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ABSTRACT 
Aims: To present the results of a region-wide 
evaluation of Baby Makes 3, a brief relationship 
education program for first time parents implemented 
in the maternal and child health setting. 

Background: The program is designed to utilise the 
‘teachable moment’ provided by the birth of the 
first child, and strengthen the couple relationship, 
promoting gender equity and preventing intimate 
partner violence. The literature contains only a 
few similar examples, none of which have been 
implemented on a region-wide scale in a rural 
context. 

Participants: First time parents in the Great South 
Coast Region of Victoria, irrespective of whether 
they had participated in Baby Makes 3, group 
facilitators, and other stakeholders involved in the 
program across the region including maternal and 
child health nurses.

Methods: Interviews were conducted with parents, 
group facilitators and other stakeholders. Routinely 
collected surveys completed by parents and group 
facilitators were also analysed. Data was collected 
throughout the period April 2013 to August 2015.

Findings: Fewer than one-third of new parents in 
the region participated in Baby Makes 3. Parents, 
group facilitators and other stakeholders all made 
suggestions as to how program reach could be 
improved. These included the need to take account 
of key components of rural life including farm 
work and not clashing with sporting activities. 
Nevertheless, for those who participated, the 
program was judged highly effective according to 
both parents and staff. Additionally, parents valued 
the social interaction generated by the program as 
an outcome in itself, connected to the value of the 
program in normalising the challenges they were 
facing as new parents. Minimal negative effects were 
identified.
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INTRODUCTION
Gender roles and relations become more traditional in the 
year following the first child’s birth.1 This can create power 
imbalances in relationships between men and women, 
including couples who previously professed little support for 
traditional gender roles.2 When life circumstances are such 
that people are particularly receptive to new knowledge, 
prompting reflection on attitudes held and consideration 
of behaviour change, a “teachable moment” emerges.3,4 One 
such teachable moment is the transition to parenthood.5,6 
Programs like Baby Makes 3, are explicitly designed to target 
this time when parents-to-be often seek out information 
to prepare for and respond to the arrival of a new family 
member, and are likely to be motivated to make changes and/
or have the opportunity or capacity to do so.5

Hence, a brief, three session program that focuses on 
strengthening the couple relationship, by promoting gender 
equity, was developed. As such, Baby Makes 3 is one of very 
few relationship education programs specifically designed to 
prevent violence against women who are mothers.7-10 These 
contrast with the growing proliferation of programs aimed 
at parents which focus on the parent-child relationship, 
child development, and seek to enhance parenting skills and 
confidence in parenting.11-13 If relationships are explored, this 
tends to be around the extent of conflict around parenting 
practices.14

That most programs for new parents place little emphasis on 
their relationship is unsurprising. Unlike Baby Makes 3,15 most 
programs for parents are typically aimed at mothers, with 
the involvement of fathers not considered essential.14,16,17 
Even if they are interested, program design and delivery often 
prevent fathers from participating.18

Some programs focus on “hard-to-reach” or high-risk groups 
rather than on all new parents. Baby Steps,7 developed and 
implemented in the UK, begins with referral or self-referral 
in early pregnancy. The American Young Parenthood Program is 
the most different to Baby Makes 3, being based on 8-12 weekly 
sessions delivered to couples in the antenatal period by a 
counsellor aimed at promoting positive relationship skills, 
following an assessment process that included interview-
based screening for the occurrence of intimate partner 
violence (administered to parents in separate meetings).8 
This is an example of a program based on assessment 
followed by tailored education, as opposed to the broadly 
curriculum-based knowledge and skills training of other 
programs.

Baby Makes 3 was originally developed by Whitehorse 
Community Health Service (now Carrington Health) and 
the City of Whitehorse in metropolitan Melbourne to 
complement existing new parent programs run by maternal 
and child health services which are usually attended by 
mothers and focus on aspects of child health rather than the 
parental relationship.2 The program, which seeks to prevent 
violence by promoting respect and equality between couples, 
is premised on evidence that addressing gender inequality 
is critical in addressing, including preventing, gender-
based violence.19 By being offered to all first-time parents by 
maternal and child health staff, it engages with couples at 
this critical time, many of whom found the program enabled 
them to adopt greater equality in their relationships. As such, 
the initial Baby Makes 3 program was found to be an effective 
and cost-efficient violence prevention strategy.2

Discussion: Transition to parenthood is a time when 
many parents are open to exploring gender roles and 
expectations within their relationships, especially in 
a context in which the challenges of parenting are 
normalised. However, the implementation of such 
a program which has been designed in an urban 
context may require modifications when delivered in 
a rural area. 

Conclusion: Parenting programs are just as 
necessary in rural as in urban contexts. Furthermore, 
modifying the program to commence prior to the 
birth of a child further work may improve program 
reach.

What is already known about this topic? 
• The birth of the first child, has been found in

urban settings, to be a time when parents are
open to brief interventions which lead to improved
awareness, communication skills, attitudes and
behaviours supportive of gender equity and a
strengthened couple relationship.

What this paper adds: 
• Programs which promote gender equity and

respectful relationships are beneficial to new
parents in rural areas, but effective implementation
requires taking into account the characteristics of
local communities.

Keywords: Maternal and child health; nurses; 
midwives; gender equity, relationship education; 
prevention of intimate partner violence; rurality
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The current study offered an opportunity to investigate the 
implementation of Baby Makes 3 in the five local government 
areas (LGAs) in south-western Victoria, which form the 
Great South Coast Region (Warrnambool City Council, 
Corangamite Shire, Glenelg Shire, Shire of Moyne, and South 
Grampians Shire). This region comprises 10% of Victoria’s 
landmass but less than 2% of the population.20 As such it is 
relatively sparsely populated with distances of up to 100 
km between major centres within the region. Programs 
developed in urban contexts often face different challenges 
when implemented in rural and regional settings,21 prior to 
this study how Baby Makes 3 would work in a rural context was 
unknown.

Baby Makes 3 was delivered as an opt-out program, forming 
part of a series of sessions offered to new parents in each of 
the LGAs after the birth. The positioning of the three Baby 
Makes 3 sessions in the new parent groups varied over the 
course of the project and between LGAs. Baby Makes 3 sessions 
were offered in the early evening, usually at the maternal 
and child health centres, whereas the rest of the new parent 
group sessions were delivered in the daytime. The program 
consists of three sessions, facilitated by a mixed gender pair 
of facilitators.

Information about Baby Makes 3 was usually distributed as 
part of the information offered on new parent groups by 
maternal and child health nurses following the birth of 
the child. One variant which was trialled in Glenelg Shire 
involved a single session in antenatal classes, as a way 
of introducing future parents to the post-birth groups. 
Information about Baby Makes 3 was offered verbally and/
or in written form (practices varied according to LGA) and 
reinforced during further contact with maternal and child 
health services; the project manager or Baby Makes 3 group 
facilitators would often attend one of the new parent group 
sessions to introduce the program and answer questions. 
Single parents were not excluded from Baby Makes 3. This 
was a deliberate decision, made in view of the lack of other 
groups available, and to allow them to focus on past and/or 
future relationships.

THE STUDY
AIM

The aim of the study was to evaluate the region-wide 
implementation of the Baby Makes 3 program in a non-
metropolitan setting over the years 2013 to 2015.

DESIGN

The overarching framework used was that of theory-based 
evaluation drawing on elements of realist and theory of 
change evaluation.22-24 The longitudinal, mixed-methods 
study employed a fully mixed concurrent equal status 
design,25 where the timing of the different components of the 

evaluation was deliberately selected to minimise potential 
sources of bias and avoid compromising response rates to 
surveys. The design enabled the exploration of outcomes 
during the three years, and also gathered data to explore and 
understand how and why the particular patterns of outcomes 
came about, including factors in the wider context that were 
important either positively or negatively. The evaluation used 
data from: interviews with parents, group facilitators, and 
other key stakeholders in the program including maternal 
and child health nurses; surveys completed by parents and 
facilitators; and routinely collected data. It examined the 
impact of Baby Makes 3 on new parents and the uptake of 
the program across the region, and explored the program 
delivery factors that underlay these outcomes.

PARTICIPANTS

All first-time parents in the Great South Coast Region, 
irrespective of whether they had participated in Baby Makes 3 
were invited to participate in interviews about the program. 
Invitations to participate were distributed by program 
staff, and names and contact details only provided to the 
researchers by individuals who wanted to be interviewed. 
Similarly, the regional coordinator distributed invitations 
to be interviewed to all group facilitators and other key 
stakeholders.

Surveys of all parents were conducted at the end of the third 
session and of all facilitators of Baby Makes 3 groups after each 
group session.

DATA COLLECTION

A summary of the six data sets used in the analysis reported 
in this paper is shown in Table 1. Details of the data collected 
in each set, and when the data was collected, are described 
below.

INTERVIEWS

All interviews were carried out by telephone, digitally 
recorded and then transcribed by a specialist firm. 
Immediately following the interview, the interviewer 
recorded post interview notes on anything that struck them 
particularly about the interview and on positive features of 
the program and any difficulties/challenges. Transcripts were 
checked and anonymised by the interviewer, prior to analysis. 

For the interviews with parents, a mixed gender team of 
interviewers was used, with gender matched to interviewee 
wherever possible. Interviews with parents were carried out 
using a topic guide with sections on: receiving the invitation 
to participate and making the decision whether to attend or 
not, for those parents who did not attend at all or attended 
only some of the sessions the reasons were explored and 
what, if anything would have made their decision different; 
expectations on new mothers; changes if any in who does 
what at home; how has your relationship with your partner 
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changed, if at all, since the birth; changes in your and your 
partners lives since the birth; for those who attended at least 
some of the program: the changes, if any, the program made 
for your situation, most important thing about the program 
for you, for your partner. For those parents who attended an 
antenatal session as well, an additional section was added to 
the topic guide at the beginning which explored views of the 
antenatal session. Interviews with parents lasted between 
five and 45 minutes with an average length of 21 minutes for 
mothers and 13 minutes for fathers.

Interviews with group facilitators were carried out using a 
topic guide with sections on: the extent of their involvement 
as a facilitator; perspectives on the aims and objectives of 
the program; what has worked well in terms of component 
design and implementation and any views on the key factors 
responsible; any difficulties that have been encountered in 
terms of design or implementation and how these might be 
addressed; whether the program is reaching the target group 
in a uniform fashion; future development. The interviews 
with group facilitators ranged in length from 30 to 60 
minutes.

Interviews of a similar length were carried out with other 
program stakeholders using a topic guide with similar 
sections to those for the facilitators except that the nature 
of their involvement with the program was also explored. 
In discussing their views on the remaining sections they 
were encouraged to reflect on what they had heard from 
facilitators and parents who had attended the program.

Parent survey

The data collected was limited to 10 questions. Seven 
were closed questions: session date; location; mother or 
father; level of agreement with three statements about the 
enjoyability, relevance and helpfulness of the program, 

each measured on a 5 point Likert scale; overall rating of 
program, choice from 5 point scale (excellent to poor). There 
were three open questions: three main things I have learned 
from this program; how would you describe this program to 
another person who was thinking of doing it; any additional 
comments. Surveys were completed at the end of the third 
session, collected by the facilitators and forwarded to the 
regional coordinator.

Facilitator survey

Each pair of group facilitators completed the facilitator 
survey at the end of every program session. The data collected 
included six open questions on: practical issues that need 
to be addressed; session highlights/strengths; areas for 
improvement; challenges and how they were addressed; 
concerns; general comments. Numbers of mothers and 
fathers attending were also recorded and sent to the regional 
coordinator.

ETHICAL CONSIDERATIONS

Ethics clearance was granted by Deakin University on 15 
May 2014 for the interviews with parents (project reference 
HEAG-H-58_2014) with an amendment dated 31 March 2015 
to cover interviews with parents who attended the antenatal 
session offered in Glenelg Shire; and on 14 April 2015 for 
the staff interviews and other data analysis comprising the 
summative evaluation (project reference HEAG-H 36_2015).

DATA ANALYSIS

A mix of descriptive and inferential statistics was used to 
analyse quantitative data. Excel 2013 was used to support 
quantitative data analysis.26 A conservative significance level 
of 0.01 is used for reporting results as statistically significant. 

TABLE 1: THE DIFFERENT DATA SETS USED IN THE EVALUATION

Data set Features, including sample size and response rate Time period over 
which data collected

1. Interviews with parents Invitations sent to all new parents, via the mother; 40 interviews in total. Response 
rates of approximately: 6.4% women, 3.6% men. Included varied levels of attendance 
at the program, and time since program received, from one month up to 15 months.  

February to June 2015

2. Interviews with parents
who attended antenatal
session

Recruited from those attending antenatal session; four interviews in total, , response 
rate approximately 10%.

August to October 
2015

3. Interviews with Baby
Makes 3 facilitators

Invitations sent to all trained facilitators who had facilitated at least one complete 
program; 10 interviews in total, representing a response rate of 56%.

July and August 2015

4. Interviews with maternal
and child health staff and
other stakeholders

10 interviews in total, response rate approximately 30%. February-March 2014 
and September 2015

5. Parent survey Filled in at end of third session of program; n=342 (response rate high, over 90%) May 2013 and October 
2015

6. Facilitator survey Completed after each session; 87 sessions across 32 deliveries of the program 
(response rate 91%)

June 2013 to March 
2015
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A combination of deductive and inductive thematic analysis 
was used to analyse qualitative data from interviews and 
open questions on surveys and questionnaires.27,28 Nvivo, 
version 10 was used to support qualitative analyses.29 

VALIDITY AND RIGOUR

The evaluation used a wide range of different sources of data, 
allowing for triangulation between different sources in order 
to test validity through convergence from different data 
sources. For each of the different data sets, a single member 
of the research team carried out the qualitative analysis, 
which was then checked and agreed by other team members 
to ensure validity and rigour.

RESULTS/FINDINGS
Basic characteristics of the samples are summarised in 
Table 2. A deliberate decision was made not to collect 
socio-demographic data (beyond gender), given concerns 
about the burden of data collection, the possible perceived 
intrusiveness of questions and likely interference with 
building rapport in an interview situation, thereby 
risking comprising the richness of data obtained from the 
interviews.

TABLE 2: CHARACTERISTICS OF SAMPLES

Data set Total 
sample 

size

Number 
of males

Number 
of 

females

1. Interviews with parents 40 14 26

2. Interviews with parents who
attended antenatal session

4 1 3

3. Interviews with Baby Makes 3 
facilitators

10 6 4

4. Interviews with maternal and
child health staff and other
stakeholders

10 1 9

5. Parents’ views immediately
post-program

342# 156 185

6. Facilitator session evaluation 87* * *

# one parent did not indicate gender
* each survey form was filled in by the pair of facilitators who ran the
session (always one male and one female)

TABLE 3: THE REACH OF BABY MAKES 3 IN THE GREAT SOUTH COAST REGION 

Overall reach No. parents  
completing third 

session

Completion rate No. parents 
participating in at 
least one session1

Involvement  
(partial completion) 

rate

1 April 2013 to 31 March 2014 162 18% 234 26%

1 April 2014 to 31 March 2015 111 12% 186 21%

By local government area

Warrnambool and Moyne2

2013–14 81 17% 108 23%

2014–15 67 13% 89 18%

Glenelg

2013–14 24 13% 49 27%

2014–15 14 10% 34 24%

South Grampians

2013–14 31 21% 51 35%

2014–15 19 14% 38 29%

Corangamite

2013–14 26 29% 26 29%

2014–15 11 9% 24 21%

Notes
1. Calculated from the maximum numbers attending in a program. Note that this will be an underestimate since sometimes parents missed session
1 and/or 2 but attended later sessions
2. From January 2014, parents in Moyne were invited to attend the program in Warrnambool, so results are presented for the two LGAs combined.
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PROGRAM REACH

The reach, or uptake, of the program was calculated for two 
successive 12-month periods, see Table 3. The table contains 
two slightly different measures of reach, completion 
and involvement (or partial completion) by comparing 
participants with birth registration data for first time parents 
in each LGA. The first of these is based on the number of 
parents who completed the third session of the program; the 
second is based on an estimate of the number of parents who 
completed at least one session of Baby Makes 3. This second 
measure of reach is an underestimate, but it is not possible 
to improve on it, since full registers of attendance at each 
session were not maintained.

The overall completion rate for the program in 2014–15 was 
12% of new parents, with variation by LGA from 9% to 14%. 
The overall involvement rate for the program was 21% of new 
parents, with variation by LGA from 18 to 29%. The decreases 
in completion and involvement rates from 2013–14 to 2014–15 
are most likely caused by a combination of the reduced 
accessibility of program sessions (with parents in Moyne 
having to travel further to attend) and the inability to run 
any programs in Corangamite in 2015 owing to low birth 
numbers.

Accurate calculation of the representativeness of those 
who participated in Baby Makes 3 is not possible given the 
data available. Such information is obtainable only from 
the interviews carried out with parents who participated in 
the program, with program facilitators and with maternal 
and child health staff. All of these sources suggested under-
representation in the same specific groups: Indigenous 
parents; young parents; and parents with lower socio-
economic status. However, none of these groups was 
completely absent from the program.

Understanding and improving reach

Data analysis suggests a number of factors that are 
responsible for the level of reach obtained. Interviews with 
parents, facilitators and stakeholders all recognised the 
barriers posed by the distance and time required to travel to 
Baby Makes 3 sessions, as did feedback given on the parent 
surveys.

The program was deliberately run in the early evening to 
facilitate the attendance of fathers, and while there is no 
doubt that the timeslot was more convenient than one 
during the day (the timing of new parent groups), travel 
in the evening around the time that parents are trying to 
establish as bath and bed time was not ideal for many and 
was particularly unpopular in winter months. There were also 
significant difficulties for those involved in shift work, farm 
work, fly-in fly-out working or sporting activities. Offering the 
program at weekends was suggested by a number of parents 
and facilitators, although most considered that no single 
solution would suit everyone. Delivering the whole program 

in a single day was also suggested but this would remove the 
opportunity for “homework” between sessions, something 
that parents reported benefitting from. Others suggested 
delivering it in two weekend sessions, separated by two or 
three weeks.

Another barrier to involvement was lack of information 
about the program and what it would involve. For those 
who had chosen not to attend new parent groups (39% of 
new mothers in 2013–14 and 35% in 2014–15 across the region), 
the only source of information about the program was the 
written or verbal information from maternal and child health 
about new parent groups and the integrated Baby Makes 3 
sessions. The interviews with parents eligible for Baby Makes 
3 who did not attend demonstrated that this did not always 
succeed in communicating the availability of the program. 

PROGRAM EFFECTIVENESS

This section examines the impact on important outcomes, 
including potential negative effects. Different sources of 
data have provided a wealth of evidence that parents who 
attended the program received a variety of benefits from it. 
Throughout this section, data from interviews with parents 
and facilitators is used as well as data from the parent 
and facilitator surveys. The interviews with parents are a 
particularly important source of data here because the vast 
majority of parents who had attended were interviewed at 
least three months after the end of the program and in some 
cases up to 15 months after. This meant they had had a good 
amount of time for any learning and skills development to 
have an impact on them and their relationship. The changes 
they reported were highly consistent with those reported 
in the parent survey completed by parents at the end of 
the third session, indicating that the short-term impacts 
reported immediately following program completion were 
maintained in at least the short to medium term. Table 4 
summarises the key findings against the indicators set out in 
the Baby Makes 3 theory of change model.2

Baby Makes 3 received positive feedback from the 
overwhelming majority of parents interviewed who had 
attended at least some of the program as well as from the 
overwhelming majority of the parents completing the survey 
at the end of the final Baby Makes 3 session: 98% overall rated 
the program as good, very good or excellent; 94% agreeing 
or strongly agreeing that the program was helpful and 
96% agreeing or strongly agreeing that the program was 
enjoyable. The following quotes are typical of their overall 
view of the program:

I was really impressed with it, probably because I hadn’t really 
been in a group situation like that before. I definitely enjoyed 
the parts where the men were separated from the women and 
then they were brought back into the room to discuss the same 
answers, and that was really insightful. … I’ve kept in touch 
with a couple of blokes from the course …. [People] shared 
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some brilliant stories and some great experiences and that time 
to actually tell their story I think was really cathartic for a lot 
of people, and added to that growing sense of confidence, that 
things are going to be all right and that we’re doing the right 
thing. (Father, interview)

Fantastic. Opened my eyes to focusing more on our husband-
wife relationship. (Mother, parent survey)

An impact reported as important by parents in interviews, 
and reflected explicitly in one of the quotes above, was the 
social connections parents made, and maintained, as a result 
of participating in Baby Makes 3. This was also reported on the 
parent surveys completed at the end of the third session, and 
was commented on by several facilitators when they reflected 
on the value of the program. Improved social connectedness 
is important for protection and promotion of health, and 
is particularly key for those living in rural and regional 
contexts. This impact was not identified in the original theory 
of change underlying the program.2

Important changes included awareness of societal 
expectations of mothers and the extent of caring and 
domestic responsibilities assumed by mothers. Mothers 
reported that they had gained an awareness of the high 
expectations they placed on themselves, which were not 
necessarily reflective of expectations placed on them by 
others. Many mothers realised that they needed to judge 
themselves less harshly, that they would not necessarily be 
able to achieve as much as they had previously expected to. 
Prior to attending Baby Makes 3, many of the fathers had not 
realised the societal expectations placed on new mothers.  
As a result of this realisation, some fathers reported that they 
were better able to support their partner.

Other important impacts reported in interviews with 
parents were experienced within the couple relationship, 
with parents reporting enhanced communication and 
conflict resolution skills, and an increased focus on the 

couple relationship. This strongly reinforces the data from 
the parent surveys and offers reassurances that the learning 
about communication and conflict resolution skills reported 
immediately after the final sessions (which focused on these 
skills) is not merely an effect of short-term recall or social 
desirability bias. Interviews with facilitators also reinforced 
the value of the program in terms of stimulating increased 
discussion within couples on topics not previously discussed.

These in turn produced changes in behaviour, such as 
mothers adjusting their expectations of themselves, and 
fathers prioritising family over work and contributing more 
towards household tasks and childcare. All of these positive 
changes can be seen as supporting increased gender equity. 
The most common change in behaviour reported was that 
the father helped more with household and caring tasks, 
although the mother still did most:

Well I think there was the graph shown of how much dad time 
and how much mum time and how much together time with 
the baby, and I think that’s been quite — [partner’s name]’s been 
quite aware of that, so he’s sort of — after the sessions he sort 
of made more time to have one-on-one time, like he gets up in 
the morning with the baby and I stay in bed and he has that 
one-on-one time before he goes to work, so that sort of started 
after that, and I think it’s his little mission to not fall into that 
percentile. (Mother, interview)

Fathers talked about how recognising the expectations  
put on mothers enabled them to better support their partner, 
and to function as more of a team, as one of the fathers 
expressed it: 

Yeah, the other thing I think that really helped us just 
understanding regardless of how much we share the roles and 
the duties, the expectation on [partner’s name] …so I think I 
was just able to support her a little bit more by understanding 
that, if that makes sense. (Father, interview)

TABLE 4: SUMMARY OF EVIDENCE AGAINST INDICATORS FOR THE BABY MAKES 3 THEORY OF CHANGE MODEL

Indicator Major themes identified from parent survey and interviews

Awareness That other parents experience the same problems/challenges
Society’s expectations of mothers and fathers

Communication Learnt specific communication skills: 
• communicating using “I” rather than “You”;
• understanding one’s partner’s perspective; and
• listening.

Attitudes “Equal” does not mean “same”
Respect for partner’s contribution
Recognising importance of partners’ time together and building/maintaining intimacy
Recognising importance of father’s time with child
Mothers adjust expectations of themselves

Behaviours Sharing tasks 
Working as a team 
Discussing difficult issues
Using problem solving and conflict resolution as particular relationship skills
Fathers spending more time with children
Enhanced intimacy of and focus on couple relationship
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POSSIBLE NEGATIVE EFFECTS

One possible negative effect lay in the program being 
regarded as directed against men or negative about men. This 
was an issue that was raised unprompted by some parents 
in interviews, in the facilitators’ survey, and in the parent 
survey. In the interviews with facilitators and stakeholders 
this issue was specifically explored if the participant had not 
raised it in response to open questions.

This issue was raised unprompted by four of the 10 facilitators 
interviewed, and all but one of the facilitators interviewed 
had noticed some of their group participants perceive 
elements of negativity towards men. In at least one case 
this resulted in the couple choosing not to attend the third 
session of the program, with the female partner reporting:

I know a lot of the males felt it was very critical towards 
the fathers. Yeah, so that’s why we didn’t go back for the last 
session, my partner just didn’t — he didn’t want to deal with it 
anymore… like they didn’t refer to anything positive regarding 
the fathers. (Mother, interview)

No other negative effects were reported in interviews with 
parents when discussing the program’s impact on them. 
Two aspects of program delivery were viewed negatively 
by parents: difficulty in feeling able to be honest, and the 
challenge of small groups. In the analysis of the parent 
surveys a small number of single mothers said the program 
was less relevant to them, although some reported it was 
useful. One single mother reported that she had sometimes 
felt awkward; this could be regarded as a negative effect. This 
was echoed by a number of facilitators, who said they sensed 
discomfort and awkwardness from some single mothers in 
their sessions.

FINDINGS FROM THE ANTENATAL PILOT 
PROGRAM IN GLENELG SHIRE

Analysis of uptake rates for Baby Makes 3 over its first 
year led to the suggestion of a brief introductory session 
in the antenatal setting, so that fathers-to-be could be 
introduced directly to the idea of the program. A pilot of this 
arrangement was carried out in Glenelg Shire from January 
2015. All of the parents interviewed appreciated the value of 
the antenatal session as a taster for what was on offer in the 
postnatal program. 

The reaction of the fathers to the session was extremely 
positive; all of them went on to attend the postnatal program 
with their partners and all reported that the decision to 
attend the postnatal session was made mutually with their 
partners and influenced by the antenatal session. Antenatal 
sessions were also suggested as a valuable addition in 
interviews with parents who had not experienced them, 
facilitators and maternal and child health staff. The 
facilitators and maternal child health staff linked these 
suggestions explicitly to improving uptake.

DISCUSSION
The results presented in this article for Baby Makes 3 are 
broadly consistent with those from the Hong Kong and UK 
which evidence a critical role for maternal and child health 
nurses in the promotion of gender equity and prevention 
of IPV.7,9,10 What is also similar is the positive feedback 
from parents about group discussions and active learning 
activities as opposed to more didactic presentations. As has 
also been found in an evaluation of Baby Makes 3 in an urban 
context which was conducted at a similar time to the current 
study,15,30 the findings presented here identify the importance 
of social interaction generated by the program as an outcome 
valued by parents. Also valued was the opportunity to 
normalise the challenges they were facing as new parents. 
The findings presented here for Baby Makes 3 are also highly 
consistent with earlier work which identified that: transition 
to parenthood is an under-utilised opportunity to deliver 
relationship education.31

Since the data presented here was collected, Baby Makes 3 
has been implemented in a number of rural communities 
throughout Victoria. To the best of our knowledge no 
evaluations of these initiatives have been published, 
although there is a growing recognition that implementation 
requires taking into consideration specific factors of the 
target community.32 One of distinctive features of this 
evaluation is that it provides valuable insights into reaching 
potential participants in non-urban contexts. These include 
the need for a strategy of program delivery when there are 
too few births in an area to run a program in a year. The 
emergence of online parenting programs which have been 
developed in response to COVID-19 potentially provides 
another model for reaching new parents in rural areas 
who find it difficult to participate in the existing program 
format.33-34

Another key differentiating factor of this evaluation is its 
exploration of potential negative effects. While evaluations 
of parenting programs may reveal aims not fully realised, 
negative effects tend not to be mentioned.12,16,17 

In terms of findings to date, of the other programs discussed 
earlier, only the Young Parenthood Program has been subject 
to an evaluation that included a comparison group. A cluster 
randomised trial of Becoming Parents has been registered 
but findings have not yet been reported. All of the studies 
reported thus far are relatively small in size, none of them 
report data on cost, and unlike the current study, none report 
on any resistance to the program or possible negative effects. 
Although the Young Parenthood Program is the least similar 
to Baby Makes 3, it is of interest, since the pilot randomised 
control trial8 included assessment of intimate partner 
violence (IPV) at baseline, three months after birth and 18 
months after birth. The findings demonstrated that couples 
who were randomly assigned to the Young Parenthood Program 
were significantly less likely to have engaged in IPV at the first 
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follow-up, compared to couples in the “treatment as usual” 
control group, but the strength of this finding diminished 
over time. 

STRENGTHS AND LIMITATIONS

The evaluation reported here has both limitations and 
strengths. First and foremost of the limitations, the 
assessment of the impact of Baby Makes 3 relies mainly on 
self-reporting by parents. Secondly, only a very small number 
of parents in the interview sample had chosen not to attend 
the program, so it was not possible to explore any differences 
in attitudes and behaviour between those who had, and had 
not, attended the program. The evaluation does not therefore 
include a comparison group that did not attend the program.

A further limitation is the extremely restricted range of socio-
demographic information collected on those who attended 
the program. A deliberate decision was made to restrict such 
data collection directly from parents, given concerns about 
the burden of data collection, the perceived intrusiveness of 
questions and likely interference with building rapport in an 
interview situation, thereby risking comprising the richness 
of data obtained from the interviews.

In the years since the data presented here was collected, 
Baby Makes 3 has transitioned from being a pilot program 
in a few locations to becoming established in a much wider 
range of Australian communities. Although the program 
specifications remain unchanged and hence these findings 
are still likely to remain relevant, applicability may be 
compromised if individual program providers are making 
adjustments to how they deliver Baby Makes 3.

A particular strength of the evaluation has been the use 
of a wide range of different sources of data, allowing for 
triangulation between different sources. The interview 
sample sizes obtained, while not large, are sufficient for the 
type of qualitative analysis undertaken here.35 The interviews 
of parents, group facilitators and other stakeholders yielded 
extremely rich data, which was invaluable in understanding 
the particular features of the program that were helpful to 
parents, the challenges in program delivery, and how these 
might be met in the future.

Three further strengths are connected with the interviews 
with parents. Firstly, all parents eligible for Baby Makes 3 
were invited for interview and the invitation made clear that 
interviews were sought with those who had not attended 
the program at all or who had attended only part. Secondly 
parents were interviewed on their own, and usually by an 
interviewer of the same gender, both of which reduce the risk 
of social desirability bias.36 Thirdly, information provided 
in interviews suggested that the interview sample obtained 
was very diverse and were not drawn solely from a particular 
socio-demographic subset.

CONCLUSION
The study has demonstrated the feasibility of delivering, in a 
non-metropolitan regional setting, a program that succeeds 
in building the capacity of first-time parents to build equal 
and respectful relationships in response to the lifestyle and 
relationship changes that follow the birth of their first child, 
and reduce the risk of family violence. While involvement 
levels were not as high as desired, they represent a 
considerable achievement in the face of factors that were not 
under the program’s control. Integration within the delivery 
of new parent groups was perceived positively, and delivery 
outside the 9 to 5 working day was also important, although 
did not enable everyone to attend.

The program successfully generated positive impacts, 
according to the overwhelming majority of the parents 
who attended all or part of the program and contributed 
their views to one or more parts of the evaluation. Minimal 
possible negative effects were identified, and the experience 
gained in program delivery should enable these to be further 
reduced in the future. As such these conclusions are very 
consistent with those reached in the original (metropolitan) 
evaluation of Baby Makes 3,2 and demonstrate the program’s 
applicability in a rural and regional setting. Findings from 
the antenatal session, together with the conclusions from the 
other programs which spanned both the perinatal period, 
indicate advantages of commencing such programs before 
the birth.
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