairangi Trust facilitators first visited the 

parents who had been referred to the programme which was part of this study. Parents 

completed pre-group questionnaires immediately before the group commenced and this 

included child data. Results are reported for the eldest child. 

Time points for data collection. 

• 1 month or more before starting the programme (waitlist);  

• immediately before, start; 

• immediately after the group – completion; 

• 3 months after completing the programme – 3-month follow-up; 

• 12 months after completing the programme – 3–12-month follow-up. 

Outcome Measures  

(see Methodology Chapter 5)  

The following questionnaires, coded video system and focus group interviews were made up 

methods for evaluation. 

General Health Questionnaire (GHQ‐30)  

Parenting Daily Hassles (PDH) (Crnic, & Greenberg, 1990) 

Ages and Stages questionnaire (ASQ-SE) Socio-emotional screener (Squires et al., 2002) 

Strengths and Difficulties questionnaire (SDQ) (Goodman, 1997) 

Hua Oranga (Kingi, 2000) 

Coded Mealtime videos (MPOS) 

Focus group interviews (conducted with each group of parents. A separate group focus group 

was held for facilitators).  

Ethical approval. 

This study of Hoki ki te Rito-Oranga Whānau, including fathers in the Mellow Parenting 

programme, was reviewed and approved by the Northern X Regional Ethics Committee 

(NTX/07/10/057). I was the PI for this study. 

Analysis strategy. 

All data for fathers who consented to participate in the study were included in the analyses.  
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For pairwise analyses, only participants who had data at both time points concerned were 

included. As fathers’ waitlist data was low, results have not been included. 

Statistical methods. 

Study power. 
As the comparison of outcome measures is made “within subjects,” this sample size of 30 

provided at least 80% power to show an effect size of 0.4 or more as significant (2-tailed α = 

0.05). Data from the pilot study suggests that an effect size of 0.4 equates to a change on the 

programme of about three units on the GHQ-30 scale, which equates to a minimum level which 

was considered clinically significant. 

From experience with the pilot study, a conservative estimate of 75% of enrolled participants 

would complete the pre-programme and follow-up assessments. 

Statistical analyses. 
The statistical analyses were carried out with the oversight of statistician Chris Frampton. 

Baseline demographics and clinical data were summarised for the entire cohort. Continuous 

measures were summarised as means, medians, standard deviations and ranges. Categorical 

data were summarised as frequencies and percentages.  

The changes in the continuous measures (GHQ-30 and PDH scores) were first analysed using 

a repeated measures ANOVA incorporating all time points (start, completion, 3-month follow-

up and 12-month follow-up). If this analysis identified significant differences between the 

times then these were further explored using pairwise comparisons between times. The 

pairwise comparisons compared start and completion, and completion and 3-month follow-up, 

and completion and 12-month follow-up. 

Changes between time points within individual groups were assessed using paired t-tests 

(continuous measures). All data analyses were performed using SPSS version v25.0 

A 2-tailed p value of <0.05 was taken to indicate statistical significance. 

Qualitative analysis. 
Focus groups were held the week before the groups finished. These groups were made up of 

the fathers in each particular group and I conducted each focus group interview. Facilitators 

were interviewed in a separate group at the end of the study. Group interviews were transcribed 

by a third party, and initial analysis combined principles of Kaupapa Māori research and 

thematic analysis (see Chapter 5) as responses were collated and fed back using Graham 

Smith’s (1997) Kaupapa Māori theoretical framework, incorporating fathers’ comments on 
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content, process, relatability of facilitators, and key experiences they reported that reflected 

impact on motivation, capability/learning and opportunities, coming from this group 

intervention. The author and a colleague carried out coding independently and collated results 

for reporting. 

Results 

Study population. 

The CMDHB catchment area in South Auckland was the community from which parents were 

recruited for this evaluation of Hoki ki te Rito-Oranga Whānau. Ohomairangi Trust delivered 

the programme to seven groups of parents over 30 months.  

 

Figure 6: Participant flow chart: Fathers’ demographics. 
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In total, 39 fathers consented to take part in the study. Not all participants had to wait as they 

were referred 2–3 weeks before the next group was about to start. Thirty-six fathers started the 

programme and 33 fathers completed it. At 3-month follow-up, 23 fathers remained in the study 

and 21 fathers were available for 12-month follow-up gatherings and data collection. There 

were fathers who disclosed addictions that became a goal for them to address during the 

programme. Some fathers, with encouragement from whānau and the group members, stopped 

using, while others booked into residential rehabilitation programmes. Child data were 

collected at each time point for each father’s eldest child (Child 1). 

Ohomairangi Trust ran six Hoki ki te Rito-Oranga Whānau groups in order to achieve the 

numbers needed for statistical significance of participants successfully completing the 

programme. 

Table 28 

Fathers’ Retention Across Groups 

Group Number 
consenting 

Number 
starting 

Number 
completing 

Number at 3mth 
follow-up 

Number at 12 
mth follow-up 

1 6 6 5 4 4 
2 7 6 6 5 4 
3 6 6 5 4 4 
4 7 6 6 4 3 
5 7 6 5 3 3 
6 6 6 6 3 3 
TOTAL 39 36 33 23 21 

Demographics. 

Demographic data were collected primarily at the initial stages where parents had agreed to 

participate in the group after hearing about what it entailed. Some parents disclosed more 

information as the course progressed and trust developed particularly as far as sensitive 

information was concerned. Most of the group were fathers with their children, one-quarter 

being single fathers. One grandfather, who had recently taken custody of his young 

grandchildren via the courts, began attending, but had to withdraw when he moved out of area, 

within 3 weeks of starting. Ages of fathers attending ranged from 14 years to 57 years. 

The fathers who attended the groups faced a number of challenges. Nearly half had ongoing 

involvement with CYFS in relation to their children. They reported high rates of domestic 

violence and moderate rates of mental health and addiction issues (see Table 29). Only 17% of 

fathers had employment and 45% were experiencing housing difficulties. 



 

137 

Table 29 

Fathers’ Demographic Characteristics  

Demographic Characteristics Response 

Number of participants 

(responding n) % 

Age Mean (SD) 28.48y (6.96) 

Ethnicity Māori 23 (32) 70% 

 Pacific Island 9 (32) 27% 

Child Youth and Family (CYFS) involved yes 14 (32) 42% 

Parent Status   

Single parent yes 7 (31) 21% 

Having a live-in partner yes 22 (29) 67% 

Partner is biological parent yes 24 (27) 73% 

Current relationship problem with parent yes 12 (26) 36% 

Domestic violence in the relationship yes 8 (22) 24% 

Mental health problems with partner yes 3 (28) 9% 

Social Issues   

Income  Employment 6 (32) 18% 

 Benefit 26 (32) 79% 

Housing problems yes 14 (32) 42% 

Substance abuse No 17 (32) 52% 

 Yes – Partner 1 (32) 3% 

 Yes – Both 5 (32) 15 % 

Number of children living at home 0 yes 1 (39) 3% 

 1 yes 15 (32) 46% 

 2 yes 6 (32) 18% 

 3 yes 4 (32) 12% 

 4 yes 2 (32) 6% 

 5 yes 3 (32) 9% 

 6 yes 1 (32) 3% 
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Outcome results.  

Paternal health/parenting stress and coping. 
Fathers’ waitlist numbers were low, so results have not been included in the following tables 

and statistical comparisons have been made between start and completion, and completion and 

at 3-month follow-up and between completion and 12-month follow-up.  

Table 30 

Results of Repeated Analysis of Variance of All Four Time Points for GHQ-30, PDH Scale 

Frequency, Intensity, Challenging Behaviour and Parenting Tasks 

Measure F3,3 P value 

GHQ-30 8.47 <0.001 

PDH frequency 11.05 <0.001 

PDH intensity 17.03 <0.001 

PDH challenging behaviour 17.37 <0.001 

PDH parenting task 9.92 <0.001 

The results in Table 30 indicate that these findings were consistent with the hypothesis that the  

parenting intervention would lead to significant benefits for general wellbeing as measured by 

the GHQ-30, and parenting coping skills as measured by the PDH scale. 

Results from the measures for paternal mental health and parenting stress across all four time 

points are presented in Table 31 showing that fathers were finding parenting stressful at the 

start of the programme. All dimensions showed a significant improvement  for these fathers 

after participating in the group which continued to the 3-month and then 12-month follow-up.  

Of the three fathers who consented, but did not start, two gained employment and one moved 

out of Auckland. Of the other three dropping out between starting and the end of the group, 

one went into a residential addiction facility, one gained full-time employment and the other 

father had sentencing pending when he enrolled; however, received a prison sentence. It is 

likely that these fathers had both high and low scores so would not have biased overall results.  
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Table 31 
Fathers’ Mean Scores (SD), SE and 95% CI for Mean Differences; Effect Sizes, and p Values, At Four Time Points  
 
Variable 

Start Completion Change start to 
completion 

3-mth follow-up Change Completion 
to 3-mth follow-up 

12-mth follow-
up 

Change Completion 
to 12-mth follow-up 

Change 3-mth 
follow-up–12-mth 
follow-up 

 Mean  
(SD) 

SE 
 

Mean  
(SD) 

SE 
 

Mean diff 
95% CI 

P 
Effect 
size 

Mean  
(SD) 

SE 
 

Mean diff 
95% CI 

P 
Effect 
size 

Mean  
(SD) 

SE 
 

Mean diff 
95% CI 

P 
Effect 
size 

Mean diff 
95% CI 

P 
Effect 
size 

GHQ 
 

7.45 
(7.10) 
n=33 

1.24 
 

3.18 
(5.16) 
n=33 

0.90 
 

4.27 
1.78–6.76 
n=33 

<0.001 
0.68 

3.87 
(5.86) 
n=23 

1.22 
 

2.26 
-0.83–4.61 
n=23 

0.058 
0.13 

1.19 
(2.62) 
n=21 

0.57 
 

2.81 
0.08–5.54 
n=21 

0.04 
0.46 

0.58 
-0.80–1.96 
n=21 

0.39 
0.58 

PDH 
frequency 

41.88 
(9.31) 
n=32 

1.65 
 

37.44 
(9.15) 
n=32 

1.62 
 

4.44 
1.80–7.08 
n=32 

0.002 
0.48 

35.05 
(8.18) 
n=22 

1.74 
 

2.68 
-0.47–5.83 
n=22 

0.091 
0.27 

31.30 
(7.51) 
n=20 

1.68 
 

6.60 
3.41–9.79 
n=20 
 

<0.001 
0.72 

3.74 
0.99—6.48 
n=19 

0.010 
0.47 

PDH 
intensity 

49.88 
(12.63) 
n=32 

2.23 
 
 

38.53 
(12.11) 
n=32 

2.14 
 
 

11.34 
6.82–15.87 
n=32 

<0.001 
0.92 

34.73 
(11.10) 
n=22 

2.37 
 

5.23 
1.19–9.26 
n=22 

0.014 
0.31 

30.25 
(9.92) 
n=20 

2.22 
 

10.15 
5.23–15.07 
n=20 

<0.001 
0.73 

5.47 
0.04–10.91 
n=19 

0.05 
0.42 

PDH 
challenging 
behaviours 

19.03 
(4.78) 
n=32 

0.84 
 
 

13.94 
(4.68) 
n=32 

0.83 
 
 

5.09 
3.51–6.68 
n=32 

<0.001 
1.08 

12.91 
(3.87) 
n=22 

0.82 
 
 

1.46 
-0.41–3.32 
n=22 

0.120 
0.24 

10.90 
(3.29) 
n=20 

0.74 
 
 

3.65 
1.50–5.80 
n=20 

0.002 
0.72 

2.61 
0.65–4.57 
n=19 

0.012 
0.56 

PDH 
parenting 
tasks 

19.50 
(5.41) 
n=32 

0.96 
 
 

16.00 
(5.13) 
n=32 

0.91 
 
 

3.50 
1.46–5.54 
n=32 

<0.001 
0.66 

13.82 
(4.82) 
n=22 

1.03 
 
 

2.96 
0.89–5.02 
n=22 

0.007 
0.44 

12.60 
(5.17) 
n=20 
 

1.16 
 
 

4.35 
2.08–6.62 
n=20 

<0.001 
0.66 

1.42 
-1.41–4.25 
n=20 

0.31 
0.24 
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Analysis of outcome data. 
Comparisons between points in time were taken, and paired t-tests showed the significance of 

the time effect. There were very small numbers on the waitlist so the comparison was not 

carried out between waitlist and start-of-group data.  

Effect sizes ranged between 0.48–1.08 (moderate high) across all dimensions of the GHQ-30 

and PDH scale when considering start–completion comparisons. They ranged between 0.13–

0.44 (low to high) for completion and 3-month follow-up comparisons, and effect sizes were 

moderate 0.46–0.72 for all completion–12-month follow-up measures, suggesting a lasting 

impact of the programme. The figures in Figure 7 show the mean levels for key outcome 

measures at each timepoint with standard errors. 

 

Figure 7: Mean fathers’ GHQ-30 score (SE). 

In pairwise comparison: Effect sizes for start–completion comparison was 0.68; for 

completion–3-month follow-up the effect size was 0.13; and for completion–12-month follow-

up the effect size was 0.46.  
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Figure 8: Mean fathers’ PDH frequency scores (SE). 

In pairwise comparison, effect size for start–completion was 0.48; for completion–3-month 

follow-up there was a small effect size of 0.27; however, completion–12-month follow-up 

effect size was moderate, 0.47.

 

Figure 9: Mean fathers’ PDH intensity scores (SE). 

In pairwise comparison: Effect size for start–completion is 0.92; and completion–3-month 

follow-up is 0.31; with completion–12-month follow-up showing large effect size of 0.73. 
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Figure 10: Mean fathers’ PDH – Children’s challenging behaviour scores.  

In pairwise comparison: Effect size for start–completion is 1.08; for completion–3-month 

follow-up is moderate, 0.24; and completion–12-month follow-up), is 0.72.  

  

Figure 11: Mean fathers’ PDH Relative Hassle of Parenting Tasks scores (SE). 

In pairwise comparison: Fathers’ results indicated improved acceptance of parenting tasks from 

start to completion with 0.66 effect size, and showed continued improvement over time as the 

completion–3-month follow-up effect size increased from 0.44–0.66 for completion to 12-

month follow-up. 
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Figure 12: Fathers’ GHQ-30 and PDH mean difference scores between three timepoints.  

Children’s results.  

 

Figure 13: ASQ-SE scores for Child 1 at four time points.  

Figure 13 shows just over 60% of children scored above clinical range at the start of the group 

and just over 30% remained in clinical range at group completion with 20% of these children 

still in clinical range 12-months after the group.  
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Strengths and Difficulties Questionnaire scores.  

 
Figure 14: Percentage of SDQ scores within normal range (under clinical cut-off) and 

borderline or above clinical cut-off at each time point.  

Scores indicate 60% of children were in borderline to above clinical range at the start of the 

programme, and this dropped to 50% at completion of group, 30% at 3-month follow-up and 

20% at 12-month follow-up.  Note: 0–12 Normal range; 13–15 Borderline; 16–40 within 

clinical range.  

Video Results 

Coded videos of mealtime. 

Twenty-two fathers’ pre- and post- group mealtime videos of their child/ren were coded blind 

by Mellow Parenting practitioners in the UK with the following results (see Table 32). 

Table 32 

Means of Fathers' Start and Completion Mealtime Video Interaction Rates  

 Positive 
interactions –  
1 per x secs 

Negative 
interactions – 
1 per y secs 

 
Time in meaningful involvement 

Start  
n=25 

86.40 sec 
(SD=129.49) 

317.84 sec 
(SD=274.38) 

17.89% 
(SD=0.28) 

Completion 
n=22 

31.57 sec 
(SD=27.17) 

448.23 sec 
(SD=197.21) 

36.89% 
(SD=0.26) 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Start n=10

Completion n=10

3 mth follow up n=10

12 mth follow up n=10

above clinical borderline range normal range
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Rates of positive interactions increased threefold, from one every 90 seconds half (86.4s) to 

one every 30 seconds (31.57s) and rates of negative interactions decreased from one every 5 

and a quarter minutes to one every 7.5 minutes, between start–completion timepoints. 

Feedback from the coders highlighted the amount of time where no meaningful engagement 

was observed between fathers and children, even though time in meaningful engagement did 

double between pre- and post-group videos. 

Table 33 

Paired t-Tests of Fathers' Mealtime Parent–Child Video Interactions (n=22) 

 Positive 

interactions 

Negative 

interactions 

Time in meaningful 

involvement 

Mean difference 

(95% CI) 

59.90  

(4.36–115.44) 

-147.32  

(-282.21– -12.43) 

-0.199 

(-0.262– -0.136) 

p value 0.0358 0.0338 p< 0.001 

Although small, this sample of pre- and post-group videos is encouraging. Those fathers for 

whom both pre- and post-group videos were recorded were generally in relatively long-term 

relationships, with only three being single fathers who had custody of their children. The three 

fathers with only one video from the start of the group were in temporary accommodation and 

were transient. 

Focus Groups  

I facilitated the focus groups for this study, audio recorded the discussions and then had the 

tapes transcribed. Qualitative analysis followed (see Chapter 5) and Graham Smith’s (1997) 

Kaupapa Māori theory framework is used to present findings.  

Introduction 

The fathers were invited to speak of their fears at the start of the programme. They reported 

feeling scared, concerned about the pressure and intensity of speaking in front of strangers and 

they were anxious about not knowing who else would be in the group. They did not want to 

sound like “an egg.” However, the goal of the facilitators was to be welcoming and accepting 

of the fathers themselves as well as where they were in their life journey, and to build group 

cohesion. Facilitators were aware of various fathers having gang affiliations but did not ask or 

discuss this, on an individual basis. Sometimes parents from competing gangs were included 

in the same group but largely kept this to themselves. One of bus drivers reported one young 
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dad wearing a jacket with a gang patch onto the bus one morning, but he did not wear it into 

the community centre during the day, leaving it on the bus. He put the jacket on again before 

getting off the bus when he was transported home. The fathers also spoke about their hopes 

and aspirations, both in terms of what they hoped to gain from this programme, but also in 

relation to their relationship with their children, partners and wider whānau. 

Tino Rangatiratanga: The self-determination principle. 

The fathers reflected on their experiences of being parented and made the links between those 

and the ways they were now parenting. They were able to identify aspects of their own 

childhoods they would retain for their own families, as well as the differences they wanted for 

their children. Many insights developed as a result of these discussions. 

What it's done for me is changed the way I think – the way I was taught to believe [when 

I was young] is totally different to what I believe now – it's not the fist and tongue that 

rules. (Dec 2012) 

Like being a father – I never thought it could be this easy you know, I grew up in a 

household where everything was controlled by violence and I thought to myself man, 

that’s what being a father is about, it's not much fun, but now, after 13 weeks of this 

course I’ve had more fun than in my childhood, just trying out new things. It’s a whole 

new learning curve, like learning I’m a son again, being a child again, but like having 

to be the parent too, so I am teaching them while I’m learning myself. Yeah, I wish my 

father had help. (May 2012) 

I liked when we got to talk about our past, about how we once were, helps make us what 

we are today – it starts from your backgrounds – but you can learn new things and 

change when you realise, and it made me a better man. (Dec 2012) 

Fathers reported that the “have-a-go” element of the programme assisted them to apply the 

skills learnt on the course, in their family homes. They valued the opportunity to “try out” what 

they had learnt and then return the next week to share the outcomes and further build on their 

learning. Even though some fathers had more than four children in their families they enjoyed 

trying out the “homework.” As one participant described, it was something they “looked 

forward to.” There were a number of participants who commented on how useful it was to have 

time out to stop and reflect on their own experiences of being parented as well as their own 

parenting skills. For some it was the start of healing. 
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Doing this course has made me want to have more bonding time with my kids. Before I 

started this course I was a bit rough on my kids and I thought I needed help and I had 

to reach out for it, it wasn’t gonna come to me, so yeah, this course has made me open 

up to my kids, understand them more, understand what a kid thinks and needs, and 

understand how a kid feels. (Dec 2012) 

Yeah it's helped ‘cos I held a grudge, and I just carried it around for many, many years 

and I only knew how to handle situations with violence and then I take that home as 

well – I didn’t know any better, so I’d handle any situations with violence. And I 

remember growing up in fear of my father and I didn’t want that for my children. And 

so being asked these questions, taking me back, has helped me you know. I am 31 now 

and it's taken me this long to actually forgive my father for what he did and now that I 

have, it’s a huge weight off my shoulders and I feel like I can move on and be the father 

I never had. (May 2012) 

Some fathers talked of the programme helping them get organised each week; the Monday 

sessions “lasted” until the weekend, then they sat down with their have-a-go homework sheets 

and focused on what they would report back on the next Monday. A number of fathers wanted 

support to keep them “on track” once the programme had finished, support for a bit longer at 

home. 

Taonga Tuku Iho: The cultural aspirations principle. 

Working with the facilitators in an interactive way was considered valuable by the fathers. They 

perceived the facilitators had experienced for themselves what they were discussing. The 

validity gained with Māori and Pacific men working with Māori and Pacific fathers in the 

morning sessions seems to be a critical element underlying people’s “buy-in” to the 

programme. 

It was good cos I could relate to them being Māori and they would understand my role 

and how I live as a parent and then I’ll be on the same level as him and we will come 

up together... it's easier than if they are Pākehā and they have a different lifestyle. (Dec 

2012) 

And because you are Māori or Pacific, some of the things they have been through is 

similar to what we have all grown up with and been through. (May 2012) 



 

148 

Kia piki ake i ngā raruraru o te kāinga. The socioeconomic mediation principle.  

The collectively shared experiences of the fathers throughout the programme were in line with 

this principle: 

Before [coming to this course] I used to beat myself up – oh I’m struggling, got no job, 

got no future, that was the outlook before.... it [the course] has helped me re-focus... 

I’m helping my kids on a daily basis, I get them off to school, I feed them, I clean them, 

I love them, you know, only through the conversations that we have here and sharing 

our life stories and experiences was I able to reconnect with those things and try and 

formulate a plan to move forward... I had to come here for people to say “look bro, you 

are doing all these things and you don’t even realise,” and so that was a huge growth 

thing for me, giving myself a pat on the back, recognising I’m putting in some good 

work,... and take this into the future with my kids. (Oct 2011) 

Having the outside voice you know [from others in the group] where other dads give 

you input on how they experience these things, how they got through it, what got them 

through... then trying to incorporate that into my own family life, it's been huge, I mean 

I walk away from here on a Monday and I carry that whole vibe throughout the week 

you know, positive outlook and whatever I’m doing, I’m doing it for my kids... I get up 

in the morning – not because I have to but because I want to. (Oct 2011) 

Feeling valued, listened to, as a member of the group was a significant experience for many of 

the fathers, most of whom had not experienced this in any other aspect of their lives. They were 

able to build trust with the facilitators and other fathers, which led to a stronger environment 

for learning, which in turn provided a catalyst and ongoing impetus for change. It also provided 

longer term friendships between the fathers. Some fathers have kept in phone contact with 

facilitators, calling when support ideas are needed but also to share successes. 

They [facilitators] showed us we were part of them. (May 2012) 

Our kaiakos [facilitators] had been there and done that, they shared how they dealt 

with similar stuff they’ve been through, so you know there’s people from all different 

walks of life that are going down the same path that have been there, done that. (Dec 

2010) 

Just having a popular musical inspiration sitting at the table with you made you want 

to open up, you find out he’s normal, just like everyone else, got the struggles just like 

the bros. (Dec 2010) 
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The trust created in the group facilitated in-depth reflection and discussions of types of abuses 

and their impacts. With increased understanding, participants were able to address events from 

their past, freeing them to move forward with strategies discussed in the group. 

I learnt about the different types of abuse – those were the ones [topics] that hit it for 

me. (Dec 2010) 

It helped to talk about those things – like being abused – and to talk to your family to 

stop it building up and up – so you can let it go. (Dec 2012) 

The sharing of experiences that occurred during the programme not only benefitted fathers by 

providing the opportunity for shared problem solving, it also had the added benefit of 

developing greater understanding of difference. Some fathers never dreamed they would ever 

have anything to share that would be useful for someone else to try or learn from. 

Learning how to express and manage anger appears to have been a key factor in changing and 

improving parenting amongst fathers. Given ideas that were alternatives to yelling, or throwing 

things in anger, fathers were able to put these into practice and see almost immediate changes 

in their children’s behaviour as a result. The caregivers for the children’s groups also noticed 

changes in children’s demeanour and behaviour, as the programme progressed. 

I'm less angry and enjoy being a father more. (Dec 2010) 

Whānau: The extended family structure principle. 

This principle is about shared family responsibilities. Most HKTR-OW participants found the 

programme provided a supportive environment and connections to other fathers, and these 

were critical to their participation. Through the sharing and listening to others’ stories, several 

of the fathers built strong ties with other group members. In effect, the group became a whānau 

with a shared interest in fathering. 

Being asked for their opinions and ideas, and then being listened to with respect, was a group 

experience valued by many of the participants, in contrast to being constantly criticised by 

partners or older whānau members, or ignored by many as someone not worth asking for 

support. This played a significant role in enabling fathers to value themselves, to grow and to 

be ready to learn new skills, to develop insight and, in some cases, with the growth of 

confidence over the duration of the programme, share their new learning with others. 

[being in the group] it gave me the confidence to stand up. Dec 2012) 
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It's really helped me and my family out a lot, like just the tension levels at home – there 

is none any more, and you know my discipline issues are dealt with in another way, a 

better way, and there is more love in my house. I’m more of a teddy bear than a hard 

rock and I’ve even told friends about it. I see them every week and I tell them about not 

what goes on in the group, just what I’ve learned and different strategies and some of 

them have taken them away and tried them and they crack up and they ring me back 

after they’ve done it and they’re like “Bro, it works you know” I’m like “Did it? Are 

you gonna keep doing it?” “Bro, look they’re cleaning their rooms and stuff and I don’t 

even have to swear and kick the wall” “Oh yea, it’s cool.” (Oct 2011)  

Ako: The culturally preferred pedagogy principle. 

This principle refers to Māori ways of teaching and learning. Facilitators and participants 

moved between being both teacher and learner. 

An example of one male facilitator’s manner assisted a father who reported: 

X was a guide for me not to be abusive to my partner, and in terms of the way he 

approaches a situation and deals with conflict in our talks, he has a soft touch but he 

is firm. (Oct 2012) 

You share your ideas with the others – so we come here to learn, but we are teachers 

too. (Dec 2013) 

Kaupapa: The collective philosophy principle.  

This principle refers to people’s shared vision and commitment to creating and/or sustaining a 

given development. HKTR-OW provided a shared kaupapa for fathers who, through their 

involvement with the programme, became a part of its ongoing development.  

It was good being with other fathers where everybody was free to speak how we felt – 

it was sort of strange opening up to strangers at first but as time went by, we gradually 

got to know each other and now I feel different about being here. In a way I don’t want 

the course to finish because I sort of got that Thursday to look forward to – we [and 

wife] start preparing ourselves Saturday night, getting everything organised, 

homework done. (May 2012) 

Having the outside voice you know[from others in the group] where other dads give 

you input on how they experience these things, how they got through it, what got them 

through... then trying to incorporate that into my own family life, it’s been huge, I mean 

I walk away from here on a Monday and I carry that whole vibe throughout the week 
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you know, positive outlook and whatever I’m doing, I’m doing it for my kids... I get up 

in the morning – not because I have to but because I want to. (Oct 2011) 

One of the fathers in the early groups went on to complete Mellow Parenting training and co-

facilitate a Hoki ki te Rito programme alongside Ohomairangi facilitators. There have been 

other fathers who have returned and mentored fathers attending programmes.  

Facilitator Focus Group 

Towards the end of the study, facilitators were interviewed in a focus group to give feedback 

on their experiences of facilitating the programme. The whole Ohomairangi facilitator team 

reflected together. 

Tino rangatiratanga. 

Facilitators commented that improvement in children’s behaviour was actually a very powerful 

motivator for parents’ change and they could see that if they could maintain the change 

themselves, then their children, who were responding to new strategies, would too. 

And then it was really interesting to see how the parents interpreted that [children’s 

behaviour change]. Because the children’s behaviour had improved, they told us their 

level of hassle, their level of stress around parenting reduced quite significantly.  

Taonga tuku iho. 

Facilitators reported back, in their own group, that the programme was able to be adapted to 

meet Māori and Pacific cultural collective and individual needs. Gang culture and disability 

culture were also raised in discussion and were relevant for some parents – some fathers 

belonged to gangs, and others had children with disabilities.  

It is able to be adapted and the key principles were in line with our way of working and 

Kaupapa Māori approach in a way, where there is a lot of care taken for the parents 

and children – manākitanga and just supporting them to get to the sessions to be able 

to then engage in change. There is flexibility and integrity around the principles, it is 

not around scripting sessions but being responsive to each group member. (Facilitator, 

2010) 

Kia piki ake ngā raruraru o te kāinga. 

The facilitators commented that fathers were able to examine their own behaviour and have 

opportunities to practice what they had learned from the programme. 
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Possibly the element where the participants had the opportunity to really look at their 

past and their present and have an opportunity to connect to their present practice of 

parenting and understand possibly why they do the things they do. I think that unless 

you have an understanding of how you got to where you are, it is quite difficult to move 

past that. So that is one of the things that really attracted me to Hoki ki te rito. 

Whānau – Kaupapa. 

Facilitators commented that the programme is well structured and that they were able to 

create a safe environment allowing participants to share with others.  

Just the way that a day is structured – it flows, it is good sense, and it attends to personal 

issues in a contained, safe way. It also gives an opportunity for the parents and children 

to experience a different environment and then there is the parenting and more 

structured critiquing of each other’s videos in the afternoon. So, it is well organised. 

The ordering of the sessions is well-thought through. 

Ako. 

They said they found the facilitation process provided them with opportunity for learning from 

fathers, gaining insight into their complex situations that needed a sensitive response. 

And then you learn to respect the others’ lives. You end up respecting them and what 

they have been through. I didn’t like all the stories that came out but it was good 

because they could then be supported to move forward. 

Facilitators also commented that participants who are less willing to share with others may 

benefit less from the programme. 

I guess some would have liked to have participated more or interacted more in some of 

the sharing. In each group there were one or two that you had to really probe to get 

some response from and of course there are those that thought they had the floor all 

the time! 

Discussion 

It was hypothesised that this mixed-methods, trial of a culturally adapted Mellow Parenting 

intervention on indigenous and other Pacific and Pakeha fathers would show significant 

benefits for these fathers, both in terms of improved mental health and wellbeing, and their 

parenting, with improved skills, knowledge and coping skills. Coded mealtime videos indicate 

an increase in positive interactions with their children, over time, and child social and 
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emotional wellbeing and behaviour measures show improved children’s results. This result was 

consistent across all analyses – repeated measures, pairwise comparisons for parent and child 

data and coded video analysis. This is the first time an evaluation of a parenting intervention 

has had a strong focus on indigenous fathers in Aotearoa. Other evaluations of parenting 

programmes’ impact for Māori parents, and fathers in particular, have aggregated parent data 

or, where Māori fathers are concerned, they have made up a small percentage of the parent 

cohort (Fergusson, Stanley, & Horwood, 2009). 

The attendance and retention rates show that fathers have definitely accepted and engaged in 

the programme. Significant benefits to their own wellbeing were noted and increased ability to 

cope with their (for some, newly understood) parenting role. Fathers reset their expectations of 

their children as they gained an increased knowledge of child development. This led to an 

increased agency and confidence with their new-found knowledge of child development and 

the parenting role. Fathers appreciated the strength that can be gained from groups of men 

talking, tackling everyday issues, some that were hard to speak about and challenging to recall. 

Activities or topics related to whānau life were appreciated, for example, understanding the 

anger process, and stopping and thinking before acting – as some fathers began to understand 

what they needed for their own self-regulation, they were better equipped to support their 

children to self-soothe and manage their emotions - budgeting and financial planning. The in-

depth feedback from the focus groups will be valuable for refining the programme and the 

study protocol for future large-scale investigations.  

Strengths and limitations. 

Fathers were recruited in promising numbers, and retention from start to completion of group 

was high. This was a strength along with strong attendance; however, due to the complexities 

of some of these fathers’ lives, numbers dropping off at 3-month follow-up were disappointing, 

when 10 were lost to follow-up. This follow-up drop-out rate was a main weakness of the study. 

We had needed 30 fathers to provide data at both follow-up time points; however, more fathers 

were lost to follow-up than we anticipated. Nonetheless, triangulation of fathers’ data between 

questionnaires, coded videos and focus group interviews make clear the positive gains for 

parents and children which resulted from their participation. 

Fathers’ participation in the focus groups was a strength. They were open with their feedback, 

voicing their satisfaction with being in a fathers’ only group for the half-day personal 

development sessions where they reflected on the power of sharing in a male group, with some 
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referring to hearing grandfathers’ stories of wānanga and hui that were largely made up of 

males, from young boys to kaumatua. 

Although the numbers were relatively small, statistically significant change was evident 

between start and completion for all father measures – general wellbeing and coping with 

parenting tasks and challenging behaviours of their children. Results from videoed mealtimes 

showed the increases in positive interactions, across all dimensions measured, were greater 

than the increases of the mothers’ positive interactions with their children, in this study. This 

is promising and calls for more enquiry and evaluation, particularly as the videos are used as 

one tool of the intervention, as well as to measure change. The provision of real time videos 

of the fathers in the group makes the exercises more authentic, and meaningful. Some of the 

fathers had had limited experience feeding their young children until having to make the 

mealtime video, and they reported becoming actively engaged in feeding them and joining 

mealtimes themselves as a consequence. 

Comparisons with other studies. 

There are limited programmes or studies where fathers’ data from outcome evaluations can be 

compared. However, similar elements raised in the four studies investigated, as part of the 

systematic review of work with indigenous fathering, identify the impact of historical trauma 

and ongoing impacts of colonisation, including the loss of a traditional fathering role and 

traditional knowledge, leading in many cases to alcohol and substance abuse, domestic 

violence, and gambling, which serve to further undermine the notion of intact family, with 

strong and secure relationships between its members. All four studies (Ball, 2009; Bockneck 

et al., 2014; Libby et al., 2008; Reilly, 2018;) consequently highlighted the need to address past 

trauma and attend to personal wellbeing, and build strong indigenous fathering-support 

networks in communities to reduce structural, social, personal and economic barriers in 

parenting interventions for indigenous fathers. Hoki ki te Rito-Oranga Whānau is our 

contribution in this endeavour to build resilient whānau – across generations. 

Opportunities could arise to compare results of different HKTR-OW group studies should an 

extended trial come about in other New Zealand communities. An RCT with other programmes 

ensuring high numbers of fathers for comparison could result in valid comparisons between 

programmes on offer, for Māori fathers. 

The following chapter reports the experiences and outcomes for Māori mothers participating 

in this programme alongside their partners and other fathers, for the first time. Mothers and 
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fathers attended separate groups for personal development sessions in the morning. Couples 

who attended the programme together participated together in the afternoon sessions focussed 

on parenting and child development, and mothers and fathers attending alone, participated in 

separate afternoon parenting sessions. 
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Chapter 7: Hoki ki te Rito-Oranga Whānau: Mothers 

Waiho te toipoto, kaua i te toiroa. 

Let us keep close together, not far apart. 

Chapter 6 outlined the cultural adaptation of Mellow Dads for indigenous New Zealand fathers. 

This chapter details the results for the mothers attending the HKTR-OW programme. In total, 

19 couples attended in seven groups, 17 single mothers and 12 mothers came without their 

partners. Three grandmothers brought their daughters, and in two cases their sons-in-law, to 

participate in the programme. 

Aim 

To assess the acceptability, feasibility and effectiveness of Hoki ki te Rito-Oranga Whānau for 

Māori mothers attending the programme with fathers present. 

Research Questions 

(i) Is the Hoki ki te Rito-Oranga Whānau parenting programme effective in achieving 

positive improvements in wellbeing and parenting for Māori mothers if fathers also attend 

the programme? 

(ii) Is the Hoki ki te Rito-Oranga Whānau parenting programme effective in improving 

developmental skills and behaviour, and in reducing stress, for pre-school children of 

participants? 

(iii) How is the programme and its effects viewed by the clinicians/facilitators working 

with the families? 

(iv) How can the programme be refined for future dissemination? 

Hypothesis: 

Primary hypothesis. 

That the intensive parenting programme Hoki ki te Rito-Oranga Whānau will be feasible to 

deliver and acceptable to Māori and Pacific mothers and improve mothers’ mental health and 

result in improved parent–child interactions at mealtimes (shown on video recordings). 
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Methods  

(See Chapter 5 for full description) 

A stepped-wedge, open-trial design was used to test the acceptability, feasibility and efficacy 

of the HKTR-OW parenting programme with South Auckland mothers. A mixed-methods 

approach included administration of pre- and post-group questionnaires for both mothers and 

children, blind-coded videos of parent–child interaction during a mealtime, and thematic 

analysis from focus group interview discussions held at the completion of the 14-week 

programme.  

Participants 

Inclusion and exclusion criteria. 

At the outset of the study, a number of inclusion and exclusion criteria were set for participants 

entering the study. These were as follows. 

Inclusion criteria. 
Mothers were invited to take part in the trial if they were: 

• Seeking parenting support for difficulties with parenting 

• Aged 16 years or more on day of consent 

• Living in the CMDHB area at the first time of contact 

• Able to provide informed consent 

• The primary caregiver of a child under 5 years of age (and the child was residing 

predominantly with the caregiver) 

• Māori or Pacific (focus of this study).  

Exclusion criteria. 
Participants were excluded if: 

• The parenting problems resulted from their own or their child’s disability/illness 

• They had a current acute psychiatric illness  

• They had current severe problems with alcohol/substance abuse (e.g., currently in 

rehabilitation/detoxification programme) 
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Data Collection 

Demographic information.  

Procedure. 
The CMDHB catchment area in South Auckland was the community from which parents were 

recruited for this evaluation of Hoki ki te Rito-Oranga Whānau. Referrals for support with 

parenting were received from a range of sources including whānau, paediatricians, early 

childhood centre staff, probation, courts, midwives, local Family Start providers, local PHOs 

and mothers themselves. Appointments with mothers who had been referred were arranged by 

phone. Facilitators made this initial visit to the home for explanation of the programme and to 

answer any questions prospective participants, or their support people, might have. Many had 

whānau or their social workers present for this discussion. If there were some points that 

mothers wanted to reflect on before giving consent, a second appointment time was made, and 

they chose whether to invite a support person. Consent was discussed and a consent form was 

signed if the mother was satisfied with the information shared regarding the programme, before 

any study-specific processes were carried out. 

An information sheet was provided and discussed to ensure all aspects of the 

evaluation/research were clear. This was then left with the mother, or with both parents if they 

both enrolled to attend. Both male and female facilitators would attend the initial visit if it was 

a couple who had enrolled. This allowed for 1:1 if either parent wanted to discuss what was 

involved with the programme by themselves with one of the facilitators, otherwise everyone 

joined in the conversation. Facilitators were prepared to attune to any disharmony at 

recruitment stage, as this could be raised with the couple, prior to joining the groups, so any 

counselling, for example, could be organised concurrently. 

The process of consent. 

Where consent was gained at the initial meeting, demographic information about each 

participant was collected including age, ethnicity, socioeconomic status, number of children, 

relationship status, and history of relationship or maternal childhood disruption, incidence of 

addictions or domestic violence. (see Appendix C). Typically, these initial visits took place in 

the person’s home when Ohomairangi Trust facilitators first visited the parents who had been 

referred. Parents answered child questionnaires with their eldest preschooler in mind, with 

social-emotional development and behaviour questionnaires being used to record data for these 

children. At all stages of the initial interviews with parents, if either one of the couple indicated 

a need to discuss an issue individually, this was facilitated.  
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Outcome Measures  

(see Methodology Chapter 5) 

Mothers. 

General Health Questionnaire (GHQ‐30)   

Parenting Daily Hassles (PDH) (Crnic & Greenberg, 1990) 

Hua Oranga (Kingi, 2000) 

Focus group interviews  

Children. 

Ages and Stages Questionnaire (ASQ-SE) Socio-emotional screener (Squires et al., 2002) 

Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997) 

Coded Mealtime Videos (mothers and child/ren) 

Time points for data collection. 

• 1 month or more before starting the programme (waitlist)  

• immediately before: pre-group 

• immediately after completion of group: post-group 

• 3 months after completing the programme 

• 12 months after completing the programme 

Ethical approval. 

This study of Hoki ki te Rito-Oranga Whānau, including fathers in the Mellow Parenting 

programme was reviewed and approved by the Northern X Regional Ethics Committee 

(NTX/07/10/057). I was the PI for this study. 

Analysis strategy. 

All data for mothers who consented to participate in the study were included in the analyses. 

For pairwise analyses, only mothers who had data at both time points concerned were 

included. 

Statistical methods. 

Study power. 
As the comparison of outcome measures is made “within subjects” this sample size (56) 

provided at least 80% power to show an effect size of 0.4 or more as significant (2-tailed α = 

0.05). Data from the pilot study suggests that an effect size of 0.4 equates to a change on the 
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programme of about three units on the GHQ-30 scale, which equates to a minimum level which 

was considered clinically significant. 

From experience with the pilot study, it was unlikely that more than 25% of enrolled 

participants would drop out 

Statistical analysis. 

An experienced statistician provided oversight of the statistical analysis of this study. Baseline 

demographics and clinical data were summarised for the entire cohort. Continuous measures 

were summarised as means, medians, confidence intervals and ranges. For all pairwise 

comparison analyses, data were compared between start of group and completion of group, and 

completion and 3-month follow-up, then completion and 12-month follow-up. Changes within 

individual groups were assessed using paired t-tests. All data analyses were performed using 

SPSS (v25.0.) 

Analysis of variance. 

ANOVA tests were conducted to detect changes in outcome measures across all data collection 

time points (waitlist, start, completion, 3-month follow-up and 12-month follow-up) 

Pairwise comparison analysis. 

Paired t-tests were conducted to examine the difference in continuous outcome measure scores 

between two consecutive time points. Analyses were conducted for GHQ-30 and PDH scores. 

Three sets of pairwise comparisons were conducted: 1) between start and post-group, 2) 

between completion and 3-month follow-up, and 3) between completion and 12-month follow-

up. For each comparison, participant data were included in analyses only if data were collected 

at both time points 

Qualitative analysis. 

I conducted semi-structured focus group interviews (see Appendix F) with mothers in the 

second to last week of each of the seven programmes. Mothers shared their experiences of 

participating, commenting on aspects of facilitation and sharing their insights. They offered 

areas that could be improved and reflected on who they felt might benefit from attending. These 

were audio recorded then transcribed, and a thematic analysis was carried out on the seven 

group interviews, with two researchers analysing two groups’ transcripts (29%), to ensure 

inter-rater reliability. As with fathers’ focus group interviews, transcripts were coded using the 

Kaupapa Māori framework to capture themes and understand programme experiences of the 

parents. 
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Results 

Study population. 

In total, 56 mothers consented to take part, 51 mothers completed the programme; at 3-month 

follow-up 44 mothers remained in the study; and 38 mothers were available at the 12-month 

follow-up time point (see Figure 15 and Table 35). Most of these participants were mothers 

with their young children; however, three grandmothers attended, bringing their daughters and 

their children. One granddaughter was pregnant so also attended the programme. The 

motivation for one grandmother was that she learned she was terminally ill and wanted to hand 

back her mokopuna into the care of their parents. She felt they all could benefit from attending 

this parenting course together, and although she died during the late stages of the programme 

her children completed the 14-week programme. Ages of grandmothers and mothers who 

attended ranged from 14 years to 58 years. One young couple (mother aged 15 years and father 

aged 18 years) was caring for their very unwell baby while they attended. A few months after 

the course finished that baby succumbed to cancer. 
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Figure 15: Flow diagram chart HKTR-OW: Mothers.  
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Table 34 

Mothers’ Demographic Characteristics  

Demographic Characteristics Response 
No of participants 
(responding n) 

Children attending early childhood centre Yes 18 (46) 39% 

Child Youth and Family (CYFS) involved Yes 24 (46) 52% 
Parent status   
Single parent Yes 17 (41) 41% 

Having a live-in partner Yes 30 (41) 73% 

Partner is biological parent Yes 32 (39) 82% 
Current relationship problem with parent Yes 28 (40) 70% 
Domestic violence in the relationship Yes 16 (34) 47% 
Mental health problems with partner Yes 8 (38) 21% 
Social issues   
Income  Employment 3 (46) 7% 
 Benefit 43 (46) 94% 

Housing problems Yes 22 (46) 48% 

Substance abuse No 24 (43) 56% 
 Yes – Partner 16 (43) 37% 

 Yes – Both 3(43) 7% 

Ethnicity Māori 30 (46) 65% 

 Pacific Island 14(46) 30% 

 European 2 (46).04% 

Number of children living at home 0 1 (44) 2% 
 1 9 (44) 21% 
 2 8 (44) 18% 
 3 16 (44) 36% 
 4 3 (44) 7% 
 5 5 (44) 11% 
 8 1 (44) 2% 
 9 1 (44) 2% 

Age Mean (SD) 25.69(7.89) 
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Table 35 

Retention Rates of Mothers in HKTR-OW Study 

Group Number 

consenting 

Number 

starting 

Number 

completing 

Number at 

3mth f/up 

Number at 

12mth f/up 

1 8 8 7 6 5 

2 7 7 7 6 5 

3 8 7 7 5 5 

4 9 8 8 8 6 

5 8 7 7 7 6 

6 8 8 8 6 5 

7 8 7 7 6 6 

TOTAL 56 52 51 44 38 

Outcome results. 

Maternal health/ parenting stress 
Thirty-eight of the participants had data from four points of time. Comparisons have been made 

between start and completion, completion and 3-month follow-up, and completion and 12-

month follow-up. Results from the measures for maternal mental health and parenting stress 

across all four time points are presented in Table 36. Mothers found parenting stressful at the 

start of the programme. All dimensions show a positive impact at the end of the group (0.70–

1.00 effect sizes) which continued in varying strengths to the 3-month follow-up and the 12-

month follow-up, with effect sizes ranging from 0.09–0.30 (completion to 3-month follow-up) 

and 0.4–0.5 (completion to 12-month follow-up). 
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Table 36 
Mothers’ Mean Scores (SD), SE and 95% CI for Mean Differences; Effect Sizes, and p Values, At Four Time Points 

 
Variable 

Start Completion Change Start to 
Completion 

3mth Follow-
up 

Change Completion 
to 3mth Follow-up 

12mth Follow-
up 

Change Completion 
to 12mth Follow-up 

Change3mth 
Follow-up–
12mth Follow-
up 

 Mean  
(SD) 

SE 
 

Mean  
(SD) 

SE 
 

Mean diff 
95% CI 

P 
Effect 
size 

Mean  
(SD) 

SE 
 

Mean diff 
95% CI 

P 
Effect 
size 

Mean  
(SD) 

SE 
 

Mean diff 
95% CI 

P 
Effect 
size 

Mean diff 
95% CI 

P 
Effect 
size 

GHQ 
 

10.20 
(9.13) 
n=50 

1.29 
 

3.00 
(4.39) 
n=50 

0.62 
 
 

7.20 
5.1–9.3 
n=50 

<0.001 
1.00 

2.57 
(4.27) 
n=44 

0.64 
 
 

0.386 
-0.814–1.59 
n=44 

0.52 
0.09 

1.27 
(2.70) 
n=37 

0.44 
 

1.38 
0.16–2.67 
n=37 

0.03 
0.50 
 

1.08 
-0.32–
2.48 
n=37 

0.125 
0.36 
 

PDH 
frequency 

40.94 
(9.35) 
n=51 

1.31 
 

35.24 
(6.65) 
n=51 

0.93 
 

5.71 
3.37–8.05 
n=51 

<0.001 
0.70 

34.31 
(7.71) 
n=45 

1.15 
 

1.09 
-0.77-2.95 
n-45 

0.244 
0.13 

32.58 
(7.99) 
n=38 

1.3 
 

2.3 
0.07–4.46 
n=38 
 

0.044 
0.40 

0.54 
-1.57-2.66 
n=37 

0.607 
0.22 

PDH 
intensity 

49.22 
(15.66) 
n=51 

2.19 
 
 

37.73 
(10.98) 
n=51 

1.54 
 
 

11.49 
7.60–15.38 
n=51 

<0.001 
0.85 

34.77 
(9.82) 
n=44 

1.48 
 

4.05 
1.04–7.05 
n=44 

0.009 
0.30 

32.13 
(12.36) 
n=38 

2.01 
 

5.47 
1.44–9.51 
n=38 

0.009 
0.50 

1.03 
-3.04–5.09 
n=36 

0.611 
0.24 

PDH 
challenging 
behaviours 

18.25 
(5.97) 
n=51 

0.84 
 
 

14.00 
(4.58) 
n=51 

0.64 
 
 

4.26 
2.73–5.78 
n=51 

<0.001 
0.80 

12.77 
(3.67) 
n=44 

0.55 
 
 

1.59 
0.40–2.78 
n=44 

.010 
0.30 

11.74 
(4.52) 
n=38 

0.73 
 
 

2.11 
0.36–3.86 
n=38 

0.020 
0.50 

0.417 
-0.98–1.81 
n=36 

0.55 
0.25 

PDH 
parenting 
tasks 

19.29 
(6.15) 
n=51 

0.86 
 
 

15.02 
(4.54) 
n=51 

0.64 
 
 

4.28 
2.65–5.90 
n=51 

<0.001 
0.80 

13.91 
(4.64) 
n=44 

0.7 
 
 

1.48 
-0.01–2.97 
n=44 

0.052 
0.24 

12.97 
(5.24) 
n=38 
 

0.85 
 
 

2.00 
0.24–3.76 
n=38 

0.027 
0.40 

0.25 
-1.58–2.08 
n=36 

0.78 
0.20 
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Analysis of mothers’ outcome data. 
Comparisons between points in time were taken, and paired t-tests showed the significance of 

the time effect. Effect sizes ranged between 0.7–1.00 across all dimensions when considering 

start–post-group comparisons. They ranged between 0.09–0.3 for post-group and follow-up 

comparison, showing continued improvement at varying rates across the areas measured. These 

reduced to show slow improvement out to the 12-month follow-up time point. Significant 

differences were found between both start and completion and between completion and 12-

month follow-up. 

The figures below show the mean score for key outcome measures at each time with standard 

errors. 

 

Figure 16: Mean mothers' GHQ-30 scores (SE). 

In pairwise comparison, effect sizes were high, 1.00 from start to completion; 0.09 (low impact) 

for completion–3-month follow-up; and moderate effect size of 0.5 for a longer period, 

completion-12-month follow-up; see Table 36). 
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Figure 17: Mean mothers' PDH frequency scores (SE). 

In pairwise comparison, a large effect size of 0.7 for start–completion; a small effect size of 

0.13 for completion-3-month follow-up, and a moderate effect size of 0.4 from completion-12-

month follow-up was the result.; see Table 36) 

 

Figure 18: Mean mothers' PDH intensity scores.  

In pairwise comparison: Effect size of 0.85 from start–completion is large; 0.3 effect size from 

completion-3-month follow-up and 0.5 again for completion-12-month follow-up are both 

moderate effect sizes.; see Table 36) 
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Figure 19: Mean mothers' PDH challenging behaviour scores.  

In pairwise comparison: a large effect size of 0.8 for challenging behaviours from start–

completion is followed by two moderate effect size results of 0.3 for completion–3-mth follow-

up and 0.5 for completion–12mth follow-up. 

 

Figure 20: Mean mothers' PDH parenting tasks scores.  

In pairwise comparison, the effect size of 0.8 for start–completion is large, however the effect 

size for completion–3-month follow-up is 0.24 , and 0.4 for completion–12-month follow-up. 

(see Table 36) 
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Figure 21: Mothers’ GHQ-30 and PDH mean difference scores between three timepoints.  

It is clear there are improvements for the mothers between start of group and completion, across 

all measures of wellbeing and parent coping.  
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Children’s Results 

Ages and Stages Questionnaire – Social-emotional. 

 

Figure 22: Mothers’ mean ASQ-SE scores for Child 1 at four time points. 

The movement of two thirds of the children from above clinical range, and borderline, to 

normal range is promising. 

Strengths and Difficulties Questionnaire. 

 

Figure 23: Proportion of mothers’ SDQ scores for children group. 
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Eight (50%) of the children were above clinical cut-off3 at the start of the programme, and this 

reduced to three children at completion of the programme, two at 3-month follow-up, and one 

at 12-month follow-up. 

Coded videos. 
29 mother–child mealtime videos, pre and post were coded with the following results: 

Table 37 

Mean Pre- and Post-Mealtime Video Interaction Rates  

 Positive 

interactions 

Negative interactions Percentage of time 

engaged 

Pre-group 

n=29 

1 per 91.28 

sec 

(SD=129.77) 

1 per 311.07 sec 

(SD=261.17) 

17.25% 

(SD=0.26) 

Post-group 

n=29 

1 per 39.54 

sec 

(SD=35.98) 

1 per 393.6 sec 

(SD=235.37) 

37.9% 

(SD=0.31) 

Mean rates of positive interactions increased from one per 90 seconds, to one per 40 seconds, 

and negative interaction rates decreased between pre- and post-programme timepoints. 

Table 38 

Paired t-Tests for Mealtime Parent–Child Video Interactions  

 Positive 

interactions 

Negative 

interactions 

Time in meaningful 

involvement 

Mean difference 

(95% CI) 

51.74 

(8.82 – 94.66) 

-82.55 

(-194.56 – 29.46) 

-0.207 

(-0.31– -0.11) 

p value 0.02 0.14 <0.001 

These results show significant increase in proportion of time parents and children are 

meaningfully engaged during the meals at the completion of the groups compared with at the 

start of groups. The coders of the videos made comment that although the increase in positive 

 

3 Clinical scores: 0–12 normal range; 13–15 borderline; 16–40 within clinical range. 
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interactions between parent-child overall was significant, there was still a large amount of time 

where very little interaction, occurred at all. 

Analysis of Focus Group Data for Mothers  

The following section reports an analysis of themes from the mothers’ focus group interview 

data. 

Tino Rangatiratanga: The self-determination principle. 

As noted earlier with the fathers’ focus group feedback, self-determination, in this study, refers 

to engaging in responsible parenting, by developing the type of family environment that is most 

relevant for them and their whānau wellbeing. For some participants in this group, both fathers 

and mothers, a healing process started both as individuals and their whānau, as they 

reconnected with parents, siblings, aunts and uncles and their wider whānau, reestablishing 

relationships with boundaries. Where there continued to be points of difference, for example, 

gang affiliations, they were put to one side at times they gathered together and maintained 

whānau connections.  

As experienced with other focus groups interviews, these mothers and grandmothers drew 

connections between their own experiences of being parented and the way they currently 

parented their children and mokopuna. Increased clarity, which resulted from discussions, led 

to positive change for many. Being made aware of the examples of others in the group, change 

was seen as a real possibility for mothers and they followed through by exploring new ways of 

relating and creating change in their own families. 

Before [coming to the course] I never listened but now I do. I used to breathe in and 

out and walk away – but now I talk to them, my kids, and my mokos – try to work things 

out. (grandmother, May 2012)  

I don’t smack my kids anymore – I sit them in time out... I use it quite a bit now instead 

of swearing and abusing them. It makes me feel better – I praise them more – I used to 

say “oh shot,” but now the words come out more, instead of “shot” it’s like “oh thank 

you for helping me pick your clothes up my darling.” (mother, May 2012) 

I thought back to when I was a child and remembered being around parties and stuff... I 

wasn’t happy and it wasn’t the life I would have chosen if I had the choice back then... 

So yeah, I’ve seen the effects my parents’ parenting had on me, and it's made me want 
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to do it differently with my children so that, you know, they have maybe a brighter future 

than what I had any chance of. (mother, Dec 2010) 

Going back to when I was a child was hard for me ‘cos my parents gave me up, and I 

didn’t get the best life but, that’s where my life went wrong – I didn’t want my kids to 

end up how I was, and I always put my kids first now so, yeah, I don’t go backwards. 

(mother, Dec 2010) 

Some mothers reported their whānau noticing the changes –  

I get a lot of feedback from my family as well, they see a lot of changes just within me 

and L [partner], and you know, they saying they can see the programme is helping us 

achieve – and ask if so and so can do it, that we should refer them. (mother 2010) 

Taonga Tuku Iho: The cultural aspirations principle. 

Facilitators were considered to be “equal” participants, and were appreciated by the mothers in 

the group. Having Māori facilitators also helped gain the acceptance of the programme by most 

mothers attending. 

It was helpful having Māori facilitators ‘cos Māori can understand our own culture – 

only Māori would know what Māori culture is like... the whole group agrees (even the 

mother in this group who wasn’t Māori). (mother Oct 2011) 

They helped by breaking the ice sometimes ‘cos some of the questions some of us would 

be like “OK so how do we answer this?” and then they’ll just come out with an example 

of their own lives and then that’s how we found we were able to relate... oh yeah!... and 

a bit of humour here and there was quite good. (mother Dec 2012) 

I learned a lot about myself. Coz I noticed in the video when I was feeding my daughter 

I was sitting there saying to her you know “it’s nice, it’s nice, eat it” and actually my 

head was nodding like my head was doing the opposite of what I was telling her so I 

was sitting there thinking to myself you know “what are you telling your daughter to 

do?” – so yeah, that helped. (mother Oct 2012) 

I’m teaching my child now from looking back, what we didn’t have – you know the two 

parents and growing up in a Māori environment, I’m implementing the things Māori – 

instilling it – just adding all the little stuff that I never got brought up in. (mother Oct 

2012)  



 

174 

Our culture is really high with violence and our kids are the ones that suffer, they have 

gone through a lot, Polynesian and Māori, so it’s good to be around people who have 

experience and understand why we are here today. (mother Dec 2010) 

Kia piki ake i ngā raruraru o te kāinga: The socioeconomic mediation principle. 
This principle refers to finding solutions to or overcoming social and economic disadvantages 

through the group’s ability to explore ideas that can include colonisation and decolonisation. 

Practical factors removed barriers and enabled parents to participate in the programme, 

especially critical and deeply appreciated was being transported to the venue and having their 

children cared for and being fed.  

The course helped with transport and the lunches – ‘cos on Mondays we have no food 

left so I went, it's good food too – healthy wise – and how they look after our kids... and 

it gives us a break – especially ‘cos my girl has never had any daycare before, aye. And 

the tutors make you want to come back each week and hearing the different points of 

views from other parents. (mother May 2012) 

Especially knowing that they’re safe. That was good, that’s a major thing knowing that 

they’re safe with caregivers you know. (mother Oct 2012) 

Well for me as a child I didn’t like my upbringing, but now that I am an adult I’ve now 

realised why my upbringing was the way it was – you know this course has taught me 

a lot to do with my life and my future and now I would like to be able to portray that to 

my children – the same teachings without the forcefulness. (mother Oct 2012) 

Whānau: The extended family structure principle. 
This principle is about collectivism and communal notions of family and of family 

responsibilities. This focus may be missing for many parents today who find themselves 

isolated and struggling to raise their children with little support.  

Some attempted to rebuild relationships with whānau as a result of attending: 

I used to think my brother and sister were selfish – haven’t talked with them for a long 

time... years. Now I make time to talk to them. I never used to, I never liked to 

communicate with them because we were always fighting. So that since I’ve been on 

this course it's actually made me communicate good with my brothers and sisters and 

my family... it's awesome now – it’s like a big weight has been lifted off my shoulders. 

(mother May 2012) 
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Increasingly, individuals realised that whānau and whānaungatanga can be extended beyond 

familial or genealogical ties to include other groupings from whom one might draw support, as 

well as give back to. These can include kohanga-reo-based whānau, or other groups like this 

parenting group. 

This course keeps me sane. Being at home by myself just me and baby, this is the only 

time I really get to talk. (mother Oct 2012)  

One grandmother brought her two daughters, one son-in-law and the mokopuna along, to 

encourage them to spend more time with their children. She was particularly pleased with the 

impact on her son-in-law: 

He loved the course and he’s heaps more involved with his children now – they really 

had to become parents, a mum and a dad. After the course every week there was talk 

about what they did in course today and the biggest thing has happened with him ‘cos 

you could never get him to talk to anybody before. But ever since he’s been to this place 

to do this parenting course, my son-in-law looks and acts like a dad now. He used to 

think only my daughter is the mother and that was it. Now they are very involved with 

each other and with the kids. I’m really rapt. I felt good that he is doing something with 

the mokopuna – he will be able to do it when we are not home – now he is a good dad. 

(grandmother May 2012) 

Many of the HKTR-OW participants found the programme provided a supportive environment 

and connections to other mothers that were critical to their participation. Through the sharing 

and listening to others’ stories, several of the mothers felt supported or found friendship.  

When I first came here I thought I was the only mother that was going through what 

I’m going through and then just to hear that the other mums were going through it too 

was like “whoa”... and others had already overcome it so they gave me ideas, that 

helped me to find help and now I’ve overcome these problems too, and I have new 

friends. (mother Dec 2010) 

Ako: The culturally preferred pedagogy principle. 

Ako is an extremely important principle and highly relevant to the present study. Many 

participants articulated the benefits of sharing their experiences and knowledge with others, as 

well as learning from the experiences and knowledge of their peers. Feedback from mothers 

consistently reported that the atmosphere created provided an environment for discussion, and 

being listened to, as well as listening to others. For some participants, for the first time the 
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group offered space to share ideas that might help another person in the group, as well as hear 

others’ experiences and learn from them. Some had never before imagined being able to help 

another parent, having had their parenting constantly criticised. This experience was reported 

consistently by mothers in all the studies. 

Yeah, I felt really shy at first but being able to open up and you know, be accepted... it 

was real cool. (mother Oct 2011) 

It was relaxed, calm, and open and I could relate with others who were on the same 

page as you – I identified with other mums and knew I wasn’t the only one experiencing 

these things, and we trusted each other to speak what we were thinking and together 

learned new ways, new parenting skills. (mother, 2010) 

It felt weightless coming in here and then whatever things happened outside those doors 

weren’t coming in with me, because yeah, it was just good to come around positive 

energy with some strong women in this group and some really positive guiding tutors 

– who actually wanna listen to our stories... not judge us, and they (tutors) shared their 

experiences and that helped us too. (mother, 2011) 

The facilitators told their stories too, so it wasn’t like they were there to judge us – they 

were involved in all the activities so we didn’t feel bad, it made us all get along... broke 

the barrier... helped us bond and trust each other better. (mother Oct 2011) 

The shared watching of videos of mealtimes was well received after initial apprehension; many 

commented positively. 

At first I felt uncomfortable, nervous and shy, but got over it. (mother Dec 2012) 

It was actually helpful to watch yourself on the video – It's way different to what you 

think it is – what I liked was seeing how together my family was, all interacting, doing 

the same thing, being happy. (mother Dec 2010) 

Kaupapa: The collective philosophy principle.  
As with the fathers in this study, HKTR-OW provided a shared kaupapa for participants who, 

through their involvement with the programme, became a part of its ongoing development.  

Before I came my parenting skills weren’t that good... I had all these other worries. I 

came with so much baggage and then every time I left I was happy and feeling better 

and walked away with more parenting tips to try as well. Coming here is like an 

encouragement when you go home, to like do better, and like know that you can... I go 
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back home and read all my sheets to my partner and you can tell that he’s like thinking 

hard out ‘cos most points involve him too... and he says oh yeah. (mother Oct 2011) 

Well for myself, my parents did a really good job, they were good. So I am instilling the 

values that they had – mixed with the things that I’ve learnt here and to go away and 

continue that.... a lot that I have learnt – no matter how old my child is, is that 

communication and the bond for me is quite strong now – so I’m just keeping that going. 

(mother Oct 2012) 

 

Conclusions 

Strengths and weaknesses of study. 
This study is original in testing acceptability and effectiveness of a culturally adapted Mellow 

Parenting programme with Māori fathers and mothers, delivered in community settings in South 

Auckland. We found increased parent wellbeing and reduced parenting hassles along with reduced 

problem behaviour in the children, for those mothers completing the programme. The video 

recording of mealtimes was used successfully in the afternoon self-reflective parenting sessions – 

this footage was coded blind, and results showed the hypothesised directions of change –

mothers increased positive interactions occurred between pre- and post-group videos, and 

reductions in negative interactions, as did fathers, reported in the previous chapter.  

Comparison of mothers results across studies. 
One question we posed for these three studies was “Is the HKTR-OW parenting programme 

effective in achieving positive improvements in wellbeing and parenting for Māori mothers if 

fathers also attend the programme?” The results of all three studies show the change is positive 

for mothers attending all three programmes. The level of harmony in the relationship seems to 

impact on the level of positive change. As would be predicted, more positive change occurs 

where both parents are in tune with each other and agreement is easy. Data showed a reduction 

in GHQ-30 scores between start and completion for all groups attending Hoki ki te 

Rito/Mellow Parenting. Trends showed further decreases in GHQ-30 scores at 3-month follow-

up, for mothers and fathers. Mothers’ mental health continued to make the same improvement 

when the programme was adapted to include fathers. As hypothesised, the rate of improvement 

for the HKTR-OW mothers was slightly higher than those mothers attending mothers-only 

programmes. 
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Meaning and implications of study. 
The results of this study show encouraging outcomes in “high-risk” families where parents 

generally fail to engage with parenting services. The government needs to be open to funding 

programmes where new evidence establishes acceptability and effectiveness for target 

populations in order to improve whānau relationships, build resilience and reduce the rate of 

disruptions to whānau by increasing access to robust interventions such as this, particularly in 

the current climate where child welfare services are under review. 
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Chapter 8: Summary of overall findings and conclusion 

Ko te pae tawhiti, whaia kia tata; ko te pae tata, whakamaua kia tina 

Seek out distant horizons and cherish those you attain. 

This thesis has tested the acceptability, feasibility and efficacy of a parenting programme – 

Hoki ki te Rito-Oranga Whānau – adapted from Mellow Parenting for Māori parents in New 

Zealand. This has been carried out within a Kaupapa Māori approach, drawing from the 

traditional Māori principles and values that are the foundation of Ohomairangi Trust, 

acknowledging contextual factors at policy, procedure, and personal levels. Historic, 

economic, sociopolitical, psychological and spiritual aspects of the environment have been 

discussed and form the catalyst for continuing to develop Hoki ki te Rito-Oranga Whānau 

intervention for Māori parents, their children, and their whānau.  

Findings  

Chapter 1 introduces the Kaupapa Māori context of Ohomairangi Trust and the Kaupapa Māori 

theoretical framework for the service model it uses in delivering an early-intervention service, 

as well as conducting this research. The scene is set via a discussion on the impact of 

colonisation which has contributed to the current status of Māori parenting. The challenges 

faced by Māori are outlined, rationalising the need for relevant programmes and responsive 

support to be developed and made available for whānau to break the cycle of deprivation and 

build whānau resilience. However, it has not always been like this, as elucidated by an overview 

of former traditional attitudes and practices regarding the place of children, and child-rearing 

practices for Māori, and this knowledge is re/introduced as part of building more promising 

futures. 

Chapter 2 surveys current Māori and international parenting programmes that are available to 

address parenting programmes. An opportunity arose to adapt and pilot Mellow Parenting for 

Māori mothers, and the elements of MP are described. 

Chapter 3. Pilot results for Hoki ki te Rito/MP showed positive improvement for all, mostly 

Māori mothers (n=16) who participated in this open trial. Self report data (GHQ-30, PDH scale, 

SDQ, ASQ-SE questionnaires) indicated encouraging change.  Focus group interviews 

reinforced positive experiences of the kawa and Kaupapa Māori way of working – they 

commented on feeling manākitanga, whānaungatanga, and aroha, and about not being judged, 
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having their contributions valued, and about personal growth and insight, being accepted and 

making friends. The extended study of Hoki ki te Rito/MP for mothers (n=49) produced similar 

positive results across two NGO providers in South Auckland delivering to Māori, Pacific and 

Pākehā mothers. Chapter 3 examines the results for Māori mothers who participated in this 

extended study, showing similar positive outcomes with improved wellbeing, coping strategies 

and confidence as well as reduced problem behaviour and improved social and emotional 

wellbeing for the children using the same measures across both studies - GHQ-30, PDH scale, 

SDQ, ASQ-SE questionnaires. 

Chapter 4 presented a systematic review of parenting programmes for indigenous fathers, 

revealing a paucity of published studies in the area, and reinforcing the need for this work to 

be done, reported, published and critiqued for impact with indigenous fathers, and future 

development. 

Chapter 5 discusses methodological issues and the tensions that need to be taken account of 

when doing this work. A Kaupapa Māori approach that embraces all aspects of the work – from 

adaptation of the intervention, to design of methodology, recruitment, engagement, and 

consultation – is argued as having most relevance for Māori whānau in Aotearoa New Zealand. 

I have considered the political, cultural, economic, social and practical influences at work in 

our society in NZ when faced with addressing parenting support for Māori – prioritising the 

outcomes for Māori whānau, hapū and iwi, above those of funders, researchers and providers, 

all of whom are stakeholders. 

Chapter 6. Adaptation of the Mellow Dads programme for use with Māori fathers  is reported 

along with the results for fathers. A range of different measures show that data from self-reports 

(GHQ-30, PDH scale, SDQ, ASQ-SE questionnaires) were supported by results of coded 

videos of mealtimes taken before and after the programme, and aligned with focus group 

interviews of the positive experience and positive changes identified by these parents.  

Chapter 7. Mothers participating in Hoki ki te Rito-Oranga Whānau showed how Māori 

mothers participating in this parenting programme, with fathers also attending, benefitted. They 

had positive results across all outcome measures.  

Following, are responses to research questions posed for the Hoki ki te Rito-Oranga 

Whānau/Mellow Mums and Mellow Dads. 

(i) Is the HKTR-OW programme feasible and acceptable for Māori mothers and fathers?  
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Attendance and retention rates show acceptability and feasibility. Graphs above show the 

benefits across the three studies. The focus group feedback further triangulates these positive 

findings.  

(ii)  Is the HKTR-OW parenting programme effective in achieving positive improvements 

in wellbeing and parenting for Māori mothers and fathers if fathers also attend the 

programme?  

The change is positive for mothers and fathers attending all programmes. The level of harmony 

in the relationship seems to impact on the level of positive change. As would be predicted, 

more positive change occurs where both parents are in tune with each other and agreement is 

easy.  

Data showed a reduction in GHQ-30 scores between start and completion for all groups 

attending Hoki ki te Rito/Mellow Parenting. Trends showed further decreases in GHQ-30 

scores at 3-month follow-up, for mothers and fathers. Mothers’ mental health continued to 

make the same improvement when the programme was adapted to include fathers. As 

hypothesised, the rate of improvement for the HKTR-OW mothers was slightly higher than 

those mothers attending mothers-only programmes. 

Similarly, the Parenting Daily Hassle Scale – Parenting Tasks profiles across all groups, in all 

three studies, showed similar trends of improvement.  

For all but the pilot study groups, there was a reduction in PDH parenting tasks scores between 

both start and completion, and completion and 3-month follow-up. This suggests that the 

programme has a lasting effect on a parent’s perceived hassle of parenting tasks, or/as well as, 

an increased understanding and acceptance of parenting tasks as part of their parenting role, 

and an overall increase in parenting skills and confidence. Improved relationships between 

parents and their children could also be a contributing factor, especially as all groups, fathers 

in particular, experienced a reduced perception of hassle at the 3-month follow-up. Likewise, 

video results showed increases in positive interactions and a reduction in negative interactions 

between start and completion timepoints, with fathers improving slightly more than the mothers 

in this study. 

(iii)  Is HKTR-OW parenting programme effective in improving developmental skills and 

behaviour, for pre-school children of participants? 

ASQ-SE post-group data showed a reduction in numbers of children meeting clinical range 

scores at the start of the group, compared with scores at the completion of the group. Similarly, 
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children’s behaviour scores on SDQ reduced from start to completion and continued to change 

over time. 

(iv)  How is the programme and its effects viewed by the facilitators working with the 

families? 

The groups’ facilitators were also positive about the HKTR/MP and HKTR-OW programmes. 

The initial appeal of the programme was both the programme’s emphasis on linking the past 

with the present behaviour or life experiences, which translated into ways parents were 

encouraged to reflect on their own past to gain a better understanding of their current parenting 

and where they might want to make changes. Mothers and fathers alike commented on the 

usefulness of these exercises that encouraged reflection and promoted insights, as did 

facilitators. Also, it was identified early that there was a good fit between underlying values of 

Mellow Parenting, and tikanga inherent in a Kaupapa Māori approach. Facilitators found the 

programme to be flexible and adaptable to Māori cultural and individual needs. Clearly, the 

Mellow Dads programme was itself an adaptation of the Mellow Mums programme and one 

might anticipate similar positive results for fathers. 

(v) How can the programme be refined for future dissemination? 

The results of this study indicated many Māori fathers and mothers experienced benefits from 

this programme. There were fathers who disclosed addictions that became a goal for them to 

address during the programme. Some fathers, with encouragement from whānau and the group 

members, stopped using, while one booked into a residential rehabilitation programme. Four 

fathers expressed an interest in staying involved to support other dads in future groups. To date, 

one father has completed the Mellow Parenting training, and is co-facilitating the programme. 

There is scope to set up a mentoring system or support network for fathers, providing 

opportunities for dads to “give back” as many regularly requested. This is an area that requires 

further exploration. 

Strengths and weaknesses of the studies. 
The Hoki ki te Rito-Oranga Whānau study is original in testing the acceptability and 

effectiveness of a culturally adapted Mellow Parenting programme with Māori parents, 

delivered in community settings in South Auckland. All studies, the pilot, extended and 

mothers and fathers study, found increased parent wellbeing from the start of the programme 

to completion, with an effect size for the mothers of 1.00 and 0.68 for fathers. Reduced 

parenting hassles for mothers had effect sizes that ranged from 0.7–0.85; for fathers, effect 
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sizes were between 0.27–1.08; problem behaviour in the children also reduced from start to 

completion of the programme. The video recording of mealtimes was used successfully in the 

afternoon self-reflective parenting sessions – and the blind coding of this footage was completed 

for mothers and fathers in this study, having been a weakness of the earlier pilot study, and extended 

study. However, in this final study, pre- and post-data from mothers and fathers’ video sessions of 

shared mealtimes was available to triangulate the positive questionnaire results recorded from 

parent reports, and the focus group feedback. A major weakness of this work was the inability to 

collect sufficient waitlist data to enable an analysis and comparison of the intervention effects with 

the waitlist control to eliminate the possible explanation for change being attributed to the passage 

of time. Attention to the stepped-wedge design could ensure a waitlist control in future studies that 

would include larger numbers of parents.   

I conducted the focus group interviews for this study and co coded the transcribed data for the 

thematic analysis, reducing the potential for experimenter bias; however, I was not involved with 

facilitation of any of the seven HKTR-OW groups. Facilitators of the groups administered the pre- 

and post- questionnaires and demographic data forms; however, they were not tasked with seeking 

feedback from participating parents regarding their performance of their role, these questions being 

part of the focus group interviews, to reduce possibility of parents giving compromised feedback. 

 

The review of literature is unique in terms of the scope – indigenous fathers parenting interventions, 

however the scope could have been broadened to consider fathers parenting interventions to gain 

more insight into fathers roles across cultures. This may have led to a stronger focus on fathering 

when we carried out the cultural adaptation of Mellow Parenting for Māori fathers, and could have 

strengthened Hoki kit e Rito – Oranga Whānau within a contemporary context. 

Conclusions  

Overall, the findings are encouraging. There has been a significant improvement pre- to post-

intervention on the men’s and women’s GHQ-30 scores which was sustained to 3-month 

follow-up, and 12 months in the case of HKTR-OW parents. This was paired with significant 

improvements in parenting stress, and children’s development, which remained at these 

improved levels until 3-month follow-up, and, for some, 12-month follow-up.  

Retention in the programme was relatively high. Many of the participants had high levels of 

family and social difficulties including CYFS involvement, which, for an average of at least 
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60% of participating parents, mirrored their own caretaking histories. Relationship problems, 

domestic violence, addiction and mental health problems also featured in these families. 

Traditionally these are factors associated with low levels of participation in programmes such 

as this – particularly over a 14-week period; however, these parents maintained interest as they 

engaged with facilitators and other parents.  

Parents from a variety of ethnic groups have participated in the programme including Māori, 

Pacific, Indian and Pākehā. The programme, which has been adapted for use with Māori 

specifically, but with Pacific input in both development and facilitation, did not exclude parents 

from any ethnic groups, and has been well received by the majority of participants and 

facilitators. There were some reported language difficulties with some Pacific parents from one 

provider; however, Ohomairangi Trust attempted to mirror the ethnicities in groups, amongst 

the facilitators, to overcome this issue. Māori language has been integrated into one version of 

the programme as there has been a mixed demand for te reo Māori – a number of graduates 

from kura Kaupapa Māori have attended, as have kaumatua/kuia who are fluent speakers of te 

reo Māori. Similarly, it has been suggested that translations in other Pacific languages may be 

beneficial in future developments.  

Qualitative data collected has also been positive – focus group and individual interviews told 

of stories of healing, of repairing relationships, of acknowledging they “can do it,” learning 

about their own children, and of taking time to spend with their children. Parents rated 

activities, content, and interactive style highly. They reported adopting new valuable strategies 

into their daily parenting, saying they would recommend this programme to others needing 

support. Many referred other whānau members to following groups, and some whānau came 

together – grandmothers, daughters, sons-in-law, and mokopuna. There was a sense of 

wellbeing gained by participating – parents reported they never thought that they would ever 

have something useful to offer to other parents – they began to understand the concept of ako 

and the reciprocity involved. 

Likewise, facilitators noticed the connections built between group members – many friendships 

developed, and we hear from past members from time to time, updating us with their news. 

This is how we found out that one of the fathers who had attended had suicided at New Year, 

over a year after participating in the Hoki kit e Rito-Oranga Whānau programme. Collecting 

3-month and 12-month follow-up data was another opportunity to reconnect with parents and 

they were often able to put us in touch with other group members who had moved houses or 
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moved further afield. It was encouraging to hear participants tell about strategies they 

continued to use 3 and 12 months later. 

Meaning and implications of study. 

There is a drive in New Zealand to better support parents and parenting courses for sections of 

the community where parents are not receiving the level of support they need. The numbers of 

Māori children being uplifted by the state are increasing. The results of this study show 

promising outcomes in families where parents generally fail to engage with mainstream 

parenting services. The government needs to be open to funding programmes where new 

evidence establishes acceptability and effectiveness for disadvantaged populations in order to 

improve whānau relationships and reduce antisocial behaviours. One goal was to determine the 

acceptability and feasibility of HKTR-OW which was achieved. Measurement of outcomes 

using questionnaires, focus group data and coded videos of parent-child interactions that were 

coded, resonated with parents who participated. 

Questions and future research.  
It would be important to establish whether the programme is as acceptable and effective with 

Māori fathers, when delivered by other providers. The results of this initial study support an 

extended study across community providers. A closer focus on measuring child outcomes in 

the future is required, for example, resourcing to support the measurement of the reduction in 

children’s stress, for example, by collecting and analysing pre and post-group salivary cortisols 

having the children’s group caregivers completing pre- and post-programme behaviour and 

development questionnaires to add to the parent data, and a further focus on pre- and post-

video data collection, could all be useful aspects of future research to pursue, when advocating 

to make this programme more available to parents in New Zealand. 

A larger sample size and longer follow-up with a more robust stepped-wedge design, ensuring 

waitlist control numbers necessary for a successful trial, is called for. An RCT against another 

parenting programme/s could provide further useful evidence for all programmes, ensuring all 

parents have timely access to HKTR-OW. Such a study could help determine the relative 

efficacy of programmes for parents presenting with a range of needs, and guide their referral 

to the most appropriate parenting programme based on this evidence. 

An extended study could explore the feasibility and efficacy of Hoki ki te Rito-Oranga Whānau 

methodology extending to influence practice – of relational practice across social services as 
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they acknowledge the complexity surrounding some whānau circumstances, and strive to stand 

by them and better meet the needs of our communities in Aotearoa New Zealand. 

We could explore the impact of harmonious parent relationships, in the future, or make 

comparisons between the children where one parent attended versus both parents. We need to 

ask whether a definitive trial is needed, as we had only 19 couples in this study – was it the 

quality of the relationships between parents that was most important factor regarding the 

outcomes, i.e., did couples in stable relationships who attended together benefit more than 

parents where there was a disharmonious relationship? Did it matter that the fathers came?  

In Summary 

In this thesis I have utilised a Kaupapa Māori approach using both quantitative and qualitative 

data to build on two preliminary studies of the adaptation of Mellow Parenting for Māori 

mothers, by adapting the programme further to include Māori fathers. As the results of the Hoki 

ki te Rito-Oranga Whānau intervention are promising for both mothers and fathers, in South 

Auckland, the CMDHB has continued to fund this programme for parents in the Counties 

Manukau District. Parents experienced improvements in health and wellbeing, parenting 

coping skills, and relationships with their children and wider whānau members. Some have had 

their children returned to their custody and others at risk of losing children into care, have 

retained them in their care. They developed insights that enabled healing within their wider 

whānau and rebuilding and reconnecting, strengthening whakapapa that extended to support 

for others they met. Although the study examining mothers and fathers experiences of this 

programme has limitations of a relatively small sample size, lacks a control group, and had 

difficulties with the stepped wedge data collection, there is enough encouraging data to suggest 

that the Hoki Ki Te Rito – Oranga Whānau programme deserves to be researched further with 

a view to implementation, just as parents deserve to have the opportunity to engage and grow 

in their exercise of tino rangatiratanga in living their daily lives, with whakapapa intact. 
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Appendix C: Demographic Information 
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Appendix D: Hua Oranga 

 



 

194 

 



 

195 

Appendix E: General Health Questionnaire 
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Appendix F: Focus Group Questions 

Hoki ki te Rito – Oranga Whānau - focus group questions: 
 
 
What was it like for you (mums or dads) coming to this programme? 
 
 
 
What parts of the programme were useful for you?..... 
Was it useful being asked to remember your own childhood, and has that exercise helped 
you being a dad now? 
 
 
 
You had xxx and yyy running your group. Was there anything they did to help you feel 
comfortable or able to talk in the group.  Did you think that their background (aaa and bbb) 
made it easier for you to participate…what was important to you? 
 
 
 
If you were to recommend this programme to someone else, how would you describe it – 
what did you get out of it? 
 
 
 
What sort of people do you think would benefit from coming to this programme? 
 
 
 
How do you think this programme might be improved? Were the things you hoped you 
would cover but didn’t? Do you think there were topics that were not useful? 
 
 
 
Is there anything else you would like to comment on? 
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