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Executive Summary

The intergenerational transmission of socioeconomgqualities in children’s health, and
cognitive, behavioural, and emotional developmenérge early, and can persist throughout life
(Najman et al., 2004; Shonkoff & Phillips, 2000)vilence suggests that targeted, early
intervention programmes aimed at disadvantagedireiml and their families are an effective
means of reducing these inequalitiseparing for Life(PFL) is a new preventative programme
which aims to improve the life outcomes of childeerd families living in North Dublin, Ireland
through a five year home visiting parenting progman The programme is being evaluated by
the UCD Geary Institute and aims to provide evidemn the effectiveness of such early
interventions.

The inclusion criteria for thé?’FL Programme were based on geographical residence and
pregnancy status, and include both primiparous @aoil-primiparous women. In total, 233
women were recruited and randomised into Bt Programme between January 2008 and
August 2010. Randomisation resulted in 118 paitip assigned to the low treatment group and
115 participants assigned to the high treatmentgr®n averageRFL participants were 21.5
weeks pregnant when completing the baseline ir@erand comparison community participants
were, on average, 25.2 weeks pregnant.

The PFL Programme is being evaluated using a mixed metlapgsoach, incorporating a
longitudinal experimental design and an implemeomaainalysis. The experimental component
involves the random allocation of participants fritaPFL communities to either a low supports
treatment group or a higtupports treatment group for the duration of the frear programme.
As thePFL Evaluation is not a classic randomised control &gsaboth randomised groups receive
some form of an intervention, ti¥-L treatment groups also are being compared to wi¢tes as
usual’ comparison group, who do not receive BifeL Programme. This comparison group
displays similar socioeconomic demographics toRR& participants, but does not receive any
treatment.

This is the first report of th@FL Impact Evaluation and aims to present quantitabiaseline
information from the first wave of data collectiorhis report serves primarily as a description of
the treatment and comparison groups and examingdaseline differences among the three
groups. As future waves of data collection are deteg, the baseline data will be used to
conduct longitudinal analyses relating baselinerattaristics to future child outcomes and to
examine the impact of the programme on changeseimaour over time. The information
presented in this report is based on mother repoegponses to the baseline interview.

Recruitment into théFL Evaluation occurred through one of two sourcesnlthe maternity
hospital or 2) in the community. Based on publi@altie nurse records, the population-based
recruitment rate for th®FL cohort,based on all live births during the recruitment pgawas
52%. Twenty two percent of pregnant women in treaawere not identified in the recruitment
phase and a further 26% were approached and resedted in participating. The sample-based
recruitment rate for th®FL cohort,based on all approached eligible participants dgrithe
recruitment phasewas 67%. The sample-based recruitment rate ®ctmparison community
was 36%.



The analyses in this report are based on data BOmPFL participants and 99 community
comparison participants. The analyses test forlinaseifferences between the low and hiRjAL
treatment groups and the aggregate. cohort and the comparison community across a wide
range of parental and family characteristics arthb®urs. In total, 123 measures were analysed
for the low and high treatment groups and 114 measwere analysed for the combineBL
group and the comparison community. The BRL treatment group and the higrL treatment
group did not statistically differ on 97% of theseasures, thus indicating that the randomisation
process was successful. The aggred@ group and the comparison community did not
statistically differ on 75% of these measures. Hove measures where differences emerged
suggest that the comparison community is a relgtivigher socioeconomic status cohort.
Details of these results are presented by chapfEable 1.

Table 1.1

Summary of Permutation Tests Examining Differeat&aseline by Chapter

Proportion of Measures Not Significantly
Different at Baseline
Chapter PEL Low — PFL High | FFL— Comparison
Community

Chapter 4Parental Demographi¢gsEducation, and Employment,
and Household SES Indicators 33/33 21133
Chapter 5Maternal Well-beingand Personality 24/24 18/24
Chapter 6Maternal Health& Pregnancy 35/35 26/35
Chapter TCognition, Thoughts About Parenting, and Intentions 10/13 6/13
for Baby
Chapter 8Social Support 17/18 9/9
TOTAL NOT STATISTICALLY DIFFERENT 119/123 (97%) 86/114 (75%)

In addition to testing the degree of similarity tbke three groups at baseline, this report also
presents a detailed overview of the characterigifche PFL Evaluation cohort. On average,
participating mothers living in thBFL communities are 25 years old, 18% are teenageersmth
and 52% are primiparous mothers. The large majd@%2o) are Irish with 5% being Irish
Travellers. Eighty one percent of the cohort isaimelationship, with 16% of thBFL sample
indicating they are married. Additionally, 30% obthers reported that their current pregnancy
was planned. On average, mothers left school atld¥gand 63% did not continue education
beyond obtaining a Leaving Certificate. Thirty-digiercent of mothers in tHeFL sample are in
paid work, with 58% of these mothers in full timm@oyment. Fifty-five percent of thBFL
cohort are residing in social housing, 63% are assgssion of a medical card, and 65% of
families are in receipt of social welfare paymenisterms of mental health, 40% of tRéL
sample are experiencing poor well-being and 20% leaen diagnosed with postnatal depression
in a previous pregnancy. Eleven percenPBt mothers reported being in ill health, while 9% of
the sample report experiencing some type of long &hronic illness, 69% indicated a physical
health condition, and 26% reported a mental headtidition. In terms of substance use during
pregnancy, 49% of the sample reported smoking, 2§86rted drinking, and 2% of tHeFL
cohort reported using drugs while pregnant. Fin&6 of thePFL cohort indicated a high risk
for abusive parenting and neglect.



1 Chapter 1: Introduction and Background of PFL Impact Evaluation

1.1 Description and Objectives of the PFL Early Childhood I ntervention

The intergenerational transmission of socioeconomaqualities in children’s health, and
cognitive, behavioural, and emotional developmenermge early, and can persist through life
(Najman et al., 2004; Shonkoff & Phillips, 2000)vi#lence suggests that targeted, early
intervention programmes aimed at disadvantagedireml and their families are an effective
means of reducing these inequalitifseparing for Life(PFL) is a new preventative programme
which aims to improve life outcomes of children dadilies living in North Dublin, Ireland.
This intervention is being evaluated by the UCD 1@éastitute and aims to provide evidence on
the effectiveness of such early interventions.

PFL is a community-led initiative operated by the Neitle Partnership (NSP) in Dublin,
Ireland. The programme is jointly funded by Thea#stic Philanthropies (AP) and The Office of
the Minister for Children and Youth Affairs (OMCYAYhe PFL Programme aims to improve
levels of school readiness of young children livingeveral designated disadvantaged areas of
North Dublin, by intervening during pregnancy andrking with families until the children start
school. It was developed based on recognitionc¢hédiren from this area were lagging behind
their peers in terms of both cognitive and non-dbgn skills at school entry. More recent
research has provided quantitative evidence totiips hypothesis, thus highlighting the need
for such an intervention. Specifically, a repreatiné survey assessing levels of school readiness
of children aged four to five years old attendihg primary schools in theFL catchment areas
found that teachers rated children in BEL communities as displaying significantly lower
levels of school readiness than a Canadian n&fak Evaluation Team, 2010) on the domains
of physical health and well-being, social competenemotional maturity, language and
cognitive development, and communication and gehkex@avledge. Teacher ratings were lowest
in the cognitive domains of language and cognitiseelopment and communication and general
knowledge and approximately 30% of children in tbadhort scored in the lowest 10% of the
cohort on at least one domain of school readinesaddition, the school readiness capabilities
of children living in this area appear to be corsisover time as the teachers indicated that less
than 50% of children entering school in fAEL catchment area wedefinitely readyfor school

in 2004 (Murphy et al., 2004) and again in 20Bg1( Evaluation Team, 2010). Collectively, this
body of research highlights the need for a scheatliness intervention in these communities.
The purpose of théFL Programme is to improve these low levels of schealdiness by
assisting parents in developing skills to help preptheir children for school. As sudhFL
operates under a holistic definition of school reads composed of five dimensions: 1) physical
health and well-being; 2) socio-emotional developtn8) approaches to learning; 4) language
development and emergent literacy; and 5) cogndiwh general knowledge.

The inclusion criteria for thd’FL Programme were based on geographical residence and
pregnancy status, and include both primiparous @oa-primiparous women. In total, 233
women from thePFL catchment area were recruited within the local momity and from the
maternity hospitals at their first booking visitn@ecruitment, women were randomly assigned
to either a low supports treatment group or a tEgpports treatment group. Families in both



groups receive developmental toys annually anditi#eid access to one-year of enhanced
preschool in the local childcare centres. In additboth groups are encouraged to attend public
health workshops focusing on public health messayeh as stress control and nutrition.
Participants in the programme also have accessRbBLasupport worker who can help them
access additional services if needed and theyieea @ directory of local services. Finally, both
groups receive a framed photograph taken by a gsimfieal photographer as well as newsletters
and special occasion (e.g., birthday) cards. Rpatnts in the high treatment group receive two
additional services. First, each family has a dséit mentor who visits the home for between 30
minutes and two hours per week starting during peegy and continuing until the child is five
years old. The aim of these weekly home visit® isupport and help parents with key parenting
issues using a set d?FL developed tip sheets. The mentoring involves bogda good
relationship with parents, providing them with higbality information, being responsive to
issues that arise; and in these ways aims to epabémts to make informed choices and signpost
them to other relevant serviceBréparing for Life& The Northside Partnershi2008). The
mentors focus on five general areas related tal aelvelopment: 1) pre-birth, 2) nutrition, 3)
rest and routine, 4) cognitive and social developtma&nd 5) mother and her supports. P
Programme is therefore similar to the Nurse-Far@ytnership (Olds et al., 1999), however its
duration extends to age five compared to age twihenNurse-Family Partnership programme.
Second, participants in the high treatment grogp glarticipate in group parent training using
the Triple P Positive Parenting programme (Sanddirkie-Dadds, & Turner, 2003) which
aims to improve positive parenting through the aflseideos, vignettes, role play, and tip sheets
in a group-based setting for seven consecutive sv@&ko hours per week for first four weeks
followed by two weeks of phone support and a fimad hour group session on week seven). The
Triple P programme has been subject to multiplerags evaluations which have demonstrated
positive effects for both parents and children (f&ais, Markie-Dadds, Tully, & Bor, 2000).

1.2 Description and Objectives of the PFL Impact Evaluation

The PFL Programme is being evaluated by the UCD Gearytlstiusing a mixed methods
approach, incorporating a longitudinal experimentdign and an implementation analysis. The
experimental component involves the random allocatof participants from thePFL
communities to either a low or high supports treattrgroup for the duration of the five year
programme.However, as thePFL Evaluation is not a classic randomised trial, ashbo
randomised groups receive some form of an inteiwenthe PFL treatment groups also are
being compared to a ‘services as usual’ comparigaup, who do not receive theFL
Programme. This comparison group was identifiedngisquasi-experimental methods.
Specifically, hierarchal cluster analysis was usedentify a community who rank closely to
the PFL community in terms of standard socioeconomic deapycs, but do not receive any
treatment. Ninety-nine pregnant women were reaiuitem the comparison community to help
gauge child developmental trajectories in the atseari an early childhood intervention and to
facilitate comparisons with a ‘services as usualiart.

The impact evaluation collects data on childreiiygical health and motor skills, social and
emotional development, and behaviour, learningrdity and language development, and the
mother’s pregnancy behaviours, physical and psydicdl health, cognitive ability, personality,



and parenting skills from pregnancy onwards. Dagacallected from all three groups at baseline
(t0), and when the child is six months (t1), 12 then(t2), 18 months (t3), 24 months (t4), three
years (t5), four years (t6) and five years old.(ti)addition to these data collection time points,
maternal cognition is assessed one time througtimitduration of the programme (usually
between t0 and t1) using the Weschler AbbreviateeSof Intelligence (WASIPsychological
Corporation,1999). Although the mother is the primary informamall waves of data collection,
information also is obtained from fathers, the @¢hdiblings, and other independent data sources,
such as hospital records. The current report pesval description of maternal responses to the
baseline interview.

Information presented in this report was obtainetbugh face to face structured baseline
interviews withPFL participants 1.4 weeks, on average, after recantrand on the same day as
recruitment for the comparison community. Intengelasted approximately one to one and a
half hours and were conducted using a Computersfessi Personal Interviewing (CAPI)
technigue in which the interview was pre-programroacda laptop computer to ensure accurate
routing of questions and reduce errors associatéddata entry. Although home interviews are
encouraged, participants have the option of comugi¢the interview in her home or in a local
community centre. The majority of both tR&L cohort (53%) and the comparison community
(81%) completed the interview in their home. Eaaltipipant is given a €20 shopping voucher
after the baseline interview was completed as aktlyau for taking the time to complete the
interview. In addition to the mother completed dioemaire, fathers were invited to complete a
baseline interview, either face to face or by catip a questionnaire designed for self
completion. Thirty-three percent of fathers comgidiethis interview or returned a self-complete
guestionnaire. Due to the relatively low numbefather responses, this report will concentrate
on maternal responses, but father’s reports wilitedysed in the future.

Parallel to this, a process evaluation is beingdooted using a multi-sequenced design,
integrating focus group methods witPFL participants and semi-structured interviews with
programme staff to assess programme implementatidnfidelity. In addition, implementation
data recorded by programme staff (using a Dataldl@asmgement System) also are being tracked
on an ongoing basis to measure programme participand service provision. Future reports
will link this qualitative information gained in ¢hprocess evaluation to quantitative information
obtained through the seven waves of data collection

1.3 Aimsand Overview of Report 1

This is the first report of thBFL Impact Evaluation and aims to present quantitabiaseline
information from the first wave of data collectidrhis report serves primarily as a description of
the treatment and comparison groups and examingdaseline differences among the three
groups. As future waves of data collection are deted, the baseline data will be used to
conduct longitudinal analyses relating baselinerattaristics to future child outcomes and to
examine the impact of the programme on changeshawiour over time.

The information presented in this report is basedrmther reported responses to the baseline
interview. Chapter Two reviews the recruitment psx; including the population and sample



based recruitment rates and attrition prior torieation delivery. Chapter Three describes the
methodology used in the analyses presented inghe@tt Chapters Four through Eight present
descriptive statistics on the baseline characiesistf the sample and statistical comparisons of
the low and highPFL treatment groups and the combinB&L treatment groups and the
comparison community. Specifically, Chapter Fouwuges on family demographics including
personal characteristics, parental education aragment status, household composition, and
household material deprivation. Chapter Five prissémformation related to maternal well-
being, including previous indications of postnatapression and measures of self-esteem, self-
efficacy, maternal attachment style, and persondlihapter Six describes self-reported maternal
health across the lifespan and information reldatethe pregnancy. Chapter Seven describes
maternal cognition, thoughts about parenting, amdntions for the newborn baby. Chapter
Eight focuses on social support and maternal usecaf services in thBFL communities. Each
chapter concludes with a brief summary of the kaglifigs presented in that chapter. Finally,
Chapter Nine summarises the description of the iadnod comparisons between the low and
high treatment groups, as well as between the ggtgd’FL sample and the comparison
community.



2 Chapter 2: Recruitment

2.1 PFL Catchment Area

Recruitment into thePFL Programme began in late January, 2008 in the NButlblin
communities of Darndale, Moatview, and Belcampudaig Newtown Court and the Traveller
Community. Due to the relatively slow uptake ratthim these communities, tH&FL catchment
area was expanded to include the areas of Ferigc@ilin, and Greencastle in January, 2009. A
second expansion was initiated in late June, 20@8ctude additional communities in Dublin 17
and Dublin 5. An in-depth analysis of the demograimilarity of the proposed expansion
areas was conducted prior to the addition of amgroanity into thePFL catchment area. As
illustrated in Table 2.1, the expansion areas welegively similar to the origindPFL catchment
area on key socio-demographic characteristics. thufdilly, all expansion areas were
geographically close to the origin@FL catchment area.

Enumeration Area (EA) level data from the 2006 @en#dicate that the origindPFL
catchment area comprised 6,439 inhabitants, wittb@¥g born outside Ireland. Approximately
60% of the original catchment area were living atial housing, 16% were unemployed, and
5% had completed a third level education. The sdeimographics remained relatively similar
when the two expansion areas were combined witlotiggnal catchment area. Specifically, the
final PFL catchment area, including the two expansions, ispased of 15,384 inhabitants, 7%
of whom were born outside Ireland, 42% were livingocial housing, 12% were unemployed,
and 7% had completed a third level education. @f 283 participants recruited into tRé&L
Programme, 172 (74%) are from the original catchregea, 39 (17%) are from the first
expansion area, and 22 (9%) are from the secorahsiqn area.

2.2 Comparison Community Catchment Area

Hierarchical cluster analysis was used to iderttiy degree of similarity between the matched
community comparison group and tlid-L treatment groups by calculating the Euclidean
pairwise distance between communities. Small amaulption statistics (SAPS) from Census
2006 were used to rank all 322 communities in Dubli terms of their closeness to tREL
community based on standard demographic and scoimeenic characteristics. Dissimilarity
matrices showing the degree of similarity betweemmunities were constructed, allowing
comparisons of results across variable inputs. cMtin the selected comparison community
areas were similar to tHeFL catchment areas, they were not the closest rardangmunities.
Several communities were more closely ranked toRRE catchment area, but were already
experiencing some form of early childhood interv@mt Therefore, the selected communities
were identified as they were the most similar sal@mographically communities not receiving
an early childhood intervention. While this quaatiite approach provided suitable rankings
based on statistical data, researchers cross ahéoieeliability of the quantitative analysis with
a qualitative approach. This involved bringing thantitative analysis to local service providers
in the comparison community to gauge the compatgloif the selected catchment areas. Figure
2.1 displays EA level data from the 2006 Censusahestnating that the comparison community



consists of 13,657 inhabitants, 5% of which werenbautside Ireland, approximately 35% of
individuals living in this area were living in sathousing, 10% were unemployed, and 7% had
completed a third level education.

Table 2.1
Figures lllustrating Socio-demographic Similarity @atchment Areas
Original r 2nd
Measure Expansion . Combined Comparison
Catchment Expansion .
(January, PFL Areas Community
Area 2009) (June, 2009)

Inhabitants 6439 3325 5620 15384 13657
Born Outside Ireland 7% 8% 6% 7% 5%
Social Housing 60% 29% 33% 42% 35%
Third Level Education 5% 10% 7% 7% 7%
Unemployment 16% 9% 8% 12% 10%

Source:Small Area Population Statistics, Census (2006).

2.3 Randomisation

231 Benefitsof Randomisation

Randomised controlled trials are the gold standeethodology for evaluating the effectiveness
of policies or interventions (Solomon, CavanaughD&ine, 2009). ThéFL Evaluation is a
randomised controlled trial, or a quantitative camgpive assessment of various levels of
intervention treatments in which participants amadomly allocated to one of two treatment
groups (Jadad, 1998). It has been argued that@sgiparticipants to treatment grouphbolly at
random is the most effective way to maintain balance betwaeo groups of individuals
receiving different treatments (Burtless, 1995)efHfore, randomisation d?PFL participants
into the low or high treatment group is centralthe evaluation design as it ensures the even
distribution of baseline characteristics acroshésgatment group. Randomisation provides each
participant with an equal opportunity to receivéher the low or high treatment intervention and
therefore, on average the observed and unobsehagddateristics of the participants should be
distributed evenly across the two groups beforegtogramme begins. This, in turn, allows
investigators to more effectively examine treatmeifiécts over the course of the programme
(Jadad, 1988). Finally, randomisation of particigaimto treatment groups removes selection
bias and provides a more reliable assessment afntemt effects (Burtless, 1995). By
incorporating such random assignment into a progranevaluation, differences in observed
outcomes may be causally linked to the interventibprogramme being evaluated and provide
strong quantitative evidence recognised to as$sgieeness (Solomon et al., 2009).

2.3.2 Description of Randomisation Process
PFL participants were randomised after informed consgas obtained. An unconditional
probability computerised randomisation proceduresented each participant with an equal
chance of being randomised into the low or highttreent group. After consenting to take part in



the PFL Programme and Evaluation, the participant presdezlyan a computer which randomly
allocated her treatment group assignment. The cteripad randomisation program created an
array to the size of the number of people to bthenrandomised group. In the case of B
Programme this array consisted of 250 posgtie numbers populated with a one or zero. This
array was then shuffled using a random number géoreto randomly assign the numbers a
location in the array. This process resulted irstadf ones and zeros where the numbers are in a
random order and are written to a file one per.lids each participant clicked on the
randomisation website she was assigned a one ond@ch corresponded to the two treatment
groups in the study and heFL code was inserted beside the one or zero inlthe fi

In total, 233PFL participants were randomised, with 118 assignethéolow treatment group
and 115 assigned to the high treatment group.

24 Recruitment Progression

Recruitment for théFL cohort commenced in late January, 2008 and finigmeédigust, 2010.

A total of 233PFL participants were recruited during this 32 monthiquk resulting in an
average of just over seven new participants resatyser month. Recruitment of the comparison
community began in September, 2008 and finishe8aptember, 2010. During this 25 month
period, a total of 99 comparison participants weeeruited, resulting in an average of
approximately four new recruits per month.

Figure 2.1 represents the number of new particgpaatruited each month throughout the
recruitment phase of thleFL Evaluation. Participants from tH&FL communities are indicated

in blue and participants from the comparison comities are indicated in grey. Similarly,

Figure 2.2 illustrates the progression of overakruitment throughout the duration of the
recruitment phase of thieFL Evaluation.

Number of New Participants Recruited Per M onth
18 4
174
16 4
154

i |
14 1 I
13 1
12 1
111
10 1
| | [ I
r |

m Comparison Commun
PFL

Number Recruited

O RPN WA OO O N ® O©

1

Jan March May July Sept Nov Jan  March May July Sept Nov Jan  March May July Sept
'08 '09 '10

Month

Figure 2.1.Number of participants recruited into tREL Evaluation by month of recruitment.
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Figure 2.2.Aggregate total of participants recruited into BfeL Evaluation
throughout the recruitment phase.

2.5 Recruitment Rate

Recruitment into thd°FL Evaluation occurs through one of two sources: 1)hm maternity
hospital or 2) in the community. TH-L Evaluation gained ethical approval from two matigrni
hospitals to facilitate the recruitment procesdsfrocess involved meeting women at their first
booking visit to describd’FL and gauge their interest in the programme. If ana was
interested, her contact details were obtained dedveas contacted to schedule a recruitment
meeting. Community recruitment occurred througkemafls in the community as well as in
community pregnancy and health clinics. The poputabased recruitment rate for th=L
cohort,based on all live births during the recruitment pgawas 52%. Twenty six percent of
pregnant women in the area were approached andintertested in participating in the
programme and a further 22% were not identifiedhi@ recruitment phase. These figures are
based on public health nurses’ records of all @edbirths in the three catchment areas during
the inclusion period and are displayed in Table B.&8 important to note that ethical approval to
recruit in the maternity hospital was gained in M2a§08, four months after recruitment began.
During these four months, community recruitment wae only mechanism by which
participants were recruited into tiFL Programme. This time lag may have contributed to
missing 22% of eligible participants.



Table 2.2

Population-based Recruitment Rate Figures for the Batchment Area

Total Number of Live Births 447

Total Number Recruited 233 (52%)
Total Number Not Interested 117 (26%)
Total Number Missed (did not meet) 97 (22%)

Note.Information regarding the number of live birthglie comparison community
is not yet available.

The recruitment rate by catchment area is present@dble 2.3 and shows that the recruitment
rate was lowest in the first expansion area antldsgin the second expansion area.
Table 2.3

Figures lllustrating Live Births in the PFL CatchntéAreas as Indicated by Public
Health Nurse Records

Category # Live Births #irli(;clgl;lted % Captured
Original Catchment Area 320 172 54%
1% Expansion Area 94 39 41%
2" Expansion Area 33 22 67%
Total 447 233 52%

Note.Information regarding the number of live birthglie comparison community
is not yet available.

Table 2.4 indicates that the sample-based recruoitrege for thePFL cohort,based on all
approached eligible participants during the recrngnt phasewas 67%. It also shows that the
PFL community recruitment rate (88%) was higher thea RPFL hospital recruitment rate
(51%). As community recruitment involved women iating contact with théFL Programme

in order to learn more about the programme andfectlly join the programme, it is unsurprising
that the community recruitment rate is higher thiaa hospital recruitment rate. Table 2.5
illustrates that the majority &?FL participants (55%) were recruited through the comitgu Of
the 129PFL participants recruited from the community, 25% oadéed they were referred to the
programme from a friend or family member alreadyirtg part in thePFL Programme. Twelve
percent of community referrals indicated they heabdbut the programme through RFL
affiliate or informational material, a further 12#ere recommended by a medical professional,
and an additional 12% were referred by a localiserprovider. Nine percent heard about the
PFL Programme from educational professionals in tlea and 8% were referred by a friend or
family member not taking part in the programme.afin 22% of community referrals did not
indicate that they were referred to fPEL Programme by anyone.

As displayed in Table 2.4, the sample-based renant rate for the comparison community was
36%, with a 30% recruitment rate in the communitgl @ 48% recruitment rate in the local
maternity hospitals. Additionally, Table 2.5 shothst the majority of comparison community
participants (58%) were recruited through the lonaternity hospitals.



Table 2.4

Sample-based Recruitment Rates for the PFL Evaludty Cohort and Place of Recruitment

: > _
# Spoke to # Recruited %6 Recruited

Category ) into into
Recruiter
Programme Programme

PFL Hospital Sample-based Recruitment Rate 203 104 51%
PFL Community Sample-based Recruitment Rate 147 129 88%
Total PFL Sample-based Recruitment Rate 350 233 67%
Comparison Community Sample-based Hospital RecaritrRate 190 57 30%
Comparison Community Sample-based Community Renarit Rate 88 42 48%
Total Comparison Community Sample-based RecruitrRarte 278 99 36%

Note. Hospital figures are based on 28.5 months recguiiRL participants and 25 months recruiting comparisomroonity
participants in local maternity hospitals.

Table 2.5
Frequencies Representing Where Participants wepeuRed
Hospital Community Total
Recruitment Referral Number
n (%) n (%) Recruited
PFL Cohort 104 (45) 129 (55) 233
Comparison Community 57 (58) 42 (42) 99
Total 161 (48) 171 (52) 332

2.6 Recruitment and Pregnancy I nfor mation

The majority ofPFL participants (82%) plan to have their baby at tltuRda Hospital, while
16% are using the National Maternity Hospital. Atlier 1% of thePFL cohort are giving birth

in the Coombe Maternity Hospital and less than 1% @anning on having a home birth.
Similarly, 92% of the comparison community partaigps plan to have their baby at the Rotunda
Maternity Hospital, while 8% plan to use the NatibWaternity Hospital.

On averageRFL participants were 21.Mow = 21.3,SDow = 7.0;Mpigh = 21.6,SDhigh = 7.9)
weeks pregnant when completing the baseline irgernand comparison community participants
were, on average, 25.3[) = 10.4) weeks pregndnfThe average week of pregnancy does not
differ between the low and higRFL treatment groups, but the comparison community is
significantly farther along in pregnancy than thggregatePFL cohort T = 4.3, p<.001).
Finally, the majority of participants were in thesecond trimester at the time the baseline
interview was completed. Details of pregnancy tatae at the time of the baseline interview are
presented in Table 2.6. Note that the low and RBh treatment groups do not differ in terms of
the distribution of participants across trimesténd, statistical differences were present between
the aggregatPFL sample and the comparison communjy£ 12.5,p<.01,v = .20).

! Baseline interviews were conducted, on averagewgeks after recruitment for tiREL cohort. The baseline
interview was conducted on the same day as recenitfor the comparison community.
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Table 2.6

Frequencies Representing Pregnancy Trimester a¢ DiBaseline

Interview
1% Trimester 2" Trimester 3" Trimester
(1-12 weeks) (13-24 (25-40
weeks) weeks)
n(%) n(%) n(%)
Low Treatmentif=101) 14 (14) 56 (55) 31 (31)
High Treatment r(=104) 13 (13) 56 (54) 35 (34)
PFL Cohort 6=205) 27 (13) 112 (54) 66 (32)
Comparison CommunitynE99) 2(2) 51 (52) 46 (46)

2.7 Disengagement before Baseline I nterview

Twenty onePFL participants tfow = 14; nuigh = 7) disengaged post recruitment, prior to
completing a baseline interview, two participamis, = 1; nhigh = 1) had a miscarriage before
completing the baseline interview, and foBFL participants ffLow = 2; Nhigh = 2) were
unresponsive during the post recruitment periodl afiter their child was born and thus no
baseline data are available for these participdrtisrefore, baseline data are available for 206
PFL participants, 101 in the low treatment group an8l ibhGthe high treatment group. Five of the
21 PFL participants who disengaged prior to completirigaseline interview were considered to
be no longer active in theFL Programme due to an extended period (i.e., more dha year)
of inactivity. Of the remaining 16 participants, Xarticipants who dropped out of the
programme before completing a baseline interviewvipled reasons for their decision to
disengage with the programme. Specific reasons Wexethey do not want to discuss their
personal life and family, that it would take up tmoich of their time, that they did not feel that
themselves or their child needed the programme,ttleaduration of the programme was too
long, that it would get in the way of their dayday life, that they were uncomfortable with
people coming to their house and/or that they dictimnk the programme would help.

Of the 25PFL participants who were recruited into tREL Programme, but did not complete a
baseline interview, excluding those who miscarriedsic socio-demographic information is
available for 12 of them. When the socio-demograppiofile of these participants was
compared to participants who did complete a basaetiterview, only one significant difference
emerged. Specifically, individuals who completebageline assessment indicated they received
significantly more support from friends than thaglkeo dropped out of the programme before
completing this baseline interview. Differencesage, support received by family members,
support received from other people in the mothifies age the mother left full time education,
the number of household members working full tintee number of household members
working part time, and the ability to make ends taid not reach significance. Note that the
sample size used in this analysis is small aslyt pertains to a subset of participarietails of
these tests are presented in Table 2.7.
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As recruitment into the community comparison grougs completed immediately prior to
conducting the baseline interview, there are basetiata available for all 99 comparison
community participants.

Table 2.7

Demographic Comparisons for PFL Participants whal @nd Did Not Complete a
Baseline Assessment

BL Complete — No BL

N

. Ma, Mno Mg —
Variable NgL/
M/ sp 5D M P
No)
127 25.45 23.83
Age 11512) (6.17) (381 12 ns
. 125 3.79 3.50
Family Support (113/12)  (0.65) (0.80) 0.29 ns
. 121 3.67 3.08
Friend Support (109/12)  (0.64) (1.24) 0.59 <.01
Other Support 110 3.92 3.83 0.09 ns

(98/12)  (0.88)  (0.94)
111 16.87  16.25

Age Left Education (99/12) (1.87) (1.14) 0.62 ns
Household Members Working Full Time (13/612) (é;g) (égg) 0.14 ns
Household Members Working Part Time (917%31) (égg) (éig) 0.16 ns
Ability to Make Ends Meet 126 3.74 3.75 -0.01 ns

(114/12) (1.02)  (0.97)

2.8 Key Findings

» According to Enumeration Area (EA) level data frdhe 2006 Census the fin&FL
catchment area, including the two expansion alieaspmposed of 15,384 inhabitants,
7% of whom were born outside Ireland, 42% werentjvin social housing, 12% were
unemployed, and 7% had completed a third level &titue. Of the 233 participants
recruited into thé®FL Programme, 172 (74%) are from the original catchnaeea, 39
(17%) are from the first expansion area, and 22) (@8 from the second expansion area.

* The comparison community consists of 13,657 inlaaiét 5% of which were born

outside Ireland, 35% of which were living in sodmlusing, 10% were unemployed, and
7% had completed a third level education.
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In total, 233PFL participants were recruited into the programmehwil8 assigned to
the low treatment group and 115 assigned to thle tieptment group. Additionally, 99
participants were recruited from the comparison roomity.

The population-based recruitment rate for B& cohort,based on all live births during
the recruitment phasevas 52%.

Approximately 26% of approached eligif?&L participants during the recruitment phase
were not interested in participating and a furtB2eo of eligible participants were not
identified throughout the recruitment phase.

Approximately 55% ofPFL participants were recruited in the community and645
through two maternity hospitals.

Approximately 58% of comparison community particiawere recruited through two
maternity hospitals and 42% through community sesirc

The sample-based recruitment rate for R cohort,based on all approached eligible
participants during the recruitment phaseas 67%.

The sample-based recruitment rate for the compademmunity was 36%.

On averagePFL participants were 21.5 weeks pregnant when conmgidtie baseline
interview and comparison community participantsen2s.2 weeks pregnant.

Participants who were recruited into the programmng, did not complete a baseline
interview reported receiving significantly less popt from friends than those who stayed
in the programme. Differences in age, support weckiby family members, support

received from other people in the mother’s lifeg alge mother left full time education,

the number of household members working full tithe, number of household members
working part time, and the ability to make ends k@ not reach significance.
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3 Chapter 3: Methodology of Analyses

3.1 Introduction

This chapter describes the methodology used toysmdhe baseline data collected in BfeL
Evaluation. Chapters four through eight follow aitar format. Each chapter focuses on a
specific topic and begins by reviewing the relevaatature and discussing the relevance of that
theme to théPFL Evaluation. The measures and standardised instrisnoellected during the
baseline interview are then described. The sumnsaayistics of these measures follow,
accompanied by a discussion of the statisticabofices, or lack thereof, found between the low
and highPFL treatment groups and the ovelRHRL group and the comparison community.

This chapter describes the methods employed tssdbese relationships and how the results
presented in the report should be interpreted.

3.2 Handling Missing Data

While participants were encouraged to answer alkstans during the baseline interview, there
were cases in which participants either could moviple a response to a question or did not wish
to provide a response. This resulted in missing datsome items. Overall, the extent of missing
information in the baseline data is very low asldsan three percent of data were missing for
each psychometric scale. However, to maximise #mpte size, interpolation methods were
used to correct for missing data in these scalege fhat such methods were only used for
standardised psychometric scales, as it is possiblatilise information within that scale to
replace the missing data. In cases where datamiggng on single item measures, observations
with missing data were excluded from the analySis.average, all data were present for 97% of
single item measures.

For the standardised scales, missing data were t@dpusing responses that mothers had
provided on other items within the standardisedescBhe method involves replacing missing
items with the group mean for that item and thgunstohg for random noise. As responses on the
standardised measures are treated as continudaspassible to calculate means. Specifically,
the average response to a given item is calcufatedach of the three groups (low treatment,
high treatment, matched comparison community). Mgstems were then replaced with the
corresponding group mean. As replacement using thygroup mean may lead to under-
estimation of the variance, the missing data fandardised scales were imputed using the mean
plus a random residual value. The number of respaisdfor whom items were imputed ranged
from zero Consideration of Future Consequences Sctdenine {ulnerable Attachment Style
Questionnairg resulting in an overall imputation average of 3observations for the
standardised scales.
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3.3 Description of Analyses

331 Standardised Scale Reliability

Cronbach’s alpha coefficients (Cronbach, 1951) veadeulated for all standardised scales used
in this report and are reported in the text alorip the description of these scal€onbach’s
alpha @) measures the intercorrelations between items envélnious psychometric scales. It
provides an indicator of the internal consistencyabiability of the measure (Cronbach, 1951)
and provides an indication of how closely itemst theake up a latent variable or scale are
related. In terms of interpretation, a Cronbachha of 0.7 or higher is considered evidence of
sufficient dependability (Breakwell, 2006).

3.3.2 Continuous M easures

Both continuous and categorical measures are useklis report, with each type of measure
requiring a different method of analysis. While tonous measures, such as age, are treated as
continuous in the analysis, categorical measurash sas parental education levels, were
dichotomised or recoded to capture all informaiiomas few categories as necessary. Measures
that were dichotomised are noted throughout tHeviahg chapters.

When examining group differences in continuous messs it is necessary to determine whether
parametric or non-parametric tests should be aghpMeasures which are normally distributed,
(i.e., the data follow a bell-shaped curve) reqpiaeametric tests and measures which are non-
normally distributed (i.e., the data are skewedune non-parametric tests. As the sample will
vary depending on whether the low and higRL treatment groups are being compared or
whether the overalPFL group and matched comparison community group emgglbcompared,
the normality of each subset of data was exploféé. skewness-kurtosis test was employed to
test the null hypothesis of normality. If the hyipesis is accepted (i.e., data are normally
distributed), Monte Carlo permutation tests usinggegression framework are typically used to
compare the groups. However, if the hypothesis ejgcted (i.e., data are not normally
distributed), the Monte Carlo permutation testsngsa Mann-Whitney rank sum test are
commonly used. The regression framework calculthesdifference between group means,
while also accounting for the spread of respongbke. Mann-Whitney method does not depend
on mean values but rather, it ranks the valuehé@entire sample and then checks whether
similarly ranked values can be found in both grodpsne group has a significantly larger
proportion of higher ranked values, that is str@wdence of a group distinction. Both the
regression and the Mann-Whitney rank sum test leapevalue associated with them which
allows us to assess the probability that groupetbffices are due to chance. For all variables of
interest, both a regression and a Mann-Whitney wese conducted. In most cases of non-
normally distributed data, the results did not afiffoetween the two analyses conducted.
Therefore, Monte Carlo permutation tests, based@®00 replications, using a regression
framework are presented throughout Chapters Foougih Eight unless otherwise noted.
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3.3.3 MonteCarlo Permutation Tests

Given the relatively small size of the sample iasth analysed\N(= 304), and the non-normality
of many outcome measures, traditional techniqueishmvork under the assumption of large
samples are not appropriate. Instead, Monte Canlmptation tests were employed to check for
statistical differences among the different growplsen examining continuous and binary
measures. A permutation test is a method wherebyowtnome of interest is tested for
significance by comparing the original sample toltiple, random permutations of the data.
Permutation tests work as follows: firstly, theatednship between measures is observed and a
test statistic is calculated. Then, the data atdfleld multiple times (i.e., 20,000) to examine
whether the observed relationship is likely to adzyichance. Thp-value for a permutation test
is computed by examining the proportion of permatet that have a test statistic greater than or
equal to the observed statistic in the original glamif the proportion is small, we know that the
original statistic is an unlikely outcome. This med provides evidence that something other
than chance is driving the relationship. Thesestast also distribution-free as they do not rely
on assumptions about the parametric distributiomfwhich the data have been sampled. As
permutation tests give accurgtealues even when the sampling distribution is steéivihey are
often used when sample sizes are small and sanapigtiss are unlikely to be normal (Marozzi,
2002).

3.34 Categorical Measures

When the measures that are being examined areocatdgn nature, two different tests can be
applied: chi-square or Fisher’'s exact. The appabpriest is determined by examining the group
frequencies within each variable category. If s&egaty has a frequency of five or greater, the
chi-square test is employed, otherwise, the Fishexact test is used. The chi-square statistic is
calculated by examining the tally of responses anious categories for two different groups.
This provides an indication of whether the two gir®are dividing into the various categories in
a similar manner. Due to the distributional assuomst of this statistic, it is only suitable for
relatively large samples. For this reason, theriotisin that the frequency of each response
option must be five or greater for every group gatg is enforced. If this assumption does not
hold, Fisher's exact was used as this statistaalsulated using a slightly different formula that
approximates a probability distribution even whiea sample is small. Like the techniques used
for continuous measures, the chi-square and tHeeFssexact tests havepavalue associated
with them which indicates the likelihood of obsewyithe resulting statistic by chance. Chi-
square tests are used for categorical variablesigiwout Chapters Four through Eight unless
otherwise noted.

3.35 Effect Sze

Permutation tests, chi-square tests, and Fishewsteests provide a statistical method for
determining whether a statistically significant atednship exists in the data. In order to
understand the magnitude of the relationship, awothethod is required. To examine effect
sizes, Cohen’d was used for continuous and binary measures aaahé€ sV was calculated for
categorical measures. Coherdscalculates the difference between the mean vatdiesvo
groups, while accounting for the distribution o tvalues. As Cohentrequires examination of
group means, it can only be calculated for contusuor binary variables. Therefore, the

16



Cramer’sV statistic was employed to measure the effectfeizeategorical variables. Cramer’s
V is calculated by taking the chi-square or Fishekact statistic and adjusting it to account for
the number of observations in each categdhe effect size statistics can be interpreted as
follows: a Cohen’sl ranging from 0.0 to 0.2 is deemed a small effeaitjes ranging from 0.2 to
0.8 represent a medium effect, and values grelater 0.8 illustrate a large effect (Gravetter &
Wallnau, 2004). Cramer¢ can range from zero to one, with values closemi® representing a
stronger effect. For the type of analyses conduictedis report, a Cramerd ranging from 0.1

to 0.3 represents a small effect, values rangiogh 0.3 to 0.5 represent a medium effect, and
values greater than 0.5 indicate a large effecay€ter & Wallnau, 2006). Although these serve
as guidelines for interpretations of effect sizasthis report, future reports evaluating the
effectiveness of thd?FL Programme will use results reported in similar paogmes to
benchmark effect sizes, and to provide a contextdetpretation of such findings.

34 Description of Summary Statistics

The following summary statistics and tests aregmesl in the descriptive tables within Chapters
Four through Eight. This section provides a useftdrence when examining these tables.

* N represents the response frequency or the numberspbndents who answered the
guestion of interest.

* M illustrates the mean, or average value of resmongbis statistic is provided for
continuous and binary variables and representavkeage response of all participants
who answered the question of interest. For binanables, this value can be interpreted
as the proportion of the sample who reported beirlge category described.

» SDis the standard deviation. This is calculated fogtly, summing up the difference
between each observed response and the averagmsesghis sum is then divided by
the total number of observations to derive the ayerdifference between responses and
the mean. It serves as a useful indication of haxed the responses were.

* Low/High and PFL/Compsubscripts attached to the summary statisti;dM, and SD)
indicate the subgroups for which the summary siesihave been calculated. The mean
responses for the loRFL treatment group (low), higRFL treatment group (high), the
overall PFL group PFL), and the comparison group (Comp) are comparadultiple
ways. The data are first grouped B¥L treatment status (low treatment and high
treatment) to examine baseline differences witlia PFL cohort and secondly, the
overallPFL group is compared to the matched comparison contynun

» p-valuerepresents the probability of observing this resar the likelihood of observing
differences between the two groups, by chance.aBeg where there are statistically
significant differences between the two groupg;\alue is presented which indicates the
likelihood that the group difference could havedamly occurred. Consistent with the
literature, gp-value of less than .05 is considered to be sigmificA p-value of less than
0.05 (5%), 0.01 (1%), or .001 (0.1%) conveys timet probability that the difference
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between the two groups is due to chance is less 386, 1%, or 0.1%, respectively.
Given that this is a baseline comparison, hmlalues (i.e., non-significant results)
would be a positive result indicating pre-interventsimilarity between groupg-values
are presented for significant differences only. Manificant differences are noted with
ns

Effect size (d or Villustrates the magnitude of the group differerdhile thep-value
allows the reader to determine whether or not tiseeestatistically significant difference
between groups, it does not indicate the strengjtheo difference. As the strength of a
relationship can provide valuable information, tefect size was calculated using
Cohen’sd for continuous variables and Cramev'§or categorical variables.
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4 Chapter 4: Parental Demographics, Education and Employment
Characteristics, and Household SES Indicators

4.1 Introduction

Socioeconomic status (SES) is a widely studied tcocisin the social sciences. It has been
conceptualised and measured in several ways, withst ndefinitions including some
guantification of parental education, occupatiostatus, and family income. Research indicates
that SES is associated with a variety of healtlgndove, and socioemotional outcomes in
children (see Bradley & Corwyn, 2002 for reviewpwhver, it is not clear whether it is poverty
itself, or factors associated with poverty (e.mngke or teen parenthood), that has a causal impact
on child outcomes. Therefore, when conducting mesem child development, it is imperative
that a comprehensive measurement of SES be ugsdriog both traditional SES indicators and
the associated demographics. This chapter presgatmation pertaining to several dimensions
of SES including parental characteristics such dscation, employment, weekly household
income, social housing status, medical card standmaterial deprivation.

411 Parental Ageand Primiparous M other Status

Teenage parenthood is often linked to SES, with&®&% standing as the single best predictor of
adolescent parenthood (Fahey, 1995). Early paredtimassociated with both short and long-
term effects on children’s intellectual, behavidurand social development (Fergusson &
Woodward, 1999). In particular, research indicdtet children of younger mothers are at an
increased risk of experiencing problematic parémitdc interactions (Brooks-Gunn &
Furstenburg, 1986), lower levels of cognitive amtial skills (Terry-Human, Manlove, &
Moore, 2005), and educational underachievementifK@005). Furthermore, teenage mothers
are more likely to have premature and low birth glieiinfants, and their infants experience
greater risk of death in the perinatal period (Ebfein & Felice, 2003; Klein, 2005). Evidence
also suggests that fathers of children of teen aersthre less likely to provide both economic and
social support to their family (Rangarajan & Gleasb998), which may adversely affect child
development as paternal involvement, in terms oégiaing, quality of interactions with the
child, and provision of financial support, has bdéiaked to reductions of many of the negative
outcomes associated with young motherhood (Furstgn& Harris, 1993). On the other end of
this spectrum, advanced maternal age is linkedetteb behavioural and cognitive scores in
children (Fergusson & Lynskey, 1993) and reducskl of educational underachievement, crime,
and mental health difficulties in adolescence (Bssgn & Woodward, 1999). However,
negative associations with advanced maternal age laave been identified. For example,
advanced maternal age at first birth may have rdetrtal health implications for both mother
and child as women who are over the age of 30 wihey give birth have a higher risk of fetal
deaths, low birth weight, or very pre-term birthn@itingius, Foreman, Berendes, & Isotalo,
1992; Heck, Schoendorf, Ventura, & Kiely, 1997). dittbnally, advanced paternal age is
associated with a range of neurodevelopmental @issy such as autism and schizophrenia
(Saha, Barnett, Buka, & McGrath, 2009), highliggtithat parental age, either young or old, is
an important factor to consider when examiningccdgvelopmental outcomes.
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It also is important to consider the proportion psimiparous mothers in thBFL cohort as
typically home visiting programmes primarily workitiv primiparous mothers. Therefore, an
important outcome of th®FL Evaluation is to determine whether such a progransan be
effective with non-primiparous women. Research datis that first born children show an
advantage over later born children for outcomeshsas educational attainment (Black,
Devereux, & Salvanes, 2005), cognitive developn{&iltes, 2010), and participation in high-
school extracurricular activities (Rees, Lopez, it & Argys, 2008). These studies find birth
order effects even when related variables, suckamdly size, are rigorously controlled for.
Psychologists best explain these effects in teritbeoconfluence model (Zajonc, 1976), which
considers the intellectual environment of the ghéidd how the absolute intellectual levels of a
family fall when a new sibling arrives, resulting a less stimulating environment. Zajonc also
suggests that older children benefit more from itttellectual stimulation of teaching young
children, than younger children gain through obstownal learning. Economic theories, in
contrast, underline the restrictions new siblinggase on the availability of parent time and
resources (e.g., Becker, 1981).

Such effects must also be considered in the comtieatlow SES sample. Research examining
the relationship between socioeconomic statush order, and child outcomes finds mixed
results. Some researchers claim that the posititedlectual gains for first born children hold
across all socioeconomic levels (e.g., Zajonc, 19%@ile others find that birth order effects
disappear when SES is controlled for (Steelman &dyle1980). Of particular interest in this
experimental study is whether participation in BfeL Programme can compensate for some of
the less favourable outcomes experienced by later ¢hildren.

4.1.2 LoneParent Status & Siblings

The number of people living in the household areirthelationship to the child also has the
capacity to influence child development. Reseamsistently demonstrates that growing up in
a single-parent family has negative consequenaeshitdren, putting them at greater risk for
low educational attainment (Biblarz & Raftery, 199%xternalising behaviours (Mott,
Koweleski-Jones, & Meneghan, 1997), and poor weihd (Ribar, 2004). The rate of non-
marital childbearing has increased dramaticallyrdkie past three decades (Kiernan & Pickett,
2006), with an accompanying research focus on ahiidomes. Children of married mothers,
compared to those of both single and cohabitingmiar tend to have higher 1Qs (Bacharach &
Baumeister, 1998), to have greater birth weighten(iett, 1992), exhibit less behaviour
problems (Brown, 2004), and engage more in schgghmato, 2005). Furthermore, unmarried
mothers are more likely to smoke during pregnasaffer from depression, and are less likely to
engage in breastfeeding (Kiernan & Pickett, 200@gsearch also shows that unmarried
cohabiting parents have fewer years of educatiamn éess income, have lower levels of
psychological well-being, and report higher levefsparenting stress than married parents, all
factors which may contribute to the poor developtaleoutcomes experienced by these children
(Amato, 2005). The number of siblings a child hls® &an impact developmental outcomes as
several studies demonstrate an inverse relatiort®tipeen the number of siblings a child has
and the child’s educational attainment (see SteslnRowell, Werum, & Carter, 2002 for
review). The most frequently posed explanation tfos effect is resource dilution, whereby
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parental resources are distributed equally amohghdtren, and a greater number of children
results in less resources per child (e.g., Sun,&009).

413 Parental Education

Another SES indicator which shows key relationshipgh child developmental outcomes is
parental education. Numerous studies have demdtedtrthat low parental education is
associated with lower levels of school achievensnd 1Q later in childhood (see Bradley &
Corwyn, 2002 for review). Recent evidence suggests enrichment of the home environment
has a mediating effect on the relationship betweeaternal education and children’s
achievement in reading and maths (Zadeh, Farnidn@erleider, 2010). Maternal education, in
particular, has a substantial effect on child ptgishealth, as measured by children’s height and
weight for age (Boyle et al., 2006). This has béemonstrated as a “nurturing effect,” where the
impact of maternal education on health operatesutiir a better knowledge of health care and
nutrition, healthier behaviours, and providing aitay, safe environment for children (Chen &
Li, 2009). Furthermore, evidence suggests thatnpareesducation positively influences the
beliefs and behaviours of the parent, leading tteb®utcomes for their children. For example
Halle, Kurtz-Costes, & Mahoney (1997) found, usimgsample of low-income parents, that
parents with a higher level of education have greekpectations for their children’s academic
achievement, and that these expectations are delatdeir child’s success in mathematics and
reading.

Similarly, parental literacy and numeracy difficaet also can have a negative impact on child
development. Specifically, research shows thatcttikelren of parents with a history of reading
difficulties are at greater risk for reading ditfldes themselves (Gilger, Pennington, & DeFries,
1991), which may result from less shared readingee&nces, and a lack of access to print
materials (Bus, Van ljzendoorn, & Pellegrini, 1996enetic factors also may partially explain
both reading and mathematics difficulties in creldr(Plomin & Kovas 2005). Interestingly,
more recent research finds a link between parafiféitulties in mathematics and increased
efforts to help children learn mathematics, potdhtireflecting concerns that their children will
have similar difficulties (Silinskas, Leppanen, Ale Parrila, & Nurmi, 2010).

414 Parental Employment and Income

Parental unemployment is another key factor whigh bave an impact on children’s social,
cognitive, and health outcomes, although this éffecies according to the social group under
observation, the duration of unemployment, and it is the mother or father who is
unemployed. Research finds that children of mothdre work during their first year of life
have more behaviour problems and lower cognitiveescthan children of mothers who do not
work during this period (Berger, Brooks-Gunn, Paxs& Waldfogel, 2008). However, this
effect is less pronounced for children of paremdow SES communities (Hill, Waldfogel,
Brooks-Gunn, & Han, 2005). There also is evidende adverse effects of maternal
unemployment on the general health status of laesme children, particularly boys, an effect
that is mediated by the reduction of economic resesiwhich accompanies unemployment
(Gennetian, Hill, London, & Lopoo, 2010). The recércus on maternal employment possibly
reflects the shift in traditional gender roles, atelelopmental concerns brought about by an
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increase in working mothers. However, both matermadl paternal employment can affect
children’s cognitive and behavioural outcomes. Eegthinvoluntary employment separation due
to layoff, downsizing, being fired, or a medicabblem is associated with a greater likelihood of
children repeating a grade or being suspended §ahmol, but only in families where mothers
were the principal earners, suggesting that thecefs less about income differences and more
about family dynamics (Kalil & Ziol-Guest, 2008).

In addition to employment, it is important to examithe nature of parental occupation, and in
particular the number of hours spent at work. Aergcstudy reported an association between
parental job quality, or characteristics which éoghe well-being of the employee, such as high
wages, skill, and job security, and emotional aatdvioural difficulties in children (Strazdins,
Shipley, Clements, Obrien, & Broom, 2010). Furtheren examining the number of hours
worked per week can provide valuable informatioowtlihe relationship between employment,
income, and child outcomes. For example, ParcelMeraghan (1990) demonstrate a nonlinear
effect of maternal work hours on verbal skills amadhree to six year old children. Specifically,
children of mothers who worked 21 to 35 hours peekvperformed significantly better than
children of mothers who worked 35 to 40 hours peekv However, they did not fare better than
children whose mothers worked less than 21 hours/pek.

Related to employment is household income whicpasitively associated with child health
(Case, Lubotsky, & Paxon, 2002; Currie & Stabilé02), cognitive outcomes (Yeung, Linver,
& Brooks-Gunn, 2002), school achievement (Havemamvélfe, 1995), and externalising and
internalising behaviours (Duncan, Brooks-Gunn, &eldnov, 1994). Furthermore, research
finds a robust positive effect of household incoomechild health outcomes (Case et al., 2002;
Currie & Stabile, 2003) and more recent researafgssts that this effect partially operates
through maternal child health related behaviourd parental health (Violato, Petrou, & Gray,
2009). Income, as an individual component of SHS) has been positively associated with
children’s cognitive test scores (Yeung et al., 20&chool achievement (Haveman & Wolfe,
1995), and externalising and internalising behad@dDuncan et al., 1994). Suggested pathways
through which these effects operate are healthraidtion, the home environment, parental-
child interactions, parental mental health, andyimeourhood conditions (see Brooks-Gunn &
Duncan, 2002 for review). To estimate a true cawstdct of income on child outcomes,
researchers must control for any exogenous vagablefactors that both affect parental income
and are correlated with child outcomes. Howeventrodling for all exogenous variables is
impossible, as many of these variables are unkn@w., Mayer, 2002). Studies that use
techniques to control for unobserved exogenousbkes typically, but not always, find smaller
effects than less rigorous analyses. The largdsttefare found for cognitive test scores and
educational attainment. For example, Mayer (199id) Blau (1999) use fixed-effects models to
control for unobserved heterogeneity, finding a esidissociation between parental income and
children’s cognitive test scores. Similarly, Dunca®ung, Brooks-Gunn, & Smith (1998) find
that an increase of 10% in parental income is dsatwith an increase of approximately half a
year of schooling. In sum, high quality researclniclv utilises techniques to control for all
observed and unobserved family background charsiitsy finds a small-to-modest effect of
income on child outcomes. The size of the effepedes partly on factors including the outcome
under study and the length of time over which piencome is measured (Mayer, 2002).
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A further methodological point to consider concesusvey response biases. Research in this
field indicates that there is substantial variatiomdividuals’ interpretations of expenditure and
income-related survey questions, with many indigidueporting their individual income instead
of the household income (e.g., Comerford & Delar2§]0). Therefore, it is important that
proxy indicators for low SES be incorporated, sashmedical card status, possession of private
health insurance, and social welfare status.

415 Household Socioeconomic Status I ndicators

Although living in social housing is indicative tdw SES, several studies have reported that
living in social housing is associated with postidevelopmental outcomes for children
compared to similarly poor families not residingdacial housing, including grade retention
(Currie & Yelowitz, 2000), educational attainmeite(qvman & Harkness, 2002), and greater
parent-reported health (Fertig & Reingold, 2007he3e relationships may be due to the
increased resources available to parents who recsibsidies for housing (Leventhal &
Newman, 2010).

Another indicator of low SES is material deprivatiolhe inclusion of material, or enforced,
deprivation measures can help to underline thenéxtea respondent’s poverty status. Enforced
deprivation is defined ahe inability to afford basic specific goods or\#ees...reported at the
household and not the individual lev@EU-SILC, 2008). Deprivation indicators form a
complement to monetary measures, which can beiablel(Comerford & Delaney, 2010), and
contribute towards a multi-dimensional conceptaditsy of poverty (Guio, 2005). Such
indicators largely relate to an enforced lack efrs that depict material living conditions, such
as the possession of consumer durables and thetlmds condition (Nolan & Whelan, 2010).
As these deprivation indicators are a relativelw ragldition to the poverty literature, research
into their effects is limited and mixed. For exampénforced deprivation is associated with
negative outcomes such as poor health (Torsheih,e2004), but also with positive outcomes
such as increased breastfeeding duration (BrowgndtaBenton, & Lee, 2010). It should be
noted, however, that a family experiencing enfordegrivation may choose to breastfeed their
baby given their lack of resources. Lastly, degroraindicators are associated with increased
psychological distress and depression among thenploged (Bjarnason & Sigurdardottir,
2003). Such difficulties are important as parermdatcomes such as these can affect child
developmental outcomes. For example, maternal dejore is linked to lower levels of child
well-being (Feldman et al., 2009), while breastiegds linked to a range of positive health
benefits for the child (see Oddy, 2001 for revielmlusion of enforced deprivation indicators in
the PFL survey adds a reliable measure of poverty, helppomt those families who are
particularly at-risk, and may underline whether thiervention has a protective effect against
adverse outcomes of poverty.

This report also uses two additional proxies fav BES: medical card status and social welfare
payments. Both of these variables serve as prdgre®w income as both medical card status
and social welfare payments in Ireland are meastede such that family income must be below
a certain threshold in order to be eligible.
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416 Overview

A large body of research provides support for eattydhood interventions as a means of
closing the SES gap in children’s skills and corapeies at school entry (see Ramey & Ramey,
2004 for review). At its core, theFL Programme aims to raise the levels of school readim

a disadvantaged, low-SES community, and to comperisa the social-class discrepancies in
children’s skills and abilities. It is therefore perative that SES variables are comprehensively
assessed at baseline so that the potential fuamefits ofPFL are not spurious effects resulting
from associations with unobserved family charasties.

The current chapter presents information pertainnghe following dimensions of SES: teen

parent status, single parenthood, parental educatarental employment, ethnicity, household
income, as well as information on the SES proxyicaitrs of social housing, medical card,
private health insurance, social welfare, saviregg] enforced deprivation. The chapter also
includes information on general demographics ofepi age, first-time mother status, and
number of children. Statistical differences betwdes two PFL treatment groups and overall

PFL and comparison groups are also examined.

4.2 Instruments

421 Parental Demographics

Mothers were asked their age and the biologichlefsd age at the time of baseline interview.
Parental ages are represented as continuous eiablell as binary variables, dichotomised at
age 19 or below, to illustrate the proportion artage parents taking part in tREL Evaluation.
Mothers also were asked to select their ethnictiynfa list of nine categories. This information
was used to generate a three category variableaitioy whether the mother is of Irish, Irish
Traveller or Other origins. Mothers also reportérbit number of biological children, if
applicable. This was used to indicate the proportd primiparous mothers in the programme
using a binary variable. Finally, the mother repdrher current relationship status from a list of
seven options. This information was used to geadved separate binary indicators indicating 1)
whether the mother was currently in a relationgh@, married, cohabitating, or boyfriend) or 2)
married.

4.2.2 Parental Education and Functioning in Daily Life

Mothers were asked their highest level of educatbtained as well as the highest level of
education obtained by the baby’s biological fatiRrsponses to this question were dichotomised
to indicate the number of parents who had complatédnior Certificate Qualification or below.
This information also was used to generate a bimadcator representing the proportion of
parents in thd’FL Evaluation who hold a primary degree. Mothers algoe asked the age at
which they and the baby’s father left full-time edtion. Finally, mothers were asked three
guestions pertaining to their literacy and numerdgyDo problems with reading, writing, or
maths make it difficult for you to manage day-tg-dativities, like paying bills, writing letters,
and so on?2) Can you usually read and fill out forms you mighvé to deal with in everyday
life and 3)When you buy things in shops with a €5 or €10 reate,you usually tell if you have
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the right change®he responses to the first question range fromtorieree and includges a

lot; yes a little; andno, not at all Responses to the second and third questions feorgeone to
four and includegasily, with some difficultywith a lot of difficulty andno. A binary variable
indicating overall literacy and numeracy difficelsi was created such that respondents were
divided into two groups based on whether they iaigid experiencing any literacy or numeracy
difficulties or not.

4.2.3 Parental Employment Characteristics

Several questions assessed the current work sibhusth the mother and the biological father.
Participants were asked to select their currentkwsiatus from a list of options including
currently in paid work, in work but on leave, undayed, student, looking after home/family,
retired, not able to work due to disability/sickagpaid FAS trainingpr unpaid FAS training
Responses to this question were dichotomised t@sept the proportion of mothers and fathers
in paid work versus not in paid work, and the pmipa of mothers and fathers currently
unemployed. In addition, mothers reported on whethe mother and father worked in full or
part time employment and the approximate annuainecof both parents.

424 Household SESIndicators

Several questions assessed the socioeconomic sfatiis household. Specifically, a series of
binary socioeconomic status indicators assessedheh¢he mother was currently living in
social housing, whether she had a medical cardth@heshe had private health insurance, and
whether she was currently in receipt of any sowglfare payments. Mothers also stated whether
or not they saved money on a regular basis. Mdtperseption of financial difficulty also was
assessed by asking her to consider the total inagntieeir household, and to rate on a seven-
point scale, ranging from it great difficulty to very easily,how difficult it was for the
household to make ends meet. Responses to thableanvere used to generate a categorical
variable indicating whether the mothers make endstrwith difficulty, they get by, or easily.
Finally, participants also stated the householdgkly income from all sources, selecting from a
scale where the lowest range viess than €50and the highest w&1500 or moreThis 14 item
measure was used to generate a categorical vandbiefive divisions indicting a weekly
household income of less than €250 per week, bet®2B0 and €500, between €500 and €750,
between €750 and €1000, and over €1000 per week.

425 Material Deprivation

Material deprivation was assessed using eleven\@gion indicators, taken from the EU Survey
on Income and Living Conditions (EU-SILC, 2008).rtiR#pants indicated whether family
members experienced a lack of any of the followiams, and whether this was due to a lack of
money or for another reason:

1. Household heating (in the last year)

2. A morning, afternoon, or evening out (in the lastright)
3. Two pairs of strong shoes

4. A roast meal (once a week)
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A meal with meat, chicken or fish (every second)day
New (not second-hand) clothes

A warm, waterproof coat

Keeping the home adequately warm

Replacing any worn out furniture

10 Having family or friends for a drink or meal (onaenonth)
11.Buying presents for family or friends (at least ercyear)

© NGO

Responses to these questions were recoded toeapthe proportion of mothers who indicated
enforced deprivation on at least one item. Enfordeprivation was defined as experiencing a
lack of material goods due to financial reasonsdifdahally, these eleven indicators were
combined to create a continuous measure indicdtiegtotal number of items on which the
mother noted deprivation.

43 Results

Descriptive statistics and statistical tests examgin group comparisons of parental
demographics, education, employment, and housekotdoeconomic status indicators are
presented in Tables 4.1, 4.2, 4.3, and 4.4. Spadlifi differences in maternal reports for
participants in the low and high treatment groups examined as well as differences between
the overallPFL group and the comparison community group. In t@&lmeasures were assessed
in this chapter. The low and high treatm®&®iL groups did not differ on any measure assessed.
The aggregat®FL cohort and the comparison community, however, diffeon six of these
indices.

4.3.1 Parental Demographics

Parental demographics are presented in Table 4dlTable 4.4. There were no statistical
differences between the low and higfrL treatment groups on any parental demographics.
There were statistical differences between thealVBFL group and the comparison group on
two of the nine demographics examined.

Table 4.1 shows that mothers in the low and higkattnent groups were on average
approximately 25 years old at the time of recruiitnevhile mothers in the comparison sample
were significantly olderg<.05,d = .32) with a mean age of 27 years old. Approxitys28% of
the mothers in the low treatment group were teemagiers, compared with 16% in the high
treatment group and 11% in the comparison groupilethe mean age of fathers in the low
treatment group was 28 years, and 27 years in igie theatment group, the fathers in the
comparison group were significantly oldg<(05, d = .27) with an average age of 29 years.
Additionally, 12% of fathers in the low treatmembgp and 10% of fathers in the high treatment
group were teenage fathers compared to 5% in thgaoson community. Table 4.1 shows that
the PFL sample consists of 50% and 54% primiparous motimetBe low and high treatment
groups respectively, compared with 41% in the campa group. For non-primiparous mothers,
on average, the low treatment group and comparggonp had just under two biological
children, while the high treatment group had justra? children. The majority of mothers in the
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PFL Programme indicated that they were in a relatignsidpecifically, 84% in the low
treatment group, 78% in the high treatment groap, &/% in the comparison community were
in a relationship, while 18% of the low treatmenduyp, 14% of the high treatment group, and
18% of the comparison group were married. The tespértaining to maternal ethnicity
presented in Table 4.4 show that the majority othars in thePFL Evaluation are Irish, with
92% and 95% in the low and high treatment group$ @22 in the comparison community
identified as being Irish. A further 8% of the Idveatment group, 3% of the high treatment
group, and 4% of the comparison group were clasksifis Irish Travellers, while a very small
proportion of thePFL sample or the comparison sample are classifiedeag) lof a different
ethnic group.

4.3.2 Parental Education and Functioning in Daily Life

Descriptive statistics and statistical tests pem@ to maternal and paternal education are
presented in Table 4.2. There were no statistidérdnces between the low and higtrL
treatment groups on any of the seven maternal t@rqe educational and functioning in daily
life characteristics assessed. There were, howstagistical differences between the ovelPHL
group and the comparison group on three of thersemBcators examined.

Forty percent of mothers in the low treatment grangd 34% of mothers in the high treatment
group have obtained a Junior Certificate Qualifaator lower, compared to 25% of the
comparison group. Additionally, only 3% of mothémsthe PFL Programme have completed a
third level education, compared to 9% in the congpar community which is a significantly
higher proportion §<.05, d = .29). Although no differences emerged in the propn of
mothers who left school either after sitting thenidu Certificate or earlier, mothers in the
comparison community left full-time education, oreeage, at the age of 18, significantly older
than the average school leaving age of 17 inRR& cohort 0<.05,d = .23). Furthermore,
approximately 29% of mothers in the low treatmerdugp and 35% of mothers in the high
treatment group indicated they experience probleitis literacy and/or numeracy in their daily
lives, while only 19% of mothers in the comparismmmunity indicated such problems<(05,

d = .28), illustrating that significantly more motkein thePFL cohort indicated problems with
literacy and/or numeracy in their daily lives.

In terms of paternal education, 48% of fathershim lbw treatment group, 46% of fathers in the
high treatment group, and 38% of fathers in the mamson community have achieved a Junior
Certificate Qualification or lower. Three percetitfathers in thePFL cohort have obtained a
primary degree, compared to 5% of the comparisomneonity. The average school leaving age
for all fathers in thé’FL Evaluation was around 17 years of age.

4.3.3 Parental Employment and Income Char acteristics

Maternal and paternal employment and income cheniatits are presented in Tables 4.2 and
4.4. There were no statistical differences betwienlow and highPFL treatment groups, or
between the overaPFL group and the comparison group on any of the amployment and
income characteristics assessed.
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Forty percent of mothers in the low treatment gro8p% of mothers in the high treatment
group, and 43% of mothers in the comparison comtpuméere in paid work during pregnancy.
Of these working mothers, 63% in the low treatmgnatup, 51% in the high treatment group,
and 62% in the comparison community were workingtime. On average, the annual income
of mothers in thePFL cohort is just under €20,000 per annum comparedpfaroximately
€22,600 per annum earned by working mothers inctimaparison community. Approximately
41% of mothers in the low treatment group and 43fcthe high treatment group were
unemployed during pregnancy, compared to 37% ofctmparison group. As shown in Table
4.2, 57% of fathers in the low treatment group, 480Rtathers in the high treatment group, and
62% of fathers in the comparison community werg@ard work, of these 84%, 87%, and 82%
were engaged in full-time employment. On averagieefs in the low treatment group earn just
over €25,600 per annum, compared to approximat2f,200 earned by fathers in the high
treatment group and €27,600 earned by fathersanctimparison community. Approximately
31% and 43% of fathers in the low and high treatnggoups respectively were unemployed.
Similarly, 31% of fathers in the comparison groupr&vunemployed. Furthermore, Table 4.4
reports the average household weekly income frdnsalrces for participants in all three
groups. Less than 5% of tRd-L cohort and 3% of the comparison cohort receive flean €250
per week, while 35% of the low treatment group &48o of the high treatment group and
comparison group report a weekly household incofrever €1000 per week.

434 Household SESIndicatorsand Material Deprivation

Descriptive statistics and statistical tests reigarthousehold socioeconomic status and material
deprivation are presented in Tables 4.3 and 4.dreltvere no statistical differences between the
low and highPFL treatment groups on any of the SES characterisiioere were statistical
differences between the over&FL group and the comparison group on one of the eight
indicators examined.

A significantly higher proportion of mothers in tR&L cohort indicated that they were living in
social housing compared to those in the compagsonp ©<.05,d = .25). Specifically, 55% of
the overallPFL group and 43% of mothers in the comparison groepwving in social housing

at the time of the baseline interview. AdditionalB6% of mothers in the low treatment group,
60% of mothers in the high treatment group, and %%%hose in the comparison group hold a
medical card. Few mothers in either tAEL treatment group or the comparison community
indicated that they have private health insuraméty only 7% of mothers in the low treatment
group and 9% of mothers in the high treatment aswmhparison group having private health
insurance. Sixty five percent of mothers in the togatment group and 64% of those in both the
high treatment and comparison groups were in recgipocial welfare payments at the time of
the baseline interview, while 51% of the low treatingroup, 47% of the high treatment group,
and 56% of the comparison group indicated that theeye money regularly. With regard to
material deprivation, 32% of mothers in the lowatreent group, 44% in the high treatment
group, and 32% in the comparison community expedadnenforced deprivation, which is
defined as not being able to afford one or morele¥en material items. In regards the average
number of items on which participants are deprivatgroups are deprived on less than one
item on average.
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Table 4.4 reports perceived financial difficultyr@gs the three groups. Approximately 30% of
the low treatment group, 28% of the high treatngnoup and 26% of the comparison group
have difficulties in coping financially. While 34986%, and 30% respectively, just get by with
their household income, and 37%, 36% and 44% résplBccope with their financial situation
with ease.

44 Key Findings

Participants in the low treatment group did nongigantly differ from those in the high
treatment group on any of the 33 parental educatemployment, and household
demographics measured, suggesting that familigeegriow and high treatment groups
are relatively homogeneous prior to taking pathiintervention.

Participants in the comparison group differed statally from those in th®FL group on
six of the 33 (18%) demographic measures. Spelifjcenothers in the comparison
group were older, they left school later, had higaeels of education, experienced fewer
literacy and numeracy difficulties, and were legsely to live in social housing.
Additionally, fathers in the comparison communitgre significantly older than fathers
in thePFL cohort.

Just over half of th@FL cohort are primiparous mothers and almost onb-éfe teenage
parents.

The average school leaving age amongRR& cohort is approximately 17 years old
among the mothers, and less than 17 years oldhéoiathers.

Over one-third of th&FL fathers and 40% of tHeFL mothers are unemployed.

Over half of thePFL cohort live in social housing and possess a medasd.

29



Table 4.1

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Parental Dgraphics

Low Treatment — High Treatment PFL — Comparison Community
Variable (:;E\:,)/ '\(/ISLOD\;v I\él SHIS)H TAL,:LV,: ) ESE;'[ r(]:g;i ?/épS)L N(lg%n;p MEZL_P ) Eszggt
Mother’s Age (1021(3?0 4) (2559%(; (2558456) -0.16 ns .03 (232/%9) (25593(3 (26722(% -1.90 <.05 .32
Teenage Mothers (1021?f04) (828) (8é% 0.04 ns .09 (282/%9) (8;)3) (85) 0.07 ns .19
Primiparous Mothers (1021(/)504) (828) (823) -0.04 ns .09 (232/29) (82(2)) (8;%) 0.11 ns 21
Number of Biological Children (5?/38) (188) égg) -0.24 ns .22 (919?578) (12(2)) (123) 0.02 ns .02
Mother in a Relationship (1021(3?04) (82;1) (812) 0.06 ns .16 (28’(5)299) (823) (82‘71) -0.06 ns .16
Mother Married (1021?f04) (8;)2) (8?51) 0.04 ns .09 (282/%9) (8;)% (8%8) -0.02 ns .06
Biological Father's Age (1020?:1%03) (27735; (2675427) 0.11 ns .02 (233?/996) (267.5512) (2792‘5; -1.93 <.05 27
Teenage Fathers (1020(/)5’03) (8:15) (8%8) 0.02 ns .07 (253?/%6) (8:1)&) (822) 0.06 ns .20

Note.Permutation tests were conducted using regresssgis tor normally distributed data unless otherwisted.
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Table 4.2

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Parental ¢&&dion and Employment

Low Treatment — High Treatment

PFL — Comparison Community

oM Ner e e e M g oD e e
HIGH) COMP

Parental Education
EASLT.?.EZY.V(QT orlomer (10213504) (822(9)) (8:?1‘71) 0.06 ns.o .12 (zgg/‘;ag) (8:2;) (8:4212) 0.12 ns 24
Mothers with Primary Degree (1021(/)504) (82% (823) 0.00 ns .01 (2327;9) (82% (8(2)3) -0.06 <.05 .29
pevererietFlone g7 U UM op e o L U8B0 om < oz
[”iféfféys/mfﬁqeracy Problems (1021(3?04) (8:4212) (8:?12) -0.06 ns .13 (20%?39) (8:23) (8:}18) 0.13 <05 .28
Sitgﬁfiavﬁgﬂ o Lower e (912/339) (823?)) (8228) 0.02 ns .04 (1337’/%2) (823(7)) (8:?18) 0.09 ns 18
Fathers with Primary Degree (9%3;’9) (8(1)2) (822) 0.00 ns .01 (1537,/592) (822) (822) -0.02 ns A1
S N S S VR R N - N - S

Parental Employment
Mothers in Paid Work (1021(3?04) (828) (8%) 0.03 ns .06 (28’(5)/297) (822) (8;13) -0.05 ns A1
Mothers in Full-time Work (41/%7) (82‘3) (821) 0.12 ns .25 (7:522) (823) (8252)) -0.04 ns .09
eleonedwonrs T WSR2 s M SES 280 a5 w

31



Table 4.2continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Parental ¢&&dion and Employment

Low Treatment — High Treatment PFL — Comparison Community
oM Ner e e e M g oD e e
HIGH) COMP
Mothers Unemployed (1021?f04) (823) (833) -0.02 ns .05 (232/297) (823) (8%) 0.05 ns .10
Fathers in Paid Work (971/91%1) (82(7)) (838) 0.08 ns .16 (153/193) (82(3)) (825) -0.09 ns .20
Fathers in Full-time Work (516%6) (82% (82‘71) -0.03 ns .09 (132/755) (822) (823) 0.03 ns 10
peeone ooy Jo SR S0 s v a2 B3 FES aw w o om
Fathers Unemployed (9%/?[801) (822) (823) -0.12 ns .24 (133/153) (82;) (83% 0.06 ns A2

Note.Permutation tests were conducted using regresssts for normally distributed data unless otherwisted 2Permutation tests were conducted using
the Wilcoxon Rank-Sum tests for non-normally dizited data.
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Table 4.3

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Househokdd&aonomic Status Indicators

Low Treatment — High Treatment

PFL — Comparison Community

oM Ner e e e M g oD e e
HIGH) COMP
Residing in Social Housing (1021%03) (828) (823) 0.00 ns .00 (282/2538) (828) (8;13) 0.12 <.05 .25
In Possession of a Medical Card (1021(/)504) (82% (828) 0.06 ns .14 (232/29) (822) (823) 0.07 ns 15
:ESZ?aS\ﬁgZSion of Private Healh (102c)(/)foz) (8:%) (8:(2)3) -0.02 ns. .07 (232/199) (8:(2)3) (8:(2)3) -0.01 ns 04
?aiﬁi‘?fsf of Soctal Welfare (95/01?64) (8:22) (8:?13) 0.01 ns .00 (233/%6) (8:22) (8:?13) 0.01 ns 02
Saves Regularly (1021(3?04) (822(1)) (8228) 0.05 ns .09 (282/196) (8:‘518) (8228) -0.07 ns 14
(“Siti??e"gs?ﬁﬁgvfedm) (1020%02) (8:23) (8223) -0.12 ns 25 (253/896) (giig) (8:?15) 0.06 ns 12
Material Deprivation Index (1020(/)502) (2(152) (22% -0.27 ns 21 (253/%6) (ggg) (ggi) 0.13 ns .10

Note.Permutation tests were conducted using regressgis for normally distributed data.
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Table 4.4

Descriptive Statistics and Chi Square/Fisher Exiaesdt Results Comparing Group Differences in

Ethnicity and Income

PFL Low Treatment vsPFL High

PFL vs. Comparison Community

Treatment
Low High Effect PFL Comp. Effect
Variable % % p Size % % p Size
(n) (n) V) (n) (n) V)
Maternal Ethnicity ng .15 ng A1
Irish 92.08 95.19 93.66 91.92
(93) (99) (192) (91)
Irish Traveller 7.92 2.88 5.37 4.04
(8) (3) (11) (4)
0.00 1.92 0.98 4.04
Other
(0) (2) (2) (4)
Household Income ns .09 ng .10
4.95 4.81 4.88 3.06
< €250 per week
P (5) (5) 10 @
25.74 24.04 24.88 27.55
€250-€500 per week (26) (25) (51) 27)
14.85 21.15 18.05 23.47
€500-€750 per week (15) 22) 37) 23)
19.80 16.35 18.05 12.24
€750-€1000 per week (20) 17) 37) (12)
34.65 33.65 34.15 33.67
> €1000 per week (35) (35) (70) (33)
Ability to Make Ends Meet ns .02 ns .07
. - 29.70 28.16 28.92 26.04
With Difficulty (30) (29) (59) (25)
Get b 33.66 35.92 34.80 30.21
y (34) (37) (71) (29)
Easil 36.63 35.92 36.27 43.75
y 37) 37) (74) (42)

Note: Chi-square test used unless otherwise nétEisher’s exact test used.
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5 Chapter 5: Maternal Mental Well-being and Personality

5.1 Introduction

511 Maternal Mental Well-being

Maternal mental health, both pre and postnataly,an important determinant of child
developmental outcomes as it not only influencesifl’'s development in the early years, but
may influence the inutero development of the fefes. example, maternal depression during
pregnancy has been associated with excessive cemdgirritability in infants (Zuckerman,
Bauchner, Parker, & Cabral, 1990). Studies have sih®wn that stress during pregnancy can
increase the production of hormones such as ctndigoin-releasing hormone (CHR) and
cortisol which, in excess, have the capacity todigmose the child to attention deficits and
depressive symptoms (Weinstock, 2005). Furthermexppsure to elevated levels of cortisol
and higher levels of pregnancy-specific anxietyyear pregnancy are both associated with a
slower rate of development over the child’s firgtay of life and with lower developmental
scores at 12 months of age (Davis & Sandman, 2010).

Although poor maternal health during pregnancy npsice a child at risk for poor
developmental outcomes, parental mental healthugtout the child’s life also has the capacity
to influence child development. Specifically, p@dtl depression is associated with a number of
negative child outcomes including poor cognitived aamotional development (Beck, 1998),
insecure attachment (Murray, 1991; Teti, Gelfanésdinger, & Isabella, 1995), and behavioural
problems (Murray, 1991). Mothers who suffer fronsmatal depression also may engage in less
responsive parenting, which is commonly associatitd negative developmental outcomes in
children (Coolahan, 1997; Cunningham & Boyle, 20@&yder, Reid, & Patterson, 2003;
Steinberg, Lamborn, Darling, Mounts, & Dornbusc@94). Research also suggests that paternal
depression during early childhood can have detriateeffects on child emotional and
behavioural outcomes at ages three through fivejcpéarly on the development of conduct
disorders in boys (Ramchandani, Stein, Evans, OY60r& ALSPAC Study Team, 2005).

51.2 Maternal Attachment

Parental attachment style is a key determinantudfipte child outcomes. For example, parental
attachment is associated with depression, such ghegnts who have insecure or avoidant
attachment styles are more likely to suffer fronteaatal depressive disorder while those with
insecure enmeshed styles are more likely to suffen postnatal depression (Bifulco et al.,
2004). Parental attachment style is related todéeelopment of a child’s attachment style
(Murray, Fiori-Cowley, Hooper, & Cooper, 1996). $his an important developmental
component as it is a determinant of the developroénhe child’s representations of self and
others (Clarke & Symons, 2009) which may lay thenfdation for future interactions with peers.
Parents exhibiting avoidant attachment stylesikedylto have children who are more distressed
and they also are less likely to comfort their dteh when they are distressed (Edelstein et al.,
2004; Rholes, Simpson, & Blakely, 1995). Furthermpgrarental attachment insecurity (i.e.,
attachment styles high in avoidance and/or anxie&g) been associated with ambivalence about
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having children and with more negative models afepthood and parent-child relationships
(Rholes, Simpson, Blakely, Lanigan, & Allen, 1997)he relationship between parental
attachment style and child outcomes is importanthimm context ofPFL as attachment style
shows links with SES, such that parents from lo®ES backgrounds are more likely to have
insecure attachment styles (Bifulco et al., 2004iridy et al., 1996), placing them at increased
risk for poor mental health, and their childremrigk for the development of insecure attachment
styles and negative developmental outcomes.

5.1.3 Maternal Self Efficacy

In addition to attachment, self efficacy is anothspect of mental heath that has been shown to
have both direct and indirect effects on child depment (Junttila, Vauras, & Laakkonen, 2007;
Weaver, Shaw, Dishion, & Wilson, 2008). Self eftigaefers to a person’s belief in their ability
to influence events which affect their lives (Barajl2010), while parental self efficacy refers to
a parents beliefs in his or her ability to influertbe development of the child (Ardelt & Eccles,
2001). High self efficacy is characterised by cotapee in the face of demands, less negative
emotional arousal when stressed, and conceptuahzaff difficult situations as challenges.
While low self efficacy is characterised by selfudg high levels of anxiety in the face of
adversity, and avoiding difficult tasks (Jerusal&nMittag, 1995). Research indicates a strong
relationship between parental self efficacy anegp&ng competence as parenting self efficacy is
related to maternal interactive behaviour with iméa (Bohlin & Hagekull, 1987), parental
warmth and control with toddlers (Izzo, Weiss, Sitaan, & Rodriguez-Brown, 2000), parental
limit setting and harsh discipline with preschosl@/lacPhee, Fritz, & Miller-Heyl, 1996), and
to positive parenting of kindergarten children (/&ilBush, 2001), all of which have an effect on
child development. Ardelt and Eccles (2001) hawggssted a model whereby parents with high
parental self efficacy are more likely to be enghge positive parenting strategies which, in
turn, increase the likelihood of their children’siceess in both academic and social-
psychological domains. In contrast, parents with [marenting self efficacy are more likely to
engage in negative parenting strategies which eethe likelihood of their children’s success in
these domains. They also suggest that parentifgfieacy can have a direct impact on child
outcomes through the modelling of attitudes andefsel Furthermore, Weaver and colleagues
(2008) reported that the relationship between pargnself efficacy and child behaviour
problems is at least partially mediated by materdapression which also has negative
consequences for child development. Parental fethey is useful in the context &FL as it
has often been used in intervention and prevergtadies where it is studied as an outcome
(Tucker, Gross, Fogg, Delaney, & Lapporte, 1998)agpredictor of whether the intervention
will have an effect on individuals (Hoza et al.,08), and as a mechanism through which
behaviour can be changed (Evans et al., 2003; iMillyl, MacPhee, & Fritz, 1998).

514 Maternal Salf Esteem

Parental self esteem, or how valuable an individeels he or she is worth as a person, also is
important for child development. Parents who hawgh Iself esteem are less likely to perceive
stress (Abel, 1996; Kreger, 1995). In this way, aieg life experiences, such as living in
poverty, are more likely to cause stress in pewjille low self esteem than in people with higher
self esteem (Brown & Dutton, 1995). Parents witghhself esteem are more likely to engage in
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authoritative parenting (Aunola, Nurmi, Onastu-Aewmi, & Pulkkine, 1999; Lutenbacher &
Hall, 1998), a style of parenting commonly assedatvith positive child developmental
outcomes (Steinberg, Lamborn, Dornbusch, & Darlii§92). Furthermore, increases in
maternal self esteem have been associated witlegrefald development at age two and it has
been suggested that high maternal self esteem eatilds a buffer in a high stress environment
which allows the mother to maintain her ability éffectively parent the child (Surkan et al.,
2008).

515 Maternal Personality Traits

In addition to parental mental health, parentakpeality characteristics have the capacity to
influence parenting behaviour and ultimately childvelopmental outcomes (Belsky, 1984).
Specifically, neuroticism, or emotional instabilityas been found to be a strong predictor of
parenting (Belsky, Crnic, & Woodworth, 1995) witarpnts who score high on this trait tending
to employ maladaptive parenting behaviours inclgdieing overprotective (Kendler, Sham, &
MacLean, 1997) and tend to experience more feelsugh as anxiety, guilt, and depressed
mood. Parents who demonstrate agreeable personiaitg, on the other hand, tend to be
trusting, altruistic, modest, and have more wamensgive and responsive interactions with their
children, thus engaging in more authoritative pangn(Metsapelto& Pulkkinen, 2003), a type
of parenting commonly associated with positive a¢hilevelopmental outcomes (Baumrind,
1991; Dekow & Janssens, 1992; Hetherington, Henderson, & R&B%9; Petito & Cummins,
2000; Taylor, Clayton, & Rowley, 2004). Parents vdre highly extraverted are more likely to
encourage independence in their children (Losoyallo€ Rowe, & Goldsmith, 1997).
Additionally, display of extraverted personalityaits is predictive of positive parenting in
fathers, while agreeable personality traits areliptere of positive parenting in mothers and
emotional instability is the most significant pretdr of negative parenting in both mothers and
fathers (Belsky et al., 1995). Kockanska, Clarke] &oldman (1997) report that mothers who
were high in negative emotionality and disagrea#ss showed more negative affects as well as
less nurturing and more power assertive pareniihgir children were more defiant and angry,
had less secure attachments, more behaviouralgngblnd lower internalisation of rules.

5.1.6 Maternal Consideration of Future Consequences

Another aspect of a parental mental functioningt threay affect child outcomes is their
consideration of future consequences (CFC). Thiergseto the extent to which individuals
consider the future consequences of their behayBwathman, Gleiche, Boninger, & Edwards,
1994). Although this area of research is less d@esl, it suggests that parents’ future
orientation has an impact on their children’s ecoitobehaviour (Webley & Nyhus, 2006).
Furthermore, social learning theory posits thaldehin learn through observing the behaviour of
adults in their environment (Bandura, 1977) as Baadand Mischel (1965) reported that
children changed their delay of gratification babav based on the behaviour of the model
which they had been exposed to. This would sugipastchildren may have a similar level of
CFC as their parents as they will observe theiemtsrbehaviour in this regard. Children who are
able to delay gratification at age four years hheen later described as more successful in
school and better able to cope with stress andrétisn than those who were not able to delay
gratification (Mischel, Shoda, & Rodriguez, 1989)ustrating the importance of such
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behaviours in young children. CFC is importanthe tontext of théFL Programme as it has
been shown that those from higher income groups naoee likely to be able to delay
gratification than those from lower income groupsawrence, 1991; Schneider & Lysgaard,
1953).

517 Stressful Life Events

Finally, stressful life events experienced by theept, such as difficulties in the household with
issues such as addiction, separation, domestiengel and abuse, have been shown to have a
negative effect on child development. Stressfid Events are significantly related to higher
concurrent levels of aggression and they predter levels of aggression in children, an effect
that is more pronounced under conditions of higighi®urhood disadvantage (Attar, Guerra, &
Tolan, 1994). This is important in the contextRHL as families with a high number of stressors
may be more likely to have children with poorer elepmental outcomes.

518 Overview

The relationship between parental mental well-beipgrsonality, and child developmental
outcomes is particularly important in the conteikthe Preparing for Lifeevaluationas research
indicates that women from lower SES backgroundse@&ally those with young children, are
more likely to experience psychological difficuti@aplan, Roberts, Camacho, & Coyne, 1987;
Liaw & Brooks-Gunn, 1994). Furthermore, affluencashbeen found to protect against the
negative influence of depression (Petterson & Ab&001), further elucidating the importance
of promoting positive mental health in tREL cohort.

5.2 Instruments

521 Maternal Mental Well-being

Maternal mental well-being was assessed usingitieeittm @ = .82) WHO-5 (World Health
Organisation, 1998), a measure of positive mengalth. Mothers were presented with five
statements related to how they have been feelieg the past two weeks and asked to rate how
often they have felt that way on a 6-point Likerale ranging from zero meanimg no timeto

five meaningall of the time A raw score was obtained by summing all of tlspoases, giving a
range of zero to 25. Raw scores were then trangidrimto percentages by multiplying the raw
score by four, resulting in a range of scores frmero to 100, with lower scores, particularly
those below 50, indicative of poor mental well-lgeiifherefore, scores are presented as both a
continuous indicator of mental well-being and dsreary variable representing the proportion of
mothers who scored below 50% on this measure,fdrerdemonstrating poor well-being.

Risk of postnatal depression was assessed usiimgla ges/noquestion assessing if the mother
had been diagnosed with postnatal depression inpaayious pregnancies. A mother was
considered to be at risk of postnatal depressidharcurrent pregnancy if she indicated she had
been diagnosed with postnatal depression in angqare pregnancy.
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5.2.2 Maternal Attachment Style

Maternal attachment style was measured using tbe shrsion of the Vulnerable Attachment
Style Questionnaire (VASQ; Bifulco, Mahon, Kwon, Ma, & Jacobs 2003). This brief self-
report measure was developed to assess adult mgactstyle in relation to depression as it
identifies individuals with attachment styles vulmigle for depressive disorder. The VASQ
yields three scores: an insecurity score (3 itenss,72), a proximity seeking score (3 itemis;
.54), and a total vulnerable attachment scoreg@sta = .65). Mothers were presented with
items related to how they feel about other peoglg.( | miss the company of others when | am
alone) and asked to rate how much they agree &ith gem on a five point Likert-scale ranging
from one representingtrongly disagreeto five illustrating strongly agree Responses are
presented as an insecure attachment style andngtgxéeeking attachment style score each
ranging from three to 15, and as a total vulneraltleEchment score ranging from six to 30. In all
cases, higher scores represent more vulnerabshatemt styles. In addition to these continuous
scores, binary variables were created to reprabtenproportion of mothers with scores falling
above seven on the insecure attachment style andhpty seeking subscales and above 15 on
the total scale as scores above this cut-off amsidered to be indicative of vulnerable
attachment styles as characterised by high inseatteehment behaviours as well as high
proximity seeking behaviours.

5.2.3 Maternal Self Efficacy

Maternal self efficacy was measured using the & iPearlin Self Efficacy Scale (Pearlin &
Schooler, 1978). Mothers were presented with 18steaelated to how they feel about
themselves, their life so far, and becoming a paremd asked to rate how much they agree or
disagree with each item on a scale ranging frono zeeaningstrongly disagreeto four
signifying strongly agree.This measure provides scores mastery(7 items,a = .72) or the
degree to which the mother feels she has contrl things that happen to her grarenting self
efficacy (6 items,a = .69) or the mothers’ belief that she is ableettectively parent her
child/children, as well as ttal self-efficacy(13 items,o = .80) score. All scores represent the
average response to all items within that scalsufiscale and range from zero to four with
higher scores indicating higher self efficacy. lddiéion to the continuous scores, a binary
variable was created to identify mothers who scanetthe lowest 10% of the entire sample on
the mastery and parenting self efficacy subscatesveall as the overall self efficacy scale
assessed in this measure. For the purpose ofghistr mothers scoring in the lowest 10% of the
entire sample are considered to display low legékelf efficacy.

524 Materna Saf Esteem

Maternal self esteem was assessed using the RogeBbl Esteem Scale (RSE; Rosenberg,
1965), a six itemo = .83) measure assessing maternal self esteem aontanuous scale.
Mothers were presented with statements about hew firel about themselves and are asked to
rate how much they agree or disagree with eackmsttt on a four point Likert-scale ranging
from zero meaningtrongly agreeto three representingfrongly disagreeScores were created
by summing responses to all itemmoviding a range of zero to 18 with higher scores
representing higher self esteem. In addition to ¢betinuous scores, a binary variable was
created to identify mothers who scored in the Iavi€86 of the entire sample on this measure.
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For the purpose of this report, mothers scoringhi@ lowest 10% of the entire sample are
considered to display low levels of self esteem.

525 Maternal Personality

Maternal personality was measured using the Ten Rersonality Inventory (TIPI; Gosling,
Rentfrow, & Swann, 2003), a short version of thei#n Big-Five Inventory (BFI; John &
Srivastava, 1999). The TIPI assesses individuatescon the big five personality traits of
extraversion, agreeableness, conscientiousnessioaaicstability, and openness to experiences.
Mothers were presented with words reflecting hodiirduals interact with those around them.
Mothers were asked to indicate how much they agreksagree that the words describe them on
a seven point Likert-scale ranging frostrongly disagredo strongly agree.Scores for each
personality domain are presented as an averagespbmses to each of the two items measuring
extraversiond = .53), agreeableness £ .28), conscientiousness £ .35), emotional stabilityu(

= .58), and openness to experienge=(.34). Scores on each domain range from onewense
with higher scores indicating higher self-ratedeggnent that the mother displays that type of
personality trait.

52.6 Maternal Consideration of Future Consequences

Maternal consideration of future consequences werasured using three items=< .77) from
the Consideration of Future Consequences Scale;(St#F&hman et al., 1994), a measure of the
extent to which people consider distant versus idiate consequences of possible behaviours.
The three items from the original 12 were choseruge in thePFL Evaluation as they provided
the strongest factor loadings in a factor analysisig the DNB household survey containing
2,000 observations suggesting that they adequatgbyure the concept of an individual’'s
consideration of future consequences. Mothers aesepted with items regarding their
consideration of future consequences (e.g., Inrgéneignore warnings about future problems
because | think these problems will be solved leetbey get critical) and asked to indicate how
much the statement describes them on a five poale sanging frormot at all like meto very
much like meScores on this measure were calculated by sumresmgpnses to all three items
on this scale, and reversing the score resultirggpossible range of scores from three to fifteen
with higher scores being indicative of higher cdesations of future consequences of current
behaviours. Individuals who score low on this measue expected to focus more on immediate,
versus distant needs and concerns, thus will aet way to satisfy immediate needs. While
mothers who score high on this measure are expézteahsider the future implications of their
behaviour, thus distant goals are the influenceterr current actions.

5.2.7 Indicatorsof Household Social and Emotional Risk

Household indicators of social and emotional riskrevassessed by asking mothers if they or
anyone in their house experienced difficulty dueatcseries of issues including parenting,
domestic violence, addiction, separation, suictiaughts, mental health issues, bereavement,
abuse, or any other social or emotional risk thas wot listed. Mothers could tick as many
issues as appropriate. A cumulative social and iemaitrisk assessment score was calculated by
summing the total number of risk items endorsedth®y participant, resulting in a range of
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responses from zero to nine with higher scorescatolig the presence of more social and
emotional risks in the household.

5.3 Reaults

Table 5.1 illustrates the descriptive statistics moaternal responses of measures related to
mental health, well-being, and personality. Tabled&so presents the statistical tests comparing
maternal scores on these measures. Specificaffgrefices in maternal scores for participants in
the low and high treatment groups are examined elsas differences between the tolRdL
group and the comparison community group on 24 oreasrelated to maternal mental well-
being and personality. Differences between thedoa highPFL treatment groups did not reach
significance on any of the measures examined. Hewaix differences were identified between
the PFL cohort and comparison community.

531 Maternal Mental Well-being

There were no differences in mental well-beindhezitbased on the mean score or the proportion
of mothers who indicated poor well-being, betwede tow and high treatment groups.
Additionally, thePFL cohort did not statistically differ from the comam community in terms
of overall well-being or the proportion of mothenho indicated poor well-being. The low
treatment group and high treatment group scored e#-b&ing score of 58% and 54%
respectively, while the comparison group receivest@e of 61%. In regards reaching the cut-
off for poor mental well-being, 37% of the low tteeent group and 42% of the high treatment
group experienced poor well-being, compared to 28%he comparison group. Among the non
first time mothers, 22% in the low treatment groapd 17% in the high treatment group
reporting having previously been diagnosed withtmatsl depression, compared to 16% in the
comparison group, suggesting that all groups apemencing the same level of risk for postnatal
depression.

53.2 Maternal Attachment Style

Differences between the low and hiBRL treatment groups did not reach significance on any
measure of vulnerable attachment, however the cosgpagroup differed from the overall PFL
group on three of the six measures analysed. Atthalifferences between tid-L cohort and
the comparison community did not reach significafme either measure related to insecure
attachment, 40% of mothers in the low treatmentugr®3% of mothers in the high treatment
group, and 37% of mothers in the comparison comtpur@ported high levels of insecure
attachment style. In addition, tH&FL cohort displayed significantly more proximity sewki
attachment behaviours compared to the comparisonmemity (<.05,d = .26). Similarly, a
higher proportion of mothers in thRFL cohort had scores indicative of at risk levels of
proximity seeking attachment behaviours comparethéocomparison communityp<.05,d =
.27) with 94% of mothers in thBFL cohort demonstrating high proximity seeking attaehi
scores compared to only 87% in the comparison camtgnuAlthough differences between the
aggregatePFL cohort and the comparison community did not reagmificance for the
proportion of mothers indicating highly vulneralaligachment (74% compared to 66%), the total
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vulnerable attachment continuous score was sigmifig different for the two groupe<.05,d =
.30) with the mothers in th®FL cohort scoring 18.03 and the mothers in the corapari
community scoring 16.91.

533 Maternal Sef Efficacy

Differences between the low and high treatni®at groups did not reach significance on any of
the six measure of self efficacy. However, diffeares between the aggreg&eL cohort and the
comparison community reached significance on tlofethe six measures analysed. In terms of
those scoring in the lowest 10% of the masteryes@o of mothers in the low treatment group,
13% of mothers in the high treatment, and 13% othexs in the comparison community scored
in the lowest 10% of the mastery subscale, withnrszares of 2.8 for all three groups. Mothers
in the PFL cohort scored below participants in the comparigooup on the parenting self
efficacy subdomainp&.05,d = .23) and the total self efficacy scopx(05,d = .18) such that
mothers in the comparison community display sigatffitly higher levels of self efficacy in these
domains. In terms of parenting self efficacy, 7%%l and 8% of the low, high, and comparison
groups, had scores falling in the lowest 10% ofaghgre sample. Finally, in relation to the total
self efficacy score, 8% of the low treatment groifo of the high treatment group, and 8% of
the comparison community scored in the lowest 10%h® entire sample, suggesting they are
experiencing low levels of self efficacy relativethe entire sample.

534 Materna Saf Esteem

Differences between the low and hiBRL treatment groups and the aggredak. cohort and
comparison community did not reach significance floe total self esteem score nor the
proportion of mothers falling in the lowest 10% tbe sample. In terms of the proportion of
mothers scoring relatively low on this measure ef gsteem, 18% from the low treatment
group, 13% from the high treatment group, and 178mfthe comparison community fall into
this category.

535 Maternal Personality

Differences between the low and hiBFL treatment groups and the aggredakd. cohort and
comparison community did not reach significanceaogn of the domains of personality. Scores
across all domains are relatively similar, with tlsvest scores falling on the domain of
emotional stability and the highest scores penaito the agreeableness personality domain.

5.3.6 Maternal Consideration of Future Consequences

Differences between the low and high treatnfeRL groups did not reach significance on the
CFC scale. The mean score for mothers in the leatrinent groups was 10.3 compared to 9.5 in
the high treatment group, a difference that did reaich significance. Differences between the
aggregatePFL cohort and the comparison community were stati$yiadifferent (p<.05,d =
.27). Specifically, the average score of mothersthia comparison community was 10.8
suggesting that mothers in the comparison commumatye more consideration of how their
behaviours will affect them in the future than mesthin thePFL cohort.
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5.3.7 Indicatorsof Household Social and Emotional Risk

Differences between the low and hiBRL treatment groups and the aggredak. cohort and
comparison community did not reach significancegesging that all groups are exposed to
similar levels of social and emotional risk factanstheir households. Scores across all groups
are relatively similar with mothers in the low teent group reporting an average of 0.70 risks,
mothers in the high treatment group reporting aeraye of 0.79 risks, and mothers in the
comparison community reporting 0.95 risks, on ageradditionally, it is important to note that
60% of the low treatment group, 51% of the higlatimeent group, and 57% of the comparison
community indicated that they were not exposechosmcial and emotional risk factors.

54 Key Findings

* Mothers in the low treatment group did not difféatistically from mothers in the high
treatment group in regards any of the 24 mentaltthewell-being, and personality
outcomes analysed.

* Mothers in the comparison community group diffestdtistically from mothers in the
overall PFL group in six of the 24 outcomes analysed. Spetific mothers in the
comparison group reported lower levels of proximsgeking attachment behaviour,
fewer scored in the lowest 10% of proximity seekatigichment behaviour, they reported
lower levels of overall vulnerable attachment, kigkevels of parenting and total self
efficacy, and more consideration of future consegas.

* Almost 40% of thePFL cohort are at risk of poor mental well-being antke-difth
reported being diagnosed with postnatal depressiarprevious pregnancy.

» Three-quarters of thReFL cohort have high levels of vulnerable attachmeyies.
» Mothers reported higher levels of parenting sditaty than mastery. Additionally, few
mothers scored in the lowest 10% of the total s#ltacy score relative to the entire

sample.

* In regards personality traits, tiR&L cohort scored highest on agreeableness and lowest
on emotional stability.

» On average, th@FL cohort report being exposed to less than one saoidlemotional
risk factor in their home.
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Table 5.1

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal Méwell-being and Personality

Low Treatment — High Treatment PFL — Comparison Community
N Effect N Effect
. M M Miow— : M M MppL— :
Variable n / LOW HIGH LOW Size Noe/ PFL COMP PFL Size
(Niow (SD  (SD  Muon P : e/ (Sp)  (SD Meowe P :
NHiGH) (d) Ncomp; (d)
Well-being
205 57.94 54.27 304 56.08 60.65
WHO-5 Percentage Score (101/104) (22.96)  (20.24) 3.67 ns A7 (205/99) (21.65) (20.16) -4.57 ns 22
205 0.37 0.42 304 0.40 0.28
Low WHO-5 Percentage Score (101/104)  (0.48) (0.50) -0.05 ns A2 (205/99)  (0.49) (0.45) 0.12 ns 24
Incidence of Postnatal Depression 97 0.22 0.17 154 0.20 0.16
Previous Pregnancies (51/46)  (0.42) (038) O0° ns A1 (97/57)  (0.40) (0.37) 004 ns 10
Vulnerable Attachment Style
Questionnaire (VASQ)
: 205 7.58 7.82 304 7.70 7.14
Insecurity Score (101/104)  (2.79) (2.48) -0.24 ns .09 (205/99)  (2.64) (2.39) 0.56 ns 22
: . 205 0.40 0.53 304 0.46 0.37
High Insecurity (101/104) (0.49) (0500 9018 ns 27 (205/99) (0.50)  (0.49)  °00° ns 18
. . 205 10.24 10.42 304 10.33 9.77
Proximity Seeking Score (101/104)  (2.16) (2.16) -0.18 ns .09 (205/99)  (2.16) 2.21) 0.56 <.05 .26
: - . 205 0.93 0.95 304 0.94 0.87
High Proximity Seeking (101/104)  (0.26) (0.21) -0.02 ns .09 (205/99)  (0.24) (0.34) 0.07 <.05 .27
205 17.82 18.24 304 18.03 16.91
Total Vulnerable Attachment Score (101/104)  (3.98) (3.77) -0.42 ns A1 (205/99)  (3.87) (3.59) 1.12 <.05 .30
High Vulnerable Attachment 205 0.70 0.77 -0.07 ns A5 304 0.74 0.66 0.08 ns .18

(101/104)  (0.46)  (0.42) (205/99) (0.44)  (0.48)

Pearlin Self Efficacy Scale
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Table 5.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal Méwell-being and Personality

Low Treatment — High Treatment PFL — Comparison Community
Variable (reoud oy Noew Mow=p Sive (rond e Sive
NHiGH) (d) Ncomp: (d)
Mastery (1021(3?04) (3123) (S:Zs;) 0.11 ns 17 (232/29) (3123) (3133) -0.02 ns 04
Lowest 10% Mastery (10219?04) (823) (8:1%2) -0.05 ns A5 (232/29) (8é8) (85) -0.03 ns .09
Parenting Self Efficacy (1021??0 2) (gég) (ggg) 0.13 ns .25 (23(5)/29) (gég) (gﬁj) -0.13 <.08 .23
Lowest 10% Parenting Self Efficacy (1021?:?04) (8%) (8:1)’2) -0.08 ns 27 (235?2)9) (8:13;) (gg% 0.03 ns .10
Total Self Efficacy Score (1021?:?0 4) (ggg) (ggg) 0.12 ns .24 (2322)9) (Sgg) (ggg) -0.09 <.08 .18
Soore e ol SelfEReacy (1021(3?04) (8'.23) (8::12,2) -0.06 ns 21 (232/29) (815) (8123) 0.03 ns 10
Rosenberg Self Esteem Scale
Total Self Esteem Score (1021??0 2) (1228768) (122_6892) -0.04 ns .01 (23(5)/29) (122_'7872 (1330%‘; -0.24 ns .08
Lowest 10% Self Esteem Score (1021?:?04) (8:1)’2) (8:1)’2) 0.05 ns A2 (235?2)9) (8:132) (8:1)’;) -0.01 ns .04
Ten Item Personality Inventory (TIPI)
Extraversion (1021(3?04) (i'.:lgg) (i:lé,zln 0.06 ns 05 (232/29) (iéj) (ialé) 0.03 ns 02
Agreeableness (1021(3?04) (?'.Z% (i:(lsg) 0.14 ns 12 (232/29) (ﬂg) (igg) 0.05 ns 05
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Table 5.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal Méwell-being and Personality

Low Treatment — High Treatment PFL — Comparison Community
ool WS T e s e M g Mmoo b e
HIGH) COMP;
Conscientiousness (10219?04) (igg) (igg) 0.15 ns A2 (232/29) (igg) (iig) -0.10 ns .07
Emotional Stability (10219?04) égj) (igg) 0.21 ns A4 (232/29) (ig‘;) égi) -0.11 ns .07
Openness to Experience (1021(3?04) (?gg) (Lllgg) 0.13 ns A1 (23(5)/29) (igé) (i:lﬁ) -0.14 ns A1
Coggertonof Fore Conseqenes 205 4008 950 03 s a0 8% W om <5 a7
Er?wigﬁé?wrjlgi?kousehmd Soctal and (93?1%4) ((ﬂg) ((1)182) -0.09 ns 08 (2C:)L?9;/%6) ((1)1‘31) ((1)123) -0.21 ns 16

Note.Permutation tests were conducted using regresssts for normally distributed data unless otherwisted *Permutation tests were conducted using
the Wilcoxon Rank-Sum tests for non-normally dizited data.
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6 Chapter 6: Maternal Health & Pregnancy

6.1 Introduction

Maternal health during pregnancy is influenced hyltiple factors including past and current
health, dietary and exercise practices, antenatal and the use of alcohol, cigarettes and drugs.
Furthermore, the fetal environment and maternabbielir during pregnancy have significant
long-term consequences for a child’s health anctldgvnent. Chapter Six presents information
relating to maternal health as a child, mothergrent health status including experience of
physical and mental health conditions and Body Madex (BMI), health behaviours related to
eating and exercise, mothers’ utilisation of heal#nvices, their antenatal care, use of health
supplements during pregnancy, and their substaseelwring pregnancy.

6.1.1 SESHealth Inequalities Acrossthe Lifespan

Evidence on the intergenerational transmission edlth status across generations (Eriksson,
Bratsberg, & Raaum, 2005), in addition to the vesliablished finding that lower income groups
experience poorer health (Banks, Marmot, Oldfi&d&mith, 2006; Frank, Cohen, Yen, Balfour,
& Smith, 2003), suggests that children born intwdo SES families are at an increased risk for
ill health. Assessing maternal health before amthdyregnancy is necessary when considering
infant health and development. Maternal health @sild is a useful starting point as poor health
in childhood is often associated with multiple acdeeconsequences later in life including lower
educational attainment, inferior labour market ontes and worse health in adulthood (Case,
Fertig, & Paxson, 2005; Currie, 2004; Currie & Hysd999; Graham & Power, 2004). These
factors, in turn, may have an impact on an indiglduhealth status during pregnancy, which
will have consequences for the newborn’s healthsatdequent development.

There is also a socioeconomic gradient in the healitirish women, with findings from the
Lifeways Generational Cohort Study emphasising digmificance of socioeconomic status in
predicting the health of pregnant Irish women, witd lowest income groups being less healthy
(Segonds-Pichon et al., 2007). Self-reported hestiitus tends to include both physical and
psychosocial well-being (Miilunpalo, Vuori, Oja, $gmen, & Urponen, 1997). Accordingly, the
presence or experience of health, or mental headthditions or illnesses that impinge on daily
functioning will influence how a mother rates heatth. BMI before pregnancy is also a useful
indicator of maternal health and may have implaragifor infant development. It is crucial that
pregnant mothers adhere to suitable weight stasdéadnumerous reasons, including their own
health, their child’s health, to ease the birthprgcess, and finally to prepare their body for
breastfeeding (Johnson, Rottier, Luellwitz, & Kirl8009; Kac, Benicio, Velasquez-Melendez,
Valente, & Struchiner, 2004). Research has inditateat low SES populations are
simultaneously at risk of being underweight andraegght or obese (Moore, Hall, Harper, &
Lynch, 2010; Nikolaou & Nikolaou, 2008; Sobal & 8kard, 1989). Additionally, obesity
presents further complications for pregnant womara aecent study found that overweight or
obese mothers are at higher risk for pregnancy toatins, still birth or neonatal death
(Johnson et al.,, 2009; Sebire et al., 2001). Medawlwvomen who become pregnant while
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underweight are at higher risk for a prematuresroall for gestational age babies (Cnattingius,
Bergstrom, Lipworth, & Kramer, 1998).

An explanation posited for the poorer health statutow SES groups is their engagement in
more negative behavioural practices in relatiordiet and exercise (Stringhini et al., 2010).
Proper nutrition and physical activity are vital ftromoting and sustaining health, both for the
mother and the child. However in Ireland, reseahas found that lower education and
ownership of a medical card, both characteristicdh®PFL Evaluationpopulation, increase the
risk of non compliance with recommended food intdkeing pregnancy (Murrin et al., 2007).
Additionally, lower income groups are less likely partake in physical activity or follow
appropriate dietary patterns (Lynch, Kaplan & Selmn1997; Trost, Owen, Bauman, Sallis, &
Brown, 2002). Assessing maternal nutrition is alcas the literature has identified a
relationship between poor antenatal nutrition ammbgndive and behavioural outcomes
(Korenman, Miller, & Sjaastad, 1995). Furthermqyepr maternal nutritional intake during the
prenatal period can have an adverse effect on @' neurodevelopment and health in later
life (Barker, 1998).

6.1.2 Health ServiceUse

An individual's use of health services is dependantt number of factors, including his or her
health, awareness of symptoms, belief in the adwemst of use, a psychological readiness to
attend services, and finally, accessibility (Fi&l@riggs, 2001; Rosenstock, 2005). The complex
relationship between health, income, and healthigeutilisation is difficult to disentangle. Past
research found that higher income groups tend ¢esscmedical services more frequently than
lower income groups (Lerner & Anderson, 1963; San&rSomers, 1961). Conversely, newer
studies report the opposite (Droomers & Westar@42@Qayte & Nolan, 2004). A recent Irish
study found that lower income groups are more Yikiel access GP services, while higher
income groups are more likely to make use of mpexiglist services like the dentist and the
optician (Layte & Nolan, 2004). While this relatginp may in part be explained by the poorer
health of lower income groups (Mackenbach, BakKemnst, & Diderichsen, 2002), that certain
low income groups can access GP services freeasfietthrough the Medical Card Scheme also
may be a factor.

6.1.3 Prenatal Care

Adequate prenatal care is an important determinaiirth outcomes. For example, whether a
pregnancy is planned has been associated with ma&teehaviours during pregnancy which in
turn may have an effect on the fetus. Specificddbhies born to mothers who had not intended
to conceive have an elevated risk of adverse healtbomes such as low birth weight and
premature birth (Kallan, 1993; Kendrick, GargiulW/jlliams, & Bruce 1990; Weller, Eberstein,
& Bailey, 1987) and are less likely to be breastfgtbst, Landry, & Darroch, 1998).
Furthermore, unplanned pregnancies are associatedate prenatal care and maternal smoking
during pregnancy (Joyce, Kaestner, & Korenman, 206ller et al., 1987). Finally, women
with unplanned pregnancies tend to be less edu¢Atetkrson, 1981) and to be at the extremes
of age (Bitto et al., 1997). Relatedly, women a&ssllikely to engage in birth control practices if
they are depressed (Lehrer, Shrier, Gortmaker, &B@2006), if they do not believe that they
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will get pregnant (Klein, 1983), if they have lowxsial assertiveness (Rickert, Neal, Wiemann,
& Berenson, 2000) or, in adolescents who have djregven birth, if they are not receiving
financial support from their partner (Jurich & Hagh 1991).

Gaining antenatal care early in pregnancy is ingoarfor the outcomes of the infant. Pregnancy
complications, such as placental abruptions, areermommon in women avoiding antenatal care
and there are significantly more infants born vdtlow birth weight and more fetal deaths and
neonatal deaths in women who attend few or noneheir antenatal visits (Raatikainen,
Heiskanen, & Heinonen, 2007). Education is strongdyrelated with early antenatal care as
more educated women are generally more likely togeise pregnancy and begin prenatal care
early (Lee & Grubbs, 1995; Melnikow & Alemagno, B)9There are a number of significant
risk factors associated with entering into antdnesase at a late stage. Age is an important
determinant, in that teenagers are less likely tldar women to start prenatal care early (Kost
et al.,, 1998). In addition, women who live in poleousing conditions, are unemployed,
unmarried, or have other children, and engage ioksmg, drinking or drug use are also less
likely to engage in early antenatal care (Kiely &d&an, 1993; Kupek, Petrou, Vause, & Maresh,
2002; Pagnini & Reichman, 2000). Furthermore, simitharacteristics are associated with
participation in antenatal education classes. Womba attend these classes are likely to be
older, to have higher levels of education, and tenoe from a higher socioeconomic status than
women who do not attend (Lumley & Brown, 1993; 8tak & Johnson, 1990). Although there
is some evidence that attendance at antenatakslassiot associated with parental attachment,
childbirth satisfaction and emotional well-beingighbls, 1995; Sturrock & Johnson, 1990),
women who attend these classes are less likelynttke or drink during pregnancy, to attend
more antenatal appointments, and are more likelgréastfeed once the child is born (Bruce,
Kahn, & Olsen, 1991; Lumley & Brown, 1993).

6.14 Health Behaviour During Pregnancy

Another aspect of maternal behaviour during pregpdhat affects the inutero development of
the fetus is the use of health supplements or paekEnvé@amins. Vitamins and minerals are
important both to the mother’s health during premyaand to child outcomes. Low levels of
vitamin E intake during pregnancy has been assatiatith asthma in five year old children
(Devereux et al., 2006), while deficiencies in mta B12 and in folic acid increase the risk of
neural tube defects such as Spina Bifida (Li, Wetk& Rosenblatt, 2009; MRC Vitamin Study
Research Group, 1991). The risk for developing dleficiency is greatest during pregnancy as
maternal iron requirements are substantially highan average iron intakes (Scholl, 2005). This
is particularly true of women from low SES backgrds as they are often less likely to take
dietary supplements during pregnancy (Yu, Keppelgls & Kessel, 1996). Maternal anemia in
early pregnancy increases the risk of preterm lrthow birth weight babies (Allen, 2000).
Young women and those with low levels of educatioe less likely than older, more highly
educated women to follow advice on taking vitamansl minerals (Kost et al., 1998; Matthews,
Yudkin, Smith, & Neil, 2000), thus this is of paxtiar importance in thBFL Evaluation sample
of pregnant women.

The use of cigarettes, alcohol and drugs are dettiah to health in general, but are particularly
damaging during pregnancy. Substance misuse dpriagnancy can lead to birth defects and
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developmental delays (Okah, Cai, & Hoff, 2Q0&trauterine growth restrictions resulting in low
birthweight (Ventura, Hamilton, Mathews, & Chandr2003, and a higher incidence of
behavioural problems, such as increased hypergctivid chronic aggression (Tremblay et al.,
2004).The first trimester is particularly important ageictious diseases, neurotoxins and nutrient
deficiencies may have a detrimental effect on ftiirain development (Shonkoff & Phillips,
2000). Low birthweight subsequently affects a childognitive abilities leading to poorer
performance on IQ tests (Saigal, Szatmari, Rosenpabampbell, & King, 1991), lower
academic performance in the future (McCormick, Waak-Daniels, & Brooks-Gunn, 1996),
increased likelihood of neddr special education or grade retention (Rosspéiip & Auld,
1991), and poorer language and social skills (H&&kin, & Taylor, 1995). It also can lead to a
higher incidence of behavioural problems such asressed attention deficit (Pharoah,
Stevenson, Cooke, & Stevenson, 1994). Therefores itital for pregnant mothers to cease
substance use as early as possible in order teakthe risk of these defects and delays.

6.1.5 Overview

Maternal health and health related behaviours poghand postnatally show clear associations
with future child health and development. Additibpathese domains have the capacity to be
influenced by home visiting programmes suchP&4.. The pregnancy characteristics are of
particular importance in theFL Evaluation sample of pregnant women as the catcharen is
characterised by low education and young motherhtwdrventions have been shown to be
successful in reducing smoking during pregnancyrtfilann, Thorp, Pahel-Short, & Koch,
1996), to increase the number of antenatal vigigméretto et al., 2007), and to increase dietary
supplements intake (Robbins, Cleaves, Collins, Awdy Smith, & Hobbs, 2005furthermore,
Robbins and colleagues (2005) reported that the women wleoe wmost influenced by
interventions were those who were from a lower $&&ground and who had not planned their
pregnancies, further illustrating the importancetlod PFL Programme in these communities.
Throughout this chapter, baseline characteristicaaiernal health and pregnancy outcomes are
reported and baseline comparisons are made betilvedow and high treatment groups in the
PFL Programme as well as betweenRHL participants and the comparison community.

6.2 Instruments

6.21 Maternal Health AcrosstheLifespan
A number of items were used to assess materndghhesabss the lifespan.

6.2.1.1Maternal Health as a Child
Two instruments were used to assess maternal heattiildhood. First, a self-rated measure of
general health in childhood measured on a fivetpsale ranging fronexcellentto poor. This
measure was dichotomised to create a binary iraictill health in childhood if the mother
reportedfair or poor health. The mother was not considered to haverexmed ill health in
childhood if she reportedood very good or excellenthealth to this question. The second
measure was a binary variable indicating whethernttother missed more than one month of
school during childhood due to a health conditionat.
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6.2.1.2Maternal General Health Status
Several aspects of maternal health were assessed.mbther's current health status was
assessed using a self-rated measure of gener#it hezdsured on a five point scale ranging from
excellentto poor. This measure was dichotomised to create a bindigator of ill health if the
mother reportedair or poor health. The mother was not considered to haveedllth if she
indicated her current health wgeod very good,or excellent Secondly, a binary indicator was
used to capture whether the mother’s daily acéigitr work were limited by a long-term iliness,
health problem, or disability or not. The mothescawas asked whether she has ever been
diagnosed with any of 22 listed physical healthditbons, in addition to any other condition not
included on the list. This measure was dichotomisetteate an indicator of whether the mother
has a medical condition or not. Similarly, a binagriable was created indicating whether the
mother has ever been diagnosed with any of eigtgdimental health conditions or not. Finally,
a measure of body mass index (BMI) was calculas#gumaternal self reported height and pre
pregnancy weight. This variable also was usedeatera categorical variable indicating whether
the mother was underweight, of normal weight, oeght, or obese according to BMI before
pregnancy.

6.2.1.3Maternal Health Behaviours
A number of indicators were used to assess matbgath behaviours. First, to assess maternal
eating habits, mothers were asked to rate theingatbits on a five point scale. This variable
was used to create a categorical variable indigatihether mothers reported their eating habits
to behealthy,average or unhealthy They also were asked to indicate how often thagycertain
foods such as brown bread, low fat milk, low fattey lean meat, fish, fruit and vegetables,
sweets and fatty foods. The responses from thessnsguestions were summed to create an
overall health food scale ranging from nine to @Bere higher values are indicative of more
healthy eating habits. Finally, mothers were askedhdicate the frequency of their exercise
habits prior to pregnancy. This measure was usedetterate a binary variable indicating
whether the mothers engage in exercise three toimesre per week or not.

6.2.1.4Maternal Health Service Use
Maternal health service use was assessed by asiatiters if they have attended any of the 24
listed health services in the last year. This measwas used to generate a summative scale
indicating how many services the mother used ial totver the previous year. The mothers also
were asked to indicate how many times in the lasir ythey have visited their GP for non-
pregnancy related conditions. This was used torgém@ summative scale indicating the total
number of GP visits in the previous year.

6.22 ThePregnancy

6.2.2.1Past and Current Pregnancy Information
Several questions assessed information on pastcarmént pregnancies. Specifically, non
primiparous mothers were asked their age at thk bfrtheir first child. In relation to the current
pregnancy, mothers were asked if they were usiygype of birth control practices at the time
they became pregnant. Responses to this questiendiehotomised indicating the use of birth
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control practices if they stated using valid forafsbirth control such as the contraceptive pill,
condoms, patches, injections, or coils. Participavere also asked if the pregnancy was planned
or not. A number of questions were asked to gaiarmation about the level of prenatal care
that the mother was engaging in. Specifically, taontinuous measures were generated
including the week in which the pregnancy was coméid and the week in which the mother
attended her first antenatal visit. A binary valgaivas used to assess whether the mother had
attended or planned to attend antenatal classestor

6.2.2.2 Prenatal Health Supplement Use
A series of questions assessed the maternal useatth supplements either before or during
pregnancy. This resulted in five binary variableslicating whether the mother used
multivitamins, folic acid, iron, calcium, or othéealth supplements either before or during the
pregnancy or not.

6.2.3 Maternal Substance Use During Pregnancy

The mothers were asked a number of questions defatéheir past and current use of cigarettes,
alcohol, and drugs.

6.2.3.1Smoking Behaviour

Mothers were asked if they smoked prior to preggamd whether they changed their smoking
behaviour during pregnancy. These two variablesewesed to create a categorical variable
indicating whether the mother reduced her smokimgkie during pregnancy, increased her
smoking intake, stopped smoking during pregnan@demo changes to her smoking habits, or
never smoked. This information also was used teeigd#a a binary indicator of whether the
mother smoked during pregnancy or not. Additionathothers who were still smoking during
pregnancy were asked to indicate how many cigardtey smoke, on average, per day.

6.2.3.2Drinking Behaviour

Mothers also were asked about their drinking hahiisr to pregnancy. This information was

used to generate a categorical variable indicatthgther the mother drank alcohol more than
three times per week, once or twice a week, ondige a month, or never drank. A variable

indicating how many drinks they typically drank peeek prior to becoming pregnant also was
recorded. Additionally, mothers were asked whethey changed their drinking habits during

pregnancy. This information was used to createtagoaical variable indicating whether the

mother reduced her alcohol intake during pregnastopped drinking alcohol during pregnancy,
made no changes to her drinking habits, or neamldr This information was used to generate a
binary indicator of whether the mother drank aldatharing pregnancy or not. Finally, mothers

who were still drinking during pregnancy were askedndicate how many drinks they had, on
average, per week.

6.2.3.3Drug Use Behaviour
Finally, mothers were asked about their use ofdlaelrugs before and during pregnancy. They
were asked to indicate how often, if ever, theyehased a list of 15 illegal drugs in the year

2 Mothers also were presented with the option offimincreased alcohol consumption during pregnaHoyvever,
no mother indicated this was the case.
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prior to becoming pregnant. Responses were recadedfour category indicator ranging from
neverto regularly. This information was used to generate a binanalsée representing if the
mother consumed any of the listed drugs in the dbBtmperiod before pregnancy or not. They
also were asked about changes in their drug usagegdoregnancy. This information was used
to create a categorical variable indicating whetther mother reduced her drug intake during
pregnancy, stopped taking drugs during pregnan@demrmo changes to their drug habits, or
never took drugd.Finally, a binary variable indicating whether thether was consuming drugs
during pregnancy or not was created.

6.3 Results

Tables 6.1 and 6.2 present the descriptive staisélated to maternal health status across the
lifespan, the pregnancy, and maternal substancelwseg pregnancy within the low and high
PFL treatment groups and the comparison communitycipally, differences in maternal
scores for participants in the low and high treathggoups are examined as well as differences
between the overalPFL group and the comparison community on 35 meastgleded to
maternal health. Differences between the low argh RFL treatment groups did not reach
significance on any of the measures. However, difierences were identified between REL
cohort and comparison community.

6.3.1 Maternal Health AcrosstheLifespan

Table 6.1 and Table 6.2 indicate that there werelifferences between the low treatment and
the high treatmenPFL groups in regards any of the 13 indicators of nmatiehealth analysed,
however there were significant differences betwinenoverallPFL group and the comparison
group on two of the indicators examined.

6.3.1.1Maternal Health as a Child

There were no statistical differences in materrelth during childhood, as measured by self-
rated health, and the proportion of mothers whosetdsschool for one month or more due to
illness, between the low and highFL treatment groups and the overBFL and community
comparison groups. On average, 7% and 5% of thealwmivhigh treatment groups respectively
rated their health as fair or poor in childhoodmpared to 5% in the comparison community.
While approximately 9% of the low treatment gro@p% of the high treatment group, and 7%
of the comparison group missed school for more tr@month in childhood due to iliness.

6.3.1.2Maternal General Health Status
There were no statistical differences in the curberalth status of mothers in the low and high
PFL treatment groups, and only one difference betwtwn overall PFL and comparison
community groups. Approximately 13% of mothershe tow treatment group and 10% in the
high treatment group rated their current healtfaasor poor, compared to 6% in the comparison
group, while 8% and 11% of the low and high treathrgroups respectively reported having a

% Mothers also were presented with the option offmincreased illegal drug usage during pregnaHoyvever, no
mother indicated this was the case.
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long term chronic illness that affects their dadlgtivities, compared to 5% in the comparison
group. Although few mothers indicated the presesica health condition that affected daily
activities, a high proportion of mothers reporteihly diagnosed with a physical health condition
in the past, with 62% of the low treatment grouporéing a past medical condition, 75% of the
high treatment group, and 67% of the comparisomgmeporting a past condition. Migraines,
asthma and back pain were the three most commasigd|l medical conditions. A relatively
smaller proportion of the sample reported beingised with a mental health condition in the
past. Approximately 24% and 28% of the low and hRJAL treatment groups respectively
reported having a mental health condition, comp#&weir% of the comparison group. While the
differences between the low and high treatment ggowere not statistically different,
differences in mental health were reported betwien overallPFL sample (26%) and the
comparison community (37%), with the comparison sumity having a significantly higher
proportion of mental health conditions than theralld®FL sample <0.5; d = .24). The most
common mental health conditions reported were dspye and anxiety. Finally, the average
pre-pregnancy Body Mass Index (BMI) of the threeugs was within the normal weight range,
with the low treatment reporting an average BMI28t87, compared with 24.19 in the high
treatment group and 23.88 in the comparison comiyiuAs indicated in Table 6.2, there were
no statistical differences between the groups wB&h was broken down by category.
Approximately one-quarter of all three groups welassified as being overweight, and 10%
were classified as being obese.

6.3.1.3Maternal Health Behaviours
Tables 6.1 and 6.2 also indicate that there werstatstical differences in regards maternal
health behaviours between the low and hRJfL treatment groups. Additionally, differences
between the aggregaRL sample and the comparison community on these messlid not
reach significance. Table 6.2 shows that 42% ofherst in the low treatment group reported
having healthy eating habits. This compares to &%others in the high treatment group and
49% in the comparison group. While 13%, 10%, and &he low, high, and comparison
groups respectively reported having unhealthy galiabits. The average score on the healthy
eating scale was 18.75 for the low treatment gra8p49 for the high treatment group and 18.86
for the comparison group. This corresponds to tepprarely or sometimeso questions related
to eating food considered to be healthy. In terrh$requency of exercise before becoming
pregnant, 45% and 38% of the low and high treatnggatps respectively reported having
regular exercise as defined by engaging in exercisee than three times per week. This
compares to 30% within the comparison group.

6.3.1.4Maternal Health Service Use

Table 6.1 indicates that there were no statisdd&rences in regards to maternal health service
use between the low and highFL treatment groups. However, there was one sigmifica
difference between the over®FL and community comparison group. Table 6.1 repbesthe
low and high treatment groups used about 2.39 adl Realth services in the last 12 months,
while the comparison group used 2.62. This diffeeeis statistically significant such that the
comparison group used significantly more healtlises than the overalfFL group 0<0.5;d =
0.16). Approximately 4% of th®FL group and 1% of the comparison group did not use a
service in the last 12 months, while 16% and 6%nteg using at least one service. Attending a
GP and a hospital as an outpatient were the twd comsmon health services used. Specifically,
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the average number of GP visits was approximatelet among the low treatment group, 3.37
among the high treatment group, and 3.08 amongctmparison group. There were no
statistical differences between the number of GStsviamong the overaPFL group and the
comparison group.

6.3.2 ThePregnancy

Table 6.1 illustrates the descriptive statistics fitaternal responses to questions on past and
current pregnancy information, prenatal informatiand prenatal health supplement use. Table
6.1 also presents the statistical tests compariatgmal scores for participants in the low and
high PFL treatment groups and the overBFL group and the comparison community group.
There were no differences between the low treatrgentp and the high treatmdPEL group in
regards any of the 11 indicators analysed, howtneze were significant differences between the
overallPFL group and the comparison group on three of thigaors examined.

6.3.2.1Past and Current Pregnancy Information
On average non-primiparous mothers in the low agt treatment groups and the comparison
group had their first child at 21 years of agetdmnms of birth control practices, 33% of mothers
in the low treatment group and in the high treatimgnoup were engaging in some form of
effective birth control, while the average use afid forms of birth control was lower in the
comparison group with an average of 23% motheragubirth control at the time of their
pregnancy. Of the mothers in the low treatment gra20% stated that the pregnancy was
planned, compared to 29% of mothers in the higlatiment group. However, at 48%, a
significantly higher proportion of mothers in th@ngparison community stated that their
pregnancy was planne@<.01, d = .40). On average, the pregnancy was confirmedagk
seven for the low treatment group and week sixHerhigh treatment group and the comparison
group. In terms of attending the first antenatalt\at the hospital, mothers in the low treatment
group attended during week 17 on average, whiléherstin the high treatment group and the
comparison group first attended the hospital dusiegk 16 on average. In regards mothers’
past, or intended, attendance at antenatal cla33és,0f those in the low treatment group and
40% of those in the high treatment group indicdted they either have attended or they intend
to attend these classes. However, there was dfisarii difference between the over&FL
sample and the comparison group in regards theoluaatenatal classep<.05,d = .31) with
52% of respondents in the comparison group indigatiat they either have attended or intend
to take part in antenatal classes compared to 8atePFL sample.

6.3.2.2Prenatal Health Supplement Use
On average 34%, 42%, and 44% of the low and higgitrtnent groups and the comparison group
respectively indicated they took multivitamins eithsince or before becoming pregnant. The
vast majority of participants in all groups indiedtthat they have taken folic acid: 92% of the
low treatment group, 93% of the high treatment graand 90% of the comparison group. Very
few participants across any of the groups tookeeitbalcium supplements or any other
supplement during pregnancy. Just 3% of the lovattnent group took calcium and 2%
indicated that they took some other supplementJemd¥ of the high treatment group took
calcium and 4% took some other supplement, firgly of the comparison group took calcium
and 3% took some other supplement. The only siganti difference across the groups in regards
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the use of health supplement usage was in thefuseno While there was no difference in iron
usage between the low and high treatment grougs 6@% and 68% respectively reporting that
they have taken iron since or before becoming @egnthere was a significant difference
between the overaPFL cohort and the comparison groyp<(5, d = .25), with 79% of the
comparison community taking iron compared to om$wof thePFL cohort.

6.3.3 Maternal Substance Use During Pregnancy

Tables 6.1 and 6.2 indicate that there were nasstatl differences between the substance use
behaviour of the low and high treatment groups. elav, there were differences between the
overallPFL group and comparison group for four of the elesettomes analysed.

6.3.3.1Smoking Behaviour
Approximately 40% of the low treatment group and®a38f the high treatment group never
smoked before pregnancy, compared with 47% of tmeparison group. A further 13% of the
low treatment group, 11% of the high treatment groand 18% of the comparison group
stopped smoking when they found out they were megrand 37% of the low and high
treatment groups and 30% of the comparison growpucerl their smoke intake upon
confirmation of the pregnancy. Additionally, 3%tbe low and high treatment groups and none
of the comparison group increased their smokingthabereas no mother in the comparison
community indicated an increase in smoking behavémce becoming pregnant. Finally, 8% of
the low treatment group, 12% of the high treatngeoup, and 4% of the comparison group did
not change their smoking behaviour when they fooudthey were pregnant. In total, 48% of
mothers in the low treatment group and 51% of nrstle the high treatment group smoked
during pregnancy, compared to 34% of mothers in dbmparison group. This difference
between the overaPFL group and comparison group is statistically sigatit, such that more
mothers in thePFL group smoked during pregnan@<0.5; d = 0.30). For mothers who did
smoke during pregnancy, the average amount of ediiggr smoked was 9.71 for the low
treatment group, 10.64 for the high treatment graod 7.91 for the comparison group. The
differences in the number of cigarettes smoked sigsificantly greater for the overaRFL
sample compared to the comparison grqa®(5;d = 0.38).

6.3.3.2Drinking Behaviour
Approximately 11% of the low treatment group andldf the high treatment group never
drank alcohol prior to becoming pregnant, compdceti% of the comparison group. A further
9% of the low treatment group, 5% of the high tmeit group, and 7% of the comparison group
drank more than three times per week. The majaofitthe groups drank between one and two
times per week (low 37%; high 42%; comparison 40%d)etween one and two times per month
(low 44%; high 36%; comparison 44%). Among the moshwho did drink before pregnancy,
the average number of drinks consumed per week/v@&swithin the low treatment group, 7.12
in the high treatment group, and 6.93 within themparison group. On learning of their
pregnancy a number of mothers changed their dignkibits. Among all mothers, 60% in the
low treatment group and 55% in the high treatmeatg stopped drinking alcohol, while 58%
in the comparison group stopped drinking alcohofusher 27% of the low treatment group and
25% of the high treatment group reduced their atdhtake, compared to 30% in the
comparison group. A relatively small proportion didt change their drinking habits during
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pregnancy (low 2%; high 3%; comparison 4%). Finallg mother indicated she had increased
her alcohol consumption since becoming pregnartbthl, 27% of mothers in the low treatment
group and 25% of mothers in the high treatment grdtank during pregnancy, compared to
30% of mothers in the comparison group. Among thed® continued drinking during
pregnancy, the average number of drinks consumedvpek was 2.93 in the low treatment
group, 3.15 in the high treatment group and 3.1tBiéncomparison group. The differences in the
number of drinks consumed per week was signifigaativer for the overalPFL sample than
the comparison group<€0.5;d = 0.03).

6.3.3.3Drug Use Behaviour

In total, 15% of the low treatment group, 13% oé thigh treatment group, and 15% in the
comparison group reported taking illegal drugs e 12 month period prior to becoming

pregnant. During pregnancy, 12% of the low treatng@oup and 13% of the high treatment
group and the comparison group stopped taking damgéinding out about their pregnancy.

Approximately 2% of the low treatment group, 1%tloé high treatment group, and 2% of the
comparison group reduced their use of drugs andnlf#te low treatment group, and no one in
the high treatment group or comparison group didchange their drug habits during pregnancy.
Furthermore, no mother indicated increasing druaggasduring pregnancy. Thus, only 3% of the
low treatment group, 1% of the high treatment groapd 2% of the comparison group

consumed illegal drugs during pregnancy.

6.4 Key Findings

* Mothers in the low treatment group did not difféatsstically from mothers in the
high treatment group in regards any of the 35 healid pregnancy outcomes
analysed.

* Mothers in the comparison community differed stai@dly from mothers in the
overall PFL group in nine of the 35 health and pregnancy oue analysed.
Specifically, mothers in the comparison communiparted more mental health
conditions, used more health services in the ptsvigear, and drank more alcohol
during pregnancy. In addition, more mothers in¢bmparison group reported their
pregnancy was planned, more participate in anterédases, and more reported
taking iron supplements either before or duringgpescy. However, fewer mothers
in this group reported smoking during pregnancy, afidhose who did smoke, they
smoked fewer cigarettes, compared to the ovefll group. Finally, the chi square
analysis assessing changes in smoking status dpremnancy revealed different
distributions of change for tHeFL cohort and the comparison community.

» Approximately 9% of thd°FL group and 5% of the comparison group have a long-
term chronic illness.

» Just over one-quarter of tH&FL group have been diagnosed with mental health
conditions in the past.
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Approximately one-third of thBFL group were classified as overweight or obese.
Almost two-thirds of thd®FL cohort did not plan their pregnancy.

Approximately two-thirds of th€FL sample were not using birth control around the
time they became pregnant.

Folic acid and iron supplements were the most contyngsed health supplements
during pregnancy within theFL Evaluation.

Almost half of thePFL sample smoked during pregnancy, one-quarter daboakol,
and 2% took illegal drugs during pregnancy.
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Table 6.1

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal ite& Pregnancy Characteristics

PFL Low Treatment -PFL High Treatment

PFL — Comparison Community

N Effect N Effect
. M M Miow— : M M Mpp — :
Variable n / LOW HIGH LOW Size Noe/ PFL COMP PFL Size
(Niow (SD  (SD  Muon P : e/ (Sp)  (SD Meowe P :
NHIGH) (d) Ncomp, (d)
Maternal Health Across the Lifespan
Health in Childhood
. 205 0.07 0.05 304 0.06 0.05
Self Rated Ill Health as a Child (101/104)  (0.26) (0.21) 0.02 ns .09 (205/99)  (0.24) (0.22) 0.01 ns .03
Missed School for One Month 204 0.09 0.15 303 0.12 0.07
Due to lll Health (101/103) (0.29) (0.35) ~°2:06 ns 18 (204/99) (0.32) (0.26) O ns 16
General Health Status
205 0.13 0.10 304 0.11 0.06
Self Rated Ill Health (101/104)  (0.34) (0.30) 0.03 ns .10 (205/99)  (0.32) (0.24) 0.05 ns .18
. 205 0.08 0.11 304 0.09 0.05
Long Term Chronic lliness (101/104)  (0.27) (0.31) -0.03 ns .09 (205/99)  (0.29) (0.22) 0.04 ns .16
: - 205 0.62 0.75 304 0.69 0.67
Physical Health Condition (101/104)  (0.49) (0.42) -0.13 ns 27 (205/99)  (0.46) (0.47) 0.02 ns .05
- 205 0.24 0.28 303 0.26 0.37
Mental Health Condition (101/104)  (0.43) (0.45) -0.04 ns .09 (98/205)  (0.44) (0.48) -0.11 <0.5 .24
169 23.87 24.19 251 24.04 23.88
Pre Pregnancy BMI (81/88) (4.69) (4.75) -0.32 ns .07 (169/82)  (4.71) (5.15) 0.16 ns .03
Maternal Health Behaviours
. 202 18.75 18.49 301 18.62 18.86
Healthy Eating Scale (100/102)  (4.16) (4.53) 0.26 ns .06 (202/99)  (4.34) (4.57) -0.24 ns .05
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Table 6.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal ite& Pregnancy Characteristics

PFL Low Treatment -PFL High Treatment

PFL — Comparison Community

N Effect N Effect
i Miow Muich Miow— - MpgL Mcowmp Mpp — .
Variable vl 5D (D Muen P o Wl 5D 6D Meow P F
. 205 0.45 0.38 304 0.42 0.30
Regular Exercise (101/104)  (0.50) (0.49) 0.06 ns A2 (205/99)  (0.49) (0.46) 0.12 ns .23
Health Service Use
# Health Services Used in Previous 205 2.39 2.44 304 241 2.62
Year (101/104) (1.25) (153 009 ns 04 (205/99) (1.39)  (1.06) 021 <0.3 16
# of Non-pregnancy Related GP 200 2.95 3.37 ) 295 3.16 3.08
Visits in Previous Year (100/100) (3.56)  (6.41) 042 ns 08 (200/95) (5.18)  (6.30) 008 ns 01
The Pregnancy
. 98 21.39 21.11 155 21.26 20.79
Age at First Pregnancy (51/47) (4.51) (3.75) 0.28 ns .07 (98/57) (4.15) (3.75) 0.47 ns A2
: . 203 0.33 0.33 301 0.33 0.23
Birth Control Practices (99/104) (0.47) (0.47) 0.00 ns .01 (203/98)  (0.47) (0.43) 0.10 ns 21
203 0.30 0.29 302 0.30 0.48
Planned Pregnancy (100/103)  (0.46) (0.46) 0.01 ns .02 (203/99)  (0.46) (0.50) -0.18 <.01 .40
, 204 6.56 6.32 302 6.44 6.12
Week Pregnancy Confirmed (100/104)  (3.86) (3.56) 0.24 ns .07 (204/98)  (3.70) (3.39) 0.32 ns .09
Week of First Antenatal Visit (7]{3?30) (156'4737) 355'7873; 0.94 ns A7 (153/%8) 3‘566219; 3557747) 0.52 ns .09
Participation in Antenatal 190 0.33 0.40 288 0.37 0.52
Classes ©3/97)  (047) (0.49) 007 ns 14 (190/98) (0.48)  (0.50) ~O-1° <05 31

Health Supplement Use
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Table 6.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal ite& Pregnancy Characteristics

PFL Low Treatment -PFL High Treatment

PFL — Comparison Community

N Effect N Effect
; MLow Muich Miow— ; MprL Mcowmp MprL— ;
Variable (nLow/ (SD (SD) My p Size (Ppr/ (SD (SD Mooy p Size
NHIGH) (d) Ncomp, (d)
- . 205 0.34 0.42 304 0.38 0.44
Multivitamins (101/104) (0.47)  (0.50) 008 ns 18 (205/99) (0.49)  (0.50) 908 ns 13
. . 205 0.92 0.93 304 0.93 0.90
Folic Acid (101/104) (0.27) (025 %01 ns 05 (205/99) (0.26)  (0.30) 003 ns 10
205 0.66 0.68 304 0.67 0.79
Iron (101/104) (0.47) (0.47) %02 ns 04 (205/99) (0.47)  (0.41) 012 <05 25
. 205 0.03 0.06 304 0.04 0.06
Calcium (101/104) (0.17) (023) 203 ns 14 (205/99) (0.21)  (0.24) 992 ns 08
205 0.02 0.04 304 0.03 0.03
Other Health Supplement (101/104)  (0.14) (0.19) -0.02 ns A1 (205/99)  (0.17) (0.17) 0.00 ns .01
Maternal Substance Use
Smoking Behaviour During
Pregnancy
. 205 0.48 0.51 304 0.49 0.34
Smoking (101/104) (0.50) (0.50) 003 ns 07 (205/99) (0.50)  (0.48) O1° <05 30
. 101 9.71 10.64 135 10.20 7.91
# Cigarettes Smoked per Day (48/53) (6.23) (5.93) -0.93 ns .16 (101/34)  (6.06) (5.98) 2.29 <0.5 .38
Drinking Behaviour
# Drinks per Week 174 7.30 7.12 263 7.21 6.93
(before pregnancy) ©o0/74)  (5.30) (a.78) 018 ns 04 (174/89) (5.04) (5.86) 028 ns 05
_ . 205 0.27 0.25 304 0.26 0.30
Drinking During Pregnancy (101/104)  (0.45) (0.44) 0.02 ns .04 (205/99)  (0.44) (0.46) -0.04 ns .10
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Table 6.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Maternal ite& Pregnancy Characteristics

PFL Low Treatment -PFL High Treatment PFL — Comparison Community
N Effect N Effect
. M M Miow— - M M Mpg — .
Varlable n / LOW HIGH LOW Size n / PFL COMP PFL Size
(Niow (SD  (SD  Muon P : e/ (Sp)  (SD Meowe P :
NHiGH) (d) Ncomp, (d)
# Drinks per Week 53 2.93 3.15 83 3.04 3.13
(during pregnancy) @726) (1.38) (L71) 0?2 ns 15 (53/30) (1.54) (4.73) ~99° <0.5 03
Drug Behaviour
Ever Used Drugs Before 205 0.15 0.13 304 0.14 0.15
Pregnancy (101/104) (0.36)  (0.34) 202 ns 04 (205/99) (0.35) (0.36) 001 ns 03
Ever Used Drugs During 205 0.03 0.01 304 0.02 0.02
Pregnancy (101/104) (017) (.10 202 ns 15 (205/99) (0.14)  (0.14) 990 ns 00

Note.Permutation tests were conducted using regresssts for normally distributed data unless otherwisted *Permutation tests were conducted

using the Wilcoxon Rank-Sum tests for non-normdistributed data.
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Table 6.2

Descriptive Statistics and Chi Square Test Re€ldtmparing Group Differences in Maternal Health

PFL Low Treatment vsPFL High

PFL vs. Comparison Community

Treatment
Low High Effect PFL Comp. Effect
Variable n n p Size n n p Size
(%) (%) V) (%) (%) V)
Maternal Health Across the
Lifespan
BMI Scale ns .06 ns .08
. 6.17 4.55 5.33 9.76
Underweight
g (5) @) ) ®)
Normal weiaht 60.49 56.82 58.58 56.10
9 (49) (50) (99) (46)
Overweiaht 23.46 27.27 25.44 23.17
9 (19) (24) (43) (19)
Obese 9.88 11.36 10.65 10.98
(8) (10) (18) ()]
Self_Rated Healthy Eating ns 11 ns 10
Habits
Health 41.58 33.98 37.75 48.48
y (42) (35) (77) (48)
Average 45.54 56.31 50.98 43.43
9 (46) (58) (104)  (43)
12.87 9.71 11.27 8.08
Unhealth
Y (13) (10 23  @®)
Maternal Substance Use
Smoking Status During ns 07 <05 18
Pregnancy
Reduced smokin 36.63 36.54 36.59 30.30
9 (37) (38) (75) (30)
Increased smoking 2.97 2.88 2.93 0.00
3) 3) (6) (0)
Stooped smokin 12.87 10.58 11.71 18.18
PP 9 (13) (11) (24) (18)
No change in smoking 7.92 11.54 9.76 4.04
habits (8) (12) (20) (4)
Never smoked 39.60 38.46 39.02 47.47
(40) (40) (80) 47)
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Table 6.2 continued

Descriptive Statistics and Chi Square Test Re€ldtmparing Group Differences in Maternal Health

PFL Low Treatment vsPFL High

PFL vs. Comparison Community

Treatment
Low High Effect PFL Comp. Effect
Variable n n p Size n n p Size
(%) (%) () (%) (%) \)
Frequency of Drinking Before ns 14 ns 09
Pregnancy
More than 3 times per 8.91 4.81 6.83 7.07
week 9 (5) (14) (7
1-2 times per week 36.63 42.31 39.51 40.40
P 37) (44) (81) (40)
1-2 times per month 43.56 35.58 39.51 44.44
P @4)  (37) ®1)  (44)
Never drank 10.89 17.31 14.15 8.08
11) (18) (29) ®)
Drir!king Alcohol Status ns 10 ns 10
During Pregnancy
. 26.73 25.00 25.85 30.30
Reduced drinking 27) (26) (53) (30)
L 60.40 54.81 57.56 57.58
Stopped drinking 61) (57) (118) (57)
No change in drinking 1.98 2.88 2.44 4.04
habits (2) 3 (5) (4)
Never drank 10.89 17.31 14.15 8.08
(11) (18) (29) (8)
Drug Status During ns 08 ns 05
Pregnancy
. 1.98 0.96 1.46 2.02
Reduced drug intake
g 0) (1) 3) )
. 11.88 12.50 12.20 13.13
Stopped taking drugs (12) (13) (25) (13)
No change in drug 0.99 0.00 0.49 0.00
habits (1) 0) (1) ©)
Never took druas 85.15 86.54 85.85 84.85
9 ®6)  (90) (176)  (84)

Note: Chi-square test used unless otherwise noted.
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7 Chapter 7: Cognition, Thoughts about Parenting, and Intentionsfor
Newbor n Baby

7.1 Introduction

With few exceptions, (e.g., Harris, 1998; Rowe, 4;98carr, 1992) there is a consensus that
parents play a central role in the developmentheirtchildren. Parental knowledge of how

children develop, parenting behaviours, and plagiar a newborn baby have the capacity to
modify a child’s experiences, ultimately influenginhe development of that child. Chapter

seven presents information related to maternal iiogs of infant development, assessment of
maternal parenting risks, and maternal intentioms the newborn baby as they relate to
breastfeeding and childcare.

7.1.1 Parental Cognition

Parental cognitions have the ability to influenbddcdevelopment both directly through vertical
parent-child interactions and indirectly through dma¢ing parenting behaviours directed at
children. While cognition encompasses multiple dmsaf knowledge, this report considers
cognition specifically as it relates to maternalderstanding of developmental norms and
milestones for young children. Some researchersrtasisat parental understanding of child
behaviour affects the way child behaviour is inteted by the parent (Mills & Rubin, 1990) and
it has been argued that knowledge of typical chétiaviour has the ability to influence parent-
child interactions (see Goodnow, 1988 for revielgrthermore, parental knowledge of child
development is consistently found to be lower amgpagents living in low socioeconomic

environments (McLoyd, 1998), parents experienciggprdssive symptoms (Cunningham &
Boyle, 2002, and primiparous parents (Pleck, 199igrefore, increasing maternal knowledge
of infant development has the potential to posiyivefluence child development, especially for
children living in thePFL catchment area.

7.1.2 Parenting Behaviours

Parenting behaviours are uniquely intertwined vgiihental cognitions and these cognitions have
the ability to inform and modify parenting behavieuKey dimensions of parenting include
constructs reflecting parental acceptance or respeness, emotional warmth, and
demandingness or control (Cummings, Davies, & CapB000; Maccoby & Martin, 1983).
Traditionally, research in the field of parentingshfocused on the conceptualization of parenting
patterns and has identified parenting styles basegarents’ relative use of each of these
dimensions to parent their children. Parentingestytharacterised by a combination of high
responsiveness and high control are most oftenceted with positive child outcomes (e.qg.,
Baumrind, 1991; Hetherington et al., 1999; Taylbale 2004), while those associated with low
responsiveness and high control are commonly as®oliwith negative developmental
outcomes (Petito & Cummins, 2000). Promoting seresind responsive parenting to high risk
families may promote positive development for datdld who are at increased risk for poor
developmental outcomes, as well as prevent parabtede and neglect. To this effect, research
has demonstrated that at risk mothers who parteip&n home visiting programmes during
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pregnancy displayed lower risk of potential chilbise compared to comparison mothers not
receiving a home visiting intervention (Guthrie,Zizmo, & Gaziano, 2009).

7.1.3 Parental Intentionsfor the Newborn Baby

Similarly, cognitions about infant development mafluence parental intentions for the
newborn baby. Decisions regarding breastfeedirgy, (&hether to engage) and childcare usage
(e.g., whether to use childcare and at what agstad) may be difficult for some families.
Certainly, knowledge of child development and tlemddfits of such activities may influence
these decisions. Although the benefits of breadifegeare well-documented for both mother and
child (Ferguson & Woodword, 1999), it is not widgbyacticed in Ireland as breastfeeding
initiation rates in Ireland range from 38% to 55%C0 School of Public Health and Population
Science, 2010)Additionally, low socioeconomic status populatioEsconomic and Social
Research Institute, 2006), younger mothers (Fitigat Fitzpatrick, & Darling, 1994), and
mothers with lower education (Ward, Sheridan, Hbowedegarty, & O’Farrell, 2004), are less
likely to breastfeed, making this a particularlypiontant area of research and development in the
PFL catchment area.

Finally, maternal cognitions may influence the neoth desire to use childcare. Recent studies
show that non-parental care may compensate fowadsource home environment among low
SES children (Scaramella, Neppl, Ontai, & Cong@®08). While most children receive some
form of non-parental care in their early years|dren from low SES backgrounds are less likely
to experience extensive care outside the homewasdoicated mothers are less likely to be
working (Mistry, Vandewater, Huston, & McLoyd, 2Q0Rleck, 1997). Children from low SES
families have higher rates of exposure to domesdic in terms of poor parenting practices,
single parent households, lower levels of stimatatand fewer resources for child development
materials. Consequently low SES children are aatgrerisk of low cognitive skills and greater
socio-emotional difficulties as they spend moreetim high risk home environments, making
this decision especially important for tREL catchment area.

714 Overview

As noted above, maternal characteristics such aswlkedge regarding infant and child
development, parenting behaviours, and planning feewborn baby show clear links with child
development. Additionally, these domains have tiygacity to be influenced by home visiting
programmes such &@FL. Throughout this chapter, baseline characteristicknowledge of
infant development, parenting behaviours, and pienfor a newborn baby are reported and
baseline comparisons are made between the low &d theatment groups in th@FL
Programme as well as betweenRHL participants and the comparison community.
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7.2 Instruments

721 Maternal Knowledge of Infant Development

Maternal knowledge of infant development was agskssing the 14-item Knowledge of Infant
Development — Short Form (KIDI-SF; MacPhee, 1981Iyeasure designed to assess knowledge
of developmental processes and infant developmemtaths. Mothers were presented with 14
items @ = .47) related to child developmental milestoned aorms and were asked how much
they agree or disagree with each statement. Respopsons range from one representing
strongly agredo five signifyingstrongly disagreeResponses are summed, providing a range of
scores from 14 to 70. An indicator of knowledgerndént development was obtained from these
raw scores and is represented as the proporti@cafrate responses about infant development
or the raw score divided by the total possible nends points (i.e., 70). This figure ranges from
zero to 100 and can be interpreted as an indicdtoraternal knowledge of infant development
with higher scores representing greater knowletitgaddition to this continuous score, a binary
variable was created to represent the proportiomathers who score in the lowest 10% of the
entirePFL Evaluation cohort on the KIDI-SF.

7.2.2 Assessment of Parenting Risk

Parenting risk of abuse and neglect was assessegltheAdult Adolescent Parenting Inventory
2 (AAPI-2; Bavolek & Keene, 1999). This 40-item mewesis designed to assess the parenting
and child-rearing attitudes of adult and adolesgemtent and non-parent populations. At
baseline, mothers in tHeFL Evaluation rated how much they agree or disagrée avseries of
guestions regarding parenting on a five point lilsrale ranging from one meanisgongly
agreeto five representingtrongly disagreeBased on the known behaviours of abusive parents,
responses to the AAPI-2 provide an index of riskdracticing parenting behaviours known to
contribute to the maltreatment of children. The A#&Pyields scores on five subdomains
including parental expectations of childrefv items; o = .66), parental empathy towards
children’s need¢10 items;a=.71),use of corporal punishme(tl items;a = .70),parent-child
family roles(7 items;a = .68), andchildren’s power and independen¢®items;o = .20). Raw
scores for the AAPI-2 subdomains are calculatedduding the numerical values for each of the
item responses associated with that subdomainrawescores for the five subdomains are then
converted to standard scores, ranging from onertolh addition to these five subdomains, the
AAPI-2 provides an overall score of parenting r{gk items;o = .86) that is presented as an
average of the standard scores for each subdomajher scores on the AAPI-2 are indicative
of lower risk for abusive parenting, such that leiglscores are representative of positive,
nurturing, parenting attitudes and a low risk ofisdn

As this is a US normed measure, standard scorebBecased to describe parenting behaviours in
terms of how they compare to the larger US poputatSpecifically, standard scores ranging
from one to three are considered to be low and teesesent behaviours endorsed by 16% of the
population. Low scores are indicative of high rfek abusive parenting and neglect. Standard
scores ranging from four to seven represent thenalbrange of parenting behaviours and
illustrate moderate risk for parenting abuse arglew. Sixty-eight percent of the US population
fall within this normal range of scores. Standardres ranging from eight to ten are considered
high and illustrate positive, nurturing parentirtgtades and represent a low risk for abuse and
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neglect. Approximately, 16% of the US populatiorvédnacores falling in this range. As this

measure provides a cutoff indicating high risk pérey, an additional continuous variable was
calculated to represent the total number of saabeshich participants score in the at risk range
(i.e., one to three).

7.23 Intentionsfor Newborn Baby

Several questions assessed maternal intentionsthior newborn baby as they relate to
breastfeeding and childcare usage. Questions riegamaternal breastfeeding in previous
pregnancies were also asked. Specifically, the ®2%he sample who indicated they had a
previous child were asked if they breastfed theavipus child and all mothers were asked if
they intended to breastfeed the child they wergmaet with. Similarly, mothers were asked if
they intended to use any type of childcare forahiéd they were pregnant with and at what age
they anticipated starting to use such childcare.

7.3 Results

Table 7.1 illustrates the descriptive statistiasm@ternal responses to the KIDI-SF, AAPI-2, and
intentions for the newborn baby. Additionally, Tald.1 presents the statistical tests comparing
maternal scores for participants in the low andhhiggatment groups as well as differences
between thé’FL group and the comparison community. Of the 13 mressanalysed, the low
and high treatment groups differed on three of th&gnificant differences between the
aggregatePFL group and the comparison community emerged on seféhe 13 measures
analysed in this chapter.

7.3.1 Maternal Knowledge of Infant Development

Mothers in the high treatment group indicated thaye significantly more knowledge about
infant development than mothers in the low treatmgnoup (<.05,d = .31). Specifically,
mothers in the low treatment group scored, on &r&9.82 on the KIDI-SF compared to
mothers in the high treatment group who scored 5/2Nb significant differences emerged
between the aggrega®d-L sample and the comparison community score of 7@mthe KIDI-
SF. Although differences in the percentage scoreewwmesent between the low and high
treatment groups, differences in the proportiomofmen scoring in the lowest 10% of the entire
evaluation cohort did not reach significance. Sjeadly, 20% of the low treatment group and
11% of the high treatment group were performing, loslative to their peers, on this measure of
knowledge of infant development and 10% of the camspn community were performing low
on this measure, a difference that did not reaghifstance. Therefore, although there are mean
differences in group scores, the proportion of wormeého indicate relatively low levels of
knowledge of infant development does not diffeloasrgroups.

7.3.2 Assessment of Parenting Risk

Mothers in all three groups scored in the averagege on all subdomains of the AAPI-2
suggesting that this population has a moderate foskchild abuse and neglect. Of these
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subdomains, all groups scored lowest on gaental empathy towards children’s needs
subdomain with scores of 4.04, 4.21, and 4.81 k& low, high, and comparison group
respectively. Although these scores fall within tieemal range of scores, it is important to note
that they are on the low end of this spectrum, estigg moderate to high risk of abuse and
neglect. The next subdomain in which mothers scordtie typical range was thparent-child
family rolesand children’s power and independensebdomains. The low treatment group
scored 4.73 and 5.16, respectively in these domainge the high treatment group scored 5.17
and 4.93, and the comparison community scored &rtb5.67, respectively illustrating that
children are at a moderate risk in these subdomaims subdomains in which mothers scored
highest on were theparental expectations of childreand use of corporal punishment
subdomains, which the low treatment group scoretB @and 6.19, respectively, the high
treatment group scored 5.91 and 6.02, and the agopacommunity scored 6.18 and 6.17,
respectively. Scores on these subdomains reprisend moderate risk of abuse. In terms of the
overall AAPI-2 score, mothers in the low treatmembup had an average score of 5.12
compared to an average overall score of 5.25 regpdsy mothers in the high treatment group
and 5.71 reported by mothers in the comparison aamityn Although differences between the
low and high treatment groups did not reach sigaifce for any of the AAPI-2 subdomains or
overall AAPI-2 score, several differences emergetivben the aggregaiFL cohort and the
comparison community. Specifically, the mean ratirigr the comparison community were
significantly higher than the aggregd®-L sample on the parental expectations of children
(p<.05,d = .29), parental empathy towards childrer.01,d = .32), parent-child family roles
(p<.05,d = .39), children’s power and independenpe&.01,d = .31), and the overall AAPI-2
score p<.01,d = .38). Furthermore, differences between the totahlmer of scales on which
mothers in the low and high treatment groups scamethe at risk category did not reach
significance, with mothers in the low treatment ugraindicating high risk, 1.31 scales, and
mothers in the high treatment group indicating higk on 1.08 scales of the AAPI-2. However,
mothers in the comparison community were at riskomaverage, .79, domains, a figure that is
significantly lower than identified in theFL cohort 0<.01,d = .30).

Finally, descriptive statistics were calculateddpresent the proportion of mothers who received
scores ranging from one to three in each categerycares in this range are representative of
16% of the US population and provide an index ghhbr risk of abusive or neglectful parenting.
Few mothers fell into the at risk range for thegmaal expectations of children, use of corporal
punishment, and total AAPI-2 score with 11%, 6% d1% of women in the low treatment
group, 6%, 4%, and 8% of women in the high treatngeoup, and 4%, 7%, and 6% of women
in the comparison community providing scores tharevindicative of high risk in these
domains. Although few mothers were at risk in thésmains, more mothers were at risk in the
parent-child family roles, children’s power and épéndence, and parental empathy towards
children’s needs subdomains with 29%, 24%, and 9®%he low treatment group and 19%,
30%, and 41% of the high treatment group, and 12386, and 24% of mothers in the
comparison community endorsing scores indicativieigi risk of parenting abuse and neglect in
these domains.
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7.3.3 Intentionsfor Newbor n Baby

Of the mothers who indicated they had a previotis capproximately 20% in the low treatment

group and 15% in the high treatment group, and 1%%e comparison community indicated

they had breastfed this child. Furthermore, 30%hef low treatment group, 33% of the high

treatment group, and 49% of mothers in the compart®mmunity indicated that they intended
to breastfeed the child they were pregnant withh@lgh differences between the low and high
treatment group in terms of breastfeeding did reztch significance, more mothers in the
comparison community indicated intentions to brieast the p<.01;d = .37).

In terms of intentions for childcare use, 60% af tbw treatment group stated they intended to
use some form of childcare for the child they waregnant with, compared to only 45% of the
high treatment group, a difference suggesting #ighificantly more women on the low
treatmentPFL group intend to use childcare for their newbornlcchip<.01; d = .31).
Differences between the aggreg®EL cohort and the comparison community did not reach
significance, with 47% of mothers in the comparismmmunity reporting intentions to use
childcare for their child. Mothers in the low tre@nt group indicated they would utilise
childcare for their child at a significantly youngege Miow = 6.31 monthsMpigh= 8.66 months)
than mothers in the high treatment gropp.05;d = .41). Furthermore, differences between the
aggregatd’FL cohort and the comparison community did not reaghificance for the age at
which they intended to start their child in childea

74 Key Findings

* Mothers in the low treatment group differed statadty from mothers in the high
treatment group on three of the 13 measures relateadaternal cognitions, thoughts
about parenting, and intentions for their newboabyb Specifically, mothers in the high
treatment group display more knowledge about dewveémtal processes and infant
developmental norms than mothers in the low treatrgeoup and more mothers in the
low treatment group intend to use some form ofddate and they intend to use childcare
at a younger age than do mothers in the high tresattgroup.

* Mothers in thePFL cohort differed significantly from mothers in thengparison
community on seven of the 13 measures related ternma cognitions, thoughts about
parenting, and intentions for their newborn babyedically, mothers in the aggregate
PFL sample demonstrate a higher risk of abuse and ctetitan do mothers in the
comparison community in regards parental expectatiaf children, parental empathy
towards the child’s needs, parent-child family solehildren’s power and independence,
the overall AAPI-2 score the average number ofescalothers indicate being at risk, and
fewer mothers in thBFL cohort intent to breastfeed their new child.

* Mother’s in thePFL cohort score 71 out of 100 in terms of knowleddeinfant
development.
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Maternal ratings on the AAPI-2 fell between foudaeven, which is within the normal
range of responses, representing 68% of the avéi&geopulation. Scores in this range
represent moderate risk for abuse and neglect.

Fifty percent of mothers in the low treatment grapd 41% of mothers in the high
treatment group are considered to display a higk of showing a lack of empathy for
their child’s needs.

Almost one-third of théFL cohort intend to breastfeed their child.
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Table 7.1

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in AAPI-2, Kl@id Maternal Intentions for Newborn Baby

Low Treatment — High Treatment

PFL — Comparison Community

N Effect N Effect
. M M Miow — : M M MpgL— :
Variable n / LOW HIGH LOW Size Noe/ PFL COMP PFL Size
(Now (SD  (SD  Muon P : e/ (Sp)  (SD Meowe P :
NHiGH) (d) Ncomp; (d)
Knowledge of Infant Development 205 69.82 72.25 304 71.05 72.91
Short Form (KIDI-SF) Score (101/104) (8.18)  (7.60) 243 <05 31 (205/99) (7.97) (8.70) 186 ns 23
205 0.20 0.11 304 0.15 0.10
0 -
Lowest 10% KIDI-SF Score (101/104)  (0.40) (0.31) 0.09 ns .26 (205/99)  (0.36) (0.30) 0.05 ns A5
Adult Adolescent Parenting Inventory
(AAPI-2)
. . 205 5.48 5.91 304 5.70 6.18
Parental Expectations of Children (101/104)  (1.68) (1.61) -0.43 ns 27 (205/99)  (1.66) (1.68) -0.48 <.05 .29
Parental Empathy Towards 205 4.04 4.21 304 4.13 4.81
Children’s Needs (101/104) (2.23)  (Log) 017 ns 08 (205/99) (2.11) (2.14) 08 <01 32
. 205 6.19 6.02 304 6.10 6.17
Use of Corporal Punishment (101/104)  (1.68) (1.58) 0.17 ns .10 (205/99)  (1.63) (1.53) -0.07 ns .04
. . 205 4.73 5.17 304 4.96 5.74
Parent-child Family Roles (101/104)  (2.14) (1.91) -0.44 ns 22 (205/99)  (2.03) 2.03) 0.78 <.05 .39
: , 205 5.16 4.93 304 5.04 5.67
Children’s Power and Independence(lolllm) (1.84) (2.07) 0.23 ns A2 (205/99)  (1.96) 2.08) 0.63 <.01 31
205 5.12 5.25 304 5.19 571
Total AAPI-2 Score (101/104)  (1.42) (1.38) -0.13 ns .09 (205/99)  (1.40) (1.40) -0.52 <.01 .38
: 205 1.31 1.08 304 1.19 0.79
Total Number of Scales At Risk (101/104)  (1.43) (1.38) 0.23 ns .16 (205/99)  (1.41) (1.26) 0.40 <.0f .30
Breastfeeding Intentions
: . 97 0.20 0.15 154 0.18 0.16
Breastfed Previous Child (51/46) (0.40) (0.36) 0.05 ns A2 (97/57) (0.38) (0.37) 0.02 ns .05
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Table 7.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in AAPI-2, Kl@id Maternal Intentions for Newborn Baby

Low Treatment — High Treatment

PFL — Comparison Community

N Effect N Effect
. M M Miow— . M M Mpg — .
Varlable n / LOW HIGH LOW Size n / PFL COMP PFL Size
(Now (SD  (SD  Muon P : e/ (Sp)  (SD Meowe P :
NHIGH) (d) Ncomp; (d)
Intention to Breastfeed Current 186 0.30 0.33 275 0.32 0.49
Child ©2/94)  (046) (0.47) 003 ns 05 (186/89) (0.47)  (0.50) o7 <01 37
Childcare Questions
. . 194 0.60 0.45 292 0.53 0.47
Intention to Use Childcare (98/96) (0.49) (0.50) 0.15 <.05 31 (194/98)  (0.50) (0.50) 0.06 ns A1
Age Intend to Start Childcare (in 96 6.31 8.66 ) 140 7.31 6.11
months) (55/41)  (5.46)  (6.33) 2 <03 41 96/44) (593 (3220 10 ns 23

Note.Permutation tests were conducted using regresssts for normally distributed data unless otherwisted *Permutation tests were conducted

using the Wilcoxon Rank-Sum tests for non-normdistributed data.
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8 Chapter 8: Social Support

8.1 Introduction

8.11 Social Support

Although social support, or the support offerestigh social connections (Lin, Simeone, Ensel,
& Kuo, 1979), has been conceptualised in severtierdnt ways throughout the research
literature, recurring features include structurgpects, such as the size of a person’s social
network; enacted support, or the provision of dpesupportive behaviours such as reassurance
or advice; and subjective perceptions of suppoexg@erienced by the recipient (Hogan, Linden,
& Najarian, 2002). However, in the face of suchyway definitions, research consistently
demonstrates a strong association between an @udiNs level of social support and his or her
physical and mental well-being (e.g., Cobb, 19%g)cial support may operate as a buffering
mechanism, whereby it protects an individual agéims development of mental health disorders
when an individual is exposed to stressors or sh@Clohen & Wills, 1985; Dalgard, Bjork, &
Tambs, 1995). Parental social support, in particidapport for mothers, is linked to various
positive outcomes for children, including higheteiligence (Slykerman et al., 2005), better
socioemotional skills (Izzo et al., 2000), and arenstimulating home environment (Adamakos
et al., 1986) which may promote cognitive gainyaning children. While earlier research has a
tendency to focus more on the structural aspect®dtl support, such as the number of friends
and contacts an individual has (e.g., Berkman & &yh®79), more recent research shows that
such structural aspects do not necessarily trangtdd supportive relationships (Berkman &
Glass, 2000). Therefore, it is imperative that msubjective aspects, such as perceived social
support, be assessed, to gain a comprehensive ragesu of this construct.

Social support is an important protective factor fodividuals residing in disadvantaged
communities where the risk of experiencing poor taeand physical health is greater (e.qg.,
Bradley & Corwyn, 2002). Additionally, social suppas related to favourable outcomes for
women during pregnancy. For example, Harley ance&ski (2006) found that maternal social
support was associated with a healthy diet, vitamtizke, and less smoking during pregnancy —
all factors that have the capacity to affect theeno development of the fetus. Mothers with low
education and low income are particularly at risk Ibw social support, making this a salient
issue in théPFL cohort. Other studies have associated maternabsupmih earlier initiation of
prenatal care (Zambrana, Scrimshaw, Collins, & 8chetter, 1997), reduced drug and
alcohol usage (Stephens, 1985), and reduced pregramplications (Norbeck & Anderson,
1989). Naturally, such favourable outcomes for ramthranslate into positive outcomes for their
infants and children as social support during paegy is associated with increased birth weight
(Feldman, Dunkel-Schetter, Sandman, & Wadhwa, 2G@d)uced child accident and injury rates
(Leininger, Ryan, & Kalil, 2009; Ramsey et al., 2D0and improved general child health status
(Kana’iaupuni, Donato, Thompson-Colon, & Steinba2R05). Furthermore, social support is
associated with a reduced likelihood of postnaggression (Xie, He, Koszycki, Walker, &
Wen, 2009), which is a primary risk factor for nple negative child outcomes, including
behaviour problems (Fihrer, McMahon, & Taylor, 2P09mpaired cognitive and motor
development (Cornish, McMahon, Ungerer, BarnettwKenko, & Tennent, 2005), and
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psychiatric disorders such as attention deficitengptivity disorder (Phillips, Charles, Sharpe, &
Mathey, 2009).

Social support may be considered as a single aggestcial capital, a recent construct to
emerge from the social science literature. Thetcoasof social capital has received criticism in
light of the ambiguities surrounding its definitioend the tendency for researchers in different
fields to define social capital in different waySor example, Putnam (1995) defines social
capital as thdeatures of social organization such as networksms, and social trust that
facilitate coordination and cooperation for mutdmnefit. There is a general consensus that both
social support and participation in community onigations forms a central component of social
capital (e.g., Shortt, 2004). Research indicatas $bcial capital may have a positive effect on
many factors at the individual and community levetluding crime levels (Halpern, 2001),
individual life satisfaction (Narayan & Cassidy,) interpersonal trust (Bankston & Zhou,
2002), and educational attainment (Aldridge, Halpe& Fitzpatrick, 2002). Importantly,
parental social capital is linked to positive deyahental outcomes for children and a number of
researchers suggest that socioeconomic inequaiitiekild development can be explained by
differences in social capital among families froiffedent social backgrounds (e.g., Crosnoe,
2004; Kao, 2004; Sampson, Morenoff, & Earls, 1999pwever, much of this research is
correlational and therefore inconclusive, due tobfgms associated with endogeneity and
unobserved heterogeneity (Mouw, 2006). In a reegperimental study, an intervention which
aimed to promote parental social capital led toroapments in children’s behaviour as reported
by teachers (Gameron, Lopez-Turley, Turner, & F&H,0).

812 Overview

Considering thé°FL Programme, where parents receive added social duppihne form of an
information officer and/or mentor, and where lirde® established with a range of community
services, it is important that social support issswged in both the experimental and comparative
groups. This will allow us to detect differencesvizeen the two groups in terms of the amount of
social support perceived by participants, and w@stigate if support plays a mediating role for
parental and child outcomes. Furthermore, diffegsrn local service use between high and low
PFL treatment groups may be investigated. This chajgscribes aspects of social capital in the
PFL and comparison communities. Measures of sociaitatajpcluded in thePFL baseline
survey are maternal perception of social suppainfrvarious individuals, the number of
neighbours known, the frequency of visits to frienadnd relatives, and the utilization of
neighbourhood serviceREL cohort only).

8.2 Instruments

8.2.1 Social Support
Mothers rated the amount of support they felt thegeived from their partner, parents, other
close relatives, friends, neighbours, and peoplark (if applicable). Support was rated on a
four point scale ranging fromo supporto a lot of supportMothers also were asked questions
about structural aspects of social support inclgdiow often they meet with friends or relatives
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not living in their household on a three point scabrresponding toegularly, sometimesyr
rarely/never. Additionally, mothers reported how many neighbotiney know personally.
Responses were categorised to three categoriessegingnone, few (1-6)or many (7+).
Finally, mothers were asked to rate how satisflegy twere with their own neighbourhood or
area. Responses to this question were categosezptesentissatisfied, neither satisfied or
dissatisfiedpr satisfied.

8.2.2 ServiceUse

Participants in thé’FL cohort were asked if they had ever used any of6Bheervices listed.
Services were grouped into the following domainmerency services, health services,
child/family services, employment services, commusiervices, residents associations, adult
education services, and other useful services.eSdar each domain represent the number of
services ever used by participants in each donhaiaddition, a variable representing the total
number of services mothers indicated using wastetledNote that these questions were not
asked of the comparison community.

8.3 Reaults

Tables 8.1 and 8.2 report the descriptive statistic social support and service use within the
low and highPFL treatment groups and the comparison community.tdbkes also present the
test results examining statistical differencesacia support in the low and high treatment group
as well as th@’FL cohort and the comparison community and serviceiusiee low and high
treatment groups. One significant difference engtlggtween the low and high treatment groups
on the 18 measures analysed in this chapter. Nereliices emerged between fEL cohort
and the comparison community on the nine socigbstpneasures analysed.

8.3.1 Social Support

Differences in perceived social support betweenldleand highPFL treatment groups or the
overall PFL and comparison group did not reach significanceaoy of the nine variables
analysed. Overall, the low and high treatment gsatpte the highest level of support from their
partner, followed by their parents, relations, fidse, and work colleagues, while they perceive
the lowest level of support from neighbours. Thégra of support for the comparison group
differs slightly with mothers stating that they ee® the highest level of support from their
partner, followed by parents, work colleagues, tr@hs, friends, and neighbours. Overall, the
level of perceived support within ti&L group and the comparison group is high, with anmea
score of between four and five represensoge suppotto a lot of support.

In regards the frequency of meeting friends anatireds who do not live in the household, Table
8.2 shows that the majority of participants in tbe, high, and comparison groups meet with
their friends/relatives regularly. Approximately %0 of the low treatment group meet
friends/relatives regularly, compared to 67% of thigh treatment group, and 59% in the
comparison group. Just 3% of the low treatment grédo of the high treatment group, and 2%
of the comparison group, rarely or never meet thiends/relatives. Similarly, the majority of
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participants state that they know more than seve¢hexr neighbours personally, with only 12%

of the low treatment group, 9% of the high treattrgnoup, and 18% of the comparison group
indicating that they do not know any of their ndighrs. Furthermore, the majority of

participants also are satisfied with their neightbood, with only 10% of the low treatment

group indicating that they are dissatisfied witkitmeighbourhood, 13% of the high treatment
group, and 16% of the comparison group.

8.3.2 ServiceUse

Differences in service use was assessed for theafmvhigh treatmer®FL groups only. Table
8.1 indicates one statistical difference in seruise between the low and higlL treatment
groups out of the nine variables analysed. Speadlfic mothers in the high treatment group
report using more community services (e.g., Damer@alcamp Resource Centre) than do
mothers in the low treatment group<(05, d = .31). Health services are the most commonly
used services in both the low and high treatmemipgg, with the low treatment group using 1.14
health services on average and the high treatmentpgusing 1.20 health services. Health
services include services such as the local heelttre and the well woman clinic. The second
most commonly used type of services are child/famgrvices which include childcare and
parent resource services. Note that this grougnfices includes the use Bfeparing for Life
with 58% of the sample indicating that they udedL (54% among low treatment group
participants and 63% among high treatment grougigg@ants). Such services were used
approximately once by the low treatment group aid® times by the high treatment group. The
third most commonly used services were emergenwyces among the low treatment group and
community services among the high treatment grdte. low treatment group used emergency
services, such as an out of hours doctor servidetf@ Dublin City Council emergency service,
0.63 times compared to 0.61 times among the higgtrtrent group. While the high treatment
group used community services, such as the comynuegource centre and the citizens
information service, 0.90 times compared to onk70among the low treatment group. For the
remaining services, usage was higher among empluysevices, followed by other services,
adult education services, and residents assocsatespectively, with usage rates across the low
and high treatment groups averaging less tharniest On average, the total number of services
used by the low and high treatment groups was d@nti34.83 services respectively.

84 Key Findings
* Mothers in the low treatment group did not difféatistically from mothers in the
high treatment group in regards any of the ninéassapport outcomes analysed.

* Mothers in the overalPFL group did not differ statistically from mothers the
community comparison group in regards any of theersocial support outcomes
analysed.

* Mothers in the low treatment group differed statedty from mothers in the high
treatment group in regards one of the nine servisage outcomes analysed.
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Specifically, mothers in the high treatment grogpdimore community services than
mothers in the low treatment group.

The PFL participants perceived the most social supporinfribeir partners and
parents, and the least social support from theght®urs and work colleagues.

Health services and child/family services are thestmcommonly used services
among thePFL cohort, while residents associations and adultatilon services are
the least used services.

Over two-thirds of théPFL sample were satisfied with their neighbourhoodilevh
about one-fifth were neither satisfied or dissatsfand just over one-tenth were
dissatisfied.
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Table 8.1

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Social Stppo

Low Treatment — High Treatment

PFL — Comparison Community

ool WS T e s e M g Mmoo b e
HIGH) COMP;

Social Support
From Partner (8];/5&(331) (ggg) (ggg) -0.09 ns .22 (122/286) (g?é) (ggé) 0.01 ns .02
From Parents (918%9) (ggg) (ggg) -0.11 ns A3 (153/194) (ggi) (ggg) 0.06 ns .08
From Relations (1020%04) (3‘712) (ggg) 0.03 ns .03 (232/298) (ggg) (ggé) 0.08 ns 15
From Friends (1021%04) (3333) (g:gi) 0.03 ns 04 (232/297) (g:%) (333% 0.07 ns 09
From Neighbours (9:5337) (iig) (igg) 0.11 ns .10 (1921?39) &22) (iig) -0.17 ns A5
From People in Workplace (41/%7) (gg) (géi) 0.08 ns .09 (7]é/24i|'3) (ggg) (ggg) -0.14 ns .16

Service Use
Emergency Services (1021%03) (83(3)) (ggé) 0.02 ns .03 - - - - - -
Health Services (1021%03) (iéj) (1(2)2) -0.06 ns .06 - - - - - -
Child/Family Services (1021%03) (832) (i(l)g) -0.18 ns .18 - - - - - -
Employment Services (1021%03) (8:;% (8;1%) -0.02 ns .03 - - - - - -
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Table 8.1 continued

Descriptive Statistics and Monte Carlo PermutatiResults Comparing Group Differences in Social Stppo

Low Treatment — High Treatment

PFL — Comparison Community

o Wy S M e s e M e e s
HIGH) COMP;
Community Services (1021%03) (83;) ((1)22) -0.33 <.05 31 - - - - - -
Residents Associations (1021%03) (822) (8%) -0.04 ns .15 - - - - - -
Adult Education Services (1021%03) (822) (8:1%1) -0.03 ns .08 - - - - - -
Other Useful Services (1021%03) (823) (822) -0.06 ns A3 - - - - - -
Total Service Use (1021%03) (gig) égi) -0.70 ns .22 - - - - - -

Note.Service use only was assessed inRRe communities. Permutation tests were conducted usigigssion tests for normally distributed datass|

otherwise noted.
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Table 8.2

Descriptive Statistics and Chi Square/Fisher Exigesdt Results Comparing Group Differences in

Social Support

PFL Low Treatment vsPFL High

PFL vs. Comparison Community

Treatment
Low High Effect PFL Comp. Effect
Variable % % p Size % % p Size
(n) (%) ) (n) (n) V)
Frequency of Meeting
Friends/Relatives ns 12 nsg 09
Reqularl 60.40 67.31 63.90 59.18
guiarly (61) (70) (131)  (58)
Sometimes 36.63 26.92 31.71 38.78
(37) (28) (65) (38)
2.97 5.77 4.39 2.04
Rarely/Never
Y (3) (6) ©) 0
Number of Neighbours Known ns 05 ns 12
Personally
None 11.88 8.65 10.24 17.53
(12) 9) (21) 17)
Few: 1-6 35.64 37.50 36.59 40.21
' (36) (39) (75) (39)
Many: 7+ 52.48 53.85 53.17 42.27
Y (53) (56) (109)  (41)
Satisfaction with Neighbourhood ns A2 ns .07
Dissatisfied 9.90 12.50 11.22 16.33
(10) (13) (23) (16)
Neither Satisfied or 24.75 15.38 20.00 17.35
Dissatisfied (25) (16) (41) a7
Satisfied 65.35 72.12 68.78 66.33
(66) (75) (141) (65)

Note: Chi-square test used unless otherwise nétEisher’s exact test used.
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9 Chapter 9: Summary

The Preparing for Life Programme is a community-led initiative operatedthg Northside
Partnership (NSP) in Dublin, Ireland. It aims topnove levels of school readiness of young
children living in several designated disadvantaaeshs of North Dublin, by intervening during
pregnancy and working with families until the chéd start school. This report summarised the
recruitment process and provided a description hef RFL Evaluation cohort based on
information obtained from mothers during the baselnterview. The report also compared the
baseline characteristics of the low and hRJfL treatment groups as well as the aggref&ie
cohort and the comparison community to assessftbetigeness of the randomisation procedure
and to measure any group differences that may bhaga present before the programme began.
Specifically, statistical differences on 123 measuiof parental demographics, education,
employment, maternal personality and well-beingalthe pregnancy, parental cognition,
thoughts about parenting, intentions for the newlizaby, and social support were examined. As
the present report serves as a description of inaseharacteristics, the information presented
here will be linked to future outcomes throughdé six remaining waves of data collection. As
more data are collected, longitudinal effects aina¢desting the effectiveness of tiR&L
Programme will be analysed, in addition to charges time in thé®FL Evaluation cohort.

9.1 PFL Recruitment

Based on public health nurses’ records, the populdtased recruitment rate for tREL cohort,
based on all live births during the recruitment pgawas 52%. The sample-based recruitment
rate for thePFL cohort,based on all approached eligible participants darithe recruitment
phase was 67%. Original estimations, provided in tPEL tender, on the length of time the
recruitment process would take to achieve the sangbl 233 mothers under alternative
acceptance rate scenarios, assuming 140 pregnamgiear (12 per month) are displayed in
Table 9.1. As demonstrated in this table, it wasneded that a recruitment rate of 67% would
take approximately 29 months to complete, givenhinia rate in the area. Recruitment into the
PFL Programme began in January, 2008 and finished igusty 2010, lasting a total of 32
months which is in line with original estimationased on the annual birth rate in tREL
catchment area.

The sample-based recruitment rate for the compadsmmunity was 36% which is in line with
original expectations that fewer women would beerested in participating as part of a
comparison group.

Table 9.1

Original Estimations of Length of Recruitment Pree®ased on Different Acceptance Rates
Acceptance Rate 100% 80% 67% 60% 40%

# Eligible Women to Approach 233 290 350 390 580
Duration of Recruitment (in months) 19 24 29 33 48

Final Sample 233 233 233 233 233
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9.2 The Effectiveness of Randomisation

The effectiveness of thBFL Programme is being evaluated using a longitudiaatlomised
controlled trial design. Randomised controlled I¢riare the gold standard methodology for
evaluating the effectiveness of policies or intatiens (Solomon et al., 2009) as they provide
each participant with an equal opportunity of recey either the low or high treatment
intervention. Therefore, on average, the observed anobserved characteristics of the
participants should be evenly distributed acrosatinent groups before the intervention begins.
The aim of this report was to assess differencesdsn the low and high treatment groups pre-
treatment, thus it provides an indication of théedfveness of the randomisation procedure
utilised in thePFL Evaluation. As demonstrated, the low and high tneatt PFL groups were
statistically different on only 3% of the measueasmlysed, thus indicating the effectiveness of
the computerised randomisation procedure usedhi&sptovides quantitative evidence that the
low and high treatment groups were similar beforgaging in thePFL Programme, treatment
effects can more accurately be assessed and desedites in observed outcomes throughout the
duration of the evaluation to be causally linkedh®PFL Programme.

It is important to note that the low and higRL treatment groups did not differ on any measure
related to family, household, education, employmenaternal well-being and personality,

maternal health across the lifespan, assessmepéarehting risks, and social support at pre-
treatment. Differences, however, did reach sigaifae for 4 of the 123 measures in terms of
maternal knowledge regarding infant developmerigntions to use childcare, intended age to
begin childcare, and maternal use of communityisesv In regards to these differences, the
high treatment group demonstrated greater knowledgafant development and reported using
more community based services than the low tredtngeoup. More mothers in the low

treatment group reported intentions to use chikldéar their child and also reported intending to
start their child in childcare at a significantlpynger age than mothers in the high treatment

group.

As maternal knowledge of infant development mayatiected by one’s experience of young
children, the finding that mothers in the high tme@nt group demonstrate more knowledge than
mothers in the low treatment group was further esqal. First, differences in knowledge of
infant development between primiparous mothersrardprimiparous mothers were examined.
Significant differences between the two groups @e@rsuch that first time mothers in tREL
cohort displayed significantly less knowledge abiof@nt development than did mothers who
had children§<.01,d = .40). This result was further explored by bregkitown the sample into

a subset of first time mothers only. In this waye high treatment group still outperformed the
low treatment group on this measupx (05, d = .40). Finally, when these relationships were
examined in a subset including only non first timethers, the differences no longer reached
significance suggesting that the observed diffexdmetween the high and low treatment groups
is largely due to variations in knowledge in priamipus mothers. Overall this indicates that
differences in knowledge of infant development agtime low and high treatment groups are
largely confined to primiparou®FL mothers.
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9.3 How Comparableisthe Community Comparison Group?

The report also examined differences betweerPtlecohort and the comparison community at
baseline to test how comparable this group is ¢dfL participants. It is important to note that
participants in the comparison community were rastdomised into this group. Rather, they
were invited to participate in the study as theyrav@regnant women living in a socio-
demographically similar area not receiving an weetion. Although the selected comparison
community areas were similar to tR&L catchment areas, they were not the closest ranking
communities. Several communities were more closahked to thePFL catchment area, yet
these communities were already experiencing soma fif early childhood intervention and
therefore were deemed not suitable to serve asviceg as usual cohort. Additionally, the
mothers in the comparison community are residingairdifferent area of North Dublin,
approximately ten kilometres from ti#-L communities, therefore, some differences at baselin
may be expected. Given these caveats,PlRe cohort and the comparison community differ
only on 25% of the measures analysed suggestirg@e of similarity between the two groups.
However, it is important to note that measures wehdifferences emerged suggest that the
comparison community is a relatively higher socaremic status cohort.

In regards the 25% of measures on which there wigraficant differences between tiRé&L
cohort and the comparison community, mothers atitefa in the comparison community were
significantly older tharPFL parents, they had less literacy and numeracy prahlend fewer
were living in social housing. Mothers in tHeFL community displayed more vulnerable
attachment styles, specifically in terms of proxyrseeking behaviours, while the comparison
community reported higher rates of self efficacyluding parenting self efficacy, suggesting
that mothers in the comparison community have geotbeliefs in their ability to effectively
parent her child/children. Furthermore, the congmari community reported greater
consideration of future consequences. In termseafth, mothers in the comparison community
reported experiencing more mental health conditase/ell as using more health services in the
past year. Although more mothers in REL community reported smoking during pregnancy,
mothers in the comparison community reported comsgirmore alcoholic beverages per week
during pregnancy. Additionally, mothers in the c@ampon community were more likely to
report that their pregnancy was planned, that theye participating in antenatal classes, and
they were taking more iron supplements. Severdémihces also emerged between Bt
group and the comparison group in terms of pargntisk of abuse and neglect. Specifically,
mothers in the comparison community displayed loleeels of risk of abuse and neglect across
six of the seven measures related to parentingallifinmore mothers in the comparison
community intended to breastfeed their new chitdsum, these results show that the mothers in
the comparison community are, for the most parntindga better than mothers in theFL
community on domains which have been shown to helear relationships with child
developmental outcomes. One exception, howevénaismothers in the comparison community
reported more incidences of mental health conditias well as greater usage of health services
in the last year. These two exceptions may go lrahdnd as greater use of health services may
facilitate a greater awareness of any conditiohahaother is experiencing.
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9.4 ScaleRdliability and Effect Size

The baseline data included eight standardised scdlee reliability indicators Gronbach’s
alphag presented alongside the description of each umsint reported large variations in
reliability across scales. The reliability of fieé the eight scales were above the acceptable level
of .70 (WHO-5, Pearlin Self Efficacy Scale, Rosagb&elf Esteem Scale, Consideration of
Future Consequences Scale, and the Adult Adole&amenting Inventory). While the reliability
of the Vulnerable Attachment Style Questionnairaadt reached the acceptability level at .65.
However, the reliability of the Knowledge of Infabevelopment Inventory (KIDI) and the five
Ten Item Personality Inventory (TIPI) scales weedween .28 and .58, thus indicating low
reliability. This should be taken into account wheterpreting these results. For example, as a
permutation test revealed a significant differet@tween the low and higRFL treatment
groups on the KIDI scale, this may be a result egsurement error given the low reliability
reported on this scale.

In addition to examining whether statistically sfgrant group differences exist at baseline using
Monte Carlo permutation tests, Chi Square analyaes, Fisher's exact tests, effect sizes
representing the strength of the relationship, alsce calculated. The range of effect sizes for
comparisons between the low and hRJAL treatment groups was .00 to .41. Additionally, the
range of effect sizes related to the comparisonghef PFL cohort and the comparison
community was from .00 to .40. Effect sizes in th@rent report represent standardised
differences between the two groups being comparfeédture analyses examining the
effectiveness of th®FL Programme will use effect sizes found in similatementions as a
benchmark for comparison and interpretation ofifigd.

9.5 Longitudinal Evaluation

Although the current report provides a descriptimin maternal responses to the baseline
interview, several measures assessed at baselifeeweassessed throughout the data collection
phase. For example, th&dult Adolescent Parenting Inventoand theKnowledge of Infant
Developmenare among a few measures that are asked againthéaehild is 12 months of age,
allowing researchers to gauge changes over timghé&mmore, as this is a longitudinal study,
future reports will be able to evaluate links asrasultiple time points and provide quantitative
information regarding the effectiveness of BfeL Programme.
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