


Research Projects

In this section two papers present the findings of qualitative research:

Life Stories Final Report, four topics are explored: childcare needs and barriers; the effects of child sexual abuse; high school completion among adolescent mothers; and the unique vulnerabilities of very young mothers. These issues were explored to better understand the ways that the NFN program can address the needs of this population. What we learn from the mothers themselves is that one of the most important roles the home visitor can play is to develop a strong trusting relationship with the mother.

Revisiting the Cultural Broker Model, data from focus group discussions with Hartford NFN program staff are presented. The focus groups were designed to elucidate the decision processes of the home visitors in identifying family needs and helping families obtain resources and connect to community services. Analyses of these data highlight both the central importance of the home visitor in developing a strong trusting relationship with the mother and the pivotal role of the clinical supervisor for making the paraprofessional model more effective.


Life Stories Final Report
by Mary Patrice Erdmans
Updates on the Life Stories

This study was designed to learn about the Nurturing Family Network program from the perspective of the participants. Toward this end, we used a life story interview – an oral autobiography – to learn about their family background, current living conditions, and involvement in the NFN program. We conducted the life-story interviews with 171mothers and 48 fathers between January 2002 and March 2003. See Figure 22 for a categorization of NFN mothers in this study by primary types of vulnerability. Our 2004 report summarized the findings of this research, focusing on the types of vulnerabilities representative of mothers in the NFN program and the ways that mothers engage with their home visitors. Subsequent to this report, we explored four other topics: childcare needs and barriers; the effects of child sexual abuse; high school completion among adolescent mothers; and the unique vulnerabilities of very young mothers. 

Childcare: In order to continue their education or move into the workforce, mothers must rely on childcare. Who are their formal and informal child care providers? What are the barriers to quality child care? How can NFN workers help mothers access quality child care?

Child Sexual Abuse: Victims of child sexual abuse are vulnerable to perpetuating cycles of abuse. What can we learn from the life stories to better understand the trajectories of sex abuse victims in order to stop the cycle of abuse?

High school completion: One reason adolescent childbearing is problematic is that young mothers are at risk of dropping out of high school. What are the differences between adolescent mothers who complete high school and those who do not? How can NFN workers help mothers return to school or stay in school?

Children having children: The vulnerabilities of first time mothers are intensified by young age. Who are the mothers who give birth before the age of 16, and in what ways can NFN workers help young young mothers parent? These issues were explored to better understand the ways that the NFN program can address the needs of this population and augment the initial report that categorized the vulnerabilities of mothers in the program and the nature of the relationship between them and their home care providers.

Childcare Needs and Barriers: Almost two-thirds of all children in the United States between birth and age six (and not yet in kindergarten) are cared for by someone other than a parent on a regular basis. While the primary function for child care is to care for children so that parents can work, a second purpose is to enhance child development. Indicators such as improved cognitive and language skills, fewer behavioral problems, and better social skills are associated with high quality child care. This relationship is particularly evident with low-income children.
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Fig. 22. Connecticut’s Vulnerable Families: for whom high quality child care programs help offset disadvantaged home environments (Burchinal 1999; Scarr 1998). Unfortunately, barriers to quality childcare limit these potential benefits, for NFN participants as well as many disadvantaged families in the United States (see Capizzano and Adams 2003; Mezey et al 2002). Mothers whose children are less than two years of age prefer to have their children cared for in the home or by a family member. This is true for both the NFN participants as well as most mothers in the United States regardless of class, race or ethnicity. For our participants, only 15 percent of mothers whose children were under one year of age used a child care provider outside of the family network, compared to 41 percent with children between the ages of one and three, and 52 percent with children over three years of age. Barriers to daycare for low income families in general included prohibitive costs, availability, convenience (transportation), and negative perceptions of childcare. These barriers were also mentioned by many of the participants in the life stories. 

· In general, low-income mothers cannot afford quality childcare and despite being eligible for federal funding many do not receive assistance (Mezey et al 2002). Between 2002 and 2007, funding for Care4Kids in Connecticut was cut by 41 percent; and in 2001 only 8 percent of the estimated 170,000 children eligible for Child Care and Development Fund (CCDF) received funding (see Care4Kids, 2007; Dinan and Cauthen, 2004). In 2004, there were 17,000 eligible children on the waiting list for Care4Kids funds (Jacklin 2004). Roughly 20 percent of the mothers participating in our study mentioned cost as a barrier. Only five mothers in the study had ever received state assistance for child care.

· Mothers who work non-conventional hours (evenings, nights, or weekends), part-time hours, and shifts have a harder time enrolling their children in formal child care centers. A half a dozen mothers mentioned this in their interviews. Availability is also limited for infants and toddlers as well as children with disabilities. Mothers with infants had to rely on friends and family for care.

· Because there are not enough centers in poor neighborhoods, they are inconvenient and difficult to access, particularly for households without reliable transportation. Mothers detailed the difficulties of using public transportation to get their children to daycare, to get themselves to work and then to reverse it all at the end of the day.

· Mothers in the study expressed reluctance about having their child cared for by “strangers” as opposed to family members. In fact, 81 percent of the mothers expressing a negative attitude toward daycare mentioned mistrusting strangers. In comparison, only 26 percent mentioned practical issues of costs, availability and convenience (the numbers do not sum to 100 because some mothers mentioned both practical issues and trust issues). More often mothers feared benign neglect rather than deliberate abuse, worrying that inadequate supervision or unclean facilities would be harmful to their children.

Employed mothers in our study were most likely to use daycare – 20 percent of employed mothers used center-based or home-based formal care. Another one-third used informal care (family and friends, paid and unpaid), and almost one-half of the children were cared for solely by the parents – the mother or mother and father (see Table 70). This is one reason why home visitation programs are important for this population. The parents are often the sole caregivers even when they work – therefore it is important that the parents be as informed as possible about child development. 

When mothers have to work and they cannot afford daycare, they often resort to less than ideal arrangements. For example, one mother worked the night shift and left her children alone in the apartment sleeping while she worked. She used a baby monitor set up at the neighbor’s house: “I can leave the door unlocked for her. All she has to do is have the monitor at her house.’ So far this has worked but she said, “My biggest problem is if I have to get a day job. I can’t afford the daycare. Even with the state help, I can’t afford the daycare.” 

When mothers can’t afford or are reluctant to use daycare providers, they rely instead on family and friends. Forty-two percent of our participants 68 used family and close friends as child care providers. In fact, of the five mothers who received state assistance, four of the providers were either maternal grandmothers or friends of the family. While family and friends certainly have a closer bond with the child than a stranger working at a day care center, this does not always mean that the family or friend is a qualified provider. Relatives are exempt from the requirement that daycare providers be licensed by the Connecticut Department of Public Health.

In a very small number of cases, mothers relied on parents or partners who had a history of substance abuse or violence. While 27 women who were victims of child abuse allow their child to have contact with the abuser, only 10 rely on them to provide childcare. And of these, only three are “red flag’ situations. These mothers use these lesser qualified providers because of necessity (they are either working or in school), and they said they could not afford to pay for childcare, and they did not trust strangers. 

Some of their general mistrust was related to their violent family backgrounds and neighborhoods where mistrust is an appropriate response in a world of uncertain conditions. Some of the mistrust of formal childcare is also related to their limited power or relative inability to control the conditions of their existence. Being poor, less educated, unemployed, and members of racial minority groups, they are disadvantaged in our society. Their disadvantaged position makes them suspicious of a system that has not rewarded them. They are not only suspicious of daycare providers but we also found that many of these mothers were fearful and suspicious of law enforcement officers, the court and welfare system officials, teachers and employers. Given that these gatekeepers can imprison them, take their children, or deny them assistance, wages and healthcare, their wariness of these outsiders is understandable. 

Despite their reluctance, however, mothers should be encouraged to place their children, especially older toddlers, in quality child care programs that have the potential to counteract the disadvantages associated with low-income neighborhoods. Mothers may feel more confident using formal daycare if they are informed consumers. Information about how to evaluate a child care program could be provided by the home visitor. For example, their home visitors could have a checklist that represents the criteria needed to evaluate programs, including such things as: staff-to-child ratios and group size, director and staff qualifications and training, principles and policies regarding discipline, indoor and outdoor playground safety, and health standards. In the few cases where mothers had successfully placed their children with qualified providers, it was often their home visitor who helped them. Several home visitors gave mothers the Care4Kids form, helped her complete it, and provided them with a list of all of the childcare providers in the area. Another home visitor encouraged the mother to remove her child from a poor quality home-based daycare program. One home visitor provided the mother with a videotape on daycare that helped her decide between a home-based provider and a formal daycare provider.

Home visitors can help empower parents by teaching them to be vocal advocates for their children Parents should feel confident that they can check on their children at any time and that they have the right to speak with daycare providers and teachers about their concerns. Mothers who have language barriers should have access to translators. Finally, the relationship between the home visitor and the mother provides an opportunity to develop trust. Learning to trust discerningly would be more useful than mistrusting all people all the time.




Status of mother Center-based care

	Table 70. Primary Child Care
Arrangements
	Primary arrangements signifies 32 hours or more of care a week.

	Status of mother
	Center-based care
	Home-based care
	Family/
Friends paid
	Family/
Friends
unpaid
	None/
Parental care
	
Total

	Working
	6
	4
	4
	12
	23
	49

	In high school
	7
	1
	6
	10
	24
	48

	Not working or in high school
	2
	0
	0
	0
	68
	70

	Totals
	15
	5
	10
	22
	115
	167



Table 70. Primary Child Care Arrangements: Primary arrangements signifies 32 hours or more of care a week.

Child Sexual Abuse and Adolescent Mothers: 

The path from child sexual abuse to teen pregnancy (and back to child abuse) is not one all victims walk, but enough do to make the way visible. Victims of child sexual abuse are more likely to develop behavioral problems, become sexually active at a young age, take greater sexual risks (have more partners and less contraception use), to get pregnant as teenagers, suffer from depression, anxiety, eating disorders and other mental illnesses, abuse alcohol and drugs, have problems in school, and choose partners who are physically and emotionally abusive (Butler and Burton, 1990; Downs, 1993; Musick, 1993; Finklehor, 1986). Among the mothers participating in the life stories study, the link between child sexual abuse and other problems is striking. Comparing the quarter of the teen mothers who were sexually abused as children to those who were not (or did not mention it), we find that abused girls were more likely:

· to be victims of statutory rape (22% versus 5%)
· to have abused alcohol or drugs (52% versus 16%)
· to have abusive partners (63% versus 35%)
· to suffer from a mental illness (56% versus 23%)
· to have behavioral problems (56% versus 31%)
· to drop out of high school before pregnancy (44% versus 33%).

When looking at these comparisons, it is important to remember that almost all of the mothers in our sample come from low-income families, and many have childhoods marked by violence, substance abuse, and family instability. That is, when comparing apples to apples, we see that child sexual abuse significantly exacerbates the problems of poverty. 

As depressing as it is that a quarter of these teen moms were sexually abused as children, even more depressing is that they usually did not tell anyone about the abuse. More than one-half of the girls did not report the abuse or they told someone long after the fact. Only twelve of them told someone immediately or shortly after the abuse, five were believed and seven victims were not believed or worse, they were accused of being responsible for what had happened. Victims are less likely to be believed if the parents or guardians feel complicitous or responsible for not protecting the child or if the perpetrator is a part of the family. More than one-half of the perpetrators in our study had some familial connection to the young girl (fathers, stepfathers, grandfathers, uncles, cousins, a foster brother) and another quarter were friends of the family. 

Even when they were believed, often nothing was done. Rather than prosecute, the most common response was to move the young girl away from the perpetrator. 

Only three women received counseling specifically related to the sexual abuse. Another thirteen received some counseling in their lives for a variety of reasons and some discussed the abuse in that context. Hidden, denied, or poorly counseled, many young victims kept the abuse bottled inside until it slipped out in destructive ways – self-mutilation, eating disorders, suicide, depression and acute psychosis. For others, the violence from the abuse was directed outward into a pattern of early and risky sexual behavior, delinquency, truancy, drug and alcohol abuse, and unhealthy violent relations with men. This is often the emotionally chaotic and potentially abusive environment into which their children are born. 

If they do not deal with their own trauma, they can become preoccupied with the baggage of their pain and subordinate the needs of the child. The potential for child abuse and neglect exists if they do not mend the damage of the early sexual abuse. One participant was adamant that she would stop the cycle of abuse, “I am not gonna molest my child. I don't care if I don’t have sex for 30 years, it would never happen - wouldn’t. I love my son too much to see my son’s life get ruined like mine is.” Within three years of this statement, this mother had a second child and two substantiated cases of child abuse filed against her; in the first case, she was charged with physical neglect because her child was sexually molested. 

Home visitors should be well-trained to recognize the symptoms of sexual abuse and work pro70 actively to provide support for the victims and to vigorously prosecute the offenders. Speaking out about the abuse, being believed, taking action against the perpetrator and receiving treatment all help the victim recover from and end the cycle of abuse. We have several mothers who did recover and have healthy relations with their children and the men in their lives. In all of these cases, the mother had a long-term relationship with a therapist; and this relationship was often strongly encouraged by someone close to her whom she trusted. By developing a close, trusting relation with the mother, the home visitor puts herself in a position to encourage the abuse victim to access counseling.

School Completion and Adolescent Mothers: Women who do not complete high school are more likely to work at low-wage jobs, receive state assistance, experience high levels of poverty, and have children who drop out of school. Resources spent to improve the rate of school completion for mothers, especially teen moms, would pay dividends to the child. The adolescent mothers who participated in the life stories study were six times more likely to drop out of school than other students in Connecticut. Among the participants, three out of every four teen moms living in Hartford, Bridgeport and New Haven dropped out of high school, a rate more than twice the average for those urban school districts.

For the most part, the young mothers did not drop out of school because they were pregnant or had a child. Pregnancy did not alter their trajectories – those on the path to dropping out, dropped out, and those on the path to completing high school completed high school. Of those who dropped out of school, 56 percent of them dropped out before they became pregnant, and many of the others were already discouraged in school and falling behind by the time they became pregnant. Pregnancy and the demands of motherhood were often used as an excuse for exiting a failing situation, rather than being the cause of dropping out of school. Those doing well in school did not drop out – and this represents over one-third of the adolescent mothers. The different characteristics of the three trajectories – dropping out before pregnancy; dropping out after pregnancy; never dropping out – are outlined below and in table 3.

Drop Out Before: Poverty, violence (especially domestic violence and child sexual abuse), and family instability pulled students out of schools that were not prepared to pull them back in. An erosion of skills began in elementary school and culminated in debilitating frustration when they tried to transition into high school. All mothers who dropped out of school before tenth grade had skill deficits connected to cognitive disorders, language deficiency, mental illness or having simply missed too much school. They were less integrated in school, more likely to have been in juvenile detention centers and placed in special education classes, and three times more likely to abuse drugs and alcohol as those who never dropped out.

Drop Out After: The teens who dropped out after they became pregnant were some of the youngest moms in the study; thirty percent of the moms in this group were under 16 years of age when they had their first child. In this trajectory, three narratives unfolded.

· Discouraged students already disengaged from school when they became pregnant. The hassles and exhaustion of pregnancy and parenting gave them an excuse to leave school. These girls often had lives as chaotic as those in the first trajectory, and they were as detached from school, the only real difference is that they became pregnant before they had time to drop out.

· Latina migrants from a rural culture where young motherhood was normalized: They often became pregnant in eighth or ninth grade. Some of these mothers represented the very youngest participants in our study.

· Students attending schools that did not meet the mandates of Title IX legislation requiring schools to provide equal education for all female students: Schools violated Title IX requirement by not accommodating absences and tardiness that were a part of the physical conditions of pregnancy, and by not accommodating special needs including elevator passes, extra time to get between classes, on-demand access to restrooms, and desks that fit expanding bellies. After delivery, childcare was often the primary problem. If schools did not provide on-site daycare nor accommodate long absences (resulting from bed rest, childbirth, or other health issues of both mother and child), then young parents dropped out of school.

· Never Drop Out: Teen moms who never dropped out of school were more likely to have a mother who had a high school diploma or GED, to have been in regular or advanced placement high school courses, and to have lived in a household with two biological parents, fewer family problems, and a car that works. Those who stayed in school had two things working in their favor: they were doing well in school before they became pregnant, and they had institutional and familial support, in particular, reliable childcare. 

In some cases, having a child created an incentive to return to school, both so they could serve as a role model for their children but also to help them get a better job. Of the 68 mothers who dropped out, seven returned to high school (and of these, three had graduated at the time of the interview), and 18 returned to night school or enrolled in a GED program (and of these, eight received their diploma or certificate). The discouraged students and young Latinas were least likely to return to school or enroll in a GED program. Those nudged out of school because of hostile policies or missing programs were often forced to complete their schooling in night school or through GED programs that provided an inferior education and weakened their applications to post-secondary schools. The drop outs most likely to return to school were those who left their junior or senior year, and who did not have cognitive impairments, learning disabilities, or ESL deficiencies. They were also more likely to have reliable day care, accommodating institutions and supportive families. 

Teen moms who stay in school during their pregnancy are most likely to graduate, but this reflects the type of student they were before their pregnancy. After delivery of the child, childcare issues created the most problems, and schools with day-care centers were best able to keep young mothers in school. 

Identifying vulnerable moms early and working with them before delivery, home visitors can encourage moms to stay in school and help them prepare for the transition after the child is born – in particular, to have child care arranged so that they can continue with school with minimal interruption. Home visitors can also be advocates for moms, reminding them (and perhaps the school district or counselor) of Title IX mandates for equal educational opportunities for all students regardless of gender.

Vulnerabilities of “Young Young” Mothers

 “Young young” moms (those under 15 years of age) represent a very small percent of all teen moms. In 2002, less than two percent of teen moms in the United States gave birth before 15 years of age (National Vital Statistics Report, 2003). According to the Connecticut Department of Public Health, between 2000-2005, there were a total of 286 births to mothers under age 15 (which includes a decline from a high of 66 in 2000 to only 29 in 2005), representing one percent of the total teen births in Connecticut during that period. Two-thirds of the young young moms in Connecticut live in one of the four major cities (Hartford, Bridgeport, New Haven and Waterbury), with almost a quarter residing in Hartford alone. Over half of these young young moms were Hispanic (56%), a third were African American, and about a tenth (9%) were white. In sum, the youngest moms are more likely to live in urban areas and be Hispanic or African American. As such, NFN may want to target those areas and populations to help address the vulnerabilities particular to young young moms. 

Among the 108 teen moms we interviewed, 16 moms were 12 to 14 years of age when they became pregnant, and of these, seven moms were under 15 years of age when they gave birth (and one mother gave birth on her 15th birthday). Almost half of the mothers pregnant before the age of 15 were Puerto Rican (n=7). The others were biracial (n=3), white (n=2), black (n=2), Mexican, and Filipino. 

While a very small subgroup of young Latinas welcomed early pregnancy, the more common reaction for these young girls was to be “scared” and “depressed.” They did not intend the pregnancy and their parents were not happy. Vulnerabilities that all new moms face are exacerbated by the extreme youth of these young young moms and by the shame and stigma connected with the young pregnancy. They need reassurance that they can be good parents and they need help parenting. 

We identified four areas of concern for young young mothers: prenatal care, statutory rape, parent-child interaction, and parent-child tension.

· Poor Prenatal Care: Young young girls often did not receive prenatal care until the second trimester because they were unaware of, denied, or hid their pregnancy. One mother only had six weeks of prenatal care before she delivered twins. Another said her parents did not find out she was pregnant until her eighth month. When they denied or were unaware of their pregnancy, they did not change risky behaviors (e.g., smoking cigarettes, drinking alcohol or using drugs, eating poorly). NFN will not be able to recruit these mothers into the program until the pregnancy has been acknowledged and confirmed. The earlier these young mothers can be recruited into the program, the better. The lower birth weight and higher infant mortality rates associated with adolescent childbearing is directly related to poor prenatal care and unhealthy prenatal behaviors (Taborn 1990). Home visitation programs could help to address both of these issues but only after the pregnancy is acknowledged.

· Statutory Rape: For many of these very young women, their first experience with intercourse was not voluntary, nor enjoyable. They often had sex because they were expected to, because they wanted to please a man who was pressuring them, or because the sexual attention made them feel desirable. Over half (n=4) of the young young moms were victims of statutory rape, defined in Connecticut as when a person three years older has oral sex or sexual intercourse with a person between ages 13 and 16 (prior to 2007 the age difference was only two years). In some cases these “victims” of statutory rape were consensual partners with “perpetrators” who were only a few years older than the young mother. In these cases, problems can derive from the state definition of statutory rape. For example, one 13-year old mother who had been in a relationship with a 17-year old for almost a year before she became pregnant was forced by the state to name the father of the baby who was charged with the crime against the wishes of the mother. “The day I had my son was the last day I saw him. They arrested him the very next day.” Now, the paternal grandmother brings the child to the prison every week to see his father. The family support worker could help young couples by acting as an advocate for them in the courts and providing information regarding legal counsel. More problematic were the situations where the perpetrator was ten to fifteen years older than the young girl or when the young mother was cognitively impaired so as to make “consent” questionable. In those cases, the statutory rape represents sexual assault and the home visitor should encourage the mother to seek counseling and take action to prosecute the offender. In addition, the home visitor should be alert to the ways in which the nature of the conception (i.e., intended, accidental or forced), influences the bond between the mother and child.

· Parent-Child Bonds: Researchers have found that the children of young young mothers are more susceptible to behavioral and cognitive problems. Even after controlling for low income, family instability, poor schools, and disadvantaged neighborhoods, they find that young mothers interact with and provide less stimulus to the child than older moms (Chase-Lansdale and Brooks-Gunn 1991). This problem is illustrated with the case of one very young mother who became pregnant accidentally and has very little interest in the child (the father of the baby also has no interest in her or the child). The grandmother of the child enrolled the mother in the NFN program and maintains a close relationship with the home visitor. The grandmother is present at every visit, even when the mother is not. The grandmother said: “One of the hardest things right now is trying to get [the mother] to pay attention to the child. As soon as she comes home, she runs and talks on the phone. And I’m holding the baby going, ‘Here, here. Take your child. Take your child.’ But she doesn’t want it. She doesn’t want to be with him.” Young young mothers benefit greatly from NFN because the home visits encourage mothers to interact with the child. In order for this to be 73 beneficial, however, the mother must be present. Through the use of toys, books, and the ages and stages program, the home visitor models positive parenting practices. The home visitor can also remind the mother of the importance of providing stimulus for the child. For example, the mother mentioned above said that caring for her five-month old child was “easy, because all I have to do is feed him and change his diaper.” The home visitor can show her how even at a very young age, a child is responsive and that mothers should be interacting with them. Without this interaction, the young mother may not bond with the child. One young young mother who relinquished her parenting role to the grandmother, who cared for the child all day while she was in school, became despondent when her child sought comfort from the grandmother and not her. Her home visitor helped her establish an emotional bond with the child and reclaim her role as mother.

· Child-Parent Tension: Young young mothers are simultaneously children and parents. They are dependent on their parents or guardians. The 14-year old mother believes that having a child has made her an adult, and yet in the eyes of the state (and her parents or guardians) she is not – she cannot yet drive, she cannot directly receive state assistance, and she cannot set up an independent household. Her parents may treat her like a child and expect her to obey their directives. Moreover, young young moms are unique in that they can also be the victims of child abuse. The home visitation program can assist the young mom by treating her as an autonomous adult, providing her with information about parenting, and building her confidence. If the young mom is being emotionally or physically abused in the home, the home visitor can help her take action to move out of the household. 

In general, the vulnerabilities of young young moms are related to their adolescence. Adolescence – the period between childhood and adulthood – is the stage where individuals are beginning to assert an individual identity and resist parental control. Having a child complicates this independence/dependence polemic. On one hand, they are more dependent on parents because of their children’s needs so they cannot assert their independence as much, for example, by staying out late. On the other hand, as a parent, the adolescent mother has adult responsibilities. These responsibilities include caring for the physical, emotional and cognitive needs of the child. The family support worker can help by providing information and resources, modeling parenting strategies, and treating the young mother as an adult.

Conclusion

Our life stories analysis has been useful in understanding the daily challenges that home visitors face as well as the range of vulnerabilities that are characteristic of mothers in the program. NFN mothers may lack parenting skills because of births occurring before the mother matures out of adolescence. She may be a victim of child sexual abuse or cognitively impaired. She may struggle with a history of alcoholism or drug abuse, mental health problems, or may simply be marginalized by language barriers. In addition to parenting skills, vulnerable mothers often need help accessing quality day care, recovering from the damage of an abusive childhood, managing the deficiencies that accompany poor education, acquiring the confidence and skills to advocate for their children, interacting with state and court authorities, and negotiating their mother identities. We have learned from the mothers themselves that one of the most important roles the home visitor can play is to develop a strong trusting relationship with the mother. The value the mothers attribute to this relationship is immense. Through this relationship, the home visitor can help empower young mothers to advocate for their children, to seek help recovering from past and present trauma so they can end the cycle of abuse, to return to school or continue their education so they can better provide for their child, and to develop the emotional maturity necessary to be an effective and nurturing parent.
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Revisiting the Cultural Broker Model
by Marcia Hughes

Overview

The primary purpose of home visits is to address parenting issues, however, home visits actually involve much more. NFN families are often burdened by hardships that are difficult to fathom. Families, for example, who live in impoverished neighborhoods, are socially isolated, or lack adequate housing may not have the resources to provide the basics of safety and health. Many of the NFN parents are constantly faced with unemployment and underemployment, as well as social, cultural and sometimes language barriers. Some of the parents may also be experiencing problems such as mental illness, domestic violence, and substance abuse. Moreover, parents who have experienced poor nurturing themselves may have poor self-perceptions and little awareness of their needs. Therefore, a major role that home visitors play is identifying family needs and helping individual family members obtain resources and connect to community services. In order to gain a better understanding of how home visitors identify family needs and help individuals connect to community services, the Center for Social Research conducted focus groups with all ten Hartford NFN sites. The focus groups were designed to elucidate the decision making processes of the home visitors in identifying family needs, researching available community resources, and helping families to follow through. We especially wanted to learn from the front line staff about actual outcomes of referrals:

· When and how do families’ needs get addressed?
· Where are there gaps in community services or barriers to accessing services?
· Do family issues get resolved? If so, which issues?
· Does the home visitors’ support help to improve the circumstances of these families
· What role do program supervisors play in helping families cope with daily hardships?
· How do the home visitors, the paraprofessionals who foster relationships with these families and work with them in their homes, think change occurs?

Background

In 2005 Hartford was targeted as the first city in Connecticut to “go to scale” – expanding from two to ten program sites and screening all first-time mothers for home visitation services throughout the city. This was also a new period in the life of the program: in 2003 the Children’s Trust Fund (CTF) made the decision to discontinue the national model they had adopted in 1995 and became Connecticut’s Nurturing Families Network. It was a period of growth when the CTF staff, program staff, and staff from the Center for Social Research came together in several forums to discuss changes in the program model. New policies, training, and curricula emerged from these activities. Of particular relevance for this analysis, was the renewed focus and attention on the paraprofessional model, its potential advantages and pitfalls, and the central importance of the clinical supervisor role for making the paraprofessional model more effective. As a result, preparing supervisors and home visitors for the challenges of working with the NFN population and using a paraprofessional model became an explicit part of staff training. This new developmental stage and period of growth was the context under which Hartford NFN home visiting services expanded from two to ten program sites.

Hartford NFN Community Referrals

As part of an enhanced research design for the Hartford NFN sites, the number and type of community referrals made by home visitors and number of times families follow through are recorded on monthly logs. From May 2005 through the end of 2006, home visitors made over 1000 community referrals and, similarly, 911 referrals were made during the 2007 program year (refer to Table 35, p.29 of this report). For both time periods, families followed through on approximately two-thirds of these referrals. Most referrals have been for housing needs and education and employment services. It is perhaps not surprising that there are very few referrals for recreational, cultural or religious programs; given the day-to-day circumstances of many of these families, personal enrichment is often a secondary consideration. What is surprising, however, are the relatively few referrals made for mental health (32 and 38 for 2006 and 2007 respectively) and even fewer for domestic violence, and substance abuse.


Focus Group Discussions

Home visitors from each of ten sites were divided into three groups (home visitors from one program site were scheduled but did not attend); there were eight to ten participants for each group. Individual groups had a mix of home visitors from different program sites across neighborhoods with distinctly different racial and ethnic populations. Some of the home visitors worked in neighborhoods where primarily African-Americans reside and have for several generations. Other home visitors worked mainly with Hispanic families. All home visitors worked with immigrant populations. The fourth group consisted of clinical supervisors from all ten program sites. The three home visitor focus groups were in November, 2007 and the group of clinical supervisors met in December. Each of the focus groups ran for approximately one and a half hours. Participants were asked to describe the daily struggles of families and their needs, and if possible, to identify family subgroups in terms of presenting issues. We were particularly interested in learning more about the prevalence of mental health, domestic violence, and substance abuse in the context of families’ lives. As discussed in more detail below, the high prevalence of maternal depression and histories of trauma in home visiting populations and the challenges that they present for home visitation are a relatively new programmatic and research focus. There were several core topics of discussion across all four focus groups. In this analysis we focus on the following: 

· Working with families with multiple problems in communities with limited resources and institutional barriers;
· The “big three” risk factors: challenges addressing malleable risk factors;
· The cultural broker model: the relationship between the home visitor and the supervisor.
· Creating change: the relationship between the home visitor and the family, time, and turning points.

Working with families with multiple problems in communities with limited resources and institutional barriers.

Quantitative data on the social-demographic characteristics and risk profiles of families enrolled in the Hartford expansion have not differed much from NFN families statewide with the exception that Hartford families are much more likely to be nonwhite. However, vulnerable families living in Hartford reside in communities suffering from concentrated poverty, racial and ethnic segregation and social isolation (see 2006 Annual Report, Regional Inequality and Variation in Neighborhoods). As a result, these neighborhood contexts in which the NFN program is operating are often resource-deprived with limited opportunities and eroded institutional infrastructures and, therefore, have additional negative effects on living conditions for the poor and the near-poor. “Frontline workers are confronted with the day to day struggles of vulnerable families and are pulled in a multitude of directions as they and their supervisors seek some pattern of coherent service delivery…These circumstances hone their skills as home visiting generalists--they need to be prepared for anything” (Black & Markson, 2001, p. 23). Several comments from the focus groups illustrate.

“You have a mother that wants to live in a better neighborhood, and even though she’s working but she can’t afford it. The child support that she gets from the father comes in whenever and it may not ever come in. She goes to the State and they tell her that she makes too much money so they can’t help her. But she really doesn’t make too much money. She needs to pay for her shelter, food stamps, day care and whatever. She is feeling trapped. So how does she get out of this trap? When you are not used to dealing with solutions you don’t know how to deal with it. And when you’ve got people surrounding you that are giving you negativity how in the world can you work something out?” “And finally when they do get a job and they want to move out the rents are so high it’s ridiculous...They can’t afford to pay the rent and pay the cable and the phone and the light and then also childcare and everything else. It’s just like they go back to Square A.”


“Housing is like one of the biggest issues. The Section 8 lists are 2 years long. They always open up the list but…It’s a lottery. They are picking 5,000 applicants, but that’s not to say they are going to get picked. It’s really, really horrible...And what makes me even more angry is that a lot of these moms they are working, going to school, or both. And they are really trying hard. They are really good people. And they need a break. They need housing that will go according to their income.”

Issues facing immigrant groups were among the first topics initiated across all focus groups even though the facilitator did not explicitly inquire about this.

“One of my clients is an immigrant and she is really reluctant to get any sort of assistance in her name. Because I guess the government won’t let you bring relatives or friends over if you are on State assistance. So she’ll do WIC for the baby but she won’t do food stamps where it would be in her name, or Care for Kids. She won’t do anything that would be in her name because she wants to be able to have her family come to visit or stay with her.”

Focus group participants spent a significant amount of time discussing these structural barriers and describing their experiences. Many times they would try to generate ideas for each other and pass on information, suggesting different services or organizations to further explore, only to lead to more discussion about waiting lists, lack of services, and eligibility requirements. One clinical supervisor summed it up.

“I would say that 100% of my case load at some point they will or have had some kind of basic needs situation…It’s cyclic and it can go to the extremes of really the basics like not having employment and really struggling with everything and moving from that end and others who are employed, but they are just minimum salary and it still doesn’t cover the basics for them.”

Although home visitation is not going to resolve poverty-related family problems in Hartford, if it is part of an effective network of individual and family support services, it may contribute to strengthening resiliencies and abilities to increase self-efficacy. The creativity and tenaciousness of the home visitors, in their support of the families they serve, became very evident. In some cases home visitors serve as role models, in other cases they intervene themselves. It is through this process that these vulnerable mothers eventually learn how to do for themselves as described by the home visitors.

“In the beginning we do a lot of role modeling and we do a lot of things for them. ‘Okay, you need to call DSS. Let’s call DSS.’ And then you may start by making that phone call and then they start picking up, ‘Okay, this is how she spoke to the DSS worker’. Because I used to have one [NFN mother] years ago that just wanted to curse at the DSS worker all the time...And I am like ‘No, you can’t do that because then you are not going to get your benefits.’ And I would have to sit there and make the phone call for them. And then eventually it got to the point where I would say ‘Okay, now here’s the phone. It’s your turn.’ And then you start to kind of wean yourself off. Your goal is to teach them not just to hold their baby, bond with their baby, play with their baby, which we do a lot of that…but then eventually now ‘You do it. It’s your turn. And if you get stuck I am right here and then I’ll take the phone.’ Or ‘If you don’t know how to talk to your child at 3 years old about their body, let’s bring a book. Let’s do this together.’ And then you have them do it.”

“In the beginning of the program when they first come in it’s like I am giving them all these resources and I am encouraging them to do this. And ‘Okay, if that’s something you are really interested in why don’t you look into it? Why don’t you pursue it? Why don’t you do it?’ And then once they finally get the job they call me ‘I got the job!’ Or ‘I am starting school next month!’ And I am so excited for them.”

Home visitor perseverance and resourcefulness in their efforts to help the NFN families they serve were repeatedly highlighted in their stories – and the passion with which they told their stories. Additionally, rates of referrals and family follow through, as noted above, indicate that even in Hartford communities where resources are limited, home visitors are actively supplementing home visitation with other needed services. Still, as already noted, there were relatively few referrals made for mental health and even fewer (or none) were made for domestic violence and substance abuse. Given that these issues are highly correlated with poor parenting and child maltreatment, the need to enhance home visiting services in managing mental illness, intimate partner violence, and substance abuse, is well documented (Chaffin, 2004). Analyses of substantiated abuse and neglect reports among NFN participants, for example, show that co-occurring incidents of domestic violence, substance use, and mental health are prevalent in the majority of cases. Targeting “the big three” risk factors as well as parenting factors may yield better outcomes (Chaffin, 2004; Duggan, McFarlane, Fuddy, Burrell, Higman, Windham, & Sia, 2004).

The “Big Three”- Challenges addressing malleable (causal) risk factors

Evaluation research on national home visitation models found that home visitors are often ill prepared to respond to maternal depression, domestic violence, and substance abuse (Gomby, 2007). These three factors, sometimes interrelated, are even more complex, more difficult to discern, and much more difficult to address than basic needs issues. Focus group participants highlighted the challenges of addressing and discussing these issues with families. For example, they often learn about illicit drug use through another family member (e.g., the grandmother), by overhearing a discussion, or by seeing signs of it in the household. Identifying its occurrence is the first challenge, intervening is another. Domestic violence is characterized by secrecy and isolation, as noted by two home visitors during a discussion on the topic: 

“…and we can’t touch the thing. But I am always there keeping an eye, observing what’s going on and always questioning her, ‘How are you doing? How are things doing’, just to let her know that I am still there. But not where I can do anything much more than that.” “It’s like you know there is domestic violence and she will mention it to you but then you probably see her again and everything is normal again. So it’s like up and down.” “…we’ve been through so many domestic violence training and we know the protocols. You don’t leave the [phone] number for her [in case the dad finds it and asks] ‘Who brought you this about domestic violence? Who said there is domestic violence?’ And get her to the point where we put her in danger. ..”

Given their histories, at-risk, first-time mothers and the young children and families who participate in home visitation are especially vulnerable to mental illness. In particular, early life trauma has been well documented to increase the risk for depression and suicide (Ammerman, Putnam, Holleb, Novak, & Van Ginkel, 2005). Many of the NFN families, as measured by the Kempe Family Stress Checklist (Kempe), have experienced histories of abuse and neglect themselves. For Hartford NFN families who completed the Kempe in 2007, almost one-half (ninety-nine mothers out of 202), experienced severe forms of abuse or neglect as a child. Thirty-seven of these mothers experienced severe beatings; forty-three were raised by parents who were alcoholics or drug addicted; thirty-five were raised by more than two families; and thirty were removed from their home or abandoned by their parents (note that these are not mutually exclusive groups). Moreover, for many of them, social and financial circumstances at program entry indicate high levels of psychological distress and family vulnerability. For mothers who completed the Kempe in 2007, over one-half (103 out of 202), were experiencing multiple stresses. Twenty-four reported being in constant conflict with others; twenty-one were experiencing continual crisis that they felt they could not handle, and 80 of these families indicated that financial difficulties were related to much of their stress. In discussion of the big three risk factors, program staff spent most of their time talking about signs of depression among the families they were serving. As they described it, the symptoms ranged from lack of motivation and depressed mood, to observable behaviors. 

“I have a particular young lady that there’s always been a question… because she is not motivated. But things continue to happen and she just doesn’t seem to move forward. So there is always that question whether she has mental health and she is young. I mean she comes from a very complex home, but there is very little I can do when she doesn’t follow through with any of the basic needs. I mean to even see beyond that.”

“I know a lot of my clients they haven’t been diagnosed but they are depressed...You know? And it’s like ‘Well, have you ever seen a doctor about it?’ No. They don’t even I don’t think actually understand that they are depressed with everything they are doing...It’s normal, I always tell them because you’ve been doing this your whole life it becomes normal...But they are just dealing with it...They know what they are feeling. They know what they are struggling with...But they have no idea that it’s called something and that something can be done about it…”

“Well, the signs are lack of interest in things. Because when I first met her she was pregnant, but she was involved in so many different programs. But now she doesn’t do much. She goes to school at [school], but she rarely goes even though she lives like in [neighborhood]. She just doesn’t do it. She doesn’t get out much. What I first brought out was like a checklist, like I did it in like a conversation manner to ask her how things were going or did she notice that she had a change in appetite or she was doing things differently. And she did. So I didn’t want to like push the subject every single home visit because then she would stop opening the door.”

The clinical issues that the parents present, as highlighted in these stories, are clearly a challenge for home visitation programs. It is widely recognized that depression in particular, undermines the positive impacts of home visitation (Leventhol, 2005; Stevens, Ammerman, Putnam, & Van Ginkel, 2002). The very risk factors most highly correlated to child maltreatment also impede the efforts of the home visitor. This became clear during focus group discussions with both home visitors and clinical supervisors. It is not that these mothers refuse home visitation services altogether. In fact, quite the contrary, not only are these home visitors able to engage these mothers, but for some mothers, the home visitor is the only one she will trust.

“It’s tough. I mean I’ve been here for 12 years and it got to the point where I even went and became a sexual abuse advocate counselor because I felt that my hands were tied many times when moms would disclose sexual abuse. They don’t want the help and they keep saying, ‘No, I’ll talk to you. I’ll talk to you.’ And I am like ‘But what can I offer them’, besides letting them vent about it? And I took this training because of that.”

Examples of mothers refusing to get the help they needed and even refusing to talk with anyone but the home visitor were presented in every group. Barriers to obtaining treatment were also discussed, all of which are identified in the research literature (Lennon., Blome, & English 2001). Each of these issues are described below in the words of the program staff:

· Many families and even professional staff misattribute symptoms to other stressors.
“Because of the history she has shared she may have said to you…you ask her ‘Have you ever been evaluated? Have you ever been diagnosed?’ ‘Well, no, but these are the things that I’ve been through and I’ve been exhibiting these behaviors or these symptoms for a long time’ and no one has bothered to connect them somewhere to even get a psychological evaluation.”

· Families often view depression as a stigma.
“Well, we see it but it’s like to get the families to go and that is the issue. Like we could talk about it ‘Maybe you can talk to somebody. Have a counselor’ and right away the wall goes up...And it’s just like ‘I am not crazy.’...‘I am not crazy.’ And you have to back off because if you keep on they are going to close the door and be like ‘I am talking to you. You think I am crazy.’”


· Often there is a lack of available services.
“It’s hard when it comes to mental health [treatment], because even if you are a U.S. citizen it’s difficult for us to get mental health [treatment]. So imagine for an immigrant mom. Because we have had in our case load clients that have needed mental health. We go crazy trying to get them in somewhere and we can’t. Either the waiting list is long. It’s years to come or they don’t have insurance. You know?” “It’s overwhelming for the moms...And everywhere that we called there was a waiting list or there was a huge process that she had to go through. So I connected her with one agency finally and she had to go through a whole bunch of phone calls, giving a whole bunch of information over the phone. Then she had to go through an orientation process in order to even be put on the waiting list to be seen by someone. By the time all this was occurring she eventually said ‘I don’t want the services anymore.’”

· Mothers don’t always adhere to treatment.
“You see it every day… they are so beat down. They need something to build up their inner self and I don’t know…And she’s been on all different types of medications for depression...She goes to counseling and then she stops and she goes again.” 

In addition, one of the clinical supervisors discussed the cyclic nature of mental illness and how it impacts on progress.

“Because in those cases [mental health and like domestic violence and drug abuse] you may see the families get in a job and finding child care and things seem to be getting better and better and then they go down again. So it’s a lot of ups and downs and a lot of cycles... Things are really, really good and they start somehow stabilizing their situation and balancing things and then it gets really bad again. Like a crisis happens and it’s almost like…in my work with the home visitors I’ve tried to help them understand not only the cycles but what has been done is not lost, especially with mental health issues and all those things that, yeah, somebody may have another crisis and they may need to go back to the hospital or they may need medication again. But what they have already done…they have already learned that they can have a job, that they were able to do this and that for the baby, for their situation. So even though if they lose it all again they have learned that they did it once at least, so it’s not all lost.”

The experiences and perspective of this clinical supervisor are important for several reasons. First, even though progress is hindered, she highlights possibilities for growth. More important, without minimizing the complexity of the situation, she helps the home visitors to see this as well.

The cultural broker model: the relationship between the home visitor and the supervisor.

Former research conducted by CSR has similarly noted the institutional and systems barriers that were highlighted in this analysis as well as the complexity of family issues and multiple problems that home visitors confront on a daily basis. Prior process evaluation explored the fundamental questions of whether professional knowledge and practice can meaningfully improve the lives of families (Black & Markson, 2001; Black & Steir, 1997; Black, Erdmans, & Dickinson, 2004; Diehl, 2001). The prior analysis (1998-2000) was used to articulate and refine the paraprofessional model: It is the home visitors that have to bridge the knowledge, practices, and philosophies of the professional culture with the needs, concerns, and desires of a population that struggles with a range of issues and problems. They “broker” meaningful communication and interaction between these two distinct cultural worlds. Black and Markson noted that the paraprofesionals often identified strongly with the families. The home visitor’s success often depends on personal and cultural experience with the population she is serving. Interestingly, a home visitor explained this with almost perfect clarity in one of the focus groups: 

“…like I came from where a lot of these girls came from. Life was hard for me growing up. And I don’t get personal with them but I let them know ‘I’ve been there.’ [Another HV: Exactly.]...I grew up in [neighborhood]. And that matters because it’s like they got something physical to look at…Because then you are real to them. You are a real person... And like you said [refers to another home visitor], I don’t get too personal with them, but sometimes…and I am not going to lie…with this particular mom sometimes I have to get down and dirty with her...I really, really do. Because it’s like if I don’t she won’t get it. [Another HV: Exactly.] ...She won’t understand. And I need to come off my professional pedestal, so to speak, and come down a couple of notches on her level and be like ‘Look.’ Get with the slang terms and everything for her to understand, where normally I don’t talk like that. I used to, but I am here now and it’s like just to show her ‘You can do it.’ Not to gloat to her. I don’t gloat to her, but I am like ‘Look. I been there. I was a young single mom, too. I had my first child at 20.’... So sometimes I have to get down and dirty with her. And she respects me...It works. It really does.

In Black and Markson’s, there were two important patterns to this identification.

· In one pattern, professionalism is embraced by the home visitors as essential to establishing the appropriate boundaries between the home visitor and family and facilitating a productive relationship. In this pattern, the home visitors rely on clinical supervision in cultivating their own social capital as community advocates and in maintaining the professional objectivity needed for appropriately assessing different situations.
· In the other pattern, home visitors reject professionalism as a viable role, “protect” or shield the families from the supervisor, do not seek assistance in addressing families’ problems, and ultimately, they themselves feel marginalized and are less able to achieve program goals. Which pattern the home visitor adopts is not just a function of her skills and experience but also a function of the relationship she has with the clinical supervisor. In order for the home visitor to “buy into” the professional model, she has to believe that the clinical supervisor, as representative of the professional culture, is committed to improving the lives of the families. This happens when the clinical supervisor is willing to learn from the home visitors’ experience and knowledge of the families and communities. In this way, the supervisor becomes more effective in her role as well. Thus, the role of the clinical supervisor—to listen, ask questions, and provide feedback and guidance, was also articulated and included as a central component of the paraprofessional model. In the current research, it was the first pattern of embracing professionalism that was repeatedly stated. The comments in the following quote were echoed by home visitors in all three focus groups.

“With all the problems that [NFN families] have sometimes you don’t know whether you are coming or going. So you need someone that has their head on their shoulder and……says, ‘Why don’t we try this?’ But first of all [clinical supervisors] have to analyze all those files. [Clinical supervisors] have to be very involved with the case. Like she said. [referring to another home visitor], they have to be involved. [Clinical supervisors] have to know the family and they have to listen to what you say. Because [we] see them every week. So it’s a person that’s really involved and really caring...Caring. That’s the key word. They have to be caring...And understanding, too. [Clinical supervisors] understand where the families are coming from. Not trying to put them where [they] think they should be,...

It appears that the earlier attention and focus on the paraprofessional model and the period of growth under which Hartford NFN expanded “shifted” the cultural broker model in a positive direction towards that of embracing professionalism. The participants of the focus groups clearly understood the pivotal role of the supervisor. Moreover, home visitors in every focus group enthusiastically discussed how they turn to their supervisor for help in analyzing family problems and establishing personal and professional boundaries, as described in the following examples.

“Yeah. That’s where your Supervisor comes in, either comes in to do a visit to see it for themselves besides what you are telling them. Or by you telling them what’s been going on to develop that plan, how can we be creative? How can we address the curriculum in a different way? How can we get the baby out of the parents’ room? I’ve tried everything and I don’t know what else to do and then my Supervisor has come in and says ‘Well, try presenting it this way.’ “

“And we bring cases, especially when we are like against the wall... sometimes we have to back up and hear someone else see what we are not seeing maybe and make suggestions. And those suggestions are put on the table and if we feel, ‘You know what? Maybe that’s true. I should approach it this way.’ So case conferences as well as your Supervisor is the best way to look 82 at a case.”

“The Supervisor is crucial for our work. Sometimes I feel really overwhelmed and drained and I sit with her and she can be very positive and help us a lot with our clients. [others agree]…And we do supervision every week. [laughs]…Oh, yeah. Because sometimes she has to tell us, ‘Okay, don’t take it personal’ about certain things...And then I start taking it personal just a little bit. And she is like ‘Don’t take it personal. It’s okay. Let’s think about how we can work around it, how we can make it better.’ Yeah, supervision is crucial”

“Even joint supervision is crucial because we all sit together and we talk about our cases. We pick a case that we want to talk about, whether it’s positive or negative, and we kind of bounce ideas off of each other. Give each other advice or ‘Did you try this? Did you call here?’ So it’s really, really good.” “Well, we use each other a lot. [laughs] But then our Supervisor…we may not have formal supervision all the time but we always keep her informed and we are in her office a lot, too, to try to get ideas or ask questions or whatever…It’s each other. Sometimes that’s all you need is to vent…Yeah, we have a lot of informal supervision. We go burst into supervisor’s cubicle. I sit up on her table. I don’t even sit in the chair. I just plop up on the counter and I am like ‘Help!’ [laughter]”

Creating change: the relationship between the home visitor, time, and turning points.

During these group discussions, it seemed that the importance of the supervisory role could not be overstated by the home visitors. Similarly, as gleaned from their many stories and comments, the power of the home visitors’ experiences and knowledge of these vulnerable families and communities can also not be overstated. When asked if their efforts made a difference, that is, Do you see change occur among these families?, it was surprising, given the stories they had shared, to hear them all immediately respond almost in unison:

· Yeah.
· Yeah.
· It’s with time.
· Consistency.
· Encouragement.
· Encouragement, yeah.
· Definitely recognizing the efforts that [families] are putting in…
· Persistence…because they don’t always get that from like their mother or whoever, their spouse or whoever.
· Sometimes with the moms that we just have to remind them ‘Remember this was your goal?’ and as soon as they are done with that goal praise them on it. And that’s what gets them there.
· Yeah.
· Yeah.

The relationship between the home visitor and the family. As noted, the emphasis of the paraprofessional model is on making connections with families; therefore, home visitors are hired based on their ability to identify and empathize with families’ struggles and on facilitating a mentoring relationship with these families. The difficulties doing this with a marginalized, high-risk population were duly noted.

“They’ve been to a lot of programs, whether they are young or not. They’ve been through some other program or some other system and when they’ve failed they are looking at you ‘What are you going to do? Are you going to stay for a while and leave?’ And the consistency and we continue being there, even when they don’t want us there sometimes, they are very courteous about having us there…And you are like competing with the TV or the radio or this or that and you are like ‘Okay, what I am doing here that she wants me here?’ [laughter] And then eventually it clicks.”

“Like I said I gave them the utmost respect and just really gave them the chance to open up to me. No pressure. I knew eventually it would break. After a while it broke and they opened up to me. But I mean we’ve got to put ourselves in these family’s shoes. They don’t know us. They don’t know who we are coming into their home. It takes time to trust a stranger…to trust anybody, let alone a stranger. I really think it’s how you interact and deal with that family when you are faced with that...I think that’s like a major thing to get on the floor and really involve yourselves in the activities. It just takes time and patience...Yeah, I knew it would happen. I just knew it would happen.” [laughs]

“Because they pick up on your sincerity and your genuineness…if that’s a word. They pick up on your cues and once they know you are not there to judge them…And I think it’s just like connecting all the members in that household. If you have a grandmother that’s feeling you out and not……and not trusting you or whatever you have to make an effort to really engage everybody in that home…”.

“It’s been a little while. And it’s little…Little steps…baby steps. Little steps and praising the positive and ignoring and overlooking a lot of the setbacks, overlooking the negatives...The overlooking a lot but you have to praise every little thing…And no matter how they are when I go there…sometimes they are angry at each other, yelling at each other and not very receptive…I sit there and listen. And then when she’s ready I will…but she knows…I said ‘Do you think it’s not a good time for me? Maybe I can reschedule because I don’t want to give you more stress.’ Once they know that, ‘Yeah, I don’t want to cause you more stress. I am here to support you. Not to cause you more stress.’ So then they welcome you back because you are not judgmental. You are just there. They know you are supportive.”

Time being consistent, genuine, and non-judgmental were repeated themes. And in order to get these messages across, it takes time. It is not unusual for family progress to go up and down for a year before it stabilizes, as noted by one of the clinical supervisors:

“…it takes almost the first year for that family and the [home visitor] to negotiate what is this relationship about. There is a lot of back and forth…, ‘I am not going to provide you with everything. What is my role here? What are really the resources out there. What is my role connecting to the resources?’ And that first year is so difficult and intense and also the needs of the family. And then after that period then comes the stabilization...”

And still, it often takes a very long time for families to have the trust and hope essential to make improvements: 

“...at the beginning you can make really many referrals but they are not going to go because, first of all, they are not used to that kind of thing. And then, second of all, they don’t know us that well to find out if it’s the right thing for me. I mean ‘Who is she to come and tell me that’? So once you are there…because I am finding out, I’ve been there 2 ½ years…I am finding that now they will do as I refer because they already know me. They know that I’ve never led them wrong. So now they trust you. And I have one that’s going to anger management. Before if I had mentioned that she would have hit the roof.” [laughter]

The Turning Points Over time, these seemingly intangible interventions: consistent support, genuineness and acceptance, eventually lead to “turning points,” as noted by one home visitor:

“There are different turning points. There is a turning point, I believe, that when that mom sees ‘Oh, she’s okay. She is really here to help me. She is not here to judge me’ and they start to open up and they start to disclose all of these things that have happened in their history or what’s going on in the home.”

When observable change does occur, it seems to almost take the home visitors by surprise.

“I had a case and I don’t know I think I was almost ready to give up. I swear I was not getting through to this family. And then one day I get a call. The mother and the father got a job and they were just thanking me so much. They were like ‘I know you didn’t think it was sinking in. But I’ve been determined and I got a job.’ [laughter]…forget about the year of frustration, that makes the difference. It built my morale up. So it’s just…sometimes you don’t think you are getting through but you are. You know? They may not say ‘Oh, I got that’, but they are getting it...They are listening to us...They know that…they’ve told me, ‘I owe it all to your program. You guys are the only ones that stick with me.’... And that’s good. It works. And it sinks in. It takes time.”

Clinical supervisors had similar perspectives but clearly were speaking from more distance:

“You almost see them changing physically. Like they are maybe depressed and not taking care of themselves. I know that they also just had a baby so they are probably tired and whatever, but after they start working and they go back to school and probably they find an apartment you just see them glowing. Like you don’t need to ask them if they are finding a house. It’s like ‘You are doing good. I know that you are doing good.’”

“It’s very interesting because then you have to study the relationship, you have to know what each other is about and then [mothers] go to school and they get a job and they keep going and [home visitors] lose them. [laughs, [many talking at once]. [Mothers] don’t have time. They are like really busy….[Another clinical supervisor responds:] I mean it’s literally sad at the same time because they are…you see them growing and doing something for themselves and for the kid, too.”

Conclusion

Analyses of these focus groups reveal the difficulty of addressing the multiple problems the NFN families deal with on a day-to-day basis, in particular “the big three” risk factors. However, the cultural broker model provides the mechanism for doing it artfully and effectively. It comes down to relationships, identifying problems with support and supervision, finding effective strategies and services, and time. Moreover, the experiences and knowledge base the home visitors have of these vulnerable families and the communities they live in are a powerful resource for informing practice and policy. The cultural broker model should be revisited and further refined to address the very issues that often challenge home visitation practice.
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