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Families
First
For You, Your Child 
and Your Family


Healthy Child Manitoba
3rd floor – 332 Bannatyne Ave.  
Winnipeg MB  R3A 0E2
Toll free: 1-888-848-0140


How Your Baby & Child Learns. Penny Shore, with the International Advisory 
Council on Parenting


Families First is delivered across Manitoba by 
community public health.


A home visitor will meet with you and your family on 
a regular basis for up to three years. The home visitor 
will support you in building a strong relationship 
with your child and family, while sharing information 
and suggesting activities to help your child grow up 
healthy and happy.


“Taking care of our children is the  
most important, most wonderful and  


often the most challenging job  
in our society.”


For more information on 
Families First, contact  
your community public 
health office or visit  
manitoba.ca/healthychild/
familiesfirst







Families First
may be for you


Are you expecting a baby? 
Are you parenting an infant or 
a preschool child?


Families First offers home visiting supports 
to families with children, from pregnancy 
to school entry. There is no cost.


A public health nurse will visit with you to 
talk about your family. 


• 	 learning through play


• 	encourages parents to help children learn


• 	explores solutions to challenging 
situations


• 	provides information about pregnancy


• 	helps families get access to health care


• 	 connects families to community  
resources


• 	 supports healthy growth, 
development and 
learning


• 	 builds strong family 
relationships


• 	 shares information about 
child development


• 	 provides information on  
health, safety and 
nutrition


Families First Home Visiting


Together you will decide what community 
resources would be best for your family.


Home visiting may be one of the options 
available to you. 
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The aim of this evaluation was to examine if the 
well-being of at-risk families was improved by 
participating in Manitoba’s Families First home 
visiting program.


Background:
The Families First home visiting program provides 
services to families with children (from prenatal to 
five years old) who are living in what are considered 
at-risk conditions. These can include children 
with congenital health problems, teenage parents, 
parents in financial difficulties, or parents with 
mental health problems.


Research suggests that home visiting programs 
may improve the well-being of these children and 
their families. A study by D.L. Olds and colleagues 
(1997) found that among respondents of low socio-
economic status, women receiving home visits, 
compared to a control group who did not receive 
the visits, had fewer subsequent pregnancies and 
births and longer spaces between their children. 
They also were less likely to use food stamps, or 
require services from Medicaid, (a US health service 
for low-income Americans).  Women receiving home 
visits were also less likely to be substance abusers, 
be arrested for or convicted of crimes, spend time 
in jail or be involved in reports of child abuse or 
neglect. Home visitation interventions by public 
health nurses have been effective in reducing health 
risk behaviors when the infants of women who are 
involved in the program reached adolescence (Olds 
et al, 1997.) While home visiting programs have 
been evaluated in highly structured and supervised 
conditions, little research has been done to show 
that these programs are effective when implemented 
under real-world service delivery conditions.


Method:
Public health nurses in Manitoba screened almost 
all mothers with newborns for risk factors affecting 
the well-being of children using the Families First 
screening form. Families who had three or more 
risk factors using this screen were then assessed 


EXECUTIVE SUMMARY


using a Parent Survey. The home visiting program 
was offered to families who were found to be living 
in conditions that put their children’s well-being at 
risk. Families with lower levels of risk (but with at 
least three risk factors) were invited to participate 
in the comparison (or control) group. Assessments 
were made at four months, one year and then 
annually for another four years. Hierarchical linear 
modeling (a sophisticated statistical technique) was 
used to test for differences in family results between 
the program and comparison groups.


Results:
The evaluation was done after controlling for 
sociodemographic factors, the number of home 
visits and the quality of the parent-home visitor 
relationship. The effect size (ES) refers to the 
magnitude or strength of the impact of the 
program. Similar, previous studies in the US and 
Australia typically find effect sizes range between 
0.10 and 0.20.


Improvements that were associated with the 
program included:


•	 increased positive parenting (ES:0.80)


•	 decreased hostile parenting (ES:-0.53)


•	 no change in the overall score for mother’s 
psychological well-being; but  three of the six  
subscales were improved:


•	 purpose in life (ES: 0.49)


•	 environmental mastery (ES: 0.76) 


•	 self-acceptance (ES: 0.79)


•	 increased social support (ES: 0.65) 


•	 increased neighbourhood cohesion (connected 
with neighborhood; ES: 0.42)


No differences were found between program and 
comparison groups for neighbourhood safety, 
maternal depression, use of community services, 
families’ participation in voluntary organizations, 
delayed child development and reading sessions 
with children.
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Conclusions: 
The Families First home visiting program was 
strongly associated with improved well-being in 
the Manitoba families who participated in this 
program evaluation. The magnitude of the program 
benefits were considerably better than those 
found in previous evaluations of home visiting 
programs. These results are encouraging, given the 
importance of early parental influence and maternal 
psychological well-being on child development and 
safety. In addition, the improved social support and 
neighbourhood cohesion found in this program 
help protect against other stress factors a family 
might be experiencing.


While the program appears to have positive effects 
on neighbourhood cohesion, none were found with 
neighbourhood safety. Improving neighbourhood 
safety is beyond the scope of a home visiting 
program. The evaluation suggests improving 
access to literacy programs, tracking referrals for 
developmental delays, and examining alternative 
approaches to home safety. These results also bring 
to light concerns about mental health issues. Public 
health nurses and home visitors have expressed 
their concern over the small number of mental 
health services for families given its importance in 
family functioning and child outcomes.


In conclusion, these evaluation findings suggest 
that Families First home visiting program 
contributes to creating more secure, nurturing, 
stimulating environments for children where they 
can develop physically, emotionally and socially. 
Given the strong, beneficial effects of home visiting, 
continued efforts should be focused on ensuring 
program quality and improving engagement and 
retention of families.
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The early childhood environment is recognized as 
important for healthy child development (Irwin, 
Siddiqi & Hertzman, 2007). Associations have 
been found between adverse childhood conditions 
and behavioral, emotional and cognitive results 
in children (Scannapieco & Connell-Carrick, 
2005; Wekerle & Wolfe, 1996).  These childhood 
conditions may include having teenage parents, 
poverty, parental substance abuse or poor mental 
health, child maltreatment, harsh parenting styles, 
or poor parent-child relationships. 


Home visiting programs help prevent families 
with multiple parenting challenges from risking 
the well-being of their children. These programs 
consist of regular home visits by nurses, other 
professionals or trained paraprofessionals. Program 
objectives differ between programs and may include 
supporting healthy child development, improving 
parent-child relationships, increasing maternal 
rates of employment, connecting families with their 
communities and decreasing child maltreatment rates.


Home visiting programs have been shown to be 
effective in decreasing child abuse and improving 
child well-being (McLeod & Nelson, 2000). M.A. 
Sweet and M.I. Applebaum (2004) reviewed 60 
home visiting programs examining child and family 
results. In general, families and children in home 
visiting programs had better results than the control 
groups. In reviewing different models of home 
visiting programs, the most effective were two or 
three years long, focused and built on families’ 
strengths, supported healthy child development 
and parenting, and increased support systems for 
families (McLeod & Nelson, 2000).


One of the earliest and most promising home visiting 
models was studied by D.L. Olds and colleagues 
(1997). Among respondents of low socio-economic 
status, women receiving home visits, compared 
to those who did not, had fewer subsequent 
pregnancies and births, longer spaces between 
children, and were less likely to use food stamps, or 
require services from Medicaid (a US health service 
for low-income Americans). Women receiving home 
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visits were also less likely to be substance abusers, be 
arrested for or convicted of crimes, spend time in jail, 
or be involved in reports of child abuse or neglect. 
Home visitation interventions by nurses have been 
effective in decreasing health risk behaviors when 
the infants of women who were part of the program 
reached adolescence (Olds et al, 1997.)


D.L.Olds and colleagues (2007) have recently 
reviewed randomized control trials evaluating the 
effectiveness of home visiting programs, including 
their own research described above. The authors 
note that Healthy Families America (HFA), a home 
visiting program in the US, have different models 
of implementation (Hawaii Healthy Start, Alaska 
Healthy Start, New York State HFA and San Diego 
trial of HFA) with resulting differences across the 
sites. Some sites found improved physician visits 
and emergency room visits, improved maternal 
health, less use of verbal and corporal punishment, 
less neglectful behavior, improved child mental 
development, fewer low birth weights. However, 
none found decreases in reported child abuse to 
Child Protective Services.


K. DuMont and colleagues (2008) have recently 
evaluated the effects of a home visiting program 
called Healthy Families New York (HFNY) on 
early child abuse and neglect using a randomized 
controlled sample of 1,173 families. They found that, 
compared to control families, HFNY families had 25 
per cent fewer reported acts of serious abuse. They 
also demonstrated differential results depending 
on the subsample examined. First- time mothers, 
who started the program at or before 30 weeks of 
pregnancy, were less likely to engage in minor acts of 
physical aggression (51 per cent, versus 70 per cent) 
and harsh parenting in the past week  
(41 per cent, versus 62 per cent) compared to 
control group families. Among mothers who were 
psychologically vulnerable, those in the program 
were less likely to report engaging in serious child 
abuse and neglect (five per cent, versus 19 per cent).
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The mechanisms underlying the effectiveness 
of home visitation programs in improving child 
well-being are not well understood. Many home 
visitation programs work on the premise that 
promoting family well-being leads to healthier 
children. In other words, family factors are a major 
pathway to improving child health and well-being.


However, D.M. Fergusson and colleagues (2006) 
suggest that this may not be the case. Specifically, 
they found that home visitation improved child 
health, increased preschool education, increased 
positive parenting, and decreased punitive parenting, 
child abuse and child problem behaviors. However, 
this research group found no association between 
program participation and maternal health, family 
functioning, family economic functioning and 
exposure to adverse life events. Based on these 
findings, they conclude that home visiting programs 
appear to be working by increasing knowledge and 
skills in the area of parenting and child development, 
rather than by modifying long-standing family 
difficulties. They suggest that home visitation 
programs should focus on providing parents with 
new skills, insights and approaches to parenting and 
use less effort in attempting to resolve long standing 
family problems.


The provincial government is currently funding the 
Families First program. The program provides home 
visiting services to families with children (prenatal to 
five years old) who are living in what are considered 
high risk conditions. The program is modeled after 
home visiting programs in the US, the Hawaii 
Healthy Start Program and the Healthy Families 
America model, which showed considerable promise 
based on early evaluations. The Hawaii Healthy Start 
Program is a family-centred program that builds and 
focuses on strengths, emphasizes positive parenting, 
enhanced parent-child interaction, improved 
child health and development, and optimal use of 
community resources.


Manitoba’s Families First program (then called 
BabyFirst) was tested for feasibility in 1998 and 
was implemented throughout Manitoba in 1999. 
An evaluation framework was developed at that 
time and data was collected on an ongoing basis by 
service providers. Parallel to Families First, which 
was within the public health system, the Early Start 
program was implemented within licensed child 
care centres. The Early Start model had the same 
goals and used the same curriculum as BabyFirst. 
However, the home visitors were supervised by 
child care centre personnel and the children were 
not recruited at birth. The BabyFirst and Early Start 
programs were integrated in 2005 as Families First. 
The data in this evaluation was gathered, almost 
entirely, from the old BabyFirst and the new Families 
First programs.


While home visiting programs have been evaluated 
in highly structured and supervised conditions, little 
research has been conducted showing that these 
programs are effective when implemented under real-
world service delivery conditions. Results obtained 
in research settings may not be the same as those 
obtained in institutional or community settings. 
Often, compromises are made to the original program 
which decreases its effectiveness. The purpose of this 
Manitoba study was to evaluate the effectiveness of 
the Families First program in improving parenting, 
parental well-being, social and community support 
for parents and child well-being when delivered under 
real-world service delivery conditions.







Families First Program Evaluation 5


Overview of Research Design
The Families First Home Visiting Program 
Evaluation used a quasi-experimental design. All 
families with post-partum referrals in Manitoba are 
screened for risk factors affecting the well-being 
of children and assessed by a public health nurse.  
The home visiting program is offered to families 
who have high levels of risk. Families with three or 
more risk factors on the universal screen – but with 
lower levels of risk as assessed by a public health 
nurse – are asked to participate in the comparison 
group. Assessments are made at four months 
and one year, and then annually for the next four 
years. Hierarchical linear modeling, a sophisticated 
statistical method, tested for differences in family 
results between the program and comparison 
groups. Known risk factors (household income, 
maternal education, mother’s age, etc.) were taken 
into account to adjust for the different levels of risk 
between program and comparison families.


Family Recruitment
Families were recruited for Families First through 
a two-stage process. The first stage included a 
universal screening for risk factors affecting the well-
being of children and the second, an assessment 
called the Parent Survey (described below). Since 
1999, Healthy Child Manitoba, in partnership with 
the regional health authorities, has screened most 
families with newborns for risk factors affecting 
the well-being of children. For every post-partum 
referral, public health nurses ask families about 39 
biological, social and demographic factors using 
the Families First screening form. Included on the 
screening form are questions about congenital 
anomalies, birth weight, multiple births, mother’s 
age, education, marital status, mental health and 
family social isolation and relationship distress.


Families with three or more risk factors are assessed 
by a public health nurse using the Parent Survey and 
are offered the home visiting program if they score 
25 or more. The Parent Survey assesses families 
regarding their parenting supports and challenges. 


METHODS


Families who score less than 25 on the Parent 
Survey are asked to participate in the comparison 
group. The comparison group is offered regular 
post-partum care, which includes a few public 
health visits and referrals to other community 
supports as required.


Universal screening of families with newborns 
has been steadily improving to coverage rates of 
95 per cent of all births of families with a post-
partum referral. However, public health nurses 
do not obtain a post-partum referral on all births 
and First Nations families living on reserves are 
not screened. It is estimated that 83 per cent of 
all births in Manitoba are screened because it is 
difficult locating some families once they have left 
the hospital. Other reasons include family refusal to 
take part, administrative difficulties with the post-
partum referrals and jurisdictional issues that do 
not permit screening of First Nations families living 
on reserves. It is estimated that about 35 per cent 
of program families participated in the evaluation 
between 2000 and 2007. Therefore, it should be 
noted that the evaluation results only reflect families 
who participated.


Service Delivery
The Families First Home Visiting Program is 
built on the premise that parents with strong 
attachments to their infants are more capable of 
nurturing them. Paraprofessional home visitors 
develop a trusting working relationship with 
families and build on their strengths. While home 
visiting support to families can begin during 
pregnancy, most families enter the program 
shortly after the birth of their children.  Others are 
referred by community sources when the children 
are toddlers or older preschoolers. The frequency 
of home visiting varies from once a week to every 
three months and visits last between one and two 
hours, depending on the family’s needs. Families 
may participate in the program for up to three 
years. Beginning in 2001, paraprofessional home 
visitors and public health nurses were trained to 
use the Growing Great Kids Inc (GGK) curriculum 
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and the Growing Great Families (GGF) Manual 
(see GGK website for more information).  This 
curriculum serves as a guide for home visits and 
includes child development, parenting and health 
information as well as parental and child activities. 
The GGF manual helps families develop goals 
and expand coping skills important to improving 
family functioning. These tools offer both structure 
and adequate flexibility to support healthy child 
development and growth in families.


Personnel: Paraprofessional Home 
Visitors and Public Health Nurses
Two levels of personnel are involved in delivering 
Families First: paraprofessional home visitors 
and public health nurses. Home visitors are 
paraprofessionals who work directly with 10 to 18 
families. Some home visitors may have training in 
health, education or child development and others 
may have personal experience with parenting under 
difficult circumstances. Public health nurses provide 
training, clinical expertise, support and supervision 
to home visitors.


Home visitors meet weekly with their supervisors to 
reflect on family issues and home visiting challenges. 
Both the home visitor and the supervisor participate 
in a week-long core training session to learn the 
basic principles of the home visiting program. 
Additional training sessions are given to home 
visitors after core training. The decision to hire 
paraprofessionals rather than nursing professionals 
was influenced by the existing knowledge of effective 
home visiting programs at the time, the realities 
of nursing shortages and the prohibitive costs of 
nursing salaries. The implementation of Families 
First preceded research suggesting that nurse home 
visitors provided stronger program results than 
paraprofessionals.


Research Assessments
Screening and assessments of children were 
conducted prenatally or at birth and included 
a Families First screen and the Parent Survey. 
Program evaluation assessments were collected 
when the target child was four months and one 
year old, then annually for the next four years. Most 
assessments included in this evaluation were at four 
months, one year and two years old. This is because 
most children are enrolled in the program at birth 
and remain for an average of 16 months,. The 
evaluation assessments were collected by public 
health nurses or home visitors and included a 
safety checklist and screen for child developmental 
delays completed by home visiting staff and a self-
administered parent questionnaire.


The parent questionnaires included measures on 
parenting, literacy, social support, community and 
health services use, neighbourhood characteristics, 
maternal depression, parental health factors and 
socio-demographic characteristics. Public health 
nurses and home visiting staff were instructed 
to offer assistance to families who experienced 
difficulties in completing the questionnaires, due to 
language and education barriers.


The evaluation used questions from the National 
Longitudinal Survey of Children and Youth (NLSCY) 
which were derived from measures with known 
validity and reliability. Please see Appendix A for 
details on each measure. The NLSCY is a long term 
survey conducted by Statistics Canada to study 
Canadian children as they develop. (see Statistics 
Canada website for details). Results variables were 
derived by calculating the mean scores from the 
questions. For example, the social support scale has 
six items rated on a four-point scale (ranging from 
‘strongly disagree’ to ‘strongly agree’). Values were 
given to each response, so that ‘strongly disagree’ 
was equal to ‘1’ and ‘strongly agree’ was equal to 
‘4.’ These scores were added and then divided by 
six to obtain the social support score. High scores 
indicate higher levels of the outcomes.
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Sample Description
Data exist on 1,319 program families (and 301 
comparison families) which represents 35 per cent 
of families that were available for evaluation. It 
was possible to link program families who were 
in the evaluation and those not in the evaluation 
to the Families First screening data for the years 
2000 to 2005. Comparisons were made to test for 
differences between the two groups of families in 
this subsample.  (See Table 1 below) No differences 
were noted in birth weights, teenage mothers, 
prenatal care or maternal depression. However, 
mothers in the program, but who were not in 
the evaluation, were more likely to be Aboriginal 
and more likely to have a number of risk factors 
(receiving social assistance, being single, not have 
completed high school, smoking).


Implementation data (number of home visits, quality 
of home visitor-parent relationship) was missing for 
about half of the sample (860/1620). This represents 
18.5 per cent of families who were available for 
evaluation. As noted in the results section, the 
strongest results were found after controlling for the 
number of home visits and the home visitor-parent 
relationship. There was concern that conducting 
analyses on half of the samples might give very 
different and biased results. Sensitivity analyses 
were conducted to ensure that the results for 
families who had implementation data were not 
significantly different from families who had none.  
The analyses were conducted on the smaller sample 
with complete data (n=860) without including the 
implementation variables (number of home visits 
and the parent-home visitor relationship) and 
found that results were similar to those in the larger 
sample with missing implementation data (n=1620). 
This suggests that this smaller sample is likely 
representative of the larger sample.


Table1. Differences between Program Families who were in the Evaluation and Those that were not.


Indicators** Program Families
In Evaluation (n=1079)


Program Families
Not in Evaluation (n=1645)


Low birth weight 6.6% 6.3%


Teenage mother 19.9% 18.6%


No prenatal care before 6th month 7.3% 10.2%


Maternal depression 26.1% 25.8%


Mother is single* 39.2% 44.5%


Social assistance* 56.2% 64.4%


Mother did not complete high school* 50.5% 60.5% 


Mother is Aboriginal* 38.4% 51.1% 


Maternal smoking* 43.4% 50.4%


* These indicators were significantly different between the two groups.
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Statistical Analysis
Hierarchical linear modeling (HLM) was employed 
to determine the effectiveness of the Families 
First home visiting program. HLM is a powerful 
statistical tool for use with longitudinal data (data 
gathered over several time points). This statistical 
method can be used to analyze data regardless 
of missing observation points. The data for the 
families in Families First evaluation often had at 
least one observation point missing. With HLM, 
the individual family trajectories were tested to 
see whether they vary from each other. Multilevel 
analysis takes into account the variation in results 
between families as well as the variation within 
families and over time for each family.


The analyses for this program evaluation included 
two levels of modeling. Level-1 included the 
individual families’ growth trajectories to measure 
changes within families over time for the results 
on each family at different time points. Level-2 
included the family level variable that remains stable 
over time (ex: child’s gender, Aboriginal status, 
program allocation, etc.). To adjust for differences 
between the program and comparison groups, 
the same variables (covariates) were included 
in the models. These variables ensure that the 
effects can be attributed to the program and not to 
other influences such as: child’s age, gender and 
temperament, mother’s age and education, race 
(Aboriginal), household income, family type (single 
parent family), social support, neighbourhood 
cohesion and maternal depression. As previously 
indicated, the number of home visits and quality 
of the home visitor-parent relationship were also 
entered into the model.


Table 2. Baseline Characteristics for Families First Program and for Comparison Groups


Indicators Program (n=1046) Comparison (n=220)


Child’s age (in months) 4.63* 4.25*


Child’s gender (male) 50%* 57%*


Child’s difficult temperament 3.16 3.13


Mother’s first baby 55% 56%


Mother’s age 24.2 *** 27.7 ***


Mother completed high school 47% *** 76% ***


Household annual income $20,600 *** $46,900 ***


Mother is Aboriginal 34% *** 18% ***


Mother is single 45% *** 26% ***


*  p < 0.10      ** p < 0.05  *** p<0.01
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PROGRAM RESULTS
Mean Scores of Program and Comparison Families


At baseline, 1,046 program families and 220 
comparison families (Table 2) were compared. 
Children in the program were older and more 
likely to be girls, than in the comparison group. 
Mothers in the program were younger, less likely to 
have completed high school, had lower household 
annual income, were more likely to be single and 
were more likely to be Aboriginal compared to the 
comparison group.


Table 3 and Table 4 show that differences in 
unadjusted scores were found between groups. 
Families First families had poorer scores than 
comparison families, which was expected because 
they had higher levels of risk during the screening 
process. The results changed over time for both 
groups. Statistical tests (which control for child and 
parent characteristics) were conducted to determine 
how these changes compare between groups over 
time. (See the following section for details.)  A 
number of factors were included in the analyses 
to control for their influence on results. Separate 
analyses (not shown) indicated a strong association 
between positive parenting and psychological well-
being and mothers with higher education, being 
a single parent, good natured child temperament 
(versus difficult), high social support and low 
maternal depression.


Table 3. Mean Results for Families First Program and for Comparison Groups (unadjusted)


Families First


n Baseline Year One Year Two Year Three


Positive parenting 1010 4.57 4.57 4.41 4.29


Hostile parenting 1009 1.56 2.19 2.38 2.39


Psychological well-being 1038 4.54 4.59 * 4.65


Maternal depression 1037 1.79 1.78 1.78 1.71


Social support 1039 3.49 3.45 3.46 3.50


Neighborhood cohesion 1030 2.77 2.82 2.94 2.97


Neighbornood safety 1030 3.05 3.09 3.11 3.15


Comparison Families


n Baseline Year One Year Two Year Three


Positive parenting 211 4.61 4.59 4.40 4.38


Hostile parenting 212 1.44 1.94 2.23 2.39


Psychological well-being 219 4.90 4.98 * 4.86


Maternal depression 219 1.54 1.44 1.57 1.42


Social support 220 3.67 3.66 3.65 3.68


Neighborhood cohesion 215 3.05 3.10 3.09 3.17


Neighbornood safety 215 3.28 3.26 3.40 3.41


* Psychological well-being was not added to the Parent Questionnaire for the second year,  because of concerns of overburdening parents.
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Results of Statistical Testing
Using the hierarchical linear modeling statistics, the 
effect size (or magnitude of program effect) was 
calculated to facilitate interpretation. For example, 
an effect size of .80 means that the program has 
improved mean scores by 80% of a standard deviation 
which is considered a large effect. Most home visiting 
programs report effect sizes of 0.10 or 0.20.


P-values are indicated in the tables and are 
statistical terms which quantify the amount of 
confidence in a result. P-values that are smaller than 
0.05 mean that the results are not due to chance. 
These results are flagged by an asterisk and are 
considered ‘statistically significant.’


Parenting and Psychological Well-Being
As the following table indicates (Table 5), after 
controlling for sociodemographics, the Families 
First program appears to have little impact on 
parenting scores. However, after controlling the 
number of home visits, the home visitor-parent 
relationship and sociodemographics, Families First 
is associated with:


•	 Increased positive parenting (Effect Size (ES): 
0.81). Mothers in the program reported talking, 
playing and laughing with their children, praising 
them and focusing their attention on them more 
than mothers in the comparison group.


•	 Decreased hostile parenting (ES: -0.53).  
Mothers were less likely to be annoyed with 
their children or express negative comments to 
them than mothers in the comparison group.


Table 4. Rates of  Results for Families First Program and for Comparison Groups (unadjusted)


Results Families First


Baseline % Year One% Year Two% Year Three%


Reading daily to child 42.2% 62.8% 67.7% 61.2%


Using community services 85.3% 81.0% 79.5% 75.5%


Volunteering in community 23.5% 30.4% 27.8% 36.9%


Child developmental delay 11.1% 11.2% 26.1% 23.0%


Comparison Families


Baseline % Year One% Year Two% Year Three%


Reading daily to child 39.4% 66.4% 80.0% 78.4%


Using community services 72.2% 71.0% 60.6% 63.9%


Volunteering in community 27.3% 41.0% 42.0% 56.8%


Child developmental delay 10.8% 13.7% 21.8% 12.2%
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Table 5.	Hierarchical Linear Modeling for Families First Program in Predicting Parenting and Parental 
Psychological Well-Being Over Time


Controlling for 
Sociodemographics 


N=1,620


Controlling for 
sociodemographics
& # of home visits 


N=1,185


Controlling for 
sociodemographics, 
# of home visits & 


home visitor-parent 
relationship 


N=860


Family results Effect size‡ p-value Effect size‡ p-value Effect size‡ p-value


Parenting


Positive 0.02  
(-0.01 – 0.06)


0.359 0.17  
(0.11 - 0.24)


0.008* 0.81  
(0.57 - 1.04)


0.001*


Hostile -0.10  
(-0.14 - -0.07)


0.007* -0.23  
(-0.28 - -0.18)


0.000* -0.53  
(-0.70 - -0.36)


0.002*


Consistent† -0.04  
(-0.19 – 0.11)


0.806 -0.26  
(-0.57 – 0.04)


0.392 -0.57  
(-1.96 – 0.81)


0.679


Rational† -0.12  
(-0.25 – 0.00)


0.328 -0.28  
(-0.59 – 0.03)


0.374 0.20  
(-1.30 – 1.70)


0.894


Psychological well-being


Purpose in life 0.02  
(0.00 – 0.05)


0.343 0.07  
(0.02 – 0.12)


0.131 0.49  
(0.30 – 0.67)


0.010*


Positive relationships -0.13  
(-0.15 – -0.11)


0.000* -0.05  
(-0.09 – 0.00)


0.266 -0.14  
(-0.31 - 0.04)


0.436


Environmental mastery -0.11  
(-0.16 –  -0.05)


0.060 0.50  
(0.34 – 0.66)


0.002* 0.76  
(0.47 – 1.06)


0.010*


  Personal growth -0.04  
(-0.07 - -0.02)


0.072 0.00  
(-0.05 – 0.05)


0.991 0.09  
(-0.13 – 0.32)


0.675


Autonomy -0.03  
(-0.06 – -0.01)


0.192 -0.02  
(-0.07 – 0.03 )


0.672 0.21  
(0.01 – 0.41)


0.305


Self-acceptance -0.09  
(-0.14 – -0.04)


0.180 0.60  
(0.43 – 0.78)


0.001* 0.79  
(0.53 – 1.05)


0.003*


* Statistically significant at p<0.05


† - Collected on families at Time 2, 3, 4 & 5.  Collected from families who are late entry or who have been in the program at least two years. The sample 
size is more limited.


‡ - Effect size is calculated by: Unstandardized regression coefficient/ pooled standard deviation of outcome variable
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No associations were found between the program 
and rational and consistent parenting. The sample 
size for these two parenting variables was smaller 
as they were collected at the two year point and 
annually for the next four years, the times where the 
observation points would have been more sparse. 
Therefore, these analyses are not likely to find 
differences – even if they exist. This sample is made 
up of families who were late entry or who had been 
in the program for at least two years.


Table 5 also indicates that Families First was 
associated with improved results for three out of six 
subscales of psychological well-being for parents:


•	 Self-acceptance (ES : 0.79) Mothers in the 
program were more likely than mothers in the 
comparison group to report liking most aspects 
of their personality, being pleased with their 
lives and proud of their achievements.


•	 Environmental mastery (ES : 0.76) Mothers 
in the program were more likely than mothers 
in the comparison group to report feeling in 
charge of their situations and managing the 
responsibilities and demands of their daily lives.


•	 Purpose in life (ES : 0.49) Mothers in the 
program were less likely than mothers in 
the comparison group to report wandering 
aimlessly through life, not thinking about the 
future or feeling that they had little to look 
forward to.


•	 No differences were found between comparison 
and program groups about positive relationships, 
personal growth and autonomy, or for the total 
score (all subscales) of psychological well-being.


Table 6. Hierarchical Linear Modeling for Families First Program in Predicting Neighbourhood Factors, Social 
Support and Maternal Depression Over Time


Controlling for 
sociodemographics 


N=1,620


Controlling for 
sociodemographics
& # of home visits 


N=1,185


Controlling for 
sociodemographics,  


# of visits and 
home visitor-parent 


relationship 
N=860


Family results Effect size† p-value Effect size† p-value Effect size† p-value


Neighbourhood 
cohesion


0.04  
(0.02 – 0.07)


0.099 -0.05  
(-0.09 - 0.00)


0.284 0.42  
(0.22 – 0.62)


0.034*


Neighbourhood safety 0.01  
(-0.02 – 0.03)


0.812 0.08  
(0.04 - 0.12)


0.075 0.02  
(-0.17 – 0.21)


0.902


Social support (family 
and friends)


0.01  
(-0.02 – 0.03)


0.846 -0.03  
(-0.07 – 0.02)


0.564 0.65  
(0.44 – 0.86)


0.003*


Maternal depression 0.02  
(-0.02 – 0.06)


0.549 -0.05  
(-0.13 – 0.02)


0.490 0.67  
(0.31 – 1.02)


0.059


* Statistically significant at p<0.05


† - Effect size is calculated by: Unstandardized regression coefficient/ pooled standard deviation of outcome variable
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Neighbourhood Factors, Social Support 
and Maternal Depression
Table 6 indicates that after controlling for 
sociodemographics, the number of home visits and 
the home visitor-parent relationship, Families First 
is associated with higher scores:


•	 neighbourhood cohesion (ES: 0.42) Mothers in 
the program reported that their neighbours get 
together to deal with problems, that there are 
good, local, role models and that neighbours 
watch over children in the neighbourhood.


•	 social support (ES: 0.65) Mothers in the program 
reported that they had family and friends 
who helped them feel safe, secure and happy, 
people who they count on in an emergency and 
someone to talk to about their problems.


No differences were found between the program 
and the comparison group for neighbourhood 
safety and maternal depression.


Table 7. Hierarchical Linear Modelling for Families First Program in Predicting Child Development, Daily 
Reading to Child, Volunteering and Service Use Over Time


Controlling for 
sociodemographics 


N=1,620


Controlling for 
sociodemographics
& # of home visits 


N=1,185


Controlling for 
sociodemographic., # of 


home visits and 
home visitor-parent 


relationship 
N=860


Family results Odds ratio (CI)† Odds ratio (CI)† Odds ratio (CI)†


Child  developmental 
delay


1.04 (0.85 – 1.27) 1.20 (0.82 - 1.76) 0.62 (0.11 - 3.35)


Parent read daily to child 0.82 (0.73 – 0.92) 0.86 (0.70 - 1.07) 1.28 (0.59 - 2.78)


Volunteers in community 0.94 (0.83 – 1.06) 1.03 (0.81 - 1.30) 1.34 (0.51 - 3.52)


Service use


Social services 1.36 (1.08 – 1.72) 1.43 (0.97 – 2.11) 1.48 (0.33 – 6.69)


Health services 0.84 (0.75 – 0.94) 0.94 (0.75 – 1.17) 1.17 (0.50 – 2.77)


Spiritual/religious 
services


1.16 (0.92 – 1.45) 1.13 (0.76 – 1.68) 2.76 (0.52 – 14.68)


Use of any services 
(social, health, religious)


0.93 (0.81 – 1.07) 0.83 (0.63 – 1.10) 1.65 (0.54 – 5.02)


Home safety


Safe water temperature 0.96 (0.83-1.12) 0.78 (0.67-1.05) 0.48 (0.18 – 1.27)


Smoke detectors present 1.07 (0.86 – 1.34) 2.24 (0.67-7.44) 1.15 (0.73-1.65)


Safe blind cords 1.02 (0.90 – 1.17) 1.07 (0.85 – 1.36) 1.81 (0.81 – 4.03)


† - Odds ratio is the ratio between the occurrence of the family result in the program and its occurrence in the control group. An odds ratio over “1” 
means that the family result is more likely to occur in the program group. An odds ratio less than “1” means that the family result is more likely to occur 
in the control group. If “1” is included in the confidence interval, the result is not statistically significant.
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Odds ratios were reported for the results outcomes 
in Table 7. An odds ratio is the ratio between the 
occurrence of the family results in the program and 
its occurrence in the comparison group. An odds 
ratio over “1” means that the family result is more 
likely to occur in the program group. An odds ratio 
less than “1” means that the family result is more 
likely to occur in the control group. If “1” is included 
in the confidence interval (range where the odds 
ratio is expected to be) the result is not statistically 
significant meaning that no differences are found.


Child Development, Daily Reading to 
Child, Volunteering, Service Use and 
Home Safety
After controlling for socio-demographics, the 
number of home visits and the home visitor-parent 
relationship, no statistically significant differences 
were found between the program and comparison 
groups in service use (for a personal problem), 
volunteering in community organizations, 
developmental delays in children, reading daily to 
children or home safety. It should be noted that the 
analyses show a trend towards a positive impact 
from the program but these are not statistically 
significant. For example, the odds ratio for safer 
blind cords indicate that parents in the program 
are 1.81 times as likely to have blind cords safely 
secured than parents that are not in the program, 
but this is not statistically significant. (These results 
may be due to chance.) Limitations with the way 
these factors were measured are discussed in the 
section called “Discussion of Results”.


PROGRAM IMPLEMENTATION RESULTS
Several questions were asked to test if the program 
was more effective with certain families or in 
certain delivery systems. It is important to note that 
these types of analyses require large sample sizes. 
Not finding differences in this sample does not 
necessarily mean that these differences do not exist.


Are program effects stronger for families with first-
time mothers?


Families First is offered to all families who have 
parenting challenges, regardless of the number of 
previous children or previous involvement with child 
protection agencies. Home visiting experts suggest 
that home visiting programs may be more effective 
for first-time mothers. They may be more receptive 
to instruction and services, more susceptible to 
change and have not become anxious or frustrated 
enough to begin to abuse or neglect their children 
(Dumont et al., 2008). Statistical testing was 
conducted to determine if first time mothers in 
the program had improved results compared to 
mothers with other children. No evidence was 
found that the program created different results for 
first-time mothers.


Are program effects stronger in some regions of the 
province than others?


To improve child and family results, families in home 
visiting programs must have access to an array of 
services including: school readiness programs, child 
care, job training, assistance with finances, food 
and housing, mental health services, substance-
abuse treatment and domestic violence shelters 
(Daro & Crohn Donnelly, 2002). Northern and rural 
communities in Manitoba may have reduced access 
to these services for geographic and demographic 
reasons. Statistical testing was conducted to 
determine if families in these regions had poorer 
program results compared to families in Winnipeg. 
No evidence was found that the program created 
different results for northern or rural families.


Are program effects stronger in areas where public 
health nurses (PHN) work exclusively with Families 
First than in areas where they have other health 
program responsibilities along with Families 
First? Does the program’s structure influence the 
effectiveness of the program?


Families First is delivered in 11 regional health 
authorities across Manitoba and each region has 
different program delivery structures. The roles of 
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public health nurses were specifically examined. 
Some rural regions (Model A) assign public health 
nurses to work and focus exclusively on the Families 
First program. These nurses co-ordinate the 
program, screen families, supervise home visitors 
and complete annual evaluations. Other rural 
regions (Model B) assign public health nurses to the 
home visiting program and to other public health 
responsibilites (well-baby clinics, immunizations, 
school visits). In Winnipeg ( divided into 12 
community areas), each area has some public health 
nurses who oversee the Families First program 
in addition to other public health responsibilities. 
These nurses are responsible for co-ordinating the 
program and for supporting home visitors in their 
roles with families. These nurses, home visitors and 
case manager public health nurses work as a team 
to deliver the program. The paraprofessional home 
visitor receive support and direction from the lead 
public health nurses as well as several public health 
nurses who are responsible for the case management 
of their families. Statistical testing was conducted to 
determine if these three different models influenced 
results. No evidence was found that the program 
created different results for any model.


DISCUSSION OF RESULTS
Families First home visiting program is associated 
with increased positive parenting (ES:0.80) and 
reducing hostile parenting (ES:-0.53). Given the 
importance of early parental influences on child 
development these are encouraging results. (Collins, 
Maccoby, Steinberg, Hetherington, Bornstein, 2000) 
The results are also consistent with the goals of the 
program and the curriculum. The Growing Great 
Kids Curriculum (Growing Great Kids Inc.), used to 
structure the home visits in Families First, is activity-
based and provides many suggestions on how 
parents can interact positively with their children. 
Home visitors are taught the importance of parent-
child attachment and in turn encourage parents to 
respond sensitively to their children. 


This program did not appear to improve consistent 
and rational parenting. It may be that the program 


actually does not improve these aspects of 
parenting or it may be that there were too few 
families to show program effects. These two 
parenting indicators included items that were 
appropriate parenting techniques for toddlers and 
older children and included following through 
on requests and talking with children rather than 
scolding or hitting. Therefore, consistent and 
rational parenting indicators were from families who 
were in the program for at least two years or who 
had entered the program at a later time. There were 
considerably fewer of these families which limited 
the sample size and the power to detect differences 
between program and comparison families. 


A further investigation of families involved in consistent 
and rational parenting analyses showed that they 
were generally at lower risk than the families who had 
been in the program at the four month and one year 
evaluation. Mothers with data at later time points 
(those included in the consistent and rational parenting 
analyses) were more likely to have high school 
education (58.8 per cent versus 52.3 per cent) and 
higher household income ($28,500 versus $24,500) 
than mothers with data at early time points. They were 
less likely to be single (36.2% vs 42.9%) and less likely 
to be Aboriginal (21.7% vs 34.9%). Mothers with data 
at later time points were older (25.9 years old vs 24.6 
years old), had less home visits per month (1.86 vs 
2.23), stayed longer in the program (20 months vs 12 
months) and had higher scores for self-acceptance 
(4.69 vs 4.52). However, no differences between the 
two groups were found for other outcomes scores 
(parenting, psychological well-being, social support, 
maternal depression, child temperament, parent-home 
visitor relationship and family stress checklist scores).


While the overall score for mothers’ psychological 
well-being showed no program effects, three of the 
six subscales appeared to be substantially improved 
for mothers participating in the program: purpose 
iin life (ES:0.49), environmental mastery (ES:0.76), 
and self-acceptance (ES:0.79).  Paraprofessional 
home visitors and public health nurses are trained 
to work with families on their goals and to build 
on families’ strengths rather than to focus on their 
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shortcomings. Furthermore, the Growing Great 
Kids Curriculum devotes periodic activities to 
encouraging parental self-care.  These approaches 
would help improve maternal psychological well-
being. Since parental mental health has been linked 
to family functioning (Dickstein et al., 1998), child 
maltreatment (Rinehart et al. 2005; Reder & Duncan, 
2000), and developmental delays (Tough et al 2008), 
improvements in mothers’ psychological well-being 
may lead to increased child well-being.


Improved social support was reported by families 
involved in the program. These changes may be 
because of  increased psychological well-being and 
because the home visitor and the public health nurses 
encourage families to seek social support. Since 
social isolation has been identified as a risk factor 
in children’s well-being, improving family support 
networks is important. Intervention in improving 
social support networks  is shown to be challenging in 
previous attempts (Stravynski and Greenberg, 1998); 
therefore, these results are particularly impressive.


Increased neighborhood cohesion also appeared 
to be a product of involvement in the program. 
Neighbourhood factors have been linked to better 
academic results, fewer health risk behaviors and 
child maltreatment (Ross & Wu, 1995, Straus 
& Smith, 1990, Wandersman & Nation, 1998). 
K. Dumont (2008) found that neighbourhood 
factors were important in determining how child 
maltreatment influences future adolescent and 
adult well-being. While the program appears to have 
positive effects on neighbourhood cohesion, none 
were found with neighbourhood safety. Finding 
positive effects for neighbourhood cohesion, but 
not neighbourhood safety, were expected results. 
Improving neighbourhood safety is beyond the 
scope of a home visiting program.


Maternal depression has been linked to poor family 
functioning (Dickstein et al., 1998). M.K. Weinberg 
and E.Z. Tronick (1998) found that mothers with 
depression talked less to their infants, showed 
fewer facial expressions of interest and touched 
the infants less.  Maternal depression scores 


were higher at baseline for program families 
and continued to increase over time compared 
to comparison group families. Almost all of the 
results tested in this evaluation found that maternal 
depression was a strong indicator of poor results.


The home visiting program does not appear to have 
improved levels of depression. It should be kept in 
mind that the program was not designed to treat 
depression. These results bring to light a number 
of concerns about mental health issues and home 
visiting programs. It is not entirely clear within the 
Families First program model how mental health 
issues are identified and addressed. Home visitors 
are not trained or expected to act as counselors, 
but are expected to refer women with mental health 
issues to the appropriate services. Public health 
nurses and home visitors are concerned about 
the small number of mental health services for 
families. One of the stated goals of the Families 
First program is to connect families to community 
services and the lack of mental health services is 
impairing the effectiveness of the program. D. Daro 
and A. Crohn Donnelly (2002) write that home 
visiting programs are most effective when they’re 
integrated into ongoing social programs. 


No program effects were found for use of community 
services for personal problems (health, social and 
spiritual/religious), or in families’ participation in 
voluntary organizations. The baseline data indicates 
that 85 per cent of program families were using 
community services, compared to 72 per cent of 
the comparison families and that both were using 
fewer services over time. The question asked in the 
evaluation focuses on help for personal problems. 
The question was “Besides your friends and family, 
did any of the following help you with your personal 
problems during the past 12 months?” This question 
may have misled the parents to consider only 
services for counseling and to not consider general 
health, social and spiritual services.


Because the concept of ‘service use’ is not easily 
interpreted, the lack of obvious differences between 
the two groups  in increased use of services over 
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time can be seen as a positive – that home visitors 
are responding to the families’ needs and reducing 
the need for other services. However, that fact that 
there was no change in rates of service use could 
also be interpreted as the program’s failure to 
adequately connect families to needed services. This 
issue can be further explored by program staff to 
determine if families in their programs are receiving 
adequate services.


This evaluation found no evidence that Families 
First was decreasing the number of children with 
developmental delays. Anecdotally, public health 
nurses have observed that screening children for 
development delays has increased the number 
of referrals to specialists. This claim cannot be 
evaluated because the number of referrals made 
through Families First was not tracked. Decreasing 
developmental delays may not have been a realistic 
goal for this program, given that families remain in 
the program and in the evaluation for an average of 
16 months. Many delays cannot be detected until 
the child’s second birthday. (Table 3 shows that 
rates of developmental delay jump from 11.1 per 
cent at four months to 26.1 per cent at two years old 
for program families and from 10.8 per cent to 21.8 
per cent for comparison families.) 


Contrary to preliminary results found in an 
earlier report of the Families First Evaluation 
(HCM, 2005), levels of reading to children did 
not change as a result of participating in the 
program. When the children were two years old,  
67.7 per cent of program families were reading 
daily to their children, compared to 80.0 per cent 
of comparison group families. (Note that rates 
given in these tables are unadjusted for child age, 
gender, temperament, parental income, education, 
depression, etc.) Given the many challenges 
that families in the program have, compared to 
comparison families, it may be that the reading 
rates would have been lower without the program. 
Previous research has found strong associations 
between reading to children and improved child 
well-being. (International Reading Association, 
National Association for the Education of Young 


Children, 1998; Fiscella & Kitzman, 2009). This may 
represent an area where more attention is required, 
for example, increasing the quantity and quality of 
literacy programs may be needed.


Participating in the program did not appear to 
improve: safe tap water temperature (to prevent 
scalds), having functioning smoke detectors and 
ensuring safe blind cords.  Home visiting staff found 
that improving tap water temperature and maintaining 
smoke detectors proved to be difficult because many 
families live in rented homes. Improving these safety 
features may require partnerships with Manitoba 
Family Services and Housing’s housing staff. The 
effect size for the improved safety of blind cords, for 
people in the program, was moderate but was not 
statistically significant. There was some evidence 
of inconsistent reporting with the Home Safety 
instrument earlier in the evaluation, which decreases 
our confidence in the findings related to home safety.


A high percentage of Aboriginal families participated 
in the Families First home visiting program – 38.4 per 
cent of families who participated in the evaluation 
were Aboriginal.  The program’s philosophy of 
working with people’s strengths and being culturally 
sensitive may have contributed to the acceptance 
and attendance by Aboriginal families. Knowing that 
many Aboriginal families are involved in Families 
First reinforces the need to focus on culturally safe 
programming. Increased awareness of Aboriginal 
culture and working more closely with Aboriginal 
people would assist in keeping families engaged 
in the program (Gerlach, 2007). According to the 
2006 Canada Census, Aboriginal (First Nations, 
Inuit, Métis) children made up close to 25 per cent 
of Manitoba’s total child population. Families First 
staff and the federal government’s Maternal and Child 
Health program staff have been working together to 
improve the quality of home visiting programs for all 
Aboriginal families in Manitoba.


Given the beneficial effects of home visiting, 
continued efforts should focus on ensuring program 
quality. D.Gomby (2005) found that high quality 
home visiting programs were associated with 
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increased well-being for families and their children. 
Earlier program implementation results of the 
Families First Program showed that approximately 
a quarter of families never engage in the program 
and the average length of stay in the program is 16 
months. Increased efforts are required to improve 
engagement and retention in the program. 


This evaluation was not designed specifically 
to determine if Families First reduces rates of 
child abuse and neglect. Improving factors that 
are associated with child abuse and neglect 
(parenting, psychological well-being, social support, 
neighbourhood cohesion) should reduce the risk, 
but no definitive conclusions can be made in this 
regard. Future evaluation efforts include linking this 
program data to administrative data at the Manitoba 
Centre for Health Policy (MCHP). This link will 
assist in determining the impact of the program 
on rates of children in care, protective services and 
health services. In the longer term, we will be able 
to study the impact of the home visiting program 
on school readiness, educational results and 
involvement in the justice system.


No evidence was found to suggest that delivering 
the program exclusively to first-time at-risk mothers 
would have influenced the effectiveness of the 
program. Some researchers have speculated that 
better results would be found among these first 
time higher families (Olds et al, 1997). No evidence 
was found to indicate that the variations in public 
health nurses’ roles across regions have influenced 
the effectiveness of the program. It should be noted 
that the statistical testing used in these analyses 
requires considerably large differences between 
groups (or a very large sample sizes). Therefore, the 
study sample may not have been large enough to 
detect any differences that may exist. Public health 
nurses have frequently mentioned that it is difficult 
to give full attention to the home visiting program 
when they are expected to be responsible for other 
public health functions. Many felt strongly that these 
circumstances were adversely influencing children 
and family outcomes.


This program evaluation should be interpreted in 
light of certain strengths and limitations. Strengths 
include the quasi-experimental and longitudinal 
design, powerful multi-level modeling, reliable and 
valid measures and an opportunity to evaluate home 
visiting under real-world conditions. While it was not 
possible to randomly assign families to the program 
and the comparison group, all families in this 
evaluation were families with different levels of higher 
risk. The comparison group (as shown in the Baseline 
Characteristics Table 2) had fewer risk factors than the 
program families. 


Some of the factors associated with being selected 
for the program were controlled for, but certainly 
not all. The fact that impressive and strong program 
effects were found under this design is noteworthy. 
Despite the higher levels of risk and under real-world 
delivery systems, the program families had better 
results on parenting, psychological well-being, social 
support and neighborhood indicators, compared to 
the comparison families. This evaluation supports 
the hypothesis that the program is effective for the 
families who participated in the evaluation. However, 
because the families were not randomly assigned 
to the program group and the comparison group, 
we cannot be certain that the program was entirely 
responsible for these improvements.


Another limitation in this evaluation is that the 
participation rate was 35 per cent. The results are 
applicable only to families who are in the evaluation. 
Families First screening data was used to compare 
program families who were in the evaluation and those 
who were not. The program families in the evaluation 
had lower levels of risk than families who were also 
in the program but opted not to participate in the 
evaluation. It is difficult to estimate which type of biases 
this introduces. The program effects may be stronger 
for families with high levels of risk, because they have 
more room for improvement (Gomby, 2005). On the 
other hand, the program effects may not be as strong 
for families with higher levels of risk, because multiple 
challenges make it difficult for them to attend programs 
and benefit fully from the program.
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The Families First home visiting program showed 
strong, positive results for improved well-being 
in the Manitoba families who participated in this 
program evaluation. The magnitude of the program 
benefits were considerably better than those 
found in previous evaluations of home visiting 
programs. These results are encouraging, given the 
importance of early parental influence and maternal 
psychological well-being on child development and 
safety. In addition, the improved social support and 
neighbourhood cohesion found in this program 
help protect against other stress factors a family 
might be experiencing


While the program appears to have positive effects 
on neighbourhood cohesion, none were found with 
neighbourhood safety. Improving neighbourhood 
safety is beyond the scope of a home visiting 
program. The evaluation suggests improving 
access to literacy programs, tracking referrals for 
developmental delays, and examining alternative 
approaches to home safety. These results also bring 
to light concerns about mental health issues. Public 
health nurses and home visitors have expressed 
their concern over the small number of mental 
health services for families given its importance in 
family functioning and child outcomes.


In conclusion, these evaluation findings suggest 
that Families First home visiting program 
contributes to creating more secure, nurturing, 
stimulating environments for children where they 
can develop physically, emotionally and socially. 
Given the strong, beneficial effects of home visiting, 
continued efforts should be focused on ensuring 
program quality and improving engagement and 
retention of families.


CONCLUSION
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Appendix A
Measures Assessed in the Evaluation


Name of Measure Description Reference


Positive parenting 5 questions – example:


- How often do you praise your child by saying 
something like “Good for you!” or “What a nice 
thing you did!” or “That’s a good thing!”?


- How often do you play sports, hobbies, or games 
with your child?


Parent Practices Scale by 
Strayhorn & Weidman (1988)


Hostile parenting 2 questions


- How often do you get annoyed with your child for 
saying or doing something he/she is not supposed to?


- How often do you tell your child that he/she is bad 
or not as good as others?


Same as above


Consistent parenting How often when you discipline your child, does he/
she ignore the punishment? 


When you give your child a command or order to 
do something what proportion of time do you make 
sure that he/she does it.


Same as above


Rational parenting questions – example


- Describe alternative ways of behaving that are


- Calmly discuss problem


Same as above


Psychological well-
being


18 items which are divided into 6 subscales. The 
questions to each subscale are listed below


Psychological Well-Being 
Scale by Ryff & Singer (1996)


Purpose in life Some people wander aimlessly through life, but I am 
not one of them.


I live one day at a time and don’t really think about the 
future


Same as above


Positive relationships People would describe me as a giving person , willing 
to share my time with others.


I have not experienced many warm and trusting 
relationships with others.


Same as above


Environmental 
mastery


In general, I feel I am in charge of the situation in which 
I live.


I am quite good at managing the many 
responsibilities of my daily life.


Same as above
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Personal growth •Personal Growth  


I think it is important to have new experiences that 
challenge how you think about yourself and the world.


For me, life has been a continuous process of 
learning, changing, and growth.


Same as above


Autonomy I am confident in my opinions, even if they are 
contrary to the general consensus.


I judge myself by what I think is important, not by the 
values of what others think is important.


Same as above


Self-acceptance When I look at the story of my life, I am pleased with 
how things turned out.


I like most aspects of my personality.


Same as above


Neighbourhood 
cohesion


Brief version of the Characteristics Questionnaire 
and has 5 questions


- There are adults in the neighbourhood that children 
can look up to. 


- People around here are willing to help their 
neighbours.


Barnes McGuire, 1997


Neighbourhood 
safety


Brief version of the Characteristics Questionnaire 
and has 3 questions


- It is safe to walk alone in this neighbourhood after 
dark.


- It is safe for children to play outside during the day.


Same as above


Social support Brief version of the Social Provisions Scale and 
included 6 questions.


- If something went wrong, no one would help me.


- I have family and friends who help me feel safe, 
secure, and happy.


Cutrona, 1986; Curtona & 
Russel, 1987


Maternal depression 12-item version of the Centre for Epidemiological 
Studies Depression Scale – example:


- I did not feel like eating: my appetite was poor


- I was depressed


- I felt that everything I did was an effort


Radloff, 1977


Child developmental 
delay


The Denver IIThe Denver II was used until 2004 and the 
Ages and Stages Questionnaire was used after 2004.


Denver II (Glascoe et al., 1992)


Ages & Stages Questionnaire 
(Bricker et al.,1988)
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Reading daily to child The question asks how frequently the parent reads to 
the child.


Do you or another adult ever read to your child, or 
show him/her picture or wordless baby books?


If Yes, how often do you do this?


DeBaryshe, 1992 for the 
U.S. National Assessment 
of Educational Progress 
(NAEP), 1997


Use of community 
service


This item was to assess formal support services. The 
question was:


Besides your friends and family, did any of the 
following help you with your personal problems during 
the past 12 months?


Community or social service professionals?


Health professionals?


Religious or spiritual leaders or communities?


Statistics Canada and 
Human Resources 
Development Canada, 1995


Volunteering in 
community


One question to ask about volunteering.


Are you involved in any local voluntary organizations? 
(such as school groups, church groups, community 
or ethnic associations)


Statistics Canada and 
Human Resources 
Development Canada, 1995


Tap water 
temperature


A safety checklist was completed with the family by 
home visitor or public health nurse. The item was 


- Temperature of hot water in the low risk zone (49 
degrees or colder)


Healthy Child Manitoba, 
1999


Smoke detectors 
present


- Working smoke detectors on each level Same as above


Safe blind cords - Blind cords out of reach and/or loop cut out Same as above












THANK YOU!
Healthy Child Manitoba is grateful for the 
help of families who participated in this 
evaluation. Parents know their children and 
families better than anyone else. We can 
all learn a great deal about children as they 
grow up by talking to Manitoba parents.


Families First: 
Program Evaluation Highlights
Healthy Child Manitoba recently combined the BabyFirst and Early 
Start programs into a new one called Families First. Making sure our 
youngest Manitobans get their best start in life is the goal of Families 
First. The program gives parents the information and practical support 
they need to help make their children’s early years happy and healthy.


Healthy Child Manitoba and regional health authorities surveyed 
families participating in the BabyFirst program and compared 
their parenting experiences with non-participants. The information 
gathered will help us better serve the needs of Manitoba children and 
their families.


Who participated in the 
Families First Program and 
in the Program Evaluation?
Evaluation questionnaires were fi lled 
out by mothers in the BabyFirst program 
whose children were one year old. Of these 
children, 52 per cent were boys and 48 per 
cent were girls.


 On average, mothers in the program were 
24 years old with a Grade 10 education. 
Their ages ranged from 16 to 40 and their 
education levels ranged from no formal 
schooling to post-secondary education. 
Families in the program had been living at 
their current addresses for an average of 
18 months. 


About Program Evaluation  
Every year, Healthy Child Manitoba (HCM) 
and the regional health authorities collect 
questionnaires from Manitoba families 
participating in the program evaluation. 
This information is combined for statistical 
purposes about groups of people and not 
about individuals. We compared the progress 
of 187 families in the program for one year 
with  the progress of 63 families not in the 
program. Comparison families generally 
had more supports than the families in the 
program and this was considered in the 
analysis. Families in the evaluation each 
had a one-year-old child. Results in this 
report may not apply to everyone in the 
program, as only 20 per cent of BabyFirst 
families fi lled in the questionnaires.







Research Fact:
Did you know that talking, playing, 
imitating, making funny faces and paying 
attention to children is just what they 
need to learn as they grow. 


“We have learned more in the last 30 years 
about what babies and young children 
know than we did in the preceding 2,500 
years.” Babies brains are more active, more 
connected and more fl exible than at any 
other time in their life. If being smart means 
being able to learn something new, then 
babies are just plain smarter than we adults 
are. Babies literally are geniuses.


Source: Alison Gopnik, Andrew N. Meltzoff and 
Patricia K. Kuhl. (1999). The Scientist in the Crib: 
Minds, Brains, and How Children Learn. New York: 
William Morrow & Company, Inc. p.22


What’s Next?
As more evaluation information from the 
Families First program is gathered, we will 
fi nd out how children and parents are doing 
after two years in the program. With your 
help, we can make Families First even better.


After one year in Families First, 
you told us about:


How will we use this program 
evaluation information?
The evaluation tells us that Families First is 
on the right track. Parents in the program 
found that they improved their parenting 
skills, helped their children develop 
and became more connected to their 
communities.


The evaluation also provides information 
to help make the program even better. 
Some parents in the program reported still 
feeling depressed and still feeling that they 
had little social support. Families First will 
continue to work with parents and other 
community resources to best meet the 
needs of participants.


Healthy Child Manitoba Office
219-114 Garry Street
Winnipeg, Manitoba  R3C 4V6
Tel: 204-945-2266
Toll-free: 1-888-848-0140
Fax: 204-948-2585
E-mail: healthychild@gov.mb.ca


www.manitoba.ca/healthychild


Improving your parenting skills
•  While in the Families First program, you 


praised your children and participated in 
special activities with them more often 
than if you had not been in the program.


•  On average, you read to your children 
a few times per week. Your reading helped 
to strengthen parent-child bonds and 
build reading skills. 


Feeling better about yourself and about your life
•  You felt more in control of your lives. •  You also reported being more 


self-reliant and more self-confi dent. 


Becoming more involved in your communities 
and more connected with community resources
•  You were two and a half times more 


likely to be involved in local voluntary 
organizations than if you had not been 
in the program. 


•  You were three times more likely to use 
community, health or social services.








      FAMILIES FIRST GOALS 
 
 


1.  Ensuring Physical Health and Safety 
Objectives: 
 
a) to increase the number of women who access prenatal care 
b) to increase regular contact between families and primary health care  


providers  
c) to increase parents’ knowledge about immunization for their children  
d) to increase the number of children who receive full immunization  
e) to increase parents’ ability to recognize their children’s medical needs,  
f) to seek appropriate medical care, and to follow medical direction 


regarding health treatment 
g) to increase parents’ awareness of, knowledge about, and access to   


information about sound nutritional practices 
h) to strengthen parents’ skills in maintaining a safe physical environment 


for their children 
 
 
   2. Supporting secure attachment and positive parent-child 


relationships 
 
 


Objectives: 
 
a) to increase parents’ awareness of their coping skills and problem solving 


abilities 
b) to increase parents’ ability to identify their needs and to set goals to 


meet them 
c) to increase parents’ knowledge about positive parent/child relationships 
d) to increase the awareness and use of positive behaviour management 


strategies  
e) to increase the parents’ access to peer and other natural supports in 


positive parenting 
f) to increase the parents’ use of parenting programs/training 


 







3. Promoting Healthy Growth, Development and Learning 
Objectives: 
 


a) to support parents in their role of providing physical, social, emotional, 
and cognitive stimulation to their infants and preschool children 


b) to increase parents’  knowledge regarding early child development 
c) to increase parents’ access to age-appropriate toys and reading resources 
d) to improve parents’ comfort in using resources to stimulate their child’s 


development 
e) to increase the number of parents who read regularly to their children 
f) to increase the regular practice of parents actively playing with their  
g) children 
h) to increase parents’ role in developing their children’s language and social 


development 
i) to increase parents’ role in supporting their children to express and            


channel their emotions appropriately 
 
 


4.  Building Community Connections 
 
Objectives: 


 
a) to facilitate parents’ connections with community resources and to assist 


them in developing a sense of belonging to their community 
b) to reduce the social isolation of parents 
c) to increase parents’ knowledge of, and comfort in dealing with, community 


resources and services 
d) to increase the ability of parent to advocate effectively for themselves 


and for their children 
e) to increase the involvement of families with their communities 


 








 
 


Home Visiting 
 
 
 


PROGRAM GOALS: 
 
• To assist families to ensure the physical health and safety of their 


children 
• To enable parents to enhance their parenting skills and to foster the 


development of a secure attachment with their children 
• To support parents in their role of nurturing their children and of 


providing appropriate physical, social and cognitive stimulation 
• To facilitate the parents’ connection with community resources and to 


assist them in developing a sense of belonging 
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AN EVALUATION OF THE FAMILIES FIRST HOME VISITING PROGRAM AT 
INKSTER PUBLIC HEALTH COMMUNITY OFFICE, WINNIPEG REGIONAL 


HEALTH AUTHORITY: TALKING WITH PARENTS ABOUT FAMILIES FIRST 
 


EXECUTIVE SUMMARY 
 
Context  
The Families First program is a publicly funded home visiting program designed to assist 
vulnerable families during their child’s early years of development. 
 
Objectives 
The objectives of the evaluation were to explore strengths and weaknesses of the Inkster Family 
First Home Visiting program; to explore parents’ motivations for participating and continuing in 
the program; and to explore barriers to initial and continuing participation.  
 
Methods 
In-depth, semi-structured interviews with 35 parents were conducted and analyzed using 
qualitative methods. 
 
Results 
The vast majority of parents consulted in this evaluation were satisfied or more than satisfied 
with their experience in the Families First Home Visiting program. Most described strong 
relationships with both the public health nurses (PHNs) and the home visitors. Participants 
expressed appreciation for their home visitor’s support, described her as an effective teacher, a 
good listener and said they were comfortable asking questions and discussing their concerns with 
her. Many mothers indicated that having a home visitor who was also a mother was important to 
credibility and some indicated that this increased their comfort level in sharing their issues. 
There were very few suggestions for new program content, largely because the home visitors 
responded to parents’ questions as they arose. Parents often mentioned they felt more confident 
in their skills as a parent, attributing this to either the positive reinforcement or the information 
received through their participation in the Families First program. Some parents perceived their 
child’s progress as advanced, sometimes in comparison to an older sibling, and again attributed it 
to what they had learned from their home visitor.   


 A few participants identified weaknesses in the program. Two participants said their 
home visitor did not engage them in the activities. Two participants indicated that they did not 
learn enough to justify the program after the first year with several others commenting that the 
program was common sense or sometimes repetitive. However when asked how the program 
might be improved, other participants said they would like more frequent visits or that they 
would like the program to continue until their child was school-aged.    


Given participating parents’ extremely positive comments about both the home visitors and 
the program content, Inkster Families First Home Visiting program is doing much that should be 
continued. This evaluation is intended to reflect parents’ overall evaluation, but by necessity 
over-emphasizes critical comments and problems as these are the areas that will benefit from 
attention.   
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Parents’ Motivations for Participating and Continuing 
 Many of the mothers expressed the desire to give their child the best start in life that they 


could, anticipating the program would provide information and resources to assist them with 
this goal. 


 A majority of the parents said they first learned of the program from their PHN, and some 
said they would not have joined without her encouragement. Participants particularly felt 
encouraged to join when they had a good relationship with their PHN and her explanation 
conveyed enthusiasm. 


 Developmental information was an important incentive for parents to join and to remain on 
the program, mentioned by almost all participants. Parents particularly emphasized learning 
about brain development and being able to assess if their child was reaching developmental 
milestones. The games and hands-on activities, the parenting information and support 
received and the opportunity to ask questions were also frequently cited as both enticements 
to join and reasons for continuing to participate.  


 Most participants mentioned appreciation for an opportunity to engage in adult conversation 
on a regular basis. For some this was the major incentive for joining. 


 The convenience of in-home visits was appreciated, especially since many did not have 
access to a car. 


 Several teen-aged mothers appreciated the home visitor seeing them at their school.  
 Parents said they stayed on the program because they and their baby enjoyed it and they were 


learning a lot.  
 
Reasons for Not Joining 
 Two parents explained their reasons for declining the program. Both mentioned problems 


related to the home visit and uncertainty about a three-year commitment to a program they 
didn’t fully understand. One mother was enrolled in a group program for new mothers and 
did not feel the need for another program. The other mother was worried about potential 
reports to Child and Family Services (CFS) and also thought the program was for parents of 
children with “effects.” 


 About half of the participants joined the program despite feeling concerned about being 
judged or having been warned that the program was associated with CFS. This suggests that 
others might not have joined the program for similar reasons. This was the most common 
reason that participants gave when asked why eligible parents did not enrol. They said that, 
although they know it is not true, people think Families First is associated with CFS, that the 
Families First program is just a way to check on them and therefore, joining involved the risk 
of having their child taken away from them.  


 Some participants mentioned there weren’t enough home visitors, and they only got into the 
program because someone else had dropped out. Others gave examples of people who 
wanted to be on the program, but were told by the PHN that there weren’t any openings.  


 Many parents mentioned that new parents don’t start with the program because they have 
never heard of it.  


 People feel like they don’t need any one to tell them how to raise their child. 
 A few participants said some parents do not join because they are lazy or have some 


behaviour they wish to hide such as drug use or negligent parenting.  
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 Some participants said that the program would not be suitable for second-time parents unless 
something went wrong with the first child. (Although there were parents with more than one 
child on the program who said they found the program helpful.) 


 
Barriers to Continuing Participation 
 Some mothers wished to continue with the program after they returned to work but indicated 


that current home visiting hours are not compatible with work schedules. Some participants 
said that if the visiting hours were extended into the evening and weekends, they would stay 
on the program. 


 A poor relationship between the parent and the home visitor, although not common, was also 
cited by two participants as the reason they left the program. Although the sample is too 
small to be conclusive, in both cases, the participant had switched to a new home visitor. One 
participant suggested that parents should be informed that if something isn’t working out, 
they can request a change in home visitor. Others said that they were more likely to drop out 
than to report problems. 


 A few parents said the program was common sense and/or repetitive, especially after the first 
year, although these parents gave multiple reasons for discontinuing. 
 


Parents’ Suggestions 
 Parents’ indicated that the friendly and non-judgemental nature of the home visitor was 


critical to their decision to participate in Families First. It was important to both credibility 
and their comfort level that the home visitor be a mother.  


 Participants with a positive relationship with their PHN favoured having her accompany the 
home visitor on the first visit, stating this helped to make the introductions less awkward.  


 Participants wanted more hands-on activities, particularly as children got older.  
 Some suggested the PHN and the home visitor visit together occasionally.  
 Video-tape the lessons so that material could be covered when a meeting was missed. 
 Some participants felt the program was only valuable for the first year. Others wanted the 


program to continue until children were school-aged.  
 Some parents wanted weekly frequency throughout the program.  
 Parents recommended special events for participants, such as an “annual celebration,” an 


occasional reunion and/or regular outings away from the home. 
 Participants suggested increasing awareness about the program through advertising as a way 


to attract new parents to the Families’ First program. They suggested posting and/or 
distributing posters and/or pamphlets where potential participants would see them; holding 
fun activities at the park or the library for children and parents so program participants could 
mix with potential participants and speaking about the program at other parenting groups. 


 Several participants mentioned that offering incentives would keep people on the program. 
There are other programs in the area that provide food or milk coupons.   


 
Recommendations Addressing Retention and Recruitment Based on Participants’ Comments  
 The most common reason given for not completing the Families First program was “time 


constraints” due to school and/or work commitments. Although there are limits to changes 
that can be made to work hours, especially given the participants’ desire that home visitors 
should be mothers themselves, the program staff should consider ways to accommodate 
mothers outside of current work hours. 
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 Relationship problems sometimes occurred when participants were required to switch home 
visitors. Participants wished to finish the program with the home visitor they had an 
established relationship with. Adjusting program standards in agreement with nearby 
programs to facilitate this for participants who move away from the catchment area may 
facilitate program completion. 


 Home visitors who suspect problems in relating to a particular parent should raise the issue 
with the client or request the PHN to do so. 


 Call-backs to parents discharged prior to program graduation may be of value in re-instating 
some parents. Some reasons given for discontinuing the program (e.g., difficult life 
circumstances; a new pregnancy) seem like reasons to encourage them to continue. 


 Several participants joined the program because they observed another family benefiting 
from participation. Having a “friends-day” where program participants are encouraged to 
invite a friend or relative who could benefit from the program might be another way of 
helping alleviate nervousness about meeting with a stranger or joining an unfamiliar 
program. 


 Many parents in the program indicated concerns over being judged prior to starting the 
program and indicated that others do not join the program for fear of being reported to Child 
and Family Services which they felt entailed the risk of losing their child. These fears are 
exaggerated by some of the very strengths of the program – the one-on-one attention and the 
home visits. It will be difficult to change these perceptions, which may be shared by other 
people in the participants’ lives, creating additional pressure to avoid participation. Some of 
the participants’ recommendations for attracting new parents may address these concerns by 
creating more awareness and word-of-mouth about the program. Awareness campaigns, 
however, need to consider eligibility and resources. The program should maintain its focus 
on vulnerable parents without creating stigmatization of those who participate.  


 Several parents mentioned that an incentive would encourage participants to join the 
program. A welcome package for the newborn and new mother might be an inducement for a 
new parent to meet the home visitor without requiring continuing resources. 


 It appears that some parents refuse the program because they do not want a home visit. As 
these could be amongst the most vulnerable families, it might be helpful to introduce the 
home visitor in an office setting. Experiencing the program in a neutral setting might allow 
some parents to build a trusting relationship with their home visitor to the point of allowing 
home visits.  


 Some parents consider the invitation to join a three-year program as a daunting commitment. 
Offering an introductory phase or a staged program could be considered as a way to help 
hesitant parents start the program. They could then develop a relationship with the home 
visitor and make an informed opinion about continuing with the next developmental stage. 
Offering the program in segments with formal opportunities to choose to continue might also 
be a way of bridging parents’ desires for a shorter or longer program.  







 vi
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AN EVALUATION OF THE FAMILIES FIRST HOME VISITING PROGRAM AT 
INKSTER PUBLIC HEALTH COMMUNITY OFFICE, WINNIPEG REGIONAL 


HEALTH AUTHORITY:  
TALKING WITH PARENTS ABOUT FAMILIES FIRST 


 
The Families First program is a publicly funded program designed to assist vulnerable families 
during their child’s early years. The program is strength-based and family-centered with a focus 
on providing a nurturing and supportive environment for the developing child. First implemented 
in 1998, Families First currently serves approximately 1,500 families across Manitoba.   


The Families First program involves one-hour home visits by trained paraprofessional 
staff who work with public health nurses (PHNs) to provide educational services and support to 
vulnerable parents before and after the birth of a child for up to three years. The Families First 
Home Visiting Service is based on the Growing Great Kids and Growing Great Families  
curricula. Home visits are weekly in the first year, bi-weekly in the second year and monthly in 
the third year. Home visitors usually work with 10 to 18 families at a time. They attempt to build 
parental confidence by accentuating the positive, providing information on how to best care for a 
child and teaching problem solving skills applicable to difficult family situations.   


The PHNs make the initial contact with families either prenatally, or for the majority of 
families, the day after discharge from hospital. During the initial phone call and/or home visit, 
the PHN engages the parent(s) in a conversation to complete a family assessment, including both 
a maternal and infant assessment. As well, information is gathered on the parent(s)’ childhood 
history, lifestyle behaviours (smoking, alcohol, drug use, gambling) and mental health, parenting 
experience, coping skills and support systems, stressors (housing, financial, relationship issues), 
anger management, expectations of infant's developmental milestones and behaviours, plans for 
discipline, perception of the new infant and bonding and attachment. During this universal 
screening process, the PHN will suggest appropriate resources to the family, for example, 
extending an invitation to a PHN facilitated parenting group, enrolment into the voluntary 
Families First Home Visiting Program or other community resources. 


Findings of a recent Manitoba-wide evaluation indicated strong beneficial effects 
attributable to the Families First Home Visiting program. Consequently, continued efforts to 
ensure program quality and to improve engagement and retention of participants were 
recommended (Healthy Child Manitoba, 2010). 
 The Inkster Families First program staff operating out of Nor’West Community Health 
Centre initiated this evaluation because they were interested in reaching more clientele in this 
higher risk area of Winnipeg and they wanted to improve their services. In 2008, the Families 
First program operated with the equivalent of 3.5 home visitors, increasing to 4.5 EFTs in 2010. 
The program provides services to a wide range of families including adolescent parents, parents 
with lower education, transient families and families with financial problems. Based on PHN 
monthly summaries for 2008, there were about 520 postnatal referrals resulting in 43 families 
(8%) enrolling in the program. Maintaining participation was a continuing challenge as well.    
 
Evaluation Objectives 
The objectives of the evaluation were as follows: 
 To explore strengths and weaknesses of the Inkster Family First program. 
 To explore families’ motivations for participating and continuing in the program. 
 To explore barriers to initial and continuing participation.  
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Methods 
This was a qualitative evaluation, based upon semi-structured interviews with parents who have 
participated in the program with an effort made to recruit eligible parents who declined or did not 
finish the program. Qualitative methods were selected because of the exploratory nature of the 
project, the paucity of published evaluations of home visiting programs for new parents, the 
desire to understand the participants’ perspective on the program, and the presumed difficulty in 
reaching a relevant sample. Semi-structured interviews use an interview guide (see appendix A) 
to encourage participants to share their views with additional questions to ensure responses are 
interpreted as fully and as correctly as possible.  
 
Implementation 
The recruitment procedure was structured so that those providing the service would not know 
who participated. Either the home visitor or the PHN requested permission from a potential 
participant to provide their contact information to the researcher (see Appendix B for script). An 
interviewer followed up with an invitation to participate in the evaluation. If the parent agreed, 
an interview was scheduled for a mutually agreeable time and place. All participants were asked 
for written consent (see Appendix C). A small honorarium (a $15.00 grocery certificate) was 
given to thank the participant at the end of the interview. 


All interviews were conducted between February and August of 2010. A fourth year 
practicum student from the Faculty of Social Work conducted the first 12 interviews. A senior-
level undergraduate student hired for the summer conducted the remaining 23 interviews and 
participated in initial analysis. All interviews were audio-recorded and transcribed verbatim.  
 
Analysis  
Transcripts were reviewed, and participants’ comments were coded and categorized to identify 
topics and patterns that could be developed into themes. N-Vivo was used to assist with 
organizing the data (Version 2.0.163, QSR International Pty, Ltd., Cambridge MA, 1999-2002). 
Quotations have been edited to improve readability. 
 
Strengths and Limitations 
A strength of qualitative research is the ability to explore participants’ understanding of the 
issues. Encouraging participants to explain issues in their own words allows for potentially rich 
and fuller explanations. This of course depends on the honesty of interviewees and the rapport 
established between interviewer and interviewee. Having university students conduct the 
interviews was intended to facilitate rapport.  


The sample very likely over-represents satisfied clientele despite efforts to interview 
eligible parents who declined or left the program early. The number of people interviewed was 
relatively large for a qualitative sample; however, and there is both consensus and variety in the 
viewpoints expressed, providing some assurance for the credibility of results. 
 
Results 
Characteristics of Participants 
Of the 57 parents who agreed to be contacted by the interviewer, 34 mothers and 1 father were 
interviewed. Of the 35 interviewees, 21 were currently enrolled (14 for < 14 months; 7 > 14 
months); 3 were program graduates and 11 were parents who declined or did not finish the 
program. This last group included 2 parents who had never attended, 2 who attended briefly 
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(fewer than 8 visits), and 7 who stopped attending after a longer involvement (including one 
mother who had returned to the program).  


Characteristics of interviewees are provided in Table 1. The typical participant would be 
a Caucasian or Aboriginal woman between the ages of 20-24, who spoke English as her main 
language. She would be a stay-at-home single mother with 1 child, have attended grade 11 and 
lived at her current address for about a year and a half. Five participants were teen-agers and at 
least 13 women were teen-agers when their first child was born. 


 
Table 1. Participant Characteristics  
Characteristic N = 35 
Parent’s age (mean, years; range) 24.9 (16-43) 
Children (mean, #; range) 1.86 (1 – 6) 
Marital status (#, % single) 20 of 33 (60.1%) 
Employment status (#, %)  
   Employed  6 (17.1%) 
   Households with 1 or more employed  11 (31.4%) 
   Currently attending school  8 (22.9%) 
Educational Achievement (#, %)  
   Some College or University  10 (28.6%) 
   Completed High School 4 (11.4%) 
   Grade 8-11 21 (60.0%) 
Language spoken at home (#, %)*  
   English 33 (94.3%) 
   Aboriginal 3 (.09%) 
   Other 1 (.03%) 
Ethnicity (self-identified; #, %)*  
   Aboriginal (including Métis) 19 (54.3%) 
   Caucasian 24 (68.6%) 
   Canadian 3 (.09%) 
   Asian 2 (.06%) 
Years at current address (#, %)  
   1 8 (22.9%) 
   12 9 (25.7%) 
   25 13 (37.1%) 
   =5 5 (14.3%) 
*Some participants gave more than one response. 
 
Participants’ Reasons for Joining Families First 
“I wanted to make sure I gave her every opportunity, and I thought this program would help.” 
 
The majority of participants (25) first heard about the program through their PHN with the 
remaining participants mentioning a variety of sources such as another parent-child program, the 
school or hospital nurse, a physician, midwife, friend or sister.  
 Of those who heard about the program from their PHN, most (23) remembered her as 
speaking very highly of the Families First program and the home visitors. Participants 
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particularly felt encouraged to join when they had a good relationship with their PHN and her 
explanation conveyed enthusiasm. 
  The PHNs explanation of the program, as remembered by the participants, highlighted 
that the home visitor would assist parents to learn about their child’s development, would include 
activities to stimulate brain development, would provide support for their family and would 
answer their questions. The PHN explained the core of the program as the home visitor’s effort 
to “help them be the best they can be” by working to develop or reinforce positive parenting 
behaviours with an emphasis on benefits to their children. Some participants said their nurse told 
them that the Families First program was “fun, a good thing to do, and you learn a lot.” PHNs 
gave their opinion in a personal manner, for example, suggesting to the participant that it would 
be “a really good idea for you.”   
 Five participants said they did not feel encouraged to join the program by their nurse’s 
explanation, which they described as unenthusiastic, inadequate or non-existent. One participant 
said she was just given a paper to read. Another said “It almost seemed like the nurse didn’t 
really care” whether or not she joined the program. Some said the PHN described the program 
as “not a guaranteed thing” due to lack of space within the program, which discouraged their 
attempts to enrol in the program.  
 Other mothers were quite “iffy” about joining the program. Several mothers said they 
would not have joined without the PHN’s encouragement. For some mothers, encouragement to 
try the program out before making a commitment was important. Although not the norm, one 
mother said the PHN signed her up even though she told her that she did not need or want the 
program. She agreed to meet the home visitor, with the provision that she would quit if she 
didn’t like her. However, she found that she enjoyed the visits. One first-time mother explained 
her thinking process: “I didn’t really know what to do. I didn’t know what to expect. ... It 
sounded good, at first. Then, I’m like, ‘No, I’m not going to do it.’ But then I thought, ‘Well it’s 
not going to hurt me. If I don’t like it I can cancel it.’ I enjoyed it after that.” 


Six participants said that it helped that their PHN, whom they knew and trusted, came 
with the home visitor on the first visit, which made the introductions less awkward. 
 When asked about their reasons for joining the Families First program, participants 
expressed a number of different attitudes. As in the lead quote highlighted above, many of the 
mothers expressed the desire to give their child a good start in life, and they anticipated that the 
program would provide information and resources to assist them with this goal. Some mothers 
were actively searching for a program to help them learn and so were eager to join when the 
PHN mentioned the program. In some cases, a friend recommended the program or the mother 
observed a home visit and wanted the experience for her own child. 
 Almost all of the parents mentioned joining the program to learn about their child’s 
development. Additionally, many wanted to assess if their child was meeting developmental 
milestones. Specific points that participants mentioned as attracting them to the program were: 
 The opportunity to assess and improve their child’s development, including learning about 


social skills, physical development, and especially brain development. 
 Knowing games and activities would be a large part of the program. 
 The ability to ask the home visitor questions. 
 The support of the home visitor, as most participants were single mothers. 
 Convenience of having the sessions in their home, which avoided the need to pack up one or 


more children, especially difficult without access to a car. 
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 At-home sessions also increased comfort level for the children and allowed for a check to see 
if the home was “baby-safe.” 


 Mothers with more than one child said they wanted to see what had changed in terms of child 
development since their last child. 


 Some mothers said the program sounded interesting and would give them something to do 
and provide adult company.   


Adult conversation was an important incentive to join the program. As one mother stated, 
“Let’s be honest. It was nice to have adult conversation once a week.” Vulnerability was 
reflected in comments about their own situation, whether it was being too young and unprepared 
for motherhood, battling depression, feeling alone and unsupported or other difficulties.  
 
Concerns Before Joining  
“What I thought it was gonna be, was she would be judgemental towards me and kind of close 
me off. But she was so opposite from that. She doesn’t judge me.” 
 
About half of the participants mentioned experiencing negative feelings prior to or during the 
first home visit, most commonly, feeling nervous. Some participants explained they were “afraid 
of being judged again.” Another participant’s comment implied that she was afraid her parenting 
skills would be unfairly judged: “If I should hold my son a certain way, are they gonna judge me 
or something?” This was seemingly based on past experiences since she found that “a lot of 
those people are forceful; some of them are very judgemental on a lot of things.”  One 
participant reasoned that the condition of her house was a reflection of her parenting skills: “It’s 
common sense. You don’t want somebody to walk into a messy house and think, ‘they’re raising 
their child in this environment.’” She added that a messy house could result in “having 
somebody call Child and Family Services on you.” 


Almost half of the participants mentioned that they did not want to be judged and/or that 
involvement in the program could lead to involvement with Child and Family Services. Many 
others expressed appreciation and/or surprise that they did not feel judged on either their 
parenting skills or house cleaning ability, indicating these expectations were widespread. 
 Another parent hinted that her nervousness was related to her own long-standing trust 
issues: “I was kind of nervous at first having to feel like someone coming in to see how I live and 
how my house is, and at first I felt very like someone was gonna judge me.” This parent then said 
she found the home visitor to be “more encouraging” [than judging] and helped her to 
understand that “you know that everybody’s not out to hurt me all the time.”   
 Some parents wondered if they might find the program boring (“What if I get too excited 
and it’s really boring and pointless?”), preachy  (“I just thought it’d be like one of those 
programs where like they tell you right and wrong.”) or uninformative (“What could she [the 
home visitor] tell me that I don’t already know?”). 
 Participation in the program required overcoming these fears in order to make their own 
assessment of the program’s usefulness for themselves and their child.  


Despite initial worries, the majority of participants indicated that the visits quickly 
became comfortable for them, increasingly so as they got to know their home visitor better.  
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Participants’ Relationships with their Home Visitors 
“She feels like a friend.” 


 
Twenty-nine participants described positive relationships with their home visitors. Two 


people experienced a negative relationship.  Most participants (24) also described their PHNs 
positively, although they did not meet with their nurse as often. Almost all participants reported 
satisfaction with the support they received from their home visitor and PHN.  


The majority of participants described their home visitors as friendly and able to create a 
“very comfortable” atmosphere. Many used superlatives such as “really great,” “really nice,” 
“really, really comforting,” “fun to talk to,” “very understanding” and so on. Many participants 
described the home visitor as a friend. For example, one participant said “I just enjoyed the visits 
every time. It was like we ended up building a relationship, and it was almost like having a friend 
come over and visit.” Many mothers looked forward to the visits, “it’s more like, ‘yeah, I can’t 
wait to see you next time you come.’” For some mothers, it was one of their few regular contacts 
with another adult. One parent said, “If it wasn’t for my home visitor I’d probably be stuck at 
home every day. If I didn’t have my home visitor, then I’d probably be going crazy.”     


Parents indicated that seeing how well the home visitor got along with the kids made 
them feel more comfortable. As one parent put it, “she was good with the baby. Like [if] she was 
up, she’d always talk to her and everything, so I felt comfortable with her in my house.” 
Participants said it was important that the home visitor was also a mother. They appreciated their 
home visitor’s life experience in addition to the more academic knowledge base, and many 
discussed this as important to credibility. For some, it may have helped them to feel understood, 
which was keyed to comfort level, and also related to not feeling judged. As one mother said, 
“She wasn’t judging me; she was talking to me like a mother to another mother.” 


As the Families First program is targeted to high-risk families, these successful 
relationships helped particularly vulnerable participants feel comfortable raising their questions 
or concerns: “I could trust them to you know, to be open.” Many participants said that home 
visitors were good listeners, providing support to help them during stressful times. One parent 
said “if I had a problem or I felt stressed, just with my life, I could talk to her.” Participants 
indicated they were comfortable with the home visitor because they found it very easy to speak 
to her and could speak freely. They felt accepted, that “anything that I had to say she was 
interested in,” and said that knowing that she was there to help her children was important also. 
Some participants expressed appreciation for the home visitors’ avoidance of direct advice and 
provision of options. Their straightforward comments that “if you don’t feel comfortable doing it 
this way then you don’t have to do it this way” helped to ease the worries about being judged. 
Two participants mentioned that having the same home visitor helped them to feel comfortable 
since they would have had to work at rebuilding their trust again. Some participants verbalized 
that they had difficulty trusting people. 


The two negative reports both occurred after a change in home visitors. Both mothers 
described positive experiences with their first home visitor, but failed to re-connect after 
switching. One said that she got the sense that her second home visitor didn’t like her job, and 
that although she “tried to be nice,” it was a wasted effort. She added further issues: “she was a 
smoker; she wasn’t that into my children. She didn’t take her shoes off, and it was just really 
uncomfortable.” The second participant contrasted her two experiences, saying the first home 
visitor “was always laughing and happy,” but the second one was “a grouch” who “wasn’t 
really doing much. She was just giving me the papers and telling me to read them.” 
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A change in home visitors does not always end this way. Another participant expressed 
disappointment at losing a close relationship with her home visitor when she moved but adjusted, 
commenting “I’m not as close to her, but I do like her quite a bit.”   


 
Positive Reinforcement 
“If I was feeling overwhelmed, she would always leave, telling me I was doing a great job.” 
 
At least 14 parents indicated their home visitors’ encouragement helped them to feel like they 
were good parents. The following quotes from different mothers are a few examples:  
 She thought I was a good parent and hearing that makes me feel really good about myself, 


about being a parent, especially [being] a single mom. 
 That encouragement is a big thing. I know that. Even talking with other moms here, they 


were saying that encouragement is a big thing with having a home visitor coming in.  
 Probably most of the time that she came here; I was always feeling crappy about myself. 


But as she would leave here, she would make me feel like I’m doing the best, and that I 
was being a good mother. So it always gave me confidence. 


Parents often mentioned they felt more confident in their skills as a parent as a result of 
the Families First program. This can be seen above in one parent’s comment making a direct 
connection between the home visitors’ praise of her parenting skills and her increased 
confidence. Other participants indicated that what they learned in the program more generally 
helped them to feel confident about their parenting abilities:  
 It made me more confident as a parent. It helped me know more. I am more comfortable as 


a parent. How do I explain it? I am more confident than I would be if I hadn’t gone 
through it because I know more. I know that what I am doing is right, and I know how to 
give my kids the best opportunity. 


 I feel that it just reassures me that I’m doing my job. That’s all the different stuff that I 
learned, so I felt like it made me closer to my baby because I am more confident that I am 
doing what is right for her. I am doing what is right for my girls, and it made me more 
confident as a parent, especially as a young parent, that I am doing it right. 


 I was only 17 so I didn’t know much about parenting and stuff. So I just found it helpful. 
Not all parents indicated that the program increased their confidence in parenting skills or 


closeness to their child. There were parents who said they had always felt confident about their 
parenting skills, but still appreciated the support provided by the Families First Program.   


 
Participants’ Views on Families First -- Benefits 
“I feel like I’m a better parent because of it.” 
 
Twenty-two participants said the Families First Program either met or exceeded their 
expectations, with three expressing disappointment (explained further below). When asked what 
the best part of the Families First program was, the most common responses were the hands-on 
activities and a chance to have adult conversation. When asked what the most helpful part of the 
program was, most participants said the information they received and being able to have their 
questions answered.  


The hands-on approach was appreciated as beneficial to learning. One participant said 
she learned more because the visitors “sit there and do it for you, and show you how to do this, 
show you how to massage your baby.” Many participants enjoyed making things for the baby 
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(such as shakers) and appreciated the resulting keepsakes. They also appreciated that the 
activities were done with supplies usually found around the house or brought in by the home 
visitor. Activities engaged both the parent and child, keeping both interested, but some mothers 
pointed out, they also worked to improve children’s motor skills. Mothers commonly said things 
like “I love learning new activities to do with my child.” Frequently mentioned activities 
included creating a memory box, the hand and foot print activity and the popsicle stick activity.   


The opportunity for adult conversation was of more than entertainment value. For some 
mothers, having someone listen to their concerns was viewed as the most helpful part of the 
program, given their limited opportunities for adult company. The home visitor sometimes 
provided much-appreciated support when participants were struggling with difficult life 
circumstances. Participants stressed the lack of judgement as key to making them feel 
comfortable enough to really open up to their home visitor.  


Almost all participants discussed the parenting information received as a benefit of the 
program. “I’ve liked it all from the day that we started learning. That’s been me learning about 
what I can do to help my daughter in the future.” Participants appreciated the home visitors’ 
ability to adapt their teaching to their own needs and goals, “She would tailor it to my family, not 
what my family should be, [but] what my family was.” Another participant noticed that the 
program “wasn’t following the book, it was following the child.” Participants indicated thorough 
coverage (the home visitor “goes through every step”) and lessons provided at an appropriate 
level (she was “mak[ing] me aware that I should be saying like, ‘the square has four sides’ for 
increasing word descriptions). One participant contrasted her home visitor’s “words that I could 
understand” with her doctor’s incomprehensible explanations.  


Parents mentioned learning “how to be a good parent, how to support your baby,” and 
listed other topics such as “mental development,” developmental milestones, child’s emotions 
and older children’s behavioural problems. 


Participants’ Reasons for Staying on the Program 
“The biggest reason [for staying] was that I enjoyed it. I enjoyed learning the different 
information and instead of it becoming a program, it became mommy and baby time.” 
 
When asked why they stayed on the program, participants commonly responded that they and 
their babies enjoyed it, often said in combination with a reference to how much they were 
learning. For example one mother who felt “sketchy” before joining the program to the point of 
warning her PHN that she would quit if she didn’t like it, ended up saying, “after about three 
weeks it’s just become second nature. I couldn’t wait for the next visit because of all the 
information I was getting. And if I had a question, it would be answered for me. It went from 
being uncomfortable to very comfortable.” 


Another participant responded, “Just learning the new things every week” kept her on the 
program. Sometimes comments indicated that even basic learning was unanticipated: “She 
taught me a lot of things that I didn’t even think of, so it makes me realize how important it is to 
teach your kids so early.” Some participants expressed amazement at what they were learning: 
“It’s just like unbelievable the information that they can bring out.” Another talked about 
learning “how to play with your infant. Like my kid was two weeks old and she’s like, ‘you know 
if you do this, he’ll do this back.’ And I was like, ‘No way.’”  


Participants found that the demonstration of how to do things was valuable, “It helps that 
she was there if she saw the kids doing something, she would set an example and show me how to 
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praise them or show me how to apply all the principles that she was teaching. So it was good.” 
This participant appreciated both the applied, hands-on approach and the handouts her home 
visitor left her to fall back on when she was on her own.  


As one parent said, having the home visitor explain her child’s developmental progress 
meant “you don’t have to be worried or nervous about it” because you know what to expect. 
This learning occurred in a relaxed and informal manner and focussed on their needs, as several 
parents emphasized. Some parents mentioned both they and their children enjoyed the games and 
activities. “It’s fun for my kid, like he laps it up. And he can learn very much, a lot from it.” 


Another said that the program helped her daughter. “My daughter is more advanced than 
most children her age. … And if I can continue on in helping my daughter develop this way then 
I’m gonna do it.” Participants remained in the program because they saw it as in the best interest 
for their children and for themselves, too.   


The importance of adult company has already been mentioned. In some cases, this was a 
major incentive for staying: “Probably mostly because I like the company.” This suggests that 
the strong relationships participants had with their home visitors helped to maintain them in the 
program. In some instances, the company was viewed as needed support and help for feelings of 
isolation: “Support is the biggest thing. … I feel very isolated. I don’t have friends here. I don’t 
have too much family here, so it’s just me and my kids and my spouse. I think the key is having 
someone to talk to, ’cause she did a lot of listening. She didn’t give me advice on what I should 
be doing, but just to have someone to listen.” Having another person offer encouragement can 
provide motivation, “give you encouragement to, I don’t know, do things.” Having these 
relationships in place seemed especially beneficial when the parent/family was going through “a 
bumpy spot,” as one participant phrased it.  


Although some participants were initially apprehensive about the home visiting aspect of 
the program, most appreciated it as more convenient than having to acquire transportation to 
attend a program elsewhere, typically commenting that it made life “easier.” One participant 
said,“I think if I would of had to of gone somewhere I probably wouldn’t of done it for as long as 
I did.” Another said, “I’d rather have somebody come to my home than have to go out. Yeah, I 
find that very helpful. … And it’s convenient because you don’t have to pack up and go 
anywhere.” This participant pointed out that it was beneficial for the children’s learning too: 
“And if they’re doing stuff with the kids, I find it a lot more helpful in your own home because the 
children are more comfortable based on the environment than if you go to a day care, or 
something where the comfort levels are right out the window in the beginning.”  


Two teen-aged mothers appreciated the home visitor seeing them at their school, which 
they found more comfortable and convenient than a home visit. They suggested they were likely 
to forget about home visits and didn’t like having to forgo other activities to stay home for a 
home visit. One mother said that if her home visitor had been an older lady, she probably 
wouldn’t have felt as comfortable. 


Participants generally found the home visitors very accommodating, able to change times 
for appointments if needed, address their information requests or support needs or add in desired 
activities.  


Two program participants said they did not find the home visits comfortable, one because 
of overcrowded living conditions; the other because she did not relate well to her second home 
visitor. These are discussed further in the next section.  
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Reasons for Leaving the Program and Suggestions for Keeping Participants 
“I really would like to continue with it but it just doesn’t work, with working full-time.” 
 
Nine participants did not complete the Families First program. Four said they discontinued 
because they returned to work; two because they didn’t get along with their 2nd home visitor; two 
because they moved (although one subsequently re-joined and the other plans to); and one gave 
difficult life circumstances as the major reason for discontinuing.  


Most of the mothers were home during their child’s first year. It is difficult for mothers to 
remain on the program when they go back to work because home visiting hours are not 
compatible with work schedules. One parent said, “You have home care workers that work 
evenings. ... Why couldn’t they have Families First people work evenings too?”  


These mothers gave additional reasons for leaving. One said the program tended to repeat 
itself and she decided she was no longer benefitting. She also described pressure from her 
boyfriend to discontinue the program because she should know how to care for her child and that 
preparing for the home visit was tiring because she was ill. A teen-aged mother with two 
children who described the program as “a really good program just for the first year ’cause 
that’s the most important stuff,” said the program was repetitive, boring and no longer relevant.  


As discussed earlier, two participants said they left the program because of a poor 
relationship with their home visitor. In both cases, the participant had switched home visitors, 
ending a well-established positive relationship. One participant mentioned that she got along 
really well with her first home visitor, but ended up dropping out of the program three months 
after switching. She said she didn’t ask for a new home visitor, and no one encouraged her to 
continue the program. One of the mothers said she was pregnant and wanted to be left alone. One 
participant suggested that parents should be informed that they can request a change in home 
visitor. However, participants also said if they didn’t “click” with their home visitor, they would 
likely drop out of the program rather request a change. Participants with trust issues may be 
especially reluctant to start over with a new home visitor. If home visitors suspect problems, it 
would be advisable to raise the issue with the parent or request the PHN to do so. 


Switching to a new home visitor can occur due to staffing changes. It can also occur 
when clients re-locate, even if the new catchment area is close by. People start to “get 
comfortable with one worker, and if you move out of that area, you don’t get the same worker.” 
Participants recommended Families First should try to maintain the same home visitor for the 
duration of their program regardless of where they live.  


One mother said that they left the program because of difficult life circumstances: “I 
would of liked to of stayed, but … I was going through a lot of stuff.” This mother said her 
frequent cancellations were wasting her visitor’s time and she felt another mother could benefit if 
she left the program.  


Eight of nine interviewees, including a program graduate, who were asked if they ever 
felt like coming back, responded affirmatively. They said they continued to have specific 
questions about child development and thought continuing the program would be a good idea. 
This suggests that a call back to parents after they have had a break to extend an invitation to 
resume the program would be of value in retaining some parents in the program. In fact, one 
participant said she had re-joined the program because her home visitor took the initiative to call 
her again.  
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Participants’ Views on Families First -- Issues   
“My mother won’t let anybody in her house.  ... Not for that stuff, oh no my mom feels insulted by 
these peoples. She’s helping us raise our kids, that’s where we get all our information from.” 
 
Participants were asked direct and indirect questions to elicit problems or issues within the 
Families First program. These questions included queries about the aspect of the program they 
found least helpful, topics they wanted to learn about but didn’t, and if appropriate, reasons that 
might have caused them to feel like resigning from the program.  


The most common issues related to content or methods of the home visit. Two 
participants said their home visitor did not engage them in the activities. For example, one 
participant felt that the activities “had nothing to do with me. It was just home visitor and [the 
child].” The other also stated that now that her son was older, the program needed more hands-
on activities, preferably ones that she and her child could choose. These comments were contrary 
to the norm as most participants stated the home visitor actively engaged both parent and child.  


One parent, a program graduate, said, “Towards the end of the program my visitor 
couldn’t find anything that we hadn’t done yet.” Two people mentioned that much that was 
covered in the program was common sense and they felt like they weren’t learning anything that 
they didn’t already know. However, both of these parents were still enrolled, and one added that 
“even though it’s common sense, it’s good to hear it.” Although one mother indicated it wasn’t 
always a problem, two mothers said the program could be repetitive. Two mothers said the 
program needed updating. One pointed out that their generation made more use of technology; 
the other that she suspected there were more updated songs or CDs they could be using. 


Two people mentioned difficulty in reaching the home visitor outside of the visit because 
they did not like leaving messages. Several also mentioned that their apartment building’s buzzer 
access created difficulties, and one said she was disappointed that the home visitor would not do 
her laundry.  


Three participants mentioned their own need to have a clean house for the visit, which 
was experienced as a pressure and therefore a problem. Another participant said her mother did 
not believe that parents should need help raising their child. This attitude, similarly to that of the 
boyfriend’s mentioned above, made her hesitant about remaining in the Families’ First program.  


Some parents did not like the reduced frequency every year. They would rather have the 
program remain at once a week for the full three years to help maintain the home visitor’s 
consistency in their child’s life. One mother mentioned disruption of bonds with the child at the 
conclusion of the program: “She’s here every week and she’s playing with my son every week 
and then all of a sudden like bang she’s not here.”  


Because home visitors responded to participants’ questions as they came up, there were 
few suggestions for new program content. The topics that were mentioned included: baby-
proofing the house; weaning; getting the baby to sleep in her own crib; appropriate outdoor 
activities at each age and availability of other programs, preferably within walking distance since 
many had no transportation. Requests included programs to help with other families members, 
e.g., issues related to older siblings (often more problematic than the youngest); “something for 
the dad;” and help with the parents’ relationship, often strained due to stress of a new baby. 
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Responses from Mothers Not Attending Families First 
“I don’t think it should be like ... you’re stuck with me for three years type of thing.”  
 
Two mothers who had never participated in the Families First program were interviewed. Their 
responses are interesting but should not be considered representative.   


Both mothers had heard about the Families First Program and spoke positively about the 
program with one commenting, “Honestly, I would love to be in it.” They saw learning as the 
most important benefit from the program, with one saying she would like to learn more about 
safety, specifically basic first aid information and how to prevent her baby from choking. 


One parent mentioned that she had several friends involved with Families First and they 
all seemed to enjoy the program. She said her friends were encouraging her to get on the 
program because her son was experiencing some behavioural issues. She felt she had a basic if 
somewhat vague understanding that the home visitors “come in and you do things together, talk 
about different parenting things,” and that they “are there to answer any question.” This mother 
was enrolled in a group program for new mothers and did not feel the need for the program. 


The other parent also had a friend on the program which led to an understanding that the 
program was only for parents of children with “effects,” likely a reference to fetal alcohol effects. 
She said her PHN told her about the Families First program, but did not arrange a meeting with 
the home visitor. Both mothers indicated they had a positive relationship with their nurse and 
regarded them as helpful and a good source of information. Although both agreed that the PHN 
could influence an individual’s decision to join the Families First program, neither signed up.   


Both mothers mentioned problems with having home visits. One specifically said, “I 
don’t like people coming into my house.” Referencing a history with Child and Family Services, 
she said she wanted to avoid letting people into her house just in case “they don’t see something 
right.” She suggested the program sounded helpful, but was not willing to sign up without 
meeting the home visitor, preferably outside of her home. Both mothers mentioned a lack of 
privacy and no place quiet enough to hold the program. Living with her mother in a house full of 
people, one mother said “If I got my own place already, I would allow you guys to come over.”  


The length of the program was also an issue for both parents. One mother expressed 
unwillingness to join for three years when she didn’t feel like she understood the program. The 
other parent also referred to “a three year commitment” and said she would want more 
information before joining, including assurance that the home visitor was a decent and 
compatible person: “what if I don’t like her, can I call and you know change her for another 
one?” She recommended having someone come and chat about the program to give people a 
chance to get to know both the person and the goals of the program, so they don’t feel like they 
are signing onto a three-year program with a stranger. 


These comments suggest that some parents might start the program if the introductory 
meeting could be held outside the home. Experiencing the program in a neutral setting might 
allow them to build sufficient trust to allow them to make an informed decision about continuing.  
 
Why Others Might Not Join Families First 
“[People] think it’s like the government checking in on them.” 
 
Participants were asked for their opinions regarding reasons eligible new parents might decline 
the Families First program. This group is difficult to reach but important to reach out to. While 
not ideal, we hoped that mothers in the program might know mothers not in the program and 
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offer some insight into their situations. Their responses were consistent in many ways with issues 
raised by the two non-participating mothers. 


The most common reason suggested for declining the Families’ First program was that 
people think it involves workers associated with Child and Family Services entering people’s 
homes to judge how they are raising their children. Some parents said they had friends who had 
asked them if Families First had anything to do with CFS, with more than one mother receiving 
advice that involvement might lead to having her child taken away. These beliefs make people 
hesitant to let the home visitors into their homes.  


One mother said she had these fears herself, “Probably the same thing as me. It’s hard to 
for me to open up to certain people. [Trust, eh?] Being judged that if they see something or hear 
something that it could turn around and, you know, just being told on, if they have to phone 
CFS.” The fear of being judged to be a poor parent discourages enrolment in a one-on-one 
program. Based on previous experiences with other programs, one participant said, “a lot of 
them are quick to judge. ‘Someone’s coming into my house. They’re going to see what I’m doing 
with my baby; think it’s wrong.’”  


Other participants mentioned that some parents may decline the program because they 
actually are “hiding stuff,” suggesting that “they’re into drugs, and they just don’t give a crap.”  


Nine participants mentioned that people aren’t joining the program because they haven’t 
heard about it. Some mentioned the PHN may not discuss the program with everyone. One 
participant said she sees a lot of “Mom and Me” ads, but that she never sees a Families First ad.  


There were references to parents who have briefly heard about the program, but don’t 
have a good understanding of it, leading to incorrect assumptions. They never start because they 
believe the program is about “telling you how to raise your children.” People think that the 
program is only for first-time parents “unless the parent somehow screwed up something with 
the first one.” Parents who already have a child don’t think they need a program telling them 
how to raise another. Another common response was time constraints, busy lives that make it 
difficult to schedule regular visits. Parents with a house full of children don’t “have time to do 
stuff [with one child] if they already have five or four kids.” A full house also makes it difficult 
to find space to have a visit. 


One parent suggested that in some cultures it isn’t socially acceptable to have strangers 
coming into their home to help with the child: “Different cultures, there are different beliefs with 
who should raise the kids and outside help could be a big no-no.”   
 
Participants’ Suggestions   
Participants said that it was important that Families First workers should be mothers themselves. 
Participants said this was one of the first things they wanted to know when they were considering 
whether or not to join the program. Participants believe workers are more effective at their job if 
they’re parents, having dealt with family issues themselves. They were also more comfortable 
discussing family issues with workers who have their own families. 


Many participants had no recommendations or suggestions for program changes, often 
stating that they liked the program as it was. The following suggestions were made: 
 Many parents mentioned that they would like more activities, particularly as children got 


older. Several parents suggested hands-on activities at every visit.  
 Less focus on information handouts. 
 Special events, such as an “annual celebration,” an occasional reunion and/or regular outings 


away from the home at the park or the library. Such events could provide opportunities for 
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children to play together outdoors or in larger areas with toys, and allow parents to meet each 
other and potential participants. Having current participants share their experiences would be 
a way to advertize the program. One parent suggested getting feedback from parents through 
a draw at events. Another participant suggested having a barbeque for participants who had 
completed a certain number of sessions. 


 Some parents suggested the program should be shorter, restricted to infants; others suggested 
the program should be longer, covering from birth to school age. Offering the program in 
segments with formal opportunities to choose to continue might be a way of bridging 
different parents’ needs.  


 Weekly visits throughout the program were seen as important in maintaining a young child’s 
attachment to the home visitor.  


 Content suggestions included: baby safety (including home visitor assessment of the home); 
how to cook family meals; a “Mom Week” to address mothers’ feeling “invisible.” 


 Have the PHN and the home visitor come together occasionally.  
 Video-tape the lessons so that material could be covered when a meeting was missed. 
 
When asked how to improve recruitment, participants suggested increasing awareness about the 
program through advertising to attract new parents to the Families’ First program. They 
commented that most people are familiar with the Healthy Start for Mom and Me program and 
recommended that Families’ First take the same approach. Common suggestions included 
posting and/or distributing posters and/or pamphlets in places where new parents would see 
them, such as the hospital, schools, the community centres, libraries and local grocery stores. 
The gynaecologist office was viewed as appropriate because there is more time to stop and read 
posters before birth. Talking to mothers about the benefits of participating in the program in 
places such as Healthy Start or Four Feathers was recommended as it was easier to reach mothers 
when they are already together in groups. One person suggested advertising on the local 
television, using the free morning shows, such as CTV’s “Talk to Ross.” Some parents suggested 
increasing the age range covered in the program would attract parents who would appreciate 
learning about all of their children. Several participants mentioned offering incentives as other 
programs in the area provide food or milk coupons.  
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Summary and Recommendations 
“My home visitor has helped me understand what being a parent is all about.”   
 
The vast majority of parents consulted in this evaluation were satisfied or more than satisfied 
with their experience in the Families First Home Visiting program. Most described strong 
relationships with both the public health nurses (PHNs) and the home visitors. Participants 
expressed appreciation for their home visitor’s support, described her as an effective teacher, a 
good listener and said they were comfortable asking questions and discussing their concerns with 
her. Many mothers indicated that having a home visitor who was also a mother was important to 
credibility and some indicated that this increased their comfort level in sharing their issues. 
There were very few suggestions for new program content, largely because the home visitors 
responded to parents’ questions as they arose. Parents often mentioned they felt more confident 
in their skills as a parent, attributing this to either the positive reinforcement or the information 
received through their participation in the Families First program. Some parents perceived their 
child’s progress as advanced, sometimes in comparison to an older sibling, and again attributed it 
to what they had learned from their home visitor.   


 A few participants identified weaknesses in the program. Two participants said their 
home visitor did not engage them in the activities. Two participants indicated that they did not 
learn enough to justify the program after the first year with several others commenting that the 
program was common sense or sometimes repetitive. However when asked how the program 
might be improved, other participants said they would like more frequent visits or that they 
would like the program to continue until their child was school-aged.    
 
Parents’ Motivations for Participating and Continuing 
 Many of the mothers expressed the desire to give their child the best start in life that they 


could, anticipating the program would provide information and resources to assist them with 
this goal. 


 A majority of the parents said they first learned of the program from their PHN, and some 
said they would not have joined without her encouragement. Participants particularly felt 
encouraged to join when they had a good relationship with their PHN and her explanation 
conveyed enthusiasm. 


 Developmental information was an important incentive for parents to join and to remain on 
the program, mentioned by almost all participants. Parents particularly emphasized learning 
about brain development and being able to assess if their child was reaching developmental 
milestones. The games and hands-on activities, the parenting information and support 
received and the opportunity to ask questions were also frequently cited as both enticements 
to join and reasons for continuing to participate.  


 Most participants mentioned appreciation for an opportunity to engage in adult conversation 
on a regular basis. For some this was the major incentive for joining. 


 The convenience of in-home visits was appreciated, especially since many did not have 
access to a car. 


 Several teen-aged mothers appreciated the home visitor seeing them at their school.  
 Parents said they stayed on the program because they and their baby enjoyed it and they were 


learning a lot.  
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Reasons for Not Joining 
 Two parents explained their reasons for declining the program. Both mentioned problems 


related to the home visit and uncertainty about a three-year commitment to a program they 
didn’t fully understand. One mother was enrolled in a group program for new mothers and 
did not feel the need for another program. The other mother was worried about potential 
reports to Child and Family Services (CFS) and also thought the program was for parents of 
children with “effects.” 


 About half of the participants joined the program despite feeling concerned about being 
judged or having been warned that the program was associated with CFS. This suggests that 
others might not have joined the program for similar reasons. This was the most common 
reason that participants gave when asked why eligible parents did not enrol. They said that, 
although they know it is not true, people think Families First is associated with CFS, that the 
Families First program is just a way to check on them and therefore, joining involved the risk 
of having their child taken away from them.  


 Some participants mentioned there weren’t enough home visitors, and they only got into the 
program because someone else had dropped out. Others gave examples of people who 
wanted to be on the program, but were told by the PHN that there weren’t any openings.  


 Many parents mentioned that new parents don’t start with the program because they have 
never heard of it.  


 People feel like they don’t need any one to tell them how to raise their child. 
 A few participants said some parents do not join because they are lazy or have some 


behaviour they wish to hide such as drug use or negligent parenting.  
 Some participants said that the program would not be suitable for second-time parents unless 


something went wrong with the first child. (Although there were parents with more than one 
child on the program who said they found the program helpful.) 


 
Barriers to Continuing Participation 
 Some mothers wished to continue with the program after they returned to work but indicated 


that current home visiting hours are not compatible with work schedules. Some participants 
said that if the visiting hours were extended into the evening and weekends, they would stay 
on the program. 


 A poor relationship between the parent and the home visitor, although not common, was also 
cited by two participants as the reason they left the program. Although the sample is too 
small to be conclusive, in both cases, the participant had switched to a new home visitor. One 
participant suggested that parents should be informed that if something isn’t working out, 
they can request a change in home visitor. Others said that they were more likely to drop out 
than to report problems. 


 A few parents said the program was common sense and/or repetitive, especially after the first 
year, although these parents gave multiple reasons for discontinuing. 
 


Parents’ Suggestions 
 Parents’ indicated that the friendly and non-judgemental nature of the home visitor was 


critical to their decision to participate in Families First. It was important to both credibility 
and their comfort level that the home visitor be a mother.  


 Participants with a positive relationship with their PHN favoured having her accompany the 
home visitor on the first visit, stating this helped to make the introductions less awkward.  
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 Participants wanted more hands-on activities, particularly as children got older.  
 Some suggested the PHN and the home visitor visit together occasionally.  
 Video-tape the lessons so that material could be covered when a meeting was missed. 
 Some participants felt the program was only valuable for the first year. Others wanted the 


program to continue until children were school-aged.  
 Some parents wanted weekly frequency throughout the program.  
 Parents recommended special events for participants, such as an “annual celebration,” an 


occasional reunion and/or regular outings away from the home. 
 Participants suggested increasing awareness about the program through advertising as a way 


to attract new parents to the Families’ First program. They suggested posting and/or 
distributing posters and/or pamphlets where potential participants would see them; holding 
fun activities at the park or the library for children and parents so program participants could 
mix with potential participants and speaking about the program at other parenting groups. 


 Several participants mentioned that offering incentives would keep people on the program. 
There are other programs in the area that provide food or milk coupons.   


 
Recommendations Addressing Retention and Recruitment Based on Participants’ Comments  
The most common reason given for not completing the Families First program was “time 
constraints” due to school and/or work commitments. Although there are limits to changes that 
can be made to work hours, especially given the participants’ desire that home visitors should be 
mothers themselves, the program staff should consider ways to accommodate mothers outside of 
current work hours. 
 Relationship problems sometimes occurred when participants were required to switch home 


visitors. Participants wished to finish the program with the home visitor they had an 
established relationship with. Adjusting program standards in agreement with nearby 
programs to facilitate this for participants who move away from the catchment area may 
facilitate program completion. 


 Home visitors who suspect problems in relating to a particular parent should raise the issue 
with the client or request the PHN to do so. 


 Call-backs to parents discharged prior to program graduation may be of value in re-instating 
some parents. Some reasons given for discontinuing the program (e.g., difficult life 
circumstances; a new pregnancy) seem like reasons to encourage them to continue. 


 Several participants joined the program because they observed another family benefiting 
from participation. Having a “friends-day” where program participants are encouraged to 
invite a friend or relative who could benefit from the program might be another way of 
helping alleviate nervousness about meeting with a stranger or joining an unfamiliar 
program. 


 Many parents in the program indicated concerns over being judged prior to starting the 
program and indicated that others do not join the program for fear of being reported to Child 
and Family Services which they felt entailed the risk of losing their child. These fears are 
exaggerated by some of the very strengths of the program – the one-on-one attention and the 
home visits. It will be difficult to change these perceptions, which may be shared by other 
people in the participants’ lives, which creates additional pressure to avoid participation. 
Some of the participants’ recommendations for attracting new parents may address these 
concerns by creating more awareness and word-of-mouth about the program. Awareness 
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campaigns, however, need to consider eligibility and resources. The program should maintain 
its focus on vulnerable parents without creating stigmatization of those who participate.  


 Several parents mentioned that an incentive would encourage participants to join the 
program. A welcome package for the newborn and new mother might be an inducement for a 
new parent to meet the home visitor without requiring continuing resources. 


 It appears that some parents refuse the program because they do not want a home visit. As 
these could be amongst the most vulnerable families, it might be helpful to introduce the 
home visitor in an office setting. Experiencing the program in a neutral setting might allow 
some parents to build a trusting relationship with their home visitor to the point of allowing 
home visits.  


 Some parents consider the invitation to join a three-year program as a daunting commitment. 
Offering an introductory phase or a staged program could be considered as a way to help 
hesitant parents start the program. They could then develop a relationship with the home 
visitor and make an informed opinion about continuing with the next developmental stage. 
Offering the program in segments with formal opportunities to choose to continue might also 
be a way of bridging parents’ desires for a shorter or longer program.  


 
The Families First Home Visiting program offered out of the Inkster Public Health 


Community Office of the Winnipeg Regional Health Authority is doing much that should be 
continued. This evaluation by necessity over-emphasizes critical comments and problems as 
these are the areas that will benefit from attention, but overall participants were extremely 
positive about both home visitors and program content, as reflected in one parent’s comment 
who said, joining Families First was “the best thing I’ve ever done with my son.” 
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Appendix A: Individual Interview Guide for Families First Attendees 
 
1. How many children do you have? ____ 
How old is each child? __, __, __, __, __, __, 
 
Before Starting Families First: 
1. I’d like to start by asking you to think back to when you first heard about Families First. How 


did you first hear about the Families First Home Visiting program? 
Probes: Who explained it to you? What did they say? Did you feel encouraged to join? 
 
2. What did you think about the program before you started up?  
Probe: What did you think about having a home visitor come to your home? 
 
3. What were some reasons you agreed to meet with the Home Visitor? 


a. What did you see as possible benefits?  
b. What were some possible problems?    
 


4. Did this (mention what was raised in responses to Q3) turn out as you expected? 
 


Home Visits: 
Now I would like to ask you about your experience in the Family First program. 
 
5. What was your first visit with the Families First home visitor like?  
Probe: How did you feel during this first visit? 
 
6. You had about ___ visits in all. How did these later visits go?  
Probe: What sorts of things did you do during a visit?  
 
7. Were the home visits comfortable for you? 


a. If yes, what helped to make them comfortable? 
b. Was there anything that would have made them more comfortable for you? 
 


8. Which parts of the program did you like the best? Why? 
a. What did you find helpful?  
 


9. Which parts of the program did you like the least? Why? 
a. How could Families First be more helpful? 
 


10. How has the program affected the way you feel about parenting? 
Probes Has the program helped you to feel more confident about caring for your baby? If yes, 
ask for an example. How has it affected your relationship with your baby? Have you seen any 
effects on your baby’s development? Are there any other ways that FF was helpful to you? 
 
11. Now we’re going to look at how your nurse and/or home visitor worked with you. Can you 


tell me what that relationship was like. Probe: Did her teaching style fit with your 
ideas/goals/approach? Were you able to understand each other? Did you feel supported? 
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12. What were some things that you wanted to learn about but didn’t?  
Probe: Did you need something different? (information; support) 
 
13. What are some reasons that you have stayed with the program? 
 
14. Was there ever a time when you felt like leaving the program?  


a. If yes – what were the reasons?  
b. What made you change your mind? 
 


15. Where else can you go if you have a question about caring for your baby? 
 
Suggestions for Change 
There are many eligible families who never enroll in the Families First program? You may know 
some of these families and have some understanding of why they don’t participate.  
 
16. Why do you think some families do not even start with Families First? 
 
17. What influence do you think the public health nurse has on whether a family joins FF?  
 
18. Is there anything that we haven’t talked about so far that you think Families First could be 


doing to reach more new parents (mothers) and attract them to the program?  
 
19. Is there anything that Families First could be doing to keep parents attending longer? 
 
20. If you had the power to change one thing about the program, what would you do differently? 
 
21. Is there anything else you like to say about the Families First program? 
 
For Program Grads: 
 
22. Now that you have finished the program, what additional kinds of support do you need? 
Probe: What are the particular issues that parents struggle with after the program is finished? 
What kinds of help do parents need to deal with these issues? 
 
For those who have left -- Reasons for Leaving: 
Other parents (mothers) have also left the program around the same time as you did. It will be 
very helpful to the nurses and home visitors at Families First to know why people leave.  
 
23. If you don’t mind, what were some of the reasons you left the program at this point?  
 
24. Was there anything that the either the home visitor or nurse could have done to encourage 


you to stay in the program longer? 
Probe: Was there anything they could have done to better meet your needs? 
 
25. After you left, was there ever a time when you wanted to be back on the program?  
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Probe: If yes, can you tell me more about that. 
 
If the following issues did not come up, ask: 


How did you like being visited at home?  
If there were other children, how did this affect the visit? 
Was the timing of visits okay for you? 
Was the length of visit okay? 
Did the program meet your needs right after birth? at 4 months? at 6 months? 
Did you feel supported by the home visitor? By the nurse? 


 
Background Questions: 
Now I’d like to ask a few questions about you. Again answers will only be used to group ideas.  
 
1. How many children live in your home? ________ 
 
2. How many adults live in your home?  ________ 
 
3. What is your marital status?  
a) Single or equivalent 
b) Married or equivalent 
 
4. How old are you? ________ 
 
5. Do you, or your partner (if any), or your child(ren) have any health problem(s) or disability? 
yes/ no 
If yes, please describe who has a problem? _____________________ 
What is the condition? ______________________________ 
 
6. How much formal education do you have? 
a) none  b) less than grade 7  c) less than high school  d) completed high school 
e) more than high school (please specify) ______________________________ 
 
7. Are you working? yes - f/t or p/t / no 
(If appropriate) is your partner working? yes - f/t or p/t / no 
 
8. Are you attending school? yes - f/t or p/t / no 
(If appropriate) is your partner attending school? yes - f/t or p/t / no 
 
9. How long have you lived at this address? _____________________ 
 
10. What language do you speak at home? _____________________ 
 
11. What is your ethnic background (nationality; ancestry)? __________________________ 
 
Thank you for sharing your experience with me. This will be helpful to staff at Families First.  
Give participant gift certificate to thank her for her time.
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Appendix B: Script for Program Staff to Invite Participation in Evaluation 
 
I’ve been asked to invite you to be part of an evaluation of WRHA Inkster Families First 
Program. I will tell you a little about the evaluation and then I will ask for your permission to 
give your name and contact information to the evaluation team. This doesn’t mean you have to 
participate in the study. You will have the chance to decide if you would like to participate or not 
if your name is drawn and the evaluator contacts you. 
 
The purpose of the evaluation is to find out what is working well, and what could be working 
better with the services that the Families First program staff provide.  The evaluation is being 
conducted by an independent evaluator who does not work for Nor’west or the WRHA Inkster 
Public Health Team.  The evaluator, with the help of a university student, will be doing either 
interviews or focus groups with families, some who have participated in the Families First 
Program and some who were eligible but did not participate.  
 
Right now, we are just collecting the names of individuals who wouldn’t mind participating. If 
you are interested, your name will be added to a list and the evaluator will randomly pick people 
to call by picking names out of a hat. Not everyone will be contacted. However, if your name is 
picked, the evaluator will contact you sometime in January to invite you to participate in an 
interview or focus group. There is no payment for participating. Your bus fare and up to 3 hours 
of child care will be covered. You will receive a $15 gift card in appreciation for your time. 
 
Your decision to participate is completely voluntary and will be kept confidential. There will be 
no effect on the service you receive if you choose not to participate. In fact, the staff will not 
know who was invited to participate or who participated. Reports will contain only summarized 
themes or quotes with no names.  


Do you have any questions? Would you be willing for us to pass your name and contact 
information to the evaluation team? 
 
If you are not interested and do not want to tell me, call the evaluator: 


Gail Marchessault at 774-4637 and let her know. 


 


Thank you for your time and consideration. I will forward your name to the evaluator.  
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Appendix C:    PARTICIPANT INFORMATION AND CONSENT FORM 


 
Title of Evaluation: “Evaluating the Families First Program within the WRHA Inkster 
Community Area” 
 
Evaluator:  Gail Marchessault 
  604 Strathcona Street. 
  Winnipeg, MB R3G 3E7 
  204-774-4637 
 
You are being asked to participate in an evaluation.  Please take your time to review this consent 
form and discuss any questions you may have with the evaluation staff. You may take your time 
to make your decision about participating in this evaluation and you may discuss it with your 
friends or family before you make your decision. This consent form may contain words that you 
do not understand. Please ask the evaluation staff to explain any words or information that you 
do not clearly understand. 
   
Purpose of Evaluation 
The purpose of this evaluation is to find out what is working well, and what could be working 
better with the WRHA Inkster Families First Program. This will help the WRHA Inkster Public 
Health team improve the services that they provide.  A total of 20– 30 participants will 
participate in this evaluation. 


 
Evaluation procedures 
If you take part in this evaluation, you will participate in an interview. The interviewer will ask 
you questions about your experiences with the WRHA Inkster Families First Program.  The 
interview usually takes about one hour. This interview will be scheduled for a time and place 
convenient to you. With your permission, the interviewer will audio tape the discussion. This is 
just to ensure accuracy. The audio-record will be kept in a secure, locked location and will not be 
used for any other purpose. If you would like, you may request to review your taped interview. 
You can stop participating at any time.  


 
Risks and Discomforts: There are no risks beyond those encountered in daily life. 
 
Benefits 
There may or may not be direct benefit to you from participating in this study. We hope the 
information learned from this study will benefit other people who participate in the Families First 
program or similar programs. 
  
Costs: There will be no cost to you.  
 
Payment for participation 
You will receive no payment for your participation. You will receive a $15 Gift Card in 
appreciation of your participation. We will also cover bus fare and child minding at rate of 
$9.00/ hr for a maximum of 3 hours. 


Sponsor: Nancy Heinrichs, Team Manager 
WRHA, Inkster Community,  
103 - 61 Tyndall Avenue 
204- 940-3248  
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Confidentiality 
Information gathered in this evaluation may be published or presented in public forums; 
however, your name and other identifying information will not be used. All study-related 
documents will bear only your assigned study number. Public reports will contain only 
summarized themes or anonymous quotes. We will not inform the WRHA Inkster Public Health 
team of your participation in this evaluation.  Despite efforts to keep your personal information 
confidential, absolute confidentiality cannot be guaranteed. Your personal information may be 
disclosed if required by law.   


  
All notes and consents will be kept in a locked secure area in the evaluator’s office. All records 
of interviews will only be available to the evaluation team and will be destroyed at the end of the 
evaluation. No personal information such as your name, address or telephone number will leave 
the evaluator’s office.  


  
Voluntary Participation/Withdrawal from the Evaluation 
Your decision to take part in this evaluation is voluntary. You may refuse to participate, you may 
withdraw from the evaluation at any time, or you may decline to answer any questions asked. 
Your decision on whether or not to participate and any opinions expressed will not affect the 
services you receive from the Inkster Public Health team or the Winnipeg Regional Health 
Authority. You are not waiving any of your legal rights by signing this consent form nor are you 
releasing the investigators from their legal and professional responsibilities.  
  
Questions  
You are free to ask any questions that you may have about your rights as a research participant. 
If questions come up during or after the evaluation, call the evaluator: Gail Marchessault at 204-
774-4637 or the study sponsor, Nancy Heinrichs at 204-940 3248. 
   
Do not sign this consent form unless you have had a chance to ask questions and have received 
satisfactory answers to all of your questions. 
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Statement of Consent 
I have read this consent form. I have had the opportunity to discuss this evaluation with Gail 
Marchessault and/or the interviewer. I have had my questions answered by them in language I 
understand. The risks and benefits have been explained to me. I believe that I have not been 
unduly influenced by any evaluation team member to participate in the evaluation by any 
statements or implied statements. Any relationship (such as employer, supervisor or family 
member) I may have with the evaluation team has not affected my decision to participate. I 
understand that I will be given a copy of this consent form after signing it. I understand that my 
participation in this evaluation is voluntary, and that I may choose to withdraw at any time. I 
freely agree to participate in this evaluation.  
   
I understand that information regarding my personal identity will be kept confidential, but that 
confidentiality is not guaranteed. 
  
By signing this consent form, I have not waived any of the legal rights that I have as a participant 
in a research evaluation.  
 
For Participation in an Individual Interview 
 
I agree to participate in an individual interview on the topic of the WRHA Inkster Families 
First Program to take place on____(Date)____ at   ___(time)____. 
 
             _____ Yes         ____ No 
 


I agree that notes and/or audio recordings may be taken of my responses. Notes and recordings will be kept in a secure, locked location for seven 
years and then destroyed. 


             _____ Yes         ____ No 
 
Participant signature_________________________ Date ___________________ 
 
Participant printed name: __________________________________ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
I, the undersigned, have fully explained the relevant details of this research evaluation to the 
participant named above and believe that the participant has understood and has knowingly given 
their consent. 
 
Printed Name: _________________________  Date ___________________ 
 
Signature: ____________________________ 
 
Role in the evaluation:  _____________________ 
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Healthy Child Manitoba is the Government of Manitoba’s long-term, cross-departmental strategy for putting 
children and families first. Healthy Child Manitoba bridges departments and governments and, together with the 


community, works to ensure the best possible outcomes for all children in Manitoba. 
 


The purpose of this document is to ensure parent child coalitions operate as expected, investing HCMO-funding 
effectively and as intended consistently across the province, while still taking into account the unique contexts of 


their communities. 
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ABOUT HEALTHY CHILD MANITOBA 
 


Introduction 
 
We know that children who grow up in safe, nurturing environments have better success throughout 
their lives. Parents have the most important impact on their child's healthy development. There is 
strong evidence that healthy brain development relies on positive stimulation and nurturing, proper 
nutrition and good health in the earliest years of life. We recognize that addressing early childhood care 
and learning works best when parents, communities and governments work together in partnership. 
 
In Manitoba, this understanding has led to a child-centred policy framework built on two foundations: 
economic justice through financial supports; and social justice through community-based family 
supports. 
 
 


Background 
 
In March 2000, the Manitoba Government established Healthy Child Manitoba and the Premier created 
the Healthy Child Committee of Cabinet. The Healthy Child Committee of Cabinet develops and leads 
child-centred public policy across government and ensures interdepartmental cooperation and 
coordination with respect to programs and services for Manitoba’s children and families. The existence 
of the Healthy Child Committee of Cabinet signals healthy child and adolescent development as a top-
level policy priority of government. 
 
The Ministers on the Healthy Child Committee of Cabinet represent six areas of government: Manitoba 
Education and Training (Chair); Manitoba Families; Manitoba Health, Seniors and Active Living; 
Manitoba Indigenous and Northern Relations; Manitoba Justice; and Sustainable Development / Status 
of Women. 
 
The Deputy Ministers of the six government partners comprise the Healthy Child Deputy Ministers’ 
Committee. As directed by the Healthy Child Committee of Cabinet, the Healthy Child Deputy Ministers’ 
Committee shares responsibility for implementing Manitoba’s child-centred public policy within and 
across departments. 
 
Healthy Child Manitoba is a prevention and early intervention strategy; Healthy Child Manitoba Office is 
the administrative body responsible for carrying out that strategy. Healthy Child Manitoba Office serves 
as staff and secretariat to the Healthy Child Committee of Cabinet and Healthy Child Deputy Ministers’ 
Committee. Healthy Child Manitoba Office’s primary responsibilities include research, program and 
policy development, evaluation, and community development. Healthy Child Manitoba also facilitates 
and liaises with the Provincial Healthy Child Advisory Committee, comprised of cross sectoral 
community and government representatives, that provides advice to the Chair of the Healthy Child 
Committee of Cabinet regarding the Healthy Child Manitoba strategy.  
 
Healthy Child Manitoba Office falls within Manitoba Education and Training. Minister Kelvin Goertzen 
and Deputy Minister Grant Doak have both departmental (Education and Training) and cross-
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departmental (Healthy Child Manitoba Office) responsibilities. By statute (The Healthy Child Manitoba 
Act), Minister Goertzen is Chair of the Healthy Child Committee of Cabinet. 
 
The Healthy Child Manitoba Act was proclaimed in legislation on December 6, 2007. The legislation was 
implemented to: 
 


 Continue the Healthy Child Committee of Cabinet, ensuring the ongoing leadership of all 
ministers whose portfolios or departments directly affect the lives of children; 


 Formalize the roles and responsibilities of the Healthy Child Committee of Cabinet, the Healthy 
Child Deputy Ministers’ Committee and the Healthy Child Manitoba Office; 


 Recognize and formalize the role of parent child coalitions that promote positive parenting, 
literacy and learning, nutrition and physical health, and community capacity; 


 Establish a Provincial Healthy Child Advisory Committee; and 
 Ensure the government reports to the public every five years on the health and well-being of 


Manitoba’s children. 
 


Child-Centred Public Policy 
 
Child-centred public policy places the best interests of children and youth first. Through a combination 
of financial and community-based family supports, Healthy Child Manitoba works to help families and 
communities raise healthy children and youth. Our continuum of supports extends through adolescence, 
with a priority focus on the most critical stages of early childhood development, conception through 
infancy and the preschool years. Research has shown that the growth and development of the brain 
during this period is rapid, extensive and has profound effects for children’s intellectual, physical and 
social-emotional health. Brain development also depends upon the nurture and nutrition that children 
receive. The impact of the early years lasts for life. 
 


Vision 
 
The best possible outcomes for Manitoba's children. 
 


Mission 
 
Healthy Child Manitoba works across departments and sectors to facilitate community development for 
the well-being of Manitoba’s children, families and communities.  
 


Goals 
 
Healthy Child Manitoba is a prevention and early intervention strategy aimed at achieving the best 
possible outcomes for Manitoba's children. To their fullest potential, Manitoba’s children will be: 
 


 Physically and emotionally healthy; 
 Safe and secure; 
 Successful at learning; and 
 Socially engaged and responsible. 
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What Works 
 
New research indicates that we can best achieve our goals through: 
 


 Multi-year, early intervention for families: prenatal to 6 years, including home visiting and 
nutrition programs;  


 High quality child care and preschool experiences; and  
 A holistic, accessible, integrated system, involving partnerships with parents, children and youth, 


and communities. 
 
 
 


HEALTHY CHILD MANITOBA CORE PROGRAMS 
 
Based on research and best practice evidence, Manitoba has invested in the following programs and 
strategies through Healthy Child Manitoba: 
 


Healthy Baby: Manitoba Prenatal Benefit 
 


 The MPB is intended to help women meet their extra nutritional needs during pregnancy and to 
act as a mechanism to connect women to health and community resources in their area. 
 


 Benefits can begin in the month a woman is 14 weeks pregnant and continue to the month of 
her estimated date of delivery. 
 


 A woman qualifies for benefits if her net family income is less than $32,000.00.  Benefits are 
provided on a sliding scale based on net family income. The maximum number of benefits is 7 
and the maximum benefit amount is $81.41. 
 


 Through a consent provided on the benefit application form, Healthy Child Manitoba Office 
connects women to Healthy Baby community programs and/or public or community health 
providers in their areas, providing women with access to prenatal care and support earlier in 
their pregnancies. 


 


Healthy Baby: Community Support Programs  
 


 Delivered through community-based partners, programs are designed to assist pregnant women 
and new parents in connecting with other parents, families and health professionals to ensure 
healthy outcomes for their babies. 
 


 Offers family support and informal learning opportunities via group sessions and outreach. 
 


 Provides practical information and resources on maternal/child health issues, prenatal/postnatal 
and infant nutrition, breastfeeding, healthy lifestyle choices, parenting ideas, infant 
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development and strategies to support the healthy physical, cognitive and emotional 
development of children. 
 


 Encourages early and regular prenatal care, brings nutrition to life through cooking activities and 
snacks, builds parents’ confidence and awareness of health and parenting choices, and fosters 
awareness of babies’ nurturing needs. 
 


 For more information about Healthy Baby: Manitoba Prenatal Benefit and Community Support 
Programs, visit: http://www.gov.mb.ca/healthychild/healthybaby/intro.html 


 


Families First 
 


 Community-based, intensive home visitation program offering information and support to 
families prenatally and with children from birth to Kindergarten. 
 


 Delivered across Manitoba through the public health program of Regional Health Authorities, 
Families First links and integrates with related services in communities. 
 


 A universal screen following every live birth in Manitoba identifies families who may benefit 
from additional support. The subsequent Parent Survey process guides public health staff in 
determining the level of support most complementary to each family’s situation, including home 
visiting. 
 


 Long term support is provided by paraprofessional home visitors who establish trusting, 
nurturing relationships with families, promote problem-solving skills and assist in strengthening 
the families’ support system. 
 


 For more information about the Families First program, visit: 
http://www.gov.mb.ca/healthychild/familiesfirst/index.html 


 


Triple P: Positive Parenting Program 
 


 A world renowned evidenced-based parenting and family support strategy, Triple P is based on 
building strong, nurturing relationships, good communication and positive attention to help 
children develop. 
 


 Triple P aims to prevent severe behavioural, emotional and developmental problems in children 
by enhancing the knowledge, skills and confidence of parents.  
 


 Designed as a training initiative to broaden the skills of the current service delivery system, 
training is offered to practitioners in all sectors including health, social services, education, early 
learning and child care, etc. 
 


 For more information about the Triple P: Positive Parenting Program, visit: 
http://www.manitobatriplep.ca/ 
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Parent Child Coalitions 
 


 Parent child coalitions bring together community strengths and resources within a geographic 
boundary or community, through partnerships with a variety of child, family and community 
programs and sectors. This approach promotes and supports community-based programs and 
activities for children and families, with a priority focus on the early years. 
 


 For more information about Parent Child Coalitions, see the Parent Child Coalitions section of 
this manual, or visit: http://www.gov.mb.ca/healthychild/parentchild/index.html 


 
 


Fetal Alcohol Spectrum Disorder (FASD) Prevention and 
Support Services 
 


 A Provincial FASD Strategy was announced in 2007. Healthy Child Manitoba provides the 
leadership for the overall Strategy.  
 


 Healthy Child Manitoba provides grants to a number of agencies to support programs and 
initiatives related to the strategy goals of prevention, intervention and support. 
 


 A cornerstone of the strategy is the Insight Mentoring Program. The Insight Mentoring Program 
is a 3-year preventative initiative delivered by community agencies and / or RHAs where 
mentors work intensively with women who have used alcohol and/or drugs heavily during 
pregnancy and have had little or no success in other community programs and services.  
 


 For more information about FASD Prevention and Support Services, visit: 
http://www.gov.mb.ca/healthychild/fasd/index.html 


 
 


Middle Childhood Adolescent Development 
 


 Healthy Child Manitoba provides grants to a number of agencies to support programs and 
initiatives for children and youth aged 6 – 18 years, and their families. Providing school-aged 
children and youth with access to quality programs helps support their healthy development 
during these critical years. 
 


 The Middle Childhood portfolio focuses on children aged 6 – 12 years. For more information 
about middle childhood programming, visit: 
http://www.gov.mb.ca/healthychild/mcad/middle.html  
 


 The Adolescent Development portfolio focuses on youth aged 13 – 18 years. For more 
information about adolescent programming, visit: 
http://www.gov.mb.ca/healthychild/mcad/youth.html  
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HEALTHY CHILD MANITOBA POLICY DEVELOPMENT, 
RESEARCH AND EVALUATION 
 
Healthy Child Manitoba’s Provincial Research and Evaluation Strategy focuses on measuring progress in 
child-centred public policy and assisting the Government of Manitoba in developing the most effective 
cross-sectoral mechanisms for achieving the best possible outcomes for Manitoba’s children, families, 
and communities. Key components of the strategy include new community data initiatives (i.e. Early 
Development Instrument), provincial program evaluations, population-based research, specialized 
evaluations, and community capacity-building and knowledge exchange. 
 


Early Development Instrument 
 


 The Early Development Instrument (EDI) is a questionnaire (104 items) that is completed by 
Kindergarten teachers for each of their students. EDI data is collected in all 37 Manitoba 
provincial school divisions on a biennial province-wide mandate. Independent (private) and First 
Nations band-operated schools may elect to collect EDI data.  
 


 The EDI provides a population-based, community-level measure of how well communities are 
preparing children in Manitoba for school.  
 


 The EDI measures school readiness in five areas of early childhood development: Physical Health 
and Well-Being; Social Competence; Emotional Maturity; Language and Thinking Skills; and 
Communication Skills and General Knowledge. 
 


 EDI results are shared with school divisions, parent child coalitions, communities, parents, the 
child care community, and Healthy Child Committee of Cabinet Ministers and departments. The 
EDI helps us answer the following questions:  


o Are Manitoba children getting what they need in their first years of life? 
o How ready are Manitoba’s children when they begin school? 


 
 Manitobans understand the importance of early childhood development and its impact on 


children’s readiness for school. A considerable amount of children’s success in school from 
Kindergarten through Grade 12 is determined well before they begin their schooling at age 5. 
Children’s learning readiness at school entry is a good predictor of their school performance in 
later years, and of high school completion rates. 
 


 Establishing a strong foundation for children before they start school is important for their 
successful lifelong learning and health. Investing in early childhood development is the most 
effective and cost-effective way to improve the overall quality of Manitoba’s future population, 
and it continues to be a top priority for Manitoba. 
 


 For more information about the EDI, visit: http://www.gov.mb.ca/healthychild/edi/index.html 
 
For information about other Healthy Child Manitoba programs, supports and strategies, visit: 
http://www.gov.mb.ca/healthychild/programs/index.html  
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PARENT CHILD COALITIONS 
 


 Parent child coalitions bring together parents, early childhood educators, educators, health care 
professionals and other community organizations to plan and work collaboratively to support 
the healthy development of children aged prenatal to 6 years, with a priority focus on 1 to 4 
years. Research shows that experience-based brain development in the early years affects 
learning, behaviour and health throughout the life course (The Early Years Study, 1999). 


 Parent child coalitions support existing community programs for families with young children 
and develop new initiatives that reflect each community’s diversity and strengths. Coalition 
partners encourage a broad range of services and programming for children aged prenatal to 6 
years, with a priority focus on 1 to 4 years, and their families, based on the core pillars of 
positive parenting, nutrition and physical health, literacy and learning and community capacity. 


 Recognizing that parents are the first, most important and most lasting teachers in a child’s life, 
coalition activities create opportunities for parents and children to participate in quality 
programming together, and offer supports to families. 


 Healthy Child Manitoba supports regional parent child coalitions within geographic boundaries, 
based on the Regional Health Authority Boundaries and Winnipeg Community Areas. 


 There are 25 funded parent child coalitions province-wide: 12 regional coalitions outside 
Winnipeg, 12 coalitions within Winnipeg, and 1 cultural coalition that serves the needs of 
Francophone communities. 


 
 Regional Coalitions Winnipeg Coalitions 
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Parent Child Coalition Primary Contact List 


REGIONAL COALITIONS 


ASSINIBOINE NORTH Assiniboine North Parent Child Coalition 
Antoinette Gravel-Ouellette 
c/o Hamiota Health Unit 
177 Birch Avenue, Hamiota MB  R0M 0T0  
Phone: 204.764.4232  Fax: 204.764.2379 
Email: agravelouellette@pmh-mb.ca  Web: www.anpccfamilies.ca  


BRANDON Brandon Healthy Families Team 
Vacant 
c/o Brandon School Division Office 
1031 – 6th Street, Brandon MB  R7A 4K5 
Phone: 204.729.3132  Fax: 204.729.3125 
Email: info@brandonhealthyfamilies.ca  
Web: www.brandonhealthyfamilies.ca  


BURNTWOOD Burntwood Parent Child Coalition 
Jamie Steeves 
c/o Northern Health Region 
867 Thompson Drive South, Thompson MB  R8N 1Z4 
Phone: 204.778.1469  Fax: 204.778.1424 
Email: jsteeves2@nrha.ca  


CENTRAL Healthy Child Coalition – Central Region 
Sharron Arksey 
P. O. Box 23, Langruth MB  R0H 0N0 
Phone: 204.445.2326 
Email: hcc.centralregion@gmail.com 
Web: www.healthychildcentralregion.ca/  


INTERLAKE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Interlake Early Childhood Development Coalition 
NE:  Laura Grzenda or Penny Helgason 


Northeast Interlake Early Child Development Coalition 
c/o Evergreen School Division 
Box 1200, 140 Centre Avenue West, Gimli, MB  R0C 1B0 
Phone: 204.642.6279  Fax: 204.642.7273 
Email: BuildingBlocksMB@outlook.com 


 
NW: Tara Schoenberger 


Northwest Interlake Early Child Development Coalition 
c/o Lakeshore School Division 
Box 100, Eriksdale, MB  R0C 0W0 
Phone: 204.268.0471  Fax: 768.3656 
Email: tara_175@hotmail.com  
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INTERLAKE (Cont’d) SE:   Janaya Tomchuk 
Family Connections: Southeast Interlake Early Child Development 
Coalition 
c/o Lord Selkirk School Division 
205 Mercy Street, Selkirk, MB  R1A 2C8 
Phone: 204.485.2275  Fax: 204.785.8124 
Email: jtomchuk@lssd.ca   


 
SW: Cynthia Jacobson 


Southwest Interlake Early Child Development Coalition 
c/o Interlake School Division 
192 2nd Av N., Stonewall, MB R0C 2Z0 
Phone: 204.299.1616  Fax: 204.467.8334 
Email: cjacobson@isd21.mb.ca  


NOR-MAN  Nor-Man Regional Parent Child Coalition 
c/o Cranberry Portage Child/Family Resource Centre Inc. 
Box 212, Cranberry Portage, MB  R0B 0H0 
Phone: 204.472.3671 
Email: nrpcc2014@gmail.com  


NORTH EAST Bright Beginnings – North East Parent-Child Coalition 
Kelly Fiebelkorn 
92 Third St. South, Beausejour MB  R0E 0C0 
Phone: 204.266-0662  Fax: 204.268.9490 
Email: bbcoordinator@hotmail.com  
Web: www.brightbeginningsmanitoba.ca 


NORTH PARKLAND  Better Beginnings: North Parkland Parent Child Coalition 
Sharon Glasscock  
c/o Swan Valley School Division 
Box 995, Swan River MB  R0L 1Z0 
Phone: 204.734.4531  Fax: 204.734.2273 
Email: sglasscock@svsd.ca 
Web: www.svsd.ca/betterbeginnings  


SOUTH ASSINIBOINE Promise Years Parent Child Program 
Vicki Neufeld 
Box 1030, Boissevain, MB R0K 0E0 
Phone:  204.534.2494 ext. 240  Fax: 204.534.2993 
Email: promiseyearsparentchild@gmail.com  


SOUTH EAST Healthy Child Coalition – South East 
Andrea Klassen 
c/o Southern Health/Santé Sud 
365 Reimer Avenue, Steinbach MB  R5G 0R9 
Phone: 204.346.6698  Fax: 204.346.1046 
Email: aklassen@southernhealth.ca 
Web: www.healthychildcoalition.ca  
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SOUTH PARKLAND South Parkland Healthy Child Coalition  
Wendy De La Mare  
4th Flr., 27 2nd Avenue SW, Dauphin MB  R7N 3E5 
Phone: 204.638.6256  Fax: 204.638.6558  
E-mail : w.delamare@hotmail.com 


WINNIPEG COALITIONS 


ASSINIBOINE SOUTH  Assiniboine South Early Years Team  
Sharon Barker  
c/o Pembina Trails School Division 
450 Laxdal Road, Winnipeg MB  R3R 0W4 
Phone: 204.885.0738  Fax: 204.889.6665 
Email: sbarker@pembinatrails.ca 


DOWNTOWN  Communities 4 Families – Downtown Parent-Child Coalition  
Ingrid Peters Derry  
823 Ellice Avenue, Winnipeg MB  R3G 0C3 
Phone: 204.475.5755  Fax: 204.487.3630 
Email: ingrid@communities4families.ca  
Web: www.communities4families.ca  


ELMWOOD  Together in Elmwood, a Parent Child Coalition (TIE) 
Leilani Esteban 
180 Poplar Avenue, Winnipeg MB  R2L 2C3 
Phone: 204.890.3282 
Email: together-in-elmwood@live.ca  


FORT GARRY / ST. NORBERT  Fort Garry/St. Norbert Healthy Child Coalition 
Robyn Chase  
c/o South Winnipeg Family Information Centre  
Lower Level, 800 Point Road, Winnipeg MB  R3T 3L8 
Phone: 204.415.1826  Fax: 204.284.9315 
Email: coordinator@fgsn.ca  
Web: www.fgsn.ca  


FORT ROUGE / RIVER HEIGHTS Families Forward: Fort Rouge/River Heights Parent Child Coalition  
Carrie Costello 
c/o Bethel Mennonite Church 
465 Stafford Street, Winnipeg MB  R3M 2E2 
Phone: 204.791.0956 
Email: familiesforward@swfic.org  
Web: http://families-forward.com/  


INKSTER Inkster Parent-Child Coalition 
Corey Mohr 
c/o Nor'West Co-op Community Health Centre, Access Norwest 
785 Keewatin Street, Winnipeg MB  R2X 3B9 
Phone: 204.938.5997  Fax: 204.938.5994 
Email: cmohr2@norwestcoop.ca 
Web: www.norwestcoop.ca  
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RIVER EAST / TRANSCONA River East / Transcona Early Childhood Matters Parent Child 
Coalition  
Kim Campbell 
c/o River East Transcona School Division 
Educational Resource Centre 
95 Bournais Drive, Winnipeg MB  R2C 3Z2 
Phone: 204.669.9412 ext. 2941  Fax: 204.669.9428 
Email: kcampbell@retsd.mb.ca  


SEVEN OAKS  Seven Oaks Early Years Coalition 
Cathy Horbas 
Seven Oaks Early Years Coalition 
375 Jefferson Avenue, Winnipeg MB  R2V 0N3 
Phone: 204.927.3700 ext. 12044  
Email: cathy.horbas@7oaks.org 


ST. BONIFACE  St. Boniface Coalition  
Tammy Favreau 
c/o Louis Riel School Division 
50 Monterey Road, Winnipeg MB  R2J 1X1 
Phone: 204.253.2680 ext. 61438   
Email: tammy.favreau@lrsd.net  


ST. JAMES / ASSINIBOIA  St. James-Assiniboia Parent Child Coalition  
Sandra Doell 
1 Braintree Crescent, Winnipeg MB  R3J 1C7 
Phone: 204.998.8400 
Email: familyresource@sjsd.net  Web: www.sjapcc.ca 


ST. VITAL St. Vital Parent Child Coalition  
Mandy Safronetz 
c/o Youville Centre 
Unit 6 – 845 Dakota Street, Winnipeg MB  R2M 5M3 
Phone: 204.612.4512 
Email: stvitalpcc@gmail.com  Web: www.stvitalpcc.ca/index.html  


FRANCOPHONE COALITIONS 


COALITION FRANCOPHONE DE 
LA PETITE ENFANCE 


Coalition francophone de la petite enfance du Manitoba 
Joanne Colliou 
c/o Fédération des parents du Manitoba (FPM) 
177, rue Eugénie, Winnipeg MB  R2H 0X9 
Phone: 204.791-3286  Fax: 204.231-1436 
Email: coalition@cpefmb.org  
Web: www.fpm.com  
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Coalition Membership 
 
Parent child coalitions bring together community partners for a variety of purposes, including: 


 Creating a shared vision to support children and families at a community level, 
 Developing a community network for information and resource sharing, 
 Increasing the quality, accessibility and responsiveness of community services, 
 Sharing community level EDI results, 
 Mapping available community resources, 
 Identifying community strengths and opportunities, 
 Enhancing access to resources (space, personnel, materials), 
 Integrating policies and services, 
 Sharing funding, and 
 Reducing duplication of services. 


 
Governments and communities share responsibility for ensuring that parent child coalition activities 
achieve optimal outcomes and are delivered in a cost effective manner. Who coalitions have working 
around the coalition table will have a profound impact on how well they are able to meet coalition 
goals, objectives and mandate. 
 
Parent child coalitions strive to include gender-based balanced representation. Members do not 
necessarily need to be from or related to early years sectors. Early childhood development is everyone’s 
business, and input from other areas such as youth, justice, cultural organizations, elders groups and 
child welfare authorities can provide insight into coalition activities chosen for investment. 
 
Parent child coalitions engage a variety of community partners, including representation from: 


 Parents, Elders and area residents, 
 School Divisions*, 
 Public Health Services*,  
 Early Learning and Child Care Community*, 
 Healthy Child Manitoba Partner Departments, 
 Friendship Centres, 
 Child and Family Services, 
 Community-based organizations, 
 Indigenous peoples and organizations, 
 Newcomer, refugee and immigrant peoples and organizations, 
 Children’s advocates, 
 Business or civic leaders, 
 Cultural and/or faith-based organizations, 
 Libraries, 
 Recreation services, 
 Police services, and 
 Local political leaders and others. 


* All coalitions must include representation from public health, education and child care. 
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Parent child coalitions are intended to bring together community strengths to plan and work 
collaboratively to support the healthy development of children aged prenatal to 6 years, with a priority 
focus on 1 to 4 years. Central to meeting the mandate of the Parent Child Coalition program are the 
goals and guiding principles that serve as a solid foundation and shape what parent child coalitions do. 
 


Coalition Goals 
 


 To support early child development through parent child activities that build upon and enrich 
existing programs or introduce new programs to address identified gaps in services or resources 
for families of children aged prenatal to 6 years, with a priority focus on 1 to 4 years. 


 To build and nurture healthy and productive relationships with children, families and 
communities. 


 To promote healthy outcomes for children and families through the priority activities of positive 
parenting, nutrition and physical health, learning and literacy, and community capacity building. 


 To engage diverse community partners in a shared vision to support healthy children, families 
and communities. 


 To establish a working coalition of diverse community stakeholders to share expertise, 
experience and resources and to work together to identify and address community needs and 
priorities. 


 To share local level Early Development Instrument (EDI) results and other data with coalition 
partners to help communities make informed decisions about how to support the healthy 
development of young children in their region. 


 


Guiding Principles 
 
Parent child coalition programs strive to meet the following principles in their ECD efforts: 
 


 Community-based – Communities are partners with government in the provision of supports for 
children and families. Partnerships and collaboration for service delivery build on existing 
community networks and foster new networks. The most effective approach for building self 
determination and healthy communities is developing strong community relationships and 
services sensitive to the local capacities and needs of children and families. 
 


 Inclusive – Programs and services invite and welcome the participation of all children and their 
families, with sensitivity to their traditions, cultures, languages and abilities. 
 


 Comprehensive – A spectrum of services, across sectors, is available to support families and the 
healthy development of children. 
 


 Integrated – Program and planning and service delivery are coordinated across sectors to 
provide the best possible integration of supports for the specific needs of each child and family. 
Local community agency networks are utilized for integrated service delivery in all parts of the 
community area or region. 
 


 Accessible – Services and programs are available and accessible to families and their children at 
no cost. 
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 Quality Assurance – Programs follow play-based, developmentally-appropriate practices and 
adhere to the guidelines outlined in On the Road to Best Practice: Recommended Guidelines for 
Parent Child Programs (http://www.gov.mb.ca/healthychild/parentchild/guidelines.html). 
 


 Publicly Accountable – Governments and communities share responsibility for ensuring that 
coalition activities achieve intended outcomes and are delivered in a cost-effective manner. 


 


Parent Child Activities 
 
“Parents are their children’s first and most important teachers … and their first and most important 
nurses, coaches, safety officers, nutritionists and moral guides. They are also their children’s first and 
most important advocates and care coordinators.” (Charles Bruner) 
 
Recent research in the area of early child development has heightened awareness about the critical 
importance of children’s earliest experiences. Parent child coalitions are have the opportunity to 
connect with children and their families during the critical period of early years development before 
children reach school-age. Parent child coalitions play an integral role in helping to prepare children for 
educational and future success. 
 
Parent child coalitions DO NOT support activities in which children are dropped-off for programming on 
their own. Rather, they support programs and services for families with young children (prenatal to 6 
years, with a priority focus on 1 to 4 years), that provide culturally-appropriate activities involving 
children, parents and other caregivers. A variety of child-centred and/or parent-oriented activities are 
encouraged, recognizing that families have the primary and most significant impact on children’s 
development.  
 
Coalitions strive to provide and support quality early learning experiences for children and families 
within their communities. All programs supported by Coalitions should adhere as closely as possible to 
the relevant sections of the guidelines in On the Road to Best Practice: Recommended Guidelines for 
Parent Child Programs (http://www.gov.mb.ca/healthychild/parentchild/guidelines.html). 
 
Parent child coalitions support early childhood development through parent-child activities that are 
responsive to existing and emergent needs in the community. The focus of all coalition activities serve to 
build the capacity of parents/caregivers in their parenting abilities and fall within the priority areas of: 
 


 Positive Parenting – Activities to support and enhance parents’ ability to nurture the healthy 
development of their young children, (i.e. parent education programs, parent support groups, 
information and referral services, parent child groups and activities, toy and resource libraries, 
drop in activities). 
 


 Nutrition and Physical Health – Activities to promote healthy, active lifestyles through 
education and community supports (i.e. parent education programs, nutrition guidance, 
community kitchens, activities promoting physical activity and fitness, injury prevention). 
 


 Learning and Literacy – Activities to support the learning success of children through 
opportunities to improve family literacy and participate in quality early childhood experiences 
which are developmentally appropriate and play-based (i.e. creative play and recreation 







 


Healthy Child Manitoba          15 


programs, reading, writing and storytelling activities, parent child drop-in programs, lending 
libraries). 
 


 Community Capacity-Building – Activities to build community capacity through leadership 
opportunities, volunteering and community service (i.e. education, networking, exchanging 
information on research and best practice, engaging community in planning programs and 
services). 


 


Research and Evaluation 
 
Parent child coalition activities are determined through community consultation, needs assessment, and 
evidence-based practice. Province-wide data from the Early Development Instrument is available for use 
by coalitions in their planning processes, along with RHA Community Health reports, Healthy Baby 
reports and Families First reports. Coalitions are encouraged to reflect upon local-level data results to 
help make informed decisions about their early years investments. 
 
EDI results are important because they: 
 


 Report on populations of children in different communities; 
 Assess the strengths and needs of children’s communities; 
 Provide information about how well communities are preparing Manitoba’s children for school; 


and  
 Enable communities to align programs and policies for children and parents, based on their 


identified strengths and needs. 
 
Evaluating the effectiveness of programming and determining the needs of the community is an 
important component of the parent child approach. Parent child coalition evaluation and value for 
money assessment may include: 
 


 Reflection on EDI results; 
 The distribution, collection, and analysis of process surveys, including measures of community 


context, parent child activities, and system integration; and  
 Collection and analysis of program specific data, including feedback from parents and caregivers 


on a regular basis, using tools such as FRP Canada’s eValuation (http://www.frp.ca/). 
 


Networking and Professional Development 
 


 Council of Coalitions – representatives (Coordinator and Chair or an alternate for the Chair) 
from each of the 26 parent child coalitions across the province meet regularly for training and 
professional development opportunities. This network is committed to providing an ongoing 
structure for the sharing of information and best practices among parent child centred 
coalitions, and serving as an informal advisory group to Healthy Child Manitoba with respect to 
issues involving the regional coalitions. Members of the Council of Coalitions also serve on the 
Provincial Healthy Child Advisory Committee. Coalitions share resources and information on the 
Council of Coalitions website: http://www.mbparentchild.com/parent-child-programs/  
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 The National Child Day Forum –hosted by Healthy Child Manitoba, for representatives of 
regional parent child coalitions and community partners from a variety of government and 
community sectors. The forum presents an opportunity to learn from renowned experts in the 
field of early child development and to acknowledge the work of community initiatives. When 
offered, the forum is held in November, prior to National Child Day (November 20th). 
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ADMINISTRATION AND FINANCE 
 


Funding 
 
To receive annual funding support, parent child coalitions will: 
 


 Reflect the vision, mission, and guiding principles of Healthy Child Manitoba; 
 Develop Terms of Reference for the coalition, including roles, responsibilities, and expectations 


of members and sub-committees; decision-making processes and requirements; safety planning 
processes and requirements (i.e., incident reporting; transportation policies; and conflict of 
interest policies); 


 Identify a non-profit, incorporated organization that is a member of the coalition, to serve as the 
banking organization and, in most cases, the employing authority for the coalition; 


 Focus on the early years (prenatal to 6 years, with a priority focus on 1 to 4 years), with an 
emphasis on bringing young children and their parents/caregivers together for quality, play-
based, culturally-appropriate activities; 


 Focus on a balance of activities that address the core pillars of positive parenting, nutrition and 
physical health, learning and literacy, and capacity building; 


 Ensure that all coalition-funded programs and activities meet all applicable guidelines, as 
outlined by Healthy Child Manitoba in On the Road to Best Practice: Recommended Guidelines 
for Parent Child Programs (Parent Child Program Checklist should be provided to grant 
recipients and a signed copy retained by the coalition);  


 Ensure that any funding to outside organizations is provided to non-profit, incorporated 
organizations and that adequate liability coverage ($2,000,000) is in place; 


 Develop clear funding criteria and guidelines for funded organizations; 
 Ensure that all financial decisions are discussed and approved by the coalition membership, as a 


whole;  
 Regularly review the Council of Coalitions website and submit to HCMO and website manager 


updated copies of required documents (Terms of Reference, strategic plans, position 
descriptions, etc.) to ensure the coalitions’ information on the Members Only website is current; 
and 


 Submit required reports outlining the previous years’ activities and plans for the coming year, 
including: 


o Status and Activity Report 
o Annual Planned Budget 
o Planned Staffing Report 
o Semi-annual Financial Report 
o Semi-annual Program Progress Report 
o Year End Financial Report 
o Final Program Progress Report 
o Final Staffing Report 
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Schedule of Payments 
 
It is the intent of Manitoba to adhere, as closely as possible, to the following schedule of payments on 
an annual basis: 
 


 a quarterly advance as early in the new fiscal year as practical; and 
 quarterly payments in July, October and January. 


 


Reporting 
 
Parent child coalitions are required to submit planned, semi-annual and Year End reports detailing 
coalition spending and activities. As early in each new fiscal year as practical, HCMO will distribute to 
coalition chairs and coordinators the reporting templates that must be completed, verified and certified 
as accurate, and submitted to HCMO by each coalition.  
 
Instructions on how to complete required reporting templates may be found at the bottom of each 
reporting template. However, to further assist parent child coalitions with ensuring that the required 
reporting templates are completed correctly and in a timely manner, following are some directional 
notes for reference: 
 
Cashflow and Expenditure Report 


 The Cashflow and Expenditure report is a one-year living document. As such, coalitions must use 
the same financial report for the entire fiscal year, and they should not adjust the figures in the 
columns, but add figures to subsequent columns. 


o At the start of the fiscal, fill in Column A x2 (planned spending for the full year, and 
planned spending for the first half of the fiscal). 


o At the semi-annual/6-month reporting, fill in Column B x2 (actual expenses to date, and 
planned spending for remainder of the fiscal). The second Column B figures (projection 
for remaining six months of fiscal) may be adjusted to accommodate changes to initial 
investment plans. 


o At Year End, fill in Column C (actual expenses for last half of the fiscal). 
o Column D auto fills, based on Column A, B and C figures. The template also generates 


the actual surplus amount that will be reported on the following fiscal’s planned 
financial report. 


 The financial report must report only on the HCMO funds received. HCMO is interested in 
knowing what parent child coalitions did with the HCMO funds they received.  


 The financial report must be completed in full, including coalition name, banker name, 
allocation amount, surplus amount from previous fiscal, projected and actual funds (both 
columns) and verification information.  


 The financial report must be signed off/verified by the banker – not the coordinator; the 
Coordinator should not be held accountable for the funds received from HCMO. While the 
coordinator may help to complete the financial report, the verification indicates the banker has 
reviewed the figures and confirmed that they are a true and accurate reflection of how HCMO 
funds were spent by the coalition. 


 Save each electronic copy of the financial report as follows: coalition name of report – type of 
submission fiscal year (i.e., ‘Winnipeg PCC Fin Rpt – Planned 2016-17’ / ‘Winnipeg PCC Fin Rpt – 
Semi-annual 2016-17’ / ‘Winnipeg PCC Fin Rpt – Final 2016-17’). 
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 Submit reports electronically to Ruby and copy your primary HCMO contact (either Lisa Murdock 
or Catherine Cooke) on the email submission. 


 Coalitions are advised to work closely with their banker to stay on top of their budget and help 
track funds in relation to their activities.  


 The 6-month report provides an opportunity for coalitions to take stock of activities and funding 
remaining. If activities planned in first six months have not occurred, coalition may evaluate how 
to best use any anticipated surplus funds and reallocate within the budget as necessary. 


 If coalitions anticipate having excess surplus funds at Year End, report this to your primary 
HCMO contact as soon as possible. HCMO will hold back those funds at 3rd or 4th quarter to 
ensure there are no excess surplus funds on the coalition’s budget at Year End. It should be 
noted that repeated excess surplus/lapsing funds at Year End will result in a reduction 
adjustment to the coalition’s annual grant allocation. 


 Generally, excess surplus funds will lapse at Year End, and be directed to support other program 
areas where there is a one-time shortfall. Excess surplus may be carried over, if approval has 
been obtained from HCMO. In this case, coalitions must submit to HCMO a written plan and 
proposed budget detailing why there is an excess and how the coalition proposes to use the 
funds. 


 In the likely event that the 1st quarter grant allocation will be delayed, coalitions are 
recommended to hold up to two Salaries and Benefits disbursements from their annual HCMO 
budget, to meet payroll obligations and other emergent needs. In this instance, make reference 
to the rationale for unspent funds in the final program progress report. 


 
Program Staffing Report 


 The Program Staffing report should reflect only parent child coalition staff (those on the 
coalition payroll) and dollar amounts from the coalition budget used to support coalition staffing 
costs. 


 The amounts reported on the staffing report must coincide with the amounts reported on the 
Salaries and Benefits portion of the Cashflow and Expenditure report. 


 Save each electronic copy of the program staffing report as follows: coalition name of report – 
type of submission fiscal year (i.e., ‘Winnipeg PCC Staffing Rpt – Planned 2016-17’ / ‘Winnipeg 
PCC Staffing Rpt – Final 2016-17’). 


 
Program Progress Report 


 The Program Progress report is a narrative of coalition activities carried out to date. It should 
demonstrate a clear link between funds spent to date and activities carried out, including any 
statistics and summaries of participant feedback that have been collected. 


 Narratives include successes, challenges, and lessons learned. The report should highlight new 
initiatives, partnerships, notable events or changes, and upcoming plans and opportunities, 
particularly within the community. 


 The report provides a snapshot of how coalitions used HCMO funds and the impact of coalition 
activities on their community. The program progress report also provides an opportunity for 
coalitions to identify gaps.  


 The program progress reports help HCMO know not only how the Province can better support 
their coalitions, but also what’s happening in the communities throughout the province. 
Coalitions act as the eyes and ears in the community, not only for HCMO to know what is 
happening with families, but also for the Province to keep informed of developing issues within 
communities. 
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 Identifying challenges will not present risk to parent child coalition funding. Knowing about 
challenges and struggles – and even success stories – tell HCMO where supports for children and 
families are needed, and what investments are doing well or could be doing better. 


 Save each electronic copy of the program progress report as follows: coalition name of report – 
type of submission fiscal year (i.e., ‘Winnipeg PCC Prog Progress Rpt – Semi-annual  2016-17 / 
‘Winnipeg PCC Prog Progress Rpt – Final 2016-17’). 


 
Status and Activity Report 


 The Status and Activity report is completed and submitted once each fiscal, at Year End. It 
provides detailed information about parent child coalitions, including coalition contact 
information, membership, partnerships in the community, spending, programs and other 
activities supported by each coalition. 


 Because the status and activity report presents a complete picture of how each coalition is 
organized and operates, and how and where coalitions and their partners are making 
investments in early childhood development, these reports are essential for information sharing 
within HCMO and across the Province. 


 There should be a clear link between the coalition funds spent and activities carried out. The 
dollar amounts reported on the status and activity report must coincide with the Funding to 
Organizations section of the Cashflow and Expenditure report. 


 The amount of funding spent/invested in each initiative must be included in the status and 
activity report. Coalitions should only include dollar amounts spent in the community that are 
not identified in the coalition program budget.  


 If coalitions run direct programming, the dollar amounts do not need to be included in the 
status and activity report, because these amounts are reported in the coalition’s programming 
budget. However, all other information required for each activity must be completed, regardless 
of whether programming is run directly or through a grant recipient. 


 Partnerships and shared funding can be included in the narrative for each investment, along 
with numbers illustrating the children and families served by each activity. Coalitions should be 
mindful of whether investments are effective in achieving coalition/HCMO goals and to what 
degree. 


 Tracking attendance and recordkeeping is one way to assess the value of coalition investments. 
In doing so, it is important to track unique individuals to measure coalition reach and average 
attendance to measure interest and engagement.  


o If one organization receives one coalition grant to provide a program to multiple 
communities or sites, coalitions can list one grant for the program and the organization, 
with the communities and tracking numbers indicated in the description.  


o If the same organization receives additional coalition funds to deliver a different 
program, the organization and grant amount should be listed as a separate activity. 


o If multiple organizations receive separate grants to deliver the same program, coalitions 
should list each program, organization and grant amount, separately. 


 Save each electronic copy of the status and activity report as follows: coalition name of report – 
type of submission fiscal year (i.e., ‘Winnipeg PCC SAR Rpt 2016-17’). 
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Coalition Expenses 
 
The eligible and non-eligible expenses listed below reflect an acceptable use of coalition funds. While 
these lists are specific to coalition spending practices, they may be used as a reference to guide coalition 
investments and appropriate grant funding to organizations.  
 
All grant funding totaling $5,000 and over (per organization, regardless of number of different programs 
offered or program sites served) must be pre-approved by Healthy Child Manitoba.  
 
Eligible Expenses  Non-Eligible Expenses 


 Coalition personnel  Capital purchases, such as land or buildings 
 Facilitator fees  Major renovations and equipment (i.e., playgrounds) 
 Child-minding costs  Personal identification (i.e., birth certificates, SIN cards) 
 Criminal Record/Child Abuse Registry checks  Budget deficits 
 Gift certificates for honoraria1.  Contribution to operating costs of government- 
 Rental of space and utilities  funded programs (i.e. schools, licensed child care)3. 
 Insurance  Duplication of existing community programs 
 Program equipment and supplies for  (i.e. home visiting) 
 coalition use  Private, individual lessons or one-on-one sessions, 
 Office equipment for coalition use  such as outreach and home visiting programs 
 Office expenses  Private transportation and taxi/mileage expenses 
 Travel expenses for coalition membership  for program participants4. 
 meetings  Sacred and/or cultural gatherings (i.e. pow-wows) 
 Early childhood related training and   Food programs, such as school- and child care- 
 professional development2.  based breakfast, lunch and snack programs5 
 Food costs for program participants  Salaries for community agency staff or “replacement” 
 Audit and bank charges  funding for staffing costs (double- dipping)6., 7. 
 Communication costs  School-aged or teen-focused activities 
 Meeting costs  Sole funding, despite opportunities for cost-sharing 
 Grant funding to organizations  Investing in particular agencies/areas, to the exclusion 
   of others throughout the region/community area 
   Repeat, high-cost and/or one-day events, or family- 
   focus initiatives, that do not directly support early 
   child development of children, prenatal to 6 years, 
   with a priority focus on 1 to 4 years, within the context 
   of the parent-child relationship (i.e., yoga or cooking 
   classes, family camps/retreats, giveaways, gift basket 
   programs, and other discretionary items)8. 
 
Notes on Coalition Expenses: 


1. Gift certificates for honourarium may be provided to individuals who assist with directly delivering parent child coalition 
programs and services. Program participants are not eligible to receive honourarium. 
2. Healthy Child Manitoba does not provide parameters or restrictions on regional or out-of-province travel for professional 
development; however, parent child coalitions must demonstrate a strong rationale and community (vs. individual) benefit to 
justify travel expenses for professional development. Participants attending any professional development opportunities must be 
in a position to broadly share and immediately utilize the knowledge gained.  
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3. Coalitions may provide support to licensed child care facilities and schools for early years parent-child activities offered outside 
the organization’s usual business operations. 
4. Parent child coalitions must determine if providing funding for public transportation costs is the best use of coalition funds to 
meet the mandate of improving outcomes for children aged prenatal to 6 years, with a priority focus on 1 to 4 years. Coalitions 
must ensure they balance the amount of funds used for direct program delivery with discretionary items that reduce barriers to 
participation (emphasizing the former and placing limits on the latter), as well as ensuring partnerships and shared costs. Any 
transportation costs supported by coalitions must address access to coalition programs for those who need it (equity vs. 
equality), regardless of direct delivery, coalition-funded or partnered programming. 
5. Grants are available through Breakfast for Learning, The Winnipeg Foundation’s Nourishing Potential Fund, Healthy Together 
Now!, Child Nutrition Council of Manitoba (supported by the Northern Healthy Foods Initiative), and Breakfast Clubs of Canada 
(provides support to First Nations schools). The application deadline for most granting organizations is April, before the start of 
the new school year. 


6. Grant funding to organizations is intended to be one-time funding, which may or may not be repeated. Providing core funding 
for a salaried position is not in the best interests of either the coalition or the funded organization, as this 1.) sets up the 
agency’s reliance on and expectation for continued annual funding to support staffing costs, and 2.) impacts the coalition’s 
ability to respond to emergent needs. Coalitions must maintain the ability to respond to community needs, as they arise. 


7. Parent child coalition funding to community organizations may be used to support staffing costs if: 1.) New or additional staff 
are required outside the organization’s usual business operations; 2.) Partnerships are present; and 3.) Coalitions demonstrate 
early childhood development activities are being carried out to support healthy brain development of children aged prenatal to 6 
years, with a priority focus on 1 to 4 years, within the context of the parent-child relationship. 


8. Family events may only be funded by parent child coalitions if the majority of participants are children aged prenatal to 6 
years, with a priority focus on 1 to 4 years, and their parents/caregivers. The focus of the activity is on early childhood 
development. There must be a clear rationale for how the funding is being used to promote early childhood development in the 
community. If there is shared funding, these parameters could be expanded to incorporate a more general family focus, but the 
coalition’s share of the contribution should support the early years portion of the event. 
 
 


Program and Funding Considerations 
 
Decisions regarding coalition activities and use of coalition funds are made collaboratively by the 
coalition membership, as a collective. Representatives around community-led parent child coalition 
tables, as a group, decide how coalition funds are spent and what early childhood development 
activities are carried out. Many coalitions form smaller grants or finance committees to review all 
financial applications and documentation, and make recommendations for spending to the larger 
coalition membership.  
 
Some coalitions provide direct programming; others provide grant funding to community organizations 
to support their work with young children and families. Regardless of which model the coalition follows, 
there are a number of things to consider when making decisions about coalition activities and spending: 
 


 Early Child Development – The primary focus of parent child coalition activities is on the early 
years (prenatal to 6 years, with a priority focus on 1 to 4 years). 


 Parent Child Activities – Parent child coalition activities strengthen the parent-child relationship 
and promote healthy development for young children to reach their full potential by providing 
opportunities for young children and their parents/caregivers to participate in quality, early 
learning experiences together. Coalition activities should include balanced investments between 
the four core pillars, based on the early childhood development needs of the community. 







 


Healthy Child Manitoba          23 


 Community Responsiveness – Programs and services, whether delivered directly by parent child 
coalitions or through funded-organizations, should reflect the cultural and linguistic diversity of 
the community and be ethno-culturally-appropriate for the families served. Appropriate 
supports and expertise should be available to allow all young children to participate fully, 
regardless of physical, developmental, language, learning or behavioural abilities. 


 Sustainability –Parent child coalition funding to community organizations is one-time funding, 
intended to be flexible and responsive to changing community needs. Issues of sustainability, 
expectations for continued funding, and the coalition’s ability to respond to emergent needs 
must be addressed.  


 Partnerships – Community organizations should not become reliant on parent child coalitions 
for sole-source funding. Community partners should be involved in coalition activities, and there 
should be shared investment between the coalition and project partners. 


 Equity – Parent child coalitions should strive to work in community partnerships to promote and 
encourage access to quality, early childhood activities in all areas within their geographic 
boundaries. 


 Accountability – Grant recipients must be held accountable for the funds received from parent 
child coalitions, both in terms of how the money was spent and whether there are any monies 
remaining upon completion of their program. 


 Conflict of Interest – Regardless of reason or intent, issues concerning funding decisions that are 
made by coalition members may arise. Coalitions should develop a conflict of interest policy to 
guide coalition members when and how to declare in order to address any conflicts of interest. 


 Impact of Investment – When making decisions regarding spending and activities, parent child 
coalitions should consider the impact of their investments, which should guide coalitions in 
determining whether to continue or change supported activities and investments: 


o Are the funding dollars achieving what is intended? How does the coalition know these 
investments are working to improve outcomes for young children? 


o What is the coalition’s process for looking at activities in the region and choosing where 
and how to invest? 


o Equity vs. equality? 
o Is the coalition reaching its most vulnerable community members? Are they represented 


around the coalition table? 
o Do coalition records (i.e., attendance of unique individuals vs. recounting repeat 


attendance) and activity outcomes indicate value in coalition investments? 
o Is the coalition getting value (proven and effective results) for their money, based on 


outcomes data? 
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Promotion of Parent Child Coalition Activities 
 
Printed materials and public presentations should include the organization’s program name. The official 
HCM logo must not be used on anything that is not produced by Government. Coalition materials should 
include the tag line, “Supported by Healthy Child Manitoba – Putting children and families first” (with the 
exception of provincial materials, which bear the HCM logo). 
 
A primary contact person (usually the Coalition Coordinator) will be designated, and contact information 
will be posted on the HCM website as well as the Council of Coalition website, for the purpose of public 
inquiries. 
 
HCMO recommends that coalitions maintain a separate phone number specific for the use of the 
coalition, which is accessible to the public. 
 
 


Coalition Staff 
 
If a parent child coalition chooses to hire a coordinator and/or programming staff to conduct the 
business of the coalition and/or offer parent child programming, the contract or employment 
agreement must be with a non-profit, incorporated member of the coalition. Since parent child 
coalitions are not incorporated legal entities, they cannot enter into any type of contractual agreements, 
including employment contracts with coalition staff. 
 
It is recommended that the coalition banker assume the role of employing authority on behalf of the 
coalition. The coalition, in collaboration with the banker (the employing authority for coalition staff), is 
responsible for developing the employment agreement for coalition staff. The banker should have the 
infrastructure to support the human resource needs of coalition staff. (Note: Indemnification does not 
extend to direct employer liabilities.) 
 
The coalition is responsible for developing a job description and accountability measures for coalition 
staff. The coalition chair, or an appointed coalition member or sub-committee of the coalition, will 
provide ongoing direction, supervision and support to coalition staff.  
 
The coalition also is responsible for developing wage scale guidelines for coalition staff. HCMO 
recommends that coalitions use the most recent MCCA Salary Scale Guidelines as a starting point in 
deciding the wage for the coalition coordinator, program facilitators, childminders, and any other staff 
of the coalition. These guidelines generally are reflective of the work of coalition staff. From these 
guidelines, parent child coalitions could develop a suitable salary for coalition staff. Consideration 
should be given to whether the staff role is a relatively simple administrative role, involves more 
community development, requires program delivery, or includes supervision of other staff. 
 
Coordinators must work within the time allotted for the position to a maximum of 40 hours per week. A 
policy for flex time should be implemented if weekend/evening work is required for the position. 
Overtime, if allowed at all, should be an exception, and usually only due to in-kind employee policies 
(i.e., school division staff, RHA staff) where coalition staff are provided in-kind and coalition does not 
have direct control over the HR policy. If OT is allowed, coalitions must cap the number of hours the 
coordinator can bank and implement a short time period by which the accumulated overtime must be 
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used up. Banked hours should not be rolled over from year to year, and should be taken back hour for 
hour. Coalition Coordinators are generally required to flex time as needed to implement/support 
programming as part of the job requirement. 
 
Wherever possible, office space should be made available for the Coalition Coordinator, as in-kind 
support from a partner agency. Files and financial records must be maintained in a secure and 
confidential manner (See: On the Road to Best Practice: Record Keeping). A computer and separate 
phone line must be available for coalition use, and a complete record of the history of the organization 
maintained, including terms of reference, minutes of meetings, membership lists, financial records, etc. 
 
 


Employing Coalition Staff 
 
It is important for coalitions and their banker organizations to determine whether a worker is an 
employee or a self employed individual. Employment status directly affects a person’s entitlement to 
employment insurance (EI) benefits under the Employment Insurance Act and can also have an impact 
on how a worker is treated under the Canada Pension Plan (CPP) and the Income Tax Act. If the worker 
is an employee (employer-employee relationship,) the employer has certain fiscal responsibilities to the 
Canada Revenue Agency (CRA). If the worker is self-employed and in a business relationship, he or she 
has certain fiscal obligations and entitlements related to having a business. 
 
The Canada Revenue Agency (CRA) has published guidelines to assist employers and employees in 
determining a worker’s employment status. The information contained in this document has been 
drawn from public information provided by the CRA. 
 
The key factor in determining tax status is whether a business relationship or an employer-employee 
relationship exists. 
 
 


Policy 
 
Where an employer-employee relationship exists, the employer (banker) must:  


 Withhold income tax, Canada Pension Plan (CPP) contributions, and Employment Insurance (EI) 
premiums on amounts paid to employees;  


 Remit the amounts withheld, as well as the required employer's share of CPP contributions and 
EI premiums to the CRA;  


 Report the employee's income and deductions on the appropriate information return; and  
 Give the employee copies of their T4 slips by the end of February of the following calendar year.  


 
Where a business (contract) relationship exists, and where payment to an individual (combined 
payments from all departments/sources) exceeds $500, or income tax has been deducted, the payer 
must:  


 Report the self-employed individual's income and tax deductions, if any, on the appropriate 
information return; and  


 Give the self-employed individual copies of their T4A slips by the end of February of the 
following calendar year.  
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 Self-employed individuals must pay both shares of CPP contributions. They also may have to pay 
their income tax and CPP contributions in installments. Generally, self-employed individuals are 
not eligible for EI benefits.  


 
 


Procedures 
 
As each employer-employee and business (contractual) relationship carries with it its own unique tax 
implications, coalitions and coalition bankers must consult these guidelines when determining whether 
individuals hired by the coalition banker are actually in an employer-employee or business (contractual) 
relationship. 
 
The main points to consider in this regard, based on CRA guidelines for determining employee or self-
employed individuals, are as follows:  
 
What defines an employer-employee or business (contractual) relationship?  
 


Considerations Employer-Employee Self-Employed Contractor 


Intention of working 
relationship  


 Work is a contract of service. 
Generally, the work is on-going and 
may continue for an indefinite 
period of time. 


 Work is a contract for services that 
will end within a set period of time. 


Control  The coalition/banker will direct, 
scrutinize, and effectively control 
many elements of how and when 
the work is performed. 


 
 The coalition/banker controls the 


worker with respect to both the 
results of the work and method 
used to do the work. 
 


 The coalition/banker determines 
and controls the method and 
amount of pay. Salary negotiations 
may take place between the 
worker and the coalition/banker. 


 
 The worker requires permission 


from the coalition/banker to work 
for other payers while working for 
the coalition/banker. Where the 
work schedule is irregular, priority 
on the worker’s time is an 
indication of the coalition’s/ 
banker’s control over the worker. 


 The contractor controls all 
elements of how and when the 
work will be performed. 
Negotiations concerning the 
performance of work may take 
place between the contractor and 
the coalition/banker. 


 
 The contractor controls the results 


of the work and the method used 
to do the work. 
 


 The contractor determines the 
method and amount of pay. 
Negotiations regarding the 
contractor’s fee for services may 
take place between the contractor 
and the coalition/banker. 


 
 The contractor does not require 


permission from the coalition/ 
banker to work for other payers 
while working for the coalition/ 
banker. The contractor’s work 
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Considerations Employer-Employee Self-Employed Contractor 


 The coalition/banker determines 
what jobs the worker will do. 


 
 The worker receives training or 


direction from the coalition/banker 
on how to do the work. The 
coalition/banker chooses to listen 
to the worker’s suggestions, but 
has the final word. 


schedule with the coalition/banker 
will be determined by the 
contractor. 


 
 The contractor will be trained and 


knowledgeable on how to do the 
work.  


Tools and equipment  The coalition/banker is responsible 
for all operating expenses. 


 
 The coalition/banker supplies the 


tools and equipment the worker 
needs to do the work. In addition, 
the coalition/banker is responsible 
for all repair, maintenance, and 
insurance costs associated with the 
tools and equipment. 


 
 The coalition/banker will reimburse 


the worker for any materials and 
supplies provided and used by the 
worker during the course of the 
work. 


 
 The coalition/banker retains 


ownership of the tools and 
equipment provided to and used by 
the worker. 


 


 The contractor is responsible for 
the operating expenses incurred to 
do the work. 


 
 The contractor supplies all or most 


of the tools and equipment needed 
to do the work. The contractor is 
responsible for the repairs, 
maintenance and insurance costs 
associated with these tools and 
equipment. 


 
 The contractor provides the 


materials and supplies required to 
do the work. The cost for these 
materials and supplies may be 
included in the contractor’s fee for 
services. 


 
 The contractor retains ownership 


of the tools and equipment 
provided and used to do the work. 


Sub-contracting work or 
hiring assistants 


 The worker does not have the 
ability to hire helpers or assistants 
and cannot send replacement 
workers to do the work. The 
worker must perform the services 
personally. 


 The contractor may hire sub-
contractors to carry out all or part 
of the work. 


Financial risk  The worker is not usually 
responsible for any operating 
expenses. 


 
 Generally, the working relationship 


between the worker and the 
coalition/banker is continuous. 


 The contractor is usually 
responsible for all operating 
expenses. 


 
 The working relationship between 


the contractor and the coalition/ 
banker is short-term and usually 
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Considerations Employer-Employee Self-Employed Contractor 


 The worker is not financially liable 
if he or she does not fulfill the 
obligations of the employment 
contract. 


 
 The coalition/banker determines 


and controls the method and 
amount of pay. 


 
 The worker is indemnified by the 


Province of Manitoba for civil 
liability claims arising from the 
provision of services on behalf of 
the coalition/Healthy Child 
Manitoba. 


defined by start and end dates. 
 
 The contractor may be held 


financially liable for not fulfilling 
the obligations of the contract. 


 
 The contractor determines and 


controls the method and amount of 
pay. 


 
 The working relationship between 


the contractor and the coalition/ 
banker is dependent on the results 
achieved by the end of the 
contract. There is no guarantee of a 
steady income for the contractor. 
 


 The contractor is responsible for 
purchasing and securing civil 
liability insurance for work that is 
carried out on behalf of the 
coalition/Healthy Child Manitoba. 


Responsibility for 
investment and 
management  


 The worker has no capital 
investment in the coalition’s/ 
banker’s business. 


 
 The worker does not have a 


business presence. 
 
 The worker is not normally in a 


position to realize a business profit 
or loss. 


 The worker may be entitled to 
benefit plans that are normally 
offered only to employees. These 
include registered pension plans 
and group accident, health, and 
dental insurance plans. 


 
 The coalition/banker is responsible 


for the costs of the worker’s 
benefits (paid vacation, sick leave, 
life insurance premiums, etc.). 


 
 


 The contractor is in business for 
himself or herself and is not 
dependent on the coalition/ 
banker. 


 
 The contractor may integrate the 


coalition’s/ banker’s activities to his 
or her own business activities. 


 
 
 The contractor is responsible for 


purchasing his or her own 
registered pension plans and 
accident, health, and dental 
insurance plans. 


 
 The contractor is not entitled to 


paid vacation, sick leave, life 
insurance, or any other employer 
benefits provided by the coalition/ 
banker. 
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Considerations Employer-Employee Self-Employed Contractor 


Opportunity for profit   The worker is not normally in a 
position to realize business profit 
or loss. 


 The contractor is responsible for all 
operating costs required to do the 
work. The contractor may make a 
profit or incur a loss. 


 
 


Consequences and Penalties 
 
Just as the CRA has imposed tax implications on employer-employee and business (contractual) 
relationships, there are consequences and penalties attached to the wrongful categorization of coalition 
staff. 
 
The coalition/banker is responsible for deducting Canada Pension Plan (CPP) contributions, Employment 
Insurance (EI) premiums and income tax from employee remuneration or other types of income paid to 
employees, and remitting them to CRA and reporting them on the applicable reporting slips. 
 
If the CRA investigates and rules that coalition staff are actually employees and not independent 
contractors and, as such, should be paid as employees, the coalition/banker will be responsible for:  
 


 Back paying all outstanding payroll taxes, including the employee’s portion, to the start of the 
agreement with the worker; and  


 Paying a penalty of 10% on the total assessment and interest of approximately prime plus 1% on 
the amounts that were overdue.  


 
Note: These expenses cannot be passed on to coalition staff (as employees of the coalition 
banker) for payment, in any circumstances.  


 
Where the CRA rules that coalition staff have been wrongfully categorized as Independent Contractors, 
the coalition employee will be responsible for:  
 


 Paying any personal back-taxes, if unpaid.  
 A penalty on any amounts that are outstanding may or may not be imposed on the worker.  


 
 


Role of the Banker 
 
Organizations responsible for financial management on behalf of a regional parent child coalition (the 
coalition banker) must be a non-profit, incorporated organization or agency, and must ensure proper 
financial management:  
 


 The banker will identify and provide to the coalition and Healthy Child Manitoba Office the 
name and contact information for the primary financial contact.  
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 The banker will provide to the coalition a copy of any internal policies and procedures that may 
have implications for the transferring of funds.  


 The coalition will appoint no fewer than two individuals to approve expenditures at any time. 
Ideally, this will be documented in the meeting minutes and a copy of the minutes will be 
provided to the banker. The coalition will inform the banker by letter of any changes.  


 The coalition will provide to the banker copies of their annual reports, as submitted to Healthy 
Child Manitoba, as well as an updated copy of their Terms of Reference.  


 The banker is an equal member of the coalition, and is not solely responsible for the financial 
decisions approved by the coalition. The banker may maintain the position of co-chair of the 
coalition and/or co-chair of the Executive Committee, Grants Committee and/or any other sub-
committee of the coalition responsible for financial decisions.  


 The banker will work with the coalition to execute a signed Letter of Understanding outlining 
the details of the coalition-banker relationship, including mutual accounting arrangements and 
any respective administrative fees for banker services.  


 The banker will provide financial information summarizing the coalition’s financial position, at all 
membership meetings and annual general meetings, to ensure transparency and accountability 
of coalition funds.  


 The banker will complete, sign off, and submit to HCMO required financial and staffing reports, 
and provide to the coalition any financial information required to complete the annual Status 
and Activity report.  


 
Incorporated organizations or agencies that agree to act as the banker organization for a parent child 
coalition agree to serve as the designated employing authority for coalition staff:  
 


 The banker will enter into an employment agreement with coalition staff, consistent with the 
job description, terms and conditions of employment and reporting structures that have been 
approved in collaboration with the coalition.  


 The banker will work with the coalition to implement a process for collecting time reports, 
monitoring sick leave, and tracking paid vacation time; and for issuing employee payroll 
cheques/pay deposits.  


 The banker will withhold, remit and report on income tax, CPP contributions and EI premiums, 
and issue relevant tax slips (T4, records of employment) to coalition staff, in accordance with 
CRA requirements and the Policy and Procedures guidelines in the attached information sheet, 
Employment Practices for Parent Child Coalitions.  


 The banker will include coalition staff in the Workers Compensation coverage provided to 
employees of the banker, for which respective employer premiums may be recovered from 
coalition funds.  


 The banker will work with the coalition to identify and implement supervisory and reporting 
structures for coalition staff.  
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Ownership of Materials 
 
Any equipment, materials and supplies purchased by the parent child coalition with HCM funds remain 
the property of Manitoba. The organization may, with written approval from HCM, transfer the property 
to other programs funded by HCM or other non-profit programs.  
 
 


Indemnification of Manitoba Parent Child Coalitions 
 
The Government of Manitoba, and in particular, Healthy Child Manitoba provides all unincorporated 
regional parent child coalitions that receive funding from the province with legal indemnification.  
 
Indemnification is similar to insurance, which protects/secures Party A, if Party B claims to have suffered 
damage, loss, or injury, at the expense of Party A. The Government of Manitoba provides parent child 
coalitions and their members with protection against civil liability claims that may arise in the 
performance of their duties on behalf of the province.1 
 
Any parent child coalition or member(s) carrying out activities on behalf of the province is covered by 
legal indemnification, including paid staff and volunteers. The protection only applies when a parent 
child coalition or member(s) is carrying out their work as part of the parent child coalition. Claims arising 
from work outside the mandate of the coalitions and members carrying out tasks outside their job 
responsibilities would not be covered.  
 
Legal indemnification does not apply to groups/organizations funded by the parent child coalition, as it 
is reasonable to assume that most organizations would have adequate liability insurance ($2,000,000) 
on their own. Parent child coalitions should ensure that funded organizations are non-profit, 
incorporated groups.  
 
The security and protection is limited to civil liabilities only. Civil liabilities occur when one party seeks 
compensation for damage, loss, or injury from another party who is felt to have caused the outcome. 
Civil liabilities are settled by civil courts between the party seeking compensation and the party believed 
to have caused the damage, loss or injury.  
 
Indemnification would not apply to charges under the Criminal Code of Canada, or the Highway Traffic 
Act. It also does not apply to direct employer liabilities:  
 


 Criminal Code of Canada – Criminal offences prosecuted by the Government under the Criminal 
Code of Canada are not covered by indemnification (i.e. If a coalition or coalition member is 
accused of a criminal offence such as theft, fraud, assault, or abuse, the Government will not 
provide that coalition or member(s) with legal protection.).  
 


                                                 
1 Certificates of Insurance may be obtained from Insurance and Risk Management Branch, Manitoba Finance, 204 - 945-1917, 
Jessie.magnaye@gov.mb.ca will need to know what role the coalition will have at the event, details about the coalition’s 
participation (i.e., when and where the event is held, what the name of the event is, and the name of the staff and organization 
they are representing), and where the certificate should be sent. 







 


32          PCC Program and Funding Guide 


 Highway Traffic Act – Parent child coalitions and their members are not protected against any 
fines, penalties, accident costs or other costs arising from the use of their motor vehicle, even if 
this is for coalition/work related purposes. Each person is expected to operate their motor 
vehicle in a safe fashion, according to existing laws.  
 


 Direct Employer Liabilities – Responsibilities arising from an employer – employee relationship 
such as wrongful dismissals or errors in pay deductions are not covered because coalitions are 
not expected to act as employers and therefore would not face these liabilities. These employer 
liabilities would be assumed by each coalition’s identified banking organization or employing 
authority which must be an incorporated body.  


 
Any incident that may result in a claim must be reported to Healthy Child Manitoba Office using the 
incident reporting form. All incidents involving a coalition or a member(s) performing coalition related 
duties that results in damage, loss, or injury to property or persons must be reported as an incident 
(e.g., theft, fire, and vandalism).  
 
Healthy Child Manitoba Office will report the necessary claims to the Insurance and Risk Management 
Branch of Manitoba Finance. The Government of Manitoba will investigate reported incidents. If a 
coalition or its members receives a formal claim stating that they are responsible for a loss, damage, or 
injury, the Department will investigate the claim, assign legal counsel to defend the matter (if required), 
and pay any legal costs and damages determined to be the responsibility of the coalition or its members.  
 
A coalition or its members would need to be legally responsible for a loss, damage or injury to a third 
party before the indemnity would apply. The Government will not make voluntary payments, and will 
only pay for loss, damage, or injury suffered by a third party – a person or organization that is not a part 
of a coalition.  
 
Parent child coalitions and their members are expected to implement appropriate risk management 
practices and procedures. Coalitions should strive to adhere to the program and funding criteria and to 
ensure that coalition sponsored activities are meeting the recommended guidelines as provided by 
Healthy Child Manitoba wherever possible. 
 
 


For more information, or if you have any questions, contact: 
 


Healthy Child Manitoba Office 
3RD Floor, 332 Bannatyne Avenue 
Winnipeg MB R3A 0E2 
Tel: (204) 945-2266 • Fax: (204) 948-2585 
Toll Free: 1-888-848-0140 
Or visit the Healthy Child Manitoba website: www.gov.mb.ca/hcm  





