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EVALUATION TEAM

The CfC FP Collaboration Evaluation Project builds on the partnership between three Project
Sponsors and Flinders University College of Nursing and Health Sciences (Dr Yvonne Parry).
Over the past five years Dr Yvonne Parry has provided evaluation services for CfC FP providers
in order to meet the evidence-based requirements for the CfC FP programs. The overarching
question of previous projects had a focus on ‘The use of Communities for Children programs to
improve the social determinants of health’. While initially focused on single programs within the
service system funded by CfC, this project will focus on the system level impacts of the CfC
programs and the FP providers.
Dr Parry has previously evaluated the key features of the CfC strategy through collaborative
community partnerships and by researching the CfC activities provided to parents to improve
outcomes for their children (28-30). These included programs such as home visiting, early
learning and literacy programs, early development of social and communication skills, parenting
and family support programs, and child nutrition (20, 31, 32) as provided by FPs as brokers for
community-based services (4).
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ABBREVIATIONS AND DEFINITIONS
Abbreviations
AEDC – Australian Early Development Census
CfC – Communities for Children
CP – Community Partner
DSS – Department of Social Services
FP – Facilitating Partner
KPI – Key Performance Indicator
NGO – Non-government organisation
SDH – Social determinants of health

Definitions
AEDC outcomes: the five measures that outline domains of vulnerability for Australian children
in the Australian Early Development Census (AEDC). The five domains are: physical health and
wellbeing; social competency; emotional maturity; language and cognitive skills (school based);
and, communication skills and general knowledge.
Children: 0–12 years: the key objective of the CfC program is to improve the health and
wellbeing of families and the development of young children, from before birth through to age 12
years; 0–12 years is the age group commonly serviced by the CfC sector.
Communities for Children Facilitating Partners Program: Is a program provided by the
Australian Government, Department of Social Services to build on the strengths of the local
communities to support the health and well-being of children. The Communities for Children
Facilitating Partners (CfC FPs) supports children and families in 52 disadvantaged communities
across Australia.
CfC FPs take an early intervention approach that supports families to improve the way they relate
to each other; improve parenting skills; and to ensure the health and wellbeing of children.
Community Partner: an organisation funded by the Facilitating Partner working within the
objectives, Operational Guidelines and Grant Agreement as specified by the Australian
Government service agreement.
Developmental delay: the condition of a child being less developed mentally or physically than
is normal for its age. The condition represents a significant delay in the process of development
rather than a slight or momentary lagging in developmental progression.
Disadvantage: a term referring to persons or an area in unfavourable circumstances, especially
with regard to financial or social opportunities. Those often lacking in the basic resources or
conditions, such as access to standard housing, health and educational facilities and civil rights.
Facilitating Partner: Facilitating Partners receiving 7% of the funding and local evaluation
receiving 3%. The remaining 30% was for community resource funding (development,
implementation, project management and community development). Thus the FP acts as a broker
in engaging the community in the delivery of children’s and parents’ programs aimed at enhancing
community outcomes (1). Facilitating Partners also acted as intermediaries between the
government (FaHCSIA) and service providers, and helped numerous service providers to address
reporting requirements, clarify funding arrangements and negotiate service delivery.
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Underserviced: a term referring to population groups ‘receiving an inadequate or
disproportionately low level of services, especially from the state’.
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INTRODUCTION

There is an acknowledgment globally that despite decades of growth some families and
communities are being ‘left behind’. These communities and families incur higher levels of
deprivation and are often structurally excluded from the benefits of economic growth. There is
growing evidence nationally and internationally that to provide sustained and improved long-term
change for communities and families there is a need for governments and policy makers to directly
engage with communities. To achieve this in a positive and effective manner it is necessary to
proactively involve communities, key stakeholders and families. This requires a fundamental
redesign in how governments interact with communities to promote the drivers of community
change. In this instance the role of government is to facilitate the drivers of bottom up inclusive
community-based programs. This requires deliberate, targeted policies and initiatives that directly
engage with communities promoting community led processes, strategies and the delivery of
services to address the complex needs of fathers, mothers, children and communities. The
Communities for Children (CfC) program is a federal government initiative aimed at supporting
communities and families with the FP. As part of the CfC program roles within the levels of service
delivery have been established. One such role is that of the Facilitating Partners (FP) who work
with community partners.
The Facilitating Partners (FPs) have a distinct role in the Communities for Children (CfC) program.
The FP role entails creating, supporting community development and funding linkages to provide
community-focused and evidence-informed intensive supports of children and their families at the
earliest juncture. The CfC program provides engagement with traditionally ‘difficult to reach’
families and circumstances, such as Aboriginal and Torres Strait Islander people, refugees and
migrants, and families with at-risk children. The successful execution of the FP mandate requires
exploration and research. This independent, robust, mixed methods research project provides the
foundational tools, methods and strategies to complete the first state-wide, comprehensive
evaluation of the FP collaboration with an analysis of consumer and Community Partner (CP)
needs.
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A brief overview
The research project used three distinct questionnaires, focus groups and interviews across the
state to determine the depth and success of the role f the FP. Each component measured a
separate aspect of the FP role and the extent of the FP roles’ success.
The effectiveness of community-based program and the extent to which the service providers
work effectively together and with the community needs to be evaluated. This report presents the
findings from focus groups across 6 FP networks provided by all five FP organisations. A total of
223 participants completed surveys and 109 people participated in the qualitative data collection
sessions. The aims of the research project were to:
• explore the effectiveness of the collaborations of the FP within a service area and (using a
mixed methodology approach) determine the facilitators and barriers for successful (or
otherwise) collaborations (Components 1 & 2)
• work with external stakeholders to consider the impact of changes, including the evidencebased requirement on children and families, organisations, the community and service
system (Component 3).
This was addressed by collaboratively developing the tools required to capture the changes in
the FP role as a result of changes to services provided by the FP as part of the CfC programs.
The results are captured in the following summary of the findings.

Our main findings
This report presents the key findings of an evaluation following the introduction of the FP process
engagement changes in 2015. Dr Yvonne Parry and her team were engaged by six FPs to review
a number of reforms that they believed had changed their interactions with their CfC service
providers. Dr Parry’s team engaged directly with 109 stakeholders including FPs, CPs, local CfC
FP committee members and other local service providers through face-to-face interviews,
telephone interviews, focus groups and site visits. Additionally, over 223 survey responses have
informed the report findings.
The CfC FPs’ relationship with the CPs on the whole reflected a functional, collegial and respectful
process, acutely focused on improving the lives of some of Australia’s most underserved,
disadvantaged and at-risk children.
The main findings include:
• the recognition that the FP-CP relationship had: increased the provision of the delivery of
evidence-based programs; improved access to more high quality programs for the CP
community; supported the engagement of marginalised and disadvantaged clients;
increased knowledge of the delivery of evidence-based programs; provided an appropriate
selection of programs for communities; provided better programs for the target population
in the CfC region; and increased the skills of CPs in the delivery of evidence-based
programs.
• that, conversely, any reduction of support of the CP from the FP reduced the presence of
the CP in local collaborations. This result indicates that when the FP reduces its support for
collaborative initiatives then the involvement of the CfC programs in the service delivery by
CPs in local collaborations is also significantly reduced.
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• a significant major finding identifying the appropriateness of programs to the target
population and region; the more appropriate the programs were to the region significantly
and positively improved the quality of the activities in the region.
• that additionally, the FP and CP relationship was imperative to the engagement with
marginalised and disadvantaged clients and the strength and positivity of the relationship
directly impacted on the improvement in providing quality activities in the regions studied.
This exemplary result meets the key performance indicators for the FP and CfC community
partnership and service delivery Operational Guidelines.
• that the significance of the quantitative findings regarding the relationships between the FP,
CP, and the community was robustly confirmed by the qualitative responses from the focus
groups and individual interviews.
• that the quantitative survey statements provided to the participants overwhelmingly
illustrated that when the FP and CP agreed on how they would work together, the services
provided and the procedures for identifying children at risk, then the outcomes for the FPCP relationship benefited all, including the children, families and communities that are most
at risk. Additionally, this research found overwhelmingly that the FPs and CPs had a shared
commitment to the communities and the population they all served.
Overall, the changes that had occurred throughout the CfC initiative had been positive, especially
since the FPs had provided the lead on program delivery and aspects of community capacity
building. The caveat on this is that the program delivery met the needs of the community and
were provided in a manner that specifically met community needs rather than dose related
programs which were often poorly attended and failed to provide the longer-term support required
by underserviced and disadvantaged children and their families.
Importantly, some of the suggested evidence-based program are of short duration and do not
meet the needs of the community of families dealing with complex situations and life
circumstances. As captured by the following quotation:
We know from the evidence, however, if we’re actually trying to instil a support long-term
change, 8-week parenting courses aren’t going to crack it. So, it’s actually counter-intuitive
the way that that policy change has worked. The need for evidence-based needs to be
balanced with the needs of the community. It is about modifying the programs or melding
particular aspects of programs to meet our families’ needs. We have also been very
innovative in our programs and need to delver them over a longer time.
The FP and CP work together to balance the needs of the families and the requirements of the
CfC initiative. As the short-term nature of some parenting courses does not necessarily reflect
best practice for instilling long-term change in families or in the community.

Component 1
Component 1 set out to identify the facilitators and barriers that contribute to successful (or
otherwise) collaborations between the FPs role and CPs using a questionnaire.

Method 1
Online surveys were provided to all FPs, and CPs stakeholders:
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• Questionnaire 1: Work role, type and purpose, of collaborations between the FPs, and CPs,
and selected stakeholders within the CfC programs.

Summary of findings 1
The findings of Component 1 provide evidence that the role of FPs enhances the collaborations
with other non-government organisations (NGOs), not-for-profit, local government and health
services, who are engaged as CPs. This is identified/measured in the questionnaire to be
occurring through:
• Effective place-based practice
 Community connectedness (increased involvement in community-based events and
activities, high involvement in inter-agency meetings, including community ideas and
voice-into-planning, which was seen as most helpful)
 Working together towards shared outcomes (involvement in ensuring
strategic/population plans reflect common goals and joint planning – these are seen as
mutually highly helpful community and service consultations, coordinating planning for
mutually reinforcing activities; these include participating in development of the CfC
Activity Work Plan, strategic plan, gap analysis, activity development for service
provision and planning for membership of committees)
 Working in partnership (CfC has increased both the number of other partnerships in
communities and awareness of the full range of services for children and their families in
local communities; there was limited involvement in co-location, although this was seen
as reasonably helpful; there are increased referral pathways due to increased
relationships)
 Reduced ‘turfism’ or territoriality (collaborations appear strongest in relation to
respect for families, common philosophy, willingness, and leadership; there was also
evidence of a common goal among agencies to secure funding)
 Increasing knowledge (increased information exchange was seen as most helpful)
 Shared learning and training (inter-agency staff training was reported to be very
helpful)
 Positive evidence-based practice requirements.
In conclusion, the findings from Component 1 addressing the research aim of exploring the
effectiveness of the collaborations of the FPs within a service area found that the FP-CP
collaborations and relationships were overall successful, and positively supported the need for
the CfC programs to continue to effectively address the developmental early interventions
required by at-risk children within a holistic, strength-based, and trauma informed practice.

Component 2
Component 2 set out to develop better understanding of the CfC FP role within collaborations and
coordination of services using a questionnaire.

Method 2
Evaluation of collaborations and networks with no FP or direct funding attached. The
networks/services/CPs were invited to participate and received no benefit from participating in the
research project.
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Summary of findings 2
The results suggest that collaboration participants are most involved in the processes and
functions they consider to be most helpful. These are:
• Effective place-based practice
 Community connectedness (collaborations have had an impact on increasing
community connectedness; community-based events and activities frequently occurred
and were seen as helpful; over half of respondents were involved in joint promotional
campaigns)
 Working together towards shared outcomes (collaborations have had an impact on
working towards shared outcomes; as information sharing decreases then the ability of
the CPs and the FPs in accomplishing any form of collective impact is impaired; thus,
achieving collective impact relies on high levels of information sharing, which is
enhanced by the FP-CP relationship)
 Working in partnership (the existence of a collaboration with FP increased or
formalised the number of other partnerships members had in their communities; from
those respondents with knowledge about the existence of other partnerships prior to the
formation of the CfC collaboration, it appears that around a quarter (28%) of partnerships
previously existed, while 44% of respondents indicate that these partnerships somewhat
existed and 11% of respondents suggest that these partnerships did not exist; just over
half were involved in referring clients between agencies and joint service delivery; most
respondents rated the progress as collaborate (35%) or cooperate (27%); strong working
relationships were reported by 34% of respondents, and 66% report developing working
relationships; there is a moderate, highly significant correlation indicating that information
sharing occurs in conjunction with specific projects, signifying that a productive
relationship between the FPs and the CPs can be achieved under specific
circumstances)
o Reduced territoriality or ‘turfism’ (had a minimal impact. Collaborations were
strong and included: respect for families, common philosophy, willingness to work
collaboratively, and leadership; there was evidence of common goals amongst
agencies in the FP CP partnerships)
o Increasing knowledge (collaborations have had an impact on increasing
understanding and knowledge, and information exchange between the FPs, CfC and
CPs was engaged in frequently)
o Shared learning and training (overall, there was a low level of involvement of
collaborations reported for professional development processes and functions)
o Positive evidence-based practice (enhanced the repositions between the FPs, CfC
and CPs).
In conclusion, the FP role had enhanced the relationship between the FP functioning and the CPs
delivering the services to families in need. This demonstrates an overall improved delivery of
services to children and families across the sector state-wide. Improvements to service delivery
are still achievable with increased joint activities and information sharing. Services could be
further improved by increased funding to ensure the relationships and partnerships are
maintained and expanded, but this is both time consuming and human resource intensive.
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Component 3
Component 3 set out to increase the FPs’ understandings of the changes to the Operational
Guidelines at a local level and research the targeted relationship-based programs that are
delivered to children at risk against a social determinants of health (SDH) framework.

Method 3
Surveys, interviews and focus groups with Service Partners, CPs and members of collaborations
in CfC-FP sites were conducted by the independent research team:
• an online survey completed by members of CfC committees, CPs (current and past), and
Partners of CfC (not a CP) for North West Adelaide and Murraylands FPs
• focus groups, interview transcripts, and email responses.

Summary of findings 3
Component 3 used the information highlighted from Components 1 and 2 above as consistent
themes throughout the research findings. A 5- or 7-point Likert psychometric scale was used.
Some questions such as ‘turfism’ contained 10 components and the mean (M) outcome is
therefore higher. The surveys, interviews and focus groups supported the heading and themes
outlined above.
• Effective place-based practice
 Community connectedness (the FP role was considered to be important in terms of
consulting the local community (M=5.93), funding for collaboration (M=5.93), responding
to local needs (M=5.64), leading collective impact initiatives (M =5.33), and coordination
of local services (M=5.0))
 Working together towards shared outcomes
 Working in partnership (this result supports the strong, positive correlations described
above that also outline the interactions between the role of the FP in supporting the
Community Partner, in this instance to engage with marginalised and disadvantaged
clients, and its impact on the improvement in providing quality activities in the region)
 Reduced territoriality or ‘turfism’ (the funding of local services is seen as FPs’ main
role (M=7.29). This is a positive outcome that has reduced competition by providing direct
funds for service delivery.
 Increasing knowledge
 Shared learning and training
 Positive evidence-based practice (5-point Likert scale)
o It appears that the requirement to allocate 50% of service delivery funding to
evidence-based programs has had limited effect; the greatest impact appears to be
on respondents’ activities (M=3.0), the number of activities clients can access
(M=3.0), better programs for target populations (M=2.93), reduced CfC presence in
local collaborations (M=2.92), and the quality of activities (M=2.85). The funding
requirement had minimal negative impact on outcomes (M=2.23), selection of
programs (M=2.69), FP support (2.71), flexibility of crisis response (M=2.75) or
engagement with marginalised clients (M=2.77)
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o The funding model changes have had a significant negative effect on CPs in terms of
their administrative burden (M=4.33).

Conclusions
The funding model changes require organisations to change and expand their administrative
practices to comply with the new funding requirements. The cost has not the reciprocity required
for the effort involved and this may potentially impact negatively on the future delivery of
worthwhile and effective program delivery and support of FP-CP collaboration through decreased
knowledge transfer in key areas, such as early education interventions, attachment parenting
programs, service connection and relationship building.
As the FP facilitated and assisted the CP to increase staff skills in relation to the delivery of
evidence-based programs, the CfC Community Partner gained an increased knowledge in the
delivery of evidence-based programs. This positive and very strong correlation indicates that skill
levels and delivery of evidence-based programs is an important role in the FP-CP community
partnership.
This could indicate that the FP’s close understanding of the target population and the knowledge
of the importance of evidence-based program are strongly related, consequently providing the
best programs to the most vulnerable populations. There is a significant, strong relationship
between the provision of high-quality programs with the FP’s understanding of the needs of the
target group in the CP region the FP was supporting. The more appropriate programs had
significantly improved the quality of the activities in those regions.
The more the FP aided the CP to increase skills in delivering evidence-based programs then the
more likely the FP would be to assist in providing better programs for the target population. Better
programs would in this instance be defined as the CfC programs that best met the target
population’s needs.

Overall
The data collection, evaluation and reporting commitments within the CfC service delivery
requirements were a key area of support and assistance from the FPs. The qualitative and
quantitative results indicate that across all components the FPs assisted the CPs in numerous
ways, such as, interpreting and meeting the needs of the funders regarding responsibility for data
collection, evaluation of data and reporting of program effectiveness. This support provided by
the FPs was highly valued by the CPs and the communities. The FP facilitated and assisted the
CP to increase staff skills in relation to the delivery of evidence-based programs, then the CP
gained an increased knowledge of the delivery of evidence-based programs. The very strong
positive correlation indicates that skill levels and delivery of evidence-based programs are
important roles in the CfC program, FP and CP.
Another key role for the FP was interpreting government policy. The FP provided a much-needed
link between the government policy directives and the ‘on-ground’ service providers. This
productive process increases efficiency through the effective dissemination of knowledge and
information which would be time consuming, costly and inefficient for small community-based
service providers.
Overall, the FPs have reduced ‘turfism’, which could be attributed to the promotion of ‘common
goals’ in securing funding and involvement in planning for CPs, to promote a higher level of
collaboration. This may also be assisted by FP encouragement and engagement with other
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aspects of collaboration and shared process/function between the CPs and communities. This
adds weight to the value of the role of the FP and relationships within CfC government initiative.
The importance of ‘helpfulness’ had an outstandingly high correlation, mediating and improving
the scores for ‘levels of involvement’ in collaboration processes and functioning between the FP
and CP. The addition of ‘helpfulness’ confirms the importance of the role of the FP in working with
the CP. This view that FPs are ‘helpful’ could be influenced by factors such as co-location (which
may not be possible in rural and remote areas), inter-agency meetings, knowledge transfer (e.g.
program and policy), and practical support (e.g. data collection). Obviously, the FP plays a pivotal
role in the delivery of services in the CfC sector.
The recommendations below form a summative set of suggestions for the improvement of the
FP-CP relationships:
• Overall, the FP provide positive enhancements to the FP-CP relationship. It was noted that
collaborative training sessions would enhance the relationship and the knowledge of CP
service providers.
• The CPs were clear that programs that were evidence based and met the specific needs of
their communities were the most useful and effective. FPs have a role to play in assisting
CPs in obtaining evidence for programs that work effectively and meet the community
needs.
• The, at times, inconsistent nature of funding can have a negative impact on the CP, the
community, and ultimately the most underserved, disadvantaged and vulnerable children.
FPs have a role in expanding government and community knowledge regarding the
importance of early intervention and consistent funding. Although the CfC programs have
been provided for over 15 years there have at times been changes to funding arrangements
and the use of yearly funding rounds with subsequent yearly funding applications that have
impacted on CPs.
Overall, the strengths and positive impacts of the CfC programs far outweighs the changes
mentioned above.
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CHAPTER 1
INTRODUCTION

The Communities for Children (CfC) community consultation process began in 2004, under the
Howard Government, to address the increasing needs of children who were underserviced,
disadvantaged and vulnerable. Strategic plans were developed by sites to intervene and deliver
early interventions in a manner that improved school readiness and decreased developmental
delays. The initial funding for the CfC program was provided from 2005 to 2009 to 42 sites
identified as ‘designated’ areas of disadvantage for children aged 0 to 5 years. In 2009 additional
designated sties were increased to 52 and the targeted age group was expanded for children
aged 0 to 12 years. The intent of the Government was to build capacity within the community to
improve the outcomes for children in high-risk areas and groups, such as Aboriginal and Torres
Strait Islander people and refugees. There was a recognition from the then Australian
Government that this form of community development should be community specific and would
take time to develop in order to achieve the desired community engagement and capacity
building. Changes to the CfC programs in response to the Stronger Families in Australia Study
(Phase 2), included an initial 30% and then later 50% evidence-based practice requirement in the
activities delivered.
Following eight CfC program evaluations (Parry & Abbott 2015-2019), a consortium of South
Australian FPs sought to extend the evaluation to include the impact of the FP process on the
delivery and support of the CfC Community Partners (CPs). This initiative instigated a review of
the processes involved; development of methodological frameworks, questionaries and interview
procedures to actively measure and determine the current barriers and enablers to productive FP
facilitation; and the development of future CfC support and needs. This evaluation of
collaborations between CfC FPs and CPs regarding the delivery of programs in South Australia
is presented here. The CfC FP Collaboration Evaluation Project builds on the partnership between
five Project Sponsors and Flinders University College of Nursing and Health Sciences.
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Background
There are known linkages between child maltreatment and levels of economic and social stress
that are generally prevalent in areas of relative disadvantage (2, 3). Accordingly, CfC was
established in 2004 following a decision by the then Australian Government to establish the
Stronger Families and Communities Strategy (2004–08). CfC, one of four streams of the strategy,
had the aims of addressing the risk factors for child abuse and neglect before they escalate, and
of helping parents of children at risk to provide a safe, happy and healthy life for their children and
thus circumvent the deleterious health outcomes for those children.
CfC is a community-based strategy aimed at improving an area’s childhood disadvantage factors
through programs that target disadvantaged families living in these areas. An area of childhood
disadvantage can be determined by the Australian Early Development Census (AEDC) levels of
vulnerability scores for children in the area. There are five measures that outline domains of
vulnerability for Australian children in the AEDC: physical health and wellbeing; social
competency; emotional maturity; language and cognitive skills (school based); and
communication skills and general knowledge (4). In Australia 6.8% of all children aged 0 to 12
years are assessed as being developmentally vulnerable in one or more domains (4). The CfC
program funding through FPs and service providers has developed activities such as: home
visiting; supported playgroups; early learning and literacy programs; early development of social
and communication skills; parenting and family support programs; and child nutrition programs
(3, 5).
Programs targeting parents of children at risk aim to decrease the impact of the SDH and address
children’s potential level of complex vulnerabilities that may accumulate to produce poorer adult
health outcomes (6-18). Of note, the use of parenting programs has been effective in decreasing
emotional and behavioural problems in children (19, 20). This includes children with behavioural
conduct disorder, oppositional behaviour, attention deficit hyperactivity disorder (ADHD), and
anxiety disorders (6, 19). In addition, there is evidence that investing economically in early
childhood programs for children in disadvantaged circumstances has sustained benefits for the
community and from a human resources perspective (6).

Exposure to poverty and child development
The SDH perspective highlights aspects of the environment that impact directly on the child’s
development and lifelong health, welfare, and educational outcomes. These SDH aspects, such
as poverty, are well beyond the control of the parents and community and impact directly on the
child and their access to timely services (21, 22). The impact of poverty on child development and
school readiness has been described internationally as a public health crisis (23). The impacts of
poverty and economic disparities, and the subsequent deleterious long-term outcomes are well
researched (21, 23), with reduced school readiness as one outcome of exposure to poverty in
childhood (23). The delivery of programs that support parenting during exposure to poverty have
been demonstrated to effectively circumvent the long-term effects of poverty (23).

National Evaluation Consortium
The South Australian consortium requested Dr Parry’s research team to evaluate their FP role.
The Stronger Families, Stronger Communities National Evaluation Consortium (2008) recognised
the ongoing need to evaluate the role of FPs as an integral part of the CfC initiative and
intervention strategy. The FPs are non-government organisations that use a bottom-up approach
which ensures the programs and services provided in the interventions are culturally appropriate
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and embedded directly within the target community or area. The initial FP and CfC CP programs
used a model of service delivery that required updating to avoid conflicts of interests and ensure
evaluated, best practice programs were delivered to the targeted communities.

2014 reforms
The FP changes were initiated by the Australian Government to recognise the need to facilitate
and develop the local networks to support service providers. The model of FP and CfC CP initiated
by the Australian Government required FP roles to develop an alternative framework for service
delivery to the previous service and facilitation models used by FPs. According to ACIL Allen
Consulting (5) the 2014 reforms included:
Commencing 1 July 2014, a number of changes were made to the CfC FP Program. These included:
— the requirement that at least 30 per cent of CfC FP funding allocated to direct service delivery be
of evidence-based programs by 1 July 2016 with this requirement to increase to 50 per cent from 1
July 2017
— the requirement that Facilitating Partners are to play a facilitation and strategic role instead of
direct service delivery and to sub-contract all direct service delivery to Community Partners except if
suitable Community Partners are not available
— the requirement that CfC Committees have a broad and diverse membership, including clients,
parents, caregivers, local business and a wide range of local service providers
— inclusion of an additional objective of supporting school transition and engagement as part of the
CfC FP
— an increased focus on sub-contracting of Community Partners, including red tape reduction and
transparency in decisions about commissioning services.
Simultaneously, as part of broader DSS grant reforms, a new approach to program data and
reporting, known as the Data Exchange (DEX), was introduced for the majority of DSS grant
programs, including for the CfC FP program.
The data requirements are divided into two parts: a small set of priority requirements that all service
providers must report, and a voluntary extended data set that providers can choose to share with the
Department known as the Partnership Approach. Participation in the Partnership Approach is entirely
voluntary and in return for their efforts, partnership approach contributors will have access to multiple
self-service reports that include data sourced from other government data sets (ACIL Allen
Consulting, pii 2016).

The major change for the FPs, from direct service delivery to the role of facilitation and strategic
guidance for all direct service delivery CPs, is the main focus of this evaluation report.

Framework for effective FP and CfC CP collaborations
The most significant relationship requirement findings are illustrated in Figure 1 (below) in an FPCP relationship framework. These factors improved the FP and CfC CP collaborations and
relationship and enhanced the delivery of evidence-based programs to the children, their families
and the community.
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Figure 1. FP-CP relationship framework

The most significant result was r =.943, p<.000 between the FP ‘Supported engagement of
marginalised and disadvantaged clients’ and the variable ‘Provided an appropriate selection of
programs for your community’. This indicates a very strong, statistically significant, relationship
between the two characteristics. These survey questions asked about the effects of changes
related to the 50% evidence-based funding requirement. Given the funding changes regarding
the 50% evidence-based requirements, this outcome is extremely poignant and has the potential
to impact profoundly on the services delivered to vulnerable children and their families.
The introduction of the 50% evidence-based programs has increased the collaboration between
the FP and CfC CP providing the programs. The correlation between the two measures exploring
the relationship between the FP and CfC CP on meeting the: ‘directly meet the needs of
marginalised and disadvantaged clients’; ‘constitute improve quality of activities in the region’ (r
=.816, p<.000) and are reinforced with strong interactions between the role of the FP in supporting
the CfC CP.
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CHAPTER 2
OUR CLIENTS
Communities for Children programs
The CfC FP programs are funded by the Australian Government Department of Social Services
(DSS) to provide programs for children aged 0 to 12 years and their families and are aimed at
delivering strong outcomes for Australian families with a focus on early intervention and
prevention (24, 25). Research shows that children living in poverty are exposed to higher levels
of stress and this interferes with their ability to learn and meet developmental milestones (26, 27).
Furthermore, differences in cognitive ability are evident at aged four (26, 27). The North Western
Adelaide region, Southern Adelaide region, Mid Northern region, and Murraylands region of South
Australia have been recognised as areas where children experience high rates of developmental
vulnerability (4).
The FPs are non-government organisations that use a community development (bottom-up)
approach that ensures the programs and services provided in the interventions are culturally
appropriate and embedded directly within the target community or area. This is supported by the
engagement and support of appropriate community-based service delivery partners (CPs) who
are engaged by the FP as part of the CfC program delivery model. Significantly, the FP model
and processes required investigation to ensure this process is supportive of the community
service and the community programs being delivered. The FP managers are highly skilled and
experienced in working in an interdisciplinary and multi-agency manner over numerous sites and
with a variety of staff. However, the extent to which this facilitates the delivery of programs and
supports the staff delivering the programs is not well understood. Learnings from this project will
enhance the delivery of programs to at-risk children and their families across South Australia. Any
deficits in the current collaborations between FPs and community providers will be identified and
the recommendations from this investigation will inform future strategies and processes.
The regions in which this evaluation was conducted are introduced below. A note of caution to
the reader is recommended as the 2006 AEDC findings cannot be directly compared to later
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findings due to changes in data collection methods. For the latest area results please visit
https://www.aedc.gov.au/data .

The North Western Adelaide region
In the North Western region of Adelaide 29.1% of children are assessed as developmentally
vulnerable in one or more domains and a further 13.9% assessed as developmentally vulnerable
in two or more domains (28). Of significance is the decrease in the percentage of children
assessed as vulnerable during the time the CfC programs have been implemented. In 2006, for
example, 42.9% of children in the North Western region were assessed as developmentally
vulnerable in one or more domains. This has decreased significantly to 29.1% in 2012, a change
of -13.8% (28). Furthermore, the percentage of children assessed as developmentally vulnerable
in two or more domains in 2006 was 23.7%, and in 2012 this had decreased significantly to 13.9%,
a change of -8.7% (28). While the North Western region of Adelaide is still behind the Australian
average of 6.8% (28), initiatives such as the CfC programs are addressing these children’s
vulnerability.

The Northern Adelaide region
Between 2009 and 2012, the results from the AEDC (24, 25) for the Northern Adelaide region
were mixed, with suburb by suburb variations evident. Although some suburbs recorded
reductions in the overall numbers of children assessed as vulnerable, in other suburbs there was
a significant increase. These variations may be explained by the location and success of CfC
programs operating in the area at the time (29). Nonetheless, regardless of suburb all scores for
children in the region were below the national average.
In the Northern region of urban Adelaide the AEDC (28, 30) found that in 2012 36.4% of the
children were assessed as being developmentally vulnerable in two or more domains and in 2015
this had decreased to 22.6%. Furthermore, in 2012 48.7% of children in the Northern region were
assessed as developmentally vulnerable in one or more domains. In 2015 this had improved to
41.7%. While this improvement is not statistically significant it does suggest some positive change
in the developmental vulnerability of children living in this area. Importantly, this result indicates
that almost half the children in this area are developmentally vulnerable, most at risk of
developmental delays and lacking in school readiness. Also, of note is that these scores are well
below the Australian average of 6.8% developmental vulnerability in one or more domains.

The Playford region
Generally, the outlook for children in the Playford region has somewhat improved between 2012
and 2015 (31). During this period there was a significant increase across all domains for those
children who are developmentally on course, whereas for at-risk children there has been no
significant change, except in the domain of communication skills and general knowledge which
had a 6.8% decrease in children on course. For developmentally vulnerable children, comparison
shows a significant decrease in all domains except language and cognitive skills for which there
was no significant change. Nonetheless, the AEDC scores for all domains in the Playford region
are still below the Australian average.

The Murraylands rural region
The Murraylands rural region of South Australia has been recognised as an area where children
experience high rates of developmental vulnerability (28). In the Murraylands rural region in 2009,
43.5% of children were assessed as developmentally vulnerable in one or more domains and a
further 34.8% assessed as developmentally vulnerable in two or more domains (28). There has,
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though, been a decrease in the percentage of children assessed as vulnerable during the time
the CfC programs have been implemented. In 2015, for example, 16.7% of children in the
Murraylands rural region were assessed as developmentally vulnerable in one or more domains.
This has decreased significantly, by 16.7% (28). Furthermore, the percentage of children
assessed as developmentally vulnerable on two or more domains in 2009 was 34.87%, and in
2015 this had decreased significantly to 11.1% a change of -23.77% (28). While the Murraylands
rural region of South Australia is still significantly behind the Australian average of 6.8% (28),
initiatives such as the CfC programs aim to address children’s vulnerability.

The Port Augusta region
The Port Augusta region of South Australia is described as remote, as it is 307.3 km from the
state capital, Adelaide. In the Port Augusta region the AEDC (32) found that in 2012 19.4% of the
children were assessed as being developmentally vulnerable in two or more domains. By 2015
this had increased to 24.5%. Furthermore, in 2012 36.5% of children in Port Augusta were
assessed as developmentally vulnerable in one or more domains. In 2015 this had increased to
45.3%. The domains that seem particularly concerning are social competence, and
communication skills and general knowledge. In comparison to the national average (77.3%), Port
Augusta had significantly less children who are developmentally on course (64.6%) and
considerably more children in the developmentally at risk (18.8%) and developmentally vulnerable
(16.7%) categories.

The Onkaparinga region
AEDC indicators for the Onkaparinga region (33) indicate a significant increase in the number of
children assessed as being vulnerable in one or more domains between 2012 and 2015. In 2012,
22.7% of children were developmentally vulnerable in one or more domains while in 2015 this
had increased to 25.3%. No significant increase in children vulnerable in two or more domains
was reported. In comparison to the national average (77.3%), Onkaparinga had less children who
were developmentally on course (70.9%) and more children in the developmentally at risk (16.6%)
and developmentally vulnerable (12.5%) categories.

Significance of the evaluation
This innovative and first evaluation of the impact of the role of the FPs and CP community
collaborative functioning is state-wide and has not been attempted before in Australia. The need
for a critique of the role of the FPs and their functions reflects the importance of the collaborative
and proactive nature of the organisational, functional and professional interventions required by
underserviced, disadvantaged and vulnerable children and their families. The evaluation process
used independent external evaluators from Flinders University to implement the evaluation’s
aims, objectives and processes, thus providing an unbiased view of the program in South
Australia.

Overall evaluation aims and objectives
A key focus for CfC FP sites has been meeting the evidence-based program requirement
introduced at the beginning of the 2014–19 funding period. One of the fundamental objectives for
CfC since its inception has been to focus on building community capacity through systems
change, which includes service mapping, networking and collaboration, and service coordination
strategies. Building on the national evaluation (2004–08) of the Stronger Families and
Communities Strategy, this evaluation project has two main aims. The project will:
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•

explore the effectiveness of the collaborations of FPs within a service area and (using a
mixed methodology approach) determine the facilitators and barriers for successful (or
otherwise) collaborations

•

work with external stakeholders to consider the impact of changes including the evidencebased requirement on children and families, organisations, the community and service
system.

This evaluation will measure and evaluate the collaboration between FPs and CPs regarding the
delivery of programs. In so doing, the evaluation will explore the relationship between CfC
programs delivered in South Australia and the FPs oversight of the CP providing the service
support for the children and families who have used the service. While initially focused on single
programs within the service system funded by CfC, this evaluation will focus on the systems level
impacts of the CfC programs and the FP providers.
The project will achieve these aims though the objectives outlined below.
1. Develop tools that capture the changes in the FP process as a result of the services
provided by the FPs as part of CfC programs.
2. Identify the role of FPs.
3. Assess the FPs’ impact on the service providing support to families.
4. Assess the correlational relationships between the FPs’ interactions with the services that
provide the CfC programs.
5. Develop a set of tools to capture the contribution of the FP’s role to the CfC programs and
the broader service system.
To achieve these objectives there were three components to the evaluation, the aims of each
component being:
• Component 1: To identify the facilitators and barriers that contribute to successful (or
otherwise) collaborations between the FP role and CPs.
• Component 2: To develop better understanding of the CfC FP role within collaborations
and coordination of services.
• Component 3: To increase understanding of the changes to the Operational Guidelines at
a local level and investigate the targeted relationship-based programs that are delivered to
children at risk against an SDH framework.
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CHAPTER 3
EVALUATION DESIGN
Mixed methods
A mixed methods design informed this evaluation. The strength of mixed methods is that it has
the potential to reduce bias linked to a single methodological design. Mixed methods also afford
the ability to triangulate data through a more comprehensive collection process (34-37) by using
two or more data sets to confirm, refute, or question the findings of each other. In addition, mixed
methods designs are a powerful process capable of illuminating policy deficits and solutions by
providing directions for social action that arise from qualitative comments (22, 37, 38).
Social actions require the use of inductive and deductive reasoning processes in order to
understand complex interactions and thus require the use of appropriate methodologies and
applications, such as mixed methods (22, 39, 40). The use of mixed methods has assisted here
in determining a construct validity for the important and complex factors under examination. The
concepts of construct mixed methods validity are determined by asking the following questions
(22, 41):
i)

What empirical evidence is available that links the data in meaningful ways? (see
data in the Background, Introduction and Results sections of this report)

ii) What evidence is used to justify the relevance of the data linkages? (Results section)
iii) What are the consequences and appropriateness of the data interpretation?
iv) What are the societal consequences, either intentional or unintentional, of the
interpretations?
These questions inform the process and analysis of the data collection and the sequencing used
in this study.
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Qualitative methodology
The qualitative component of the study was undertaken within a broad framework of critical social
theory. This enabled the evaluators to consider multiple positions, such as gender, race and
poverty, as they affect the SDH outcomes of children and families. Importantly, it situates the
evaluation as inquiry to inform change.
The subjective nature of qualitative enquiry has several relatively stable criticisms. The qualitative
investigator selectively collects and analyses data that is not representative (42), so
generalisations are consequently not appropriate. Qualitative enquiry is only appropriate as a
research design where an in-depth understanding is required of a group of people who have been
purposefully selected (43). This is imperative here, as this project sought to explore the changes
made by the FP and CP.
Whereas quantitative data provides a broad understanding of numbers of families using services,
such as attendance, qualitative data, such as stories and narratives, provides a personal
perspective on service delivery and the role of the FP which until now has been unexplored. Both
sources of information are useful and highlight the influences on how children and families cope
with adverse life circumstances and make decisions (22, 42). The qualitative data provided in the
interviews portrays how the participants (staff and managers) see themselves, their role in
assisting young children and their families within their local community and social structure, and
their capacity for empowerment and self-determination (21).

Social and power implications of narrative analysis
Qualitative research and narrative analysis is the broad term used to describe a research act that
aims to obtain from the participants detailed accounts of their lived experience through their
stories. In practice, many such projects have focused their attentions on vulnerable or
marginalised groups, thus containing an emancipatory emphasis, but the method can be used
with any group of people (21, 22, 44, 45). Researchers have found the use of narrative analysis
important in discovering the underlying socio-political impacts on population groups (46-49). As
Riessman (48) notes:
The use of narrative analysis is important as all narratives are socially constructed and
laced with social discourse and power relations. (p. 65)

As such, qualitative investigations using narratives provide a useful insight into the social and
power relations that influence the participant’s decisions. This allows for the inclusion both of the
worker’s and manager’s story within the SDH framework and explains the impact of the programs
delivered on the care and development of young children and the intra-family relationships. Thus,
the inclusion of narratives allows CfC participants to express how the FP partnership impacts on
their services and service delivery.
Approach to evaluation
This mixed methods project addresses the factors that inform ‘The use of Communities for
Children (CfC) FPs and their impact on service delivery and collaborative community service
delivery’.
The project was undertaken in two stages. The mixed methods analysis provides the
methodological foundations for this evaluation. The collection of surveys from service providers
provides the quantitative data. The responses provided by the CfC CP that required further
exploration therefore informed the qualitative questions used in a sequential mixed methods
design. Consequently, adhering to mixed methods formats and informing the qualitative data
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collection methods processes. Data collection for the quantitative data was achieved through the
surveys, which then informed the questions provided to the focus groups and for the one-to-one
interviews conducted via telephone or face to face.

Data collection methods and instruments
The evaluation was undertaken using a mixed methods approach. The development of the
surveys involved collaborative processes between Parry (researcher) and Bradbrook (FP
manager) in the first instance to ensure the questions captured the functioning, roles and
responsibilities of the FP and CfC CP partnership. This shared process was central to the
conceptualisation of the project. The method and methodological approach are based on the
concept of the epistemological foundations of knowledge being co-constructed and embedded
within a social context (50, 51). The final surveys developed and reviewed collaboratively between
the researchers and our FP partners involved component and variable reviews undertaken by all
FPs to ensure the tools developed met the needs of the funding partners. The data questionnaires
were developed in conjunction with CfC FPs and administered online by Flinders University via
Survey Monkey. A total of three surveys was sent to FP and CfC CP stakeholders. An invitation
to participate in the survey was emailed by Flinders University using mailing lists supplied by FPs.
The specific data collection methods and analysis for each component of the evaluation are
outlined below. The data collection instruments used are included in the appendices.

Component 1
A descriptive and correlational analysis of quantitative data from online surveys (see Appendix
1). Only funded CPs were invited to complete the first online survey.

Component 2
A descriptive and correlational analysis of quantitative data from online surveys (see Appendix
2). Participants were drawn from collaborations and networks that did not have an FP or direct
funding attached. Participants were asked to complete a separate evaluation for each of the
collaboration.

Component 3
A descriptive and correlational analysis of quantitative data from the surveys (see Appendix 3)
and a qualitative analysis of the focus group interviews (see Appendix 4) with Service Partners,
CPs and members of collaborations in CfC FP sites.
Questions asked in the focus groups were developed in conjunction with CfC FPs. Focus groups
were conducted at FP sites and led by Dr Yvonne Parry. Focus groups were digitally recorded
and transcribed verbatim for analysis. In addition to the focus groups, individual interviews were
conducted via the telephone or face to face with CfC managers and team leaders by members of
the evaluation team. Interview participants were asked the same questions as focus group
participants.

Control of bias and limitations
A sample of convenience was used throughout the data collection. Frontline workers, managers
and team leaders from the CfC staff, who were providers of CfC program delivery organisations,
were recruited to complete the surveys and attend the focus groups in each area. To facilitate
broader participation, the evaluators also organised one-on-one interviews with staff from CfC
organisations unable to attend a focus group. The broad methods and processes of data
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collection enabled extended participation methods. Inclusive practices enabled data collection
from various sources and methods to provide reliable and robust sources of information and data.
Furthermore, the use of mixed methods data collection was used as a validation process for the
findings, conclusions and recommendations. Additionally, the five FP organisations initiating this
project were from both urban and rural/remote areas of South Australia, thus enhancing the
control of bias from participant regions or groups of services.

Evaluation period
Data to inform this evaluation was collected between September 2017 and November 2018.

Component 1
Data for Component 1 was collected between 25 September 2017 to 20 October 2017.

Component 2
Data for Component 2 was collected in three rounds.

Round 1
The first round was conducted from 5 December 2017 to 22 December 2017 and included North
West Adelaide (1 network), Murraylands (3 networks), Playford (1 network), Port Augusta (3
networks) and Salisbury (4 networks).

Round 2
The second round was conducted for Onkaparinga (2 networks). The questionnaire was
reopened on 1 February 2018 and closed 2 March 2018.

Round 3
On 26 February 2018 two evaluators (Drs Yvonne Parry and Carolyn Gregoric) were invited to
attend the Hackham West Children’s Centre Partners Meeting to conduct the survey on behalf of
Onkaparinga FP. Owing to insufficient time being allocated by organisers for completion, none of
the hard copies of the survey distributed at the end of the meeting were returned. In a second
attempt to capture data from this group, an additional online survey round was opened on 26
February 2018 and closed on 26 March 2018.

Component 3
Quantitative and qualitative data was collected to inform Component 3.

Online survey
Data was collected across one time period. Participants in the North West Adelaide (20) and
Murraylands (21) collaborations only were invited to participate in the online survey. The name of
the CfC collaboration respondents involved was not requested in this round of data collection.
The survey round was open from 27 April 2018 to 31 May 2018.

Focus groups
Participants self-selected to attend the focus groups. Focus groups were conducted in
Murraylands (15 June 2018), North West Adelaide (4 June 2018), Salisbury (15 May 2018), Port
Augusta (24 May 2018) Onkaparinga (16 August 2018) and Playford (1 September 2018). The
duration of each focus group was a minimum of one hour with some focus groups extending
beyond that time due to the extended nature of the discussions. This flexibility allowed participants
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to answer the questions in the depth they determined as necessary and minimised any time
constraints on participants.

Individual interviews
Individual interviews were offered to all members of the sample. Data collection from interviews
occurred from January 2018 to November 2018. Each interview occurred face to face or via the
telephone, was recorded with the participants consent, and was transcribed verbatim. The length
of each interview was determined by the participants and participants reserved the right to refuse
to answer any questions.

Participants
The five FPs involved in the project are: Salvation Army, Salisbury; Anglican Community Care
Inc, Murray Bridge; UnitingCare Wesley Country SA Inc in Port Pirie; AnglicareSA Ltd Hindmarsh.;
and Uniting Communities Port Adelaide. The geographic areas of data collection were: Salisbury,
Murraylands, North West Adelaide, Port Augusta, Onkaparinga and Playford. A total of 223
participants completed the three surveys distributed by the evaluators and 109 individuals
participated in the qualitative data collection process.

Component 1
Only funded CPs were questioned in the first survey. There were 85 responses in total to Survey
1 and of these a total of 80 respondents completed all sections to the evaluation survey. The
response rate for each CfC FP partners in the project is shown in Table 1.
Table 1. FP area and the number of respondents, Component 1

Facilitating Partner
Murraylands
North West Adelaide
Onkaparinga
Playford
Port Augusta
Salisbury
Total

Responses
11
20
20
19
2
8
80

As indicated in Table 1, the regions with the most respondents were North West Adelaide (n=20),
Onkaparinga (n=20) and Playford (n=19). There were less respondents from the Salisbury (n=8)
and Port Augusta (n=2) regions. Each region represents an FP community consultation area for
which the FP provides governance and sets minimum standards for program delivery. The
numbers represented above do not reflect the total numbers of organisations engaging with FP
in the CfC program delivery but rather those participants/organisations that chose to respond.
The reader needs to be mindful of the service availability in the area. For example, rural and
remote areas are known for underservicing due to the lack of funding, staff, professionals and
service delivery sites. Therefore, the lower numbers of respondents may reflect underservicing
rather than a lack of participant engagement.
Pie charts provide a graphic representation of the statistics, with numerical segments proportional
to the area of each section.
Figure 2 thus displays the comparative response rates with, for example, the responses from the
North Western area representing 25% of the respondents and 25% of the area of the chart.
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FP SITE RESPONSES BY PERCENT
Port Augusta
2%

Salisbury
10%

Playford
24%

Murraylands
14%

North West
Adelaide
25%

Onkaparinga
25%
Figure 2. CfC FP site involvement by percent, Component 1

Figure 2 provides a diagrammatic overview of the FP responding to the component 1
questionnaire. It must be remembered that the rural and remote areas providing services have
limited numbers of CfC partners and programs due to the smaller populations overall. Therefore,
the 2% response rate for Port Augusta may represent a large percentage of the entire CfC
community workforce.
The survey requested the designation of the respondents by position within their organisation.
This information assisted the evaluators and FP to determine the roles of the respondents, as this
was identified as a factor that may influence responses. Figure 3 shows respondents’ positions
by percentage. Data was collected from CEOs (n=3), senior or area managers (n=14), service
coordinators or service managers (n=29), frontline workers (n=22), and others (n=10). Two
participants did not state their role.

Figure 3. Respondents by position, Component 1
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Figure 3 indicates that the majority of respondents were service coordinators or service managers
(36%) and frontline workers (27%). This indicates the survey was completed mostly by those
providing CfC services.

Component 2
Overall, there were 119 responses to the Component 2 evaluation survey. The response rate for
each CfC CP for each region is shown in Table 2.
Table 2. Respondents, Component 2

Facilitating Partner
Murraylands
North West Adelaide
Onkaparinga
Playford
Port Augusta
Salisbury
Total

Response rate
34
47
11
6
12
9
119

As indicated in Table 2, the regions with the most respondents were North West Adelaide (n=47)
and Murraylands (n=34). There were less respondents from the Port Augusta (n=12),
Onkaparinga (n=11), Salisbury (n=9) and Playford (n=6) regions.
The percentage of respondents for each site is shown in Figure 4. Of note is that some areas
engage with fewer service providers due to the location rather than a lack of engagement with the
evaluation of FP providers. For example, rural and remote areas only have a few CPs for the FP
to engage with to provide CfC programs, thus limiting the response numbers in that area.

Figure 4. Responses for each CfC partner, Component 2

Figure 4 illustrates the percentages of the respondents in pie chart form. This provides a valuable
comparison with the response rates shown Figure 2 and illustrates how these differ from
Component 1 in this investigation. For example, for the Salisbury region, despite the 10% of
respondents in Component 1 there were only 8% in Component 2, while the Murraylands region
increased its response rate from 14% in Component 1 to 29% in Component 2.
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Table 3 shows the collaborations in each region that were chosen by FPs to complete the
evaluation questionnaire.
Table 3. Collaborations surveyed by CfC region, Component 2

CfC region
North West Adelaide
Salisbury
Murraylands

Port Augusta

Collaborations surveyed
WIIFSS – Western Integrated Intensive Family Support System
Inner West Collective Impact
Paint the Parks and Gardens REaD
Beyond Auto SPG
Settlement Action Group
Mid Murray Family Connections Network
Murray Mallee Children and Families Network
Aboriginal Youth and families Network (AYFN)
Port Augusta Early Childhood Network
Port Augusta Inter-agency Meeting
Parent Advisory Group Extraordinaire

Playford

Northern Men’s Wellbeing Network

Onkaparinga

Together in the South
Ramsay Place Working Group
Hackham West Children’s Centre Partners Meeting

Table 3 acknowledges the diversity of organisations providing programs in the CfC FP
collaborations. The organisations and programs provided are in direct response to community
needs. The collaborations and flexibility of the FP is also suggested here, as Table 3 illustrates
many partnership programs and organisations. Each organisation requires an alignment with the
FP across several governance areas, such as ‘agreed procedures for recognising children or
families at risk,’ as discussed in the later sections of this report.
Figure 5 shows the response rates for each collaboration as a percentage of responses from each
of the CfC service delivery organisations used by the FP. While some responses may appear at
first glance to be small it needs to be recognised that some organisations fulfil a distinctive and
unique niche within their community which cannot be met by generic or larger organisations or
programs. When dealing with specific vulnerable and underserviced population groups, policy
makers need to be mindful of the cultural and social uniqueness that impacts negatively to create
the underserving in the first place.
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Collaboration
Aboriginal Youth and families Network (AYFN)

5%

Beyond Auto SPG

3%

Hackham West Children's Centre Partners Meeting

1%

Inner West Collective Impact

18%

Mid Murray Family Connections Network

9%

Murray Mallee Children and Families Network

14%

Northern Men’s Wellbeing Network

5%

Paint the Parks & Gardens REaD

8%

Parent Advisory Group Extraordinaires

1%

Port Augusta Early Childhood Network

1%

Port Augusta Interagency Meeting

8%

Ramsay Place Working Group

2%

Settlement Action Group

5%

Together in the South

7%

WIIFSS – Western Integrated Intensive Family…
0%

13%
2%

4%

6%

8% 10% 12% 14% 16% 18% 20%

Figure 5. Responses for each collaboration, Component 2

Figure 5, presents the collaborations with the most responses: Inner West Collective Impact
(18%), Murray Mallee Children and Families Network (14%) and WIIFSS – Western Integrated
Intensive Family Support System (13%). Minimal responses were received from Beyond Auto
SPG (3%), Ramsay Place Working Group (2%), Hackham West Children’s Centre Partners
Meeting (1%), Parent Advisory Group Extraordinaire (1%) and Port Augusta Early Childhood
Network (1%). The success of the FP and CfC collaborations is reflected in the diverse range of
organisations, programs and respondents shown.

Component 3
Online survey
Data was collected from members of CfC committees, CPs (current and past), and partners of
CfC (not a CP) connected to North West Adelaide and Murraylands FPs (n=19).
Figure 6 illustrates the positions held by respondents.
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Respondents position
Other
11%

CEO
11%

Community Member
5%

Senior or Area Manger
5%

Frontline Worker
26%

Service Coordinator or
Service Manager
42%

Figure 6. Responses by position, Component 3

The Component 3 evaluation questionnaire, as Figure6 shows, was mostly completed by service
coordinators or service managers (42%) and frontline workers (26%). Responses were also
received from CEOs (11%), others (11%), senior or area managers (5%) and community
members (5%). The higher numbers of service coordinators suggest a highly productive and close
relationship between the FPs and the CfC CPs.
Figure 7 outlines all the roles of respondent agencies in relation to CfC. This includes whether or
not the respondent was a current or past CP in the CfC initiative. Each of the roles identified
provides a different perspective on the FP and CfC CP activities and relationship.

Agency roles
Past Community Partner
4%

Partner of CfC
5%

Member of CfC
Committee
18%

Community Partner
73%

Figure 7. Responses by agency role, Component 3

As shown in Figure 7, the majority of questionnaire respondents were CPs (73%). The evaluation
was also completed by members of CfC committees (18%), Partners of CfC (5%) and past CPs
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(4%). This information illustrates the diversity of the respondents in Component 3 of the project
and provides additional validity to the overall findings.
Focus groups
Focus groups were conducted in five CfC regions: Murraylands (n=8, + 1 email response), North
West Adelaide (n=10), Salisbury (n=10), Onkaparinga (n=13), and Port Augusta (n=4). The
regions represents all six FP organisations.

Interviews
The interviews (n=8) were conducted on an ad hoc basis over the duration of the project. The
interviews occurred at a time convenient for participants who could not attend the focus groups
or who wished to provide additional information following a focus group. Several participants were
involved in CfC activities across different regions and were thus well placed to make comparisons.

Data analysis methods
The data analysis methods for each component of the evaluation are outlined below.

Component 1
All questionnaire data was downloaded from Survey Monkey into SPSS for descriptive and
correlational analysis by the evaluation team.

Component 2
All project data (n=209) was downloaded from Survey Monkey into SPSS for analysis. All data
with no collaboration specifically named was removed (n=80). Data with a named collaboration
but no further responses was also removed (Murray Mallee Children’s and Families Network
(n=2); Aboriginal Youth and Families Network (n=2); Settlement Action Network (n=2); Beyond
Auto SPG (n=2); and Northern Men’s Wellbeing Network (n=2)). After this, a total of 119
responses remained for analysis by the evaluation team.

Component 3
All questionnaire data was downloaded from Survey Monkey into SPSS for descriptive and
correlational analysis by the evaluation team. For the qualitative component, focus group and
interview transcripts and the email response received were coded in NVivo for analysis.

Limitations
The findings indicate the importance of the FP and CfC CP relationship and its direct impact on
services and support of the targeted populations. The findings, while specific to individual
collaborations and regions and limited by the size of data sets, could be transferable to similar
services and service provision frameworks.
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CHAPTER 4
COMPONENT 1: AGGREGATE FINDINGS AND
PRELIMINARY DISCUSSION

This section reports of findings from Component 1 of the evaluation. Component 1 was
collaboratively designed to identify the facilitators and barriers that contribute to successful (or
otherwise) collaborations between the FP role and CPs.

Descriptive statistics
Participants’ professional details
The characteristics of the types of collaboration components described below were directed by
the needs of the FP in understand their role and the impact of the role. The FP advisory group
and research steering committee provided the characteristics of the types of collaboration below.
The type/s of collaborations which respondents are involved in within the CfC site are outlined in
Table 4.
Table 4. Types of collaboration, Component 1

Information sharing
Networking
Service coordination
Integrated service delivery
Project specific
Achieving a collective impact

67.50%
72.50%
40.00%
43.80%
62.50%
47.50%

According to Table 4, most respondents (72.5%) are involved in networking collaborations within
their CfC site. Information sharing (67.5%) and project specific collaborations (62.5%) also feature
highly. Less than half are involved in achieving a collective impact (47.5%), integrated service
delivery (43.8%) and service coordination (40%).
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The length of the collaboration between an organisation, as a CP, and the CfC FP is illustrated in
Figure 8.
LENGTH OF COLLABORATION
Don’t know
5%

7–2 months
13–18 months
6%
4%

5 years plus
34%

19–36 months
27%

3–5 years
24%
Figure 8. Length of collaboration, Component 1

As evidenced in Figure 8, the majority of respondents had been involved in a collaboration
between their organisation, as a CP, and the CfC for over 18 months. Indeed, 27% had been
involved for 19 to 36 months, 24% for 3 to 5 years and 34% for over 5 years. Of those involved in
a collaboration for less than 18 months, 4% had been involved for 13 to 18 months and 6% for 7
to 12 months. Of those surveyed, 5% did not know the duration of their organisation’s
involvement. The last response may be reflective of the organisational knowledge, the program
delivery length, or the knowledge of the participant.

How collaborations work
Involvement in planning processes and functions
Table 5 shows the percentage of respondents involved in various planning processes and how
helpful they considered them to be. The level of perceived helpfulness was obtained using a 5point Likert scale. Therefore, full agreement from all respondents that the process or function was
very helpful would result in a mean of 5, whereas total disagreement would result in a mean score
of 1.
Table 5. Involvement in planning processes and functions, Component 1

Planning process/function
Joint planning
Ensuring strategic/population plans reflect common goals
Coordinating planning for mutually reinforcing activities
Membership of committees
Engagement in the development of the CfC Community
Strategic Plan
Engagement in the development of the CfC Activity Work Plan
Involvement in community and service consultations
Gap analysis
Activity development for service provision

Involved
73.5%
82.6%
72.3%
48.9%

Mean level of
helpfulness
3.83
3.63
3.89
3.83

53.2%

3.62

68.8%
73.5%
51.1%
66.7%

4.06
3.71
3.63
3.88

p. 38

As shown in Table 5, over half of all respondents, reported that they were involved in planning
processes and functions. They were most involved in ensuring strategic/population plans reflect
common goals (82.6%), joint planning (73.5%), community and service consultations (73.5%),
and coordinating planning for mutually reinforcing activities (72.3%). Respondents were also
frequently participating in development of the CfC Activity Work Plan (68.8%), and activity
development for service provision (66.7%). Respondents also engaged with the development of
the CfC Community Strategic Plan (53.2%) and undertook gap analysis (51.1%). Just under half
of all respondents were members of committees (48.9%).
In general, these activities were viewed as helpful. The most helpful planning processes were
engagement in the development of the CfC Activity Work Plan (M=4.06), followed closely by
coordinating planning for mutually reinforcing activities (M=3.89), activity development for service
provision (M=3.88), joint planning (M=3.83), membership of committees (M=3.83) and
involvement in community and service consultations (M=3.71). Also fairly helpful were ensuring
strategic/population plans reflect common goals (M=3.63), gap analysis (M=3.63) and
engagement in the development of the CfC Community Strategic Plan (M=3.62).

Involvement in service delivery processes and functions
Table 6 shows the percentage of respondents involved in service delivery processes and how
helpful they find those processes. The mean demonstrates the average rates of perceived
helpfulness of the service delivery processes and functions between the FP and the CfC CP.
Table 6. Involvement in service delivery processes and functions, Component 1

Service delivery process/function
Referring clients between agencies
Joint monitoring or quality assurance of services
Joint service delivery
Multi-disciplinary services/conferencing
Sharing costs for services provided to shared clients
Community-based events/activities

Involved
75.0%
57.4%
53.2%
43.5%
32.6%
83.0%

Mean level of
helpfulness
3.72
3.75
3.96
3.45
3.82
4.21

According to Table 6, community-based events and activities (83.0%) and referring clients
between agencies (75.0%) were the most reported service delivery processes and functions, with
community-based events and activities rated as the most helpful (M=4.21). Just over half of
respondents participated in joint monitoring or quality assurance of services (57.4%) and joint
service delivery (53.2%). Less than half were involved in multi-disciplinary services and
conferencing (43.5%) and sharing costs for services provided to shared clients (32.6%). A 5-point
Likert scale was used to explore the helpfulness of service delivery functions of the FP in the CfC
partnerships. In terms of mean ‘helpfulness’, joint service delivery was rated as M=3.96, sharing
costs for services provided to shared clients as M=3.82, joint monitoring or quality assurance of
services as M=3.75, referring clients between agencies as M=3.72, and multi-disciplinary
services/conferencing as M=3.45.

Involvement in shared information processes and functions
Table 7 shows the percentage of respondents involved in shared information processes and
functions and how helpful they find these.
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Table 7. Involvement in shared information processes and functions, Component 1

Shared information process/function
Exchanging information (about projects, funding
sources etc.)
Joint promotional campaigns
Sharing client information
Sharing de-identified service data

Involved

Mean level of
helpfulness

85.4%

4.0

59.6%
41.7%
70.8%

3.85
3.82
3.79

As shown, the exchanging of information was the activity that respondents were most involved in
(85.4%) and that which they found the most helpful (M=4.0). Many respondents (70.8%) were
also involved in sharing de-identified service data but this was not considered to be quite as
helpful (M=3.79). Over half of all respondents (59.6%) participated in joint promotional campaigns
and these were considered rather helpful (M=3.85). The sharing of client information occurred
less frequently (41.7%) but was nonetheless reasonably helpful (M=3.82).

Involvement in professional development processes and functions
The FP can work with the CfC CP to provide professional development processes and functions.
Table 8 shows the percentage of respondents involved in professional development and how
helpful the CfC CP finds these activities. The mean illustrates the average perceived helpfulness
of this FP activity.
Table 8. Involvement in professional development processes and functions, Component 1

Professional development process/function

Involved

Inter-agency staff training
Joint recruitment of personnel

55.3%
4.3%

Mean level of
helpfulness
4.16
2.71

While just over half of respondents (55.3%) were involved in inter-agency staff training, as
indicated in Table 8, this was reported to be very helpful (M=4.16). On the other hand, there was
minimal involvement in joint recruitment of personnel (4.3%) and this was not considered to be
very helpful (M=2.71). These results demonstrate that the FP is generally not very involved in
recruitment for the CfC CP, which may indicate that recruitment is predominantly solely a CfC CP
responsibility.

Involvement in other processes and functions
Table 9 shows the percentage of CfC respondents involved in other processes and functions with
the FP, and the extent to which these processes and function were considered helpful. Using a
5-point Likert scale this information sought to identify if the processes involved, such as interagency meetings, were productive and added value to the support provided by the FP in the
services delivered to the community via the CfC CPs.
Table 9. Involvement in other processes and functions, Component 1

Other processes and functions
Inter-agency meetings
Co-location (where services may share the same
premises)
Include community ideas / voice-into-planning

Involved
87.2%

Mean level of
helpfulness
3.63

40.0%

3.85

79.2%

4.05
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As shown in Table 9, respondents were highly involved in inter-agency meetings (87.2%) and
including community ideas and voice-into-planning (79.2%). There was limited involvement in colocation, although this was seen as reasonably helpful (M=3.85). Respondents perceived the
inclusion of community ideas and voice-into-planning as most helpful (M=4.05), while involvement
in inter-agency meetings was considered fairly helpful (M=3.63).

Which staff are involved in processes and functions
An important component of the evaluation of the relationship of the FP with the CfC CP was
understanding the impact of the CP staff designation on their perception of the FP roles. The FP
role was often believed to be relevant at the management CP level and these questions sought
to understand if staff designation impacted on the FP significance in the CP delivery. Table 10
shows the designations of staff involved in CfC related processes and functions. The designation
of staff and their involvement in the delivery process, combined with the involvement in the
planning, service delivery and information sharing, is a key component of the CfC initiative as it
directly targets community involvement to meet the specific needs of the community.
Table 10. Staff involvement in processes and functions, Component 1

Process/function

CEO

Senior or
Area
Manager

Service
Coordinator
or Service
Manager

Frontline
Staff

Agency is not
Don’t know
involved

Planning

6.3%

28.7%

36.3%

37.5%

6.3%

1.3%

Service delivery

2.5%

17.5%

33.8%

47.5%

1.3%

0.0%

2.5%

21.3%

36.3%

43.8%

1.3%

2.5%

5.0%

20.0%

26.3%

25.0%

15.0%

2.5%

Inter-agency
meetings

6.3%

25.0%

37.5%

28.7%

3.8%

1.3%

Co-location

1.3%

8.8%

17.5%

90.0%

15.0%

6.3%

3.98%

20.22%

31.28%

45.42%

Shared
information
Professional
development

Average

7.12%

2.32%

Table 10 indicates the level of staff involvement in various CfC processes and functions. This
data suggests that overall, CEOs have a limited role while frontline staff are the most highly
involved, and the overall level of involvement of service coordinators or service managers is
higher than that of senior or area managers. For planning processes, the level of involvement of
frontline staff (37.5%) is very similar to that of service coordinators or managers (36.3%). The gap
between these two roles is also minimal for professional development processes, with frontline
staff involvement at 25.0%, compared with 26.3% for service coordinators or managers. The
difference between these roles is markedly greater for co-location (90% for frontline staff
compared to 17.5% for service coordinators or managers), service delivery (47.5% compared to
33.8%), shared information (43.8% and 36.3%), and inter-agency meetings (28.7% and 37.5%).

Factors that hinder effective collaborations
The factors perceived as hindering effective collaborations are presented in
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Figure9. The 5-point Likert scale measures factors that may hinder collaboration between the FP
and the CfC CP, and the ultimate delivery of effective services. Thus, factors scoring below 3 on
a scale from 1 (not at all) to 5 (high) suggest a moderate hindrance to effectiveness. Ten factors
were identified by the FP for the evaluators to investigate.

Factors that hinder collaboration
Absence of a common vision

1.98

Absence of effective leadership

2.04

Competition for funding

2.42

Differences in funding sources

2.11

Different levels of government working separately

2.71

Historical differences

1.96

Long distances between services

2.06

New community partners

1.83

Staffing challenges

2.56

“Turfism” or territoriality

2.15
0

0.5

1

1.5

2

2.5

3

Mean
Figure 9. Factors that hinder collaboration among agencies, Component 1

For factors that hinder effective collaborations among agencies, the data in
Figure9 suggests that these were minimal in CfC collaborations, with an average score below 3
for all factors. That is, they were weighted towards the ‘Not at all’ end of the Likert scale. Of the
nominated hindering factors, different levels of government working separately (M=2.71), staffing
challenges (M=2.56), competition for funding (M=2.42) and ‘turfism’ (M=2.15) were those most
likely to have an effect. Less common difficulties were: differences in funding sources (M=2.11);
long distances between services (M=2.06); absence of effective leadership (M=2.04); absence of
a common vision (M=1.98); historical differences (M=1.96); and new CPs (M=1.83). The low
mean scores indicate that most factors that could hinder effective collaborations were of minimal
impact.

Factors that promote effective collaborations
Figure10 compares factors that may promote collaboration. This set of questions aim to present
and illustrate the major premise of the CfC initiative overall, which is to understand and
demonstrate if the FP and CfC establish partnerships based on common ‘theoretical ethos’, ‘deep
commodity collaborations’ and ‘responds to community needs’ are effective in meeting these
aims. Figure 10 highlights some of the aspects of an effective collaboration.
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Factors that promote collaboration
Common goal

3.37

Common philosophy

4.17

Government mandates

2.89

Leadership

4.04

Respect for families

4.29

Willingness

4.09
0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

5

Mean
Figure 10. Factors that promote collaboration, Component 1

Figure 10 confirms, as expected from Figure 9 data, that factors promoting collaboration are
strongly present in CfC collaborations. Indeed, collaborations appear strongest in relation to
respect for families (M=4.29), common philosophy (M=4.17), willingness (M=4.09), and
leadership (M=4.04). There was also evidence of a common goal among agencies to secure
funding (M=3.37). Government mandates for more efficient and effective service provision were
seen as least prevalent (M=2.89). Overall, this result indicates that most respondents in
Component 1 believed there were limited hindrances to working effectively together and several
factors that promote collaborations, such as ‘Respect for families’, were highly present.

Collaboration circumstances
The respondents to Component 1 were asked to assess for accuracy a series of statements about
collaboration circumstances using a 5-point Likert scale (from 1 = ‘Not at all accurate’ to 5 =
‘Highly accurate’). A summary of their responses is shown in Table 11.
Table 11. Accuracy of statements about collaboration circumstances, Component 1

Statement
There is an understanding among agencies of the importance of collaboration
There is a shared vision/shared outcomes among agencies about the needs of children
and families in this community
Agencies agree on the priorities for service development
There is understanding among agencies of evidence-based practice
Agencies are committed to improved services and to agencies working together
There is a mutual respect between different agencies providing services for children
and families
There is a shared commitment to involving community members in developing services
There is a shared commitment to involving community members voices in decision
making
Services work together to reach out to the most disadvantaged in the community
There are agreed procedures for identifying children or families at risk
There are agreed procedures for ensuring that families at risk are offered the
appropriate interventions

Mean
accuracy
rating
3.91
4.02
3.41
3.98
3.72
3.83
3.58
3.24
3.72
3.43
3.39
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Table 11 adds to the mounting evidence for the positive collaboration impacts of the FP and the
CfC CP collaborations, with all statements averaging over 3 on the 5-point scale. There was most
agreement with the statements about a shared vision (M=4.02), evidence-based practices
(M=3.98) and importance of collaboration (M=3.91). Also scoring favourably were mutual respect
(M=3.83), commitment to improved services (M=3.72), reaching out to the most disadvantaged
(M=3.72), involving community members (M=3.58), procedures for identifying at risk (M=3.43),
agreed priorities (M=3.41), agreed procedures (M=3.39) and commitment to involving community
voices in decision making (M=3.24). The average response results above illustrate that most
statements were rated as between accurate and highly accurate. This result indicates a high level
of concordance between the CfC and FP relationships.

Changes since the collaboration began
A 5-point Likert scale, strongly agree to strongly disagree, was used to measure the FP and CP
functions over the time period from the beginning of the CfC collaboration between the FP and
the CP. The mean effect rating of statements is reported in Table 12.
Table 12. Mean effect rating of changes that have occurred since the collaboration began, Component 1

Statement
Information sharing regarding clients has improved
Agencies are working towards shared outcomes
Issues of ‘turfism’ or territoriality among agencies has reduced
There is less competition for funding among agencies
Population level changes – positive
Population level changes – negative
More inter-agency events
More case coordination activities
Increase in understanding/knowledge of services and other agencies in the
community
Increased relationships resulting in increased referral pathways
Development of relationships that have increased community connectedness
Increased opportunities for shared learning and training
Evidence-Based Practice policy requirement changes – positive
Evidence-Based Practice policy requirement changes – negative

Mean effect
rating
2.35
3.59
4.19
2.24
2.43
1.52
2.82
2.48
3.74
3.43
3.67
3.38
3.48
1.98

Table 12 suggests that the effect of changes which have occurred since partnering with CfC has
been diverse. The most significant changes have been in reducing ‘turfism’ (M=4.19). There was
been a moderate impact on increasing knowledge (M=3.74), community connectedness
(M=3.67), working together towards shared outcomes (M=3.59), positive evidence-based practice
requirements (M=3.48), increased referral pathways (M=3.43), and shared learning and training
(M=3.38). The effect has been more minor for inter-agency events (M=2.82), case coordination
(M=2.48), positive population level changes (M=2.43), information sharing (M=2.35), and less
competition for funding (M=2.24). Minimal effect was reported for negative evidence-based
practice requirements (M=1.98) and negative population level changes (M=1.52).

Progress of collaboration
Figure11 shows how respondents rated the effect of collaboration efforts of their CfC FP on a
Likert scale ranging from ‘Compete’ to ‘Integrate’. This is an important determinant as it may
impact strongly on the levels of service delivery to disadvantaged children and families.
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COLLABORATION EFFORTS OF CFC FP
Integrate
14%

Compete
2%

Coexist
2%
Communicate
9%

Collaborate
25%

Cooperate
27%

Coordinate
21%
Figure 11. Collaboration efforts of CfC FPs, Component 1

As shown in Figure, the collaboration efforts of CfC FPs were highly rated. On a scale from
compete to integrate, few respondents rated the collaboration efforts as compete (2%), coexist
(2%) or communicate (9%), and most rated their efforts as cooperate (27%). Further along the
spectrum, coordinate (21%), collaborate (25%) and integrate (14%) feature strongly in the results.
Overall, these results indicate that most respondents believed that the FP made successful efforts
to collaborate with the CfC CP.

Working in the community
Working with different services
Figure 12 shows to what extent staff from different services work closely together to provide
assistance to individual clients for whom they are responsible. The links between services for
underserviced and disadvantaged children are well documented. The extent to which services
within a community are understood and collaborative can provide the ‘wrap around’ supportive
interventions to improve outcomes for developmentally at-risk children.
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STAFF FROM DIFFERENT SERVICES WORK
CLOSELY TOGETHER
Know little about each other
6%

Most of the time
28%
Occasionally
66%

Figure 12. How closely staff from different services work together to provide assistance to individual clients,
Component 1

As outlined in Figure 12, assistance is infrequently provided to individual clients by staff from
different services who know little about each other’s work (6%). More frequently staff from different
services work closely together occasionally (66%), although 28% reported that staff from different
services work closely together most of the time.
The ability of the CP to have an effective working relationship with other services in their
community can represent the extent to which families receive holistic and supportive services.
The status of current working relationships with other services is indicated in Figure13.

CURRENT RELATIONSHIP WITH OTHER SERVICES
No
2%

Strong
39%

Developing
59%

Figure 13. Working relationship with other services, Component 1

Additional evidence of the development of positive working relationships between services is
found in Figure. Strong working relationships are reported by 39% of respondents, and 59% report
developing working relationships. Only 2% of respondents stated that they have no working
relationship with other services in their area.

Working in partnership
Figure 14 indicates how frequently respondent agencies provide services directly to children and
their families in partnership with other agencies.
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SERVICES PROVIDED IN PARTNERSHIP
WITH OTHER AGENCIES
Sometime
21%

Rarely Never
2%
2%

Quite often
30%

All the time
24%

Mostly
21%

Figure 14. How often agencies provide services direct to children and their families in partnership with other
agencies, Component 1

Agencies providing services direct to children and their families in partnership with other agencies
occurs quite often (30%) or even more frequently (mostly 21% and all of the time 24%).
Partnerships happening sometimes were reported by 21% of respondents. Only 2% of
respondents respectively reported that partnerships were rare or never occurred.
How helpful these other partnerships are in providing services is illustrated in Figure 15.

HELPFULNESS OF PARTNERSHIPS
Sometimes
helpful
13%
Very helpful
39%

Mostly helpful
48%
Figure 15. Helpfulness of other partnerships in providing services to children and their families, Component 1

When partnerships to provide services did occur between agencies these were seen as positively
helpful. Respondents considered these partnerships as mostly helpful (48%), very helpful (39%)
or sometimes helpful (13%). This is in agreement with the previous findings above that illustrates
the factors measured in the effectiveness of how the FP and CfC CP partnerships and roles are
working. The extent to which these other partnerships existed prior to the formation of the
collaboration with CfC is indicated in Figure 16.
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EXISTENCE OF PARTNERSHIPS
PRE-COLLABORATION
Don’t know
11%

Yes
24%

No
26%

Somewhat
39%
Figure 16. Existence of partnerships pre-collaboration with CfC, Component 1

The results shown in Figure 16 suggest that the existence of CfC has increased the number of
other partnerships in communities. From the responses of those with knowledge about the
existence of other partnerships prior to the formation of the CfC collaboration (pre 2005), it
appears that around a quarter (24%) of partnerships did previously exist. While 39% of
respondents indicated that these partnerships ‘Somewhat’ existed, 26% of respondents
suggested that these partnerships did not exist.
The extent to which the collaboration with CfC has increased awareness of the full range of
services for children and their families is shown in Figure 17.

COLLABORATION INCREASED AWARENESS OF
SERVICES
Not really
11%

Yes fully
13%

Somewhat
22%

Mostly
54%
Figure 17. Extent to which collaboration with CfC has increased awareness of services for children and their
families, Component 1

According to the data shown in Figure 17, CfC collaboration appears to have increased most
respondents’ awareness of the full range of services for children and their families in local
communities. Only 11% of respondents report that CfC has not really increased their awareness.
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On the other hand, 13% of respondents report fully increased awareness, 54% mostly increased
awareness, and 22% reported their level of awareness as somewhat increased.

Correlations
Due to the nature of the questionnaire, such as the length and the numbers of questions asked
by the FP for the CfC partners to complete, only those correlations that represented a moderate
to strong relationship, such as those resulting in an r=.500 or higher significant rate, are reported
here. While there were other somewhat significant correlations results lower than r=.500 these
are not reported due to limitations on the size of the report and the lower impact of the variables
on the each other.
Table 12: Initial correlational analysis of FP data from Survey 1

Variables
The variables from the questions on the use of the FP and the CfC
being involved in the joint planning and the strategic/population
plans reflecting common goals
The variables capturing the ‘helpfulness’ of having joint planning
and the alignment of the strategic and population goals
The variables of ‘Coordinating planning for mutually reinforcing
activities’ and the strategic/population plans reflecting common
goals as ‘helpful’.
The variables of ‘Committee membership’ and ‘Ensuring the
strategic/population plans reflect common goals’
‘Joint planning’ and ‘Coordinated planning for mutually reinforcing
activities’
‘Membership of committees’ and ‘Coordinating planning for
mutually reinforcing activities’
‘Joint planning’ and ‘Joint service delivery’

Correlation strength of r=.500
or above and significance
*<.05 **<.001
r= .511, p<.001**
r= .786, p<.001**
r= .633, p<.001**
r= .683, p<.001**
r= .632, p<.001**
r= .609, p<.001**
r= .748, p<.001**

Table 12 illustrates several moderate to strong relationships between variables reviewed by the
evaluation team to evaluate the FP role and relationship with the CfC CPs. For example, the
variables from the questions on the use of the FP and the CfC being involved in the joint planning
and the strategic/population plans reflecting common goals show a correlational strength of r=
.511, p<.001**. This correlation indicates that there is a strong positive relationship between these
two variables. Therefore, the activities, such as joint planning between the FP and the CfC
organisations, are positively aided and reflected by commonly aligned strategic and population
goals.
The variable capturing the ‘helpfulness’ of having joint planning and the alignment of the strategic
and population goals, with a correlational strength of r= .786, p<.001**, includes the concept of
‘helpfulness’ as an additional variable within the interaction between the FP and the CfC
collaborative partnership. Therefore, ‘helpfulness’ adds to the strength and significance of the
correlation between the two variables. The addition of the strongly related term ‘helpful’ has further
reinforced the importance of the alignment of the strategic/population common goals/plans and
the joint planning between the FP and the CfC partnership.
The correlation between the variables of ‘Coordinating planning for mutually reinforcing activities’
and the strategic/population plans reflecting common goals as ‘helpful’ was r= .633, p<.001**, a
significant, positive correlation, though of moderate strength.
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The variable of committee membership and ensuring the strategic/population plans reflect
common goals is moderately to strongly correlated (r= .683, p<.001**), which reflects that the
activities of the FP and CfC membership of mutual committees strengthens the relationship
between the joint activities and the common goals for the strategies of the organisations and the
manner in which these are delivered through the sharing of common goals.
The use of joint planning between the FP and the CfC organisations that deliver programs to
underserviced, disadvantaged and vulnerable children is strongly positively correlated with
coordinated planning for mutually reinforcing activities (r= .632, p<.001**).
The variables of ‘Membership of committees’ and ‘Coordinating planning for mutually reinforcing
activities’ are moderately positively correlated (r= .609, p<.001**), indicating that these activities
could positively reinforce the relationship between the FP and the CfC CPs.
The variables of ‘Joint planning’ and ‘Joint service delivery’ are strongly positively correlated
(r= .748, p<.001**). This indicates that rather than joint delivery negatively impacting on the
relationship between the FP and the CfC, the joint delivery reinforced and strengthened the
relationship between the two variables. This is important as it demonstrates a form of relationship
and ethos different from the traditional view of organisational competitiveness within sectors to
provide the best service for clients, and that joint delivery can strengthen and improve service
delivery to clients. This could be indicative of the types of organisations involved, the ethos of
service to others, the not-for-profit nature of the organisations and the common goal of assisting
children living in severe disadvantage.
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CHAPTER 5
COMPONENT 2: AGGREGATE FINDINGS AND
PRELIMINARY DISCUSSION

This section reports on overall findings from Component 2 of the evaluation. Component 2 was
designed to enable the FPs to develop a better understanding of the CfC FP role within
collaborations and coordination of services.

Descriptive statistics
The following aggregate findings relate to agencies’ activities in relation to nominated local
collaborations and networks.

Participants’ professional activity
Figure 18 below indicate the proportion of an agency’s activity within their collaboration that is
devoted specifically to services for children and their families.
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AGENCY’S ACTIVITY DEVOTED TO SERVICES FOR CHILDREN & THEIR FAMILIES
Very little
8%

Unknown
8%

All of it
40%

Some
18%

Most of it
26%
Figure 18. Percentage of agency’s time devoted specifically to the services for children and their families,
Component 2

As shown in Figure 18 above most respondents to the questionnaire were working within agencies
that had a high level of commitment to providing services to children and their families.
Figure 19 shows how respondents perceived the purpose of the collaboration they are involved
in.

Purpose of collaboration
Achieving a collective impact

2.56

Information sharing

2.59

Networking

2.90

Project specific

3.24

Service coordination

3.24

0.00

0.50

1.00

1.50

2.00

2.50

3.00

3.50

Mean
Figure 19. Perceived purpose of collaboration, Component 2

When ranked in order from 1 to 5, project specific and service coordination shared first place
(M=3.24) as the main purpose of the collaboration. This was followed by networking (M=2.9),
information sharing (M=2.59) and achieving a collective impact (M=2.56). However, with such
limited variance between items, these results should be interpreted with caution.
Figure 20 shows how long respondents have been involved in their collaboration.
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Length of involvement in collaboration
25.0
23.5

20.0

21.0

15.0
10.0
8.4

5.0
.0

.8
0-3
months

13.4

11.8

10.1

5.9

5.0
4–6
months

7 – 12
months

13 - 18
months

19 - 36
months

3 – 5 years 5 years plus Don’t know Unknown

Figure 20. Length of involvement in collaboration, Component 2

According to Figure 20, many respondents had been involved with their collaboration for over 18
months. Most of those respondents who knew their length of involvement had been involved for
over 18 months (23.5% for 19–36 months, 21% for 3–5 years), while for 11.8% their involvement
extended beyond 5 years. A total of 24.3% had been involved with the collaboration for no more
than 18 months. Caution is needed when interpreting these results, however, due to the high
number (19.3%) of ‘don’t know’ and ‘unknown’ responses.

How collaborations work
Involvement in planning processes and functions
Table 13 shows the extent to which collaborations were involved in planning processes and
functions, and how helpful respondents found these.
Table 13. Collaboration involvement in planning processes and functions, Component 2

Planning process/function
Joint planning
Ensuring strategic/population plans reflect common goals
Coordinating planning for mutually reinforcing activities
Membership of committees

Involved
69.0%
69.6%
76.5%
81.2%

Mean helpfulness
3.82
3.77
3.84
3.59

As shown, the most frequently reported activities were membership of committees (81.2%) and
coordinating planning (76.5%). Almost 70% of respondents reported involvement in strategic and
population plans (69.6%) and joint planning (69%). In terms of helpfulness, all planning activities
were similarly rated, with only slight variations.

Involvement in service delivery processes and functions
Table 14 shows the extent to which collaborations were involved in service delivery processes
and functions, and how helpful respondents found these.
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Table 14. Collaboration involvement in service delivery processes and functions, Component 2

Service delivery process/function
Referring clients between agencies
Joint monitoring or quality assurance of services
Joint service delivery
Joint case management/ conferencing
Sharing costs for services provided to shared clients
Community-based events/activities

Involved
56.9%
22.4%
55.2%
18.8%
22.4%
80.3%

Mean helpfulness
3.73
3.15
3.77
3.06
3.11
4.00

Community-based events and activities were the most frequently reported service delivery
processes (80.3%) and were rated as the most helpful (M=4.0). The least frequent activity, joint
case management and conferencing (18.8%), was also deemed the least helpful (M=3.06). Just
over half of respondents were involved in referring clients between agencies (56.9%) and joint
service delivery (55.2%). These two activities were similarly rated in terms of helpfulness (M =3.73
and M=3.77, respectively). There was a low level of involvement and reflective helpfulness scores
for joint monitoring (22.4%, M=3.15) and sharing costs (22.4%, M=3.11). These results suggest
that collaboration participants were most involved in the processes and functions that they
deemed to be the most helpful.

Involvement in shared information processes and functions
Table 15 shows the extent to which collaborations were involved in shared information processes
and functions, and how helpful respondents found these.
Table 15. Collaboration involvement in shared information processes and functions, Component 2

Shared information process/function
Exchanging information (about projects, funding sources etc.)
Joint promotional campaigns
Sharing client information
Sharing de-identified service data

Involved
94.3%
62.7%
27.7%
47.8%

Mean helpfulness
4.13
3.83
3.12
3.54

The developing hypothesis that collaboration participants were most involved in the process and
functions they considered the most helpful is supported by Table 15. The exchange of information
involved most participants (94.3%) and they rated the helpfulness of this activity very highly
(M=4.13). In contrast, the sharing of client information occurred least often (27.7%) and had the
lowest mean helpfulness score (M=3.12). While over half of respondents were involved in joint
promotional campaigns (62.7%), less than half shared de-identified data (47.8%). Similarly, the
helpfulness of promotional campaigns was rated more highly (3.83) than that of sharing deidentified data (M=3.54).

Involvement in professional development processes and functions
Table 16 shows the extent to which collaborations were involved in professional development
processes and functions, and how helpful respondents found these.
Table 16. Collaboration involvement in professional development processes and functions, Component 2

Professional development process/function
Inter-agency staff training
Joint recruitment of personnel

Involved
39.1%
6.0%

Mean helpfulness
3.59
3.08
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Overall, there was a low level of involvement reported for professional development processes
and functions. Inter-agency staff training occurred more frequently (39.1%) and was rated as more
helpful (M=3.59) than joint recruitment, which occurred minimally (6%) and had a helpfulness
rating of M=3.08.

Involvement in other processes and functions
Table 17 shows the extent to which collaborations were involved in other processes and functions,
and how helpful respondents found these.
Table 17. Collaboration involvement in other processes and functions, Component 2

Other process/function
Inter-agency meetings
Co-location (where services may share the same premises)
Include community ideas/voice-into-planning

Involved
77.1%
23.9%
9.5%

Mean helpfulness
3.82
3.52
4.00

Table 17 shows high mean responses to the ‘helpfulness’ of the FP and CP collaborations
enhanced by ‘Inter-agency meetings’, ‘Co-location’ and ‘Include the community ideas/voice-intoplanning’. For example, the more indicative emerging trend of inter-agency meetings has a high
level of involvement (77.1%) and a helpfulness rating of M=3.82. The level of involvement in colocation was low (23.9%) and this may be reflective of the state-wide nature of the research, as
co-location is often not possible in rural and remote areas. The ‘helpfulness’ of co-location was
M=3.52, a result eclipsed by the mean helpfulness rating for the involvement of the community
‘voice’ in planning.

Which staff are involved in collaboration processes and functions
Table 18 shows which staff were involved in collaboration-related processes and functions.
Table 18. Staff involvement in collaboration processes and functions, Component 2

Process/function
Planning
Service delivery
Shared information
Professional
development
Inter-agency
meetings
Co-location
Overall average

CEO

Senior or
Area
Manager

Service
Coordinator
or Service
Manager
37.0%
30.3%
33.6%

Frontline
Staff

Agency is
not
involved

Don’t
know

25.2%
23.5%
28.6%

5.0%
13.4%
3.4%

0.0%
0.8%
0.0%

5.9%
2.5%
5.9%

21.8%
10.1%
21.8%

4.2%

13.4%

22.7%

18.5%

13.4%

5.0%

5.9%

18.5%

37.0%

28.6%

2.5%

1.7%

1.7%
4.35%

5.0%
15.1%

14.3%
29.15%

11.8%
22.7%

20.2%
9.65%

8.4%
2.65%

Overall, service coordinators or service managers were most likely to be involved in collaboration
processes and functions (29.15%), followed by frontline staff (22.7%). Less involved overall were
senior or area managers (15.1%) and CEOs (4.35%). However, this result is tempered by the
extent to which agencies were involved (or not) in activities and the number of respondents who
did not know who was involved. Where there was some involvement, this appears to be most
likely in the areas of planning, shared information and inter-agency meetings. As previously
reported, the overall extent of involvement in co-location was low.
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Factors that hinder effective collaborations
The factors which are perceived as hindering effective collaborations are shown in Figure 21, with
the mean perceived levels of hindrance.

Factors that hinder collaboration
Long distances between services
Absence of a common vision
“Turfism” or territoriality
Competition for funding
Historical differences
Absence of effective leadership
New members
Differences in funding sources
Different levels of government working separately
Staffing challenges
0.00

2.12
2.44
2.50
2.50
2.50
2.51
2.69
2.77
2.97
3.09
0.50

1.00

1.50

2.00

2.50

3.00

3.50

Mean
Figure 21. Factors that hinder collaboration, Component 2

Figure 21 indicates little variation in scores for these factors, with most factors rating between 2
and 3 on a 5-point scale, suggesting minimal obstructions within collaborations. The most likely
hindrance to collaboration is staffing challenges (M=3.09) and the issue least likely to impede is
long distances between services (M=2.12).

Factors that promote effective collaborations
Measuring factors that promote effective collaborations provides insight into the FP and CfC CP
relationship and functioning. Several factors were explored such as, the level of ‘common goals’
shared by the FP and CfC CP. The factors which can promote effective collaborations and the
mean average levels are illustrated in Figure 22.

Factors that promote collaboration
Common goal

3.17

Government mandates

3.00

Willingness

4.03

Leadership

4.01

Common philosophy

4.09

Respect for families
0.00

4.29
0.50

1.00

1.50

2.00

2.50

3.00

3.50

4.00

4.50

5.00

Mean
Figure 22. Factors that promote collaboration, Component 2

As might be expected from the results shown in Figure 211, the presence of factors that promote
collaboration tends to be high. As seen in Figure 22, on a 5-point scale all factors were rated 3 or
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more. Indeed, respect for families was rated very highly (M=4.29), as was common philosophy
(M=4.09), willingness (M=4.03) and leadership (M=4.01). Scoring around 3 were common goals
(M=3.17) and government mandates (M=3.0). This indicates a highly effective collaboration
based on several areas of shared commonality.

Collaboration circumstances
Statements describing collaboration circumstances, and the perceived accuracy of those
statements, are shown in Table 19. These statements provide the respondents with the
opportunity to determine the shares aspects of the FP and CfC CP relationship.
Table 19. Accuracy of statements about collaboration circumstances, Component 2

Statement
There is an understanding among agencies of the importance of collaboration
There is a shared vision / shared outcomes among agencies about the needs of
children and families in this community
Agencies agree on the priorities for service development
There is understanding among agencies of evidence-based practice
Agencies are committed to improved services and to agencies working together
There is a mutual respect between different agencies providing services for children
and families
There is a shared commitment to involving community members in developing
services
There is a shared commitment to involving community members voices in decision
making
Services work together to reach out to the most disadvantaged in the community
There are agreed procedures for identifying children or families at risk
There are agreed procedures for ensuring that families at risk are offered the
appropriate interventions

Mean accuracy
rating
4.07
3.96
3.40
3.61
3.93
4.06
3.70
3.54
3.68
2.86
2.88

These results are further evidence for the effectiveness of collaborations. There is evidently a
high level of understanding among agencies of the importance of collaboration (M=4.07) and a
high level of mutual respect (M=4.06). Despite this, the level of agreed procedures seems to be
somewhat low (M=2.88 for offering families at risk appropriate interventions and M=2.86 for
identifying those at risk).

Changes since collaboration commenced
Changes that occurred since the collaboration began, and the perceived effect of these, are
shown in Table 20. A 5-point Likert scale indicates that some aspects such as information sharing
regarding clients is at the mid point (neutral) while negative change is at a low mean point (this is
a positive result).
Table 20. Changes since the collaboration began and their effect, Component 2

Change
Information sharing regarding clients has improved
Agencies are working towards shared outcomes
Issues of ‘turfism’ or territoriality among agencies has reduced
There is less competition for funding among agencies
Population level changes – positive

Mean effect
rating
2.82
3.79
2.71
2.09
2.23
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Change
Population level changes – negative
More inter-agency events
More case coordination activities
Increase in understanding/knowledge of services and other agencies in the
community
Increased relationships resulting in increased referral pathways
Development of relationships that have increased community connectedness
Increased opportunities for shared learning and training
Improved planning for service delivery

Mean effect
rating
1.92
3.32
2.08
3.92
3.33
3.76
3.50
3.21

It appears from these results that collaborations tended to operate in favourable circumstances.
Collaborations seem to have had the most impact on increasing understanding and knowledge
(M=3.92), working towards shared outcomes (M=3.79) and increasing community connectedness
(M=3.76). However, there was minimal impact of changes in population level (either positive
(M=2.23) or negative (M=1.92)), case coordination activities (M=2.08), competition for funding
(M=2.09), ‘turfism’ (M=2.71) and information sharing regarding clients (M=2.82).

Progress of collaboration
Figure 23 shows how respondents rated the progress of their collaboration.

PROGRESS OF COLLABORATIONS
Compete
2% Co-exist
5%

Collaborate
35%

Coordinate
17%

Communicate
16%

Cooperate
25%

Figure 23. Progress of collaborations, Component 2

As shown in Figure 23, the progress of collaborations was highly rated. On a spectrum from
‘compete’ to ‘integrate’, few respondents rated the collaboration efforts as ‘compete’ (2%),
‘co-exist’ (5%) or ‘communicate’ (16%). Most judged the progress of the collaboration as either
‘collaborate’ (35%) or ‘cooperate’ (25%), while the ‘coordinate’ level was nominated by 17% of
respondents.

Working in the community
Working with different services
Figure 24 indicates how closely staff from different services worked together to provide assistance
to individual clients for whom they were responsible.
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STAFF FROM DIFFERENT SERVICES WORK CLOSELY
TOGETHER ...
Know little about
each other
11%

Most of the time
33%

Occasionally
56%
Figure 24. How closely staff from different services worked together to provide assistance to individual clients,
Component 2

As shown in, assistance was infrequently provided to individual clients by staff from different
services who know little about each other’s work (11%). More frequently, staff from different
services worked closely together only occasionally (56%), although 33% reported that staff from
different services worked closely together most of the time.
The reported strength of current working relationships with other services is indicated in Figure
2525.

CURRENT RELATIONSHIP
WITH OTHER SERVICES
Strong
34%

Developing
66%

Figure 25. Working relationship with other services, Component 2

This shows additional evidence of the development of positive working relationships between
services. Strong working relationships were reported by 34% of respondents, and 66% reported
developing working relationships. Nil respondents reported no working relationship with other
services in their area.
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Working in partnership
Figure 26 indicates how often respondent agencies provided services directly to children and their
families in partnership with other agencies.

SERVICES PROVIDED IN PARTNERSHIPS
WITH OTHER AGENCIES
Rarely
3%

Never
8%

All the time
25%

Sometimes
19%

Mostly
15%
Quite often
30%
Figure 26. Frequency with which agencies provided services directly to children and their families in
partnership with other agencies, Component 2

Figure 26 suggests that this occurs ‘Quite often’ (30%) or even more frequently (‘Mostly’ 15% and
‘All the time’ 25%). Partnerships that happened only ‘Sometimes’ were reported by 19% of
respondents and just 11% of respondents reported that partnerships occurred ‘Rarely’ (3%) or
‘Never’ (8%).
How helpful these partnerships were in providing services is indicated in Figure 27.

HELPFULNESS OF PARTNERSHIPS
IN PROVIDING SERVICES
Sometimes helpful
14%
Very helpful
39%

Mostly helpful
47%

Figure 27. Helpfulness of partnerships in providing services, Component 2

When partnerships to provide services did occur between agencies, these were positively helpful.
As shown in Figure 27, respondents considered these partnerships as ‘Mostly helpful’ (47%),
‘Very helpful’ (39%) or ‘Sometimes helpful’ (14%).
Whether or not these other partnerships existed prior to the formation of the collaboration is
indicated in Figure.
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EXISTENCE OF PARTNERSHIPS
PRE-COLLABORATION
Don’t know
17%

Yes
28%

No
11%

Somewhat
44%
Figure 28. Existence of partnerships prior to the formation of collaboration, Component 2

The results shown in Figure suggest that the existence of a collaboration increased or formalised
the number of other partnerships members had in their communities. Going by the responses of
those with knowledge of the existence of other partnerships prior to the formation of the CfC
collaboration, it appears that around a quarter (28%) of partnerships previously existed, while
44% of respondents indicated that these partnerships ‘Somewhat’ existed and 11% of
respondents suggested that these partnerships did not exist.
The extent to which the collaboration increased awareness of the full range of services for children
and their families is shown in Figure 29.

COLLABORATION INCREASED AWARENESS OF
SERVICES
Not really
8%

Not at all
2%

Yes fully
15%

Somewhat
26%

Mostly
49%
Figure 29. Extent to which collaboration with CfC has increased awareness of services for children and their
families, Component 2

Involvement in a collaboration evidently increased most respondents’ awareness of the full range
of services for children and their families in local communities. Only 8% of respondents reported
that the collaboration has ‘Not really’ increased their awareness and only 2% reported no increase
at all. On the other hand, 15% of respondents report being fully aware, 49% reported being mostly
aware and 26% somewhat aware.
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Correlations
Initial correlational analysis of FP data from Survey 2 sought to develop better understanding of
the CfC FP role within collaborations and coordination of services. The significance of the
correlations between the variables measured in Survey 2 are presented in Table 21.
Table 21. The correlations between the variables identifying the role of the FP in CfC collaborations and in
coordinating services

Variables
‘Name of collaboration’ and ‘Achieving a collective impact’
‘Refereeing clients between agencies’ and ‘Name of collaboration’
‘Do you work for … ?’ and ‘Information sharing’

Correlations and
significance *<.05 **<.001
r=.302, p<.004**
r=-.314, p<.013*
r=.302, p<.004**

Only the strongest correlations for this Survey 2 section are presented in Table 21. NB: correlations over .400
correlation are considered as moderate and the use of * or** indicates the significance of the relationship.

As shown, the variables identified as ‘Name of collaboration’ and ‘Achieving a collective impact’
had a correlation of r= .302, p<.004. These questions sought to measure whether particular
collaboration groups identified by a formal recognising process, such as a name, were correlated
with the process and concepts known as ‘Achieving a collective impact’. While the correlation of
r=.302 is considered low, it is a significant positive correlation, indicating some relationship
between the two variables. Therefore, the ability to achieve ‘collective impact’ is mediated by the
organisations involved (i.e. the name of the collaboration).
The correlation between the variables ‘Refereeing clients between agencies’ and ‘Name of
collaboration’, resulted in r=-.314, p<.013, indicating a low negative relationship that is also
significant. This result suggests that the referring of clients between agencies is dependent on
the agency initiating the referral (‘Name of Collaboration’). Therefore, the rate of referral and the
types of referrals depend on the organisation in which the survey respondents worked.
Additionally, the characteristics of the ‘Do you work for … ?’ and ‘Information sharing’ correlation
was r= .302, p<.004, indicating again that the organisation involved had some impact on the
participants’ ability or willingness to share information. This is not necessarily an undesirable
finding as it may indicate an adherence to strict confidential guidelines within and between
organisations.
The data in Table 22 explores the correlations between the processes of FPs and CfC CPs in
information sharing in specific instances.
Table 22. Changes since the collaboration began and their effect, Component 2

Variables
‘Information sharing’ and ‘Project specific’
‘Information sharing’ and ‘Achieving a collective impact’
‘How much is your agency activity directed to children’s services?’
and ‘Joint planning’
‘How much is your agency activity directed to children’s services’
and ‘Sharing client information’
‘How much is your agency activity directed to children’s services’
and ‘Includes community ideas’ and ‘Joint planning’

Correlational and
significance *<.05 **<.001
r=-.453, p<.000**
r=-.510, p<.000**
r=-.437, p<.000**
r=-.437, p<.033*
r=-.393, p<.007*

Note: Only correlations over .400 are considered as moderate. * indicates a statistically significant
relationship, while ** is statistically more significant.
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This data identifies the correlational relationships between characteristics that define when and
how information sharing may occur. For example, for the question on ‘Information sharing’ and
its correlation with the ‘Project specific’ question r=-.453, p<.000, a moderate but highly significant
correlation. It indicates that information sharing occurs in conjunction with specific projects and
suggests that a productive relationship between the FPs and the CfC CPs can be achieved under
specific circumstances.
The role of ‘Collective impact’ in the community identifies methods of working together to achieve
the best possible results for improving community outcomes in disadvantaged and vulnerable
families within the area. The correlation between ‘Information sharing’ and ‘Achieving a collective
impact’ was r=-.510, p<.000. This result indicates that as information sharing decreases then the
ability of the CPs and the FPs to accomplish any form of collective impact is impaired. Thus,
achieving greater collective impact relies on high levels of information sharing.
The correlation between ‘How much is your agency activity directed to children’s services?’ and
‘Joint planning’ was r=-.437, p<.000, demonstrating a highly significant and moderate relationship
between these two characteristics. This correlation also indicates that the more the agency
activities were directed towards children’s services then the more joint planning was impacted.
The relationship between the variables ‘How much is your agency activity directed to children’s
services?’ and ‘Sharing client information’ was r=-.437, p<.033, indicating a moderate, significant
relationship. This can be interpreted as the correlation between the organisation’s focus on
children and the organisation’s ability and/or willingness to share information. This may
demonstrate an adherence to strict confidentiality guidelines, or the focus on children or adults by
the organisation as a mitigating factor. This variable expands on the concepts explored above
regarding the focus of the organisation on children and services directed towards children to then
include community input into the services provided. The correlation between the characteristics
‘How much is your agency activity directed to children’s services?’ and ‘Includes community ideas’
with ‘Joint planning’ was r=-.393, p<.007. The inclusion of the concept of community input may
represent a confounding factor in the question and analysis as the strength and significance of
the correlation have decreased.
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CHAPTER 6
COMPONENT 3: FINDINGS AND PRELIMINARY
DISCUSSION

This section reports on findings from Component 3 of the evaluation. Component 3 addresses
the understanding of the changes to the Operational Guidelines at a local level and explores the
targeted relationship-based programs that are delivered to children at risk against an SDH
framework.

Descriptive statistics
Feedback on changes to CfC model
The perceived effects of the current CfC model, whereby 50% of service delivery funding must
be allocated to evidence-based programs, is shown in Table 24. Respondents were asked to
indicate effect on a 5-point scale from 1 (no effect) to 5 (major effect).
Table 23. Effect of current CfC model, Component 3

Statement
Improved the quality of activities in the region
Impacted on your activities
Had a negative impact on outcomes for the population
Improved access to more high-quality programs
Reduced the number of activities people can access
Provided better programs for the target population in the CfC region
Reduced CfC presence in local collaboration
Supported the engagement of marginalised and disadvantaged clients
Provided an appropriate selection of programs for your community
Reduced the Facilitating Partners support for collaborative initiatives
Allowed for flexible response to crisis in community

Mean effect rating
2.85
3.00
2.23
2.92
3.00
2.93
2.93
2.77
2.69
2.71
2.75
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From the results presented in Table 23 it appears that the requirement to allocate 50% of service
delivery funding to evidence-based programs has had limited effect. Mean scores ranged from
2.23 to 3.00 The greatest impact appears to be on respondents’ activities (M=3.0), the number of
activities clients can access (M=3.0), better programs for target populations (M=2.93), reduced
CfC presence in local collaborations (M=2.93), and the quality of activities (M=2.85). The funding
requirement had minimal negative impact on outcomes for the population (M=2.23), selection of
programs for the community (M=2.69), FP support (2.71), flexibility of crisis response (M=2.75)
or engagement with marginalised clients (M=2.77).
Further insights into the effect of the current CfC model are presented in Table 24. Respondents
were asked to rate effect on a 5-point scale from 1 (not at all) to 5 (high).
Table 24. Effect of current CfC model (responses only from CPs), Component 3

Statement
Increased skills in relation to the delivery of evidence-based programs
Increased knowledge in relation to the delivery of evidence-based programs
Increased the administration burden for Community Partners

Mean effect rating
2.83
3.08
4.33

The data in Table 24 suggests that funding model changes have had a negative effect on CPs in
terms of their administrative burden (M=4.33), but have somewhat increased their knowledge
(M=3.08) and skills (M=2.83).
The level of agreement with given statements about CfC model changes is indicated in Table 25.
Respondents were asked to indicate agreement on a 5-point scale (where 1 is strongly disagree
and 7 is strongly agree).
Table 25. Mean agreement with statements about changes to CfC model, Component 3

Statement
The evidence-based requirement represents value for money for the
community.
Resources, such as dedicated staffing for development and coordination to
enhance delivery of ‘wrap around’ services, are a priority to support children
and families.
The competitive nature of tendering has impacted on the CfC partnerships.
Co-location improves access to and take-up of services by families at risk of
vulnerability.

Mean agreement
rating
3.53
4.57
5.00
4.29

The statements with which respondents were most in agreement related to the priority of
resources (M=4.57) and the competitive nature of tendering (M=5.0). Respondents were more
neutral about co-location (M=4.29) and value for money (M=3.53).

CfC Facilitating Partners’ key functions
The ranking using a scale of 1 to 10 of CfC FPs’ with 1 lowest to 10 highest rated the key functions
in the service area. The outcome of the rankngs is presented in Figure 30.
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Key Function
Funding local services

7.29

Coordination of local services

5

Lead Collective Impact Initiatives

5.33

Funding for collaboration

5.93

Service delivery

4.6

Consulting local community

5.93

Making evidence-informed decisions

4.23

Being flexible and responding to local community need

5.64

Other

1.25
0

1

2

3

4

5

6

7

8

Mean
Figure 30. CfC FPs’ role in the service area, Component 3

According to the data in Figure 30, the funding of local services is seen as CfC FPs’ main role
(M=7.29). Their role was also considered to be important in terms of consulting the local
community (M=5.93), funding for collaboration (M=5.93), responding to local needs (M=5.64),
leading collective impact initiatives (M=5.33) and coordination of local services (M=5.0). CfC FPs
were viewed as having less of a role in service delivery (M=4.6) and making evidence-informed
decisions (M=4.23).

Correlations
To increase understanding of the changes to the Operational Guidelines at a local level and how
this had impacted on the relationships between the FPs and the CfC CPs, the evaluation targeted
relationship-based programs that are delivered to children at risk against an SDH framework. The
Component 3 survey provided the strongest and most significant correlations between these
factors, possibly indicating that the change to the Operational Guidelines had been significant and
influential.
The correlations in this section are reported in order of the strength of the relationship between
the two areas of interest. The closer the correlation is to 1.0 then the stronger the relationship
between the two characteristics of interest. For example, a correlation of .9 indicates that the two
characteristics of interest are very strongly related to one another, meaning a change in one
characteristic will impact on the other characteristic.
Table 26 represents the areas of interest with the strongest correlations. For example, the FP and
CfC partnerships characteristics explored in Component 3, such as ‘Supported the engagement
of marginalised and disadvantaged clients’ and the variable ‘Provided an appropriate selection of
programs for your community’ refers to the FP providing access to and funding for the most
appropriate programs for the CfC to provide to their targeted most disadvantaged communities.
This is of note as several CP provide modified programs to directly meet the needs of their
communities. The correlations between these two characteristic or parts of the partnership was r
=.943, p<.000. This indicates a very strong relationship between the two characteristics that is
statistically significant. It is also a positive relationship which indicates that as the characteristic
‘supported the engagement of marginalised and disadvantaged clients’ by the FP increased, then
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so did ‘Provided an appropriate selection of programs’ for that specific CfC community. Given the
funding changes regarding the 50% evidence-based requirements this outcome is extremely
poignant. The other characteristics with the strongest relationship are described in Table 26.
Table 26. Changes to the Operational Guidelines and the impact on FP-CfC relations, Component 3

Variables
1) ‘Supported the engagement of marginalised and disadvantaged clients’, with
2) ‘Provided an appropriate selection of programs for your community?’
1) ‘Increased skills in relation to the delivery of evidence-based programs?’ with
2) ‘Increased knowledge in relation to the delivery of evidence-based
programs?’
1) ‘Increased knowledge in relation to the delivery of evidence-based
programs?’ with 2) ‘Provided better programs for the target population in the
CfC region?’
1) Increased skills in relation to the delivery of evidence-based programs?’ with
2) ‘Provided better programs for the target population in the CfC region?’
1) ‘Reduced CfC presence in local collaborations?’ with 2) ‘Reduced the
Facilitating Partners support for collaborative initiatives?’
1) ‘Improved access to more high quality programs?’ with 2) Provide better
programs for the target population in the CfC region?’
1) ‘Improved the quality of activities in the region?’ with 2) ‘Provided an
appropriate selection of programs for your community?’
1) ‘Supported the engagement of marginalised and disadvantaged clients?’
with 2) ‘Improved quality of activities in the region?’

Correlational and
significance *<.05
**<.001
r= .943, p<.000**
r=.974, p<.000**

r=.839, p<.000**
r=.858, p<.000**
r=.848, p<.000**
r=.842, p<.000**
r=.863, p<.000**
r =.816, p<.000**

Changes to the funding requirements imposed a 50% evidence-based program use on the FP
and CfC CP collaborations. These survey questions asked about the effects of changes related
to the 50% evidence-based funding requirement. The results shown in Table 26 outline the impact
of these changes, using a correlational analysis. The FP and CfC CP needs to provide evidencebased programs related characteristics of ‘Increased skills in relation to the delivery of evidencebased programs?’ with ‘Increased knowledge in relation to the delivery of evidence-based
programs?’ with a correlational value of r=.974, p<.000, indicating that as the FP facilitated and
assisted the CfC partner to increase the staff skills in relations to the delivery of evidence-based
programs then the CfC CP gained an increased knowledge in the delivery of evidence-based
programs. This very positive and strong correlation indicates that skill levels and delivery of
evidence-based programs is an important factor in the FP and CfC community partnership.
The role the FPs played for the CfC CPs in ‘Increased knowledge in relation to the delivery of
evidence-based programs?’ and its correlation with ‘Provided better programs for the target
population in the CfC region?’ had a strong positive relationship, as indicated by r=.839, p<.000.
Therefore, improvements in programs the FPs provided for the target population had a strong
relationship with increased knowledge of the delivery of evidence-based programs. This could
indicate that the FP’s close understanding of the target population and the CfC knowledge of the
importance of evidence-based program are strongly related, thus providing the best programs to
the most vulnerable populations.
The extent to which the FP and CfC community partnership ‘Increased skills in relation to the
delivery of evidence-based programs?’ correlated with the characteristic of ‘Provided better
programs for the target population in the CfC region?’, at r=.858, p<.000, indicates a strong
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positive result. This indicates that the more the FP aided the CfC partner to increase skills in
delivering evidence-based programs then the more likely the FP would be to assist in providing
better programs for the target population. ‘Better programs’ would in this instance be defined as
the CfC programs that best met the target population’s needs.
Conversely, the impact of the 50% evidence-based program requirements was also gauged in
the questions seeking to measure the reduction of support from the FP and its impact on the
presence of the CfC CP in local collaboration, which was found to be a strong one. That is,
‘Reduced CfC presence in local collaborations?’ was strongly correlated with ‘Reduced the
Facilitating Partners support for collaborative initiatives?’ at r=.848, p<.000. This result indicates
that, as might be expected, when the FP reduces its support for collaborative initiatives then the
involvement of the CfC in local collaboration is also significantly reduced.
The extent to which the FP and the CfC community collaboration provided ‘Improved access to
more high-quality programs’ was strongly correlated with the FP’s ability to ‘Provide better
programs for the target population in the CfC region’. This was indicated in r=.842, p<.000
showing a significant, strong relationship between the provision of high-quality programs with the
FP’s understanding of the needs of the target group in the CfC region the FP was supporting.
The role of the FP in assisting the CfC CPs to deliver quality programs was captured by comparing
the characteristics of ‘Improved the quality of activities in the region?’ and ‘Provided an
appropriate selection of programs for your community?’. The strong and highly significant
correlation between these two characteristics was r=.863, p<.000.
The next correlational measure of the FP and CfC CP relationship, between the variables
‘Supported the engagement of marginalised and disadvantaged clients?’ and ‘Improved quality
of activities in the region?’ was r =.816, p<.000. Again, this result supports the strong, positive
correlations described above that also outline the interactions between the role of the FP in
supporting the CfC CP. In this instance a strong positive correlation between engaging with
marginalised and disadvantaged clients and improvement in providing quality activities in the
region is indicated.

Focus groups and interviews
This section presents combined findings from the focus groups and interviews. The results from
the focus groups and individual face-to-face or telephone interviews have been merged to provide
an overall understanding of FP and CfC community partnership interactions. These discussions
provided further insight into the role of FPs, interactions between FPs and CPs, and FP
contributions to CfC programs and the broader service system. In so doing, understandings of
how the Operational Guidelines are enacted at a local level were increased. In particular, this
section considers the role of FPs in relation to capacity building and collaborative community
service delivery, supporting service delivery, providing governance and assistance to CPs, shared
planning and reporting, and interpreting government policy. Perceived barriers and facilitators to
potential collaborations either with the FP or between community service organisations are also
discussed.
Overall, FPs were well regarded by their CfC CPs. Interactions between FP and CP were seen
as helpful and professional, as captured in this qualitative summary:
Sometimes we’ve needed clarification, especially when we’re going for accreditation
and stuff, there was quite a lot of need for communication at that point and a lot of that
was forthcoming and it was – always been very courteous and respectful.
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Similarly:
The tone of how they work with us is generally pleasant and we’re all getting along.

These summative comments reflect the collegial and respectful interactions between the FPs and
CPs across all the sites.

Role of FPs in capacity building and collaborative community service
delivery
Everyone interviewed acknowledged the positive role of FPs in local community capacity building
to improve community service delivery for children and families. Considered below is how FPs do
this in relation to responsiveness to community needs, networking/collaboration, network
meetings, increasing knowledge of services in the community, referral pathways, and promotion
of CfC programs and services.

Responsiveness to community needs
FPs are responsive to community needs, as the following quote from one FP highlights:
The consultation that occurs at all the networks that we all sit around and the
consultation that would occur here – every agenda there’s things around emerging
needs, barriers, concerns etc. – to be able to create programs that meet the needs of
the local communities. So, it’s not just bringing in a program from over here and putting
into, it’s about meeting needs.

Many CPs confirm that FPs have a strong community focus and are well placed to respond to
community needs, as the following comments highlight:
They’ve [FPs] got one foot firmly planted in the local community.
[FPs] have just always wanted to hear what are the needs, what are the gaps and
being responsive to that … I think that’s one of the real positives, is that you’re about
the community and about what’s really, really needed.
If it [CfC} didn’t exist and didn’t have a team holding it altogether, then you would lose
that connectedness across the region. And then that would be detrimental to those
children and families as well, and the gaps would open up even wider.
What I find really good is the staff have a real genuine heart for the community.

These comments demonstrate the important role of the FP in providing the broad oversight to the
community needs and programs that may be lacking in individual service providers. Yet, with the
removal of service delivery from their portfolio, FPs may feel less connected to their community.
As one FP remarked:
In the new world of where the Facilitating Partner and … of the Community Partners,
that I feel that we are less connected from what’s happening in the community,
because we are structured in what needs to be delivered and who’s delivering it and
where you’re delivering it, and what your numbers are and those sort of things.

To overcome this potential isolation, FPs have been proactive in developing links with their local
community and CPs.

Networking/collaboration
As per the Operational Guidelines, FPs develop connections and networks between service
providers and families. Several CPs observed that FPs have a long-term commitment to ensuring
that community services work collaboratively:

p. 69

They [FPs] did a really good job of that early setting it up well in the community and
making sure that people did collaborate. Like they put a lot of investment into the
collaborative stuff.
I think Communities for Children in this region certainly provides the opportunity
through quite an array of different programs and activities and so on. And I think, as …
was saying, I really felt that if it didn’t exist and didn’t have a team holding it all
together, then you would lose that connectedness across the region. And then that
would be detrimental to those children and families as well, and the gaps would open
up even wider.

The framework, governance, guidance and support provided by the FP to the CP is evidence that
the community and CP benefits from the FP role.
Networking and collaboration is beneficial from both the FP and CP perspective for children and
their families. For the FP, insights into the local community gained through collaborations can
improve how they work:
I think for me being part of the Facilitating Partner that the opportunities to actually
work collaborative with, collaboratively with community and agencies has been a real
positive to actually pick up on lots of other nuances that come our way indirectly that
actually helps us to work better.

From the CP perspective, connections and links developed through CfC activities can improve
how they work and outcomes for families:
It’s enabled us to have connections with others that are working with that cohort.

More explicitly:
It’s those links – the links of a family coming in, needing some support, being linked in
to a service that provides that support. And it’s that soft entry that helps them come in
and feel confident – build that strong relationship which helps the capacity. And we
hear it so often where the connections that happen – they just flourish, and sometimes
that happens from sitting around the table talking with each other. And sometimes
that’s just because you know about the other programs because you’ve sat here, or we
broaden that. And I think that’s a really key point and I think we actually know how
great that is, because we all just do it, it’s just what we do.

Yet despite the benefits of collaboration, limited funds are available through CfC for this. As one
FP explained:
It can be challenging when you’ve got the, the funder-fundee relationships going on
and you’re also tasked with embedding yourself in the system to try and change things
up a bit toward improved outcomes for children and families. And it can, it can
challenge us at the, at the coalface when we’re trying to organise these things and
we’re not necessarily providing huge amounts of funding for everyone to collaborate.

To sum up, while FPs are committed to developing strong networks and collaborations their efforts
are somewhat hindered by the lack of funds.

Network meetings and increasing knowledge of services in the
community
Facilitating regular network meetings is one forum by which FPs can encourage collaboration and
increase knowledge of services. These ‘roundtable’ style meetings between FPs and CPs were
generally found to be worthwhile:
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I think these meetings are useful.
There are regular meetings, they’re quite cordial meetings and it’s really very much a
partnership sort of approach.

Especially helpful to CPs attending network meetings are in-depth conversations of relevance to
their work (e.g. shared clients, developing collaborations) rather than just talking about CfC
business. As one respondent stated:
When you do have the chance to catch up, it gets about business. You have to
exchange the data and – what’s your program doing and what’s your part of the
program responsibilities? … But it’s all business, it’s not – it doesn’t allow for the
greater relationship that we probably used to have.

CfC FP networking opportunities occur in a broader environment in which, with time and other
pressures, networking overall is becoming less of a priority. The FP actively provided networking
activities. This situation can result in lower attendance:
The priority and the opportunity for networking and attending outside meetings, is
getting to a struggle point where we have to negotiate who can go out of, to represent
the team rather than the whole team being able to come.
If agencies don’t have the time to collaborate and coordinate then we’re definitely not
going to be able to support families to be able to do that. And so, I think this time – this
resource constraint and this time constraint that we’re all really feeling from
management to on-service delivery, is having a real impact on the way that we as a
sector engage with each other and how we support families to be able to do that.

On the whole, regular network meetings are considered beneficial providing that the time spent
is used productively and the right people attend. CPs acknowledge the importance of the FPs in
facilitating community-wide opportunity to meet, negotiate and enhance the collegial relationships
that in the end benefit the entire community. The CPs have identified difficulties in attending CP
community meetings and recognise the importance of the FPs in organising and facilitating these
opportunities.

Referral pathways
Through CfC networking and other collaborations effective referral practices can be developed.
Feedback, such as that following, from CPs regarding referral systems was mixed. This indicates
that the change in Operational Guidelines may require some further time to implement.
With Communities for Children we have the opportunity to connect and collaborate
with a number of different places, and so the referral pathways do exist, they’re not as
good as they used to be but they do exist.
We’ve got a lot of very high-risk individuals, and so the support and the links for
referrals – cross referrals to different agencies and different spaces is a plus.

This may indicate that the FPs have a further role to play in enhancing referral pathways in
particular areas or with particular organisations. It could also mean that because FPs are not at
the level of service delivery (as they once could be) new connections, conversations, putting faces
to names, and so on, does not occur, which therefore impacts on connections for referral
pathways.
For some CPs, their CfC involvement provided an opportunity to connect with other services,
which in turn enabled more referrals between agencies through referring clients to each other.
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Links developed through CfC were important as CPs preferred to refer families to services that
they are personally familiar with and have some rapport with.
Several CPs, especially those in regional areas, felt that changes to CfC reduced the availability
of ‘soft options’ to develop initial rapport with families. With the emphasis on evidence-based
programs there are less ‘soft entry’ options for families. This can reduce uptake of evidence-based
programs by vulnerable families. As one participant observed:
Now the push is on the evidence approved [programs] and we’re not getting enough
soft entry focus to get them into the evidence approved.

Some CPs report that they can have difficulty referring clients on because of long waiting lists.
Also, other services can be reluctant to take on their complex cases. One CP explained how this
resulted in them working outside the area of their formal qualifications:
My degree’s a teaching degree and yet we’re having to be behaviour supports and
counsellors and continue to persist with these families when everyone else is knocking
them back and saying no.

Given the difficulties with some organisations not accepting referrals, some s reported seeking
where possible to avoid referring on:
If I can get something done in-house I will always think that’s the … easy way.

On balance, effective referral pathways enhance outcomes for children and families, but some
challenges do exist to optimising this process. These results may also indicate a need for more
CfC funding for higher risk families in higher risk areas.

Promotion of CfC programs and services
Newsletters, websites, email and Facebook are used successfully by many FPs to raise
awareness of services and to help keep CPs and families informed of upcoming programs in their
community, and CPs may also do their own promotions.
More often than not families ask, well, what’s next? What’s next? What’s coming up?
What’s coming up? So, the newsletter’s really great because we hand that out or just
refer people to go to the C for C website to see what else is happening in the
community.
I think the fact that the advertising goes through the Communities for Children flyer that
goes everywhere in the region too is exciting because you know that you are getting
advertising as well that spreads through the area, not just stays with one group.
I think the email list is great, but I do notice with the centres that we work with, when
they post on Facebook we probably do get a lot more engagement beyond emails.
And I think that people in the community don’t respond as well to emails as what they
do to Facebook.

Joining a CfC email database could facilitate further connections once a family finished a program
and as such was considered a good ‘soft entry’ referral option. As one respondent elucidated:
I think that email that families get from C for C when they join the database is actually
nice because it’s a soft entry, sort of, process. They – if they see something in the
services they might like – they can access it or can ignore the email.

Paper based flyers are considered less effective in promoting CfC:
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I think gone are the days of the printed flyers … You just take a folder of them to
groups, so they could flick through them, but they just stopped getting looked at, they
were just a waste of paper.

To further promote CfC to families, one CP suggested having a website/page with details of all
funded programs available in the area. It was suggested that this could link to the latest
newsletter:
I was just wondering on the website if you could put all the programs that are currently
being funded and then on the newsletter put who’s running – so that it becomes a
funnel?

Having been in existence for some time, ‘Communities for Children’ has become a recognisable
brand. This familiarity increases perceptions of program credibility and may increase word-ofmouth referrals among families. In the words of participants:
I hear families all the time, that say ‘Oh I remember when we did this with Communities
for Children’ or ‘We had this activity’, and it’s all very positive, and they say that really
helped them or helped their kids.
Communities for Children is well established in people’s minds in what it’s about.

Overall, it is evident that FPs have sought to build positive relationships between themselves and
the CfC program, and more broadly with CPs and the local community. They have done this both
informally and through formal mechanisms, such as network meetings and referral pathways.

Role of FPs in supporting service delivery
FPs contract CPs to provide services and programs to local children and families. Preference is
given to funding those programs that are evidence-based and CPs that provide 50% evidencebased programs in their community (this is a government department requirement). FPs also
oversee and support CPs in their program and service delivery. The feedback from CPs was that
FPs had good working relationships with them. For example:
I think in terms of our relationship with Communities for Children, if we see that there’s
a need for a program to kind of change or anything like that, I feel like we’ve got a
really good relationship where we can approach them and also if we’ve got challenges.

The following discussion further considers FP and CP involvement in the accreditation and
delivery of evidence-based programs. Reflecting CfC funding emphasis on evidence-based
practice, interviewees provided very limited feedback on non-evidence-based programs.

Accreditation of evidence-based programs
As one FP explained:
The evidence-based program stands as a beacon, or supposedly as a beacon of
opportunity to, to transform the lives of anyone who comes into contact with them. …
And that’s where our 50% service delivery must, must be allocated to an evidencebased program, that means on the ground to have a program recognised as an
evidence-based program or promise to practice you need evaluation which includes a
minimum of 20 participants. One that embeds its evidence and theoretical or evidenceinformed practice for what’s going on, has very clearly defined outcomes, very clearly
defined … of delivery. So someone can pick it up and do the group elsewhere.

CPs report that developing a sufficient evidence base for their programs is time consuming and
requires a lot of work. During the accreditation process, the assistance FPs provided CPs to
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develop an evidence base for their programs, such as assistance with writing up, was
appreciated. The following quotations exemplify this:
It’s been a lot of work we’ve found, having been a program that’s gone through that
process.
It was really like about an 18-month process, it was quite involved and the document
that we developed was like about 50 or 60 pages long, so it was a serious undertaking.
We had to go through a complete process to actually do an evidence-based program,
so lots of steps, lots of different parts and it’s everything from program logic right
through to where is the most recent Australian version of evidence you’ve got so
there’s a lot of perimeters around that sort of stuff.

Fulfilling the requirements appears to have been easier for larger organisations compared to
smaller services with fewer resources. As one respondent contended:
The process is difficult for small community developed programs to actually meet the
evaluation.

There is no doubt that evidence-based programs are effective, but the process for obtaining
sufficient evidence to prove this could be streamlined.

Delivery of evidence-based programs
In regards to the strong focus on delivering evidence-based programs, while this was considered
important some respondents pointed out that this could detrimentally exclude other worthwhile
activities that directly meet the needs of the most disadvantaged families. For example:
I think just with the evidence base becoming a priority, yes it’s good to use good
valuable information, and knowledge and skills that have been tested, however there’s
a lot of things that come out through individual practice or activity that you can’t put
down as evidence-based, but it’s still using all those skills and abilities to connect and
create relationships with people who then, yeah follow up with further services or
whatever.

More specifically, as the following quotation asserts, the short-term nature of parenting courses
does not necessarily reflect best practice for instilling long-term change.
We know from the evidence, however, if we’re actually trying to instil a support longterm change, 8-week parenting courses aren’t going to crack it. So, it’s actually
counter-intuitive the way that that policy change has worked. The need for evidencebased needs to be balanced with the needs of the community. It is about modifying the
programs or melding particular aspects of programs to meet our families’ needs. We
have also been very innovative in our programs and need to delver them over a longer
time.

Also, in relation to the emphasis on evidence-based programs, one CP remarked:
I think we’ve lost the ability to fine tune what’s needed for the community that we’re
working within, and it’s become a little bit more prescriptive and dosages of
attendance. Some families need to come longer than a dosage program allows.

Before an evidence-based program can be offered staff must be trained for delivery. Yet, this
training is costly which makes turnover of staff and the subsequent need for retraining financially
problematic for services who have not budgeted for that. One interviewee remarked:
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If we could just get the department to understand that when you are spending $10,000
to train someone in all these evidence-based programs, we have to create a
sustainability to keep them and retain those people, and then the better they get the
better the service they’re going to offer long term.

Furthermore, as described below, the cost of travelling to undertake training to deliver an
evidence-based program was a further cost for services, especially those in regional areas.
A lot of the evidence-based programs we know are, to do those trainings you have to
go to Victoria and New South Wales, that costs money to do that so that’s extra money
that takes away from on the ground, work that we’re doing.

It was suggested that these costs could be reduced by collaborating across sectors/regions to
provide more training opportunities in South Australia.
As they can only deliver those programs for which they are trained, CPs tend to repeat the same
evidence-based programs in their local communities. In some areas this reduced the number and
nature of programs available to their community. Long-term sustainability also seems to have
been reduced. The following exemplifies:
The programs are different from our perspective, obviously it’s a lot more evidencebased that you’re looking at now … I remember [FP] always saying about community
sustainability, it’s got to be sustainable in the community, which seems to have been
lost over time as well.

If the evidence-based programs on offer have limited flexibility to change and are not responsive
enough to community needs, they will not be well attended. This could be overcome if CPs had
more flexibility to modify programs.
In relation to the structure and timing of evidence-based programs, some CPs reported challenges
with delivering session content and building relationships with participants within the allocated
time. For instance:
I think when you were talking about the dosages, in terms of let’s say, parenting
programs, I think with just the, the nature of all the programs that we run, there’s a
certain amount of curriculum you have to include and there’s time pressure to get that
all happening within a time period that you don’t get a lot of time for relationship
building, and people feel perhaps a little bit disconnected from the presenter or the
facilitator because there’s not that time.

Without this personal relationship and rapport, participants can be reluctant to disclose issues.
Also adding to difficulties for program facilitators can be issues around family dysfunction. CPs
report that such issues may not be sufficiently addressed within an evidence-based program’s
guidelines. The following discussion elaborates this:
P1: And so evidence-based programs are often around say a relationship issue or
maybe a behavioural type issue. Now good, there are lots of people that do need this,
however –
P3: But let’s get our family functioning happening first.
P1: Yes, that’s exactly right. If they’re not sure how to feed themselves well or if they
have –
P2: Have a routine or pay their bills or putting petrol in the car or whatever –
P3: Those other life skills are completely out of it.
P1: They’re not going to maintain a six week program if they can’t maintain a routine.
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In addition, opportunities for CPs to follow up families after an evidence-based program can be
limited. The following quotation details this:
I certainly have some concerns with we go in for 8 weeks and we unpack trauma and
all this stuff, and then we say ‘See ya later’, there needs to be a follow-up, there needs
to be, in a month’s time you go back and ‘How are you travelling, do you need more
help?’ … So it’s about thinking about that sustainability prior to putting the program in
there, and what’s going to be there once you pulled out of your program who’s going to
be there to support those people.

Follow-up is especially important for vulnerable families, as CPs report that the short-term nature
of CfC programs may reduce longer term engagement with the community and support services.
An 8-week program – even a 12-week program that has a distinct start and finish,
doesn’t promote that sort of engagement in longer term services.

Incorporating some community capacity building into the program was suggested by a CP as a
strategy to help to overcome this.
That’s community capacity building because it’s building up the capabilities within the
group to support themselves into the future as opposed where the 6-week concept be
short, sharp and shiny.

One FP mentioned that they would like to be able to do a little service delivery themselves rather
than being entirely administratively focused.
I’d really, really like to see the model go back maybe, not where it was in the beginning
but in that middle stage where, for Facilitating Partner we could have 10% that could
be on service delivery so we can keep in there, less red tape and paperwork.

With changes to CfC operations, FPs in South Australia no longer directly deliver programs to
children and families. The opportunities for FPs to maintain their skills for working with clients are
limited.
In summary, FPs are actively involved in the accreditation and delivery of evidence-based
programs for children and families in their region. Nonetheless, some challenges exist with current
processes and procedures.

Role of FPs in providing governance and assistance to CPs
The role of FPs includes local level management and oversight of CP activities. How they achieve
this by providing vision, information, advice, support, feedback, funding and professional
development opportunities is considered below.

Vision
The FPs across all the regions provided the CP with a clear vision on the goals and strategic
achievements throughout the CfC program/initiative. This is foundational if the CfC initiative is to
maximise its impact on decreasing disadvantage and improving the lives of the most at-risk
children. FPs provide CPs with a clear, understandable vision which enables CPs to align their
work and aspirations with local and national CfC objectives. More explicitly:
It’s a really focused vision about what they are trying to do and they’ve got a really
good narrative around that … they do a good job of pulling everybody towards the
vision of the children’s voice.

Similarly:
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I think that’s part of that real clarity around the vision of what they’re trying to do as
well, so that’s a really community development base kind of approach.

Consequently, the role of FPs and CPs is clear. To clarify:
It’s very clear demarcation of roles and really the overlaps are very friendly and sort of
just about helping out and needing some, getting information and data and stuff like
that.

On the whole, FPs clearly communicate direction and purpose to CPs. The clarity and precision
of the FP in delivering the CfC objectives is imperative if the CfC intervention goals and vison are
to be achieved with CP.

Providing information, advice, support and feedback to CPs
FPs facilitate and manage the CfC initiative in their regions. This includes funding and supporting
programs, local capacity building, and coordination and collaborative work. Overall, FPs are well
regarded by their CPs, with interactions between FPs and CPs regarded generally as helpful and
professional. The support provided by FPs was appreciated, as the following comments highlight:
We’ve got a bit of a cheer squad and like I said before you just don’t feel that you are
on your own.
They’ve [FP] been really on side. They really understand it.
I know that they’re there to support me, and if I needed stuff I could call them.

FPs have created a culture in which CPs are generally comfortable speaking up about issues and
suggesting improvements. The willingness and openness of the CPs to participate in this
evaluation study and provide honest feedback is evidence of this.
FPs are considered knowledgeable and a valuable source of information and advice to many
CPs, as the following comments illustrate:
They really comprehend the issues, I think, very thoroughly.
They come out and observe what’s happening also with both programs that we’ve got
and no doubt, if there were issues that they were concerned about, that they would
give feedback about that.
There’s always somebody to go to if you’ve got questions.
[FP] advice is very valuable.
They identify things that we don’t even see ourselves often inside the project which is
really nice too.

Celebrating achievements is another example of how FPs’ support CPs. For instance:
“They’re really good at I think celebrating the achievements of the project for sure and
funding bodies often don’t do that”.

A further example of support is the practical hands-on assistance FPs have contributed to major
events run by CPs:
We also put on these quite large community events sometimes, three or four hundred
people coming to something and they will be part of that, they’ll sort of muck in and
help.

CPs appreciate a prompt response when they contact FPs. However, expeditiousness seemed
to vary across regions. One CP commented:
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A little bit easier to contact would be good. Like this is definitely not a criticism. It’s just
that they’ve got so much going on that we’re one of many and we haven’t been
needing a lot from them but when we do we need to, we need to kind of be able to
contact them and that’s just a resource issue I think.

Besides telephone conversations, from time to time FPs may visit CP sites to gain firsthand insight
into their activities. These personal visits were appreciated by CPs. As one CP stated:
I suppose I understand and even appreciate that they come out and have a look at
what’s going on and so they’re interested, they show their interest.

One CP mentioned that although they had telephone and email conversations with their FP they
would still like more site visits from their FP. A review of the FP acknowledgement of contact and
an estimated response time may address this minor request from the CP.
CPs also noted that those FPs who actively share information across their network enhance
linkages between projects and families. In so doing, FPs can increase referrals of children
between programs. To further explain:
There has also been linking with other C4C projects, so we would get a whole heap of
information about projects and other C4C funded things that are happening through
[FP] that we can link the children into so it’s sort of built that network of connection.

The flexibility of the FP through site visits, advice and feedback have improved the relationship
between the FPs and CPs. This in turn ensures that the CfC child focus is maintained and the
improved outcomes for children, families and communities are delivered effectively.
Although FPs do their best to maintain quality relationships and management, some CPs
nonetheless observed that FPs worked under time and staffing constraints. For example:
They’ve probably got a little bit too much to do and they’re a little bit stretched as far as
staff allocation goes.

In summary, the information, advice and feedback provided by FPs to CPs can enhance CfC
projects, collaborations and referrals. Generally, CPs feel well supported by FPs.

Obtaining and maintaining funding
FPs fund organisations to conduct programs and services for children and families with the aim
of improving outcomes. FPs may assist organisations throughout the subcontracting process, and
CPs report that FPs were supportive from the beginning of their efforts to obtain funding. Take
two examples:
When we first pitched the project to them it obviously fitted straight into their remit
because they picked it up pretty quickly and was really, really supportive.
Certainly, with the setup of contract and meetings that we’ve had, I’ve felt really
supported and really clear lines of communication and – yeah – very accessible I’d
say.

The inability to obtain and maintain funding is a serious threat to the success of the CfC initiative
and the FP awareness and active support of the CP in obtaining and maintaining funding was
duly noted. This was in contrast to other funding bodies. For example:
I think with other funding bodies you feel like you have got to try to be explaining what
you are doing all the time and they’re quite authoritative whereas [FP’s] approach has
been really different to that. It’s been extremely supportive and you don’t have to sell it
to them.
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In some regional communities, CfC is the only available funding for projects seeking to support
children and families. For example:
We’re extremely grateful of the program, because the [area] had nothing and our
council has no youth or children services in their strategic plan, there’s nothing else
available.

While CfC funding is appreciated, it is only short-term which is not conducive to long-term planning
or staffing. Respondents stated:
They’ve just refunded C4C for 12 months. Now that short-term funding thing makes it
really difficult to plan.
All of our staff are contract, and I just, my negative is I would sincerely hope I can
retain the staff I’ve got cause we’ve got really good staff at the moment.
Retaining staff who are employed on short-term contracts is problematic regardless of
what program they work with … this in turn requires budget allocations for replacement
training of EB [evidence-based] programs.

CP wellbeing can be impacted by what they are being asked to do with the limited funds available.
As one CP described:
We’ve talked about this in lots of reports, about how do we – how do we keep our
organisation afloat and the people – and the wellbeing of all the staff and all of our
organisations – how do we look after ourselves when we’re stretched to the limit
because we’re the human coalface and we’re the ones lying awake at night and trying
to do the self-case and make sure we don’t fall apart while we’re dealing with the very
traumatised families.

Despite feeling overwhelmed, CPs seek to do their utmost:
I give what I can but you know, for me to really have the time to sit and reflect, it just
isn’t there, I do what I can when I can to the best of my ability, and then I spin the next
plate, and that’s exactly how I feel sometimes.

It is difficulty for organisations and staff to plan far ahead when they only receive short-term CfC
funding. Furthermore, a high turnover of programs due to insecure funding communities reduces
community trust. This is particularly evident in regional areas where there are fewer options
available. By way of illustration:
We have horrendous history here of a three-year project coming in or a trial coming in
… then community go we’re not going to connect with you because you’ll just go away
like everybody else.

The lack of insight into the risks and threats posed by insecure funding remains a major obstacle
to the success of many community-based interventions. However, the FP-CfC-CP model seems
to have addressed some of these issues.
Another difficulty with the funding model are the lack of funds to provide transport and food
(especially for the most vulnerable and regionally areas). In particular:
Out rurally and remotely it’s really isolating and they don’t have the money to get
around to different activities. Or if they are living nearby then they can only be in their
own little town area, and they won’t pay extra money to travel to an activity that’s 40k’s
down the road.

Similarly:
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They might not have food, so if they’re not getting food that funding is not really in that
scope anymore and kids are not getting fed and stuff, so they’re not going to be going
there.

Also, regional participants felt that the differences in staff travel time and cost in urban compared
to regional areas was not fully funded. For a case in point:
The city might say it’s all working fine for the funding that they get, but they’ve got a
catchment that is far greater. And if we’re trying to access those that are in real need,
then it’s getting harder for them to get to us and harder for us to get to them.

Another concern raised about the CfC model was the lack of options for older children. In many
communities there is nowhere for children and families to go for assistance once they are too old
for CfC programs. One CP observed:
I think we need a community for young people too, because we’ve got a lot of kids in
our community that say ‘I’m too old for Communities for Children’, and they’re cut off,
there’s nothing there.

All things considered, FPs carefully spent available funds to achieve desired local outcomes.
However, those receiving funds are somewhat constrained by limitations in how the funds are
used and by the short-term funding cycle.

Shared learning and training
FPs played a role in CP professional development and capacity building. Participants reported
that while some professional development opportunities were available through CfC, this is no
longer provided to same extent as it was in the past. For example:
The other change I’ve noticed from early days compared to now, was the trainings that
C4C used to run for a lot of staff and a lot of workers, they’re so appreciated, the …
and just in terms of having it here locally was something that was really, really valued.

Also, of concern to some was how to provide opportunities for part-time staff who had scheduled
programs to deliver and were not funded outside of this. One respondent elaborated:
In our service agreement, we at C4C programs are committed to delivering so many
goods or so many hours or whatever and so because they often fund the group part
time we don’t have very many full-time C4C programs … anyway, it’s hard. So I
suppose when you talk about training, it makes it difficult for them, the Facilitating
Partners to know how best to support us.

On the positive side, while not directly providing training, FPs have provided a free venue for CP
staff training. For instance:
They’re [FP] really, really good and they – when we’ve needed things – we ran a
Tuesday training course for 18 new staff over there, they said, well, there’s our
facilities, there’s this and that and the other.

Several CPs commented that they thought FPs could do more to reduce the high cost to
organisations to train to staff to facilitate evidence-based courses, especially when this training
can only be undertaken interstate. One CP suggested cross sector training to reduce costs for
undertaking evidence-based training interstate.
It could also be of benefit to collaborate training opportunities across multiple sectors
to enable getting evidence-based training delivered in SA as opposed to flying
interstate. The cost of this for small organisations is prohibitive.
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Overall, FPs positively enhance CfC funded activities and workforce by providing a common
vision, funding, and shared learning opportunities. Besides collective strategies, they also work
individually with CPs by providing them with information, advice and feedback.

Role of FPs in shared planning, reporting and interpreting
government policy
FPs actively engaged with CPs through shared planning and reporting processes and by
providing policy direction. Many of the respondents commented on this.

Shared community planning
Many CPs reported limited involvement in formal CfC community planning activities. Some also
commented on the lack of the opportunity to undertake community planning at regular CfC
networking meetings. As one participant commented regarding network meetings, ‘they centre
[on] the information sharing rather than community planning.’
Shared community planning may also be hindered by the lack of time for collaboration. As one
participant stated:
Those opportunities for co-design or collaborative solutions … to emerging needs and
populations etc., those spaces are lost.

When community planning did occur, participants appreciated an independent facilitator:
Independent facilitators, I think that’s helped and I think together have saved a lot of
work as well in this space in supporting that, that whole collective impact notion of, of
collaboration and really spending the time to go through quite thoroughly at population
level of what it is we want to change.

In summary, while community planning is beneficial, it appears that in some regions opportunities
for CPs to participate in this are limited.

Data collection and reporting
CPs provided much feedback on their data collection and reporting obligations. The idea of
developing a whole-of-community statistical profile was supported. For example:
Bringing together the whole of the communities’ stats and then putting them in together
it’s advantageous because it helps to build a bigger picture I think, but if you actually,
and although it’s being recorded centrally, you’re actually getting the picture locally and
… it in, it helps you to get the picture.

Yet current data collection and administrative processes can be onerous, especially for those
workers who work alone and those with different language groups. As the following comments
assert, CfC record keeping and data collection is time consuming:
We’re doing twice as much paperwork now than we ever did.
We’re so … so squeezed with those reporting requirements that that opportunity for
shared collaboration and program development isn’t there anymore as well.
We’re all accountable for where the money is spent so there’s no question about that
but the bottom of the line is it’s extraordinarily time consuming and sometimes that
amount of time that is spent on that has actually got to the point where, yes, it does
impact on service delivery.

Data collection processes are also time-consuming for FPs. For example:
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My role to begin with, with Communities of Children, was program support and
organising events and functions and things like that. And now probably 80% of my role
is making sure everyone’s data’s in and it’s entered into the system.

One reason for this may be duplication in data collected. For instance:
Sometimes I feel like we already give the information on a weekly basis, their data that
they’re looking for, we send in enrolments, but then at the report they want to ask the
same questions.

CPs did not necessarily feel that that they were adequately compensated for all the time they
spent on evaluation. The following comments highlight this issue:
And then there’s all the recording that we have to do on top of that and evaluating of
each time and how we’re going along the way, which is all good but I don’t think it’s
built into the funding program effectively to allow that time.
The amount of additional human resources that are required to collect the data, to
input the data and – definitely no increases in funding to be able to offset that amount.

Nor are CPs necessarily skilled evaluators. As one pointed out:
Our staff are not trained evaluators, they’re social workers; although they’ve got
aspects of skills in that area, it’s not their core business.

Given the lack of funds, some CPs are relying on volunteers to complete data entry and other
administrative tasks. As one participant commented, ‘Increased voluntary support is needed to
maintain supervision, data and reporting.’
Participants identified some gaps in current data collection and program evaluation tools. For
example, not recognising time spent on collaboration and not evaluating integrated services and
community development. The participants explained:
In terms of the evidence-based – well, the 50% evidence-based – because the field
seems to have a strong focus on being able to evaluate programs that have a starting
point and an ending point and measures changes that happen within that period. But, it
doesn’t really look at the connections between the context of doing that in one situation
or another situation and how that links with other things.
The constriction – time constriction around data collection, it just doesn’t acknowledge
that need for time – inter-agency time and relationships and building and works and
working together effectively. And there’s no measurement of that either because again,
the measurement is down to the discrete – what’s easily measurable.
It could be a very good program that’s provided people with a lot of skills and yet those
things are not being captured or measured at the end of it.
We are still in a world where the value of collaboration is not recognised.

Scoring on pre- and post-evaluations can be problematic. In particular:
I think there’s some pressure to have good outcomes. And we want to look at
outcomes and we want to know things are better for families, but we have seen with
the pre- and post-evaluations, particularly with parenting courses, that sometimes
they’ll mark from – the results higher in a pre-evaluation and then realise during the
course that, oh I didn’t understand as much as I thought or I can see that there’s this
fracture that I am more aware of now, and then in their post-evaluation it will be a
different reflection and a different scoring. So, it’ll look like they might’ve got worse, if
you like, but they haven’t, they’ve just increased awareness and understanding.
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One CP remarked that KPIs are orientated towards all going well:
There’s a certain idea of what your KPI is in terms of practical outcomes. And you have
a limited amount for managing that, but it’s sort of geared towards a good day, not a
bad day.

Others suggested changes to the registration form to collect more data, such as seeking
information on how the family found out about the program. Ideally, a family would only register
with CfC once. With current processes, families question the need to complete multiple forms. As
one CP remarked:
You feel for people, because that’s the feedback we get for everything, ‘Not another
bloody form.’

Yet, if families are not registered their data is not collected, which can be problematic for the
organisations supporting these families. Obtaining registration data via a third party was also
proposed as an alternative to relying on very disadvantaged families to provide information.
One CP suggested a shared client database between FPs and CPs to minimise duplication of
records and reduce data entry requirements for shared clients. CPs working in schools report that
they can encounter difficulties trying to get parents to complete paperwork as they do not see the
parent and are reliant on the school/child.
Another CP suggested a technological solution, such as using iPads to collect initial data from
families. However, as they realised, initial implementation of this would be very costly.
The emphasis on quantitative data and lack of qualitative evidence was a concern to some,
expressed in comments such as:
I think if you’re going to do evaluation, you also need to have a story behind the data.
Numbers don’t always equate to the richness of the program and the people that
you’re targeting.

Including several case studies was suggested as a way of having stories accompany statistics.
One CP reported being disadvantaged when the evaluation instrument was changed partway
through the funding period, and they had insufficient time to collect enough evidence of success
using only the latest instrument. As they explained:
It [the program] didn’t get refunded mainly due to it not being evidence based and not
going across that 50% or 70% line that CfC needs … There had to be a change to a
different tool and so that meant that the two tools together couldn’t be combined and
added up to make the 20, it had to just be the one tool.

Without sufficient evidence of a program’s success, CfC may cease funding, as they did in this
example.
In summary, participants provided much feedback on current data collection and reporting and
procedures. While acknowledging the importance of this data, they often felt that current practices
could be made more efficient.

Interpreting government policy
FPs interpret and explain government CfC policies. To ensure consistent implementation, they
provide clarification and education on issues for CPs which provides direction on day to day
activities. However, it appears that some tension exists between formalised expectations and
local experiences. As one participant described:
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We often find that Communities for Children tend to sit as a translator between
community and the department. And quite successfully … lots of advocacy happens
from Communities for Children and it does work, but it’s – yeah – it’s just that
governmental expectations versus what’s doable on the ground with vulnerable
families and why they’re at risk in the first.

Similarly, one FP remarked:
We’re bound by our collaboration with DSS and what they, rulings they put on us. So
you know as far, in the C4C space and … programs and Facilitating Partners, there is,
there are challenges with our collaboration every day really.

Some CPs however, felt that recent policy changes had been detrimental to CfC activities, as
these comments reflect:
I feel that we’re being compressed with time because of the changes in policies. So
that communities is no longer existing in Communities for Children.
The change in policy has actually diminished that ability for us as a sector, but also our
supporting communities to actually engage with each other as well.

To conclude, feedback suggests that CPs could be provided with more opportunities to participate
in shared planning. Also, current data collection and reporting processes could be streamlined to
reduce their impact on CPs and program participants. Nonetheless, despite their inherent
limitations, CfC policies and procedures are closely followed and these principles influence
decision making.

Barriers and facilitators to collaboration
The Operational Guidelines emphasise networking and collaboration as an overarching principle
in how CfC FPs approach their role. The following discussion on barriers and facilitators is limited
in scope to the top two issues identified by FPs – ‘turfism’ and competition for funding. A short
discussion on facilitators to potential collaborations either with FPs or between community service
organisations is also included.

Barriers to potential collaborations
Participants were asked about two potential barriers to collaboration – ‘turfism’ and competition
for funding. Their responses to these questions are outlined below.

Territory/‘turfism’
The prevalence of ‘turfism’, or the protection of territory, is reported as being higher in some
regions compared to others. From participant feedback, it appears that ‘turfism’ is more of an
issue in regional than urban areas. Comments such as the following indicate that some CPs more
regularly contend with ‘turfism’ than others:
Really we’re talking about a client, it’s about what’s best for that person and, and
sometimes ‘turfism’ gets in the way of that.
They want to hold back, but if you’re holding back you’re not actually giving the mums
and the community the best services because everyone – like for instance, we had a
teddy bears’ picnic, well then there was another teddy bears’ picnic the day before;
well, if we’re going to do something let’s work together, you knew about ours but we
didn’t know about – you know.
Everybody’s meant to be working towards their core business, which doesn’t
necessarily foster those collaborative type ventures.
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Feedback from those CPs who report minimal or no ‘turfism’ suggest that they themselves and
organisations that they work with have a more collaborative approach. As one CP explained:
We all know each other, we all try to go to the same goal, but everyone’s covered by
different parameters.

Those seeking to protect their ‘turf’ may come from outside the CfC network, yet nonetheless
impact on CfC activities. For instance:
We’ve certainly found, you know country health and that, there’s a huge resistance to
share any information, yet we’re all obliged by the same information sharing
guidelines.

Reasons for ‘turfism’ suggested by participants included funding restrictions and concerns about
maintaining employment. These factors can limit transparency between organisations and
increase resistance to information sharing, as these comments illustrate:
If the funding would allow or people had faith and they didn’t have that concern about
the competitive end of it where they’re so worried about their own existence that
they’re not wanting to sit at the table and do that; I think if we could make people feel
safer to do that then we’d have far more better collaboration and planning and
cohesion in what we’re delivering. But people don’t feel it’s safe, it’s putting their
organisation or their job at risk to be totally transparent.
It’s probably a bit beating their heads against a brick wall, because people don’t turn
up or don’t engage in that in a way that they probably were encouraged to. So yeah,
so that sort of like retreating to your turf rather than fighting for your turf maybe.

Another suggested reason for ‘turfism’ was that those organisations developing a new evidencebased program may be reluctant to share this with others until it has been fully developed and
they are able to charge for use. In the participants’ own words:
You might see a bit of … when it comes to people not sharing their awesome practice
habits but that’s just people, that’s not organisational, that’s individual workers. They
might say, we’re running a secret parenting program that’s doing better than everyone
else and they don’t want to share it until they owned it and put it out there as a
program that we will buy.

Overall, the experience of ‘turfism’ was varied across regions. Reasons for these ‘turf wars’
appear to be both internal and external to CfC activities.

Competition for funding
Historically, the CfC model has encouraged competition for funds. However recent changes have
sort to address this through the FP and CP model. As one participant reflected on past practices:
I think Communities for Children set itself up quite competitively in the early days, and
we stood up against that and said well hang on, how are we going to cooperate rather
than compete? But a lot of the structures are now quite competitive.

Nonetheless, the CfC model and FP actions can help to mitigate this as recent changes have
resulted in positive relationship between the FP and the CP. The CfC initiative supports
community-based programs that address local community services. The FP model has advanced
this FP CP collaborative relationship. How this occurs was described in some detail:
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I mean, the whole competitive tender thing – I mean, without the Facilitating Partner
model, without having times where we meet together and how we talk to each other
and get to know each other. When we’ve got to go through tendering process – and
often organisations sitting around the table are in competition with each other – but
because we’re talking to each other and relaying with each other, we can work through
that and we can do it in a reasonably smooth way. Although sometimes there are
some challenges, but if you don’t have that, it’s dog eat dog.
Strangely there – there’s an affection for each other and when the pressure’s on you’d
hate to think there’s some good person losing a job and you try and make a space
when the music stops, that everyone gets a seat or something like that. It’s a bit –
there is a competitiveness but also a loyalty.

Cross referrals may be limited as a consequence of funding competition. One participant revealed
that some services were reluctant to share children with other services because referral could
potentially reduce their own future funding.
That’s what I can see that it’s just my bucket of money and we don’t want to give these
kids up, but they’re forgetting that these kids could actually go to all four services.

Services receiving CfC funding can also receive other grants. Although competition for funds may
not be an issue within CfC, pursuing these other funds may cause issues around competition for
funding to arise between services. Indirectly, this may impact on CfC activities:
If there’s a tender coming up you keep your cards close to your chest, unless you are
going to approach someone to partner with you’re not, that’s just the way it is because
you are having to compete.

Overall, the extent to which there is competition for CfC funding and the impact that this has varies
across regions.

Facilitators to potential collaborations
A willingness to work collaboratively with others was evident during many of the interviews. For
example:
Positives of working in collaboration is that we’re working towards common goals to
solve common issues and by identifying them then it, it enables us to resolve them as
a collaboration. I guess for a lot of collaborative work it means not reinventing the
wheel and actually looking at what’s there, although we could probably, we’ve still got
a long way to go.

Conclusion
Overall, it is reported that FPs have strong leadership of CfC across South Australia. Over time
they have sought to build strong relationships between themselves and CPs.
Although working within the same Australian Government guidelines, FPs have slightly different
approaches to how they work in their communities. This lack of complete uniformity is appropriate
given regional variations, including within local demographics and the diversity of CPs and CfC
activities. Indeed, Operational Guidelines call for ‘tailored approaches’ 1.
This report has highlighted that the FPs provide valuable support and funding for CPs to be trained
and upskilled. However, there is a concern raised by the FPs that the FP staff would themselves
benefit and highly value the same opportunities for training and upskilling from the CfC funder to
ensure they maintain the appropriate skill level required to evaluate, support and advise on
programs for use by the CP, and to improve their knowledge of policy translation.
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CfC activities occur in the broader context of the local community. Therefore, what occurs more
broadly within the community services sector may indirectly impact on CfC. This may happen, for
instance, through reluctance to refer children and families between programs.
The power of the ‘community voice’ may impact directly on the success of the programs provided
to the communities and families experiencing disadvantage. Consequently, programs that do not
meet community needs effectively will not be cost effective or address the logic model outcomes
required by the evidence-based program obligations needed for further funding by the FP.
The FPs provide clear vison, goals and interpretations of government policies in a knowledge
transfer framework that provides the CPs with actionable outcomes to enhance their delivery of
evidence-based programs.
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