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EXECUTIVE SUMMARY 

Reducing harm for children affected by parental addiction and reducing unequal access to 

addiction services are key priorities for the Health Promotion Agency (HPA). Waitemata 

District Health Board (DHB) Community Alcohol and Drug Service (CADS) Pregnancy and 

Parenting Service (PPS) provides an intensive assertive outreach case coordination service 

for parents of children aged under three-years-old and pregnant women who are 

experiencing problems with alcohol and other drugs that are poorly connected to health and 

social services. HPA commissioned an independent process evaluation in order to 

understand more about the PPS model and explore considerations for service replication in 

other regions. Findings are summarised in this report. 

PPS aims to reduce harm and improve the wellbeing of children by addressing the needs of 

parents and working to strengthen the family environment.  The service is targeted at 

families experiencing multiple and complex issues related to, for example, alcohol and other 

drugs, stigma, mental and physical health, pregnancy, poverty, parenting, family violence 

and abuse including child neglect and abuse, custody issues, fear of involvement with child 

welfare agencies and criminal involvement (Community Alcohol and Drug Service [CADS], 

2013). PPS is delivered by a 5-Full Time Equivalent (FTE) team of nurses and a part-time 

peer support worker, supported by a team leader, a part-time psychiatrist (.2FTE) and a 

part-time psychologist (.2FTE). The team is expanding and will include other disciplines in 

future. 

PPS sees approximately 100 clients per year. Most clients are female aged between 21 and 

40 living in areas with a high deprivation index. A majority are MǕori, being 54% of the client 

group for the 2012-2014 period. A key rationale in providing this resource intensive service 

is the emerging evidence indicating that the best return on investment comes from early 

intervention i.e. under five years.  

Evaluation findings suggest that the PPS model of service provides an example of a 

promising approach to reducing harm for children at risk and supporting equity of access to 

addiction treatment. Findings indicate that PPS is operating as intended and is successfully 

reaching and engaging the intended target audience. The service objectives and approach 

align with Government goals and are underpinned by available evidence.   

In consideration of replicating the PPS approach, the identified key success factors and 

challenges summarised below will need to be accounted for. 

Key factors linked to the success of PPS include: 

¶ An evidence-based service objective: PPS aims to prevent and reduce harm to 
children aged under three-years-old. There is evidence to support early 
intervention with infants and children and a focus on modifying the childôs 
environment. 
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¶ Effective engagement of the target client group: PPS engages clients facing 
multiple issues, including a high number of MǕori women and a high number 
who are not otherwise accessing CADS or any other alcohol and other drug 
(AOD) service. 

¶ The PPS model. Critical aspects of the PPS model include: 

ƺ a service philosophy/principles: Incorporating a strengths focus, a non-
stigmatising approach and a broad scope encompassing multiple complex 
issues 

ƺ accessibility is enabled; 39% of PPS clients self-refer 

ƺ assertive outreach: An assertive outreach approach supports accessibility 
and ongoing engagement; approximately 50% of clients are engaged for 6-
18 months and a further 30% for longer 

ƺ intensive case management, open ended, provided to a capped caseload. 
This enables clients and families to make real gains 

ƺ robust risk management combined with a team approach. PPS multi-
disciplinary team meeting and clear risk assessment and management 
processes are key mechanisms within the model 

ƺ strong effective relationships with other services: the PPS model relies on 
this aspect of service delivery.  

¶ Professional Workforce and robust organisational infrastructure. PPS is provided 
by a professional workforce supported by strong leadership and sited within a 
robust organisation where senior managers support and advocate for the service 
to ensure it is sustained.  

Key challenges in providing a PPS type service include: 

¶ Recruitment and lead in time: Recruiting staff who can work across the broad 
scope of PPS is challenging and the time needed to get staff up to full speed 
must be accounted for.  

¶ Staff support and development: Robust staff support, supervision and training 
mechanisms are required. Systems must prioritise staff health and safety. 

¶ Capacity: Making best use of limited service capacity requires active ongoing 
management to ensure that the service is provided to those who need it in 
sufficient intensity and duration to effect change. Inclusion of, or access to peer-
support in the disengagement/discharge phase can assist this.  

¶ Overheads: Inefficiency arises from having a small mobile team covering a wide 
geographical area. This challenge is likely to apply anywhere in New Zealand. 
Time intensive risk management practices are a further essential overhead to 
factor in. While the costs were acknowledged, the requirements of having a co-
located team and time-intensive risk management practices were consistently 
emphasised. 

¶ Locating the service within an organisational óhomeô: A service such as PPS 
needs to sit within a strong organisation. Given the broad scope of the service, 
locating it within a non-addiction service could work provided the home 
organisation supports the broad scope and the clients are well supported to 
address their AOD related issues. 
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Key informants universally support the development of PPS-type services in areas of high 

need. The experience that has accrued from Waitemata DHB CADS PPS provides a useful 

blueprint for a promising model. The lessons learned and the expertise now available within 

CADS could provide invaluable support for further development. 
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INTRODUCTION 

Reducing harm for children affected by parental addiction and reducing unequal access to 

addiction services are key priorities for HPA. HPA is interested in how specialist services 

can better meet the needs of pregnant women facing multiple issues including family 

violence, addiction, health issues, including those related to antenatal care, inadequate 

housing and lack of social support.  

Waitemata DHB CADS provides an Auckland-based outreach PPS service for parents of 

children under the age of three and pregnant women who are poorly connected to health 

and social services and who are experiencing problems with alcohol and other drugs.  

The aim of PPS is to reduce risk and improve outcomes for the children. PPS is the only 

service of its kind in New Zealand and the PPS model of service is viewed by many 

stakeholders as gold standard.  The service covers a wide geographical area in the 

Auckland metropolitan region covering the resident populations of Waitemata DHB, 

Auckland DHB and Counties Manukau DHB which cover approximately 1,415,550 people as 

at the 2013 Census (Statistics New Zealand, 2013). PPS provides case consultation, 

coordination and case management services to approximately 100 clients per year. 

HPA commissioned Health and Safety Developments to undertake a process evaluation1 of 

PPS in order to understand more about the service model, identify implementation 

successes and challenges, and explore considerations for service replication in other 

regions. The evaluation took place during the period from November 2014 to March 2015. 

  

                                                
1 A process evaluation is being undertaken on the understanding that an outcomes evaluation of PPS is intended in the 
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EVALUATION OBJECTIVES AND PROCESSES 

The evaluation objectives are to identify: 

¶ core service components and delivery mechanisms of PPS 

¶ key service implementation successes and challenges 

¶ considerations for service replication into other regions. 

Evaluation processes included: 

¶ Review of key documentation: Relevant documentation on the development of 
the service and current operations was sourced in discussion with the PPS 
clinical team leader and CADS senior management. Documents were reviewed, 
and relevant content or reference to this is summarised in this report. 

¶ Key informant interviews: All PPS staff, relevant CADS senior staff and a wide 
range of external stakeholder representatives were invited via email to contribute 
to the evaluation by participating in a one on one interview. Informed consent 
procedures were followed with those who elected to participate. A written 
summary of the interview was provided to each participant to verify accuracy and 
comprehensiveness. Interview results were analysed for key themes which are 
summarised in this report. 

¶ Analysis of relevant service data: Data pertaining to the client population and 
service utilisation was sourced via Waitemata DHB. Key points from the analysis 
are outlined in this report. 

RESULTS 

Data obtained 

Data were obtained as follows: 

A total of 17 key informant interviews were undertaken, 12 of these were with PPS team 

members, CADS senior staff and senior management (referred to in this report as CADS key 

informants). Seven professional external stakeholders were interviewed (referred to as 

external key informants) representing the following services and roles that interface with 

PPS: 

¶ DHB maternal mental health service. 

¶ Community-based parent education and support service. 

¶ Child Youth and Family Service. 

¶ Community health service working mainly with Pasifika families. 

¶ DHB MǕori midwifery advisor. 

¶ Community-based co-existing disorders service. 

¶ MǕori community development service.  
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PPS data for 2012-2014 were provided by CADS for new, exit, and entry clients for each 

annual period. Data include demographic characteristics, referral sources, diagnostic 

information, episodes of care and discharge information.  

Documentation: Documents provided by CADS were reviewed for the evaluation. These 

included: 

¶ Client Pathway Pregnancy & Parental Service ï CADS. (Waitemata District 
Health Board, 2013) 

¶ Ministry of Health and Waitemata DHB Service Agreement(Ministry of Health,  

¶ CADS WDHB Social Bond Pilot Response Form December 2013. Ministry of 
Health Registration of Interest For Service Outcomes and Service 
Providers(Community Alcohol and Drug Service, 2013) 

¶ Parental Alcohol and Drug Service: Its History and Future Vision (Community 
Alcohol and Drug Service, 2013)Initial Proposal for the Establishment of a 
Specialist Pregnancy Support Team with Auckland Regional Alcohol & Drug 
Services (Cavanagh, 2000)  
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THE PPS SERVICE: CORE COMPONENTS AND DELIVERY 
MECHANISMS 

As noted above, PPS is an Auckland-based outreach service for parents of children under 

the age of three and pregnant women who are poorly connected to health and social 

services and who are experiencing problems with alcohol and other drugs. The aim of the 

service is to reduce risk and improve outcomes for the children.  As noted in CADS 

documentation: 

The focus on infants under the age of three is informed by research which states that 
eighty percent of a childôs core brain function develops in the first three years of life 
and that the environments the infants are raised in will impact on how they develop 
essential social and psychological abilities to be successful later in life and as adults.  

(CADS, 2013,p.4) 

The following service specifications from the National Service Specification Framework 

apply to PPS: 

¶ Tier 1 Mental Health and Addiction. 

¶ Tier 2 Addiction Services. 

¶ Tier 3 Community Based Alcohol and Drug Services. 

 
PPS is delivered by a 5-Full Time Equivalent (FTE) team of clinicians (nurses) and a part-
time peer support worker, supported by a team leader, a part-time psychiatrist (.2FTE) and a 
part-time psychologist (.2FTE).2  The service operates five days per week, Monday to 
Friday, 0830-1700 hours. The team services approximately 100 clients per year and 
approximately 10% of these may be offered peer support.  

PRACTICE PRINCIPLES 

Practice principles on which the service is based are: 

¶ providing services in a flexible, non-judgemental and client-focused way 

¶ supporting parents and whǕnau self efficacy, empowerment and recovery 

¶ adhering to, and implementing the principles of the Treaty of Waitangi 

¶ using a harm reduction approach 

¶ utilising a strengths/resilience-based model 

¶ practising from a social justice perspective and working within a 
bio/psycho/social/spiritual model 

¶ improving outcomes for the unborn child and children. 

                                                
2 During this evaluation PPS was poised to undergo a period of significant growth. The evaluation has focussed on PPS up 
to the end of 2014. 
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INTERVENTIONS 

PPS nurse clinicians work with a capped caseload of up to 12 clients and their families 

providing the following:  

¶ assertive outreach /client engagement  

¶ assessment and management of biopsychosocial risk areas for parents and 
children.  

¶ comprehensive assessment and interventions including treating or referring for 
treatment of alcohol and other drug abuse or dependence; reducing substance 
abuse impact on pregnancy, connecting pregnant women with antenatal care, 
improving infant parenting skills, including infant attachment and lactation; 
preventing infant ill-health including Sudden Unexpected Death of an Infant  
(SUDI) Fetal Alcohol Spectrum Disorders and Shaken Baby Syndrome; 
addressing domestic violence; improving general parenting skills; promoting 
early childhood education; improving mental health; addressing cognitive 
impairment and physical problems; addressing child care and protection and 
custody issues; addressing criminal involvement and other legal issues; working 
inclusively with family, whǕnau and significant others. 

¶ interventions addressing gambling and nicotine use including Nicotine 
Replacement Therapy using the Quit Card system.  

¶ formulation and treatment planning with regular comprehensive multi-disciplinary 
team reviews of goals, treatment and risk management.  

¶ long term case management including overall responsibility for coordinating the 
care that clients receive, organising regular stakeholder meetings, following up 
with services on agreed interventions and working with clients to facilitate their 
engagement with other services and to develop sustainable support networks. 

¶ supporting the links between clients and services by referral or liaison; 
supporting clients to engage; and supporting services to meet these clientsô 
complex needs through advice, education, advocacy and de-stigmatisation of 
this group.  

¶ implementing key psychosocial strategies focused on reducing substance abuse 
and family violence, improving problem-solving skills, and improving infant care 
and parental skills. 

¶ planned discharge, including transfer of care to other agencies and local 
community support. 

The PPS psychiatrist provides: 

¶ client assessment and pharmacological interventions (as needed for clients not 
involved with mental health services) including referral for those who need 
mental health services 

¶ consultation for PPS clinicians 

¶ support/expertise with regards to team reviews of client risk and treatment (see 
MDT review below) 

¶ consultation and liaison with mental health services.  

The PPS psychologist provides: 
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¶ client assessments and interventions 

¶ consultation for PPS clinicians with treatment planning and psychosocial 
interventions  

¶ support/expertise with regards to team reviews of client risk and treatment (see 
Multi-Disciplinary Team (MDT) review below). 

The peer support worker:  

¶ models positive recovery to enhance clientsô self-efficacy 

¶ supports clients to engage with the wider community, and support clients through 
regular peer groups. 

Figure 1 below sets out a detailed summary of the key areas which PPS addresses and 

specifies the outcomes sought in each of these areas. Within these key areas, the service is 

tailored to the needs of the clients and their children (born and unborn). Accordingly the 

duration of involvement with PPS varies from client to client.  
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Figure 1. PPS Model3 
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CADS, 2013:20 
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KEY COMPONENTS OF PPS CLINICAL PATHWAY 

Clients are referred to PPS via multiple4 avenues including self-referral (39% of PPS clients 

self-refer). Self-referral clients have typically heard about the service through friends or 

family members who have previously been clients. Following referral, an assertive outreach 

approach is taken as required with the aim of engaging the client and undertaking an 

assessment to determine the services (including PPS service) required.   

Once the client is engaged, an assessment (generally undertaken in the community by two 

PPS clinicians as a safety measure) occurs within the first two face-to-face contacts. The 

PPS standard assessment form guides the assessment process. The outcome of the 

assessment is a negotiated goal plan (PPS Goal Plan)5, developed in collaboration with the 

client. The goal plan is reviewed at each contact and is reviewed by the whole team at the 

MDT meeting not less than three-monthly (see below MDT review). 

Typically clients need services from a variety of agencies and PPS takes an overall 

coordination and monitoring role within a framework of providing active ongoing support and 

education.  

The clientôs duration of stay in PPS is not fixed. PPS Client Pathway states that discharge 

occurs when goals have been achieved or when the client indicates they do not want further 

contact with the service. An overview of the PPS clinical pathway is shown in Figure 2 

Appendix 1. 

PEER SUPPORT 

Peer support is a supplementary service within PPS offered to clients where there is an 

identified need. Typically this occurs when clients have been engaged with a PPS clinician 

for an extended period and are within three to six months from discharge due to having 

progressed towards their goals. PPS peer support aims are: 

¶ clients experience increased self esteem 

¶ clients are supported to connect and engage with the wider community  

¶ clients are supported to disengage with PPS (discharge planning). 

                                                
4
 Referrers include lead maternity carers, hospital social workers, mental health services, Child Youth and Family and non-

government organisations. 
5 

Further information on PPS forms including risk summary and goal planning forms can be obtained from CADS PPS Team 
Leader. 
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MDT REVIEW  

PPS holds an MDT meeting weekly to provide team input and oversight for all PPS clients.  

Reviews are undertaken as follows: 

¶ After initial assessment and not less than three monthly thereafter. 

¶ Before discharge (planned or unplanned).  

¶ At the request of the client or clinician.  

 

The review is documented and a clientôs progress can be tracked by reading the MDT form, 

risk summary and goal plans.  

RISK MANAGEMENT AND RISK REVIEW MEETING 

Risk identification, monitoring and management are key focuses in the service. The team 

attends a weekly risk review meeting where all new or increased risk is presented and 

discussed. The Client Pathway Pregnancy & Parental Service ï CADS (Waitemata District 

Health, 2013) stipulates that: 

¶ clients are reviewed at the risk meeting if they did not attend (DNA) or cancelled 
three appointments  

¶ clients are reviewed at the risk meeting if there has been no contact for six 
weeks or if there are concerns regarding lack of contact prior to six weeks 

¶ plans resulting from the risk review meeting are documented on the risk 
summary. 

MORNING RISK CHECK-IN MEETING 

In addition to the risk management and risk review meeting, the team begins each morning 

with a risk check-in meeting. If any risks are identified the team devises a management plan.  

FLEXI-FUND 

The service administers a small flexi-fund of $10,000 per annum. The fund is used to 

support a need linked to the clientôs goal plan that will produce ongoing benefits. 
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HOW AND WHY PPS WAS DEVELOPED 

Service documents and information from key informants indicate that PPS was initiated in 

2000, prompted by an initial proposal from a clinician based in the Auckland Regional 

Methadone Service (Cavanagh, 2000).  The proposal put forward a rationale based on 

international data suggesting the likelihood of a large untreated population of at risk women 

and children in Auckland. The proposal and other early documentation6 indicated that there 

was a need to reach pregnant women who were using substances in ways that put children 

at risk, and specifically to address: 

¶ poor identification of pregnant or parenting women with substance use issues 

¶ multiple barriers to accessing treatment including lack of transport and childcare 
and lack of information about treatment options 

¶ poor retention in treatment attributed to stigma and uncoordinated services. 

Initially the proposed service was aimed at developing a pregnancy specialist service 

providing case management support for CADS services and education and liaison for 

professionals (CADS and external). CADS succeeded in gaining funding for the service and 

the PPS7 start-up team comprised two clinicians and one team leader8. CADS grew the team 

over time to the current 5FTE in the PPS team by re-allocating resources within the 

organisation.  

CADS had internal strategy of allocating resources to front line and this helped to 
grow the service. 

CADS key informant 

As the service evolved, the focus shifted to providing more direct access and case 

management services to clients, referring clients to other CADS services and other AOD 

treatment services for their addiction-related treatment needs. This represented an important 

change of pathway, in that PPS began to access clients that were high risk and who were 

not accessing CADS services, rather than accessing clients already engaged with CADS.   

The PPS model has been refined over time and has been informed by some key reports and 

examples of similar services. The report on the investigation into the death of Riri-o-te-Rangi 

(James) Whakaruru, written by the Office of the Commissioner for Children in 2000 was 

formative for PPS. This report among other things made a strong recommendation for 

improved communication and coordination of services where there was an identified risk to 

children.  

The PPS model has also been informed by North American approaches, namely the Parent 

Child Assistance Programme (PCAP), Seattle USA and The Sheway Programme, 

Vancouver Canada. For example:  

                                                
6 Including a response to an RFP presented to the Health Funding Authority (no date) 
7 

The service was originally named the Parental Alcohol and Drug Service. 
8 A further two clinicians were located in within Te Atea Marino and Tupu services. 
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New model was informed in part by international models ï Parent Child Assistance 
Programme (PCAP) Seattle USA; The Sheway Programme, Vancouver Canada an 
example of a home based service. 

CADS key informant 

A CADS literature review entitled Parental Alcohol and Drug Service: Its History and Future 

Vision (n.d.) undertaken by CADS early in the life of PPS refers to an evaluation report on 

the Sheway outreach programme as an example of emerging best practice. The Sheway 

project evaluation report (Poole, 2000) indicated that the Sheway service was successfully 

engaging women experiencing a range of complex and serious health and social issues, 

engaging them in pre and postnatal care and helping them in relation to a range of 

issues.This achieved particular success in the areas of housing stability, nutrition and 

retaining care of their children. PPS has been informed by the Sheway model in terms of the 

overall approach and utilises some of the tools and processes developed by Sheway. This 

was noted by CADS key informants as a providing a key foundation for PPS, for example: 

 
Access to a model ï that has been inspirational. PPS has taken ownership of the 
model and they have built a profile. The model has provided a framework for the 
work of the service, recognition and validation; enabled the service to consolidate. 

CADS key informant 

Staff who have been involved with PPS over a long time commented that the service has 

evolved with a view to continuous improvement.  

BROAD INDICATORS OF EFFECTIVENESS 

To date CADS has relied on broad indicators to gauge the effectiveness of PPS in reducing 

the harm to children (A formal outcomes evaluation of PPS is in the planning stage). PPS 

and CADS managers monitor events within the client population such as shaken babies and 

other serious injuries and deaths resulting from abuse and SUDI. As an example, 

approximately 10 years ago four babies from PPS families died within a period of a less than 

one year. While a review confirmed that this rate of infant death was within the expected 

range for the client population, PPS sought to improve practices in educating clients on 

SUDI and shaken babies. As part of this, two educational resources were developed 

specifically for PPS, óSafe Sleep for Babyô and óNever Shake a Babyô9. These are now used 

routinely. There has been one infant death in the subsequent 10-year period. The following 

comment illustrates how indicators are used:  

We look at statistics for broad indicators of success - for example: SUDI; domestic 
violence; children killed by caregivers. When we look at rates of death and injury in 
our client group, the absence of these is a good indicator that our service is working. 
Typically we would expect to see certain levels or instances of these [poor] outcomes 
in our client group. The indicators are rough ï we want to make intergenerational 

                                                
9 

An electronic copy of these resources can be obtained from CADS PPS. 
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change and we have no way yet of measuring whether we are making a difference to 
that. We are working on developing an outcomes measurement tool. 

CADS key informant 

RATIONALE FOR INVESTMENT IN EARLY INTERVENTION 

PPS is a resource intensive service. For example, approximately 100 clients (and their 

families) access PPS annually and based on most recent information this is at a cost of 

approximately $1.8million.10 Recognition of the importance of investing in early intervention 

for under three-year-olds is a key driver. For example: 

The service is important - this target group is an important group for the sector to 
invest in. Weôve had it wrong for a long time ï we have made a big investment in 
adults who often have entrenched problems; there is very modest return for society. 
There is growing argument that the best return on investment is early intervention i.e. 
0 - 5 years.  

CADS key informant 

CADS management acknowledged that the decision to invest in a low-volume high-intensity 

service has to be defendable. They draw on supporting evidence and note that the PPS 

model aligns well with government policy in the area of vulnerable children. For example, the 

White Paper on Vulnerable Children: Volume I states that: 

We need to find, assess, and connect the most vulnerable children to services earlier 
and better.  

(Ministry of Social Development, 2012, p 9)  

The White Paper strongly supports interagency working and ñmulti-compartmentalò 

approaches which are broad and flexible and can respond effectively to the wide range of 

related factors that can affect child development. 

CADS key informants pointed to the work of James Heckman (2015), Professor of 

Economics at the University of Chicago and an internationally recognised expert in 

economics of human development. Heckmanôs body of research provides evidence in 

support of the economic benefits of investment in the well-being of children in the 0-3 age 

group. Critically the evidence supports the cost benefit of investing in early intervention for 

children rather than in rehabilitation services later in life. A key message is the importance of 

focusing on the family environment in which the child is situated, utilising home visits and 

focusing on the quality of parenting. PPS reflects much of this. The following comment is 

typical: 

 
Strong focus on preventing further harm particularly for the 0 ï 3 group. It is the right 
approach for working with families with complex needs. Children are at risk of brain 
damage, violence, trauma and death ï this service works to prevent those things; 

                                                
10 

Based on contract price for the 2014 ς 2015 contract extension of PPS which indicates the cost of 6FTE across PPS roles 
(Email from CADS Regional Manager to Ministry of Health, December 2014). 
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keep kids in homes and take kids out of the home if it becomes untenable for them to 
stay.  

CADS key informant 

New Zealand research, specifically the Dunedin Study11 was also cited by CADS key 

informants as evidence that supports the PPS approach, particularly in relation to the 

positive outcomes that can ensue from modifying the environment in which children are 

developing. 

Modifying the environment in a positive way remains the key for influencing how 
peopleôs lives turn outééThe environment is where the action is.  

(Poulton,  2008, p.5) 

  

                                                
11 See: The Dunedin Multidisciplinary Health & Development Study. Available at: http://dunedinstudy.otago.ac.nz 
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PPS CLIENT GROUP 

Data, information from documentation and comment from CADS and external stakeholders 

have been compiled and analysed to provide a profile of the client group served by PPS. 

THE TARGET GROUP 

The client group that PPS serves is described as having: 

é. multiple complex and interacting issues which include: medical complications 
related to mother and infant health, mental health and substance abuse or 
dependence disorders, personality disorders, cognitive impairments, history of 
suicide and self-harm attempts, history of childhood neglect or abuse, low 
educational achievements, history of domestic violence and poverty, lack of 
adequate housing, current and past criminal charges, current and past child 
protection agency involvement, history of poor service uptake (including maternity 
services) or multi-generational dysfunctional family patterns. 
 
The male partners of the clients of this service have similar issues, their legal issues 
often involving charges relating to violent crime and drug convictions. 

(CADS, 2013, p. 5) 

The service is targeted at those who are not well engaged with services for a number of 

reasons including AOD issues, mental health issues, poverty, limited access to transport, 

lack of childcare, fear of stigma and judgement and fear of involvement with child welfare 

agencies (CADS, 2013).  

Key informants confirm that this is the group that PPS is serving, for example: 

PPS manages the most complex end of the spectrum ï involved with CYFS, women 
with high levels of distress; a high risk area.  

External key informant 

PPS CLIENT DEMOGRAPHICS 

Data pertaining to PPS clients for 2012, 2013 and 2014 calendar years show that PPS has 

seen a total of 119, 129 and 140 clients per year respectively, a total of 388 clients. All 

clients but one were female. 

The majority of clients predictably fall within the child-bearing age range; 55% of clients were 

aged between 21 to 30 years with a further 34% being aged 31 to 40 years. Numbers of 

clients aged between 13 to 20 are small (20 in total over three years) with an average of 5% 

of the total client group being in this age bracket. Similarly those aged over 40 years 

represent an average of 6% of the client group over three years (23 clients in total).  This is 

shown in Chart 1 below. 
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Chart 1. PPS clients by age, 2012-2014 

 
 

A majority of PPS clients are MǕori, being 54% of the client group for the 2012 to 2014 

period. The next largest group is NZ European/Pakeha being 36%. The remaining clients 

are Cook Island MǕori (3%), Niuean (2%), Other European (2%), Samoan (1%) and Other 

(2%).  This is shown in Chart 2 below. 

Chart 2. PPS clients by ethnicity, 2012-2014 

 
 

Most PPS clients live in areas with a high deprivation index.12  In the 2012 to 2014 period 

79% of clients lived in areas with a decile rating of 6 or greater with 32% living in a decile 10 

area (the highest level of deprivation). Data are shown in Chart 3 below. 

                                                
12 

The New Zealand Deprivation Index is a measure of the level of socioeconomic deprivation in small geographic areas. 
The index ranges from 1 to 10. A score of 1 indicates that people are living in the least deprived 10 percent (decile) of New 
Zealand.  A score of 10 indicates that people are living in the most deprived 10 percent.  The deprivation index uses Census 
data for car and telephone access; receipt of means-tested benefits; unemployment; household income; sole parenting; 
educational qualifications; home ownership and home living space. Salmond et al. 2007 cited in 
http://www.odi.govt.nz/resources/research/outcomes-for-disabled-people/nz-dep.html  
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Chart 3. % PPS clients by deprivation index, 2012-2014 

 
 

ISSUES EXPERIENCED BY PPS CLIENTS 

There is very limited quantitative data on the nature of the issues experienced by PPS 

clients. 

All of the key informants (internal and external to CADS) spoke of the complexity and 

severity of the issues which most clients are experiencing which bring them into contact with 

PPS. The following comments provide examples: 

 
é.the families can be all over the place.                                     

External key informant 

PPS is working with a clientele who have a high profile; risk of death, neglect of 
children, violence etc; there is potential for things to go very badlyé..[The] focus is 
on multiple issues; complexity not necessarily acuity. 

CADS key informant 

PPS works on overcoming the barriers that the clients face, for example, transport, 
physical health, housing, justice issues, custody issues, violence; history of abuse.  

External key informant 

Key informants note family and whǕnau relationship issues, including child safety and other 

parenting issues and family violence issues and trauma (current and historical) as being 

highly prevalent. An estimated 20 notifications per annum are made by PPS to Child Youth 

and Family Services. The following comments are indicative of some of the issues, for 

example: 
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It is very hard to know that sometimes your client cannot parent their child and you 
are part of the team decision to remove the child from the home. This is a hard thing 
to sit with.  

CADS key informant 

Ninety percent of our clients have a history of trauma and abuse; we are often 
working alongside the perpetrators ï there is a lot of family violence among the client 
group. 

CADS key informant 

[A challenge can be]éégetting up to speed in the role ï working with domestic 
violence; working with the risk involved with AOD and child protection; the legal stuff 
ï the FGC (family group conference), Family Court, lawyers, trespass order, custody 
issues, protection order ï you have to understand all of these things. 

CADS key informant 

Domestic violence is a big focus, so staff need good knowledge of working with this. 

CADS key informant 

Limited available data indicate that approximately 27% PPS clients (68 of 250 clients seen in 

the period 2012 to 2014 for whom data was available) had contact with a mental health 

service. No specifics about the nature or duration of this contact were able to be accessed. 

PPS SERVICE ACCESS AND UTILISATION 

PPS service access and utilisation are outlined in the section below. 

Referral source 

Data for the period 2012 to 2014 show that over the three-year period 39% of PPS clients 

self-referred, making this the largest referral source category. A further 27% of clients are 

referred from within CADS. There is a large group, comprising 19% of all referrals, for whom 

the referral source is not specified. Other referral source categories are small with 5% being 

referred by Child Youth and Family Services, 3% from hospitals, 2% by lead maternity 

carers, 2% from other addiction services. Referrals from other groups comprise 1% or less. 

Results are shown in Chart 4 below. 



 

490670v6 27 

Chart 4. PPS referral sources, 2012-2014 

 

Appointment counts  

Data show that between 50 to 58% of clients who exited treatment 2012-2014 received more 

than 21 appointments with PPS. The range for those receiving 10-20 appointments was 16 

to 21%. A range of 25 to 28% received 1 to 9 appointments. This demonstrates that a 

majority of clients are well engaged with PPS. Data are shown in Table 1 below.  

Table 1. No. of appointments per client for exit* clients 2012, 2013, 2014  

 2012 2013 2014 
Appt 
count 

1-4 5-9 10-20 21+ 1-4 5-9 10-20 21+ 1-4 5-9 10-20 21+ 

No. 10 9 14 34 7 11 14 42 11 6 11 39 
% 15% 13% 21% 51% 10% 15% 19% 57% 16% 9% 16% 58% 
* Exit clients are those who exited the service in the years 2012 ς 2014.  

Appointment attendance rates  

Appointment attendance rates for clients exiting the service indicate that rates of attendance 

are high, between 77% and 82% over a three-year period. Again these data indicate a high 

level of engagement and support the effectiveness of the assertive outreach approach. Data 

are shown in Table 2 below. 

Table 2. Appointment attendance rates exit clients, 2012, 2013, 2014  

 2012 2013 2014 
Appointment 
status 

Attend  DNA* Cancel Attend  DNA Cancel Attend  DNA Cancel 

No. 2250 399 263 2921 453 333 2761 339 283 
% 77% 14% 9% 79% 12% 9.0% 82% 10% 8% 
*DNA = did not attend 

 

It is important to note that numbers of appointments and appointment attendance rates 

provide only part of the service picture. Case coordination activities such as telephone calls, 

meetings with other whǕnau members and professional meetings are a large part of the 

service and typically include work aimed at linking clients and whǕnau to services and 

groups as well as advocacy-related activities. This is a critical aspect of the service. 
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Period of engagement  

Exit client data shown in Chart 5 below provide an indication of the expected periods of 

engagement for PPS clients. Data are fairly consistent across the three-year period and 

indicate that approximately 20% of clients are engaged for up to six months, a further 25% 

for up to 12 months and a further 25% for up to 18 months. Approximately 15% remain 

engaged for up to 24 months, with the rest staying engaged longer.  

Chart 5. PPS exit clients period of engagement, 2012, 2013, 2014 

 

Reasons for discharge 

Data regarding reasons for discharge show that for the period 2012 to 2014 64% of those 

leaving PPS had completed treatment and 2% were transferred to another team or service 

provider. Just 14% are recorded as having an unplanned discharge. For the remaining 20% 

the reason for discharge is either not specified (8%), is recorded as óotherô (6%) or there is 

no data recorded (6%). This indicates that the majority of PPS clients have planned 

discharges on completion of treatment. 

Chart 6. Exit clients reasons for discharge, 2012 - 2014 
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