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BUILDING TOGETHER: FOUNDED ON RESEARCH
A Discussion of Research Relating to the Creation of a Community-Based System of
Services for Early Childhood Development

PURPOSE

The purpose of this paper is to provide a common understanding of current research
relating to early childhood education in order to facilitate discussion with key partners
towards the building of a collaborative, cooperative, community-based system of early
childhood supports and services.

SECTION 1 — Research and Evidence that is Influencing Our Thinking

A) Current research from the fields of neuroscience and child development has
profound implications for a system of support and services for children and
families.

Research in the fields of neuroscience and child development over the past two decades
has revolutionized our understanding of how important brain development in the early
years is to every aspect of a person’s life course.' It is impossible to capture all this new
knowledge in this discussion paper in any way that could do the research justice, but
there are some key findings and implications of this research that must be noted when
planning supports and services for young children and their families.

Prior to the availability of amazing technologies enabling us to ‘see’ the brain develop
and function both in utero and after birth, we did not know that the great preponderance
of brain development takes place after birth, especially in the first three years of life. >
And we did not know the extent to which brain development is directly influenced by the
environment. Not only do adequate pre- and post-natal nutrition and physical care
influence development, but the ways in which parents (primary care givers) nurture and
respond to infants and young children directly affects the “wiring” of the pathways of the
brain. This in turn has a decisive and long-lasting impact on how people develop, their
ability to make attachments, their capacity to learn, their behaviour and ability to regulate
emotions, and their risks for disease in later life.** (See Appendix A)

“The kinds of attachments children have formed with their
primary care givers at one year of age predict teacher ratings,
behaviour problems, and quality of relationships with peers in

preschool.... and can predict children’s later school
achievement... at age 16.” Shore, p.31




Because brain development is so receptive to environmental influences, and because the
brain has a remarkable capacity to change in response to experience, there are ample
opportunities to promote and support children’s healthy growth and development. > There
is good evidence that a continuum of supports and services to families throughout
pregnancy and the early years of life can make a significant difference to children’s
outcomes. ' These services include (but are not limited to) prenatal care and adequate
nutrition, competent, responsive care during and following childbirth, immunizations,
early screening, and high quality, affordable child care.®” Parenting is a key factors and
supportive initiatives should begin as early as possible — from the time of conception —
with programs of parent support, education and skills enhancement. Child development
programs that involve parents can influence how the parents relate to and care for
children in the home, and can greatly improve outcomes for behaviour, learning and
health in later life.”

Although the brain does have remarkable capacity to change, there are sensitive times
during which the brain is particularly responsive to learning; these ‘critical periods’
extend to such functions as vision, language, and cognitive skills as well as emotional
control and peer social skills. If early opportunities to promote healthy development and
learning are missed, later remediation will be more difficult and expensive, and may not
have desired results.” '° Prevention is best, but if it becomes evident that conditions are
not optimal or that a child’s development is not progressing within acceptable norms,
intervention must happen quickly and intensively. Children given timely, intensive and
sustained help can overcome a wide range of developmental, learning, and health
problems, in later life."!

The knowledge is in. We know what is needed for optimal brain development of all
children and the strategies and interventions to meet those needs. Given its importance
for a healthy, educated, competent, and well functioning population, we must put that
knowledge forefront in a system of supports and services for early childhood.

B) Research and evidence suggest that an effective system for children and families
will blend universal, targeted, and clinical approaches12 B3

With the establishment of national data-base'* on the developmental and social well-
being of children and youth, and with emergent information on “school readiness”'> and
other significant indicators of early childhood well-being, we know very clearly that child
development is not optimal in Canada.'® The evidence shows that there are significant
numbers of vulnerable children across the socioeconomic spectrum.'” '* ' Chart 1 below
shows that approximately 30% of children living in families who fall within the bottom
quartile of household income experience significant “vulnerabilities” for poor
development. However, each of the successive quartiles shows significant numbers so
that over 20% of children from the highest income homes also display vulnerabilities.

" “Outcomes’ for children are the benefits they receive during or after their involvement in a program or as a
result of an intervention. Outcomes may relate to developmental gains, knowledge, skills, behaviour,
condition or status, etc.



Indeed, due to the sheer numbers of children in the “middle classes”, if we focus our
system of services for children and families solely on socioeconomic indicators, we will
ignore the greatest number of vulnerable children.? *!

Vulnerable Children by Household Income:
Canadian NLSCY 1994

more (of five)
problems above cut-

Percent with one or
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Chart 1: Canadian National Longitudinal Study of Children and Youth:
Vulnerable Children by Household Income

Furthermore, targeting services for populations selected on traditional indicators such as
socioeconomic status, as we have done in the past, is unlikely to have desired outcomes.
Current research suggest that the biggest family effect on early childhood outcomes is not
related to income and other socioeconomic factors, but rather to parenting practices.22 2
Findings of the Canadian National Longitudinal Study of Children and Youth show that
positive and negative practices are found in both rich and poor families alike. Because
positive practices are only weakly associated with socioeconomic status (SES), it is not
feasible to identify parents with relatively poor skills on the basis of SES factors.”* *° It
seems that most parents could benefit from supportive programs that improve their skills
and in turn result in better child outcomes.”® >’ If we focus on successful outcomes for
all, not just avoidance of negative outcomes for those at risk, then we are more likely to
move to a system of supports that all parents need.”®

Importantly, while there is much need to provide and improve services and supports for
everyone, children “at risk™ (or those not yet identified as “at risk™), and children with
special needs, are best served when the conditions are in place for all children to thrive.”’
3% If primary needs of children are not met the likelihood of special services sand supports
being able to make up for their absence is extremely limited.”!

“To the extent that a child’s primary needs are met, that child is likely
to develop into a healthy, confident, competent, responsible,
productive, independent, content and self-controlled adult capable of
sustaining warm successful relationships with others.”

Paul Steinhauer, The Primary needs of Children, p.2




The response to the reality of children’s circumstances is not to choose one approach over
the others, but a recognition that the most effective strategy is to combine universal®>
with targeted and clinical interventions, strengthening community parenting capacity and
resiliency as a whole.*® ** Researchers David Offord et al propose that a multi-level
approach, starting with universal programs and adding targeted and clinical programs as
needed, has advantages. > First, it addresses the need to reduce the size of the population
seeking clinical services. The enormous number of children and families experiencing
difficulties precludes the possibility of offering sufficient intensive services.*® >’
Addressing this problem, the Ontario COPE program is finding good success offering
large group (25 participant) parenting classes through community facilities such as
schools and child care stettings that both attract families with greatest need and result in
excellent outcomes.”® *° Second, there may be multiplier effects. For instance, a targeted
approach might work better for high-risk children if the environment is facilitating due to
a universal program. *° Once again, this was found to be the case in Ontario where
parenting programs designed to assist parents with children who are experiencing severe
behavioural problems are offered within universal community setting and are part of
menu of parenting classes. Parents are not “singled out” or stigmatized for seeking
parenting help. This approach results in a much high rate of program attendance than
experienced at standard clinics, including a higher attendance by ethnic minorities. *'

“The so-called “collaboration imperative” has recognized the
complementary nature of population health and clinical approaches,
and the necessity of combining both approaches in order to improve

outcomes for children....” Waddell, April 2002. p.8.

C) Research and evaluation have led to significant achievements in the design,
implementation, and positive outcomes of interventions for children and families

Intervention and programs designed to improve outcomes for children and families have
been undergoing rigorous research and evaluation over the last couple of decades. There
is a far greater knowledge of what activities really do make a difference in the lives of
children. The major approaches that have been well researched include:

i) Home Visiting Programs

Although there has been high expectation and hope for lay home visitor programs,
research and evaluation have shown modest and mixed outcomes.** There are some
positive outcomes for families, for example, there is some evidence of enhanced maternal
life course, but outcomes for children in terms of increasing language competency,
reduction in behavioural and social problems, kindergarten readiness, etc. were very
weak, if any at all. Lay home visitors do build relationships and trust with parents and
respond to crisis, but they have not demonstrated success in assisting parents to change
behaviours in a specific ways that results in improved child development outcomes.* **



Researchers are recommending that lay home visiting programs concentrate on
improving their effectiveness, (particularly, moving towards incorporating a specific
theory and practice of adult behaviour change) before expansion. Child outcomes may be
influenced by home-based programs if the program enables or motivates a parent to
spend more time with the child, engaging in nurturing and language-rich interactions. *
Lay home visiting as an approach to delivering services is best used as part of a
comprehensive family service program, coupled with other early child development in
order to engage a family in services, to come to understand the family’s needs and
individual circumstances, and to encourage positive parent-child relationships.*
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In contrast to lay home visiting, nurse home visiting programs*’ have produced
significant important effects on maternal variables that effect child development* and
direct improved outcomes for young children. These outcomes include increases in
mother-child responsive interaction, increased child emotional, language and cognitive
development, and decreases in abuse and neglect.” *° The nurse home visitation program
was targeted for more vulnerable families, and the program has had the greatest results
with the families who were at greatest risk, especially for mothers who were unmarried
and low-income.”!

ii) Enhanced Childcare Programs for Infants and Toddlers™ >

There have been several well-researched enhanced childcare interventions with long-term
follow-up. These programs have been targeted to children and families at highest risk for
developmental delays including inner city children living in poverty, children of mothers
with intellectual challenges, and one project was aimed at low birth weight infants at risk
for developmental delays. These programs were often combined with parental support
such as home visiting, job training for parents, etc. The childcare was of the highest
quality with extraordinarily well educated staff, low staff turnover, and high teacher-child
ratios. The earlier the children received the intensive care and education and the lower
the mother’s formal schooling, the greater and the more enduring the gains. Outcomes
included higher academic achievement, lower rates of being held back in a grade, lower
school drop out rates, lower delinquency, and higher employment rates as adults.

These studies strongly support the inclusion of a centre-based educational component in
strategies targeted for the most vulnerable of children in order to improve cognitive,
language and behavioural outcomes. The most striking outcomes have been achieved
when childcare is combined with parent involvement components.™

“Early care giving that is sensitive and emotionally responsive
can buffer the effects of high-risk environments....
It can promote positive change for children who have
experienced poverty and abuse, and can interrupt the abusive
patterns from one generation to the next.” Shore, p.31




iii) Behavioural Family Interventions

Over the past 20 years, the field of child mental health has been steadily advancing its
knowledge and skills for treating emotional and behavioral problems of young children
and their families.

There is now considerable evidence that teaching parents positive parenting and
consistent disciplinary and monitoring skills results in significant improvements in
childhood social, emotional and behavioural problems and that the positive effects
generalized to school and community settings. > The ‘behavioural family interventions’
(drawn from the fields of social learning, cognitive behavioural and developmental
theory) are also having positive outcomes for decreasing family and martial conflict,
decreasing parental depression, and increasing parental satisfaction and efficacy, all
factors which mediate the risk of poor child development. A few of these interventions
are adding programming for children alongside those for the parents, and others are
providing training for preschool teachers, with resulting enhancement of outcomes.>

“Emotional development and academic learning are far more closely intertwined in the
early years than has been previously understood. What research tells us is that, for young
children, emotional and behavioural problems serve as a kind of red flag. Without help,
evidence suggests that these emotional and behavioural difficulties may stabilize or
escalate and negatively affect early school performance. In turn, early school
performance is predictive of later school outcomes. Thus, paying attention to the
emotional status of young children has important implications for policy and practice
strategies designed to promote school readiness.” Cybele C. Raver, p.6”’

Some outstanding examples of ‘behavioral family intervention’ programs include: ‘The
Incredible Years’, originating in Seattle Washington; ‘COPE’ based in Hamilton,
Ontario, and ‘Triple P’ from Australia. All have had success in engaging “high risk”
families in some way, for example, ‘The Incredible Years’ has been offered as a
prevention program through Head Start and has had considerable success in lowering the
incidence of child mistreatment among families served, and has enhanced school
readiness.” ‘COPE’ has been successful in offering their program through community
centres and attracting “high risk” families who would not come to clinical setting such as
mental health centres.”” And “Triple P’ is having success as a prevention strategy in high
socioeconomically disadvantaged areas®, as well as providing outreach to isolated
families. ‘Triple P’ will be discussed in depth later in this paper as it not only offers
parenting programs, but has also evolved to become a universal, multilevel prevention
strategy.

“Behavioural family interventions have also been identified as one of the best
strategies for the treatment and prevention of child abuse.”
A. Buchanan (ed.), Parenting, Schooling and Children’s Behaviour,
Chapter 8, 1998.




Another ‘family behavioural intervention’ of note is “Right from the Start”, a group
program addressing disorders of attachment for parents with children under two years of
age. Both high and low functioning parents attend this community-based program,
making it prevention and targeted at the same time. The program is showing large
positive effects on infant attachment.®’ Because one in five children is at risk for
developing an attachment disorder, and because of the severity of poor outcomes for
children who are not securely attached, it is important to closely follow the evolution of
interventions addressing attachment.

“... clinicians have created, evaluated and refined behavioural family
interventions to the point that we can have some confidence that many
families that receive such an intervention will benefit. We will not reap the
full benefit of the knowledge gained, however, unless we shift from a
clinical perspective to a public health perspective on family functioning.”
Taylor and Biglan, 1998 p.55

iv) Family Learning Programs

‘Family learning programs’ cover a variety of initiatives whose purpose is to enhance the
quality of parent/child interactions thereby optimizing the potential for brain stimulation
and childhood development and increasing school readiness. These programs aim to
inform parents about the importance of play-based problem-solving interaction with their
children, as well as support this process through modeling by staff and the provisions of
age appropriate activities, toys and experiences. These programs also provide
opportunities for a child to interact with other children and adults, starting the process of
social interaction and play with others that will increasingly have influence on his/her
development.

The province of Ontario instituted “Parenting and Family Literacy Centres” in 1981 in
five inner city schools. These Centres were designed to improve the school readiness of
the young children in those neighbourhoods with an emphasis on parent/child play-based
opportunities, as well as toy and book lending libraries, child care, parent employment
services, adult literacy, etc. By 1995 there were 34 school-based Centres. Outcomes for
these Centres show there is significant difference between children who attend the
Centres and those who do not. (see Appendix B) Children attending the Centres were
much more prepared for schooling than their peers. They fared better across all Early
Development Index scores including physical well being, social competence, emotional
maturity, cognitive development and general knowledge and communications skills.
Parents also benefited in terms of acquiring parenting skills, establishing supportive
social networks, and building rapport and links with the public schools. Kindergarten
teachers reported that they understood the needs of their students better and felt they were
more connected to the parents. The results are very encouraging, especially for inner city
children, and the Ontario provincial government is expanding the Centres acting on the
conclusions for the Ontario Early Years Study * that they will be universally beneficial



to all children and families. The optimum mix of programs offered at these Centres has
not been evaluated.

Other programs that may be described as a “family learning program” include Mother
Goose rthyme and song groups, Hanen Centre’s “You Make the Difference” program,
library programs, and recreation arts and crafts programs. To some degree, these
programs also provide structured parent/child interactive opportunities, although many of
these have not yet been evaluated on their impact on child outcomes.

V) Preschools®

There is broad evidence from many studies that children from low-income families
benefit from high quality preschool programs. The children participating in these
preschools had higher scores on achievement tests, lower rates of being held back in a
grade, and a decrease in use of special education services as compared to the control
groups who did not attend preschool. In the very long term they had increased graduation
rates and decreases in crime and delinquency. Half as many of the children who had
taken part the preschools received welfare as adults and twice as many owned their own
homes, as did the control children. These preschool programs were intensive and very
high quality in terms of teacher education, payment of teachers, class size, teacher
supervision, and standard of learning. All were highly rigorously researched. All were
also evaluated for their economic costs and benefits and the general findings were that
every dollar spent on the preschool programs resulted in a seven dollar cost saving to tax
payers (lower crime, higher employment, etc.).

In France, where preschools are part of the public school system, teachers have the
equivalent of a master’s degree, and the programs are of the highest quality, results
indicate that participation in preschool has a positive impact on later school achievement
across all socioeconomic groups. ®* Studies in the U.K. and U.S. have also found that
children in all socioeconomic groups benefited from preschool participation.®® ¢’ Many
researchers, practitioners and policy makers, while recognizing that current preschool
quality standards are uneven and need improvement across Canada, are now urging that
Canada move towards a universal public preschool system in order to offer all children
this level of developmental opportunities.®®

At present, approximately 10% of Vancouver Island children are attending licensed
preschool programs for children 2.5 to 5 years of age, while a further 12% are attending
licensed group childcare for children 3 — 5 years old (which offer programming similar to
preschools). ® Although some families receive subsidies for preschool and childcare fees,
costs remain a barrier for many families.

Conclusion:

Home visiting, family behavioural interventions, centre-based childcare, family learning
programs and preschool interventions, have all been well researched and now comprise
an array of effective supports and services to young children and their families. They all
have their place along a continuum of services. (see Appendix C) It appears that most
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families can benefit from family learning programs, family behavioural interventions, and
quality preschools at some level of intensity. More burdened families and more
vulnerable children are best served by a combination of these approaches, adding home
supports and especially enhanced childcare programs, to give the greatest returns.

D) An effective system of services will reduce barriers and increase access to
services for all families.

There are many barriers that must to be addressed to assure that all families can access
the support and services they need for optimal functioning. These barriers include
program costs, language, feelings of cultural or social distance, fear of being judged or
stigmatized, and lack of awareness about programs or their value. For some
communities, the major barrier is, of course, that the necessary programs simply don’t
exist.

“Since all families and children, in all socioeconomic
circumstances, can benefit from early child development and
parenting programs, it is important that programs evolve to be
available to all families in all SES groups.”
Ontario Early Years Study p. 15.

The Ontario COPE project set out to assess ways in which to increase program
utilization through decreasing barriers and increasing desirability of its programs.
Surveying parents, COPE found the following factors influences the utilization of its
parent programs: location of programs, duration, goals of the program, learning processes
used (discussion, demonstrations, videos, etc) distance to travel to program (no more that
20 minutes commute, preferably under 20 minutes), program based on sound evidence
(as opposed to those advertised as “new and innovative”), child care provisions, qualified
staff, and time of day that programs are offered.”” COPE found that families need
different options — working parents preferred programs offered during evenings and
Saturday mornings, while at-home parents and unemployed parents preferred week day
programs. All families preferred that programs be offered in community settings such as
schools or recreation centres.’'

COPE responded to these finding and consequently has raised program utilization. They
have moved programs into neighbourhood settings including schools in order to raise
awareness of such opportunities for families and to decrease stigmatization. There are no
fees, and they offer child minding and transportation vouchers. The programs are offered
during weekdays, evening, and Saturday mornings. The have offered programs often and
continuously to take into account that adults often need to see a program advertised
several times before they are ready to consider acting.

“All universal support systems and specialized
services should be made available in ways that avoid
stigmatizing those who use them.” Steinhauer p. 7
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The Triple P program in Australia approached the problem of program accessibility in a
broader way. Over the past twenty years the programs has evolved from a clinical
research program which could only serve a limited population, to a multi-level family
intervention strategy for the prevention and treatment of a wide variety of behavioural
and emotional problems in children. They initiated a successful population strategy using
television, print and other media to increase community awareness and support for the
importance of parenting. The media supports other levels of intervention to send an
optimistic yet realistic message to the community about practical solutions to commonly
encountered problems, to normalize and de-stigmatize parenting difficulties, and to
prompt parents to seek information or advice on children’s behaviour if they need it. The
strategy also includes providers in the primary care services (e.g. general practitioners,
public health nurses, teachers, childcare workers, and allied health providers) as a part of
a comprehensive parenting and family support system to improve the health status and
well being of children and parents.”

E) Researchers, practitioners, and policy-makers across all sectors and disciplines
are urging collaboration to build a system of supports and services to ensure that
all children thrive.

“...the problems of children do not come as neatly divided as government
services do; put another way, children’s needs often cut across service
departments. Second, the actual numbers of children at risk far exceed the
capacity of consumer-centered service delivery. The service delivery system
needs to extend beyond any single branch and to extend its reach through
prevention and population health approaches...””

“To provide the most effective and efficient risk reduction approaches, a
coordinated and comprehensive approach is necessary. The concept of
partnership implies that no one group, individual or agency need assume this role
in isolations. Rather, the collaboration of multiple and diverse stakeholders
including families, expands the arenas in which risk reduction can occur...””*

“Any systemic approach to improving health and developmental outcomes must
include a broad array of domains and sectors that influence the development and
wellbeing of all children....”"

“Communities are the functional unit within which children are raised. It is at the
community level that most school policies are set. Social services, mental health,
health care, and child protection services are all offered in the community.
Media, religious organizations, and other volunteer groups are generally
community-based. Changing [the outcomes for children] requires consistency
and coordination among each of these groups to ensure that efforts are consistent
with and build upon each other, and to ensure that all families who need and
desire assistance can obtain it.”’°
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SECTION 2 — Triple P — A Model of Service Delivery

A model for service delivery that we believe is exemplary in utilizing current research
and evidence-based practice is the Australian Triple P (Positive Parenting Programs)
model. 77 We also believe this model meets the standards outlined in Core Service
Requirements for Children and Family Authorities, January 2003, set by the Ministry for
Children and Family Development. It also fulfills a great many of the goals and specific
recommendations of the Child and Youth Mental Health Plan for British Columbia,
February 2003. We trust that it is a model that can be adapted by key partners in
supporting all children to achieve optimal functioning, and that as a framework it
provides great opportunity for collaboration and integration of sectors and services.

The Triple P model is a multi-level, parenting and family support strategy whose mission
is to prevent developmental, behavioural, and emotional problems in children by
enhancing the knowledge, skills and confidence of parents. It utilizes effective health
promotion strategies, prevention interventions, and therapeutic treatments. Triple P is
having tremendous success in changing parents’ competencies and skills at the
population level, which in turn is producing positive outcomes for children.”

“As dysfunctional parenting is related to a wide range of health, social and
educational problems in children and young people, we believed a population
approach that sought to improve parental competencies was needed.””®

The aims of Triple P are:
« To promote the development, growth, health and social competencies of young
children

« To promote the independence and health of families by enhancing parents’
knowledge, skills, and confidence

« To promote the development of non-violent, protective and nurturing environments
for children

« To reduce the incidence of child abuse, mental illness, behavioural problems,
delinquency and homelessness

« To enhance the competence, resourcefulness and self-sufficiency of parents in raising
their children

The model’s multi level framework aims to tailor information, advice and professional
support to the needs of individual families. It recognizes that parents and children have
different needs and desires regarding the type, intensity and mode (for example, groups
or self-directed study materials) of assistance they require. Interventions range from
broad media approaches at the Level 1, through to brief counseling offered by primary
care practitioners at Levels 2 and 3, to more intensive programs at Level 4 and 5 that
target broader family disturbances such as relationship conflict, parental depression and
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stress. In short, it is a model that encompasses universal, targeted and clinical services
for children and families within a seamless system.

Families can enter the system of intervention at any level. The multi-level model does
not require a sequential progression from the least to the most intensive intervention,
although this may be a common path. Some families may be referred immediately to
Level 4 or 5 and may then receive support to maintain gains within the Level 2 or 3
format, and so on. Completion of one level does not preclude access to other services.
At all points of contact, families are encouraged to reconnect if they are experiencing
further difficulties.

The Triple P model is designed to cross sectors and disciplines. It is utilized by primary
care professionals (doctors and public health nurses), mental health providers
(psychologists, psychiatrists), social service staff (social workers), school personnel
(teachers and counselors) and professionals from other disciplines (for example, child
care providers) that serve families or interface with parents.*® Triple P services are
offered through a variety of settings including primary health care agencies, schools,
community parent education programs, and mental health clinics.

The Triple P Model has the flexibility to allow for diverse programming within its system
of services. Examples include: an early intervention program aimed at increasing the
competence and decreasing the stress of parents of children who have disabilities;
prevention and treatment for childhood obesity; development of self-directed programs
for families living in remote and isolated regions; and expansion of programming beyond
early childhood to elementary school years and adolescence.

Triple P has developed practice principles believed to be essential to the success of the
model: *'

1) Triple P draws on social learning, cognitive-behavioural and developmental theory as
well as research into risk and protective factors associated with the development of
social and behavioural problems in children. All levels of intervention are built upon
research-based strategies designed to maximize parental self-regulation (which
encompasses self-management, self-sufficiency, personal agency, and problem
solving). These are foundational psychological constructs that uphold the principle of
“first do no harm” while affecting adult ability to change behaviour.

2) At the population level, “minimally sufficient” interventions strategies are used that
will lead to normal child development. That is, Triple P uses the least intervention
needed to be effective and leave the family believing and feeling they are capable and
competent.

3) Triple P uses media to strengthen family esteem. The goals of this strategy are to
normalize and value the experience of parenting, to de-stigmatize the need for
parental support, and to share positive strategies for parenting and family life. The
messages of the media must be respectful of parents’ self-regulation.
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ustrative Outcome: The “Families” TV program resulting in significant reduced
parental perceptions of children’s disruptive behaviour and significant increases in
self-reported competence of mothers who viewed the TV program.*

“Parents are more likely to adopt positive parenting methods when the
importance of parenting skills is publicly supported by the broader
community within which a parent lives.” Sanders, 2002, p.176

4) At the population level Triple P uses “first port of entry” access to families. This
includes public health, family physicians, and daycare staff. These access points will
enhance early detection of problems.

[lustrative Outcomes: parental self-efficacy and sense of competence was raised;
parental initiated requests for assistance were increased.

5) Triple P provides universal parenting support at developmentally sensitive
transitional points. Public health nurses have been trained for Level 2 and 3
interventions, that is, parenting help for specific problems (a low-dose intervention,
provided through regular services that has led to “good enough”, meaningful change.)
Family physicians are now being trained in these intervention strategies.

Mlustrative Outcomes: Decreased conflict between spouses over parenting issues;
decreased marital problems; decrease in maternal depression; and decrease in stress.

6) Services are expanded through an ecological model, for example, training and
strengthening the knowledge and skills of day care workers, offering parenting
interventions through the workplace, tailoring programs to go where parents are.
Tripe P has developed effective self-help manuals and videos for isolated parents,
with telephone support.

[lustrative Outcomes: When parenting programs were offered through work sites,
parental self-efficacy and competency was increased; absenteeism and work stress
was decreased.” (Consequently Australian businesses are funding work place
parenting programs.)

7) Services are to be sensitive to cultural and linguistic diversity, and address barriers
that diverse cultures face. Practitioners must be mindful that within any one culture,
there may not be homogeneity of values and practices. All parents from all cultures
are operating form a set of beliefs and values, so all practice must be informed in this
regard.

8) Support and services to families must be part of core services, not an add-on. Staff
need quality training to assure that self-efficacy is high.
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Towards Developing a Framework Adapting the Triple P Model

Please refer to the “Diagram 1: A Multi-Level System of Supports and Services”, on the
next page. While the Triple P Model specifically addresses parenting services, we have
attempted to broaden the model to include a whole spectrum of services and supports for
young children and their families. We have located a sampling of services and supports
provided for families and young children prenatally, during infancy, and in the early
years, from across sectors and agencies within the “Levels” of service described by the
Triple P model.

We have not prescribed which sector should do each specific activity, as there are many
opportunities within this model to enhance collaboration and integration of services. For
example, at the ‘universal’ level (Level 1), media programs and information can be a
collaboration among health, mental health, social services and education to provide sound
information, de-stigmatize the need for support, normalize the concerns of families, and
make families aware of how and where to access services. There are opportunities for
individual sectors, for example, mental health, to provide consultation and training to
services providers from other sectors for broader screening and referral. Using “port of
entry” services now offered through public health, primary care physicians, child care
centres,social services, etc., brief interventions can be offered and referrals made to
further services, as needed — both within and across sectors.

Using this multi-level framework to envision opportunities for collaboration and

integration may facilitate thinking beyond “co-locations” of services to how best to share
service delivery and limited resources

16



Diagram 1: A Multi-Level System of Supports and Services for Children and Families

Level 1

Media based information about conception, prenatal care, birth, and immunizations. Media based parent information about parenting,
promoting children’s development, parental resources, and normalization of support for parenting, normalization of typical child
challenging behaviours and positive parenting approaches. Media based messages on the importance of early learning, how parents can be
most effective in encouraging children’s learning, benefits of preschool, etc. Culturally appropriate messages. Early screening, early
identification of families with safety risks. Universal parent group supports for families with infants and toddlers. Family Learning
Programs for young children and their parents. High quality day care and preschools. Early literacy promotion.

Level 2

Primary care (first “port of entry”) responds to specific concerns regarding their child’s behaviour or
development with brief consultation or active skills training. School-based child care programs.
Infant Development Programme.

Level 3

Referral to “Early Intervention teams” for assessment. (EIT includes,
physiotherapists, occupational therapist, speech and language pathologists, supported
child care, IDP, family support workers, and nursing support.) Skill building parent

groups such as “Incredible Years”, “Triple P, and “Right for the Start”. Foster
parent support. Support for parents using school-based child-care

Level 4

Early Intervention treatment, Nursing support services.
Neuropsychiatric assessment. Prenatal and early parenting
supports for vulnerable parents e.g. nutrition information,
lifestyle change, building social networks, and food
supplements. Broad focus parents skills training for parents
with children having severe behavioural problems such as
aggression, conduct orders, ADHA, etc. Transition house,
Emergency food, clothing, and housing support. Services
for children-in-care.

Level 5

Intensive therapies and medical
treatments. Outpatient services e.g.
asthma and diabetes assessment
and education. Audiology services.
Individual counseling and
treatment for mental illnesses
including attachment disorder.
Behavioural Family Intervention
programs for families experiencing
high levels of marital discord,
depression, stress, etc. Child
protection intervention. Children in
care.

17



SECTION 3 — Conclusion and Next Steps

A) Conclusions

« It is clear that the early years from conception to age six have the most important
influence on a child’s development — influencing learning, behaviour, physical and
emotional health throughout the lifespan. It is a critical time when the primary needs
of children must be met so they can achieve their optimal potential as adults. This
stage of life deserves at least equal attention and resources that we give to the school
age, high school and post-secondary years.**

« All families and children from all sectors of society need the support of their
communities to enhance or supplement their own resources. Some families will need
more quantity and intensity of supports than others. When early child development is
not optimal, due to social circumstances or special needs, intervention must be early,
intensive and continuous.

« Researchers have concluded that ensuring that all children will thrive can only be
achieved with a rational mix of universal programs designed to build capacity and
promote well-being for all children, targeted interventions to reduce risks for some
populations, and clinical services for children showing abnormalities in development.
Moreover, targeted and clinical strategies work best when aligned with or integral to
population approaches. * Fundamental policy choices are required to determine what
proportion of resources and efforts should be devoted to each component of this mix
of interventions. Determining the right mix requires understanding of which
interventions are supported by the best currently available research evidence, and
which are not.*

o Fortunately high quality, evidence-based interventions are available. Research and
evaluation over the past several decades have determined which interventions are
making a real difference in children’s outcomes. These interventions originate from a
wide variety of disciplines and domains, and work best when offered as part of a
continuum of services. They provide the building blocks for assembling proven
services and supports within a system

« Barriers must be removed and the desirability of utilizing programs increased, so that
all families can access the supports and services they need.

« Collaboration among all sectors, domains and agencies that have influence in the

lives of young children and their families is essential to achieve optimal development
for all children.
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o The Australian Triple P model of parenting supports and services is as an example of
a comprehensive system of services which has combined the best knowledge from the
fields of research, practice and policy as described above. It is a model that can assist
our discussion and deliberation in moving towards a comprehensive, collaborative
system of service delivery.

B) Next Steps

Design a System of Services and Supports

What is needed to go forward, to move away form the “collection of services” that now
exists, is to collaboratively build a system that works for the common good of young
children and their families."’

A true “system” requires: *°

« A mission statement or understanding of relevant purpose and goals

. A method of feedback, that is, a way to measure that outcomes are meeting the
desired purposes and goals. Acting on a mission produces outcomes in two domains
— a consumer benefits domain notes changes in the active registered consumers of
service delivery organizations, while a population benefits domain notes any
reduction in deficits and any building of assets and capacity in the general population
of children and families.

« An executive capacity, to establish purposes and goals, to analyze and evaluate
feedback, and to implement actions. The executive will note that some goals cannot
be achieved without cooperative action between all partners in the system of care

« A self-regulating process, whereby ongoing and continuous improvements can be
made within the system.

A true system of supports and services for young children and their families will lead to
better quality, improved accountability, inter-organizational cooperation, less duplication,

stronger community support, high staff morale, efficiency, and better use of resources.

The most important potential benefit to such a system of services and supports will be
improved development and well being for children and families.
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APPENDIX A

Rethinking the Brain

Old Thinking...

New Thinking...

How a brain develops depends on the genes
you were born with.

How a brain develops hinges on a complex
interplay between the genes you are born
with and the experiences you have.

The experiences you have before age three
have limited impact on later development.

Early experiences have a decisive impact
on the architecture of the brain, and on the
nature and extent of adult capacities.

A secure relationship with a primary
caregiver creates a favourable context for
early development and learning.

Early interactions don’t just create a
context; they directly affect the way the
brain is “wired”.

Brain development is linear: the brain’s
capacity to learn grows steadily as an infant
progresses towards adulthood.

Brain development is non-linear; there are
prime times for acquiring different kinds of
knowledge and skills.

A toddler’s brain is much less active than
the brain of a college student.

By the time children reach age three, their
brains are twice as active as those of adults.
Activity levels drop during adolescence.

From Shore, Rima. Rethinking the Brain: New Insights into Early
Development. Families and Work Institute. 1997. P.18.

ISBN 1-888324-04-x
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APPENDIX B
Do Parenting and Family Literacy Centres Make A Difference?

This article is an abstract of the first-year evaluation report (1999 —
2000) on Parenting and Family Literacy Centres, prepared by Marie
Yau and Susanne Zielger. The evaluation project was funded by the
Atkinson Foundation.

(August 2001)

Parenting and Family Literacy Centres were first set up in 1982 in five
inner city schools in Toronto. By 1995 the number of in-school
Parenting Centres grew to 34 spreading throughout the inner city
downtown schools with a high proportion of the students coming from
different language and cultural backgrounds within economically
disadvantaged neighbourhoods.

On of the key mandates of these Centres is to increase the school
readiness level of young children in these inner city neighbourhoods,
where there has been a continuous concern with high rates of academic
failure and school dropout. Recent data has shown that the majority of
these children entering kindergarten were rated by their teachers to be
not well prepared for formal schooling, or as not having developed the
expected level of early literacy and numeracy skills for their
kindergarten programs. To raise these children’s school readiness
level, Parenting and Family Literacy Centres were set up within these
schools to provide for both the preschoolers and their parents or
caregivers a “Readiness to Learn” program which would foster
positive parent/child interactions and optimal development of the
child.

In 1999-2000, with funding support of the Atkinson Foundation, both
quantitative and qualitative data have been collected to ascertain the
effectiveness of these in-school Parenting Centres. The first-year
(1999 —2000) data was gathered for four different sources — teacher
assessment, Early Development Instrument, parent surveys, and
teacher interviews. While further research is being conducted, this

preliminary research is extremely promising and shows that in-school
Parenting Centres do make a difference for young students in inner
city schools, especially those with high proportion of ESL populations.
Hard data gathered from over 200 Kindergarten students indicate that
young children who had attended the Parenting Centres with their
parents or caregivers in these schools were much more prepared for
schooling than their peers in same neighbourhood who had not
attended the program. As illustrated in the chart below, about half of
the Kindergarten children from the latter group had been rated by their
teachers to have low readiness or receptivity level for learning, and a
low level of early literacy and numeracy skills; on the other hand, for
those who had attended the program, their chances of being rated as
having low readiness levels were significantly smaller — around 10%.

Percentage of Kindergarten Students who
received low readiness rating by their teachers

@ Non-program M Parenting Centre Students

(O3}
I

60
40 A

20 10 14 12

45 48

Readiness/Receptivity for
Learning

Early Literacy Early Numeracy

To confirm the above findings, the Early Development Instrument
(EDI)[1] assessment (administered in the North and South Areas of the
Toronto public schools in Year 2000) was used as an independent
source of data. Similar to the teachers’ assessment mentioned above,
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the EDI measure also show that 4-year-old children from the inner city
schools sampled in this study had a much greater chance than the
overall population to have low school readiness levels — especially in
the areas of social competence, language development, and
communication skills and general knowledge (see chart below).
However, for children in those schools who had attended Parenting
Centres with their parents or caregivers (yellow Bars), their chances of
receiving low EDI readiness scores were significantly smaller than
their peers who had no exposure to the program, and were comparable
to the general population. In other words, the school readiness level of
Parenting Centres children in these inner city schools was much higher
than their peers in the neighbourhood, and was similar to that of the
children across the city.

*The low EDI readiness scores in here were based on the lowest 30"
percentile scores derived from the results of all JK students in the
North and South Areas of Toronto public schools.

Teachers’ comments and observations were also consistent with the
hard evidence described above. For instance, according to teachers’

interviews, some of the most obvious differences demonstrated by
these young children were in the areas of language development,
socialization, school adjustment, listening skills, as well as their ability
to adjust to routines, follow instructions, play purposefully, and learn
from and interact with adults.

Aside from the children themselves, parents also benefited in terms of
acquiring valuable parenting skills, establishing a supportive social
network, and building rapport and links with their child’s school.
Finally, Kindergarten teachers also find their in-school Parenting
Centres workers a great support to their work, particularly in helping
them detect and understand with the parents of their students.

[1] This instrument, which was developed by the Canadian Centre for
studies for Children at Risk (McMaster University) as part of the
Readiness to Learn Projects funded by the federal HRDC, has been
used as a community measure to gage Kindergarten students’ school
readiness level at the group level. The instrument had been
implemented in several school boards across Canada

Percentage of Juniour Kindergarten students with low EDI readiness scores*

OTDSB (North/South Areas)
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