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ABSTRACT 

The present study is an evaluation of the service delivery 

programme offered at the Palmerston North Plunket-Karitane 

family unit. The study had three aims: firstly, to 

iv 

replicate and extend an investigation conducted on a similar 

programme in Dunedin; secondly, to examine the eitiology 

and intensity of stress experienced by the service delivery 

staff; and thirdly, to systematically evaluate programme 

process and outcome. Results obtained in the present study 

were in many respects similar to those obtained in the 

Dunedin study , but some significant differences are also 

noted. Although valuable information pertaining to the 

causes of stress was obtained, the service delivery staff 

recorded stress levels comparable to other working women. 

Process and outcome evaluation data indicated that the 

programme was functioning in accordance with its aims and 

objectives, however recommendations for programme modification 

and improvement are offered. 
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INTRODOCTIOO 

Brief History of the Royal New Zealand Plunket Society (Inc.) 

The Royal New Zealand Plunket Society (Incorporated) is a legally 

constituted organization whose manbers, also legally incorporated l:x:xli.es, 

are the 119 Plunket Branch Societies throughout New Zealand. Each 

autonorrous Branch ernJ:xxiies several sul:rbranches which functionally are 

sul:rcornnittees of the parent Branch, and are under its jurisdiction 

(Royal New Zealand Plunket Society, undated) . The purpose of the Society 

is to provide a preventative health-care service to all New Zealand 

infants and pre-school children (Geddis and Silva, 1979). 

The "Plunket Society" was founded in 1907 by Dr Fredrick Truby King, who 

was at that ti.Ire SUperintendent of Seacliffe Mental Hospital in Dunedin. 

Dr King saw a relationship between the high infant nortality rate; 73 

per 1000 live births, (Parry, 1982) and the prevailing attitudes and 

practices associated with infant rearing. On the 14th May, 1907 he 

expounded his theories to an audience of influential Dunedin wanen, who 

enthusiastically embraced his doctrine of ". • • breast feeding, natural 

foods, cleanliness, and fresh air" (Travers, 1981, p.3). Within a year 

the Truby King Motherhood lv'..ovanent, the forerunner to the Society for 

the Heal th of Wanen and Children, later to becx:Ine the Royal New Zealand 

Plunket Society, was inoorporated. The aim of the organization was to 

not only decrease infant nortality but also to inprove the health of 

children through mutual support and education of parents. An early 

follower of the Truby King philosophy, lady Plunket, wife of the 

contemporary Governor of New Zealand, gave her name to the specialist 

nurses errployed to do this work, and later in rea:>gni tion of her 

patronage the organization became known as the Plunket Society (ibid) • 

In the 80 years since inception the Plunket Society has become an 

integral part of the New Zealand health service. In l980, Plunket 

nurses visited alnost 42,000 new- babies: 83% of all infants born in 

New Zealand that year (Parry, l982), and a study of Dunedin families, 

(Gedd:f s and Silva, 19791 reported 98% as having experienced sane Plunket 

ccntact. '!he early years of the Society saw rapid expansion to provide 

a nationwide ne~rk of trained .Plunket nurses who offered danicillary 

and clinic visits to parents needing practical assistance, advice, and 

support. By 1927 Karitane Hospitals had been established in Dunedin, 
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Christchurch, Auckland, Wanganui, Invercargill, and Wellington. The 

purpose of these hospitals was twofold: firstly, they served as training 

schools for Karitane nurses and Plunket nurses; and seCX)ndly, they were 

available for nothers and infants requiring nore intensive residential 

care. Al though the pram::,tion of sound infant management practices has 

always been a primary concern, in the rrore recent past the Society has 

expanded its activities to include canpaigning for hydatid erradication, 

oovine tuberculosis testing, fluoridation of water supplies, vaccination 

prograrnnes, and child accident prevention. 

Initially the Society was funded by donation, public subscription, and 

the fundraising activities of the volunteers who made up the Society's 

rcanbership. As involvement in infant heal th care expanded, and running 

oosts escalated, the Society was forced to seek Government assistance, 

ha.vever despite sone pressure, it has retained its autonomy. Sane 

funding is also provided by the Karitane Products Society Limited, 

a a:rrpany set up in 1927 to manufacture the Plunket Society infant 

dietary supplem:mts, which are only available for sale to Society 

rnerrbers. Between 1979 and 1982 Karitane Products donated surplus 

profits of $200,000 to the Plunket Society (Parry, 1982). 

The Developrent of Plunket-I<ari.tane Family Units 

By the 1970s it became obvious that the role of Karitane Hospitals in 

the care of premature and weakling babies was being taken over by public 

hospitals with sophisticated neo-natal units. As Parry (1982) has noted 

"Karitane Hospitals belonged to a past era, when costs were lower, lal::our 

cheaper, nothers rrore ignorant, paediatric advice less readily available." 

(p. 158.) Furthenrore, for many cases hospital care was inappropriate 

and Karitane Hospitals were underutilized and expensive to operate 

(Clarkson, Brown, Fraser, Herbison and Geddis, 1985). Parry (1982) 

reoords that in 1977 while 63% of the Plunket Society annual budget was 

spent on district w::>rk caring for 96% of the Plunket caseload, Karitane 

Hospitals consutred 37% to benefit just 4t of cases. Additionally, 

admission to the hospitals had becx::rne nore a:mronly for social reasons, 

and less and less for ill-health, nutrition, or infant management 

probl~. Between 1978 and 1980 Karitane Hospitals were phased out, and 

replaced by cnnnrunity-based family units, staffed by Plunket nurses and 

Karitanes. 



3 

'lhe aim of the Plunket-Karitane family servire is to provide an 'extended 

family' for parents" ••• offering helpful and well infornm assistanre 

with problems that often conrern young parents with infants and toddlers. 

In practire, it offers a broad educational approach to child-rearing and 

family relationships." (:Royal New Zealand Plunket Society infonnation 

brochure.) 

The Plunket-Karitane family servire operates a dual system of assistance 

to families with young children through the family units and the nobile 

Karitane servieie. The family units provide an infonnal environroont where 

parents can be advised on such matters as infant-care, household ma.nag~ 

rnent, and family relationships. Units are also a place where those in 

need of a break from the demands of parenting can obtain a few hours 

rest, and those seeking social oontact can meet other parents. fubile 

Karitanes are available to go to family h::>me.s and give practical 

assistance w.i th child-care and household management. 

The Plunket-Karitane family service assistance is offered free of charge 

to i.ts users, al though voluntary oontributions are accepted. It is 

funded partly by Government a:mtribution, and the balance by public 

donation and funds raised by the voluntary sector of the Plunket Society. 

Evaluation of the Service 

Evaluation of this new type of Plunket servire was obviously desirable 

once family units becarre well established. Hc,..,rever, because clients in 

different areas have different needs, each of the 27 family units 

throughout New Zealand was given the autonomy to develop its CMn identity 

within the parameters of the family unit ooncept. This suggests that 

any indepth evaluation of family service functioning should be done at 

local level, since national evaluations yield only very general 

infonnation. To date the only conpleted formal evaluation has been of 

the two Dunedin units (Clarkson et al., 1985). 

The present study was conducted following an approach made to the 

Departrcent of Psychology at Massey Uri.versity by the Palmerston North 

Plunket-Karitane family unit management cx:mnittee, for an evaluation 

study to be oonduct.ed. The managarent cx:mnittee request was prarpted 

by a resigning family unit nurse, ~ linked-the high turnover of staff 

to the stress associated with working in a family unit. 
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Although a fonnal brief for the research project was requested, the 

management corrmittee failed to provide one, leaving the extent and focus 

of the evaluation to the discretion of the research designers. 'lhe 

Palmerston North family unit was established in 1978. Because no fonnal 

evaluation of the unit programne had been undertaken since the unit had 

begun operation, a detailed evaluation research study, looking at 

programre resources, inplementatian, and effects was indicated. It had 

been suggested that stress was a factor contributing to staff resignations, 

and so while this area was targeted for particular attention, the 

evaluation was comprehensive and oovered all aspects of the family unit 

functioning. 



1. 0 E.VALUATICN RF.SEAIO-I: AN OVERVIEW 

1.1 The Problem of Definition 

Evaluation as a legitimate field of applied social science research has 

becx:>rre increasingly iflI:ortant over the last two decades (Raizen and 
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Rossi, 1982): however, as Freeman (1977) and Riecken (1977) have both 

noted, opinion as to what constitutes evaluation research varies consider­

ably. Riecken (1977) has observed that while some research which falls 

within the area of evaluation is not classified as such by its authors, 

other research which rrerely assembles statistical information, or 

provides informed judgement, is clairred to be evaluation. Glass and 

Ellett (1980) assert that definitions of evaluation, both g::xx3. and bad, 

around. They reproach writers for creating definitions to enphasize nav 

aspects of evaluation, accusing them of being indifferent to whether 

a definition is too broad thereby including spurious roncerns; or too 

n.arrav and excluding legitimate areas of investigation. 

Glass and Ellett (l980l favour Scriven's (1967} definition, maintaining 

it captures the essential features of evaluation. 

11
· ~aluation] oonsists s.i.n:ply in the gathering and oombining of 

perfonnance data with a weighted set of critical scales to 

yield either cx:nparati.ve or numerical ratings, and in the 

justification of (a) the data-gathering instruments, (b) the 

weightings, and (cl the selection of criteria." 

(Scriven, l967, ci.ted in Glass and Ellett, 1980, p. 212.) 

Glass and Ellett (.1980} consiaer nost definitions of evaluation are 

stipulati ve, and aw laud Seri ven for a definition which approaches 

description, i.e. gives -an acrount of prior usage. '!be present writer 

suspects the soope of Scri.ven' s definition relegates it to the over­

inclusive category suggested by Glass and Ellett (1980). Furthenrore, 

this definition may well be inc:orrprehensible to readers without prior 

knowledge of the dinensions of evaluation research. 

A definition that limits evaluation research to assessm:mt of human 

resource progranmes through the use of social science methodology has 

been provided by Freeman (1977} • 



II evaluation research is best defined as act.i vi ties which 

follCM the general mandates of social research, cx:npranising 

these as nrinimally as possible because of the realities of the 

political and pragmatic environment in which investigators work. 

In other words, evaluation research is -the application of social 

science rrethodologies to the assessrrent of human resource 

programs, so that it is possible to determine, enpirically and 

with confidence that results from employing scientific procedures, 

whether or not they are useful." (Freeman, 1977, p. 25.) 

Not only does this definition maintain reasonable boundaries for the 

6 

field of evaluation research, but it also acknCMledges the political and 

pragmatic cxmstraints of applied research while stressing the need for 

errpiri_cal scientific nethods. Unfortunately it falls short of being an 

acceptable definition by implying that the ultimate outcane of a progranme 

is the only area of interest in evaluation research. ('lhis issue will 

be discussed later in the chapter. l Freeman redresses the misconception 

in the Rossi and Freeman (19 82 )_ definition, used by Aiken and Kehrer 

(19851 to introduce a chapter addressing rrethodological issues in 

Evaluation Studies Review Annual. 

"Evaluation research is the systematic application of social 

research procedures in assessing the cx:>nceptualization and 

design, .irrplenentation, and utility of social intervention 

programs. . • Evaluation research involves the use of social 

research methodologies to judge and to improve the planning, 

noni.toring, effectiveness, and efficacy of health, education, 

welfare, and other human service programs." ~ssi and 

Freeman, l982, p. 20.l 

The present writer bas adq:>ted the Rossi and Freeman (1982)_ definition 

because explicitly or inplici:tly it~ all the facets of 

evaluation research recx:>gni.zed by Scriven (19671 and Rossi (1977}, while 

at the sane time acknow-ledging that evaluation research incorporates 

assessment of process, as well as outcx:rce. The definition stresses the 

need to examine programne rationale and desigri, programne operation, the 

overall usefulness of the intervention, and the use of infonnation 

obtained to m:xlify the progranme toward the direction of the desired 

outcxrre. In short, the definition embraces all aspects of progranme 

intervention, and not nerely assessment of the end result. 



The foregoing discussion of definitions serves to highlight the broad 

scope of evaluation research, and provides an indication of the many 

potential areas of debate within the field. A detailed 'state of the 

art' review of evaluation literature is beyond the srope of the present 

discussion: instead a discussion of selected issues of particular 

relevanre to the present study is offered . 

.l. 2 Research resign 
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'Ihe experinent has been defined by Keppel and Saufley (1980) as the basic 

m:ans of establishing causal relationships between environmental events 

and specific behavioural effects. Cook and carrpbell (1976) divide 

experi.mantal design into two major categories: 'true' eJ<periroents, in 

which assignrcent to rondition or treat:Jrent is 2:andam; and quasi­

experi.mants, which approximate 'true' experi.rnents in all respects exrept 

ran.dan assignment. Thus, in quasi-exper.irtents subjects are assigned to 

ronditions on the basis of already existing differences, (i.e. non­

randanlyl and therefore are non-equivalent before independent variable 

adrnin:istration. Obviously, 'true' experiments penni.t the drawing of 

stronger causal inferences, but random assignment is not always possible, 

(or ethicall in applied research settings. 

'lhe cx::>nstraints of applied research. should not l'lavever, be used as an 

exalSe for :p:,or exper.irtental rontrol, and the field researcher needs to 

be equally cx>ncerned with proper research design as those who oonduct 

laboratory experinents. Cook and Carrpbell U976) offer suggestions for 

overa::ming some randanization difficulties and note situations where 

opportunities. for randcmization might be maximized. Hc:Mever, in many 

cases the. nost appropriate design for a field project is quasi­

experimental. Cook. and campbell (19.76}_ discuss the four types of 

validity to be considered by researchers, and offer quasi-experimental 

designs inrorporating rontrols to overcx::ne sane threats to validity. 

'Ibey also observe that while the ordering of .fonns of validity for the 

thoore.ti.cian is internal, cx::>nstruct, cx:,nclusion, and external validity, 

for the applied researcher the priorities are ordered as follows: 

internal, external, ronclusion, and ronstruct validity. Wortman (l.975) 

notes that for the applied researcher criteria for intemal and external 

validity are. the nost difficult to satisfy. He has inoorporated these 

~ns, along with. cxmclusion_, and oonstruct validity, in his nodel 

of evaluation research which is examined in Chapter two. 



1. 3 Quantitative versus Qualitative Methods 

The relative merits of quantitative and qualitative rnethcx:ls has been the 

subject of protracted aebate in the evaluation literature (Conner, 
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Altman and Jackson, 1984). Because evaluation methodologies developed 

from the strategies used by social scientists in experimental research, 

early evaluation researchers were urged to viEM social refonns as experi­

ments calling for quantitative methods (e.g. Campbell, 1969). Deshler 

(19841 credits Weiss (1972) with being one of the early supporters of 

qualitative methods in evaluation research, but as Conner et al. (1984) 

noted, the advocates of qualitative rnethcx:ls had to errphasize the differ­

ences between the approaches in order to be heard, and polarization of 

opinion resulted. Riecken and Boruch (1978) qbserved that while the 

proponents of the experimental approach stressed the need for internal 

validity and unbiased estimates of treabnent efficacy, the critics pointed 

to limi._ted external validity arising fran the differences between experi­

mental situations: and the applied setting. HcMever, they did report 

that progress was being made tc:Mard developing rnethods which utilize ooth 
qualitative and quantitative information. 

Fortunately, as Conner et al. (l9841 note, "The issue no longer seans to 

be which approach is better but, instead, is hcM we can capitalize on the 

cx:,nplementarity of these approacbes ·to design nore sensitive studies." 

(p. 17.} These autinrs express a hope that rather than develop an 

amalgam of traditional approaches, the evolution of a unique evaluation 

research rnethodology will be enoouraged. It seems important to reiterate 

here that the difficulties of evaluation research are no excuse for poor 

research design or rneth:>dology. The onus is on the evaluator to 

maximize the overall validity of research design. 

1.4 Evaluation of Process and 0-lto:>rne 

Freeman (1977) reduces evaluation activities to n-.io fundamental questions: 

fiI:stly, whether the programme intervention was inplernented as specifie:l 

in the progranme design (process evaluation); and secondly, whether the 

prograrrme was effective in producing change (irrpact evaluation) • 

Conceptually it is probably easier to discuss evaluation of progranune 

outaxre (inpact} first. Ircpact evaluation proceeds through ahalysis of 

the relationship bebleen prograrrrne objectives and outcane variables, to 
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ascertain whether or not the intervention has achieved the desired and 

predicted results. Obviously, the nature of inpact evaluation makes it 

readily adaptable to experi.m?ntal or quasi-experimental design, using the 

treatrrent or intervention as the independent variable, and the outcare as 

the dependent variable. Freeman (1977) alleges that because experi­

mental designs inoorporate oontrol of extenial biases, nost evaluation 

researchers oonsider this to be the nost appropriate way to measure 

progranrre iltpact. HCMever, Christensen (1980) has warned that 

oonceptualizing evaluation research as an experiment may inply "a degree 

of finality that it does not really have." (p. 287.) Elaborating on 

this staterrent he observed that iropact evaluation includes the tacit 

obligation of the evaluator to furnish rea:mnendations for prograrnne 

improvement where necessary. Wortman (1975), following Scriven (1972), 

refers to the outcx:rne phase of evaluation as surctnative evaluation, while 

Williamson, Prost and George (1978} have tenned it goal-outcone oongruenoe. 

Outa::me or impact evaluation assumes the prograrmie intervention has taken 

place as originally prescribed, but this assunption is not always valid. 

M:x'li fi C'.ation of the independent variable may occur for a myriad of 

reasons: those sugges.ted by Freeman (1977) include unavailability of 

rescurces, political interference, }X)Or m::>tivation of staff, or failure 

to attract appropriate progranme recipients. As Freeman (1977) noted, 

knowing the inpact or outa::lme of a programne is of little value unless it 

can be shown that the progranme did take place, and as intended. The 

assessment of how faithfully a programne has been iraplernented is referred 

to as process evaluation. 

'1w questions are central to process evaluation: first, has the prograrrrre 

reached the intended target IXJI?Ulation or target area? and seoond, were 

the various intervention procedures perfontai in cx:nplianoe with prograrrme 

design or derived from the ideals explicated in that design? (Freeman, 

19771. 

ProcEss evaluation does not fit any particular paradigm, and is therefore 

nore. diffiatl. t to assess than inpact evaluation. 'll1e evaluator is faced 

wi..th the. task of ai=-sembHng data on· p:rogramne operation and cx:rcparing 

cunent functioning with that specified in progranme design. Similarly, 

description of progranme recipients is a:mpared with the significant 

variables of the target populati.c:n. The assmption here is that 
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prograrrrre elarents have been adequately defined and the target population 

accurately identified in the planning stages of the programme. If this 

was not done, the evaluator needs to have the programne designers clearly 

define the proposed prograrme inputs, including programre personnel, 

treat:rrents, and progranme recipients. Process evaluation includes 

Quay's (.1977) concept of programne integrity: ensuring the treatment is 

of sufficient quality and quantity to ITeet prograrnrre requirerrents. 

WOrbnan (19751 used Scriven's (1972) tenn 'formative evaluation' to 

discuss progranme inputs and processes. 

Fonnative evaluation, which Wortman (1975) defines as "the process of 

treat:rrent developrent or fonnation and the selection of goals" (p. 564), 

is a dynamic process. It not only looks at progranme inputs, but also 

uses the aata ·obtained fran process-type evaluation as an information 

feedback loop to rocxlify and inprove progranroe operation. Christensen 

(19.80}_ has likened fo:rroative evaluation to a series of irc;>act evaluations, 

however the present writer ronsiders a rcore accurate conceptualization 

would be as a series of process-inpact evaluations, thereby giving proper 

enphas:is to the evaluation of the fonnation of the prograrnre. Williamson 

et al. (1978) have called this stage of evaluation means-end analysis. 

A lcng~ding debate anongst evaluators centred around the relative 

merits of evaluations aimed at proving a progranme's value and wrth, 

versus evaluations abood at improving a programre (Oeshler, 1984). 

Deshler credi.ts Cronbach wi.th in:Ltiating the debate when in 1963 he 

argued that fonnati.ve evaluation was m::>re lltl)Ortant and useful than 

SUI1mati.ve evaluation. Freeman (.19771 expressed similar views on the 

relative v.10rth of process, and impact evaluations, while advocating that 

all evaluations should incorporate ooth. process and inpact a:mponents. 

Riedcen (19.77}. too stressed the value of incorporating 1:x:>th fonnative and 

surmati.ve evaluation in research. desi.gn, and Worbnan (19751, and 

Will.iam.son et al. (19781 have developed rrodels which utilize both 

formative and sumnati.ve evaluation strategies. 

F.arly evaluation research was biased toward evaluation of progranme 

outcone, and Freeman 0.9771 cri.ticized evaluators for avoiding process 

evaluation because lack. of technique refinement made it difficult to 

undertake. Freeman 0.9771. cited an investigation of federally funded 

studies (l3ernstein and Freeman, 19751 which. revealed that 25 percent 
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failed to measure proooss, and has suggested the percentage is higher in 

studies undertaken at local level both in the United States and abroad. 

Cronbac:h (1982) oonoedes that purely sumrnative evaluation studies can be 

utilized where treatments are fixed, as in drug and vaccine testing. 

He remains sceptical al:out the value of pure summaries of outcome in 

social research, except where a programrre is already fully developed. 

Brook (1984) notes that one type of outro:rce evaluation which has gained 

acceptance with the present errphasis on fiscal accountability, is that 

of cost-benefit or cost-effectiveness evaluation. 

At the present time researchers appear to recognize the contril>ution to 

be made by both process and outcare evaluation. As Deshler (1984) 

states, "Today 1::oth kinds of evaluation are considered to be equally 

:important, and to argue that one is better than the other is ridiculous." 

(p. 7. l 

l. s Q)a1. setting and Evaluation 

Goals are a vital aspect of programme planning and evaluation. Wortman 

(l975) discusses fonnative evaluation as the developrent of the treatment 

intervention and selection of appropriate treaurent goals; and sunmative 

evaluation as l:eing concerned wi.th how effectively the prograrcrce attains 

those objectives or goals. The selection of prograrcme <pals is rooted 

in the value. sy_stem of a society, and a prograrme which operates 

successfully to achieve worthless cpals is of little value. As Wortman 

(1975) eloquently s.tated " ••. qualitative intuition generates goals and 

preoodes quanti..tati ve, statistical understanding of the progress made 

tavard achieving those goals." (p. 565.) 

In discussing goals, Zusman and Wurster (19751 assert that for sorre 

service delive:ry prograrmnes, agency g::,als may be appropriate, but for 

others '~. • • for exanple, an agency de"VOted to inproving the quail ty of 

child rearing anong its clients ••• " (p. xvilil the primary objectives 

are not clear-cut, and the problem of goal setting oorrplex. Kiresuk and 

lll!1d 0.9.7 5 l advocate examining g::>als at indi vi.dual rather than organizat­

ional level: Goal Att:a:imoont Scaling was developed as a behavioural 

nethod of assessing progress tcMard operationally defined individual 

cpals in ·clinical and therapeutic interventions, that could also be used 

to evaluate overall progranroe functioning. A critique of Goal Attai.nrrent 
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Scaling by Calsyn and Davidson (1978) ronm:.nds the attenpt to make 

evaluation nore relevant to service providers, but ooncludes that G:>al 

Attainment Scaling is differentially effective in neeting its dual auns. 
While conceding that there is evidence that Goal Attainment Scaling is 

effective as a therapeutic or programre rnanagerrent tool, they note that 

it lacks of psychometric properties, and should not be used as an 

evaluation technique in isolation. This procedure should be used as 

part of a multivariate strategy which includes valid measuring instruments 

administered to all clients in the prograrrrne. 

1.6 Q:>al Setting and Stress 

Q:>al setting has also been utilized in the management of stress. Stress 

was defined by McGrath (1976) as an imbalance between_ enviroJ'lire.ntal 

demands and the organism's capacity to respond. He postulated six 

potential sources of stress in organizational settings: role-based 

stress, task-based stress, stress intrinsic to the behaviour setting, 

stress related to the physical environment, stress originating in the 

social rnileau, and intra-personal stress . The Ccx:Jper and Marshall 

(1976) nodel also identified role-based stress as a major source of 

occupational stress. 

In discussing aspects of· role-based stress, Glowinkowski and C.ooper 

(1986) identified three prime c::crip:>nents; role oonflict, role ambiguity, 

and having responsibility for others. Rizzo, House and Lirtzrnan (1970) 

defined role ronflict as perception of inronsistent demands which may 

arise fran: 

1) inter-sender conflict when two or nore persons make 

incorcpatible demands on the role holder 

2) inter-role cx:mflict occurring when a person holds two or 

nore positions with incx:mgruent demands 

3 l intra-sender conflict when t:rne, resources, and personal 

capabili ti.es are incx:rapatible wi. th the expected role 

behaviour 

4} person-role oonflict arising when personal values and 

defined role behaviour are inronpatible. 

Role ambiguity results when the role holder has insufficient knowledge 

of the role behaviour requirements of a given organizational position 
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(ibid). Glo.vinkowski and Cooper (1986) note that early researche"t'.'s 

found a rorrelation between role stress, and physical and mental ill 

health. Later studies (e.g. Keenan and Newton, 1984; Martin, 1984) 

supp:>rt this relationship, while Kerrery, Bedeian, lvbssholder and 

Touliatos (1985) found role ambiguity and role ronflict directly linked 

to job satisfaction, job-related tension, and the tendency to resign in 

a group of acrountants. 

Newman and Beehr (1979), who ronducted a major review of personal and 

organizational rrethods for dealing with job stress corrrrented on a paucity 

of enpirical evidence in the area, and the lack of rontribution from 

industrial and organizational psychologists. Landy (1985) suggests 

four basic approaches to dealing with job stress: behavioural inter­

vention, physiological intervention, cx::>gnitive intervention, and job 

design and redesign. Although errpirical evaluation of the efficacy of 
. 

the basic approaches in reducing occupational stress is scant, he cited 

two studies which supi;ort intervention at organizational level (Jackson 

l983; Ganster, Mayes, Sime and Tharp, 1982). 

I-bst of the literature on goal setting has investigated the relationship 

between goal speci£icity and perforroance (Quick, 1979). A review by 

Latham and Yukl (.19751; and Quick' s (l979l study suggest that goal 

setting activi.ties are effecti--ve in reducing role ambiguity through goal 

clarification. Steer 0.9.761. found a relationship between job satis­

faction and goal specificity. 

It has been suggested in the literablre on stress managarent techniques 

that goal setting is a useful roping strategy, (e.g. Dewe, 1985; .M.lldary, 

1983; Selye, 1974; Tubesing, J.981).. Ganster et al. (1982) observed 

however, that while an intrapersonal approach was noderately successful 

in their study, changing envi.roI'lID:mtal characteristics is rrore appropriate 

than teaching the individual to rope with stress induced by environmental 

demands·. After reviewing the relevant literature, Murphy (1984} observed 

that .rcost occupational stress management progranrnes are not aiioed at 

reducing or eliminating sources of stress, but rather at teaching coping 

skills-. He oonsiders job redesign approaches to be preferable, but 

notes that there are significant problens associated with their 

develor:m=nt and inplerrentation. 
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1.7 Organizational Threats to Evaluation 

The basis of every social intervention progranme is a value judgement, 

made by an indi. vidual or group, about the needs of sane section of 

society. vbrtman (1975) credited Glennan (1974) with the observation 

that social experinentation is a 'IX>litical act', rerognizing that social 

prograrrmes cannot be isolated fran the political climate in which they 

exist. E.'valuation research is primarily a 'IX>litical decision-making 

tool' (Christensen, 1980) , making it incumbent on the researcher to not 

only design research frcm which valid oonclusions may be drawn, but also 

to maxiIDize the probability that research findings will be utilized. 

Ccok (1978). discusses evaluation research utilization at a theoretical 

level using Caplan' s concept of b.o cultures. The first is a knowledge­

generating culture seeking truth., validity, and goal-oriented rationality. 

The seoond is a potential know-ledge-utilization culture valuing pragmatic 

action and process-oriented reality. The second culture stresses 

feasibility over idealism, timeliness over accuracy, and self-preservation 

over truth. Because the two cultures have different orientations, 

a:mnuni.cati.on between them is ·difficult; the products of the fontler are 

seen as. only narginally relevant to the perceived needs of the latter. 

At the pragmatic level the researcher needs sane awareness of the purpose 

of the evaluation. If th:>se a:mnissioning the research propose to 

use the information to justify a stance, findings contrary to their 

expectations are tmlikely to be utilized. For example, Riecken (1977) 

observed that evaluation research may be invoked for a variety of purposes 

which. include programne justification or improvernent, but may also include 

attribution of blame for failure, leadership change, or curtailment of 

activities. He oonsiders that serious. research is not justified for 

the latter class of purposes since the intentions of tlx:)se requiring 

the evaluation are prefonned and tmlikely to be influenced by research 

findings. Several auth:>rs (Agarwala-Rogers, 197.7; Barnes, Brook, 

Hesketh and Johnson, 1985; Bonorna, 1977; Dowell and Kriesel, 1981; 

Williamson et al.., 1978} offer practical suggestions to enhance the 

probability of research utilization. 'Ihe rea:mnendations include: 

providing ·feedback during the evaluation; presenting results in sircq;:>le, 

clear language; acknowledging broader cx:mnunity constraints such as the 
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econanic climate; and responding to criticism of the research openly and 

non-defensively. 

Ethical considerations, always :i.rrportant in experi.Irentation, are partic­

ularly relevant to social research where large numbers of participants 

and sensitive issues may be involved. Riecken (1977) suggests that the 

overriding principle should be that the intervention does not hann 

participants in any respect. A major resi;:onsibility of the researcher is 

to ensure confidentiality of information. Other ethical issues include 

the question of infonned consent, and the withholding of treatrrent from 

the control groups. These issues are discussed by Rieck.en ( 1977) , and 

Riecken and Boruch (1978) .• 

'Ihe concept, of two cultures intercepting in evaluation research serves 

to highlight further difficulties encountered in evaluation sbldies. 

Programme staff may undervalue the evaluation effort, lacking rrotivation 

to ootain complete and accurate data, while at ti.rres programne values and 

needs must take precedence over evaluation needs. Staff may also resist 

evalnation efforts in the belief that they, and not the prograrrme, are 

the primary focus of the research. Other problems include environrrental 

ronstraints, diffi.culty in maintaining control over the exper:i.rrental 

situation, and the prow.em of staff continuity. A further problem may 

be an increase in stress for staff involved in a study which could have 

job repercussions. Sare of these difficulties may be overa:::me by 

\y[)rking in a oollaborative alliance with prograrrme staff, but others may 

need to be accepted philosopmcally as ronoomitants of applied research. 

'Ihey should not however be used to justify inadequate research methods. 

1.8 Surnnary 

As the field of evaluation research has developed, the polarity of 

opinion that characterized discussion of many of the major issues has 

resolved. The novice evaluator, now left without strict "either/or" 

choices may however be left with the irrpression that in evaluation 

"anything goes". While it is accepted that each evaluation :rrust be 

tailored to the individual organization, the guiding principle still 

remains sound research design te.npered with imagination and a:mron sense. 

Fortunately, some writers have drawn the requirements of sound evaluation 

research into nod.els for research design, and while it is unlikely that 



a specific ·noael will meet every requirenent of a particular project, 

these do provide an overall organizing oonceptual framework fran which 

to ~rk. The use of particular rrodels to develop a oonceptual 

franework for the present study will be discussed in the next chapter. 

.Lb 
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2.0 DEVEI.DPMENI' OF CCNCEPTUAL FRAMEWORKS 

2.1 The Wortman Mod.el 

Wortman (1975) reo:Jgni.zed the need for a rornprehensive rrodel for 

progranme evaluation from a psychological perspective. Aware of the 

limitations of the classical research paradigm in applied settings, he 

prop::>sed a rrodel which integrates the hypothesis-testing experimental 

approach with less restrictive non-experimental evaluation strategies, 

and logically unites the essential corrponents of evaluation in a general 

systems theory approach. 

The nodel, illustrated in Figure 2 • .1, is organized along three major 

dimensions: organizational romp:>nents, which include all groups and 

individuals associated in any way with the programme; theoretical 

concepts, those which have contributed to programme developnent; and 

evaluative processes, the various procedures for establishing cause­

effect relationships, organized to fonn a canplete set of feedback 

processes to appropriate levels of the system. 

As the rrodel shows, Worbnan considered six evaluative processes 

essential to thorough programre evaluation. Construct validity 

examines the rationale for progr~ content, and rests on the accuracy 

of translating theoretical assurrptions into operational tenns in the 

fonn of independent and dependent variables. With the assUitq?tion 

that treatment i.rrplanentation is sound, surrma.tive evaluation ronsiders 

whether the progranme has achieved the desired outcanes. Internal 

validity exists when the observed effects can be causally related to 

prograrnme treatments, and rival hypotheses to explain programne outcome 

eliminated. Formative evaluation is the process of treat:lrent develop­

:rrent through testing, analysing, evaluating, and m:xlifying interventions 

until it can be verified that the means errployed are capable of achievin~ 

the desired results. Wortman (19751. has drawn an analogy between 

conventional pilot testing and forroati.ve. evaluation. External validity 

depends on adequate population sampling procedures, and is sati.sfied 

if the observed effects of a programne can be reliably generalized 

to other p:,pulations, settings, or conditions. Finally, conclusion 

validity, like internal validity, relates to causal inferenoo., and is 
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threatened by small sarrple size, inappropriate statistical analysis, 

and non-standard dependent, and independent variable administration. 

The Wortman (1975) paper has been widely recognized, with many 

writers endorsing the views expressed, (e.g. Freeberg, 1976; 

Pcqui.n, 1977; Perloff, Perloff and Sussna, 1976; Stewart, 1977; 

Wittrock and Lumsdaine, 19 77) • There is, ho.vever, a notable absence 

of published research reporting application of the nodel. Using the 

m:xlel to evaluate a rnanaganent training programne, Brook (1982) 

found it necessary for practical reasons, to apply liberal inter­

pretation to sane aspects of the rrodel in order to neet the demands 

of the applied setting. The Wortman m:xiel is complex, and probably 

best suited to large-scale evaluation research projects where the 

evaluator has large numbers of subjects with which to work, and 

sufficient I,XMer to maintain strict adherence to the research design. 

Wortman (1975) himself describes the nodel as an "explanatory nodel 

of evaluation" which rna.y irc:ply a bias toward theory building at the 

exµmse of practical applicability. 
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A trend in the literature toward reporting large-scale evaluations 

enploying sophisticated iretbodologies has been noted by IxMell and 

Kriesel (1981). While acknowledging the inp:>rtanre of such reporting, 

these authors affinn the need for less c:x:raplex m:>dels of evaluation 

relevant to small, cx:mnunity--ba.sed research projects. They suggest 

that the developnent of n:ooels applicable to small-scale projects 

would facilitate matching evaluation efforts to individual agency needs 

and thereby increase the probability of results being utilized. 

Barnes, Brook, Hesketh and Johnson (.1985) also recognized the need 

for sinple rrodels of evaluation and were able to use the nodel prop::>sed 

by William.son et al. (19781 to evaluate an industrial work tmi.t for 

the disabled. 
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2.2 'Ihe Williamson, Prost and George M:xiel 

Prarpted by the Wortman (1975) article, Williamson et al. (1978) proi:osed 

an elegant nodel of evaluation for use in the field setting or classroom. 

Their rrodel errployed a:msecutive proredures for feeding back information 

on programrce operation into the system: a function they oonsider to be 

the primary role of the evaluator. Figure 2. 2 depicts this process 

feedback loop, whidl q:,erates at each stage of the evaluation. 

The Community 

FEEDBACK 

Program 
,I 

' 
Evaluation 

,i, 
INPUT PROCESS OUTPUT 

Clients, staff 
I 

Changes in r " facilities, data Services . clients and 
and money community 

FIGURE 2.2 Programme evaluation as a system feedback loop. 

(Source: Williamson et al. (1978) 

The Williamson et al. (19781 six stages of service system evaluation, 

based on Wortrnan's evaluative processes ~ion are: 

a) general effectiveness 

b) means-ends analysis 

c) internal validity 

d). goal-outcx:me oongruenoe 

el external validity 

fl oonstruct validity 

General effectiveness 

logically the initial stage of progranroe evaluation should be an 

investigation of whether the intervention has effected change in prograrrme 



clients. In assessing general effectiveness, the direction of any 

change is irrelevant; what is important at this stage is simply to 

ascertain whether the programre does have sorre irrpact on those it seeks 

to serve. In gaugeing general effectiveness the evaluator employs 

a variety of dependent variables, rcodifying and refining the measures 

until change is obseIVed. Failure to record change after exhaustive 

investigation would raise serious questions about the effectiveness of 

the prograrme, and/or the researcher's reasoning and net.hods. 

M=ans-ends analysis 

Having established that the program-re has indeed changed participants 
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in sane way, the evaluator proc:Eeds to look at the relationship between 

prograrme elerrents and prograrmre goals. A satisfactory rreans-ends 

analysis is achieved when adequate resources have been directed toward 

the rrost important goals, with proportionally fewer resources expended on 

lesser goals. As Williamson et al. (l97 8 )_ observe, rreans-ends analysis 

assurres ranked programrre goals are available: where there is no hierarchy 

of goals, they suggest the following method to obtain the information: 

a). all relevant parties; including cornnunity spokespersons, 

those who deliver the service, and a representative sarrple 

from the target population, are asked to sul:mit goals they 

consider to be appropriate for the prograrme. 

b }_ a cnmplete list of the goals obtained is taken back to 

the sane people for ranking in order of importance to~ 

progranme. 

c). a consensus rank ordering of goals can then be generated 

using simple statistics. 

Having obtained a rank ordering of programre goals, the evaluator is then 

in a position to consider what proportion of programre resources (i.e. 

staff, time, finances} are cx:mnitted to achieving each goal. The authors 

of the rrodel suggest the use of non-pararcetric statistics to assess the 

degree of fit between goal rank and resource allocation ranking. 

Unrealistic means-ends analysis indicates a need for prograrme m:xlification 

by Wcr:f of redefinition of goals, or reviewing resource allotrrent. 

Internal validity 

Internal validity looks at cause and effect relationship, and the crucial 

question at this stage of the evaluation is whether outa:mes can be 
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reliably attributed to the prograrme intervention, or are the result of 

sare other variable. Williamson et al. (1978) list failure to include 

rontrol groups; failure to randomly assign subjects to rontrol or 

experimental ronditions; inadequate dependent rreasures; biased sarrpling 

of the target population; and lack of experirrental control in the 

follow-up period, as threats to internal validity. 

Where internal validity is threatened the authors rec:x::mrend the use of 

alternative client selection procedures, unbiased treatment assignrrent, 

rrore effective follow-up, or different dependent rreasures, depending on 

where the problem lies. 

Goal-outcx::.me rongruence 

At this level of evaluation the degree of matching between programne 

results and programme objectives is ronsidered. Favourable goal-outcx::me 

rongruence is achieved when outroroe rreasures parallel the achievement of 

programre goals. Here again the auth:::>rs offer a sinple method of 

assessing this phase of the research: 

a). a surrmary of rank-ordered goals has already been rornpiled 

for the means-ends analysis 

b) each goal is operationally defined 

cl outa::me data is collected and treatment outcx::.mes ranked 

d). the rorrelation between goal rank and treatnent outoane 

rank can be determined using si.n:ple statistical procedures 

such as the Spearman Rho test. 

A positive rorrelation is obtained when outrorne is rongruent with goals. 

Failure to achieve goal-outccroe rongruence indicates the need to 

reronsider goals, prograrrme interventions, or dependent rreasures. 

External validity . 

Nav it roust be ascertained whether the programoo achievements can be 

generalized beyond the present population and/or setting. External 

validity may be examined by the follCMing meth:Jd: 

al clients are grouped acoording to appropriate dem::>graphic 

variables and the number in each group tallied 

bl treatroont response for each group is calculated 



c) generalization to groups is examined, and categories 

of potential clients not reached by the programre are 

noted 

d) if sections of the target population are underserved by 

the prograrrrre, then client selection or programre inter­

ventions will need revision. 

Construct validity 
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This final phase of the evaluation process calls for enquiry into the 

programrre rationale. The authors maintain that satisfactory progression 

through the preceding analyses will have in effect supported the rational 

basis of the prograrme. less than satisfactory evaluation of any of the 

preceding phases decrees m:xlification of the programre, and carplete 

re-evaluation, beginning with the initial stage of general effectiveness 

and systematically working through the stages in sequence. Thus, by the 

time the stage of construct validity is finally reached, the programrre 

rationale has been justified, and construct validity satisfied. 

2. 3 Relationship Between ?-bdels 

The ideal rrodel of evaluation proposed by Wortman (1975) has been 

sinplified by William.son et al. (1978}_ to provide a pragmatic approach 

which is sensitive to the needs and resources of the srrall-scale, 

ccmnuni ty-based evaluation enterprise. The two rrodels embrace similar 

concepts despite sarre differences in terminology: Figure 2.3 expresses 

the relationship between the rrodels. 
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Williamson et al. (19.781 begin evaluation by looking at general effective­

ness, a very basic level, which. although anitted by Wortman (1975) seems 

a logical starting point since to warrant evaluation, a prograrnne must 

effect change. Wbrtman's fonnative evaluation: the proper developrrent 

of the treatnent intervention equates with rreans-ends analysis, which 

Williamson et al. (19781 operationalize as the match between prograrrrre 

focus and prograrme goals. Both m::>dels examine internal validity: the 

accurate attribution of outc:x::are to programme intervention, with the 

Williamson et al. (J.978} nodel inro:rporating Worbnan' s ronclusion 

validity process at this stage. The degree of matching between 

prograrmie objectives and treatrcent effects is discussed by Wortman (1975) 

as SUITF.1a:tive evaluation, and by Williamson et al. (1978) as goal-outCXlII\e 

oongruence. The rcodels share the ooncepts of external validity: the 

extent to which progranrce outcarce can be generalized, and oonstruct 

validity: examination of progranme rationale. Thus it can be apprec­

iated that while the Williamson, Prost am. George (1978) nodel 

inoorporates the essential features of Wortrnan's (1975) evaluation 

prOCESses di.rrension, it does so in an elementary way, reducing the 

theoretical ooncepts to operationally defined steps. 
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2.4 Programne Integrity 

A thought provoking paper published by Quay in 1977 criticized evaluators 

for anphasizing research design, and out.cane measuranent at the expense 

of what he termed "the third face of evaluation": programme integrity. 

Programne integrity refers to the quality and quantity of the treatment 

offered by a programne, and Quay (1977) rcaintains, "We need to be as 

equally cxmcerned with the 'what' of evaluation as with the ':ho.v'. 
(p. 342) 

Quay (1977) has identified four critical areas relevant to programme 

integrity , and discusses several interrelated aspects within each area. 

Table 2.01 depicts this cnnceptual framework. 

TABLE 2.01 

Aspects of programre integrity. 

1. Treatment characteristics and enpirical basis 

Specificity of intervention cnnceptualization 

Erapirical basis of intervention 

Proven utility of intervention in less "canplex" settings 

2. The service delivered 

.t-bnitoring programme e lements 

Duration of the service 

Intensity of the service 

3. Personnel 

Degree of expertise 

Arrount of training provided 

Degree of supervision 

3. Matching the treater, treatment, and treated 

(Adapted fran Quay, 1977) 

Treatment characteristics and empirical bases 

To assess the adequacy of any intervention it is first necessar.t to 

delineate the essential carponents of treatrrent through accurate 

description, and where appropriate quantification, of the independent 



26 

variable. Detailed specification of the independent variable also 

facilitates standardization of treatment inplanentation and replication. 

Once treat:rrent has been conceptualized, its foundation on enpirical 

evidence has to be oonsidered, and while Quay (1977) ooncedes that 

translation from lal:x:>ratory to applied setting is not infallible, a sound 

arpirical base gives validity to treatment operations and techniques. 

The final consideration in the area of treatment characteristics is 

whether the intervention has proved successful in other settings, 

particularly where staff are not exposed to conflicting treatlrent demands. 

If intervention utility cannot be dem:>nstrated in sinple settings it is 

unlikely to succeed in a m:::)re c:x::xrplex environment. 

The service ·delivered 

The second area examined by Quay (1977) is that of service delivery: 

nonitoring progranme elenents, and the duration and intensity of the 

intervention. The question posed here is whether the intervention, as 

specified in the programne design, actually took place. 'Ihis, of course, 

oot only relates to the specific a:mponents of the independent variable, 

but also to the continuation of treatment for the rea:xmended period, and 

at sufficient magnitude to effect change. Investigation of service 

delivery is of pr~ inportance, since with:>ut proper application of the 

independent variable, evaluation of treatment is pointless. 

·personnel 

While it may sean pedantic to suggest service delivery personnel should 

possess the expertise and training to i.rrplerrent the treatment programne, 

Quay (1977)_ actually cites instances where this assurcption has been 

violated. Additionally, he calls attention to the need for support and 

guidance of programne personnel through adequate supervision. 

The match of treater; treatlnent, and treated 

Finally, Quay suggests, the efficacy of treatzrent is dependent on matching 

the service delivery personnel and the type of intervention, with the 

characteristics of the target population. Quay (1977) does not address 

the question of treatment outcx:ne, but warns that drawing conclusions from 

research that ignores aspects of prograrcme integrity will lead to major 

errors with serious implications. 



2.5 Integration of Concepts 

The issues raised by Quay (1977) place proper enphasis on the need for 

oonprehensive fonnative evaluation as a prerequisite to sunmative 

evaluation, and as such provide an extra di.Jrension to the Williamson 

et al. (.1978). rrodel. While means-ends analysis focuses on the 

relationship between resources and goals, Quay (1977) advocates 

indepth scrutiny of prograrnrre resources. His ooverage of "treatment 

characteristics and errpirical bases" adds substance to the William.son 
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et al. (1978). oonsideration of construct validity, an aspect of the 

m:xiel criticized by Brook (19 84). as being a "limited approach to 

oonstruct validity" which fails to enphasize the scientific basis of 

evaluation research. Finally, Quay's appeal for match between treater, 

treated, and treatment recognizes an inportant aspect of external 

validity. Figure 2.3 illustrates the relationship between the 

William.son et al. (19781. m:xlel of evaluation research and the Quay (.1977) 

ooncept of programrre integrity. 

Williamson, Prost & George (1978) Quay (1977) 

General effectiveness 
~--------=The s ervice delivered 

Means-ends analysis "\r-"1111:---------
Personnel Internal validity 

Goal-outcome congruence - Matching treater, treated , _________ a nd treatment 
External validity -':--

Construct validity ~---------Treatment characteristics 
and emp irical bases 

FrGURE 2.4 The complementarity between the Williamson , Prost and George 
(.J.9781, and Quay (.J.977). approaches to evaluation research. 

2.6 Sumnary 

In sumnary then, the sound theoretical foundation of the Wortman (1975) 

rrodel provides an ideal basis for the practical rrodel of evaluation 

prq:osed by Williamson et al . (1978). 'lhe operationally defined stages 

of the William.son et al. (19781 nodel are well suited to the requirements 

of conmunity-based evaluation research projects with limited resources. 

Sane stages of the rrodel are underdeveloped, but Quay's (1977) discussion 



of programme integrity c:orplerrents the Williamson, Prost and George 

(1978) rrodel, and together they provide a useful conceptual frarrework 

for the present research. 
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3. 0 METHOOOI.OGICAL ISSUES 

3.1 In Evaluation 

The researcher charged with designing a prograrrane evaluation study is 

faced with three inportant decisions regarding data collection: (1) who 

should contribute data? (2) by what method should data be obtained? 

and (3) when should data collection take place? These topics are 

usually discussed thoroughly in research design texts (e.g. Christensen, 

1980; Keppel and Saufley, 1980). , and so will only be briefly ccmne.nted 

on to alert the reader's attention to sane of the issues considered in 

designing the present study. 

Initially, the researcher needs clear identification of the intended 

target p::,pulation: whether defined by environmental location (.e.g. all 

those living in a particular areal; type (e.g. all females under 

25 years of age). ; or ooth. (e.g. all females under 25 years who live in 

a particular areal. Because target p::,pulations are usually too large 

to include all :rrerobers in the study, decisions need to be made arout 

sanpling rrethods and sample size. Consideration also has to be given 

to the question of whether experinental, and control or c:orrparison groups 

are required, and how these groups are to be formed. 

Cnce project participants. have been identified, data collection methods 

must be appraised. Evaluation data is o:mronly obtained fran direct 

observation, interview, and questionnaire. Interviews may vary in the 

degree of structuring, and whether conducted face-on or by telephone. 

Questionnaires may be standardized or non-standard instrurrents, admini­

stered face-on, by telephone, or by i;:ost. In some instances published 

infonnation may also be a source of evaluation data. 

Finally, the researcher nrust decide when the data is to be oollected; 

whether measures are to be taken at a specific tine, repeated measures 

at specified intervals, or continuous reoording, and related to this, 

the duration of the data oollection period. 

In their discussion of evaluation :rcethodological issues Burgoyne and 

Cocper (1975) stress the need for careful selection of :rceasuring 

instrurrents, noting that rrost studies ercploy self-report rooasures, and 

researchers often 'deify' validated questionnaires with magical properties 
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beyond their actual value. To rectify this situation they advocate 

greater use of behavioural measures in evaluation research. 

Stipak (1982) has addressed the question of using clients to evaluate 

programres. He maintains that client surveys yield valuable objective 

and subjective data for evaluating service delivery programnes, which 

cannot be obtained fran other sources. But he warns of a positive 

bias which exists in client evaluations, and rep::>rts studies supporting 

this observation, (e.g. Katz, Gutek., Katin and Barton, 1975; Campbell, 

Converse and Rogers, 1976; Fowler, 1974). . Rather than disregard client 

evaluations Stipak (1982) offers a set of rules to guide analysis of 

client evaluation and satisfaction ratings. Particularly relevant to 

the present study is his rec:ormendation that conclusions alx>ut programne 

effectiveness should not be based solely on client evaluation, to expect 

a majority of positive responses and to consider this inconsequential. 

Hc:Mever, a majority of negative responses should be regarded as an 

.inportant indicator of programne effectiveness. 

3.2 Ih Stress Research 

Stress, previously defined as an imbalance between the organisms response 

capability and the danands of the environment (McGrath, 1976) , may be 

IIEI1i.fest as functional defici.ts in three areas: the individual, the 

organization in which the individual is employed, and the social environ­

ment in which the individual exists. Effects of stress on the 

i..ndi.vidual nay be exhibited behaviourally, (e.g. increased drug or 

aloohol consurrption, caplan, Coro and French, 1975); physiologically, 

(.e.g. physical ill health, Cooper and Marshall, 1976; Frese, 1985); 

or psychologically (e.g. mental ill health, Cooper and Marshall, 1976; 

Frese, 1985). The stressed individual may experience low job satis-

faction (Sarason and Johnson, 1979}_, affecting the organization through 

poor perfornance, absenteeism, or resignation. outside ~rking hours 

the effects of stress may rel:ound on family life and leisure activities 

(Yoges, long, Roache and Shouksmi.th, 1982; Voges, 1983). 

Stress research presents its Olol7I1 set of methodological problems. 'l\.Jo 

issues discussed by Cooper and Marshall (1976). are particularly relevant 

to the present study; firstly, the use of correlation analysis in 

stress research., and secondly, the nature of stress :rceasures. 
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M:>st research evidence pertaining to occupational stress has been derived 

from studies observing correlation between stressors and mental or 

physical ill health, as opposed to studies isolating causal relationship. 

Correlation fails to account for the contribution of intervening 

variables, (Cooper and Marshall, 1976; Frese, 1985), making prediction 

of the effects of stress unreliable. Haw'ever, the correlational approach 

does permit (with sane accuracyt, identification of those individuals who 

are experiencing stress by :treasuring the effects denoted as correlates of 

stress. 

The second issue, hcM to measure stress, is extremely ircp::>rtant since the 

validity of any research is directly related to the validity and 

reliability of the dependent variable. Ccoper and Marshall (1976) raise 

the question of whether stress should be measured objectively by physio­

logical measures, or subjectively using self-report ireasures. Appraisal 

of l3 studies of occupational stress., reviewed by Murphy (1984) reveals 

physiological ireasures were employed in five studies, self-report measures 

were used in three, and five studies utilized both objective and 

subjective indices of stress. 

Many researchers believe that the scientific objectivity of physiological 

indices makes them the obvious rrethod of measuring stress, and studies 

employing blood pressure reoording, heart rate, electrophysiological 

.rreasures, and biochemical assay are oorrm:m. Unfortunately, as Fletcher 

and Payne (l9B01 report, major studies using several physiological 

indicators concurrently fotmd no significant interoorrelation between 

:rceasures. Furtherm::>re, no one physiological :rreasure proved superior in 

predicting psychological stressors, and the physiological neasures did 

not correlate with any specific psychological stressors. Although 

self-report neasures have only found rrooerately strong correlation 

between stressors and experienced stress, Fletcher and Payne (1980) 

concluded that subjective measures. are probably the best indicators of 

stress levels. While standardized neasures roay be utilized, the 

teclmiques used to ensure they are valid and reliable instrurrents roay 

destroy their ability to detect small changes in specific populations. 

'Ihus the use of both standardized and non-standardized measures is often 

justified (Voges et al. , l9.82 }_ and any co-variance between such neasures 

v,10uld support the assurcption of accurate measurerrent. 
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Firni.an (1984} described the method used to develop an inst:rumcnt to 

measure occupational stress in teachers. Items obtained from a large 

sanple of teachers, researchers, and other relevant sources, were rated 

for relevancy, frequency, and strength. The data was subjected to 

factor analyses, followed by varimax and oblique rotations, and items 

not meeting the specified criteria were excluded. A similar meth::xi was 

enployed by Koch, Tung, Gnelch and SWent (1982) to develop a stress 

measure specific to administrators of educational institutions. An 

interesting aspect of this study was data collection by means of a diary, 

or 'stress log' in which subjects recorded \\Qrk-related stressful 

incidents. 

3.3 Relevant Standardized M9asures 

· General Heal th. ·Questionnaire 

Goldberg (J.972). developed the General Health Questionnaire (G.H.Q.) as 

a self-administered c:x:mrcruni.ty research. tool to detect mild or "just 

clinically significant" psychiatric illness, (Goldberg and Huxley, 1980). 

G.H.Q. items cover recent functioning in several areas including general 

health., sleep, subjective feelings of self-confidence, tension, 

depression, and anxiety, rated on a four-p.:>int Likert scale, with higher 

scores indicating l~r :m:mtal health. Because questionnaire length is 

often a critical factor in applied research (Christensen, 1980), several 

shortened versions (G.H.Q. 30; G.H.Q. 20; and G.H.Q. 12) of the 

original 60 item rooasure have been developed by selecting the rrost 

discriminatory items. 

'Ihe G.H.Q. has been widely used as a rooas:u.re of psychological health 

in occupational stress studies (e.g. Cox, 'lhirlaway, G:>tts and Cox, 

l9.83; Fletcher and Payne, l9.80; Liff, 1981; Pankhurst, 1982; Payne 

and Arroba, l980; Pratt, l978; and Warr, Cook and Wal~, 1979). 

The psychatetric properties of the G.H.Q. l2 have been exam:ined by 

Worsley and GdJ:ben (l.977)_ in Australia, and Banks, Clegg, Jackson, 

Katp, Stafford and wall U9.80J_ in three separate investigations of 

British. occupational groups.. Factor analysis supp.:>rted the use of 

the G.H.Q. l2 as a "unidi.m::msional measure of minor psychiatric 

disorders0 (Banlcs. et al., 1980.; Worsley and Gribben, 1977). Banks 

et al. 09.801 also evaluated the scoring nethods of the G.H.Q. 12, 

finding the Likert scoring method (0 - 3} preferable since its 
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distribution rrore closely approximated the nonnal distribution than did 

that of the G.H.Q. rrethcd which assigns a score of O for endorsing either 

of the first two categories, and l for endorsing the third or fourth 

option. 

The G.H.Q. 12 has been used to study stress or well-being in unemployed 

rren, (He:piJOrth, 1980); care-givers of severely disabled young adults, 

(Hirst, 1985); nurses, (M:>nro, 1985); young school leavers, (Stafford, 

Jackson and Banks, 1980); prison officers and their wives, (Voges et al., 

1982)_; and the families of five occupational groups, (Voges, 1983). 

Task-Goal Attributes Questionnaire 

Steers (1975) noted that research literature suggests task performance 

may be enhanced by the act of setting clear goals. He developed the 16 

item Task-Goal Attributes Questionnaire, (Steers, 1976), to assess: 

Participation in Cbal Setting (four items}, Feedback on Goal Effort 

(three items), Peer caupetition (two itern.s), Cbal Specificity (three itern.s) 

and Cbal Difficulty (four itens). 

Factor analysis revealed lav and non-significant intercorrelation between 

the five factor scores, and in a study of 133 female supervisors, alpha 

co-efficients shaved high internal consistency (Steers, 1976). A seven­

roint Likert scale is used for scoring, and several items are negatively 

phrased to reduce response bias. 

3.4 Summary 

This chapter served to identify saoo of the rreth:x:blogical issues and 

standardized rreasures encountered in evaluation research and stress 

:research. as they might relate to the present study. As Freanan (1977) 

has stated, th.er~ is no way to insist that evaluation studies conform to 

the. dictates of true experi..m:mtal design, and this puts a major 

responsibility on researchers to alert oonsuners of the limitations of 

their investigations and oonclusions. 
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4.0 RELEVANT STlDIF.s 

4 .1 Nurses and Stress 

Nursing is considered a high stress occupation (Colligan, Smith and 

Hurrell, 1977; Leatt and Schneck, 1983) and a ntnnber of studies have 

investigated stress levels in specific hospital settings (e.g • .r-'.onro, 

1985; Parkes, 1982) however the unique nature of the Plunket-Karitane 

Family Units makes these investigations only marginally relevant to the 

present study. Perhaps nore applicable are the results of the three 

large investigations repJrted below. 

Leatt and Schneck (1983) repJrt on data obtained as part of a large 

research project involving sare 1200 nurses fran 24 hospitals in Canada. 

They found the highest source of stress for nurses across all types of 

specialities to be ~rkload. A finding relevant to the present study 

was that paediatric nurses repJrted stress arising from role conflict, 

which was primarily related to interpersonal relationships, conflicting 

darands, unclear deline3.tion of resix>nsibilities, and insufficient 

lm:,wledge or resources to do their joo. Of the nine speciality groups 

of nurses, paediatric nurses ranked second highest in role conflict 

below intensive care unit nurses. 

In reviewing .16 independent surveys of Australian nurses' occupational 

stress Linder-Pelz (1985t found it difficult to draw general conclusions 

because of the diverse and exploratory nature of the studies, however 

stressors noted inclu:ied ~rkload, poor staff cx:mnunication, and lack of 

SUJ;F)rt fran nursing and medical managements. 

In 1985 Dewe (1985; 1986a; .1986bl conducted a pJStal survey of 2500 

rarxlcrnl.y selected nurses working in New Zealand general and obstetric 

hospitals. The research objectives were to identify situations exper­

ienced by nurses as stressful, to assess the impact of those situations 

on nurses well-being, and to study nurses ooping strategies for 

stressful situations. Fran questionnaire respJnses five different 

sources of stress were identified and ranked. The nost frequent stress 

provoking situations were related to w:>rk overload, followed by dealing 

with. difficult or helplessly ill patients, and difficulties involved 

in nursing the critically ill. Fourth. ranked was role ronflict, which 

included interpersonal conflicts, conflicting opinions alx>ut row tasks 
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should be done and by wtnm, and conflicting work routines. 

Large samples of nurses in three different countries have re:fX)rted role­

based stress, (as discussed by GlCMinkowski and Cooper, 1986), resulting 

in particular fran role conflict, (as defined by Rizzo et al., 1970), and 

the I..eatt and Sdmeck (1983) study indicated paediatric nurses in Canada 

especially susceptible to role-based stress. 

4.2 Part-tirre versus Fu.11-tirre Errployrrent 

An area of organizational research re:EX)rted by Eberhardt and Shani (1984) 

as being neglected is that of part-tirre versus full-tirre employment. 

Liff (1981) found the rrental health of waren factory workers, as indexed 

by the G.H.Q., was significantly :E_XX)r for full-tbre workers as corrpared to 

part-tirre workers; however as the autlnr noted, the results were 

confounded by financial and marital status variables. Eberhardt and 

Shani (l9.B41 folll'ld that not only did part-ti.lre errployees re:fX)rt higher 

overall job satisfaction than full-time employees, but part-ti.Ire workers 

also held nore favourable attitudes to the employing organization. No 

differences in attitude ta.Jard participation in decision-making, inter­

personal relations, and co-operation were observed between the groups. 

A large study of full-time and part-time (non-rredical) hospital employees, 

conducted by wakefield, CUrry, Mueller and Price (l987) also found part­

tine errployees expressed greater job satisfaction, and held rrore 

favourable attitudes to the organization than full-tine ernployees: the 

authors. suggested the difference may be attributable to lc:Mer job 

expectations in part-time ercployees. 

This brief review of the area suggests that for scrce occupations, part­

tine work may be rrore satisfying than full-ti.rre work. 

4.3 Social Support 

Sone researchers have suggested social support as a rrediator of stress, 

but Schradle and Dougher (1985)_ after an exhaustive reviE!W' of the 

literature concluded that a relationship between social support and 

stress reduction had not been ernpirically established. Douglas and 

Jason (1986) fmmd that a project which attenpted to build social 

support systems through establishing a babysitting exchange had an 

undifferentiated :i.npact on pre- and post-intervention stress scores on 
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sever al rreasures, for l:xJth high stress and lCM stress nothers. 

4.4 Child Health in New Zealand 

FollCMing a critical examination of the nortality statistics for infant 

and young children, Watt, Buckfield, Clarkson, Ceddis, Holdaway, ~rtiner 

and Watt (1977) concluded that while New' Zealand did not lack facilities 

for child health care, the facilities were being insufficiently or 

inappropriately used. They reo::mrended that Plunket, and Public Health 

Nurses should be trained and available to operate within the a::mnuni.ty 

as well as in the Clinic, since many infants never attend a well baby 

clinic. 'IWo years later Ceddis and Silva (1979) a:mducted a survey in 

D.medin of patterns of use and reactions to the sei:vice provided by the 

Plunket Society. While the results indicated that large numbers of 

nothers used the service and found it satisfactory, the survey also 

revealed a need for greater ercphasis on behavioural and developmental 

problems, but not at the expense of the nore traditional areas of Plunket 

in vol venent. 'IWo main conclusions were drawn fran the survey info:rmation. 

Firs:tl y, there was an indication that nothers YlOuld like to use the 

Plunket nurse as a resource person providing C01.ll1Selling in all aspects 

of child developnent, and seoondl y, nore staff would be needed to provide 

the additional support and help desired by rrothers. 

4.5 Summary 

'!he li.terature research for infonnation specifically related to the 

evaluation of the Pa.l.nerston North Phmket-Karitane Family Unit has proved 

SCltavilat unproductive, but this is hardly surprising since the ooncept is 

unique to New Zealand. Al though sorre evaluation research is available 

for overseas early child-care prograrnrres, the projects reported on were 

not sufficiently like the Plunket-Karitane family unit concept to warrant 

inclusion in the present literature review. An evaluation of two Plunket­

Kari.tane family units has been oonducted in D.medin, and this project is 

fully reported in the next section. 

4.6 A New Zealand Study 

An investigation of particular relevance to the present study has been 

reported by Clarkson, BrCMn, Fraser, Herbison and Geddis (.1985) • The 

research centred on Dunedin's two Plunket family units, and over a period 
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of eight rronths infonnation was gathered from a large number of clients 

attending these units. Interview and questionnaire responses provided 

the data base for the study. Variables of interest to Clarkson et al. 

(1985) were the derrographic profile of the family , the nature of the 

identified problems, intervention type and frequency, and the ~ct of 

unit contact as perceived by all those involved in each case. 

S'l.IDlllal:)' of findings 

Results presented by Clarkson et al. (.1985 }_ indicate rrost referrals to 

the units were initiated by Plunket nurses (58.2%), with self-referral 

being seoond rrost c:x:::mron, but much less frequent (28.9%). Referrals 

from all other sources, including general practitioners, social welfare, 

paediatric department, public health nurses and oomnunity workers totalled 

less than l3%. The majority of children attending the unit were less 

than one year old (69%}, with nearly half (42 %) being under three rronths 

of age. In approxi.roately half the cases studied the presenting child 

was an only child (49.4%), less than one third had one sibling (30.5%), 

and the remainder had three to five siblings. 11::M birth weight, and 

pretenn infants were over represented in the units' sarrple when c:x:mpared 

to the incidence in the general population. 

Using the Johnson (19.83}_ classification, each family was assigned to one 

of six socio-eoonornic status groups, revealing that the percentage of 

families in each group approximated the national distribution. 'lwo 

thirds of the rrothers had attended antenatal classes, and nost reported 

having average, or better, parenting support from their partner and/ or 

family and friends. 

Unit staff observed that frequently the presenting problan was but one 

of several. The n:ost ooilllOnl y expressed need was social oontact for 

lcnely nothers, (m::>ther support 74.3%). , with child behavi.o~ problems 

a.bost as a:mcon (.63.9.%), and breast feeding difficulties third (28.1%). 

The authors noted that 11Alm::>st one in four nothers were exhausted by 

lack. of sleep or clini.cally depressed." (p. 808): 18.5% and 8.8% 

respectively. Typically, babies under six nonths were associated with 

difficulties related to feeding, lack of ITOthercraft skills, and 

excessive crying; weaning difficulties, nother sui;p::>rt, exhaustion, and 

depression assmned greater in:q;,ortanoe when the infant was between six 

arx1 l2 nonths.; and behaviour problems were cx:mron in the t:lNo to three 



years age group. 

Problem management or treat:Irent intervention was divided into five 

general categories: 

a) Visits to the unit included discussion of problems with 

the rrother, assistance in dealing with problems, and also 

gave staff the opportunity to observe rrother-child 

interaction. 

bl Hcm2 vi.sits served a similar function to unit visits, but 

were only undertaken if naturalistic observation was 

ronsidered necessary, or if the rrother was unwilling to 

attend the unit. 

c) Child care gave rrothers tine aMay from their child if the 

staff ronsidered this an appropriate intervention. 

d) Coffee rrornings, held m::Jnthly, afforded infonnal oontact 

with unit staff and served l:x:>th social and educational 

functions. 

e)_ Phone rontacts were underestimated because work pressure 

often :rceant they were not logged. 

.HS 

All cases had at least one visit to the unit; rrore than three quarters 

(.78.3%}_ had telephone oontact; one third (32.1%) availed themselves of 

child care; less than one quarter (23.3%) attended ooffee rrornings; 

and a small number (18.9%)_ received bane vi.sits. In each of these 

categories rrore than 80% of cases required less than six interventions. 

The mean number of visits to the unit ranged frcxn 1. 7 for behavioural 

habits, to 7.0 for maternal depression; and for home visits, 0.1 for 

breast feeding problems and behavioural habits, to l.2 for maternal 

depression. Thirteen percent of all cases were referred to other 

agencies for treatroant. 

Intervention outcare evaluation data was obtained frcxn the nother, the 

unit staff, and where applicable the referring agency, one to l2 weeks 

after the family1 s last oontact with the unit. A subjective, five­

point rating scale was used: worse; saroo; mildly helpful; rcoderately 

helpful; and very helpful. Unit staff rated the intervention as 

mildly helpful in 25.5% of cases, and m:::>derately, or very helpful in 

59..3% of cases. The figures for the referral agency are 9.2% and 80.3% 
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respectively; and for nothers' ratings 6.5% and 80.6%. Thus, although 

satisfaction with the outooire of the prograrnrre was high, the unit staff 

tended to rate the intervention less highly than either rrothers or 

referral agencies. When nothers were asked to anonyrrously rate the 

family unit intervention in ooroparison with other sources of help they 

had rontacted, 9l.6% rated the unit programme as noderately rrore, or 

much nore helpful. 

Sumnary of ronclusions 

Clarkson et al. (1985) begin discussion of the results of their study by 

drawing attention to the necessary campranise between obtaining adequate 

data, and the need to maintain rapport with unit clients. This problem 

was manifest in questions pertaining to socio-eronanic status, where 

cxrnplete data was not obtained for all cases, and the authors assume 

a data bias ta-lard underestimation of lower socio-eronanic group rrernber­

ship. They oonclude, bo.vever, on the basis of the data presented 

"that the units catered at least equally for all socio-eronanic classes 

••• attempts to provide care where it is needed are beginning to be 

sucressful. " (p. 809 l 

The study established that in a majority of cases infants were under 

three nonths of age, \rith .10% of potential users in this age group being 

seen, bo.vever beween the ages of four and five years this reduced to 

.3% of potential users. The authors were unable to relate this trend 

to the needs of preschool children because studies providing relevant 

information have not been undertaken in New Zealand. 

Clarkson et al. (1985 )_ anticipated that same of the problems enrountered 

by staff would demand high input of prograrnrre resources with poor 

eventual outrorne. This fear proved unfounded and the researchers were 

able to ronclude that problem managemant used ~sources efficiently and 

was valued by those involved in the progranme. The authors noted that 

staff were able to recognize the limitations of the family unit service 

and referred nothers to other agencies where necessary. 'Ibey suggest 

the over-representation of pretenn and low birth weight infants indicates 

the family uni.ts have assurood at least scree of the functions previously 

perforroed by Karitane Hospitals, and interpret the low rate of referral 

fran other heal th professionals as a need for nore publicity of the 

family units. 



Finally, the researchers maintain the cx:mplexity of objective outcx:::me 

rreasures appropriate to this study put such rreasures beyond the resources 

available, but cx:mclude that "We have shcMn that the family units are 

fulfilling a oorrmunity role which is not being net from other resources. 

'lhe service provided is valued by the people who use it, and it offers 

an effective rnanagerrent of the range of problems in families who are 

referred." (p. 809) 

Critique 

While the Clarkson et al. (1985). study was undoubtedly adequate for the 

purpose for which it was designed, as an evaluation it falls sarewhat 

short of the definition of evaluation research adopted by the present 

writer. Although the research is titled an evaluation and sate attempt 

was made to assess prograrrme :i.npact, it remains largely a statistical 

sunmary of the activities of the units involved. Comnents nade by the 

researchers about the data versus ra:i;:port dilemna, and the difficulty of 

obtaining objective outcx:xre data for this type of prograrnrre, are 

ackncMledged as valid and pertinent observations. 

The overall value of the infonnation oontributed by the Clarkson et al. 

(19.85)_ study is not questioned, however, sarre of the oonclusions reached 

may be open to alternative interpretation. The present writer accepts 

that the low rate of referral fran other agencies may indicate a need for 

nore publicity, but equally plausible hypotheses oould be entertained; 

there .may be other agencies in the oomnunity serving similar functions; 

the interventions offered at family units may not be valued by other 

health professionals; not.hers may be referred to the units but for 

a variety of reasons choose to ignore the reoornrcendation; or the Plunket 

nurse nay work in closer oontact with young nothers than other heal th care 

gi.vers, and therefore be the first person approached for help. Clearly 

these alternative explanations for la,.; _referral rates have ver:y different 

implications for strategies to deal with the problem. 

M:>thers were asked to rate the usefulness of the family tmit intervention 

against the help they had received fran other sources, and a large 

majority rated the family unit ver:y positively, ho.-lever it is respectfully 

suggested that had the not.hers been satisfied with other sources of help 

they v.10uld not need to attend the family unit prograrmre. Furtbenrore, 

the Clarkson et al. (1985) paper does not rei;ort whether "the various 



sources of help" were specified, or could include non-professional help 

such as friends and neighbours. 

Subjective TIEa.Sures are always open to accusations of bias, and the 

outcx:xre measures used in the Clarkson et al. (1985) sb.ldy are no 

exception. Al though the rep::>rt does not make it clear ho.v the rrother 

was asked her opinion of outcnne, the "Plunket Karitane Family Unit 

Data Sheet" used in the study stipulates that the parent's opinion of 

outcx:xre was "'Ib be asked by Charge Nurse within 4 weeks of tennination 

41 

of contact." The units charge nurses also assessed the staff perception 

of outcx:xre, and were resp::>nsible for soliciting outcome evaluation fran 

the referral agent, who in rrost cases (81. 97%: i.e. 58.2% of the 71% 

not self-referred) was a fellow Plunket nurse. The issue of unconscious 

suhject/experinenter bias is well docurrented in texts examining experi­

:rrental methodology, (e.g. Christensen, l980) and will not be pursued 

here.. 

The foregoing discussion is in no way intended to diminish the oontribution 

made by the Clarkson et al. (1985} study, but merely serves as an intro­

duction to the changes the present writer oonsidered necessary in the 

p::>rtion of the present study which. seeks to replicate the original study. 
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5.0 THE PRESENT S'IUDY 

5.1 Introduction 

The intention of the present study was to oonduct both a process and an 

outcane evaluation of the service delivery prograrrme offered by the 

Pal.rrerston North Plunket-Karitane family unit, using the Williamson, 

Prost and George (.1978) nodel for evaluation research as an overall 

organizing structure for the project, and utilizing Quay's (1977) 

conceptualization of progra:rnroo integrity to cx:mplement areas of the 

m::xlel which were considered underdeveloped. Throughout the evaluation 

a collaborative approach to investigation was ercphasized, in an attenpt 

to reduce organizational threats to the viability and research validity 

of the project, and to keep to a minimum any additional staff stress 

engendered by the research project. To facilitate infonnation gathering, 

the evaluation included several small studies designed to collect both 

qualitative and quantitative data on the various aspects of prograrcme 

functioning. 

5.2 Replication ·study 

The present study replicated, in a nodified fonn, the Clarkson et al. 

(19-85). investigation of the Dunedin Plunket-Karitane family units. 

A qtEStionnai.re, seeking similar infonnation to that canvassed by 

Clarkson et al. (19.85)_ was designed but with sane inportant additions 

and ani.ssions.. The Clarkson et al. (J.985). study did not reoord 

ethnicity of either the parents or child because they considered the 

non-European population of Dunedin too sparse to warrant the additional 

questions being included on the already long data collection instrument 

(Clarkson, verbal corrrm.mi.cation)_. Establishrrent of the ethnic origin 

of clients and infants was considered to be an inportant variable for 

the Palrcerston North study. A question regarding residential location 

was included in the anony.nous. data collection instrurrent so that 

proximity of clients to the unit could be ascertained, and an extra 

p:roblan management intervention, "individual oounselling session" was 

added to aCCX>Itm:>date local treatment approaches. The present study made 

oo as.surrption aoout the sex or status of the person presenting with 

a drild, referring to "client" rather than "nother". The duration, as 

well as the frequency of contact with the unit was recorded in the present 

stuly, as: ~11 as whether the client was discharged by staff or te:rminated 
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oontact of his/her o,m voli ti.on: an ilrp:>rtant indicator of satisfaction 

with the programrce. 

The present study did not enquire aoout gestation period or antenatal class 

attendance, neither were clients asked arout other agencies involved in 

their case, nor asked to CXllllpare the effectiveness of the family unit with 

other agencies. Clients were not asked hCM much parenting support they 

received fran family and friends. The Clarkson et al. (1985) study asked 

unit nurses to judge maternal depression acoording to D.S.M. ill (1980) 

criteria; in the present study nurses were merely asked to indicate if 

the client was depressed. '11his stance was taken because the present 

writer was seeking syrcptom and not syndrorre information, and did not 

oonsider it appropriate for unit nurses to diagnose clinical depression. 

In the area of problem identification, the present study did not seek to 

elaoorate on the type of feeding problem; excess crying and oolic were 

not differentiated, and various behavioural excesses and deficits were 

subsum2d under the heading of behaviour. As Clarkson et al. (19 85) 

noted, data oollection is usually a cx:mpromise between the desired and the 

attainable: the differences in etcq?hasis between the two studies merely 

reflect their different purposes. 

The replication study served tv.2o functions. Firstly, as part of the 

evaluation to provide information on prograrme inputs and a limited 

outcx:xre evaluation, and seoondly, to replicate the Clarkson et al. (1985) 

vJOrk, using a different population, and thereby obtain valuable a:iupar­

ati.ve data for Plunket Society use. 

5.3 The Follow-up Study 

The follow-up study was a telephone survey designed primarily to obtain 

further outcxxre evaluation data, but the opportunity was taken to also 

procure infonnation relevant to the client needs analysis, gauge the 

public profile of the family unit, and gain some indication of similar 

facilities available in the cx:mm.mity. 

Consideration of client confidenti.ali.ty prevented the drawing of a randan 

sanple of those clients woo presented at the family unit during the data 

rollection period, and so the Follow-up Sb.ldy oonsisted of all those 

clients who gave signed consent to being further oontacted. It was 



expected that this sub-set would be sarne.vha.t different to those in the 

Replication study, and so sorre a:rrparative data on problem tyJ;;e and 

problem managerrent was also reoorded. Finally, participants in the 

Follo.v-up Study were invited to make general c::x::rnrrents about the family 

unit prograrme. 

5.4 c.arnparison Study 
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This research study was a quasi-experi.m?ntal, ex post facto design postal 

survey, introduced as a further evaluation of family unit intervention 

outa:>rre. The hypothesis tested was that parents who had received the 

family unit programrre intervention would be rrore comfortable in their 

role as a parent than those who had no opportunity to attend the family 

unit. 

The Pa.lrrerston North family unit does not operate a waiting list system, 

and this presented the researcher with the difficulty of obtaining an 

adequate non-intervention oontrol group. The comparison groups were 

drawn fran two tOtIDs which did not have a family unit in the area: this 

obviously prevented randan assignment to oondition. Unfortunately the 

size of ooth experimental and oonparison groups precluded rand.an 

sampling. 

The G.H!Q. 12 was selected as a measure of parental well-being, and was 

supplerrented with a question probing the subject's oonfidence in his/her 

parenting ability. 

5.5 Stress ·~ Devel0f1Ite11t 

One of the aims of the present study was to develop a stress rceasure 

specific to the unique occupational setting in which Plunket-Karitane 

family unit nurses \'.Urk... The m:x:iel enployed by Fi.mian (1984} was used 

as a basis for stress IOOaSUre developra1t, but the small number of 

subjects available prevented the use of sophisticated statistical 

analysis to validate and establish the reliability of the measure. To 

maximize the external validity of such. a measure, data oollection 

extended beyond the evaluation setting to include staff w::>rking in 

si.roilar units in other areas. Detailed infor:mation was obtained about 

stress provoking work-related incidents, and a questionnaire a:rrpiled 

inrorporating exarrples of each type of stressor elicited. The items 



rated by nurses as being nost significant were included in the Stress 

Diary Bcx:>klet used in the Stress Study. 

5. 6 'Ihe Stress Study 
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The Stress Study was a quasi-experi.rrental design study, which extended 

over a period of five weeks, and utilized an experimental group, 

(Palrrerston North family unit staff) and two non-0:Jlllvalent carparison 

groups, (the staff of ~ other family units). The hypothesis tested 

was that the experirrental group, who participated in a clients' needs 

analysis and a subsequent goal-setting exercise would have reduced 

stress soores as indexed by the inst.rurrents included in the Stress Diary 

Bcx:>klet; that is, the G.H.Q. 12, and the job specific stress rreasure, 

the Daily Diary. Any reduction in stress soore achieved by the 

corrparison groups, who did not receive goal setting instruction, would 

not be as great as that achieved by the experircental group. 

Stress rrea.sures were taken at three points during the study: before the 

interventions, folloo..ng needs analysis information gathering, and 

folla<lng goal setting discussions. The number of parents and children 

attending the unit during these periods was also reoorded, since it appeared 

that workload and stress levels ,;..,uuld be related. 

s. 7 Needs Analysis 

A needs analysis was carried out to assess the current needs of unit 

clients as perceived by the parents themselves, the agencies that 

referred them, the unit staff, senior Plunket personnel, and key m?Illbers 

of the Pal.nerston North Plunket-Karitane family unit managerrent camnittee. 

Client data was obtained indirectly, fran information reoorded for the 

Replication Study, and from suggestions made by clients during the 

Follow-up Study data oollection. Non-client respondents were asked to 

identify the main aim of the Unit, and subsidiary objectives. They were 

also asked to oo:rment on appropriate/inappropriate cases for unit 

referral, areas of staff expertise, changes envisaged, and unit liaison 

with relevant agencies and individuals. 

Tire oonstraints prevented extending this part of the project to rank 

ordering of aims and oojectives oy respondents as had been originally 



planned, and so this exercise yielded rrostly qualitative data. 

5.8 Sumnacy 

This chapter briefly outlines the main ccmp:ments to the evaluation 

project. Further information was obtained fran various sources 

including, infonnal observation, and Plunket records. The follc:Ming 

chapter details rrethods of data collection. 
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6.0 METHOO 

6.1 Replication Study 

Subjects 

Subjects in this phase of the research project were 55 rrother-child dyads 

and triads who presented as new cases at the Palmerston North family 

unit. The original intention was to oollect the information over 

a period of three m:mths, but staff changes prevented this and so in 

reality the data was obtained from 35 rrothers who presented during a six 

week period, and then 11 weeks later a further 19 rrothers during a seven 

week period. All new cases presenting at the family unit during the 

data rollection periods were included in the replication study. 

Materials 

The data oollection instrument was prefaced with a 'Client Identification 

Sheet' (see Appendix A) on which the unit Plunket nurse reoorded client 

identification information and the client's cx:xie number. This sheet, 

which was retained by the Plunket nurse and not made available to the 

researcher, was the only means by which specific data rould be identified 

as pertaining to a particular family: thus client ronfidentiality was 

strictly maintained. 

The 'Client Data Sheet' assembled information similar to that oollected 

by Clarkson et al. (l9.85)_ including referral source; family derrographic 

variables (which included ethnicity}; problem identification and 

management; and evaluation of outoome as perceived by staff, client, and 

ref err al agency. (A oopy of the 'Client Data Sheet-' is included in 

Appendix A.) The Client Data Sheet also included questions probing 

romnunity awareness of family unit function; parental attitude to 

seeking help; the client's fonnulation of the presenting problem; 

duration and intensity of contact with the unit prograrme; and 

residential proximity to the family unit: information not sought in the 

Clarkson et al. (1985). study. 
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Procedure 

Alth:mgh the questionnaire was largely self-explanatory, the researcher 

went through the requirements with the unit Plunket nurse to clarify any 

arnbigui ty. The questionnaire was pilot tested on a srra.11 group of ordinary 

citizens before data collection proper cornnenced: no changes were consid­

ered necessary. The nurse was asked to oorrplete a Client Identification 

Sheet and a Client Data Sheet for each new case presenting during the data 

collection period. She was instructed to obtain corrpleted infonnation for 

each case; but to use judgement where rapport might be jeopardized, and 

perhaps collect sensitive infonnation at a nore appropriate time. Problans 

identified, and problem management data was to be recorded as it became 

available, and on client discharge the outcane data was to be recorded 

exactly as specified. Corrpleted Client Data Sheets were given to the 

researcher, and Client Identification Sheets retained at the family unit. 

Unfortunately, the circumstances of staff changes prevented the 

establishment of inter-rater reliability between the two Plunket nurses 

involved in data collection. 

6.2 The Follow-up Study 

Subjects 

Palmerston North family unit clients from whom data was obtained during 

the replication study were invited by the Unit Plunket nurse to take 

part in the follow-up study. 'lwenty-four nothers from the original 55 

consented to being contacted, with one subsequently withdrawing leaving 

a total of 23 cases to be followed up. 

Inst:rurrents 

All participants in the replication study were given a Client Infonnation 

page outlining the purpose of the follow-up study, with an attached 

Consent Fonn (see Appendix A) • 

The follow-up study questionnaire probed the client's attitude to seeking 

help and awareness of needs, satisfaction with the progranme's treatment 

conponents, evaluation of outcx:me (with a reliability check}, and 

sati.s£action with the service. Infonnation was also sought on cx::mmmity 

awareness of family unit function, the needs of families with young 
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children relevant to the family unit ooncept, and the existence of similar 

services in the Palmerston North area. A oopy of the Client Follow-up 

questionnaire is included. in Appendix A. 

Procedure 

The Client Infonnation page was retained by clients who agreed to take 

part in the follow-up study, and the Consent Form was given to the 

researcher. Within one week of a oonsenting client terminating 

involvement with the unit, the researcher oontacted that parent, in rrost 

instances by telephone, to ascertain client evaluation of outcx::me. 'Tuo 

weeks later the client was re-contacted, by telephone where possible, to 

obtain a secx:md evaluation of outcane as perceived by the client, and to 

o::,rrplete the data oollection. 

6.3 carparison Study 

Subjects 

A total of 50 parents agreed to contribute data in the a:xrparison study. 

The experimental group oomprised the 23 not.hers who oompleted data in 

the Palmerston North family unit Client Foll<M-up Study, all of whan 

agreed to take part in this phase of the research. The conparison group 

was c:x:::mposed of a total of 27 rrothers with similar problems but with no 

access to a family unit. 

The corrparison group were sarrples drawn fran each of the two provincial 

ta..m.s approximately 100 kilaroetres apart, and equidistant fran Palrcerston 

North, with inclusion cri.teria being: 

1. The parent had attended the local Plunket clinic seeking 

assistance with a problem. 

2. The local Plunket nurse would have referred the case to 

a family unit had one been available in that area. 

3. The parent signed a consent form agreeing to being 

a::mtacted by the researcher. 

The Plunket nurses were not asked to select a specific number of 

participants, but rather to adhere strictly to the criteria, and include 

all suitable candidates presenting within a 16 week period. The 

resulting oornparison oonsisted of 3 rrothers from one tcMn and 24 rrothers 
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fran the other. Because of the disparity in mnnbers it was decided to 

cnrnbine subjects fran the 2 towns into a single o:mparison group. 

Measure 

The measure anployed in the ccarparison study was a short questionnaire 

which included the G.H.Q. l2 as a :rceasure of parental general well-being, 

a question probing the respondent's oonfidence in the role of parent, 

dem::>graphic details, and residential location, (necessary because 

resp:>nding was anonynous). A oopy of the questionnaire is oontained in 

Appendix A. 

Procedure 

The lcx:::al Plunket nurse gave clients oonsidered appropriate for inclusion 

in the c:x:nparison group a brief, written staterrent of the purpose and 

requirements of the survey before requesting participation in the study 

(see Appendix A). The experirrental group had already oonsented to 

involverrent in the research project. 

All participants in the comparison study were oontacted by telephone to 

oonfi:rrn their willingness to participate in the survey, and to provide an 

opportunity for them to obtain further info:rmation arout the research 

project. 

The survey questionnaire, along with a stamped, addressed envelope for 

reply, was mailed to participants in each group simultaneously. 

6.4 Stress Measure Cleveloproont 

Subjects. 

For this portion of the research. project data oollection extended beyond 

the family tmit staff directly involved in the evaluation to include, at 

various times, the staff of six other family tmits within reasonable 

travelling distance of PaJll'lerston North.; the nurse advisers for the 

regions in which the family units were situated; and sane nurses who had 

previously worked in family units. Those who voluntarily provided 

infonnation were: 
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3 Regional Nurse Advisers 

8 Plunket nurses who currently worked in a family unit 

3 Plunket nurses wrn had previous family unit experience 

18 Karitane nurses who currently worked in a family unit 

'Ihus a total of 32 fanale nurses, from various levels of the Plunket 

hierarchy and from various locations contributed data for the develoµrent 

of a stress rreasure specific to nurses en-ployed in family units. 

Instrurrents 

a) Nurses' Daily Stress Record 

This was a daily diary which nurses were requested to fill in every 

30 minutes during the vX>rking day and for a short period in the evening. 

Information to be reoorded included the major event(s) of the time 

period, subjective stress level, and the number of cigarettes and/or 

cups of coffee during eadi half hour period. A section for somatic 

synptans was also included for recording the ti.Ire and duration of 

symptomatology, the type and severity of the cx::mplaint, and hcM it 

resolved. The diary face sheet included subjective scales for rating 

stress and severity of physical a:riplaints. Appendix A inclooes a ~ 

of the Nurses' Daily Stress Record. 

b) Initial Qlestionnaire 

The initial questionnaire was made up of eight open-ended statenents 

designed to elicit information ab::>ut the perceived diffirulties 

encountered by nurses working in family units. A brief explanation of 

its pl.ll:p)se prefaced the questionnaire (see Appendix A}. 

c}._ Job Satisfaction and Work Pressure Questionnaire 

The 48 staterrents in this questionnaire were a:>npiled fran initial 

questionnaire responses, and infonnation obtained during interviews, and 

included an exanple of every type of difficulty rerx>rted by the nurses. 

'lbe full set of 48 statem?.nts was presented twice in the questionnaire: 

firstly, to -:E:e rated for :relevancy to family unit work, using a four­

rx>int Likert rating; and seoondly, for a frequency of occurrence count, 

and rating of distress intensity, again using a four-rx>int Likert scale. 

The questionnaire was briefly introduced on the cover sheet. '!he full 

questionnaire is presented in Appendix A. 
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Prooedure 

The first atterrpt to elicit infonnation regarding the stress nurses 

experienced working in a family unit was to ask the staff of the 

Palnerston North family unit to keep a detailed reoord of daily events 

(Nurses' Daily Stress Reoord), so that incidents provoking stress might 

be isolated. The nurses were asked to a:nplete a rerord sheet for each 

day they worked in the unit for a period of two weeks, and to include 

their name on each data sheet. 

When this exercise proved unsuccessful in pinpointing stressors, (due to 

non-reporting of stress), an approach was made to the Nurse Advisers in 

two other regions to see if their family unit nurses might also be 

included in the data oollection sarcple. Approval was given, and the 

researcher embarked upon a familiarization tour, visiting each of the 

seven units and holding informal group interviews with staff to discuss 

the general functioning of the unit, and positive and negative aspects of 

the work involved. At the end of the discussion period the nurses were 

invited to participate in the study, and were given the initial question­

naire to cx::xnplete and return anonyrcously. The narres of sare previous 

family unit staff were suggested as people who might also a:mtribute data 

to the study, and so these nurses were also contacted and asked to 

caiplete the questionnaire. Further inforrna.tion alx>ut family unit work 

was obtained during interviews wi.th three Regional Nurse Advisers. · Thus, 

in this phase of data rollection all 32 subjects rontributed inforrna.tion. 

Ihfonnati.on gained during the staff interviews, and from the initial 

questionnaire provided the basis for the stateirents rontained in the Job 

Satisfaction and Work Pressures Questionnaire, which was completed 

aoonym:msly by the staff of each of the family units: a total of 

24 nurses. The questionnaires. were delivered to the subjects, the 

requiraoents explained, ~ then oollected one week later. Nurses who 

at that tine had not cx::npleted the questionnaire returned it by post. 

The Stress Diary was rorrpiled using inforrna.tion obtained £ran the Job 

Satisfaction and W:>rk Pressures Questionnaire. 

6.5 ·The Stress Study 

SUbjects 

Eleven subjects oontributed data in this study. 



The staff of the Palmerston North family unit, one full-tuoo Plunket 

nurse and four Karitane nurses wh:) worked part-tuoo in the unit served 

as the e:xperirrental group. The a:nparison groups were the staff of two 

other family units who had taken part in the earlier phases of the 

research. These particular units were selected because the staffing 

was stable, whereas other units had nurses leaving or positions vacant. 

One unit arployed a full-tuoo Plunket nurse and bJo full-tuoo Karitane 

nurses, and the other a full-tirre Plunket nurse and three part-tuoo 

Karitane nurses. Participation in the study was voluntary and the 

decision to take part was made at unit level. 

Measures 

a ) The Stress Diary Booklet 

The Stress Diary booklet (included in Appendix A) CX)I'lsisted of two 

questionnaires: the G.H.Q. 12, a standardized measure of psychological 

health; and Daily Diary reoording sheets for each day of the working 

week. The l:ooklets were oolour o:x3ed so that data fran each unit could 

re identified. 

The Daily Diary page oontained the 15 nost significant items fran the 

Job Satisfaction and Work Pressure Questionnaire. Respondents were 

requested to indicate which events occurred each day, and rate on 

a four-point scale the anx:>unt of distress experienced as a result of the 

event. A final question asked for a rating of satisfaction with the 

w::>rking day . 

b ) Goal Clarity Questionnaire 

A Q>a.l Clarity Questionnaire was oonstructed from the Task-Goal Attribute 

Questionnaire (Steers, 1976), using the three items from the Goal 

Specificity sub-scale and six itans fran other goal attribute sub-scales 

as distractors, (i.e. 2 items each fran Participation in Goal-Setting, 

Feedback on Goal Effort, and Goal Difficulty) • '!he ite.ms were presented 

in randan order. Iten:s were scored using a seven-point Likert scale, 

with 2 CDal Specificity questions being positively phrased, and one 

negatively phrased and soored in reverse order to oounter response bias. 

A soore of seven on each of the three CDal Specificity items indicates 

the highest degree of goal clarity. Participants were asked to incllrle 

their name on the questionnaire. 

Awendix A.) 

(The questionnaire is presented in 
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Procedure 

Stress diaxy booklets were delivered to each of the participating family 

units the week prior to c:x::mnencem::mt of the stress study. The 

instructions, repeated on the booklet face-sheet were explained, and 

staff were asked to crnplete the G.H.Q. 12 the follCMi.ng funday, and to 

record data on the Daily Diaxy sheet each day they worked in the unit 

during that week: week one. In week two needs analysis data was 

collected from the Pa.ln'erston North family unit nurses, and various other 

sources. The procedure, for all subjects in week three was similar to 

that of week one except the booklets did not include the G.H.Q. 12 

questionnaire. The Goal Clarity Questionnaire was a:mpleted by the 

Palrcerston North family unit nurses in week four, follc:Med by identifi­

cation and discussion of goals. In week five the procedure was the 

same as week one for all subjects, except the G.H.Q. 12 was a:rnpleted on 

the Friday instead of at the beginning of the week as previously. 

6.6 Needs Analysis 

Subjects 

Data .relating to client needs was obtained from a total of 77 subjects 

representing all groups involved at various levels with the Pa.ln'erston 

North family unit programne, and included: 

- Plunket Director of Nursing Services 

- Palrrerston North Regional Nurse Adviser 

- Palrrerston North family unit nurses (5) 

- all Pa.ln'erston North district Plunket nurses (6) 

general practitioners, (or their practice nurse) who referred 

patients during the data collection period (3) 

- other referring oormnmi.ty organizations and health 

professionals (3). 

- key nerobers of the Palmerston North family unit managaient 

corcmittee (.31 

the clients woo contributed data in the Replication and 

Follow-up studies (55). 

Procedure 

Needs analysis data was obtained during faoe-on or tele?100e interview 

with subjects, except in the case of the an:,nym:::,us clients contributing 
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data to the Replication Study, where needs analysis probes were included 

in the questionnaire. 

6.7 Other Sources of Infonnation 

Evaluation data was also gleaned from Plunket literature and records, and 

fran infontlal observation of the functioning of the Palmerston North 

family unit. 
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7. 0 RF.SULTS 

7.1 Replication Study 

A total of 55 adult clients and 57 infants attended the Palrrerston North 

Plunket-Karitane family unit as new cases during the data rollection 

period. Because the object of the research project was to evaluate the 

family unit programme, and not the perfonnance of individual staff 

rcenbers per se, analysis of data did not differentiate between the two 

periods of data rollection. In the early part of the study inc:x::ltll>lete 

data was rerorded, particularly in respect of socio-eronanic status and 

ethnicity, and so there are missing cases on some variables. 

The adult clients were in all cases the not.her, (or steprrother) of the 

child/children attending. These WJ:rren ranged in age from 18 to 43 

years, with 75% being 20 to 29 years old, and a nodal age of 25 years. 

Alrrost two-thirds of the v.anen, (.65. 5%). were in a stable relationship; 

9.1% were solo parents, and the remainder, (25.4%) did not furnish 

partner infonnation. 

Table 7.01 sh:Jws the age of the child on presentation at the unit, and 

the prqx)rtion of the family unit prograrrme target population they 

represented in two darographic locations; Palmerston North City, and 

Dunedin City (.Clarkson et al., 1985)_. 

TABLE 7.01 

Age of child on presentation at unit. 

Age Present Study (n = 54) Clarkson et al., 1985 
(n = 249) 

(n:onths) % % of % % of 
potential users* potential users* 

0 - 3 45 10.0 42.8 10.6 

3 - 6 11 2.4 14.1 3.5 

6 - 12 11 2.4 12.1 3.0 

12 - 24 23 4.8 15.3 2.5 

24 - 36 8 1.6 11. 7 1.9 

36 - 48 0 0 2.4 0.4 

48 - 60 2 .0.4 1.6 0.3 

*assuming Palrrerston North *assuming Dunedin City 
1,000 births per year 1,500 births per year 



The "percentage of potential users" figures for the present stooy were 

obtained by adjusting the data oollected to represent an annual figure, 

and calculated on the basis of awroxiroately 1000 new babies rorn each 

year: a figure obtained from Plunket Society reoords of new birth 

notifications for the relevant years. As can be readily seen, the 

majority of infants presenting at the Palmerston North family unit were 

in the first few rronths of life, with older children presenting 

progressively less frequently, except in the 12 - 24 rronths age group. 

Apart from this seCDnd peak in the age distribution, figures for lx>th 

presenting age, and percent of potential users approxirrate those 

reoorded by Clarkson et al. (1985). 

As with the Dunedin study, lON birth weight children, (i.e. less than 
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2. 5 kg l were over-represented in the Pal.nerston North sanple (.7. 3% 1 , 

whim although higher than that e.xpected in the general population, 

(6.2% : Buckfield, 1978, cited by Clarkson et al., 19851, was lower than 

that reported by the Clarkson et al. (1985). study (10%). 

Cl'le rrother identified herself as polynesian, (1. 8% of adult clients)_ 

and four infants, (7%) were classified as of polynesian origin by their 

rrother. 

TABLE 7.02a 

Soci.o-ecxmomic status of rrothers presenting at family units. in the 

present study and the Clarkson et al. (J.985) study. 

% in present % in Clarkson et al. (1985) 
S.E.S. study {n = 34) N.Z. % in study* 

1 5.9 7 5.0 

2 17.7 14 13.9 

3 23.5 29 19.4 

4 29.4 23 26.4 

5 5.9 18 14.9 

6 14.7 9 15.9 

(Iberrployed 2.9 4.5 
or Student) 

*(n not reCDrded} 



'17\BIE 7.02b 

Socio-economic status of fathers in the present study and the Clark.son 

et al. (1985) study. 

% in present % in Clark.son et al. (1985) 
S.E.S. study (n = 29). N. Z. % in study* 

1 6.9 7 7.7 

2 24.2 14 11.0 

3 31.0 28 19.9 

4 17.3 29 33.7 

5 10.3 14 16.0 

6 0 8 6.1 

(Unemployed 10.3 5.5 
or Student)_ 

* (n not reoorded) 

Tables 7. 02a and 7. 02b depict the socio-ecx:manic status of parents 

attending the family unit, as indexed by the Elley and Irving classi­

fications (Johnson, .1983)., for roth the present study and the Clarkson 
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et al. (.19851 study. These data suggest the socio-econanic status of 

families attending the Palroorston North unit was higher than that recorded 

in Dunedin, but as noted previously, there were missing cases on this 

variable. Whilst the Clark.son et al. (.1985}. study reCX)rded resf()nse 

rates of 80.7% for nothers and 72.7% for fathers on socilr-eoonanic status 

inforrration, the CX)rresponding figures for the present study are 61.8% 

and 52. 7% respecti.vely. 

Table 7.03 shc:Ms the number of children in the families who presented 

at the family units. 

Table 7.03 

Size of families who presented at ·the ·farnily units in the present study 

and the Clarkson et al. (1985)_ ·stuay. 

Nmlber of children 

1 

2 

3 

4-6 

Present stu:ly 
% 

52.7 

34.6 

10.9 

1.8 

Clarkson et al. (1985) 
% 

49.4 

30.5 

14.5 

5.6 
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The figures for the present study are similar to those obtained by 

Clarkson et al. (1985) : approximately half the presenting dl.ildren were 

an only child, with arout one-third from two child families, and the 

remainder from families with 3- 6 children. Analysis of the present 

study data suggests that where there were two or rrore children in a family , 

the younger/ yolil1gest child presented rrore often, (52. 2%) than the older/ 

oldest child, (43.5%). 

An analysis of the sources of referrals to the units is presented in 

Table 7 .04. 

TABLE 7.04 

Sarrce of r e ferral to the family unit in the present study and the 

Clarkson et al. (1985) study. 

Referral source Present study Clarkson et al. (1985) 
(n = 55) (n = 249) 

% % 

Plunket nurse 63.7 58.2 

Self 25.4 28.9 

General practitioner 7.3 5.2 

Social Welfare 1.6 

Paediatric depa.rt:nent 1.6 

Public health nurse 0.4 

Ccmnunity worker 3.6 0.4 

Other 3.6 

As with the Clarkson et al. (1985) study, the majority of referrals to 

the unit were fran Plunket nurses working in cxrmrunity clinics. lt>thers 

who had previous knCMledge of the unit functions and who self-referred 

were a lesser, but nevertheless inportant source of unit clients. 

Because in the present study less than 11% of referrals came frcm other 

health professionals or ronmuni.ty agencies, clients were asked hCM they 

first becane aware of the Pa.lrrerston North family unit and its purpose. 

The data presented in Table 7.05 indicates that less than a third of 

clients gained their initial infonnation frcm non-Plunket sources. 



TABIE 7.05 

Source of clients initial kno..;ledge of unit in the present study 

(n = 49). 

Source % 

Plunket nurse 59.2 

Karitane nurse 10.2 

Hospital 10.2 

General practitioner 6.1 

Community organization 6.1 

Friend 8.2 
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On presentation at the Palmerston North family \ID.it, clients were asked 

to identify the problan(s) for which they were seeking help. Analysis 

of this infonnation revealed that 70.9% indicated the problan ooncerned 

the child, while 29. 1 % rep:,rted the problem as being with therrsel ves. 

Later, when unit staff were asked to isolate the problem(s), 38.9% were 

identified as child related difficulties, 20.4% were parent problems, 

and 40.7% ooncerned difficulties related to both nother and dlild. 

A breakdown of presenting problems as identified by unit staff is sho.m 

in Table 7. 06. It should be noted that in both the present study and 

the Clarkson et al. (1985) study, the ranking of child-related problans 

is the sane, (i.e. behaviour, feeding, nothercraft, crying, ) although the 

percentage in each class of problem varies considerably. 



TABLE 7.06 

Presenting problems in the present study and the Clarkson et al. (1985) 

study. 

Problem 

M::>thercraft 

Feeding 

Crying 

Behaviour 

:r.bther support 

Social isolation 

M::>ther exhaustion 

.tvbther depression 

Other 

Present study* 
% (n = 54) 

16.7 

37.0 

3.7 

40.7 

13.0 

38.8 

9.3 

11.2 

Clarkson et al. (1985) study* 
% (n = 249) 

22.9 

50.6 

11. 2 

63.9 

74.3 

18.5 

8.8 

*Note multiple response ooding of presenting problem 

0..1. 

Data analysis sh:Jws that difficulties identified as child behaviour 

problems (see section 5. 2 ) occurred nost often with infants under one 

year (45%), particularly in the period 6 - 12 nonths (30%), with a decline 

thereafter: 1- 2 years 25%; 2 - 3 years 20%; and 3 - 5 years 10%. 1-bre 

than three-quarters of feeding and m::>thercraft problems occurred within 

the first three rronths post-natally, (76.2% and 85.7%) respectively. 

In the Clarkson et al. (1985) study , a client who presented with 

loneliness and in need of social cxmtact was classified as requiring 

"rrother support". As has been already discussed, this category was not 

used. in the present study: clients with this type of problem ~e 

acoounted for under the beading of "social isolation". Whilst alm:::>St 

75% of the D.medin nothers required "rcother support" only l3% of the 

Palnerston North rcothers required similar inputs; rather than primarily 

needing social rontact they were much rcore likely to be identified as 

suffering fran exhaustion, (38. 8%). 

lt>thers in the present study woo presented as exhausted were likely to 

have an associated dri.ld-related problem such as feeding difficulties 

(38%); behaviour problems (.38%); or poor nothercraft skills 0.4%). 

Of those nothers reporting exhaustion, 42.8% boo one child, and 57.2% 



had u-.u children: their infants were 0- 6 nonths, 38%; 6-12 nonths, 

19%; 1- 2 years, 9.5%; and 2 - 3 years old, 19%. 

Table 7.07a sho.-.is the frequency of usage of each type of problan 

rnanagem:mt employed by the Dunedin units, (Clarkson et al., 1985) as 

discussed in a previous chapter. 

TABLE 7.07a 

Frequency of usage of types of management (n = 249). 

No. times 
used 

0 

1-5 

6-10 

11- 20 

21- 40 

*underestimated 

TABLE 7.07b 

Visits 
to unit 

0 

83.5 

8.8 

4.0 

3.6 

Home 
visits 

81.l 

17.7 

l.2 

0 

0 

Clarkson et al. (1985) 

Management% 

Child 
care 

67.9 

26.5 

3.6 

0.8 

1. 2 

Coffee 
morning 

76.7 

22.5 

0.8 

0 

0 

Frequency of usage of types of management (n = 54). 

Present study 

Management% 

Phone 
contact* 

21. 7 

66.7 

8 . 8 

2.8 

0 

No. times Visits Horne Child Coffee Phone Individual Parenting 
used to unit visits care morning contact counselling skills** 

course 

0 5.6 100 83.3 92.6 85.2 79.6 88.6 

1-5 85.2 0 1:-"} 6-10 1.8 0 
7.4 14.8 20.4 11.4 

11- 20 0 0 1.9 

on going 7.4 0 0 

**not available during second period of data collection (.n = 25) 
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Table 7.07b depicts similar infonna.tion relevant to the present study. 

The treabrent interventions offered by the Palrrerston North family unit 

included visits to the unit, hare visits, child care, coffee nornings, 

telephone contact, individual counselling, and a parenting skills rourse. 

Visits to the unit were the nost frequently used intervention, (94.4%). 

During unit visits clients were able to discuss problems with the staff 

and engage in rollalx>rative problem solving. Visits also provided 

opp::)rtunities for parent education, and for the nurses to obseive parent-

child interaction. The next nost ccmm::::>n intervention was individual 

rounselling with the unit Plunket nurse, (20. 4%). Under certain circum­

stances the unit staff were prepared to child-mind to allCM a parent ti.ma­

out fran parental resp)nsibilities, and this intervention was utilized in 

16.7% of cases. Approx:imately .15% of clients reJUired teleprone rontact, 

and 11.4% attended the parenting skills course, a fonnal parent education 

prograrnre of six lectures. Coffee norning attendance was suggested for 

7. 4% of parents, al though other parents. also attended these social 

occasions. Hare visits rould be undertaken for parents who were 

unwilling to attend the unit, but during the data rollection period this 

intervention was not necessary. 

As Table 7.07b sha-ls, apart fran visits to the unit, treabrent inter­

ventions were poorly utilized, with nore than three quarters of clients 

not needing any intervention other than the unit visit. Of those whose 

problem rnanagem:mt was visits to the unit, 85.2% required less than five 

visits, a figure similar to that fmmd by Clarkson et al. (1985) .• 

However, when the present study figure was further broken down, as in 

Table 7.08, it becarre avident that of the total number of clients in the 

study, nore than three quarters were managed with less than three unit 

visits. A small number, (,14. 7%1 required 3- 6 visits, while the 

remaining 7.4% were receiving on-going treatment ronsisting of time-out 

fran intolerable situations, or rounselling. 
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TABIE 7.08 

Frequency of unit visits (n = 54) in the present study. 

No. ti.rres used % 

0 5.6 

1 51.9 

2 20.4 

3 3.7 

4 7.4 

5 1.8 

6 1.8 

on going 7.4 

For the present study, the IOOan numl:::er of unit visits ranged from 1.1 for 

maternal exhaustion, to 2.4 for maternal depression. In the Clarkson et 

al. (1985) study the range was from 1. 7 visits for habits disliked by 

parents, to 7.0 for maternal depression. 

Table 7.09 shcMs that for the majority of clients the duration of contact 

with the Palmerston North family unit was less than one week. 

TABIE 7.09 

Duration of contact with the Palrrerston North family unit (n = 54). 

Duration % 

up to 1 week 67.3 

1-2 weeks 12.7 

2- 3 weeks 5.4 

3 weeks plus 14.6 

In the D.medin study, (Clarkson et al., 1985) 13% of families were 

referred by family unit staff to other agencies; the conparable figure 

for the present study was 27.8%, and as Table 7.10 shc:Ms, nost referrals 

were to cx:mnunity Plunket clinics. 
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TABLE 7.10 

Referral of family unit clients to other agencies in the present study*. 

Agency 

Plunket nurse (district) 

General practitioner 

Play rentre 

Day care 

.t-bbile Kari.tane 

% 

13.0 

9.2 

5.5 

l.8 

1.8 

*multiple referral in same instances 

The Replication Study outa::ne data was obtained from three sources: 

firstly, the unit staff reoorded their evaluation of outcore efficacy 

within one week of the client being discharged; seoondly, and after 

staff evaluation, the unit Plunket nurse sought the client's opinion of 

outcx::rce; and thirdly, the unit Plunket nurse oontacted the referring 

agency to solicit their evaluation of treatrrent efficacy. Table 7. lla 

and 7 .llb set out outa::xre evaluation data for the Clarkson et al. (1985) 

study and the present stwy. 

TABIE 7.lla 

Ou.to:me evaluation - all problems carbined. 

Clarkson et al. (1985) 

(pinion of: Worse Saree Mildly M:xierately Very 
helpful helpful helpful 

Unit staff 15.3 25.5 59.3 

Referral agency 10.5 9.2 80.3 

M:>ther 12. 9 6.5 80.6 
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TABLE 7.llb 

OUtcare evaluation - all problems combined. 

Present study 

Opinion of: Worse Sarne Mildly M:derately Very 
helpful helpful helpful 

Unit staff 0 19.5 17.1 34.1 29.3 
63.4 

Referral agency 0 5.9 41.2 17.6 35.3 
52.9 

Client (total) 0 7.9 13.2 31.6 47.3 
78.9 

Client - telephone 0 9.1 22.7 31.8 36.4 

Client - face on 0 0 0 33.5 66.5 

Information shown on Table 7.lla suggests that while overall satisfaction 

with treatment outcorre was high, unit staff were less optimistic about 

out(X)IIE than either the nother or the referring agency, (Clarkson et al., 

1985). Table 7.llb information su;rgests that for the present study, 

\obi.le the clients rated. the intervention highly, the opinion of outcx:.me 

was less favourable when rated. by either the unit nurses, or the 

referring agency. Furt.h.entore, client evaluation of out.cane was less 

favourable when asked by telephone, than when asked face-to-face, and nore 

closely reserrbled the distributions of unit staff and the referring agency. 

At the end of the data collection period 7.4% of clients were receiving 

ongoing treatrrent, 44.4% had been discharged fran the treatrcent prograrrme, 

and 7.4% had tenninatea. contact with the unit against staff advice; no 

data was recorded for the remainder. 'lwenty-four clients (43.6%} 

consented. to take part in the Follcw-up study. 

The sujtahility of the location of the unit was also looked at in the 

Replication Study. 'lhe city of Palm?rston North may be divided into 

quadrants by using the four main streets originating in the Square as 

intersects. Figure 7 .Ol illustrates this concept. 
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Sector One 

Sector Four 

Sector Two 

Sector Three 

FIGURE 7.1 Division of Palmerston North City into quadrants. 

The Palmerston North Plunket-Karitane family unit is located in sector 

one, approximately two kilorretres from the Square. Inspection of client 

residential location data indicates that while al::x:mt 20% of clients 

reside in each of sectors one, two, and four, (18.60% : 20.93%: and 

18. 60% respectively), rrore than twice this numl::er, (41. 87%) reside in 

sector three. Table 7 .12 shows the percentage of clients living within 

specified distances fran the unit . 

TABLE 7.12 

Percentage of clients living at specified distances from the 

family unit. 

Distance in Kilometres 

0-1 1 -2 2 - 3 3 -4 

Percentage of clients 9.30 23.26 30.23 13.95 

4 - 5 

23.26 

fure than half, (67.44%) live further than two kilorretres from the family 

unit, and alnost a quarter live rrore than four kilometres away from the 

unit. 
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7.2 Follc:M-up Study 

Twenty-four~ who had attended the PaJ..rrerston North Plunket-Karitane 

family unit subsequently agreed to take part in the Follav-up Study, 

however, one nother later withdrew, leaving 23 subjects from 'Whom data 

was obtained. 

Table 7.13 ccrnpares incidence of presenting problems in the Folla.v-up 

sample with those of the Replication Study. Behaviour and feeding 

problems occurred at similar rates in each sanple, but rrother exhaustion, 

and to a lesser extent rrothercraft deficits and maternal depression were 

less frequent problems for Follc:M-up Study rrotbers. Excessive crying, 

nother SupfOrt, social isolation, and "other problerns" did not feature 

in the Follow-up Study sarrple of roc>thers. 

TABIE 7.13 

Presenting problems in the present study. 

Problem 

.t-btbercraft 

Feeding 

Behaviour 

.t-bther exhaustion 

.t-bther depression 

Foll<=M-up Study 
% 

4.4 

34.8 

43.5 

13.0 

4.3 

Replication Study 
% 

16.7 

37.0 

40.7 

38.8 

9.3 

The frequency of usage of the various types of problem interventions 

utilized by the Folla.v-up Sb.ldy rcothers is depicted in Table 7 .14. Data 

suggests that for rrost interventions this sample of rcothers were higher 

CX)nsurners of family unit services than the Replication swdy rrothers as 

a whole. The intervention rrost often rated as "rrost helpful" by Follc:M­

up Study clients was individual CX)tmSelling. Ratings of "least helpful" 

intervention were equivocal because these clients insisted that all 

interventions had been helpful. 



TABLE 7.14 

Frequency of usage of types of problem management in the Follow-up 

Study. 

No. times 
used 

0 

1-5 

6 - 10 

11 - 20 

21- 40 

*not available 

Management% 

Visits Child Coffee Phone 
to unit care morning contact 

Individual Parenting 
counselling skills 

course* 

0 39.0 78.2 69.6 43.4 95.6 

82.6 47 .8 17.4 21. 7 52.2 4.4 

13.0 4.4 0 8.7 4.4 0 

4.4 4.4 0 0 0 0 

0 4.4 4.4 0 0 0 

during second period of data collection 
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Infonnation presented on Table 7.l3 and Table 7.l4 indicates that subjects 

in the FollCM-up study differed.markedly fran those in the Replication 

study, and are therefore not a representative sub-set of the clients who 

attended the family unit during the data collection period. 

Clients taking part in the Folla.,.z:-up study were asked on two separate 

occasions, by telephone, to evaluate hCM successfully the family unit 

programre had dealt with their problem. The first evaluation, within 

a week of tennination of unit oontact, was rated as "very helpful" by 

73.9% of rrothers, "m:::derately helpfulu by 21. 7% and "made no difference" 

by 4.4%. 

figures. 

The seoond evaluation, two weeks later, yielded identical 

This data indicated that FollCM-up study clients valued the 

family unit intervention Im.lch nore hi.ghly than did the larger sample of 

Replication study subjects, for whan cx:xcparable figures were 4 7. 3%; 

31. 6%; and 7. 9% respectively, with 13. 2% indicating the treabrent was 

"mildly helpful", (see Table 7 .llbl. 

Further evidence of percei.ved satisfactory intervention outa:me for 

Follow-up study clients was obtained from two questions which asked: 

(l)_ was there anything else that should have been done by unit staff to 

alleviate the problem?; and (21 would they go back to the family unit 

again? 'lb the first question all subjects indicated that everything had 

been done to help solve their problem. 'lb the second question 22 gave 

affinnati.ve replies, while one nother reI_:XJrted that she had felt inferior 

at the unit and would not go back there again. 
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Other data obtained during the Follow-up study pertained to the needs 

analysis, public awareness of the family unit and its functions, and the 

availability of similar services in the oormruni.ty. This information 

will be rei:orted in later sections of this chapter. 

7.3 ecnparison Study 

All subjects agreed to canplete the survey questionnaire. Eighty-six 

i:oint nine-five percent of the eJq:>eriroental group, and 92.59% of the 

cacparison group returned the questionnaire, giving an overall response 

rate of 90% without prorrpting. The derrograµric characteristics of each 

group are presented in Table 7.l5 and Table 7.16. 

TABLE 7.15 

Age of survey resP?ndents in the cat;:>arison Study. 

Experirrental Conparison 
Age range group group 

(n = 20) (n = 25) 

20- 25 years 5 3 

26- 30 years 10 9 

31- 35 years 2 7 

36-40 years 0 l 

not stated 3 5 

Total 20 25 

TABLE 7.16 

Nmnber of children of resP?ndents in the Conparison Study. 

Experi.Irental Conparison 
Number group group 

of children (n = 20) (n = 25) 

1 11 5 
2 6 10 

3 3 8 

4+ 0 2 

Total 20 25 
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The experinental group rrothers had a mean age of 27.1 years and the rrean 

number of children for this group was 1. 6. For the cx:rrparison group the 

rnean age was 29. 3 years and the :rrean number of children was 2. 3. The 

difference in rreans was statistically significant for age, [t (40) = 2. 346, 

p < • 05]; and number of children, [t (43) = 10. 67, p < • 05]. The G.H.Q. 

12 was soored using the Likert rrethod as recnrnmended by Banks et al. (1980). 

The supplerrentary question was also scored 0- 3, with a higher value 

indicating less confidence in parenting ability. The score on each 

measure was surrrred to give a single "parental well-being" score for each 

subject. Group rnean scores were calculated, with lCMer scores indicating 

greater parental well-being. The rrean score for the experirrental group 

was 13 .1, (standard deviation 4 • 39} , and 9 . 9 2 , (standard devia ti.on 4 . 4 8) 

for the comparison group. Analysis of group means suggests that subjects 

in the corcparison group, that is, those who did not have the benefit of 

Plunket-Karitane family unit intervention, experienced significantly 

greater parental well-being than tlose in the experimental group 

[t (43) = 2.333, p < .os]. 

7.4 Family Unit Staff 

The administrative structure of the Plunket Society is presented in 

Appendix B. 

All family units are staffed by one Plunket nurse and two Karitane nurse 

full-tirre equivalents. The onus is on the unit Plunket nurse to li.mi t 

the number of clients attending the unit to a number with which the staff 

can oope (Director of Nursing Services, personal cxmnunication). 

The unit Plunket nurse is required to hold a current Annual Practising 

Certificate for General and Obstetric Nursing, or Comprehensive Nursing, 

and a Plunket Certificate. Applicants for this p:>sition are interviewed 

and appointed on recx::mne1.dation of the Regional Nurse Adviser, and the 

Regional Plunket Councillor, who is an elected, non-professional 

representative of the voluntary sector of the Society. A job description 

for the p:,sition of "Plunket Nurse in Charge of a Karitane Family Unit 

Fixed" is included in Appendix B. 

The tmit Karitane nurses are Plunket Society certified nurses, holding 

a Kari.tane Certificate. Prior to 1978 the training took place in 

Karitane Hospitals, but since the closure of the Hospitals, Karitane 
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nurses have received one year of practical experience in the family units 

supplarented by fonnal training at Polytechnical Institutes. Un.it 

Karitane nurses are selected by the unit Plunket nurse, together with the 

local Branch President and the Regional Nurse Adviser. The "Karitane 

Nurse" job description for a fixed family unit is rontained in Appendix B. 

7. 5 Stress f.Easure Developnent 

Although stress had been identified by the staff as ronromitant with 

w:>rking in the family unit, the Nurses' Daily Stress Reoord yielded very 

little information about perceived stressors. During the n,,o weeks 

reoording period staff oonsistently rated their subj ective experience of 

stress as being O (very relaxed) ; .l (relaxedl ; or 2 (a little tense) • 

'lhree subjects did report periods with a stress rating of 3 (tense}_ , and 

one subject reported a period when stress was rated 4 (very tense). 

No instances of stress rated as 5 (severe stress) were reoorded. 

Table 7.17 shows the stress rating, major event(.s) of the tin:e perio::1, 

and outcx:>rre for those subjects who reported incidences of stress rated 

as 3 or greater. 

TABLE 7.17 

Stressful incidents reoorded in Nurses' Daily Stress Reoord. 

Subject 1 

Subject 2 

Subject 3 

*same incident 

Stress 
rating 

3 

3 

3 

3 

3 

3 

u 

Major event(s) of ti.Ire period 
(30 minutes) 

tmSettled baby 

crying babies 

Stress rating 
next period 
( 30 minutes) 

1 

1 

discussion with romnittee member* l 

waiting to use phone 2 

demanding client 2 

crying baby 2 

discussion with comni.ttee member* 

!] paper work 

discussion with oolleagues 
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As can be seen from the data presented, rcost instances of stress were 

quickly resolved. I-fa...Jever, a discussion between two nurses and a rranber 

of the rnanagarent o::::mnittee was rated as very stressful by both staff 

rrernbers, and for one, the arousal produced by the incident dissipated 

sla..,ly, and only following supp::>rtive interaction with rolleagues. 

The initial questionnaire and staff interviews proved to be a much rrore 

productive rrethod of obtaining information about the stress experienced 

by family unit staff, and from the data obtained the 48 questions included 

in the Job Satisfaction and v.brk Pressures Questionnaire were generated. 

Job Satisfaction and Work Pressures Questionnaire were distributed to 

the 24 nurses who were at that time v."Orking in the family units involved 

in the study. A 100.% response rate was obtained wi t:hJut folla.v-up 

pranpting. 

For each item in the Job Satisfaction and Work Pressures Questionnaire 

the rrean and standard deviation for "relevancy' , "frequency", and 

"intensity" ratings was calculated, and this data is presented in 

Appendix C. 'Ihe criterion for selection of questions to be included in 

the Daily Diary was that an item had to have a rrean "relevancy", 

"frequency", and "intensity" greater than l. O., and these itans are 

denoted * in Appendix C. Seventeen items :rcet the criterion, but two 

(23 and 421 were excluded on the grounds of similarity to other itens. 

7.6 The Stress Study 

The Stress Dairy 

Three separate sets of stress rreasures were to be rerorded by each of 

the three groups included in the study. Unfortunately, while c:x:mplete 

data was_ rea:::>rded by lx>th a::mparison groups, the experirrental group 

rea::>rded inronplete data due to the Plunket hierarchy granting the nurses 

a day off on the 5th day of the final data rollection week. Furthernore, 

only three of the five experimental group nurses rea::>rded data for that 

week, and only one of these oonpleted all rreasures fully. 

Soori.ng the various ccrrponents of the stress :rceasure was done as 

foll.CMS: 



a) The G.H.Q. 12 was soored using the Li.kert rrethod, (0 - 3), 

as reccmrended by Banks et al. (1980), with lc:Mer soores 

indicating greater well-being. 

b} Satisfaction with the working day was soored 0- 3, with 

higher soores indicating greater satisfaction with the 

day. 

c) Frequency of stressful events was a sirrple daily total 

of occurrence. 

d). Intensity of distress was soored as indicated in the Diary, 

(i.e. 0- 3, with higher soores reflecting greater distress), 

and a daily total soore calculated. 
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The group G.H.Q. 12 soore was s1..1!1UTied, and a rrean G.H.Q. 12 soore obtained 

for each group at rreasure one, (week one) and rreasure three, (week five). 

This information is reoorded on Table 7. 18. 

Although the total number of staff in each family unit involved in the 

stress study was different, the daily staff establishment for each unit 

was one Plunket nurse and~ Karitane nurses, thus allc:Ming direct 

cx::rrparison between units. Individual daily soores for satisfaction with 

the day, frequency of stressful events, and intensity of distress were 

sunrred, and rrean group soores on each dim::msion calculated for the three 

groups at measure one, measure ~, (week. three) and measure three. 

'lhis information, along with client totals, is also presented on 

Table 7 .18. 
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TABLE 7 .18 

Stress measure data for experimental group and comparison groups for 

each data collection period. 

Measure One Measure Two Measure Three 
(week one) (week three) (week five) 

Experimental Group 
(Palmerston North Family Unit) 

Mean G. H. Q. 12 9 . 2 no data obtained 
Mean Satisfaction 1. 833 1.36 II 

Mean Frequency 0. 2 0 . 267 II 

Mean Intensity 0.133 0 .133 II 

Parents 17 15 16 
Children 21 38 25 

Comparison Group One 

Mean G.H.Q. 12 7 8.33 
Mean Satisfaction 1.786 1.769 1. 933 
Mean Frequency 5.143 4 . 231 5.067 
Mean Intensity 7.357 7 . 923 1 0. 364 

Parents 20 14 19 
Children 21 19 23 

Comparison Gr oup Two 

Mean G. H.Q. 12 ll,25 (.6. 66 7 ). * 11.75 (.8 . 667 )* 
Mean Satisfaction 2 . 467 (2 .357)* 2 . 417 2 . 067 (2.077) * 
Mean Frequency 2. 333 (2 .154)* .l .167 1.067 (0 . 923)* 
Mean Intensity 2. 667 (2. 462)_ * 1.5 1. 0 (.1.0)* 

Parents 39 34 40 
Children 40 35 41 

*Brackets indicate smoothed data 

In o.:::nparison group two an extreme G.H.Q. 12 srore (25) was rerorded at 

measure one, and another (21) at measure three. The data for this group 

was sm:x>thed by extracting the outlier soores and recalculating the 

group means: these soores are sJ:x::,wn in brackets on Table 7 .18. It can 

be readily obseJ:ved that while srroothing the data resulted in marked 

changes in the group mean G.H.Q. l2 srores, the mean srores on the other 

measures were barely changed. 

Banks et al. U980l reported G.H.Q. 12 nonns for two groups of errployed 

fanales as 8.53 and 9. 71 respectively. Data obtained in the present 

s.tu:ly suggests stress experienced by family unit nurses, as indexed by 

the G.H.Q. l2, was \tlthin normal limits for working~. Table 7.19 



presents the G.H.Q. 12 means and standard deviations for the relevant 

groups from the Banks et al. (J.980) study, and the present study. 

TABLE 7.19 

G.H.Q. 12 means and standard deviations for normative groups and 

present study groups. 

Banks et al. (1980) 

Sample A (n = 83) 
Sample B (n = 190) 

Present study 

Experimental group (n = 5) 

Measure one 
Measure three 

Comparison group one (n = 3) 

Measure one 
Measure three 

Comparison group two (n = 4) 

Measure one 
Measure three 

(n = 3) 
Measure one 
Measure three 

*Brackets indicate smoothed data 

Mean G.H.Q. 12 
score 

8.53 
9.71 

9.2 

7 
8.33 

11.25 
11. 75 

(.6. 67) * 
(.8. 6 7) * 

Standard 
deviation 

3.65 
5.66 

2.04 

2.45 
3.30 

8.01 
5.89 

(l..25)* 
(2. 87) * 
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Stress Diary data from roth cnmparison groups was canbined to give one 

set of corrparison group scores on each variable for each data collection 

period. 

Analysis of initial G.H.Q • .12 soore IOOanS for the exper.i.roontal group, 

(9.2}. and the cxxnbined catparison groups, (9.4281 sha.ved no significant 

difference between groups when total data was includ.ed, ~ (l0) = 0.068, 

> .05]. When the data was sm::othed by excluding the extreme soore from 

the ex:>nparison group data, the difference between the experiire.ntal group 

rrean, (9.21 and the catparison group mean, (6.833) was again non­

signilicant, ~ (9) = o. 561, p > • osJ. 
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Table 7. 20 sets out the mean 'Daily Diary' scores for the experimental 

group and the comparison group, for the three data collection periods. 

TABLE 7.20 

Mean Daily Diary scores for experirrental and comparison groups for each 

data collection period. 

Experi.rrental Grou12 Comparison Gros:, 
Measure: One 'IWo Three One 'Iwo Three 

Satisfaction 1.833 1.36 2.103 2.080 2.000 

Frequency 0.200 0.267 3.689 2.760 3.067 

Intensity 0.133 0.133 5.897 4.840 5.292 

Visual inspection of the data suggests that while the comparison group 

reported nore frequent and rrore intense stress provoking incidents they 

also, as a group, experienced greater job satisfaction than the experi­

rrental group. 

Q)al. Clarity Questionnaire 

Three items in the questionnaire related to goal specificity, (i.e. goal 

clarity: 

Question 2. My v,.10rk objectives are very clear and specific; 

L know exactly what ray job is. 

Question 4. I th.ink my work objectives are ambiguous and unclear. 

Question 7. I understand fully which of my v.0rk objectives 

are rrore :i.rop::)rtant than others; I have a clear 

sense of priorities on these goals. 

Questions 2 and 7 were positively phrased and scored 'strongly agree' (7) 

to 'strongly disagree' (l)_. Question 4 was negatively phrased and scored 

in reverse order, 'strongly agree 1 (1). to 'strongly disagree' (71. 

Table 7.21 shows goal clarity responses for each subject. 



TABLE 7.21 

Experi.rrental group resP?nses to goal clarity probes in Goal Clarity 

Questionnaire. 

Question 2 Question 4 Question 7 'Ibtal Score 

Subject 1 4 4 4 12 

2 6 3 6 15 

3 7 6 7 20 

4 6 7 7 20 

5 7 6 6 19 
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Subject one returned the lowest goal clarity score, recording a score of 

4, (neither agree nor disagree) for each goal clarity question. This 

subject, in fact, answered seven of the nine questions in this manner, 

suggesting a response bias. Hotlever, as the subject was also the rrost 

recent addition to the staff, this may indicate overall uncertainty about 

task-goal attributes. The remaining staff rrernbers returned scores 

suggesting clarity of goals, hcMever, it should be noted that apart fran 

subject one, the responses to questions 2 and 4 are incongruent. 

Goal Setting 

Follaving administration of the Goal Clari.ty Questionnaire in week four, 

the staff of the Palrrerston North family unit were asked to identify any 

goals not currently targeted by the programme, prior to a goal setting 

intervention. The consensus of staff opinion was that all goals suggested 

by the needs analysis, and personal goals suggested by the stress rreasures 

were currently being met, and gi.ven appropriate priority. The proposed 

goal setti.ng intervention was not :i.rrplemented. 

7. 7 Needs Analysi.s 

The stated aims and objectives of the Royal New Zealand Plunket Society 

(Inc.)_ , i.n "Policy stateirents and guidelines for Branches" may be briefly 

surcmari.zed as being: 

to pronote the responsibili.ties of rrotherhood, and particularly 

the breastfeeding of infants. 

to disseminate information relevant to maternal and child health. 



to provide Plunket Nurses able to advise and educate the 

public in preventative health care. 

to inprove the health and well-being of New Zealand parents 

and young children. 

to pronote stable and integrated family life. 

Appendix B contains the full statement of the aims and objectives of 

the Society. No formal stat:.em;mt of the specific aims and objectives 

of the Plunket-Karitane family unit program-re has been developed. 

T'ne 22 non-client subjects (see section 6.6 for description) , who 

contributed data in the Needs Analysis were asked: 

"What do you ronsider to be the main aim of the Palrrerston 

North Plunket-Karitane family unit?" 
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Table 7.22 gives an indication of the responses received fran the major 

groups, as a percentage of total non-client responses. 

TABIE 7.22 

Main aim of the Pal.rrerston North f ami.l y unit. 

Family unit Referring Admi.ni.stration 
Main aim staff agencies 

(n = 5) % (n = 12) % (n = 5) % 

Support for parents 18.18 31.82 22.72 

Education of parents 4.55 18.18 0 

Support for corrrnuni ty 0 4.55 
Plunket nurse 

The majority of respondents, (72.72%) considered the pri.rrary function of 

the unit was to provide SUfPOrt to the parents of infants and pre-school 

children. All the administration group gave "support" as the main aim, 

with four of the five unit staff responding similarly. 

Non-client subjects were also asked: 

"What do you see as being the subsidiary objectives of the 

family unit?" 

Categories of response to this question are sh:Mn in Table 7.23 as 

a percentage of total non-client responses. 



TABIE 7.23 

Subsidiary objectives of the Palnerston North family unit. 

dJjectives 

Support: 

ti.nE-out 

social 

F.ducation of parents 

Liaison with other agencies 

Support for rommunity 
Plunket nurse 

Family unit 
staff 

(n = 5) % 

4.55 

18.18 

0 

0 

N.B. Sane subjects gave rrore than one resp:mse 

Referring 
agencies 

(n = 12) % 

18.18 

9.09 

22.72 

0 

13.64 
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Admini­
stration 
(n = 5) % 

4.55 

0 

13.64 

4.55 

0 

Parent education, (i.e. rrothercraft, preventative health care, parenting 

skills,) was proposed as a subsidiary objective by rrore than half the 

respondents, (54. 54%). A further 36. 37% suggested support, in the fonn 

of parental relief or ti.Ire-out (22.73%), or providing opportunities for 

socialization, (13.64%) as programme objectives. Sare respondents 

recognized the role of the family unit in providing an extension of the 

ccmnunity Plunket nurse service, and as a liaison with other organiz­

ations. 

Parental support and parent education were listed by 91% of non-client 

subjects who contriliuted data in the Needs Analysis study, as aims or 

objectives of the progrannE. 

Non-client subjects were also asked to identify categories of problens 

suitable and unsuitable for family unit referral. A majority of 

respondents, (.86%)_ considered referral for parent education appropriate, 

wi.th. 50% also suggesting parents needing support as suitable referrals. 

A variety of types of problems were considered unsuitable for unit 

referral, including: parents having psychiatric disorders; parents 

requiring major counselling input; medical problems, especially 

infections; Court referrals for assessment of parent cx:npetence; and 

serious child behaviour problems. A.l.rtost half those surveyed, (.45.45%). 

did not consider any tyr:e of case unsuitable for unit referral, al though 

a fE!W' of these did suggest that the unit nurses should refer clients on 

as necessary. 



Data obtained fran the 55 Replication Study subjects was also utilized 

in the Needs Analysis. On presentation at the unit, parents had 
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been asked to identify the problem(s) for which they were seeking help. 

M:>re than ~thirds, (69.09%) identified their need as being education 

in notharcraft, health care, or parenting. The remainder, (30.91%) 

reported problems suggesting a need for support, (specifically ti.me-out 

and/or social contact) • Later the unit staff identified the needs 

of these clients as being education 98.1% and support 61.1%. 

Subjects who contributed data to the FollCM-up Study were unable to 

suggest needs not already being met by the family unit progranme. 

Qualitative data obtained fran Follow-up Study clients suggests the 

Pabrerston North Plunket-Karitane family unit has a lCM public profile. 

Only one of these nothers had the unit suggested to her as a service 

for assistance, by a member of the public. 

FollCM-up Study nothers were unable to suggest other agencies in 

Pabrerston North, where they oould have gone for help with their 

presenting problem Cs). • This suggests that in Pa.lrrerston North City 

the Plunket-Karitane family unit plays a unique role in the care of 

young children and their families. 
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8.0 DISCUSSION 

Cne of the primary aims of the present study was to replicate and extend 

the Clarkson, Bra.vn, Fraser, Herbison and Geddis (1985) study. It was 

sorrewhat surprising to find that despite difference in time, location, 

and personnel, the Palrne.rston North Plunket-Karitane family unit was in 

many respects very similar to the two Dunedin units investigated by 

Clarkson et al. (1985). Ht:Mever, sane inp:>rtant differences were also 

observed. 

In each study a large majority of the referrals to the units were made 

by ccmnunity Plunket nurses, with a lesser, but significant number of 

clients being self-referred. Clarkson et al. (1985) interpreta:i the low 

rate of referral from other agencies as suggesting a need for publicity 

about family unit functions, and this assurrption may well be correct. 

Certainly, data obtained during the present study failed to indicate 

a duplication of services provided by other organizations, as was 

suggested in an ear lier chapter. The need for :rrore publicity hyp::>thesis 

was further supµ:>rted by the finding that less than one-third of clients 

in the present study gained tbeir initial knowledge of the family unit 

fran non-Plunket sources. Furthenrore, referrals were received fran 

only six non-Plunket health care workers, again suggesting a need for 

publicity about family unit functioning and staff expertise. 

An alternative explanation for the lCM rate of referral fran non-Plunket 

sources was proposed by the present writer. Since nost referrals were 

made infonna.lly, there was no check on how many parents were referred, 

but failed to attend the unit programne. Thus, while health care WJrkers 

might initiate unit referral, the parent may not follow the recx::mrend­

ation. Ho.vever, qualitative data obtained during the Needs Analysis did 

not supµ:,rt this explanation. The number of clients who rep:>rted being 

referred to the unit by agencies not associated with Plunket was congruent 

with the number of parents those agencies had referred. This finding 

....-ould also refute any suggestion that clients reJ.X)rting self-referral, 

may have actually been referred by professional health workers. Non­

Plunket agencies referred very few cases to the family unit. 

Another interpretation of the pattern of referrals, offered by the 

present writer, was that the family unit service was undervalued by other 

heal th care workers. Data obtained during the present study supµ:,rts 



this premise. Very few heal th-care agencies used the family unit 

services, and tl).)se which did, referred. cases infrequently. 

While rrost referring agencies had a gcxxl appreciation of the functions 

of the unit, there were indications that liaison with the unit oould be 

improved. Several health workers admitted to having no idea of the 

efficacy of the family unit intervention for the clients they had 

referred. Scant outcx:me evaluation data was obtained from non-Plunket 

sources due to the small number of cases, and the failure of the 

referring agency to follow-up the client. This suggests that some 

agencies may be using the unit as a re:r:ository for difficult clients, 

or for those with trivial problems not warranting follow-up. 
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There appear to be strong indications that publicity airrro at increasing 

awareness of the unit and its function would be useful, and that this 

should be followed by measures airoai at improving liaison between the 

unit and other heal th-care agencies. A rrore widely based system of 

referrals may also help redress the imbalance in socio-eoonanic status 

and ethnic group representation found in the present study. 

In g:,..neral tenns, the Pa.brerston North and DI.med.in family units appear 

to serve similar functions for canparable fX)pUlations. An over­

representation of pre.term and low birth.weight infants found by Clarkson 

et al. (1985) was taken to indicate that in this respect, at least, the 

family units were oontinuing the role previously assumed by the Karitane 

Hospitals. The present study also found low birth weight infants to be 

over-represented in the sarrple of children studied, and the present 

writer concurs with the Clarkson et al. (.1985) interpretation of this 

trend. 

The percentage of children treated in each age group was similar in the 

two studies, as was the family size. Hatlever, although the ranking of 

presenting problans for children was the sane, the percentage of cases 

in each category varied. Of oourse this variance may well be an artefact 

of rater disparity. Parent-related problems differed in that Palmerston 

North. rrothers nost frequently reported exhaustion, usually associated 

wifu a child related problem, whereas for Duned.in rrothers the nost a:::mrron 

need was for supp::>rt in the fonn of social contact. An interesting 

trend noted in the present study was that while fran the parent 

perspective the child was much nore likely to be the "identified patient", 
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the staff rrore a:mm:mly diagnosed the presenting problem as interactional 

between parent and child. Perhaps this indicates a societal expectation 

of rrother rorrpetency, that needs to be addressed in future Plunket 

publicity literature. 

In each study the units employed the same types of problem managanent 

intervention. Visits to the unit were the rrost widely used intervention, 

with other types of management poorly utilized, particularly in the 

Palrrerston North study. Data obtained by Clarkson et al. (1985) and in 

the present study indicated that rrost cases required less than five unit 

visits. From the data obtained Clarkson et al. (1985) ooncluded that 

presenting problans were efficiently managed in tenTIS of the interventions 

required, and the present study data appeared to supp)rt this assumption. 

Ha.vever, further analysis of the present study data revealed that for rrost 

cases oontact with the unit was very brief and input minimal. This 

w::>uld seem to suggest that the majority of clients presented with problems 

that oould be readily solved, and for than, providing a full family unit 

prograrnne may not be oost-effective, or necessary. 

Both studies reported evidence. showing that unit nurses were prepared 

to refer clients on to other agencies when it was oonsidered necessary. 

This finding was reassuring in view of information obtained during the 

Needs Analysis, where a number of referring agencies oonsidered any type 

of case appropriate for unit referral. It must be reoognized that the 

well-being of clients needing rrore specialized treatment than the family 

unit can provide, (e.g. nothers with significant post-natal depression), 

rests solely on the ability of the unit staff to identify, and refer 

these clients to a nore appropriate agency. While the Plunket nurse in 

charge of a family unit has. to be a highly skilled nurse practitioner, 

the oorcpetence of the Kari:tane nurses is equally i.rrp::>rtant, since they 

may v-Drk rrore closely with sane clients than the Plunket nurse. 

The present writer was critical of the. basis of the Clarkson et al. 

(1985}_ outc:orre evaluation. In the present study a :rrore reliable outa::me 

evaluation was attercpted by employing several different outa:roe rreasures. 

During the Replication Study data oollection the unit staff, referring 

agencies, and clients were asked to rate the "helpfulness" of the family 

unit intervention. In nost cases the unit input was rated as having 

effected at least SOl1)= positive change, although as Stipak (1982} w:Juld 

predict, client ratings were :rrore favourable than tlx:>se of either the 
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unit staff or the referrb1g agency. Interestingly, when client outa:xre 

ratings were separated into face-on or telephone enquiry, telephone 

resp:>nse ratillgs were less favourable and rrore closely resernbloo the 

distribution of staff and referral agency ratings. This findb1g suggests 

that a positive bias was b1troduoad when clients were asked face-on by 

the service provider to evaluate the service given. A response bias 

may also operate when ratillgs are sought by the service provider usb1g 

telephone enquiry, and this v-.0uld affect ooth referral agency and client 

ratings of outcome evaluation. Additionally, the staff outa:xre 

evaluations cannot be viewoo as bias free ratillgs. 

Aware of these threats to the validity of outcx:me ratillgs, the designers 

of the present study b1cludoo a count of clients who had dischargoo 

themselves fran the unit programne against staff advice, as a rreasure of 

satisfaction with the b1tervention. Approximately 7% of Replication 

Stu:ly clients dischargoo thanselves by not keepb1g subsequent appob1t­

rcents, and when contacted, indicated that they did not wish to oontinue 

b1 the prograrnrre. Clients with a legitunate reason for discharge (e.g. 

rroving from the area, problem resolvool were not b1cluded jn the 

perrentage classified as dissatisfied. 

Replication Study data suggests that for about half the clients in the 

present study, the unit prograrcroo was rx::>t helpful or only mildly helpful, 

and for the remainder, was noderately helpful or very helpful. The data 

suggests that for Palmerston North. parents the family unit proSJramne was 

less beneficial than b1 the Dunedin study. 

In an attenpt to further clarify prograrnne outaxne evaluation, the 

FollcM-up Study clients were asked to agab1 rate the b1tervention, this 

tine on tv-.0 separate occasions. These women were much rrore positive 

about the benefits obtained fran the unit programne, with alnost three­

quarters of-the sarrple ratillg the proSJramne as "very helpful". The 

valiclity of this data is enhanced by the fact that it was obtained by 

telephone, by a person independent of the family unit, and that lOO.% 

agreai:ent between the two sets of ratings was reoorded. Further support 

for successful outcane was obtained when all the Follow-up Study clients 

reportoo that all measures to alleviate their problem had been taken, and 

all but one rrother would go back to the unit should further problems 

arise. As noted in the previous chapter, this sarrple of clients were 

higher oonsurcers of family unit services than the Replication Study rrothers 

as a whole. 
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It was hoped that the carparison Study would yield further evidence of 

unit intervention utility, but as significant differences were observed 

between groups of subjects, the results were equivocal. While a:mparison 

group rrothers were rrore comfortable in their role as a parent, it seems 

reasonable to suggest that their apparently greater experience and 

maturity cxmld out-weigh the benefits of unit intervention obtained by 

rrothers in the experirrental group. 

In surrmary then, referral source data in the present study parallels 

that re(X)rded by Clarkson et al. (1985), with few referrals being 

received from non-Plunket health-care workers. A.s was suggested by 

Clarkson et al. (1985), this probably indicates a need for publicity 

aoout the unit and its functions. It may also indicate that health-

care workers undervalue the prograrrme, and do not refer appropriate cases 

to the unit. There were indications that liaison between referral 

agencies and the family unit should be in"q;:roved, so that clients receive 

rrore canprehensive and better (X)-Ordinated care. (Recx::mrendations 

pertinent to these issues will be discussed in the final chapter of this 

work.). 

Data obtained in the present study srowed that for so:rre farni lies the 

Palners:ton North Plunket-Kari.tane family unit fulfilled the role, 

previously assutred by Karitane Hospitals, in the care of low birth weight 

infants. For others, brief oontact and mini.rral input was all that was 

required to deal with relatively sirrple problans; while for a third 

group the unit served as an assessrrent and referral agency. A small 

nunrer of clients had problems requiring rrore intense and prolonged 

intervention, and data obtained suggested that for this group the unit 

prograrrme was the rrost beneficial. 

Superficially, the Clarkson et al. (.19.851 study and the present study 

reoorded similar data, but indepth analysis of present study data has 

revealed in:portant differences, particularly in respect of intervention 

duration, and outc::oroo evaluation. 

A se(X)nd aim of the present study was to investigate the sources and 

intensity of stress experiencm by family unit staff, with a subsidiary 

objective being the develoµnent of a stress measure specific to this 

occupational group. 
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Pabrerston North family unit staff reported few stressful incidents 

during initial atterrpts to elicit stress related information. This 

finding was une}4)ected because earlier a staff ItEmber had resigned when 

the job becarre too stressful, and another resignation, during the data 

collection period, was attributed to the effects of stress. It was 

hypothesized that unit staff may equate experiencing stress with not 

coping, and they might therefore be reluctant to openly admit being 

stressed at work. For this reason all subsequent stress data was 

contributed anonyrrously. Unfortunately, a latent effect of this was 

that repeated stress rceasures could not be oorrelated at individual level. 

'Io reduce resp;::>nse bias the w:::>rd "stress" was avoided on questionnaires 

and during interviews. 

McGrath (l976l p;::>stulated six potential sources of stress which arise 

fran interaction between the person, the physical enviro:nrrent, and the 

social milieu, in occupational settings. Exanples of role stressors, 

person stressors, task stressors., physical environment stressors, social 

environment stressors, and behaviour setting stressors were all present 

in incidents rep;::>rted by nurses during the stress neasure data collection. 

I:tans. rreeting the inclus.ion criteria for the Daily Diary also represented 

the full range of the McGrath. (19.76). sources of stress. This suggests 

that the job stress experienced by family unit nurses has similar origins 

to that found in other 'oNC>rkers. 

In particular, stress for family unit nurses arose fran incidents related 

to v.nrk overload (task-based, role-based, and behaviour setting sources), 

noise (physical environment sources) , lack of assertion skills (intra­

personal and social environrnent sourcesl, and lack of peer support (social 

environment sources) • Targeting these areas for goal setting was 

discussed with Palmerston North family unit nurses, who rejected all 

suggestions, maintaining that for them such goals would be inappropriate. 

The lCM scores for frequency and intensity of Daily Dairy items for the 

experinental group supp::>rt their contention that these goals were 

currently being net. 

Literature cited in an earlier dlapter (section 4.1) rep;::>rted role-based 

stress., particularly frao role oonflict, as being cx:mron arrong nurses. 

Goal Clarity Questionnaire soores did not support role oonflict as being 

a souroo of stress for the Pahoerston North family unit nurses. Hc:Mever, 

as noted previously (see section 7. 51 the validity of soores is suspect. 
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Perhaps again this indicates a reluctance on the part of some of the 

family unit nurses to acknowledge negative aspects of their job when the 

infonnation is not given anonynously. This premise gains credibility 

with the knCMledge that while Plunket nurses may readily obtain enployrrent 

in other fields of nursing, Karitane nurses have a qualification which is 

not widely recognized, and for them alternative errploynent is rrore 

difficult to procure. 

The intensity of stress experienced by Plunket-Karitane family unit 

nurses was rreasured using the G.H.Q. l2, a standardized rreasure, widely 

used in studies investigating job stress. Data obtained suggests that 

the Palmerston North family unit nurses currently experience stress levels 

which are nonnal, ooth in tenns of the Banks et al. (1980) norms for 

working~, and th::>se recorded by the staff of other Plunket-Karitane 

family units. 

Fletcher and Payne (19801 maintained that the techniques used to ensure 

the validity and reliability of standardized instruments may destroy 

their ability to detect small changes in specific populations. It was 

therefore disappointing that the stress study data was incx:xaplete, thereby 

precluding validation of the specific stress measure through rorrelation 

with G.H.Q. l2 data trends. Hc:Mever, as previously suggested, the 

prelirn:inary data rollection provided valuable insights to the sources of 

job stress arrong Plunket-Kari.tane family unit nurses. 

The third and final aim of the present study was to systematically 

evaluate the process and outcnrce of the Palmerston North Plunket-Karitane 

family unit programrre. 

Williamson, Prost and George (19.78) developed a sinple m:rlel of evaluation 

appropriate for use in small scale, oorrmunity based programoos. The 

roodel errploys six ronsecutive procedures, with information being fed back 

into the system to m::xlify and inprove progranme operation at each stage. 

'Ihe initial stage of establishing general effectiveness is follCMed by 

assessnent of means-ends analysis, internal validity, goal-outcome 

congruence, external validi.ty, and finally ronstruct validity. 

Quay (1977), however maintains that before the adequacy of research 

design and rreasurem:nt of outa::rce can be assessed, the integrity of the 

intervention has to be estabJ:fsbed. This "third face of evaluation", 
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(Quay, 1977) ooncerns the "what" of evaluation: how the treatroent was 

oonceptualized, the programne duration and intensity, personnel numbers 

and expertise, and the matching of the treated to the treater and the 

treatrrent. 

The Quay (1977) ooncept of programme integrity oonplernents the Williamson 

et al. (1978) nodel, (see section 2.5), and together they provide a useful 

frarrework for the present evaluation. 

The clarity with which the treatroent can be oonceptualized is crucial to 

prograrrme integrity. The issue of treatment characteristics and 

enpirical bases provokes several questions. What is the treatment, ho,./ 

precisely can it be described, and ha.v can it be measured? The treatment 

intervention used in the Palm2rston North Plunket-Karitane family unit is 

based on nursing process, 'which like Goal Attainment Scaling, specifies 

treatn:ent goals and the m?aI1S of attaining those goals. FollCMlllg 

assessrrent of the clients problem(sl the Plunket nurse, in oollaboration 

with. the client identifies appropriate goals, and discusses the re(X)Ilffi2I1ded 

treabrent (s) • These are reoorded on the clients treatment card and are 

available to all nursing staff. Progress toward treatment goals is not 

quantified and treatroent outoorre not operationally defined. Thus 

:rreasureroent of individual treatm:mt outcx::ne is oonfined to subjective 

nominal rreasurerrent. 

A further set of questions relates to the enpirical bases of treabrent: 

on what theoretical premise is treatroent based, and is it related to 

en;:,irical findings? The treatments erployed at the family unit vary with 

the type of problem. All interventions are based on well established 

infant care procedures., -which are open to peer, and superior staff 

scrutiny. 

'Ihe second dimension of programne integri.ty is nonitoring programne 

elerrents, and the duration and intensity of the intervention. Questions 

posed here are: what actually har:pened during the intervention, and was 

it oontinued for sufficient ti.roo to achieve its objectives? The dr~in 

nature of the family unit approach., and the diversity of problems within 

the main categories makes this aspect of progranne integrity difficult 

to assess. Parents were free to attend the unit as often, and for as 

many hours during the day, as was oonsidered necessary to alleviate their 

problem. This put the responsibility of obtaining sufficient input on 
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the parents, and left them to decide when the treatment goals had been 

reached. Only a small number of clients withdrew from treat:Irent against 

staff rerorrmendations, and so it would seem reasonable to assume that 

provided their problem was appropriate for unit intervention the service 

provided for clients was adequate. 

Quay (1977) was also roncerned that prograrcme personnel should have the 

degree of expertise and training required for the intervention to be 

provided, and that they should receive adequate supervision. The family 

unit staff not only held the qualifications required for their respective 

p:>sitions, (as detailed in the job descriptions in Appendix B), they 

p:>ssessed expertise far beyond the minimum requirements. The Plunket 

nurse was , in addition to being a Registered General and Obstetric Nurse 

holding a Plunket Certificate, a Registered Midwife, and had obtained 

a post-graduate Advanced Diplana of Nursing. She had five years p:>st 

basic nursing experience with an additional two years Plunket nursing 

experience. The Kari:tane nurses all held Kari tane certificates, 

obtained when training was done in Karitane Hospitals , and between them 

had a phen.cm:mal 7 5 years of Kari tane nursing experience: two had 

30 years, one lO years , and one 5 years. In-service training, in the 

fonn of four study days annually, was provided for the Karitane nurses. 

While this educational input was SIDclll, for staff of this calibre it 

was adequate. Additionally, the Plunket nurse was o:mnitted to 

informal education of the nurses as the need arose in the unit. 

The supervisory position of Regional Nurse Adviser which had been vacant 

for sorre ti.ne, · had recently been filled. Help and guidance was available 

to unit staff fran this senior nurse, and also fran peers working in 

romnunity Plunket clinics. 

The fourth aspect of progranrne integrity has been identified by Quay 

(1977) as the match between treater, treatment, and treated. The 

degree of agreenent arrong referral agencies as to the suitability of 

clients; the flexibility of treatment approaches; the high level of 

staff expertise; and the readiness of unit staff to refer inappropriate 

cases on to other agencies; all help to ensure matching between 

staff/treatments, and clients who present at the family unit. 

Unfortunately, the prograrrme appears to be less attractive to parents 

fran lower socio-eronomic groups, and to parents of p:>lynesian origin, 

than to the middle class parents who dominate the family unit clientele. 



Social differences between staff and clients are minimized by the staff 

wearing casual clothes, but there are no non-European staff members. 

While a rrore widely based referral system may help redress the socio­

economic status and ethnic group imbalance, the underlying causes of 
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the imbalance should be investigated. Suggestions as to .hcM this might 

be done will be made in the final chapter. 

overall the progranme offered by the Palmerston North family unit 

meets the Quay (1977}. requirements for the establishment of progranme 

integrity, despite evidence on some dimensions being weak. Short­

comings in empirical validation of treatment conceptualization and 

delivery are well a:mpensated for by the quality of staff providing 

the service. However, these are areas that will be addressed in the 

final chapter of this thesis, when recommendations for prograrrane 

m:xlification and irrprovernent are made. 

Now: that at least a minimal level of programne integrity has been 

dem:mstrated, the evaluation research can proceed to oonsidering the 

Palmerston North family unit programme in terms of the Williamson et al. 

(1978) rrodel. 

General effectiveness sirrply considers whether or not the prograrrane 

intervention has effected any change in the clients it seeks to serve. 

The general effectiveness of the family unit programre was established 

with the finding that a large majority of clients were rated by the 

referring agency, the unit staff, and the clients themselves as having 

received some benefit fran the unit intervention. 

Means:-ends analysis oonsiders the relationship between programne 

objectives and the allocation of programne resources, and is therefore 

related to the Quay (19771 dimensions of adequacy of service delivered, 

and progranme personnel as discussed under the heading of prograrrane 

integrity. The Plunket Society has not formulated a statement of goals 

specific to the family unit prpgranrne. The present study Needs Analysis 

how'ever, identified the primary goals of the Palmerston North family unit 

as being the provision of support, and education for the parents of young 

children. Needs analysis data suggested that subsidiary objectives for 

the programne might be: to improve liaison with referral agencies; 

to educate other health-care workers on unit functions and areas of staff 

expertise; and to increase public awareness of the unit. Unit staff 
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maintained that these goals were currently targeted and receiving 

appropriate priority. The suggestion that fonnal goal setting w::>uld be 

useful was rejected and this explains why rrore precise goals were not 

formulated. In evaluation research overcaning resistance to change is 

a slCM process. 

Data obtained during the Replication Study indicated that the :roost 

frequently used intervention was unit visits, which afforded the 

opportunity for problem solving and parental education, along with 

support in the form of ti.ma-out £rem a child, or social oontact. Unit 

visits were available for approximately six hours daily, five days per 

week, and the major resource of the unit, the staff, was totally 

accessible to clients during this tine. Outside these hours staff were 

not available to clients. If parents needed urgent advice on infant 

care they were advised to oonsul t other agencies. Another unit resource, 

the Plunket car was provided to transport clients to the family unit, 

thus ensuring that parents needing help were not penalized by a lack of 

transport. 

Means-ends analysis in the present study was satisfactory. The 

prograrrme objectives of providing support and education in child rnanage­

rrent for parents were allocated al:roost all the programne resources, 

including the facilities of the unit, the availability of the staff 

five days per week, and a means of getting to the unit. However the 

analysis was irrpaired by the infonnal nature of the treatnent goals. 

The present writer maintains that the goals should be precisely stated, 

preferably in the fonn of operational definitions so that staff and 

clients alike will know- when goals have been achieved. This point will 

be taken up again in the recx:,mmendations section of the next chapter. 

Internal validity involves assessment of the degree to which prograrrme 

outcome can be reliably attributed to the treatment intervention. 

Threats to internal validity arise from the failure to include control 

groups, failure to randomly assign individuals to treatment oonditions, 

and biased sampling of the target population. Wortman (1975) noted that 

in applied research, criteria for internal and external validity are the 

:roost difficult to satisfy. While the present study suffers several 

threats to internal validity and these confounding variables nrust be 

openly acknowledged, every attempt was made to minimize their effects. 

The unit clients used in each study were a self-selected sample of the 
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target i;:opulation: a situation not unusual in applied research studies. 

However, internal validity was maximized by the use of multiple indices 

of outcx:rne, some with reliability checks included in the measures. 

Although a randcm sample oontrol group oould not be used in the Comparison 

Study every effort was made to find the rrost appropriate comparison group, 

and measures were included so that ronfounding variables could be 

quantified. It C'Ould be argued that the nurses selecting subjects for 

the comparison sarnple used.different selection criteria, and this may be 

so. However, the nurses were given a standard instruction: "select 

clients that you v.0uld refer to a family unit if one was available in this 

area", and all selected clients agreed to participate in the study • 

.t-breover, the nurses were not told the variables on which clients were to 

be measured, thus reducing selection bias. Matching of experimental 

group and C'Omparison group subjects was not attempted for two reasons. 

Firstly, adequate matching is rarely achieved in applied studies, and 

secondly, the small number of subjects available in the present study 

w::>uld make matching i.rrq;x)ssible. 

Unfortunately significant differences existed between the two groups in 

the Canparison Study, making the drawing of ronclusions arout programme 

effects fran this data speculative. However, the present writer i s 

ronfident that the outcane data, obtained frcm the other measures anployed 

in the present evaluation , is roth useful and has high internal validity. 

Coal-outcome oongruence is achieved when outoorne measures parallel the 

achievement of programne goals. In the present study analysis of this 

dimension of prograrrme evaluation was difficult because programne goals 

were not operationally defined. The programne aims already stated were 

to Sllp!X)rt and educate the parents of young children. Individual 

treabnent goals were targeted to achieve these aims for each client. 

OUtCXJme evaluation by referral agencies, progranroe staff, and clients 

shows that for a large number of participants treabnent goals were met 
to some degree. 

Criteria for external validity are met when it can be reliably shown that 

prograrnne achievements can be generalized to other populations and 

settings. The external validity of the family unit progranme is upheld 

by the findings of the Replication Study , in which it was denonstrated 

that despite differences in location, time, and personnel the data obtained 
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in the present study was in many ways similar to that recorded by 

Clarkson et al. (1985). The differences noted between the two Studies 

arises largely fran the way in which the data is interpreted, rather 

than fran any outstanding differences in the infonnation presented. 

It should be noted again, hc:Mever, that in the present study some sections 

of the target p::>pulation were under-represented. An increase in public 

awareness of unit functions may well result in a rrore representative 

cross-section of the target p::>pulation taking advantage of the unit 

services. 

The final stage of the Williamson et al. (1978) rrodel is construct 

validity, in which programne rationale is examined and related to 

prograrme goals, treat:Irent characteristics, and intervention outa::ime. 

The rationale for the family unit progranme is that in urban centres, 

nuclear families may be living in isolation fran relatives who could 

offer suH?(>rt and kn::>wledge of child managanent to the parents of 

infants and young drildren. The family unit progranrre aims to fulfil 

the role of an extended family by providing experienced ooalth-care 

professionals to support and educate parents and tbus prarote the aims 

and objectives of the Plunket Society (see Append.ix B). The progranrre 

goals, treat:Irent, and outcx:rces already discussed are in accord with the 

progranme rationale and so construct validity has been satisfied. 

New that the Palmerston North Plunket-Karitane family unit programrre has 

been examined along the six di.rnensi.ons of the Williamson, Prost and George 

(1978). :rrooel, discussion of a final, but crucial aspect of the rrodel is 

called for. The overall organizing theme of the rrodel is the feedback 

of info:rnation, gained at each stage, into the system to facilitate 

programne m:::xlification and developnent in the direction of programne aims 

and objectives. Througmut the present study the researcher has. 

maintained a oollaoorative approach by sharing information with the unit 

staff. An early exanple of the operation of the infonnation feedback 

1octp was the observation that non-European parents were :oot represented 

in the unit clientele. rater the unit staff initiated a progranme of · 

visiting patients in the local maternity units to acx;ruaint all notbers 

with. the unit functions. At another time it was suggested that noting 

treatment goals on client records might be useful, but this was :oot 

instituted until a new staff nanber, familiar wi.th the concept of 

nursing process began recording goals. Other observations made. by the 

researcher have inchrled: the need for staff to rooet and discuss cases; 
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the need for staff to have time-out from the unit during the day; and 

noting the relationship between client nt.nt1bers, noise, and stress. Sane 

changes were made following the sharing of these observations with unit 

staff. This ongoing and gradual nodif ication of the progra:rnrre is the 

essence of process evaluation. 

Evaluation of process and outcx::rne using the conceptual frarrev.urks of 

Williamson et al. (l978) and Quay (1977) facilitated a systematic 

evaluation of the Palrrerston North Plunket-Karitane family unit. Many 

of the issues discussed are of a fonnative nature, especially in the 

area of programre integrity, where there is a paucity of quantitative 

data. The information obtained suggests that the progranme achieves 

its aims and objectives , alt.rough these are pcorly defined at this stage . 

The data shows that nost clients obtained some benefit £rem the prograrnne, 

with those having greater needs rating the intervention outa:::.rne rrost 
positively. 
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9.0 CCNCLUSIONS AND REX:::OIJMENDATIONS 

The object of this, the final chapter, is to draw together same of the 

material presented and formulate conclusions about the Palmerston North 

Plunket-Karitane family unit: its functioning, the staff who provide 

the service, the parents it seeks to serve, and the general effectiveness 

of the service provided. On the basis of these oonclusions , general 

recorrmendations will be made as to how the progranme might be nodified 

to provide a better service to clients, and a IIDre satisfying place for 

nurses to work. Finally, same oorrments will be offered aoout the 

utilization of evaluation research results, the adequacy of the oonceptual 

framework used in the present study, and evaluation research in general. 

The first question to be answered is whether the programne intervention 

was implemented as was intended by the programne designers? The answer 

to this is not straightforward. Because each family unit is given the 

autonomy to develop in the direction of the needs of the corrmunity it 

serves, the goals for each unit are left to the discretion of the unit 

staff. M:)reover, treabnent goals are specific to each client, within 

the general guidelines of accepted nursing practice. Ho.vever, after 

carefully examining the programne using the Quay (.1977) criteria for 

prograrnne integrity, and the relevant dimensions of the Williamson, Prost 

and George (1978) llOdel, the present writer concluded that the treat:rrent 

process of the family unit intervention was sound, while reoognizing that 

sane IIDdifications and improvements could be made. 

A second question concerns the unit clients. D'.)es the intervention 

reach all sections of the target p::,pulation? Quite clearly the 

oonclusion here is no; ethnic minority groups, and lower socio-econanic­

s.tatus groups were under-represented in the client sample studied. 

Factors which might oontribute to the biased target r,:opulation sample 

oould be a lack of public awareness of the unit and its functions, poor 

liaison with health-care workers, and the location of the unit. While 

acknowledging the generous transp::,rt arrangements provided for parents, 

the present writer suggests that for a large number of potential clients, 

the "drop in" nature of the unit is destroyed by its location. 

The third question to be answered is does the progranme do what it was 

intended to do? or put IIDre formally , the question is whether or not 

the progranme achieves its stated aims and objectives. In the present 
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study it has been reliably derronstrated that the family unit achieves 

its perceived aims and objectives. (As has already been noted, no form:tl 

statement of the airns and objectives of the family unit programne has 

been prepared by the Plunket Society.) However, the primary aims of 

providing supp:)rt, and education in child managerrent were differentially 

achieved for parents requiring brief input, and tlose in need of a nore 

intensive intervention. Parents with easily solved problems, rated 

intervention outcorre less favourably than those who were higher consumers 

of family unit services. This suggests that the family unit caters 

for two quite different categories of client, and to deal with each in 

the same manner may not be appropriate, or cost-effective. 

The final question to be addressed in this section is that of staff 

stress . The data obtained fran the Palmerston North family unit staff 

indicated that they were experiencing normal stress levels at the tirre 

the measures were taken, and the present writer must conclude that 

currently stress is not a problem for the unit nurses. However, 

historical anecxlotal evidence, and that obtained from family unit staff 

in other areas suggests that stress l evels fluctuate and are particularly 

influenced by staff changes, increased workload, and the type of problems 

with which clients present. Thus, it would seem appropriate that unit 

staff should learn sane stress management strategies even though stress 

is not currently a problem. 

In view of the foregoing conclusions the following recx:mnendations are 

offered, 

1. • . • that the Plunk.et Society urgently prepare a staterrent 

of aims and objectives specific to the family W1it progranme. 

2. • •• that the Plunk.et Society investigates the cost-effectiveness 

of the family unit prograrnre, with a view- to separating the 

social support functions £ran parental support and education 

services. It should be noted here that research cited earlier 

(see section 4.3) found no evidence of a relationship between 

social support and stress reduction. Perhaps social supr-ort 

services could be undertaken by Karitane nurses, leaving the 

Plunket nurse to intervene where parental supp::>rt and education 

is re::JUired. The Plunket nurse may be able to extend the service 

by working with clients in their CMn homes, and initiating nore 

group education in place of individual treatment. 



3. • • • that family unit staff be oorrrrended for the use of goal 

setting for individual clients and be urged to describe the 

goals rror e pr ecisely as operational definitions. To rronitor 

progress toward treatrrent goals , intermediate steps to goal 

attainment should also be described. 

4. • . • that effort s be made to redress the imbalance in socio­

eoonomic status and ethnic group representation. Suggestions 

already alluded to incl ude increasing public awareness of the 

unit and its f unctions , and improving liaison with other health­

care agencies. To attract parents from ethnic minorities to 
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the unit , sare voluntaJ:Y input to unit services by these 

ccmmunities might be appropriate. This oould ultimately benefit 

clients from all sections of the target population. The Plunket 

Society might also study the feasibility of locating the unit 

rrore centrally. 

5 . • .• that the Plunket Society endeavours to oontinue to errploy 

highly skilled Plunket and Karitane nurses in the family unit. 

To increase job satisfaction efforts smuld be made to increase 

the status of Karitane nurses- by reoognizing high levels of 

canpetence and wide experience with an appropriate title such as 

"senior Karitane nurse" , and increased responsibility. While 

some research (see section 4. 2) suggests that for some 

occupations part-time work may be rrore satisfying than full-time 

work, ideally the Plunket nurse in charge should be a full- tine 

employee . 

Having cx:ropleted an evaluation the researcher is ooncemed that the findings 

be utilized. Several writers cited earlier (see section 1. 7) have made 

suggestions to irrprove the like lihood of evaluation results being used. 

The rrost relevant to the present study is the provision of feedback 

during the evaluation. The present writer has attenpted to follow this 

recornnendation, as well as others which include presenting evaluation 

results in clear and simple language , and r esponding to criticism of the 

research openly and non-defensively. It is hoped that the findings of 

the present study will be used to improve the functioning of the 

Palmerston North Plunket- Karitane family unit, to the benefit of clients 

and staff alike . 
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The oonceptual frarrework provided by the amalgamation of Quay (1977) 

and Williamson, Prost and George (1978) proved to be an ideal model for 

developing a systematic approach to the evaluation of a small oomnunity 

based service such as the Plunket-Karitane family unit. However, for 

a study with limited resources and strict tine constraints one aspect 

of the Williamson et al. (1978). nod.el was not practical. The authors 

of the rrodel suggest that as changes are made as a result of the 

evaluation, the progranrne should be re-evaluated, beginning again with 

the general effectiveness procedure. Although the rationale for the 

procedure is obvious, this evaluation and re-evaluation was not carried 

out in the present study. 

Evaluation research. has been described as a political decision-making 

tool, and as such it presents a unique set of problems. The staff may 

be suspicious of the notives for the evaluation and in sane cases be 

reluctant to provide data which they see as threatening to their 

posi.tion in the organization. This may leave the researcher with 

incanplete data, with the resultant difficulty of having to draw 

definitive conclusions fran the data. However, evaluation research is 

also challenging and dynamic, and has the potential to produce vJOrthwhile 

changes within organizations such as the Palnerston North Plunket-Karitane 

family unit. 
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A.l 

Client Code N~mber: . . ............ .. .. . 

PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

CLIENT IDENTIFICATION SHEET 

(to be completed and retained by 
Unit Plunket Nurse) 

Client's Name: 

(First Name) (Surname) 

Child's Name: 

Address: 

Phone: 

N.B. Detach this sheet when client data recording 
completed (i.e. following outcome opinion 
recording) 

Client Identification Sheet to be retained in Unit records. 

Client Data Sheet to be handed to researcher. 



A.l 

PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

CLIENT DATA SHEET 

(To be completed by Unit Pl unke t Nurse) 

Date of first contact: . . . . .. . . ....... ... . . .. . .. .. . ... . 

Date of last contact: 

Was client discharged by staff? Yes / No 

If 'No' give reason for termination 

(delete not applicable) 

(e.g. left distri ct) 

. .............. . ...... . ...... . ......... .......... .. . ........ . ........ ...... . . 

Consent form: Signed / Not signed (delete not applicable) 

How did client first hear about the Family Unit (e.g. neighbour, doctor, etc 

........ . . . .. .. ...... . ................ ... . .. . ... ,: .... . ... . ... ... .. ... . .. ... .. . 

Referred by : . . ..... . .. . .............. ... . ..... . (e . g. self, G.P., Plunket 
Nurse , etc) 

Presenting problem(s): ....... .. .......... .. . ...... . ............ ... ... . ... ... ' 

Present age: 

Birth weight: 

Siblings: 

CHILD DATA 

1. . ...... . . . . . ........ .. . 

2. 

3. 

4. 
5. 

(ages only) 

To which ethnic group does the client consider the child belongs? 

New Zealand Maori 

New Zealand European 

Other {specify) 

(tick) 
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CLIENT DATA 

Relationship to child: ... _ ................................ (e.g. mother) 

Present age of client: .................................. . 

To which ethnic group does client considers/he belongs? 

New Zealand Maori ....................... (tick) 

New Zealand European ................... . 

Other (specify) .................................... . 

Education: ............................ years secondary school 

School Certificate (tick) 

University Entrance 

Tertiary qualifications 

Occupation: Present .................. . Previous ....... • ............... . 

Residential location 

PARTNER DATA 

Present age: ...................... . 

To which ethnic group does partner considers/he belongs? 

(street only) 

(town/city) 

New Zealand Maori . . . . . . . . . . . . . . . . . . . . . . . (tick) 

New Zealand European ...................... . 

Other (specify) ............................................... . 

Education: .................................... years secondary school 

School Certificate ....................... (tick) 

University Entrance 

Tertiary qualifications 

Occupation: Present-------------------···. Previous 



PROBLEM AND MANAGEMENT 

Problem(s) identified by Unit Staff: 

Child re 1 a ted: 

Client related: 

Problem Management : 
Vi sits to Unit 

Creche 

Mothercraft 

Feeding 

Excessive crying 

Behaviour 

Social isolation 

Exhaustion 

Depression 
Other 

Coffee mornings/Play group 

(tick as applicable) 

(number of times used 

Positive parenting class . ... .... . . . ... . . . 
Individual Counselling session . ...... .. ... . .. . . 

Telephone contact . ... ... . . . . . .... . 

Home visit 
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(specify 

Other ...... . ........ . ............ .. .. .... .. . . . ............ .. . . (specify j 

On discharge this client was referred to: 

No referra 1 made 

Plunket Nurse 
Public Health Nurse 
G.P. 
Paediatrician 

Psychiatrist 

Manawaroa Child and Family Unit 

Department of Social Welfare 

Church Social Service Agency 

Children's Day Care 

Budget Advice Service 

(tick .as applicable) 

Women's Refuge · · · · · · · · · · · · · · · · · 

Marriage Guidance · · · ······ · · · · · · ·· 

Family Health Counselling · ·· · · · ··· ·· · · ·· · · 
Other ........ . .. . .. . .. . ......... . ..... . . . ............. .. .. . .... (speci 1 



0 U T C O M E 

Staff opinion of outcome: 

(to be recorded within one week of discharge/termination, and to be 
recorded BEFORE client 1 s opinion of outcome is sought) 

We consider the intervention in this client's/child 1 s problern(s) has: 

been very helpful (tick one) 
been moderately helpful 

been mildly helpful 

made no difference 

made things worse 

Date opinion recorded 

Client 1 s opinion of .outcome: 

(to be asked by Plunket Nurse on discharge, or contact by telephone 
within one week of termination) 

For your/your child's problem(s), do you consider the Unit has: 

been very helpful . . . . . . . . . . . . . . . . . . (tick one) 

been moderately helpful 

been mildly helpful 

made no difference 

made things worse 

Date opinion recorded 

.LUo 

Client asked: face-to-face / by telephone (delete not applicable) 

Referring agency 1 s opinion of outcome: 

(to be asked by Plunket Nurse within two weeks of discharge/termination -
where possible) ,. 

For this client do you consider that Unit has: 

been very helpful (tick one) 

been moderately helpful 

been mildly helpful 

made no difference 

made things worse 

Date opinion recorded 
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A.2 

PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

A study conducted by a research team 

from the Department of Psychology, Massey University 

CLIENT INFORMATION 

The Family Unit needs to keep up with the changing needs of 

Palmerston North families. We are looking at ways to provide 

you, the parent with a better service. We would like to know 

what you think of the Unit programme, and if there are any 

additional services you think the staff should provide. Once 

you have finished attending the Unit, we would like to contact 

you for your comments. 

Any information you may give will remain strictly confidential, 

and will not be seen by Plunket staff. 

You will not be contacted without your consent. 

Would you like to be included in the study? 

If you would, please fill in and sign the consent form. 

Thank you 

GAIL RUSSELL 

lResearcher) 

(To be retained by Client) 
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A.2 

PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

CONSENT FORM 

Client's name: 
(First Name) (Surname) 

Child's Name: 

Home Address: 

Telephone Number: 

I would like to take part in the Plunket-Karitane Family Unit 
Research Project. I agree to the above information being 
given to the researcher so that I may be contacted for my 
comments about the services provided at the Palmerston North 
Plunket-Karitane Family Unit. 

Signed: 

Date: 

Nurse: ................................... 
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A.2 PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

CLIENT FOLLOW-UP 

Client's Name: 
(First Name) (Surname) 

Child's Name: 

Address: 

Phone: 

Client's opinion of outcome: 

(to be asked by researcher - telephone or face-to-face -
within one week of termination of Unit contact . ) 

For your/your child's problem(s) do you consider the Unit has: 

be~n very helpful 

been moderately helpful 

been mildly helpful 

made no difference 

made things worse 

Date of discharge/termination 

Date opinion recorded 

(tick one) 

110 

Client asked face-to-face/ by telephone (delete not applicable) 



CLIENT RE-CONTACT 

(to be completed by researcher - telephone or face-to-face - two 
weeks after termination of Unit contact) 

Date of re-contact: 

2. 

Client interviewed: face-to-face/ by telephone (delete not 
applicable) 

Client's opinion of outcome (re-evaluation) 

For your/your child's problem(s), do you consider the Unit has: 

111 

been very helpful ttick one) 

been moderately helpful 

been mildly helpful 

made no difference 

made things worse 

Are you willing to tell me what the problem was? 

Yes/No (delete not applicable) 

What was the problem? 

What sort of help were you seeking? 

.................................. .. ................................... 

Before you attended the Family Unit did you seek help anywhere else? 



3. 

Did they suggest you go to the Family Unit for help? 

Yes/No (delete not applicable) 

What sort of help did you expect from the Family Unit staff? 

What did the Family Unit staff do to help you with the problem? 

Was there anything else you thought they should do? 

Would you go back to the Family Unit for help again? 

Yes/No (delete not applicable) 

If there was no Family Unit in Palmerston North where else could you 
have gone for help? 

Are there any other services you think should be available at the 
Family Unit? 

.................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . 
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Which Family Unit services have you used? 

Vi sits to Unit .......................... . 

Creche 

Coffee mornings/Play group 

Positive parenting class 

Individual counselling sessions .......................... . 

Te 1 ephone contact .......................... . 

Home visits 

Which did you find the most helpful? 

Which was the least helpful? 

Do you have any comments you would like to make? 

113 
4. 
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Survey Information 115 

General Health Questionnaire 116 



A.3 

PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

A study conducted by a research team 

from the Department of Psychology, Massey University 

SURVEY INFORMATION 

We are looking at the well-being of families with young children 
and would like to include you in the study. Parti cipation involves 
completing and returning (anonymously) a short questionnaire whi ch 

will be mailed to you. 

If you consent, a researcher will telephone you to confirm your 
willingness to participate, and to answer any questions you may 

have about the survey. 

Any information you may give will remain strictly confidential, 
and will not be seen by Plunket staff . 

You will not be contacted without your consent. 

Would you like to be included in the study? 

If you would, please fill in and sign the consent form . 

Thank you 

GAIL RUSSELL 
(Researcher) 

/Tn ho ~oT~in~n hv f.liPnt) 
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A.3 PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

A Study conducted by a research team 

from the Department of Psychology, Massey University 

General Health Questionnaire 

Thank you for consenting to take part in the research project. 

We are collecting information on the well-being of parents with young 
children. We would like you to complete this questionnaire and return it as 
soon as possible, in the envelope provided, to: 

Gail Russell 
Department of Psychology 
Massey University 
PALMERSTON NORTH 

The questionnaire is anonymous, so there is no need to include your name, but 
for statistical purposes we do require the following details: 

When were you born? 

Your sex? 

Town in which you live ............... . 
(or nearest town) 

The information you give will be treated as strictly confidential. 

Thank you for your co-operation. 

Gail Russell 
Researcher. 
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2 

we · would like to know how your general health has been over the past few 
weeks. Please answer each question by circling the answer that best describes 
how you have been recently. 

1. Have you recently been able to concentrate on whatever you're doing? 

Better than 
usual 

Same as 
usual 

Less thr1n 
usual 

2. Have you recently lost much sleep over worry? 

Not at 
all 

No more 
than usual 

Rather more 
than usual 

Much less 
than usual 

Much more 
than usual 

3. Have you recently felt that you are playing a useful part in things? 

More so 
than usual 

Same as 
usual 

Less useful 
than usual 

Much less 
useful 

4. Have you recently felt capable of making decisions about things? 

More so 
than usual 

Same as 
usual 

Less so 
than usual 

5. Have you recently felt constantly under strain? 

Not at 
all 

No more 
than usual 

Rather more 
than usual 

Much less 
capable 

Much more 
than usual 

6. Have you recently felt that you couldn't overcome your difficulties? 

Not at 
all 

No more 
than usual 

Rather more 
than usual 

Much more 
than usual 

7. Have you recently been able to enjoy your normal day-to-day activities? 

More so 
than usual 

Same as 
usual 

Less so 
than usual 

Much less 
than usual 

8. Have you recently been able to face up to your problems? 

More so 
than usual 

Same as 
usual 

Less able 
than usual 

Much less 
able 
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'· Have you recently been feeling unhappy and depressed? 

Not at No more Rather more Much more 
all than usual than usual than usual 

10. Have you recently been losing confidence in yourself? 

Not at No more Rather more Much more 
a 11 than usual than usual than usual 

11 • Have you recently been thinking of yourself as a worthless person? 

Not at No more Rather more Much more 
all than usual than usual than usual 

12. Have you recently been feeling reasonably happy, all things 
considered? 

More so 
than usual 

~e would like to know: 

About same 
as usual 

Less so 
than usual 

Much less 
happy 

a) How confident do you feel in your role as a parent? 

able to handle 
most situ at i on s 

need advice 
from time to 
time 

b) How many children do you have? 

one two 

often feel unsure 
of what to do 

three 

constantly feel 
anxious about 
caring for your 
child. 

four or more. 
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A.4 PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

A study conducted by a research team 

from the Department of Psychology, Massey University 

Please complete a separate "Nurses' Daily Stress Record" each 

day you work in the Family Unit. 

Stress rating scale 

0 very relaxed 

1 relaxed 

2 a little tense 

3 tense 

4 very tense 

5 severely stressed 

Physical complaints - severity scale 

1 mild discomfort 

2 moderate discomfort 

3 painful 

4 very painful 

5 extremely painful 

6 unbearably painful 

120 



NURSES' DAILY STRESS RECORD 121 

DAY: DATE: 
;v Stress Number of J Cups of 

irne Major event/s of time period Level Cigarettes , Coffee 

. JD am 

,OD am 

. 30 am 

. OD am 

. 30 am -

. OD am -

. 30 am 

. OD md . 

. 30 pm 

.00 pm 

.30 pm 

.00 pm 

. 30 pm 

.O D pm 

.30 pm 

;_QQ pm 

,.JO pm 

.oo pm 

. 30 pm 

.:..0 0 pm 

~YSICAL COMPLAINTS: 

:me Complaint Severity Time Resolved How 



A.4 Initial Questionnaire 
PLUNKET-KARITANE FA.""lILY UNIT RESEARCH PROJECT 

A Study conducted by a research team 

from the Department of Psychology, Massey University 

122 

The purpose of this questionnaire is to collect information about 

working in a Plunket-Karitane Family Unit. 

Although your job is undoubtably very rewarding, I am interested 

in your ideas of how it might be altered to make work a more 

satisfying experience for you personally. 

All information will be treated as strictly confidential, so I 

hope you will feel free to express your ideas openly. 

name is not required on the questionnaire. 

Your 

Please provide responses to as many of the items as possible. 

When completed, please return the questionnaire in the 

envelope provided to:-

Gail Russell 

Psychology Department 

Massey University 

PALMERSTON IDRTH 

Thank you for your help. 
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What are the most dissatisfying things about your job? 

Think of a time when you were under pressure at work, and describe 

those things that caused the pressure:-

What sort of things cause pressure for other nurses working in 

the Unit? 

I know it is going to be a bad day at work when:-

I feel really frustrated at work when I cannot:-

The thing I like least about my job is:-



In my job it really makes me angry when:-

1. 

2. 

3. 

4. 

5. 

The things I would really like to change about my job are:-

1. 

2 . 

3. 

4 . 

5. 

Other comments:-
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A.4 

PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

A study conducted by a research team 

from the Department of Psychology, Massey University 

Job Satisfaction and Work Pressure Questionnaire 

The statemnts in this questionnaire have been compiled from information 
supplied by Family Unit nurses, and relate to factors influencing job 
satifaction and work pressure. 

You are asked to rate each statement for: 

1. relevancy to working in a Family Unit 
2. frequency of occurrence and the intensity of the 

distress it causes. 

125 

We need your ratings, so please complete the questionnaire individually. Do 
not spend too much time on each question, and try to use the full range of the 
scale. 

All information will be treated as confidential and will not be seen by 
Plunket staff. 

Your name is not required on the questionnaire. 
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Please rate each s tatement for relevancy to working in a Family Unit using 
the rating scale below. 

0 - not relevant 
1 slightly relevant 
2 quite relevant 
3 very relevant 

Please Circle One 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10 . 

11 . 

12. 

13 . 

14. 

15. 

16. 

17. 

Not enough time to share informati on with 
other staff 

Not consulted about decisons affecting you 

Feeling cl ients misuse the service 

Having to make decisions beyond your 
level of knowledge 

Asked to do unnecessary tasks 

Staff not working together as a team 

Feeling that parents have sabotaged 
your treatment efforts 

Not sure of what is expected of you 

Feeling everyone wants your attention 
at the same time 

Having too many interuptions 

Feeling that you do not get the respect 
your position deserves 

Feeling uninformed abou t work related 
matters 

Ha ving too little to do 

Feeling misunderstood by colleagues 

Feeling unsure of what you should be 
doing 

Too busy to spend enough time with a 
c 1 i ent 

People make conflicting demands of you 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

, a 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

32. 

33. 

34. 

3 

0 not relevant 
1 slightly relevant 
2 quite relevant 
3 very relevant 

No recognition of your efforts 

Feeling that others have used you 

Taking an unequal share of the workload 

Working with staff who · are not competent 

Having to deal with situations for which 
you have not been trained 

Having too much to do 

Feeling misunderstood by clients 

Feeling "put down" by other staff 
members 

Unit too noisy 

Having to deal with difficul t clients 

Your areas of responsibility not 
clearly defined 

Feeling others do not appreciate 
your efforts 

Staff expect too much of you 

Not being given enough information 
about clients 

Feeling you should be more assertive 

Feeling inadequate for your work role 

Clients making unreasonable demands 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0. 

0 

0 

Please Circle one 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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35. 

36. 

37. 

38. 

39. 

40. 

41. 

42. 

43. 

44. 

45. 

46. 

47. 

48. 

4 

0 not relevant 
1 slightly relevant 
2 quite relevant 
3 very relevant 

Inadequate resources available 

Feeling exhausted at the end of the day 

Feeling your knowledge and training are 
not fully utilized 

Annoyed by clients gossiping about 
other clients 

Clients ignore your suggestions 

Feeling disorganised 

Feeling distressed because you are 
unable to help a client 

Needing to have sometime away from 
people 

Disagreeing with decisions made by 
other staff 

No break away from the Unit during 
the day 

Inadequate support for emotional 
reactions to work events 

Feeling tense 

Forgetting to pass on messages 

Lack of support from other health 
professionals. 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Please Circle one 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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You are now asked to rate the statments for frequency of occurrence by 
indicating how many times the event happens to you during the working week, 
and how it affects you using the following scale: 

0 no distress 
1 slight distress 
2 quite distressing 
3 very distressing 

129 

Number of 
times per week 

How it affects you 
Please Circle one 

1. Not enough time to share 
information with other staff 

2. Not consulted about decisons 
affecting you 

3. Feeling clients misuse the service 

4. Having to make decisions beyond 
your level of knowledge 

5. Asked to do unnecessary tasks 

6. Staff not working together as a 
team 

7. Feeling that parents have 
sabotaged your treatment efforts 

8. Not sure of what is expected of you 

9. Feeling everyone wants your 
attention at the same time 

10 . Having too many interuptions 

11. Feeling that you do not get the 
respect your position deserves 

12. Feeling uninformed about work 
related matters 

13. Having too little to do 

14. Feeling misunderstood by 
colleagues 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 



0 - no distress 
1 slight distress 
2 quite distressing 
3 very distressing 

15. Feeling unsure at what you 
should be doing 

16. Too busy to spend enough time 
with a client 

17. People make conflicting demands 
of your 

18. No recognition of your efforts 

19. Feeling that others have used you 

20. Taking an unequal share of the 
workload 

21. Working with staff who are not 
competent 

22. Having to deal with situations 

6 

for which you have not been trained 

23. Having too much to do 

24. Feeling misunderstood by clients 

25. Feeling "put down" by other staff 
members 

26. Unit too noisy 

27. Having to deal with difficult 
clients 

28. Your areas of responsibility not 
clearly defined 

29. Feeling others do not appreciate 
your efforts 

Number of 
times per week 

How it affects you 
Please Circle one 

0 1 

0 1 

0 1 

0 

0 

2 3 

2 3 

2 3 

2 3 

2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 

0 1 2 3 
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7 

0 no distress 
1 slight distress 
2 quite distressing 
3 very distressing 

Number of How it affects you 
times per week Please Circle one 

30. Staff expect too much of you 0 1 2 3 

31. Not being given enough 0 1 2 3 
information about clients 

32. Feeling you should be more 0 1 2 3 
assertive 

33. Feeling inadequate for your 0 1 2 3 
work role 

34. Clients making unreasonable 0 1 2 3 
demands 

35. Inadequate resources available 0 1 2 3 

36. Feeling exhausted at the end 0 1 2 3 
of the day 

37. Feeling your knowledge and 0 1 2 3 
training are not fully utilized 

38. Annoyed by clients gossiping 0 1 2 3 
about other clients 

39. Clients ignore your suggestions 0 1 2 3 

40. Feeling disorganised 0 1 2 3 

41. Feeling distressed because you 0 1 2 3 
are unable to help a client 

42. Needing to have sometime away 0 1 2 3 
from people 

43. Disagreeing with decisions made 0 1 2 3 
by other staff 



0 no distress 
1 slight distress 
2 quite distressing 
3 very distressing 

44. No break away from the Unit 
during the day 

45. Inadequate support for emotional 
reactions to work events 

46. Feeling tense 

47. Forgetting to pass on messages 

48. Lack of support from other health 
professionals. 

How many days pe r week do you wor k 
in the Family Unit? 

Thank you for your help. 

GAIL RUSSELL 
(Researcher). 

8 

Number of 
times per week 

132 

How it affects you 
Please Circle one 

0 1 2 3 

0 2 3 

0 1 2 3 

0 1 2 3 

0 2 3 
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Stress Diary Book.let 134 

Goal Clarity Questionnaire 143 
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A. 5 Stress Diary Booklet 





PLUNKET-KARITANE FAMILY UNIT RESEARCH PROJECT 

A study conducted by a research team 

from the Department of Psychology, Massey Un iversi ty 

135 

Please complete the General Health Quest i onnaire, (if included in booklet), or 
Monday of the week --,---- ---,----,--~---,-~-~--,----.......,...---,--__,---- and a 
Daily Diary for each day you work in the Unit during that week. 

The General Health Questionnaire is a standardized measure of general well­
being, and should be answered by circling the answer which best describes how 
~ have been in the past few weeks. Please answer all questions. 

The Daily Diary contains the most sign ificant items from the Job Satisfaction 
and Work Pressure Questionnaire, comp l eted recently by Family Unit s ' staff. 
You are asked to indicate which events occur each day, and how they affect 
you. 

Again, you are asked to answer all questi ons . 

N.B. A Daily Diary page for each day of the week is included, but you need 
only fill in those days you work i n the Unit , and leave the others blank. 

The information you give will be abso lutely confidential and will not be seen 
by Plunket staff. 

Your name i s not req uired on the questionnaire. 

Thank you for you r co-operation . 

Gail Russell. 
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General Health Questionnaire Date: 

We would like to know if you have had any medical complaints, and how your 
health has been in general, over the past few weeks. Please answer~ 
~uestions below simply by circling the answer which you think most nearly 
applies to you. Remember, we want to know about present or recent complaints, 
not those you had in the past. 

1. Have you recently been able to concentrate on whatever you're doing? 

Better than 
usual 

Same as 
usual 

less than 
usual 

2. Have you recently lost much sleep over worry? 

Not at 
all 

No more 
than usual 

Rather more 
than usual 

Much less 
than usua l 

Much more 
than usua l 

3. Have you recently felt that you are playing a useful part in things? 

More so 
than usual 

Same as 
us ual 

Less useful 
than usu al 

Much less 
useful 

4. Have you recently felt capable at making decisions about things? 

More so 
than usua l 

Same as 
usual 

Less so 
than usual 

5. Have you recently felt constantly under stain? 

Not at 
all 

No more 
than usual 

Rather more 
than usual 

Much less 
capabl e 

Much more 
than usua l 

5. Have you recently felt that you couldn't overcome your difficulties? 

Not at 
all 

No more 
than usual 

Rather more 
than usual 

Much more 
than usual 

7. Have you recently been able to enjoy your normal day-to-day activities? 

More so 
than usual 

Same as 
usual 

Less so 
than usual 

Much less 
than usual 
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8. Have you recently been able to face up to your problems? 

More so Same as Less able Much less 
than usual usual than usual able 

9. Have you recently been feeling unhappy or depressed? 

Not at No more Rather more Much more 
all than usual than usual than usual 

10. Have you recently been losing confidence in yourself? 

Not at No more Rather more Much more 
a 11 than usual than usual than usual 

11 . Have you recently been thinking of yourself as a worthless person? 

Not at No more Rather more Much more 
all than usual than usual than usu a 1 

12. Have you recently been feeling reasonably happy, all things considered 

More so 
than usu a 1 

About same 
as usual 

Less so 
than usual 

Much less 
happy 



Daily Diary for Date: 

Please indicate which events occurred today, and how much distress you 
experienced as a result of the event. 

0 - no distress 
1 - slight distress 

2 - moderate distress 
3 - severe distress 

13E 

Please circle How if affected 
appropriate you 

response Please circle 

Today I felt 

1 .. too busy to spend enough time with a client 

2 .. exhausted at the end of the day 

3 . . that some clients had misused the service 

4 .. the Unit was too noisy 

5 . . that everyone wanted my attention at the 
same time 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

6 .. there was an occasion when I shou ld have No Yes 
been more assertive 

7 •. that a client made unreasonable demands of me No Yes 

8 . . there was not enough time to share No Yes 
information with other staff 

9 .. a client I had to deal with was difficult 

10.I was interrupted too many times 

11.I needed a break away from the Unit during 
the d-ay 

No Yes 

No Yes 

No Yes 

12.I did not get the respect my position deserves No Yes 

13.tense 

14.a client ignored my s uggestion s 

15.I needed more support for emotional 
reactions to work events 

No Yes 

No Yes 

No Yes 

0 1 

0 

0 

0 

0 1 

0 

0 

0 

0 1 

0 

0 

0 

0 1 

0 

0 

one 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 

2 

2 

2 

2 

2 

2 

3 

3 

16. Please rate your satisfaction with your working day today (circle one) 

very satisfying moderately satisfying slightly satisfying not sat isfyi 
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Daily Diary for · Date: 

Please indicate which events occurred today, and how much distress you 
experienced as a result of the event. 

0 - no distress 
1 - slight distress 

2 - moderate distress 
3 - severe distress 

Please circle How if affecte, 
appropriate you 

response Please circle 

Today I felt 

1 .. too busy to spend enough time with a client 

2 . . exhausted at the end of the day 

3 .. that some clients had misused the service 

4 .. the Unit was too noisy 

No Yes 

No Yes 

No Yes 

No Yes 

5 .. that everyone wanted my attention at the No Yes 
same time 

6 .. there was an occasion when I should have No Yes 
been more assertive 

7 .. that a client made unreasonable demands of me No Yes 

8 . • there was not enough time to share No Yes 
information with other staff 

9 . . a client I had to deal with was difficult No Yes 

10.I was interrupted too many times No Yes 

11 . l needed a break away from the Unit during No Yes 
the day 

12.I did not get the respect my position deserves No Yes 

13.tense 

14.a client ignored my suggestions 

15.1 needed more support for emotional 
reactions to work events 

No Yes 

No Yes 

No Yes 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 1 

0 

one 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

16 . Please rate your satisfaction with your working day today (circle one) 

very satisfying moderately satisfying s lightly satisfying not satisfy 

3 

3 

3 
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Daily Diary for Date: ______ _ 

Please indicate which events occurred today, and how much distress you 
experienced as a result of the event. 

0 - no distress 
1 - slight distress 

2 - moderate distress 
3 - severe distress 

Please circle How if affected 
appropriate you 

response Please circle 

Today I felt 

1 .. too busy to spend enough time with a client 

2 .. exhausted at the end of the day 

3 .. that some clients had misused the service 

4 .. the Unit was too noisy 

5 . . that everyone wanted my attention at the 
same time 

6 . . there was an occasion when I should have 
been more assertive 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

7 • • that a client made unreasonable demands of me No Yes 

8 .. there was not enough time to share No Yes 
information with other staff 

9 .. a client I had to deal with was difficult No Ye s 

10 . I was interrupted too many times No Ye s 

11.I needed a break away from the Unit during No Ye s 
the day 

12.I did not get the respect my position deserves No Yes 

13.tense 

14 . a client ignored my suggestions 

15.I needed more support for emotional 
reactions to work events 

No Yes 

No Yes 

No Yes 

0 1 

0 

0 

0 

0 

0 1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

one 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 

2 

2 

2 

3 

3 

3 

3 

16. Please rate your satisfaction with your working day today (circl e one) 

very satisfying moderate ly satisfying sli ght l y satisfying not satisfyin 



Daily Diary for Date: 

Please indicate which events occurred today, and how much distress you 
experienced as a result of the event. 

0 - no distress 
1 - slight distress 

2 - moderate distress 
3 - severe distress 
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Please circle How if affected 

Today I felt 

1 .. too busy to spend enough time with a client 

2 .. exhausted at the end of the day 

3 . . that some clients had misused the service 

4 .. the Unit was too noisy 

5 .. that everyone wanted my attention at the 
same time 

6 .. there was an occasion when I should have 
been more assertive 

appropriate you 
response Please circle 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

0 1 

0 

0 

0 

0 

0 1 

one 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

7 .. that a cl ient made unreasonable demands of me No Yes 0 

0 

2 3 

8 .. there was not enough time to share 
information with other staff 

9 .. a client I had to deal with was difficult 

10. I was interrupted too many times 

11 .I needed a break away from the Unit during 
the day 

No Yes 

No Yes 

No Yes 

No Yes 

12.I did not get the respect my position deserves No Yes 

13 . tense 

14.a client ignored my suggestions 

15 . I needed more support for emotional 
reactions to work events 

No Yes 

No Yes 

No Yes 

0 

0 

0 

0 

0 

0 

0 

2 3 

2 3 

2 3 

2 

2 

2 

2 

2 

16. Please rate yo ur satisfaction with your working day today (circle one ) 

very satisfying moderately satisfying slightly satisfying not sat i sfy i 



Daily Diary for Date: 

Please indicate which events occurred today, and how much distress you 
experienced as a resu lt of the event. 

O - no distress 
1 - s ligh t distress 

2 - moderate distress 
3 - severe distress 
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Please circle How if affected 
appropriate you 

response Please circle 
one 

Today I felt 

1 . . too busy to spend enough time with a client 

2 .. exhausted at the ·end of the day 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

0 1 

0 1 

0 1 

0 

2 3 

3 .. that some clients had misused the service 

4 .. the Unit was too noisy 

5 . . that everyone wanted my attention at the 
same time 

6 .. there was an occasion when I should have No Yes 
been more assertive 

7 . . that a c lient made unreasonable demands of me No Yes 

8 •. there was not enough time to share No Yes 
information with other staff 

9 . . a client I had to deal with was difficult 

10.I was interrupted too many times 

11.I needed a break away from the Unit during 
the day 

No Yes 

No Yes 

No Yes 

12.I did not get the respect my position deserves No Yes 

13.tense 

14.a client ignored my suggestions 

15.I needed more support for emotional 
reactions to work events 

No Yes 

No Yes 

No Yes 

0 

0 1 

0 1 

0 1 

0 

0 

0 1 

0 

0 

0 1 

0 

2 3 

2 3 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

16. Please rate your sati sfaction with your working -day today (circle one) 

very satisfying moderately satisfying slightly satisfying not satisfy· 
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PLUNKET-KAR ITANE FAMILY UN IT RESEARCH PROJECT 

Name : _______ _________ _ Date : ------
Instruct ions . 

Listed below are some statements which may or may not describe your own job 
objectives toward whi ch you are presently working . Pl ease read each statement 
carefully and then circle the alternative which best describes your degree of 
agreement or disagreement with the statement. Pl ease answer all ques ti ons . 

1 . My boss seldom lets me know how we l 1 I am doi ng on my work toward my work 
objectives. 

strongly moderately slight ly neither agree sli ghtly moderate ly strongly 
agree agree agree nor disagree disagree disagree disagree 

2. My work objectives are very clear and specific; I know exactly what my 
job is. 

strongly moderately s l ight l y neither agree s 1 i ght 1 y moderately strong l y 
agree agree agree nor disagree disagree disagree disagree 

3. really have litle voice in the formulat i on of my work objectives. 

strongly moderate l y slightly neither agree slightly moderately strong l y 
agree agree agree nor disagree disagree di sagree disagree 

4. think my work objectives are ambiguous and unclear. 

strongly moderate l y slightly neither agree slightly moderately strongl,J 
agree agree agree nor disagree di sagree disagree di sagreE 

5. I am provided with a great 
my work. 

deal of feedback and guidance on the quality o· 

strongly moderately slightly neither agree slightly moderate ly strongl 
agree agree agree nor disagree di sagree disagree disagre 

6. My work objectives are quite difficu l t to attain 

strongly moderately slightly neither agree slightly moderately strongl 
agree agree agree nor disagree disagree disagree di sagre 
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2 
7. I understand fully which of my work objectives are more important than 

others; I have a clear sense of priorities on these goals. 

strongly moderately 
agree agree 

slightly 
agree 

neither agree 
nor disagree 

slightly 
disagree 

moderately strongly 
disagree disagree 

8. The setting of my work goals is pretty much under my own control. 

strongly moderately 
agree agree 

slightly 
agree 

neither agree 
nor disagree 

slightly 
disagree 

moderately strongly 
disagree disagree 

9. I should not have too much difficulty in reaching my work objectives; they 
appear to be fairly easy. 

strongly moderately 
agree agree 

slightly 
agree 

neither agree 
nor disagree 

slight ly 
disagree 

moderately 
disagree 

strongly 
disagree 



1. 

2. 

3. 

4 . 

APPENDIX B: Supplement to the Results section. I -

Administrative structure of the Pltmket Society. 

Job description: Plunket Nurse in Charge of 

a Pltmket Karitane Family Unit - Fixed. 

Job description: Karitane nurse - fixed family unit. 

Aims and Objectives of the Plunket Society. 
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B.l ROYAL :,.!El~ LEAi.AND PLL'~K!-'.'I .'-Oi. ll . l \ 

ADMINISTRATIVE STRUCTURE ;0~1 

-,SUB-DRANCHES ~1ornrns, cu·u~ 

l 
I 

PLUNKET BRANCHES (119\ 
The voting members 
of t.he Soc:iety . 

I 
NEW ZEALAND COUNCIL t32) -----; 
Meets annually; oversees 
the work of the Society . 
Councillors assist Exec­
utive councillors at 
loca l level. 

PLUNKET HEALTH DISTRICTS (16) 
Elect two councillors, one of 
whom is Executive councillor . 

DIRECTORS' ?-IANAGEMENT COMMITTEE 
With New Zealand President . 

rilE ~E" lU.l.!\ND SOCH.J) 
!-13 \.; ,, ~ 1: ii t l O ·, '3 ) po 1 i C' \ .1 I 

t4.f'·nc·1;,) :i 11,I ..;peciat 
confut · enc_ r·-, . 

1 
:-;Eh' ZEALA~O EXECUTIVE I J , . 
Pr j.nc1pal ~over ning hod y 
of t-he Soc-iet,y. 

\ 
PRESIDENT AND T~ 
VICE-PRESIDENTS 
Electe d b y Counc 

Makes reports and recommendations 
to New Ze~land Executive. 

EXECUTIVE COMMIT1EES 
Chaired by a n Executi 
councillor. Members 
councillors and co-o r 
directors or nominee~ 
eg National Appeal, l 
Education, Puhlic RP . 

Carries out Executive instructions. 

l 
J, 'Y 

DIRECTOR 
MEDICAL SERVICES 

.1, 
DIRECTOR 

~URSING SERVICES 
.4 DMINISTRATION 

1 1 
DEPUTY D::::REC'l'OR DEPUTY DIRECTORS (2) 

t 
NURSE ADVISERS 

! 
/SENIOR NURSES~ 

tll 1a.Ht'C"'1l ,:,•nr ,..,.. 

TREASURER 
... 

ACCOUNTANT 

1 



Royal New Zealand Plunket Society 
INCORPOR..4 TED 

Telephone 770-110 } 
Telegrams ' Babycare' Dunedin 
4 72 George Street, 

B.2 JOB DESCR I PTIO'J 

New Zealand Hu.dquartcrs 

P.O. Box 60-¼2, 
Dunedin North 

PLUNKET NURSE IN OIARGE OF A KAR ITANE FMIILY UNIT FIXED 

RESPONSIBLE TO: The Regional Nurse Adviser 

147 

RESPO\/SIBLE FOR: The fu nctionin g of the Unit in helping 
parents care for the i r ch il dr en . 

OUTLINE OF DUTIES AND RESPO\ISIBILITIES 

PARENT SUPPORT 

Admitt i ng parents with young children fo r dai ly assistance 
at the Unit. 

Assess i ng and planning to meet the needs of fami I i es at 
the Unit including information on parentcraft, health 
educ a t i on , s imp l e nut r i t i on . 

Delegation of nursing actions related to level of 
expert ise . 

Referring t o other agencies as req ui red 
e.g. Budget Advisory Serv i ce 

Marriage Guidance Counci l 
Family Planning Assoc1at 1o n 

Pr e par i n g , super v i s i n g the prep a r a t i on of ; l I g h t me a l s 
including cookery demonstrations as needed. 

Answering telephone queries on parentcraft. 

Organising 
public i se 

social mornings 
the work of the 

and 
Unit 

planning open 
as and whe n 

days to 
required. 

Arranging follow-up home visits when appropriate. 

• •• 2 



Job description 
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Plunket Nurse in charge o f a Plunket Karitane 
F arn i I y Un i t Fi x c d . 

SUPERV!S!CN 

Supervising Karitanes caring for ch ildren and assisting 
p arents in the Unit. 

Pr omo t i n g v o I u n t a r y a s s i s t an cc w i t h i n t he Un i t i n c I u d i n g 
r osters for transporting famil ies to the Unit. 

Supervisin~ and co ndu cti n g playgroups. 

En suring safe practi c es in the Unit including children under 
t he sup e r v i s i o n o f pa r en t o r Ka r i t an e a t a II t i me s . 

Ensuring general ma i ntenance o f the Unit, e . g. Cleaning, 
lawn, garden, equipment in g ood repair. 

Facilitate learning experience for students. 

COv\v\UN I CAT I ON AND RECOllD S 

Meeting regularl y with lo cal Plunket Nurses to maintain Jiaii 
in nursing care plann ing. 

In consultatio n with Nurse Adviser, convene monthl y meetings 
of local Plunket Nurses with vis iting specia li st paediat ri c i a 

Meet r egula rl y with the Unit Comnittee. 

Inf o rming the Unit comn ittee of safety requirements to be met 
e .g. scr een , fencing. 

Ma i n t a i n i n g con c i s e r ec o r d s o f f am i I i e s he 1 p e d a t the Un i t 

a. Age of parent 
b. Number and ages of chi ldr en -
c. Referred b y 
d. Reasons for admission 
e . Duration of s tay 
f . Outcome 

A monthly report on the wo r k of the Unit t o Director of Nursi , 
Services . 7l~n~-=-=cl~u~-=--=de'-~i_n_~t~h~e'-m=o~n~-'-th_l~y'-_r~e~p"--'o_r __ t_t_h __ os_e __ u_n_a_b_l_e_t_o __ b_e 
helped and why . 

Copies to: Unit Management Comni ttee 
Regi o nal Nurse Adviser 

Ann u a I rep or t to 3 I March to D i rect o r of Nu r s i n g Se r v i c es by 
the end of Apr i 1 each year. 

Anne Cressey 
DIRECTOR OF NURSING SERVICES 



B. 3 JOB OESCRIPITON 

FIXIl) FAMILY UNIT 

R:C:.:.PONSIBLE TO: 

RESPONSIBLE FOR : 

Royal New Zealand Plunket Society 
INCOllPOIU TED 

KARITJ\NE NURSE 

The Plunket Nu:-sc in charge o[ the Unit. 

Helping rrothers to care for tlleir children and 
teaching motllers who need help wi tl1 -

Basic child care routines and rel2.t:ro activities . 

Preparing milk mixtures . 

Sterilizing bottles and teats. 

Supervising play activities f~r tccdlers and pre-school 
children in the Unit . 

Sharing the care of children to e.-:able the mother to 
get "relief" by resting . 

Attending to children's nutritio;-;.a l needs= 

_ Observing f eeding patterns 

Preparing mi.lk mixtures and s:i.llple rrcals 

Help witll fe...."'<ling young chilc.ren and 
supervising at rreal tirres 

Generally attending to older- children so t.'.at mothers 
have rrore tirre witll their babies . 

Teaching simple mothercra£t by ex?--rple. 

Undertaking tasks as directed by t._eie Plunket Nurse 
in charge. 

Referring to the Plunket Nurse , 2-!1::{ situa~on or problem 
which is beyond the scope of the 1<aritane • s training 
and exper ience. 

Contribute to maintenance of confidentiality within t.'1.e Unit. 

Anne Cressey 
Director of Nursing Services 



- l -

B.4 A1MS AND OBJEC1'S OF THE SOCIETY 

To 11phoid th~ sac rrdness of the body and the duty of health ; 
to inculcate a lofty view of the responsibilities of maternity ~nd 
the duty of every mother to lit herself for the perfect fulfilment 
of the natural calls of motherhood, both before and after child­
birth; and espe ciall y to ad vocate and promote the breast-feeding 
of infants_ 

To acquire accura te information a nd knowledge on matters 
affecting the heahh of women and children, and to disseminate 
such knowledge through the agency of its members, nurses and 
others by means of the natural handing-o n from one re~ipie nt 
or beneficiary to another, and the use of such agencies as period i­
cal meetings at memhers' houses or elsewhere, demonstrati ons, 
lectures , corresponden·ce, newspaper articles, radio talks, pamph­
lets, books and otherwise. 

To employ qualified nurses to be called Plunket Nurses, whose 
duty it will be to give sound, reliable instructions, advice and 
assistance gratis to an y member of the community desiring such 
services on matters affecting the health and well-being of their 
children, and also to end eavour to educate and help parents and 
others in a practical way in domestic hygiene in general , all 
these things being done with a view to conse rving the health and 
strength of the rising generation, and rendering both mother and 
off-spring hardy , healthy and resistive to disease . 

To improve the health and well-being of New ZeaJand parents 
and their chiidren, with special referen ce to mothers, both before 
and after childbirth, and to children up to school age. 

Tc promote the qua lit ies of st able and integr~ted family life. 

(Source: Policy Statements on Guidelines 
for Branches. 
Royal N.Z. Plunket Society (Inc ·.)) 
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APPENDIX C: Supplement to the Results section. II 

1 . Rationale for the choice of statistical procedures . 

2. Means and standard deviations of ratings on the three dirrensions 

of the Job Satisfaction and Work Pressures Questionnaire. 



C.l Rationale for the choice of statistical procedures 

ltls.t of the data obtained in the present study was descriptive and 

therefore percentages, means and standard deviations were =nsidered 

the IIDSt appropriate way to present the infonration in a clear and 

economical manner. 

Sane results were analysed using t-test for independent sarnples. 

t-tests were indicated as the 11Dst appropriate level of analysis 

because the small sample size precluded rrore sophisticated analysis 

of variance. 
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C.2. Means and (standard deviations) of ratings on the three 
dimensions of the Job Satisfaction and Work Pressures 
Questionnaire. (n = 24) 

Relevancy Freguenc9 

~ - Not enau.9,h time to 5har~ information with other st aff 
1.1667 (1.14 ... 6) 1.2941 (1 .225) 1.4167 <0. 9::i4:-~ 

2 . Not consulted about decisions affecting you 
0 . 9583 (1 . 0985) 1.0000 (1.3693 ) 1 . 0417 (1 . 1358) 

~ - Feel ing clients misuse the service 
1 . 125 <O.B3231 1 . 0625 <O. 96621 1.0435 (0 . 9079) 

4 . Having to make decisio ns beyond your level of knowledge 
0 . 7083 (1 . 1357) 0 . 4286 (0 4949) 0 . 5833 (0.81221 

5 Asked to d o unnecessary tasks 
0 . 6250 (0. 8569 ) 0 . 9333 (1 . 34001 0 . 5833 (0. 9091 l 

6 . Staff not working together as a team 
0 . 9583 (1. 17191 1 .0000 (1.79741 0 . 7917 ( 1 .07931 

7 . Feeling that parents have s abotaged yo ur treatm en t eFforts 
1 . 2174 (0. 83181 1 . 3571 (1 . 44461 0 . 9545 (0. 9282) 

8 Not sure what is expecte d oF you 
0 . 8333 (0. 9860) 0 . 3571 co. 6103) 0 . 7500 (0. 92421 

*9 . Feeling e veryone wants your attenti on at the same time 
1 . 5000 (1 . 0408) 3 . 2000 (4. 88811 1 . 3913 (0. 9203) 

*10 . Having too many interuptions 
1. 5000 (1 . 1547) 4 . 0 000 (4. 63691 t. 5000 (1. 1180 1 

*11 . Feelina that you do not get the respect your position deserves 
1. 1304 (1.~2671 1.9231 (2. 1290) 1.0417 (1.17 19 ) 

12 . Feelina uninformed about work related matters 
0 . 9583 C 0 . 9780 I 0. 7500 < 0 . 7500 I 1 . 0000 < 1 . 0000) 

13. Having too little to do 
0 . 2917 (0. 5384) 0 . 3571 (0, 61031 0 . 2500 (0 . 66141 

14 . Feelina misunderstood by colle~gues 
0 . 4167 (0 75921 0 . 5333 (0. 88441 0 . 5833 (0 75921 

15. Feeling unsure of what you should be doing 
0 . 41 67 (0, 6400) 0 . 5000 ( 1. 05221 0. 79 17 (1.0400 ) 

*16 . Too busy to spend enough time with a client 
1 . 6667 (1 . 0672) 2 . ij706 ( 1 . 4600) 1 6667 (0 8498) 

17 . People make confli cting demands of you 
1 . 0417 (1 . 0198) 0 . 7692 (0. 7994) 1 . 0000 (1 . 0408) 

18 . No recognition of your effort s 
0 . 8750 (1 01291 1. 6923 (2. 0897) 0 . 7500 (0. 8780) 

19 . Feeling that others have used you 
0. 8750 CO. B8091 0 . 7143 C0 . 0999 ) 0 . 8333 CO. 79931 

20 . -Taking an unequal share of the workload 
0 . 6522 (1 . 0878) 0 . 2500 (0 . 5915) 0 . 5417 (0. 8154) 

21. Working with staF F who are not competent 
0 . 6956 (1 . 0398) 1 . 0769 (1 . 4916 ) 0 . 8750 (1 . 0920) 

22. Having to deal with situations for which you have not been trained 
1 . 0000 (1 . 1547) 0 . 8667 ( 1 . 3098) 0.9167 (0. 9966) 

*23. Having too much to do 
1. 2083 (1 . 1895) 1 . 7333 (1 . 8427) 1 . 541 7 < 1. 1540) 



24 . Feeling misunderstood by clients 
·' 0 .. 9167 (0 . 9965) 0 . 8667 <O . 8055) 0 . 8696 <O . 6792) 

25 . Feeling "put down" by _ other st .3ff members 
0 . 6250 (1.0729) 0 3333 (0 . 6236 ) 0 . 66 7 ( 1 . 06 72 > 

*26 . Unit too noisy 
1. 1667 11 . 0672) 2 . 3846 12 . 6 7 58) 1. 1304 C 1 . 0756 J 

*27 Havin~ to deal with difficult c lients 
1 . 7917 co q565 1 1 . 4615 10. 8427> 1 . 70R3 (0 . 9781) 

28 . You r 3re as o f responsibili t y not clearly de i 1ned 
1 . 0417 (1 . 2741) 0 . 2308 (0 . 5756) 0 . 5833 10 . 9538) 

29 . Feeling others do not appreciate your efforts 
0 . 8333 (0 . 9860) 1 . 0833 11 . 6562) 0 . 6667 10 . 7994) 

30 . Staff exr,ect too much of you 
0 . 7083 (1 0578) 1 . 0770 1 1 . 4391) 0 . 7273 (0 . 7497) 

31 . Not being gi v en enough informat i on about c .lients 
0 . 8750 11 . 09~1> 1 . 2308 11 . 6245 ) 1 . 0870 11 . 0597) 

*32 . Feeling you should 
1.2500 (1.0104) 

be more asse r ti v e 
1 . 6000 ( 1. 4048 l 

33 . Feeling inadequate for your work role 
0 . 3750 10 . 6333) 0 . 5455 10. 7820) 

*34 . Clients making unreasonable demand s 
1 . 1667 (0 . 9428) 1 . 3333 1 1 . 2996) 

35. Inadequate re s ources a vailable 
0 . 9167 (0 . 9965) 1 . 4286 1 1 . 8 7 90 ) 

*36 . Feeling exhausted at the end of the day 
1 . 9583 (0 . 9345) 1 . 8667 (1 . 3098) 

1 . 0833 co . 8620) 

0 . 4583 10 . 7626) 

1 . 0 -136 I 0 . 6902 I 

0 . 791 7 IO . 911 9) 

1. 8750 co . 8 :323) 

37 . Feel i ng your knowledge and t raining are not fullu utilized 
1 . 1250 <O . 9709) 1. 0667 I 1 . 1235) 0 . 9!30 <O. 9284) 

38. Anno y ed by clients gossiping about other clients 
1 . 2917 ( 1 . 13 58 1 0 . 857 1 1 1 . 0595 ) 1 . 0000 (0 . 8847) 

k39 _ Clients ianore your suggestions 
1 . 3333 (1 067~) 2 . 7143 ( 2 . 5475) 

40 . Feeling disorganised 
0 . 5417 (0 . 8154) 1 . 0 769 10 . 8285) 

1 . 3043 (0 . 8041) 

0 . 7391 (0 . 7922) 

41 . Feelin g dist r essed beca u se ~ou a r e un able to help a cl i ent 
1 . 2917 <101901 o . 9286 l o. 70351 1 . 4348 10 . 8761> 

*42 Needing to ha v e some time a way from people 
2 . 0870 (0 . 8804) 2 . 7143 (1 . 9060) 1 . 3478 (O . 81341 

43 . Disagreeing with decision s made by other staff 
0 . 9583 (0 . 9345) 1 . 3333 11. 3123) 0 . 9565 (1 . 0417) 

*44 . No break away from the Unit during the day 
1 . 5417 (1 . 1895) 2. 3125 11 . 7930) 1 . 4167 (1 . 0375) 

k45. Inadequate support for emotional reactions to work events 
1.4167 (1.2555) 1 . 1429 11.7670) 1 . 2500 (1 . 2332) 

*46 . Feeling tense 
1 . 4167 (1 . 0769) 1 . 8125 10 . 7262) 

47. ~orgetting to pass on me ss ages 
1 . 0000 (1 . 04081 0 . 8182 (O . 57501 

1. 5000 ( 0 . 8660) 

0 . 7083 10 . 7895) 

48 . Lack of support from other health professionals 
0 . 8750 11 . 1296) 0. 1000 (O . 30001 0 . 5833 10 . 81221 

* denotes items meeting inclusion criteria for Daily Diary 
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