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Abstract

Introduction: Little is known about health care and social service professionals’ perspective

on the acceptability of long-term home-visit programs serving low-income, first-time

mothers. This study describes the experiences and perspectives of these community care

providers involved with program referrals or service delivery to mothers who participated in

the Nurse–Family Partnership (NFP), a targeted nurse home-visit program.

Methods: The study included two phases. Phase I was a secondary qualitative data analysis

used to analyze a purposeful sample of 24 individual interviews of community care

providers. This was part of a larger case study examining adaptations required to increase

acceptability of the NFP in Hamilton, Ontario, Canada. In Phase II (n ¼ 4), themes

identified from Phase I were further explored through individual, semi-structured interviews

with community health care and social service providers, giving qualitative description.

Results: Overall, the NFP was viewed as addressing an important service gap for first-

time mothers. Providers suggested that frequent communication between the NFP and

community agencies serving these mothers could help improve the referral process,

avoid service duplication, and streamline the flow of service access. The findings can

help determine key components required to enhance the success of integrating a home-

visit program into an existing network of community services.

Conclusion: The function of home-visit programs should not be viewed in isolation.

Rather, their potential can be maximized when they collaborate and share information

with other agencies to provide better services for first-time mothers.

Keywords: home visits, early intervention, parent education, mothers, Nurse–Family

Partnership, community professionals

Introduction

Pregnant women with limited financial,

psychological and personal resources are at

high risk for adverse pregnancy outcomes,

including preterm birth or low birth-weight

babies.1,2 Prenatal and early childhood

home visits facilitate access to and use of

community health and social services by

vulnerable pregnant women and families

with young children.3,4 In Canada, it is

common practice to offer universal (non-

targeted) home visits to new and expectant

parents and then more intensive home visits

to specific target populations, typically

families with children at risk of poor health

or social or emotional development.5

The Nurse–Family Partnership (NFP) is an

evidence-based intervention that was devel-

oped based on theories of human ecology,6

self-efficacy7 and human attachment.8 Over

the past 35 years, the NFP has been

extensively evaluated in a series of three

randomized controlled trials (RCTs).9-11

Once the effectiveness of the intervention

in improving pregnancy outcomes as well

as maternal and child health and psycho-

social well-being was established, the pro-

gram began to be fully implemented.

Currently, eligible families in 43 states plus

the United States Virgin Islands are enrolled

in the NFP.11-13

The NFP developed 18 model elements as

a guide for implementing agencies. These

model elements ensure that outcomes

would be comparable to those measured

in the three evaluating RCTs on which the

current approach to scaling up the pro-

gram is based.14 Two of the elements

specifically refer to the importance of

partnerships with other organizations,

community support and recognition, and

the level of community involvement

required to successfully implement pro-

grams.15 Establishing alliances between

community stakeholders and organizations
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from multiple sectors to promote and sustain

community health has become an important

strategy for meeting community health

needs.16 Home visitors form strong partner-

ships with other health care and social

service professionals (e.g. primary care

physicians, pediatricians and social workers),

who are providing vital support and essential

education to high-risk families within the

same community.17-19 These strong partner-

ships are thought to improve families’

adherence to medical prevention and treat-

ment regimens.20 Given that local commu-

nity support is a key element in determining

the success of the implementation of the

program, it is crucial to understand the

perspective of the health care professionals

who form the broader support network

system in which the NFP is situated.

The NFP has been evaluated in Canada in

Hamilton, Ontario,21,22 and an RCT is

currently assessing its effectiveness in British

Columbia. In-depth investigations suggest

that public health nurses (PHNs) in Canada,

as well as the clients receiving the interven-

tion and their families, consider NFP model

elements and home visits acceptable.21-24

However, the perspective of health care and

social service professionals who provide the

NFP have not been explored. Our study

addressed this gap by examining the factors

that influence the acceptability of home

visitation programs among health care and

social service professionals. It takes into

account the points of view of professionals

who can help inform health administrators

about the readiness of the community for an

evidence-based home visitation within the

Canadian health care system.

Methods

This qualitative study included two distinct

phases. Phase I was a secondary analysis of

data from a qualitative case study21 that

explored the acceptability of the NFP among

young low-income, first-time mothers and

their families, PHNs, and community stake-

holders, including health care and social

service professionals, in Hamilton, Ontario.

Because the data used for the secondary data

analysis were based on questions posed by

investigators in the primary study, the

responses may not adequately reflect the

research questions from this study.25 To

overcome this limitation, Phase II consisted

of additional individual semi-structured inter-

views with community professionals. These

interviews serve as a follow-up to elaborate

and confirm Phase I findings. Also, as data

from Phase I were collected in 2009, Phase II

was undertaken to provide some preliminary

indication of whether the findings were still

valid in 2014.

Sampling

In Phase I, we included for analysis a

subset (n ¼ 24) of the individual inter-

views of community stakeholders (who

included health care and social service

professionals). Table 1 shows further

demographic characteristics of the sample.

We purposefully sampled Phase II partici-

pants to select those who could provide

information-rich responses to our research

questions. The sample included (1) Chil-

dren’s Aid Society (CAS) professionals

who could provide insight into the role of

the NFP in the context of child protection

services, and (2) Hamilton Public Health

Services (HPHS) professionals who could

provide in-depth information about the

NFP home-visit program in Hamilton.

Based on the findings from Phase I, many

community care providers were aware of

the NFP’s influence on the number of CAS

referrals received and the timing of closing

cases. Professionals were not eligible for

participation if they did not have first-hand

knowledge of the implementation of the

NFP in Hamilton.

We approached 10 social service and health

care professionals (3 from HPHS; 7 from

CAS) who were considered to have first-hand

knowledge of the NFP. Of the 8 participants

in the primary study, 4 responded to the

invitation email sent by the principal inves-

tigator and 3 participated; 2 other individuals

were identified through snowball sampling*

and invited to participate in our study, and 1

consented. Altogether, 4 social service and

health care professionals agreed to participate

in this study.

Participants

The 4 participants (3 women and 1 man)

had been involved with the NFP since its

*Snowball sampling is a sampling technique where existing study participants tell other potentially suitable participants about the study. If they are interested and meet study criteria, they too
can take part in it.

TABLE 1
Characteristics of the Phase I sample

Occupation n (%)

Frontline care providers (team leaders, support workers) 5 (20.8)

Health care professionals (medical doctors, registered nurses) 3 (12.5)

Social service providers (social workers, school liaisons) 6 (25.0)

Decision makers (directors, supervisors, managers) 6 (25.0)

Child protection professionals 3 (12.5)

NFP administrative staff 1 (4.2)

Professional designation n (%)

Registered social worker 17 (70.8)

Medical doctor 2 (8.3)

Registered nurse 2 (8.3)

Other diploma 2 (8.3)

Not provided 1 (4.2)

Other demographics Mean (SD)

Age, years 51.8 (5.3)

Number of years in profession 18.1 (0.5)

Number of years in current position 7.8 (5.5)

Number of low-income pregnant women interacted within last year 96.6 (172.5)

Abbreviations: NFP, Nurse–Family Partnership; SD, standard deviation.

Vol 35, No 8/9, October/November 2015
Health Promotion and Chronic Disease Prevention in Canada

Research, Policy and Practice161



implementation in Hamilton and so were

able to provide rich, contextual informa-

tion. The participants had worked at their

respective agency (3 from CAS and 1 from

HPHS) for a mean (standard deviation) of

19 (6) years and in their current role for a

mean of 12 (4) years. Participants had

either a Bachelor of Social Work (n ¼ 2)

or a Master of Social Work (n ¼ 2).

Data collection

We obtained written informed consent prior

to each interview. Data were collected using

individual, semi-structured, digitally recorded

interviews that lasted approximately 60 min-

utes. To gain a deeper appreciation and

understanding of the experiences and per-

spectives of the community professionals, the

interview guide was developed from (but not

limited to) the themes identified in Phase I

(see Table 2; interview guides available from

the authors on request). Data analysis and

collection occurred concurrently and ques-

tions were modified in the interview guide to

allow for better capture of themes.

Data management

Once transcribed, we de-identified the

interviews and imported them into NVivo

10 (QSR International Pty Ltd; Doncaster,

VC).26 The use of NVivo also allowed the

research process to be carefully tracked,

which enhanced the auditability and cred-

ibility of the findings.

Data analysis

To the best of our knowledge, no previous

studies had explored the factors that influence

the acceptability of an early intervention

program among health care and social service

providers. We used inductive, conventional

content analysis on the qualitative data from

Phases I and II, and named the emergent

codes based on the information shared by the

study participants; we did not impose pre-

conceived categories or theoretical perspec-

tives on the data. We grounded the

participants’ unique perspectives, as generated

by this conventional approach, in actual

data.27

In Phase I, data analysis began with open

coding, which involved highlighting the

words in the transcript that captured

participants’ salient thoughts about the

acceptability of the NFP home-visit pro-

gram. Next, codes (essentially, labels

assigned to segments of text to provide

meaning) emerged. We constructed a list

of preliminary codes by open coding

5 transcripts, and then developed a code-

book as a guide for coding the subsequent

interviews. This codebook was revisited

and refined as new codes and concepts

emerged from coding subsequent tran-

scripts. Some categories were combined

and others split into subcategories based

on how different codes were related and

linked. Themes emerged from the under-

lying meaning of the categories.

We followed similar methods for analyzing

Phase II data. Specifically, we used the codes

developed from Phase I to begin the analysis

for Phase II and expanded the codebook as

new codes and concepts emerged.

We applied the four strategies recommended

by Lincoln and Guba28—credibility, transfer-

ability, dependability and confirmability—to

ensure study rigour. We achieved credibility

through peer debriefing and member check-

ing. A second coder (MT) coded a subset of

transcripts (four from Phase I and one from

Phase II) and we compared these codes with

those of the primary coder to achieve

dependability. To obtain transferability, we

described the research context and partici-

pant characteristics in detail. Maintaining an

audit trail and field notes achieved confirm-

ability was through.

The Hamilton Integrated Research Ethics

Board approved the study.

Results

Phase I consisted of a secondary analysis of

the individual interviews conducted with

community health care and social service

providers. We identified three main themes

in Phase I: (1) the NFP as an evidence-based,

structured education program for first-time

mothers; (2) the NFP in partnership with

other community agencies; and (3) the NFP

in a community context (Table 2).

We continued to explore these themes in

Phase II through interviews with HPHS

and local CAS agency professionals with a

significant amount of experience and

knowledge of collaborating with NFP

PHNs, supervisors and clients.

The NFP as an evidence-based, structured
education program for first-time mothers

The health care and social service provi-

ders we interviewed saw the NFP as filling

TABLE 2
Phase I themes, categories and codes

Theme Category Codes

NFP as an evidence-based, structured
education program for first-time mothers

NFP elements Program structure and intensity
NFP as an evidence-based
intervention
Preparing clients for motherhood

Role of PHNs PHN–client relationship as crucial
aspect of NFP
PHNs' expertise and professional
image

NFP in partnership with other community
agencies

PHNs as a direct connection to
community services for clients
Integral role of community support
for NFP to continue and thrive

Collaboration between
agencies and NFP

Preference for further collaboration
with NFP
Preference for constant
communication with NFP PHNs

NFP in a community context Impact of NFP Serving and supporting a needs gap
Issue with duplication of services
with existing community services
Child protection services

Abbreviations: NFP, Nurse–Family Partnership; PHN, public health nurse.
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an important gap in service for low-

income, first-time mothers in Hamilton,

Ontario. The interviewees unanimously

expressed appreciation for the program’s

structure, its intensity in preparing clients

for motherhood, its strong foundation of

evidence, the expertise that PHNs brought

to the home-visit program, and the close

relationship built between each client and

her PHN.

NFP elements
The interviewees noted the following unique

aspects of the NFP: home visits start early in

pregnancy; nurses visit frequently; and

families remain enrolled in the program

until the child’s second birthday. Further,

the interviewees considered the clear,

defined goals for each visit, as laid out in

the structured guidelines, a key strength and

a unique characteristic of the NFP compared

with other home-visit programs in the

community. During each home visit, PHNs

discuss topics related to six core content

domains: personal health, environmental

health, maternal role, life course develop-

ment, family and friends, and health and

human services. The interviewees also

noted the program’s tendency to encourage

positive parent–child relationships and sup-

port the development of strong parenting

skills while achieving the optimal balance in

program intensity and frequency of sched-

uled home visits. One of the frontline care

providers in a maternity home commented:

My favourite part of it is how intense it is

and how it starts early in the pregnancy.

You know I think it gets expectant

mothers starting to think about parenting

and all that kind of stuff y And I also

like that after the birth of the baby they

visit once a week for 6 weeksy because

that’s y sort of a high-risk time, so I

think that’s a good component—and the

fact that it goes for 2 years too y So it’s

very intense, I guess. (S523)

Agency leaders and frontline care providers

were also positive about the strength of the

outcomes associated with client participation

in the NFP. They acknowledged that this

participation is an important evidence-based

intervention. Overall, participants were

aware of the evidence from the United

States, including the results from the NFP

replications. A CAS professional said:

As far as this particular program goes,

I’ve been pretty impressed y ob-

viously the results that they’ve seen in

the US in terms of long-term impact

and outcomes y that was very im-

pressive to look at. (S509)

The participants in this study described

the NFP as very beneficial to low-income,

first-time mothers. By establishing the

relationship with the client before the

baby is born, PHNs were considered to

be in the optimum position to address the

risk factors known to influence prenatal

and infant health outcomes and to support

the client in preparing for her new role as a

parent. One of the frontline care providers

reflected on the benefits of the educational

components:

Oh, the educational factor and the

hands-on educational factors are really

an enormous help to the girls y that

is really important that somebody

be there to help with those types of

things y giving them y a chance to

talk about some of the stresses that

they’re having in their life with regard

to parenting or taking care of their

child. (S521)

This also illustrates a core component of

the NFP—the formation of a therapeutic

relationship between the client and her

PHN, particularly when a PHN becomes a

client’s go-to person for talking about

stressors in her life. In addition to educat-

ing clients about health issues and teach-

ing positive parenting skills, PHNs play a

key role in empowering clients by boosting

their confidence and self-esteem and by

introducing positive, productive activities

in their life.

The role of PHNs
Participants saw the regular one-on-one

interactions between the PHN and the client

as essential to establishing a trusting, long-

term relationship, one that could last up to

2.5 years. As one social worker elaborated:

I think it’s definitely somebody that

they can feel confident in calling

whenever they have a question or a

concern y it’s my understanding that

the clients have their [PHNs’] cell

phone numbers. You don’t get that very

often that you can just pick up the

phone and just get a hold of somebody

who’s in the medical field right away

y I think young mothers need to have

somebody who they can feel confident

and trust in that way. (S511)

The participants all agreed that PHNs

brought specific knowledge and expertise

on health issues to the clients in the NFP.

They perceived PHNs as having a good

reputation and a more positive image

than that of other community profes-

sionals who work with young, low-income

mothers, including social workers, CAS

workers or parent support workers. One

social worker contrasted the public images

of PHNs versus that of social workers and

CAS professionals:

I think that you know people often get

their anxieties heightened when they

know y if they know it’s a social

worker. I can often sell a program

easier if I say it’s voluntary, it’s a nurse

who visits all walks of life, it’s not

somebody who’s coming to ‘‘check up

on you.’’ Whereas people feel that if it’s

a Children’s Aid worker or parent

support worker that that’s kinda more

the case. (S511)

The NFP in partnership with other
community agencies

PHN as a direct connection to community
services for clients
The community care providers perceived

PHNs as a direct connection to those

community services that offer support to

young, low-income mothers. These include

supports for housing, schooling or health

care. Care providers emphasized the impor-

tance for programs to be collaborative and

pointed out the value of a bidirectional

approach to promoting community services.

The participants also described the inte-

gral role of community support for the

NFP to continue and thrive. One of the

social service providers suggested that

the NFP needs to be part of a continuum

of support for high-risk mothers as their

problems with housing and employment

as well as any mental health issues

may not have entirely resolved upon

Vol 35, No 8/9, October/November 2015
Health Promotion and Chronic Disease Prevention in Canada

Research, Policy and Practice163



graduation from the NFP. As such, the NFP

is in a position to prepare the other

agencies that would continue or begin to

provide support to these young mothers.

This suggests that further collaboration

between the NFP and other community

agencies to form a concrete, supportive

infrastructure for this targeted population

is in order. One of the community care

providers discussed collaboration as a

means to prevent duplication of services

for the clients. She described:

So it’s just a matter of connecting and,

you know, collaborating so that you’re

not duplicating. And I think that’s what’s

really important and that’s what I try to

do when, when I y when there was a

number of different agencies, specifically

if there’s a Nurse–Family Partnership y
let’s pull everyone together y(S519)

Preference for constant communication with
NFP PHNs
The care providers emphasized the potential

benefits of more communication with NFP

PHNs, including better referrals and the

capacity for enhanced community support

for the NFP, as well as greater awareness of

the goals that the NFP is trying to achieve.

One of the community care providers

suggested that planning meetings with the

NFP would help them keep up-to-date with

the NFP’s progress within the community,

which could, in turn, help their agency

support the NFP more effectively, particu-

larly around referrals:

I think meetings every once in a while

to keep us up-to-date, to let us know

what’s happening so that we can

support the program. So that y it’s

you know the y what happens is if

you know what something is you can

refer it a whole lot better. (S503)

The NFP in a community context

The NFP was thought to positively impact

the community agencies without interfering

with the logistics of existing services. The

community care providers felt that the NFP

filled a gap for first-time disadvantaged

young mothers in Hamilton. Many of the

providers also commented on the impact the

NFP had on child protection services, for

example, closing CAS cases earlier, reducing

the number of CAS files being opened and

enhancing the process of safety planning

with high-risk families. Some providers

raised concerns about duplicating services

with existing agencies, and some compared

the HPHC with the NFP.

Impact of NFP on existing services within
community
When participants were asked how the

NFP affected their existing services, all of

them reported that the NFP did not

interfere with the logistics of how they

provide their services; rather, the NFP

augmented the services they provided to

first-time mothers. They acknowledged the

positive impact of PHNs on their services,

both directly and indirectly (through the

clients). As one physician related:

Yeah, I was very excited about it and,

from my perspective as a family doc, it

saves me time and I know that I can

hook up my patient with resources that

hopefully will be able to help her keep a

baby and be a better mother y The

reality is no family doc, no matter how

much they care about their patients,

has the time to do what the nurses are

doing—I’ll be perfectly honest. (S514)

Impact of the NFP on child protection
services
Many of the participants commented on the

impact that the NFP had on child protection

services (specifically CAS). This aspect

warrants a separate description of findings

from other existing community services. CAS

workers reported feeling more confident

when another health care professional was

also working closely with their clients. CAS

workers also commented that they trusted

that PHNs would communicate any con-

cerns with the client to the CAS. Another

participant considered NFP as ‘‘more intense

work’’ and felt ‘‘more confident closing the

[CAS] file’’ when the PHN was visiting the

client regularly. This participant further

elaborated:

I don’t know how this particular case

would have went [sic] if I didn’t have

that other person [the PHN] to help

facilitate the meetings that we had, to

help be another person that was having

eyes on the situation, and also in terms

of giving me the information [about

what] was actually what was going on,

right? So I think definitely it helped to

just give me a clearer picture and

to make my planning easier, and to

provide a better situation and plan for

the baby and for the mother. (S515)

CAS professionals valued working with

NFP PHNs for a common client, and often

described their positive experiences and the

helpful support they received from the

PHNs. Some barriers to a seamless colla-

boration did exist, however. One CAS

professional recounted her experience with

a PHN when they worked ‘‘side by side

together.’’ She elaborated on the challenges

of understanding each other’s roles; speci-

fically, when her role as a CAS worker

changed after a child was found in need of

protection (according to the Ontario Child

and Family Services Act29) and the CAS had

to intervene and implement specific ser-

vices for the client:

There was a couple of times, I have to be

honest, where it was y I didn’t know if

it was because she didn’t understand our

role and maybe I didn’t understand her

role as much as we needed to, to work

more together y when the baby is born

and it becomes a protection filey there’s

then child safety and protection con-

cerns. So our role changes. So when I

worked with the (NFP PHN) with this

mother before the baby was born, it was

a lot different and easier as far as

following her y But once it became

protection I had to intervene. I had to put

services that the Society has in place for

this mother because it became protection

and there were concerns y (S516)

Synthesis of results

Integrating the results from the first and

second phases of this study gave us the

opportunity to further explore findings that

emerged from the secondary data analysis

and to answer some of the remaining

questions. Findings from the second phase

of the study (which reflected current percep-

tions on NFP delivery) were largely consis-

tent with those from the first (perspectives

dated back to 2009; Table 3 summarizes the
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major findings that were consistent between

the two phases). Nonetheless, data from

Phase II added to the information on the

current status of NFP, particularly to those

areas that needed further exploration, and

told us about the current challenges faced by

the NFP (see Table 4).

Discussion

The results provide valuable insights into

the acceptability of the NFP in a Canadian

community. These perspectives from com-

munity health and social care providers

confirm and support the experiences of

young, disadvantaged first-time mothers

who participated in the NFP in Hamilton,

Ontario.28 Specifically, mothers in the

program considered the PHNs as credible

health experts as well as supportive

friends whom they could trust and confide

in. In addition, mothers in the case study

recognized the empowering relationship

they had with the PHNs and considered

them advocates when dealing with com-

munity agencies.

After almost six years of working with the

NFP in Hamilton, CAS professionals and

PHNs appear to have adopted several of

the strategies suggested by care providers

in Phase I to promote interorganizational

collaboration. These strategies include (1)

outlining the responsibilities of the CAS

worker and the PHN at the start of the

working relationship; (2) clearly delineat-

ing and communicating each professional’s

goals to do with working with the family;

and (3) organizing meetings with the

family to discuss ways to enhance their

support. Interorganizational collaboration

is considered one of the strategies that

prevent duplication in services.31

In Phase I, community care providers also

expressed the view that it was initially

challenging to differentiate between exist-

ing maternity home services and the NFP.

After working with NFP PHNs, the provi-

ders came to appreciate the NFP approach,

which focusses its child development–

based foundation on young, disadvan-

taged, first-time mothers. In Phase II, it

was revealed that the NFP team members

have put significant effort in helping

community partners understand the NFP

recommendations and goals by holding

meetings with decision makers at the

provincial level and with other community

stakeholders. The NFP also promoted

collaboration with other organizations by

forming interorganizational alliances, for

example, through coordinating councils or

community advisory boards where leaders

and/or direct care providers can set

common goals.32 Establishing a commu-

nity advisory board is one of the 18 core

model elements of the NFP that agencies

agree to implement as part of their

contract with the program.14

Our findings revealed that the NFP, a long-

anticipated, effective intervention targeting

high-risk, first-time mothers in Hamilton, is

recognized as filling an important gap in

service. Health care and social service

professionals in this study saw partnership

as the key to the NFP’s success and

sustainability in the community. This finding

is in line with reviews that report more

robust outcomes when home-visit programs

partner with other early intervention services

and community support programs.17 Disad-

vantaged families accessing early childhood

services often have complex needs that

cannot be adequately addressed by a single

service such as home visiting and, as such,

community services need to work together

to target these unmet needs.20

The health care and social service profes-

sionals we interviewed in this study also

pointed out how crucial it is to continue to

provide support for clients after they

TABLE 3
Summary of findings consistent in both Phases I and II interviews

Theme Summary

NFP as an evidence-based, structured education
program for first-time mothers

Participants described the positive feedback from clients about the NFP. Young mothers appear to be very
satisfied with the program's deliverables.
The idea of establishing a long-term relationship with family is still viewed as the main component of the NFP.
Participants spoke about the benefits that the NFP gives to the mother and child.
The need for interpretation services to better screen young mothers still exists.

NFP in partnership with other community agencies Participants suggested more communication and how to frequently share information (e.g., inviting PHNs to
visit the agencies to educate staff on first-time, young mothers and their experiences with them, or provide
quick updates via phone).

NFP's relationship with community agencies PHNs are considered an important resource for connecting their clients to community services.
NFP involvement gives CAS workers confidence in closing cases.
PHNs play an integral role in the development of the safety plan with CAS workers and family.

Abbreviations: NFP, Nurse–Family Partnership; PHN, public health nurse.

TABLE 4
New findings and concepts from Phase II

Theme Summary Type of
information

NFP relationship with
community agencies

Currently, a major challenge to referral is the long waiting list for
eligible mothers to participate in the program.

New
information

NFP in the community
context

A PHN's knowledge and observations on the family is considered
a crucial component to providing the most accurate information
on the family's status to CAS.

Further
explored

Due to cutbacks in various CAS home-visit services, it relieves the
pressure from an influx of CAS referrals because a portion of
these cases can also be referred to the NFP.

New
information

Abbreviations: NFP, Nurse–Family Partnership; PHN, public health nurse.
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graduate from the NFP so that they reach

their full potential as parents. This finding

is supported by a brief report on the

Family-Nurse Partnership in Scotland.33

Study strengths and limitations

Our study had several strengths. We used

multiple strategies, such as member

checking, double coding and use of an

audit trail, to ensure methodological

rigour. Further, the Phase I sample size

(n ¼ 24) allowed for saturation and for

themes to emerge. The implementation of

a two-phase study design addressed the

inherent challenges of secondary data

analyses: 1) the re-analysis of data, which

may not adequately reflect the new

research questions; and 2) data from the

original study may be bound by time and

scope.25 The categories and themes

derived from the first phase (secondary

analysis of individual interviews) served

as a guide for developing interview ques-

tions for the second phase of the study.

There were also some important limitations,

particularly with regard to sampling for

Phase II. The sample for this phase was

extremely small (n ¼ 4), and saturation for

additional themes could not be reached with

the new data. Although it is not possible to

reach any firm conclusions because of the

very limited sample size in Phase II, we did

identify some unique concepts that warrant

further exploration. Expanding the number

of clients interviewed in Phase II to include

more health care and social service providers

who are connected with the NFP would have

enhanced the transferability of findings from

this study. Triangulation, which involves

using different methods or data sources for

data collection and/or analysis, for example,

through focus groups or other data sources

such as newsletters or meeting minutes,28

would also have been useful.

Future research considerations

Nurse home visits have been a critical

component of public health for over a

century. Although much is known about

the importance of the therapeutic relation-

ship between the nurse, the client and her

family, no studies to date have examined the

relationship between nurse home visitors

and community care providers. Our findings

suggest that closer exploration of the role of

social service and health care providers

within the context of home visitation is

important in understanding approaches to

service provision and implementation.

Implications

The data collected through individual inter-

views provides insight into the key compo-

nents required to enhance the success of

integrating a long-term home-visit program

into an existing network of community

services. Such findings are important con-

siderations in examining the effectiveness

of the intervention. Currently, an RCT is

underway in British Columbia as the next

phase of NFP implementation in Canada.

Our study has identified the need to

establish stronger collaborations with com-

munity agencies, and to consider how their

specific roles overlap.

Conclusion

Health care and social service providers

recognized the added value of the NFP to

existing community services for disadvan-

taged first-timemothers. PHNs who delivered

the NFP intervention were seen as playing a

key part in connecting these mothers to

community services, preparing them for

motherhood, and preventing or ending the

involvement of child protection services.

Care providers also looked to collaborating

with the NFP to form an integrated network

of services that make transitions between

services as seamless as possible.

This is the first qualitative study to explore

the acceptability of a long-term home-visit

program from the perspective of health care

and social service providers within a com-

munity. It would be useful to examine the

perceptions of care providers about the

ongoing implementation of the NFP and

the extent to which it is seen as meeting the

needs of the community.
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