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How can our nation use its resources most wisely to
reach and support parents of infants and toddlers at a
time when help is likely to count the most? Through
what systems or mechanisms that currently exist can we
most cfficiently and cffectively reach large numbers of
caregiving adults with new information about the
potential capacities — and vulnerability — of their chil-
dren during the first three years?

ZERO TO THREE believes that one possible
answer to these questions might hie in this country’s
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health care system — particularly in primary pediatrics.
Primary health care settings, including private pediatri-
cians, health maintenance organizations (HMOs), and
community health centers are in many ways natural set-
tings for joining with and supporting the parents of
very young children. This article will describe ZERO
TO THREE's work in exploring the potential of pedi-
atric primary care for expanded services that emphasize
the tremendous importance of parents as their chil-

contonued on page 3
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Editor’s Note

Providing developmental guidance and support to parents ot

voung children in the contest of primary pediatric care is an
idea whose time has come -- over and over agam, it scems,
without ever becommg, established G this country at least)
as the standard of care. Contrnibutors to this issue ot Zero fo
Hiree explore: the importance of attention to social and emo-
tronal development and anticipatory guidance as a key
igredient ot dhildren’s health supervision; the barriers to
enhancement of primary pediatric care; innovative
approaches to change, in settings that serve both privileged
and highlv stressed parents and their children; and o wide
range of educational materials tor professionals and fami-
lies) that reintoree conversations between health care profes-
sionals and families about the development ot intants and
toddlers. Although the current turmoil of our country’s
health care svstent is troubling in many respects, it is possi-
ble that trom the flux will arise a new model for pediatric
primary care -~ one which not anly nurtures all aspects ot the
healthy development of voung children but also supports
adutts as they become increasingly competent and confident
parents.

midly Femchel, Lditor
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Expanding the
Boundaries of Pediatric
Care...

vortinued tons page |

dren’s primary nurturers. We will share some of what
we learned tfrom individuals across the country whao are
also committed to this idea and have developed innov-
ative approaches to addressing it examine barriers that
need o be overcome and attributes that can be built on
to realize the potential ot pediatric settings; describe
new wavs of conceptualizing health supervision; and
identify important questions and next steps.

Pediatric primary care as a venue for
reaching parents

In order to pursue its interest in primary prevention and
parent support, ZERO 1O THREF secured a two-vear
grant (1994-96) from the Burcau of Maternat and Child
Flealth (MCJ#517394) which it combined with already
committed funds from a private donor who had long
been interested in an enhanced role for the health cove
svstem in getting babies and parents off to a good start
(sce interview with Bernard Levy, this issue). The over-
all goal of the Developmental Specialist in Pediatric
Practice project is to explore how pediatric settings
might become more responsive to the needs of a broad
spectrum of parents. We are particularly interested in
helping to expand the definition and practice of pedi-
atrics, so that it more closely reflects the broad health
supervision guidelines called for in Bright Cutures:
Guidelines for Health Superzision of Infants, Children, and
Adolescents (Green, ed., 1994; see Green and McCov-
Thompson, this issuc), which calls for new health super-
vision poticies and practices in keeping with the perva-
sive changes that have occurred in families and our
society as a whole.

We have approached this work with the following
assumptions:

1. Care in pediatric settings is likely to benefit from a
multidisciptinary, rather than an exclusively medical,
approach.

2. Mutual and respectful partnerships between the
health system and parents are critical to efforts to rear

Acknowledgments For wise counsel and steadtast encouragement,
ZERO 1O THREE thanks the Advisory Commiittee of the Develop
mental Speaialist in Pediatric Practice Project Cecilia Barbosa,
Kathryn Barnard, T. Berry Brazelton, Constance Smith Garner, Mar-
garet AL (Peggey) MeManus, Morris Green, Stanley L Greenspan,
Bernard Levy, E Flame Vowels, and Barry Zuckerman. For courage
and resourcetulness meesplorig new fronhicrs we salute Margaret
Jones, M.ALand Clarre Littman, LOSW. This project is supported in
part by project MCI#S17394 from the Maternal and Child Health pro-
gram (Tatle 'V, Social Security Act), Health Resources and Services
Adnunistration, Department of Health and Human Services

young children who achieve their full potential in all
domains of development.

3. Parenting intormation and support should be avail-
able to all parents, with special, more intense services
offered to those who need them.

4. There are many ways, and manv people, who can
bring about these changes in primary pediatric care; we
want to learn all we can about how it can best be done
N various settings and circumstances.

One of the first tasks project statt undertook was to
learn all we could about the current status of develop-
mental guidance in pediatric primary care. We con-
ducted an extensive literature review along with tele-
phone interviews with knowledgeable individuals
across the country who were recommended by the pro-
ject’s advisory committee. Fach person we tatked to
generousiv shared his or her ideas and perspectives
with us and suggested other individuals whom we
should contact. This process led us to medical and non-
medical professionals who are providing very usctul
services to parents in pediatric settings across the coun-
try, some of whom have contributed articles to this
issue.

We knew going into the project that the dea of
enriching the developmental content of pediatric health
care has had a distinguished history. As far back as 1948,
Milton Senn, a pioneer in the introduction of psychody-
namic concepts into pediatric practice, expressed the
view that pediatricians need to develop competency in
both the biomedical and psyehosocial aspects of child
health (Green, 1982). In 1975, T,
observed:

Berry: Brazelton

A pediatrician inferested in nifluencing these forces (par-
ents) for the child's best interest must ake the mother the

focal point of any attempt to help the child. It is cconomical

i time and resources to et to know her well, and if we can,
it is extremely important to mclude the father. Their feclings
about the child and their ozen limitations set the boundarics
within which the pediatrician can expect to be effective for
the child (Brazelton, 1975, p. 334).

Although the thinking of Senn and Brazelton is not
often echoed in the pediatric literature, we talked to a
number of individuals who share thejr perspective and
who have tried to respond to the challenge of using the
pediatric setting to broaden the knowledge and skills of
young parents. Some of the services we heard about
include:

o developmental assessments for all newborns ina
pediatric practice;

* availability within the practice for more extensive
developmental assessment on a referral basis;

o pediatricians and nurse practitioners routinely offer-
ing counseling to parents on a variety of child-rearing
issues, such as feeding, sleeping, temperament, and the
infant-parent relationship;

Zero to Three  Aupust/September 1995 3
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e parent groups, held during the dav and cvening,
hours, to enable parents to discuss their gquestions and
concerns in the presence of health care or other clini-
cians; and

e checklists, given to parents in advance of well-child
visits, to remind them of questions or areas of concern
tor discussion with the pediatrician.

Fach of these efforts demonstrates a respect tor, and
an ettort to support, the critical role parents plav in their
vounyg children’s development.

Pediatric care providers are reaching out to tamilies
in the poorest and the wealthiest of circumstances.
Across all income groups, pediatric care is one of the
services most often used by parents of children under
three. No other institution or svstem exists which has
more co' tact with children in this age group. Pediatric
care does not carry the stigma associated with, tor
example, weltare services, substance abuse services,
mental health services or anv of a myriad of other ser-
vices with which families of very voung children mav
interact.

We tatked with early childhood educators at New
York’s Bellevue Hospital who have developed what
they call a “halhway” program, an innovative way of
providing opportunitics for young children to play and
their parents to talk informally while they wait for pedi-
atric appointments. The program prutcssmnals have an
opportunity to join with parents in observing their own
and other children in the group and to encourage dis-
cussion among the group of parents about any issues or
questions they have. If there are conecerns about a par-
ticular child, the carly childhood educator discusses the
possibility of additional inv estigration or assistance with
the parent and passes along the results of her interaction
with the family to the pediatrice staff. Boston City Hos-
pital, which cerves a similar inner-city population of
families with multiple needs, has brought together the
services of a multidisciplinary team of primarv care
clinicians, family advocates, early childhood educators,
and attornevs in order to build a strong allionce with
tamilies on behalf of their children (see Kaplan-Sanoff,
this issue).

A developmental pediatrician whose practice is
located in an upper-middle-class neighborhood near
New York City's Central Park told us how much infor-
mation and support the mothers in her practice seem to
need and how insecure many of them feel about their
role as new mothers. She has responded by establishing
parent groups which she co-facilitates with a psveholo-
gist, to whom she also makes referrals for individual
counseling and follow-up.

But it cortainly must be said, and our literature
review confirmed, that efforts such as these are the
exception rather than the rule. tis clear that the expan-
sion of pediatric services is an idea that has not been
systematically researched, funded, or implemented in
this country.

Current pediatric practice: Barriers to devel-
opmental services

Our current model ot pediatric practice has remained
essentialhy unchanged over the pest 30 vears: clinicians
working onc-on-one with a tamilv in an office, with
ouccasional support trom a nuise or social worker (Zuck-
erman & Parker, 1995). Although we have experienced
great success in this country in reducing contagious dis-
case, which at the beginning of the 20th century was the
primary cause of mortatity and morbidity, children and
tamilivs todav face a w hole new set of (h.\llvn«ws What
are we really suggesting when we sav that primary care
settings need to provide help to parents ot infants and
toddlers on a variety of child-rearing issues? Are we
asking pediatricians, whose stock in trade is health
supervision and primary prevention, to address a svhole
new scope of issues? Are we asking them to accomplish
an impossible agenda?

Many health professionals readily acknowledge that
focusing attention exclusively on the phvsical reatm of
development, especially with infants and toddlers, does
not constitute adequate care. Other pediatricians, how-
ever, resist the suggestion that they are not adcqualvl\
attending to important psy chosocial issues that the fam-
ily: brings to the practice. We had conversations with
pediatricians and nurse practitioners in both categories.
Zuckerman and Parker (1995) describe “retreating to the
comfortable world of otitis media and immunizations...
to shut out the toud cacophony of the outside world and
its effects on our families” (p.761).

Three chief barriers seem to prevent health profes-
sionals from attending to psychosocial issues in the con-
text of pediatric primary care: training, time, and
money. The second two barriers are closely related.
Training: Manyv practicing pediatricians (other than
those trained in developmental and behavioral pedi-
atrics) have not received training to adequately address
psvchosocial and behavioral issues and to work in full
partnership with parents. The improvement of training
in the psychosocial aspects of child health has been,
(Green, 1982) and remains today, an important issue for
pediatric education.

Time: On average, health care providers spend only 12-
I5 minutes per pediatric visit. As one nationally known
vediatrician put it, “Pediatricians are in an impossiblc
bind. Their interaction (with baby and parent) is limited
to what vou can do while writing on paper (Aronson,
personal conversation, 1994).

Money: The reimbursement policies of health insurers
determine to a large extent what kinds of services pedi-
atricians and other pediatric health care professionals
provide. It is not apparent that, as a group, insurers rec-
ognize the tremendous significance of healthy growth
and development in the first few years of life and the
importance of ensuring that sufficient amounts of time
and serviees are available to children in this age group
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and their parents. Physical exams for infants and tod-
dlers, tor example, continue to be reimbursed at a lower
rate than physical exams for older children — notwith-
standing the unparalleled rate of development in the
first three vears and its tremendous impact on later
development.

A report by McManus Health Policy, Inc. (in press)
points out that no studies have ever been conducted to
determine the extent to which private health insurance
and Medicaid will reimburse parent education services
offered in pediatric settings. The report observes that, to
the extent that existing payment mechanisms can be
used to purchase such services, the more likely they will
be imbedded in primary care services and maintained
over time.

Reimbursement by insurers for expanded services to
parents is likely to require evidence that providing carly
and ongoing anticipatory guidance to parents, and
behavioral and developmental surveillanee to infants
and toddlers in a manner suited to their needs, beliefs,
and traditions, will, in fact, make a difference with
respect to later healthy development. In the current
health care market, the primary focus of insurers” efforts
is directed toward keeping costs down,

ety

o ko

C;portunities within a system in flux

Pedintricians and other health care providers are facing,
dramatic, ongoing changes in health care services and
financing that create a confusing and volatile environ-
ment in which to practice. They are faced with trving to
provide adequate fevels of care in capitated svstems and
with having to decide how many and what Kinds of
managed care plans their practice will participate in.
Many are joining large group practices in order to sur-
vive while others are joining the stafts of HMOs. With
increasing national eftorts by the federal government,
insurers, and emplovers to contain health care costs,
families” access to the time and expertise of health care
providers, particularly pediatricians, is likely to become
more, rather than less, limited.

The tremendous flus in the health care svstem can
present an opportunity for experimenting with effective
approaches to helping very vounyg childven and their
parents get off to a good start. For example, staff at the
Preventive Ounce, a California-based non-profit organi-
sation which sceks to enhance health education, told us
about their design and evaluation of a health education
program to prevent temperament-related  problems
among infants, toddlers, and preschoolers wio receive
pediatric care in Northern California Kaiser Permanente
facilities. Parents of four-month-olds were irvited to
complete a temperament questionnaire, based on the
work of Drs. Stella Chess and Alexander Thomas. The
results of the questionnaire, which asks parents to com-
ment on the frequency with which their babies engage
in certain types of behavior (e.g. “reacts mildly to meet-
ing familiar people” or “continues to cry in spite of sev-
eral minutes of soothing”) are converted into a tem-
perament profile for the child. Parents are sent guidance
materials about what to expect of children with differ-
ent kinds of temperaments and suggested wavs of
responding appropriately to a child of that particular
temperament. Parents are also invited to consult with
temperament counselors by phone if they have addi-
tional questions or concerns.

A study of the effects of this anticipatory guidance
indicated that parents who participated in the tempera-
ment program required 148 fewer outpatient visits in
their infants’ four-to-16-month age period, than parents
who did not receive guidance. Savings occurred in pedi-
atrics, family practice, and emergency room visits. This
kind of initiative and the development of cost benefit
data to document its effectiveness are encouraging but
rare.

Within the last two or three years several important
new initiatives have begun which, together with ZERQO
TO THREE's work, will broaden our understanding of
how parents of infants and toddlers can be better served
in primary health care settings. One of these initiatives,
recently undertaken by the Commonwealth Fund, will
establish 15 local initiatives in health care settings
around the country to develop and evaluate an

BEST COPY AVAILABLE
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expanded set of services to support parents of voung,
children, to be delivered by health personnel. Maternal
and Child Health and the Medicaid Bureau, US.
D artment of Health and Human Services, are launch-
ing a mejor initiative to encourage the adoption and use
ot the health supervision guidelines outlined in Bri/t
[utures in health care settings across the country (see
Green and McCov-Thompson, this issue). T Berry
Braszelton’s Touchpoints model, which offers parents a
map of carly development and helps them develop an
understanding of the natural spurts and regressions that
oceur in the carliest vears, is currently being used to
train nurse practitioners in establishing partnerships
with parents to support healthy development (see
Stadtler, OYBrien, and Hornstein, this issue). Each ot
these initiatives, based on somewhat different underty-
ing constructs about, for example, how parents fearn
best, will undoubtedly greatlv add to our understand-
ing of the most effective wavs 1o be responsive to the
needs of individuals parenting infants and toddlers.

ZERO TO THREE’s Developmental
Specialist in Pediatric Practice Project

Pediatric health care settings can, it appears, nurture
alliances between professionals and parents that enable
professionals to better understand the needs and priori-
tics of individual children and families, and that enable
parents to make good use of information and support.
But if pediatricians do not have the training or the time
to be deeply involved in this process, how will it occur?
Which developmental services to infants, toddlers end
parents are, in fact, the most valuable for which popula-
tions? Are services best made available on a universal or
referral basis? What are the advantages and disadvan-
tages of having medical, as opposed to non-medical,
professionals working on these issues with parents of
very young children? It non-medical professionals
assume these responsibilities, how can they be inte-
grated into a new role in the pediatric practice? How
can we ensure that these individuals are qualified and
sttited to perform their roles? What are their training
and supervision needs? How can services be paid for?

In order to build a first-hand understanding of the
barriers and opportunitics for expanding services in
pediatric settings, ZERO TO THREE negotiated with
two pediatric sites in the Washington, D.C. area to col-
laborate with us on this project. We hired two profes-
sionals, one an early childhood special educator and the
other a clinical social worker, both at the masters level,
to work 20 hours per week, cach in one setting, and to
develop the most effective services possible for parents
of children under three years of age.

The process of finding two pediatric sites and hiring
two developmentat specialists added a great deal to our
knowledge base. Staff had initial conversations with
approximately ten potential sites, knowing that we
wanted to locate in a private group practice and an

ZERO TO THREE's Developmental
Specialist project is predicated on the belief
that parents themselves drive their own learn-
ing process. Parents' concerns and questions
serve as the catalyst for what the developmen-
tal specialists pav attention to and how thev
individualize their services.

HMOQ), in order to be able to examine differences in these
two svstems. A number of practical and philosophical
barriers were identified during this stage of the project,
among them lack of space to accommodate another per-
son in the practice; concern about disruption to hectic
schedules if additional services were offered; concern
about how someone from another discipline would “fit
in;” concern that parents would be unhappyv if services
were discontinued at the end of the project (September,
1996); and lack of understanding of the developmental
specialist as part of the health team rather than as an
ancitlary professional to swwhom children and parents are
referred. ‘

The two sites selected for the Developmental Special-
ist project will collaborate closely with ZERO TO
THREE in exploring project questions. They are the
Kaiser Permanente Pediatric Clinic in the District of
Columbia, an HMO, and Sleepy Hollow Pediatrics in
Falis Church, Virginia, a ftive-person group practice.
Each site serves an ethnicatly and economically diverse
group of families, although Kaiser serves primarily
African-American families and Steepy Hollow, primar-
ily Caucasian families. In exchange for ZERO TO
THREE’s hiring, training, supervising, and compensat-
ing the developmental specialists, these two sites agreed
to work closely with the project to examine the theoret-
ical and practical feasibility of developing and imbed-
ding services to further the healthy development of
infants and toddlers in their settings. Each site has
assigned one of its pediatricians as primary liaison with
the developmental specialist.

The process of recruiting the twodevelopmental spe-
cialists was a lengthy one as well. We were looking for
individuals who not only possessed extensive training
and experience in working with infants, toddlers, and
families, but who also exhibited the capability to estab-
lish strong and supportive relationships with children
and families. We searched for professionals who were
reflective, who found it a challenge to take on a new
role, and who we thought could use training opportuni-
ties and clinical supervision to good avail. The two indi-
viduals hired met all of our criteria.

The developmental specialists have been on-site
since the end of June. In the pediatric setting, they

7
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abserve the quatity of the interactions between infants
and parents that support or inhibit mutual adaptation,
communicate new and excivdng findings about the
extraordinary capacities of chiidren under three, and
pravide anticipatory suidance about what is coming up
in the next few months. Their job is to assist parents in
the discovery of temperamental variables, coping mech-
anisms, and special sensitivities in their particutar child.
At this point in the project, the developmental special-
Ists are tryving to see as many newborns as possible in
cach practice, usuatly by accompanying the pediatrician
or nurse practitioner during well-child visits. In this
way, the developmental specialist is introduced to the
family in a personal way, hears what the health profes-
sional and parent sav to each other, and 1+ “blessed” by
the health professionat as someone from whaom the par-
ent can get additional information and insigat. When
the pediairician leaves the examining roam, -he ¢ she
may invite the parent to remain with the develvpmental
specialistir the parent desires or to call back with ques-
tions,

I'he developmental specialists also respond to
requests from the pediatricians or nurse practitioners to
observe particular children or to work on a snort-term
basis with families around child development issues
such as feeding, sleeping, excessive erving, and appro-
priate stimulation, and around parent development
issues such as choosing child care, feelings of inade-
quacy, and balancing family and work responsibilities.
Given their part-time availability, the developmental
specialists will need to seck a balance between making
sure that as many families as possible can avail them-
selves of their services and making sure that they devote
time and attention to children and famities for whom
development does not seem to be progressing normally.

ZERO TO THREE's Developmental Specialist pro-
ject is predicated on the belief that parents themselves
drive their own learning process. Information about
tyvpical development and expectations for future devel-
opment provide the context for learning about and
developing o mutually satisfying relationship with a
particular baby. The concerns and questions that parents
have at any particular point in time, that flow out of
their own experience, serve as the catalyst for what the
developmental specialists pay attention to and how
they individualize their services.

Documentmg the Developmental Specnalxsts
in Pediatric Practice project

One of the central objectives of the Developmental Spe-
cialists in Pediatric Practice project is to pay attention to
the experience of the developmental specialists, with
children and families and as members of their respec-
tive health care teams. They are asked to spend several
hours of their 20-hour work week retlecting on and
recording their observations and insights into the nature
of the work, They are encouraged and given time for

speciatized training opportunities (e.g., spending time
with a hospital-based lactation counselor or observing
other developmental specialists in the arca). As thev

encounier issues or subjects about which thev w ould
like to learn more, they find or seek help in ldvntll\ ing,
appropriate training,

In addition, both developmental specialists partic-
ipate, together at this point, in twice-monthly supervi-
sory sessions with Stanlev Greenspan, a child psvehia-
trist, and/or Serena Wieder, a clinical psvehologist, to
tatk through issues that arise in their interactions with
children and families and to explore their own feelings
and reactions to the work. The supervisory sessions give
them an opportunity to reflect on their evolving rela-
tionships with various members of the practice in terms
of role differentiation, boundary issues, and their cvolv-
i nlace within the practice as a whole. They are able to
brainstorm about creative wavs of responding to some
of the practical problems and limitations of very bus
pediatric practices. The project director is in weekly con-
tact with the developmental specialists and not only
provides feedback and support on questions and issues
that arise in their work but also keeps the project
focused on key questions.

We expeet that the project will evolve, depending on,
among other things, our growing understanding of
what parents need most; our exploration of the most
cost-effective ways of providing what they need; the
developing relationship of the developmental special-
ists to their individual practices; and our increasing
understanding of broad health care policies and prac-
tices, particularly with respect to securing reimburse-
ment for preventive services for infants, toddlers, and
their families. This is challenging and fascinating work.
ZERO TO THREE welcomes comments and insights
from readers” own experiences in tryving to expand the
boundaries of pediatric primary care to support the
development of infants, toddlers, and their families.
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Providing Information and Support for Parents in
Pediatric Primary Health Care Settings:
An interview with Bernard Levy

Linda Eggbeer, M.Ed.

ZERO QO THRELE - Phe National Center, Artington, Virginia

Bernard Fevy, a retired bustess executiv e, is a tounding,
Board member of /1 RGO TEIREE and currently
serves as treasurer of the organization. Mro Leve's com-
mitment to the primary prevention ot deselopmental
problems among voung children is passionate and long -
standing. Fifteen vears ago, in the December, 1980 issue
of Zere to Three, Mr T evy described to aninterviewer his
concern about primary prevention for intants, toddlers,
and their families. He spoke about the need tor parents
to be hetped to understand the tremendous importance
ot the carliest vears for healthy growth and develop-
ment. He called for innovative approaches to develop-
mental and behavioral assessment ot infants and tod-
dlers, and pointed to the pediatric setting as a logical
place for such enhanced services to be focated.

Mr Levy has championed the idea of bringing addi-
tional resources for infants, toddlers, and parents into
primary health care settings for fifteen vears. He is a
major funder of ZFRO TO THREV's Developmental
Specialist in Pediatrics Project (see Eggbeer, this issuc),
which is exploring wavs in which trained professionals
can be effectively integrated into primary health care
settings in order to assess children’s emotianal and cog-
nitive development in the same time frame that pedia-
tricians arc assessing their physical development.

In this interview, Mr. Levy reviews the basis of his
commitment to increasing guidance and support for
parents of voung children as a critical primary preven-
tion strategy.

Why do you believe so strongly that developmental
specialists in pediatric health care settings can and
should be a primary source of information and sup-
port for very young children and parents?

Health care settings are, for now, the most logical, and
therefore the most tikely, place to capture the attention
of most parents —- at a time when parents are most
motivated to learn about infants, and about themsclves
as new mothers and fathers.

When a new mother is in a pediatric setting, she's
vinking “health” and she is trving to figure out what is
right for her baby. She is also challenged, thinking about
nersell in her new role. There are lots of questions and
struggles, The issue is not the development of the child
alone, but also the dvnamic changes taking place in the
parents themselves.

I know from myv own experience that mothers” and
fathers” emotional well-being atfects how thes are as
parents. These issues are hard to raise, much less deal
with, in a 2-minute visit with o pediatrician who is
dearlv ina rush. A deselepmoentst specialist in the peds-
atric setting can better assess the child, assess the rela-
tionship, and help the parent understand both

Itis verv important that the developmental special-
ist's expertise be recognized; she s not “the play lady”
The pediatrician can introduce the developmental spe-
cialist to parents at the first visit by saving, “We have
been tooking at sour baby's physical development. But
it is equally important to monitor every child’s emo-
tional, social, and cognitive development. The develop-
mental specialist has the expertise to do that. We will be
working together witn vou.”

What are you learning from your conversations with
parents and business leaders about the need for
enhanced services for families of very young chil-
dren?

I'm Jearning that the level of knowledge varies enor-
mously, among parents and business people alike. Some
have a vague notion that some good shauld, would, or
could come from enhaned services in pediatric settings
-— but no one can put their finger on specific outcomes.
This is not as casy as identifying the benefits of immu-
nizations. With a few exceptions, most people 1 talk to
don’t even understand that the first three vears of hte
set the pattern that will stav with that child for life.

We have a big public education job to do. In a cost-
conscious climate, we can’t just say, “An ounce of pre-
vention..” — that won't cut it with the business com-
munity and policy makers. We have to demonstrate that
itis cheaper to prevent problems or treat them carly. But
cast is not the sale issue. We have to make the case that
we have enough knowledge to help parents raise chil-
dren who are emotionally, socially, and cognitively
healthier — who will become heatthier adults.

Do you think that many parents are getting the kinds
and amount of help with parenting that they need?

I knaw of no parent who is getting the kind and amount
of help in parenting that he or she really needs. Even
with all the information available through parenting
books, magazines, television, and talk shows, parents
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still need a specialist who can talk with them about their
child, and what thev bring to the business of being par-
ents, and how it all fits — or is hard to fit — together.
Intormation in books and the media is helpful, but it
is generic, and we are not gencric parents raising

generic children. Furthermore, every one of us inter-
prets information through our own titters. That is why
the developmental speciatist is such a necessary ingre-
dient — she can observe the specific parent with the
specific child and meet every child and parent where
thev are. Anvthing less individualized is Likely to miss
the point and is not likely to be very helptul.

In your opinion, is the lack of support for parents the
result of insufficient understanding of the need,
insufficient .noney, or other causes?

I think that insufficient understanding is the key issue,
with parents as well as policy makers. If yvou don't feel
the first vears of life are especially dynamm and no sup-
port is bcm;, offered by the current system, vou tend to
conclude that nothing is needed. Young parents’ bud-
gets and public budgets are always squeezed. If no one
is saying that parents of infants and toddlers really need
individualized support and guidance, then it’s not casy
to get limited resources dedicated to this population.

What do you hope the Developmental Specialist in
Pediatrics Project that you have funded will accom-
plish?

| hope that the project will:

I3 N e Hlostether

* demonstrate that carly detection will prevent devet-
opmental problems or allow intervention to begin carly,
betore problems become so deeply ingrained that they
are essentially a permanent part of a child’s personality-
* demonstrate the economic benetit ot dealing with a
problem while it is small, rather than waiting until it is
full-blown.

o demonstrate that proper, individualized education ot
parents by a developnental specialist reatlv is an
“ounce of prevention that is worth a pound ot cure.” It
must be understood that education will not only be
about infants” development, but will also be about par-
ents’ development.

e demonstrate that using alf the strategies we have
tatked about, we can raise children who can learn more
successtullyv and become adults who will tunction more
competently and healthfullyv (and less violenthv) m our
changing, challenging society. As we said in Heart Start.
chitdren must be emotionatly ready to learn and thus
eventually carn a living. Thev also need to be emaotion-
allv ready to face frustration without resorting to vio-
lence -— in their homes or in the community. Children
need to be emotionatly ready towork productively with
other peopte.

Heatthy emotional development begins in the first
three vears. I am worried by much of what I see when |
look at today’s voung children and their parents — how
little time they spend together, how little understandmg,
parents and policy makers have ot the importance of the
carliest vears.

We have enough knowledge to start doing better by
our children, although in future vears we'll know much
more. By the time vou interview me again -- 15 vears
from now? — | hopc that there will be a dev clopmcntal
specialist in every pediatric health care setting to give
parents the information and support they need, and our
country’s children need.

Head Start Opportunity

The National Head Start Bureau is expanding its pool
of professionals to serve as peer reviewers and/or on
consultant panels. Individuals who respond will auto-
matically be placed on a mailing list to receive
announcements concerning the avollobdlfy of funds.
Interested people should send their name and mailing
address to Ellsworth Associates, Inc.; Attn Head Start
Reviewers and Consultants, N-A28, 8381 Old Court-
house Road, Vienna, VA 22182; fax (703) 356-
0472; E-mail cclark@ac dhhs. gov. Applications may
be submitted electronically by IBM-compatible PC
users who indicate their preference fora 3 1/2 or 5
1/4' disk.

| LRIC BEST COPY AVAILABLE
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Group Well-Child Care as a Method of
Providing Developmental Guidance in Pediatric

Care Settings

Lucy M. Osborn, M.D., M.S.PH.

Protes-or of Pediatnics and Assocate Vice President for Health Sciences

U niversity of Utah Health Sciences Center

A major goal for all those who work with children is to
maintain or restore health. Unfortunately, in the first
few crucinl vears of life, the only contact the majority of
children soutinely have with health professionals is
through physicians’ offices and medical  clinics.
Although the efficacy of what [ term “office-based pre-
vention” has been questioned, there is little doubt that
wellness visits offer a unique opportunity to provide
developmental guidance for families. First, most fami-
lies will see a phvsician, nurse practitioner, or physi-
clan’s assistant for several “check ups” in the first three
vears of life. Second, when a family brings in a child for
a well visit, they are not stressed or concerned about a
specific illness. They will normally be very open to
working in concert with the health provider to examine
the child’s life, to determine the possible threats to over-
all health, and to cooperatively find solutions to prob-
lems.

Certainly, the most eritical issues are related to chil-
dren's social environment and their behavior and devel-
opment. It is unrealistic to expect that a health care
provider can make a truly effective intervention in the
15 or 20 minutes normally allotted for the routine well
visit. During this short interval, the provider must
develop rapport with the family, give reassurance, iden-
tifv potential or current problems, teach, and identity
obstacles to behavioral changes...a formidable task. In
this era of managed health care, in which productivity
of individual providers is generally measured in terms
of numbers of patients seen, rather than long-term
health outcomes, increasing the time spent per visit is
not a feasible solution,

Group well child care is one method for increasing
contact time with families without loss of time to prac-
tice. Rather than using the one-to-one format of a tradi-
tional medical encounter, the provider can schedule
four to eight families at the same time. The first forty-
five minutes to an hour (depending on the number of
children in the group) is spent discussing health issues,
normal development and behavior, social issues, and
observing and evaluating the child and family in the
group setting. This is followed by brief (five minute)
physical examinations and administration of immu-
nizations, Using the traditional format, the range of
time required to wmplcte individual visits would be 60-

160 minutes; average time scheduled for the group is 90
minutes. I usually schedule the groups for late after-
noon, 5o that working parents can attend. This seems to
result in many more fathers attending the groups than
individual wellness visits.

Increased time available for patient education is one
obvious advantage of the group format. Qur studies
have indicated that more of the recommended content
of well child visits is covered during the visits and that
parents are more active participants in the group dis-
cussions than they are during individual visits. The
dvnamics of the group add to the value of this mode of
care. Parents of similarly aged children will have shared
concerns and sense that they are generally supported by
the other participants. Perhaps the greatest advantage of
groups, however, is the reassurance that parents feel
and an increase in their self-confidence regarding their
ability to manage their children’s care. Group partici-
pants consistently comment that they enjoy observing
the other children. They are uniformly relieved to learn
that their child is not the only one with temper
lantrums, or night awakening, and that other parents
also feel stressed by the challenges of child-rearing,.

Group care offers advantages to the provider as well.
One unique feature is the opportunity to observe both
the children and the parents over an extended period of
time. An hour spent with six two-vear-olds is an educa-
tion in and of itself! As they plav, the provider can see
how each family copes with a range of behaviors, from
friendly social interactions to temper tantrums. Itis also
an opportunity to model parenting behaviors, as well as
lo provide immediate, non-judgmental feedback to par-
ents. One frequently occurring example is watching one
child poised to hit another, taking his hand before the
blow, and saying, “l can see that you are angry and want
to hit Brian. That is not allowed. Why don't you tell him
vou're mad instead?” Although this sounds like far too
complicated an interaction for voung children, their
responses are amazingly varied and often surprisingly
positive.

Although 1 generally try to follow the recommended
guidelines for the content of the visit, the majority of the
time will be spent on social and behavioral issues. Over
time, as the group becomes more cohesive, the topics
become increasingly relevant and personal. An example
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is a fitteen-month group in which hitting, biting, and
violent behavior became a hot topic. One of the fathers
was a huge, gentle man who practically lectured the
group on the evils of using phvsical power to enforce
rutes or control behaviors. A second father, a refugee
from Vicetnam, was convinced that he needed to teach
his child to “defend himself,” even at this tender age.
Ihe child’s mother became upset, and an argument
ensued. After a few moments, Linterrupted, aving that
this seemed an issue that we should talk about sepa-
ratelv At that point, another parent exclaimed, ”No,
don't do that.” She fooked at the arguing parents and
laughingly said, “t am so glad vou did this. We do it all
the time at home-—argue about what to do—but we
never do it in public. So what should we do to come to
some agreement about how to handle their behavior?”
The discussion that followed was both intense and,
according to ecach of the families present, incredibly
helpful and meaningful.

The discussion of family issues and behaviors and
development is intense because the problems are so
immediate. understandable, and visible to parents. Pre-
vention and anticipatory guidance are two content areas
that will not be spontaneously introduced by the partic-
ipants. It is important to keep track of the conversation
and sometimes interrupt to assure that the essential top-
ics, such as accident prevention, receive adequate atten-
tion.

Although the group format offers many advantages,
there are certainly problems and obstacles to care that
must be overcome. Space and scheduling can be chal-
lenging. 1 ha e usually used a portion of the office wait-
ing room. Because the space is relatively small and must
still be used by my partners’ patients, 1 ask that parents
not bring siblings to the group visit. This not only con-
trols the number of children present, but also avoids the
disruption and distraction that siblings introduce to the
FIOUP Process.

Scheduling group visits requires a dedicated, patient
receptionist. Prior to cach group’s visit, I will review the
upcoming schedule with the receptionist and set a date
for the subse quont group visit, She is then able to fill out
both appointment and reminder cards prior to the
patients” arrival. When parents sign in, they are asked to
address the reminder cards, so that the address is cur-
rent. These are then filed by date and sent to the fami-
lies two weeks before the scheduted group. If patients
cannot attend the group visit, they are given an individ-
ual appointment. These visits can be problematic for
families who are accustomed to the group format. They
will expect the same amount of discussion to occur dur-
ing their 15-minute time slot!

The nurse who manages the group must also be com-
mitted to the concept, trained to expect all the families
to arrive at once, and be able to cope with the large
bursts of demands and activities that occur immediately
before and after the group discussion, The first families

will usually arrive prior to the appointment time. These
children can be weighed and measured before the
group starls. They are then put into an examination
room immediately atter the conclusion of the discus-
sion. While T examine these children, the nurse will
welgh and measure the others, then administer immu-
nizations as the examinations are completed.

The group format is also not something that every
provider can enjov. One’s tolerance for chaos must be
relatively high! Also, the questions that are asked are
often quite challenging, and frequently not casily
answered. The acceptability of the group process also
seems to be dependent both cpon the provider's stvle of
interaction and the population ot patients seen. Group
visits are not for those who are most comfortable with
information giving, rather than problem solving. Some
patients and providers prefer a more expert or authori-
tarian stvle than the group process will allow. _

Although the barriers to changing the mode of care-
giving can be large, the rewards can be equally great.
The pressures created by managed care are to increase
productivity. Group care certainly offers oné method of
mecting these challenges through increasing the efti-
cacy of care without losing the time that is so essential
for patient education and developmental and behav-
ioral counseling. As Dr. Lawrence Nazarian stated
regarding the need to address some of the difficutties in
providing cffective wellness care, “In the meantime, we
can keep enjoving healthy babies with wet grins and
bright-eved little kids and get paid torit! Hardlv anvone
else is so privileged.”
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Pediatric Pathways to Success:
The Power of Pediatric Practice To

Support Families

Margot Kaplan-Sanoff, i d.h.

Boston City Hospatal

Wihen Ibhrought niy baby to the pediatrictan for the first
fome, | iends <o scared. Ddudn't hnoe whiether | weas huim\
her crioughaf iwhat ~she was doing ieas normal. | worried
about the visit tor a leng tine. | wondered wehether the doc-
tar weouldd Hink | eas a good mother.

It's not surprising that many new parents feel this wayv
about their first visit to their pediatric primary care clin-
ician with their tiny infant. As hospitals move towards
increasingly carlier post-partum discharge, families
bring their newborns home without the benefit of the
teaching and support which they used to receive in the
hospital. Often «till exhausted from labor and deliv ery,
they discover that their sicepy one-day-old is bcgomm;.,
more alert and demanding; he's crving and difficult to
console, This becomes the first challenge for ali families:
learning to comfort and to understand their new baby,
to gain confidenee as parents to care for their child.

For the one in four babies born into an impoverished
household, this challenge is  compounded by limited

- resaurces and lack of access to services (National Com-

mission on Children, 1991), Lack of money restricts a
family’s ability to afford adeguate housing, healthy
food, formula and diapers, and to live in a safe neigh-
bornood. Many families are unaware of community pro-
grams developed to provide help and family support.
Others are reluctant to ask for help for fear of involve-
ment with child protection agencies. For these reasons,
the pediatric primary care clinician is often the only pro-
fessional who sees these babies on a regular basis.

These initial primary care visits provide a window ot
opportunity to establish a therapeutic relationship with
the family and to help them access other needed ser-
vices such as WIC, maternal health care, Head Start for
older siblings, and literacy and job training opportuni-
ties. These early visits also offer a special opportunity to
connect the family with the health care system, to estab-
lish a trusting relationship with their pediatric primary
care chinician, and to understand the value of preventive
health care for themselves and their children.

At Boston City Hospital, we have developed an
enhanced model of pediatric primary care which uses
this witidow of opportunity to support infant develop-
ment and to provide tamily support. Boston City Hos-
pital (BCH) is a large municipal hospital serving an
inner-city population. Of the over 1700 babies delivered

s parents”

at BCH cach vear, IR"0 have been prenatalis exposed to
drugs, 470 are discharged to homeless shelters, 117, are
premature. After delivery, mothers are routinely dis-
charged with multiple appointments tor pediatric care,
postpartum follow-up, WIC, drug treatment and coun-
seting. Not surprisingiy, few families keep all ot these
appointments, which are often located in difterent parts
of town, and use different staff members and ditferent
rules for scheduling visits at cach site. However, what
we have learned from other programs, like the Women
and Infants Clinic at BCH (Kaplan-Sanoff & Rice, 1992),
is that women will invariabiy take their newborns for
pediatric care, at least for the first six months. These
mothers reported that taking their baby to their pedi-
atric primary care clinician made them feel like “good
;guing to a drug treatment or mental health
facility did not enhance their feelings of being good par-
ents. In this way, the power of the pediatric visit is two
fold: 1) it provides a window of opportunity to connect
families to other needed services and 2) it is non-stig-
matizing, providing parents with the opportunity to be
“good” parents.

When the doctor said that she had gavied alimost a pound. |
was so proud. | thought that maybe | weas domg something
right. Maybe I weould be a pood nom.

All parents want to be good parents for their infants.
They look to their pediatric primary care clinician to tell
them that they are doing a good job. When clinicians are
aware of the normal anicties of parents and respond
sensitively to parents’ questions and underlving con-
cerns, they can begin to form a powerful alliance with
families around issues that impact the health and devel-
opment of their young children. But for the pediatric
clinician, this responsibility presents a formidable chal-
lenge. The clinician is expected to provide anticipatory
guidance, perform developmental surveillance, recog-
nize and address parental issues of depression, sub-
stance abuse and domestic violence, teach safety and
injury prevention, advocate with the school system and
other social service agencies, manage behavioral issues
and immunize children — ali within the context of a 15-
20 minute health supervision visit. Clearly there is a
limit to the clinician’s ability to address such a daunting
agenda (Zuckerman & Parker, 1995).
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Pediatric Pathways to Success

7o help pediatric primary care clinicians meet the com-
pley needs of infants and families, particularl’\' those
families living in poverty, Boston City Hospital initiated
an enhanced medical-educational model for delivering,
pediatric primary care. Pediatric Pathways to Success
strives to maximize and expand the opportunities for
providing child development information and parent
support during the pediatric visit. The goals of Pediatric
Pathwavs are: 1) to support child health and develop-
ment, 2) to support feelings of confidence in parents,
and 3) to support the clinical effectiveness of the pedi-

To accomplish these goals, Pediatric Pathways created a
multidisciplinary team ot primary care clinicians, fam-
ilv advocates, and early childhood specialists who work
directly with the family to ensure that, in addition to
pediatric care, they receive the services they need. These
may include WIC and AFDC, health insurance/Medic-
aid, information about food pantries, housing and
employment, legal advocacy, drug treatment, smoking
cossation programs, and maternal health care.

Pediatric Pathways also provides child development
information to families through anticipatory guidance,
home visits, parent handouts, and developmental sur-
veillance. All children have “developmental check-ups”
at six-month intervals. Older siblings are also included
in the program with attention paid to their social/emo-
tional and educational needs through developmental
screening, enrollment in Head Start, public school, spe-
cial education services and summer camp.

atric practice to meet the needs of children and families,

The role of the Fanily Advocates

Manv families struggling with issaces of poverty are so
overwheimed with the stress of daily living that they
are not able to concentrate on their child’s developmen-
tat noeeds. They are concerned about the basies —food,
clothing and shelter trank et al, 1991 Inorder to
address these basic sury ival issues, tamilies with a child
under iy months ot age are met by a Pathwavs family
advocate when they come tor their well child visit. The
tamily advocate works as part of the pediatric practice;
she sees the tamil during the well child visits and
works with the primary care clinician to assure that the
needs of the family are being met, especially inrelation-
ship to the child's growth ad development. For some
tamilics, the tamily advocate may help them apply tor
Meodicaid or WIC benetits, For other families, she mas
work with the substance abuse/mental health speciatist
to help parents access drug treatment and child care or
to encourage them to attend a twelve-step group. Onee
their basic needs have been addressed (even it they can-
not be completely met), families tend to be more open to
suggestions about their child’s learning, temperament,
behavioral style, and developmental needs. The family
advocate provides family support during the pediatric
visit by encouraging the parent to ask questions and
raise concerns about the chitd. She listens carefully to
parents, gives them developmental information about
their chitd and provides handouts which highlight the
nulestones which most children will accomplish by the
next visit and a list of culturatly appropriate activities
which parents can do with their children to help them
meet those milestones.

Most importantly, because the family advocates are
representative of the cultural, ethnic and racial back-
grounds of the families served by BCH, they help bridge
the gap between medical practice, social services, com-
munity programs and family needs. Parents will often
tell the family advocate about child-rearing practices
which they think the primary care clinician would dis-
approve of, like starting solids carly by mixing cereal in
the bottle. The family advocate explains the reason why
the primary care clinician might not agree with the prac-
tice, but she also supports the parents’ need to have
their parenting approaches heard and considered. She
can discuss the cultural meaning of the parents’ child-
rearing practices with the clinician and educate the clin-
ician about other cultural practices related to child care.
Finally, she explores whether parents have enough
money for additional formula which the child mayv
need, and she helps parents adjust their child-rearing
practices to meet the needs of their children, especially
in the case of children who are at risk for growth prob-
lems.

The primary care clinician and the family advocate
are the core of the Pathways team. Enroliment of fami-
lies into Pathways was specifically designed for families
with infants under six months of age. This allows time
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Table 1 Pediatric Pathways to Success: Staffing patterns and responsibilities

Team Mcmbc Dlsuplme

pnm(n\ Care o Ilnu ran

communiiy \\urk(-
“community mom”

l<ll1]l|\ <I(|\()( ate

catls (Inl(lhuo(l specialist

altorney

xul)sl.m( ahuse ment, \I he allh

specialist

pe (lmln( Ian; |)(‘(||(1l||( NUEse prac titioner

women's .\d\n( e

mrl\ inten ention \p('( mIM child development
speciabist; catly childhood educator

lavwver: fe ;,al ad\()( ate

ns\(hm(rl( nurse; social \\(nko

Rcsponsnbnh(nc

N . C—

( Inld .u-allh S devol fopme nt

annl\ supp(nt community lmsv(l
referrals, follow-up and case man-
agement

¢ Inld do\'( Jlopment information
develop mental assessmoent

e family support

. .sup(\rvi.sion of advocates

legal issues: ('Il;,ll)llll\ jor \’\’I( SSH,
ete., custody, immigration. parole

psvchologist

maternal mental health assessment
substance abuse treatment

* smoking cessation

e supervision of advocates

for a relationship to develop between the family, clini-
cian and family advocate during the carly well child vis-
its scheduled at 2 weeks, one month for immunizations,
2, 4 and 6 months as determined by AADP guidelines.

The power of this initial relationship allows the fam-
ilv advocate to introduce parents to the other members
of the Pathways team such as the ecarly childhood spe-
cialist, the substance abuse/mental health specialist and
the attorney. Table 1 outlines the Pathways staff posi-
tions and roles for which cach one is ro.spon.slblc. The
family advocate helps parents understand the roles
played by cach team member. She introduces the family
to the carly childhood specialist who performs the
developmental checkup and then works with the family
and the carly childhood specialist to refer children to
appropriate educational programs and support services
as needed. If the family advocate has concerns about
parent-child interaction, she will support the interven-
tion work of the carly childhood specialist through
home visits and play sessions. Similarly, if the family
advocate has concerns about the parents, she will con-
sult with the substance abuse/mental health specialist
on the team to help the family address their problems.
She may also supporc families to enter drug treatment,
to obtain restraining orders against abusive partners, to
seck counseling and/or medication for depression, and
to attend the weckly Narcotics Anonymous group for
pregnant and parenting women sponsored by DPath-
ways. Finaliy, she will work with the attorney affiliated
with Pathways to help familics with issues of custody,
immigration, denial of benefits, etc.

As the family advocate introduces the family to the
rest of the Pathways team, she extends the power of the
primary relationship which she has developed with the

family to the other team member; she “blesses” the team
members with the trust which she has established with
the family. Families are more receptive to the child
dcvcl()pnwnt information given by the carly childhood
specialist when they sense that “their” family advocate
trusts this professional. They are also more receptive to
new information when they have experienced being
heard and validated by their family advocate in their
concerns about their child. Parents are often w illing to
try different child-rearing strategies when they feel that
they have already been successful in parenting their
baby.

On those occasions when the family advocate deter-
mines that the family mav need to have “an authority
figure” set limits on their behavior, she can use the carl\
childhood specialist or the mental health specialist to
reinforce her concerns. For example, one teenage
mother with a language-delaved toddler and an irrita-
ble young baby missed several well child appointments,
even after the family advocate had called to remind her
of the dates. When she showed up for a sick child visit
several days later, the family advocate introduced her to
the carly childhood specialist, who was familiar with
the case and was aware of the family advocate’s frustra-
tion with this young mother. Instead of being intro-
duced to the mother by her first name, which is the com-
mon practice, the carly childhood specialist was intro-
duced quite formally as “Dr. Jones”. This was a clear
signal between team members that the family advocate
needed the early childhood specialist to set firm limits
with the mother about her behavior and to explain the
consequences of her behavior, both for her rather vul-
nerable children and for her involvement with the child
protection agency. This team approach allows the fam-
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ilv advocate to maintain her alliance with the family as
the “good provider,” while using the authority of the
carly childhood specialist as the “tough provider.” In
situations like this, close communication with all team
members, especially the primary care elinician, is crucial
to avoid splitting of providers by the family:

Clinical supervision is theretore eritical to the success
of Pathwavs. Familv advocates meet weekly with the
Clinical Director and mental health spmmllst to discuss
ongoing cases, review stressful interactions with other
health care and social service providers who work with
tamilics, and reflect on the challenges of working with
difficult families. Fstablishing boundaries between
work and community and avoiding burnout have also
been intense topics tor supervision, since the advocates
live in the same neighborhoods as the families and fre-
quently run into families in the community on the
weekends. Supervision helps the advocates set limits on
their work and adjust their expectations for famities.
Early in the project for example, one advocate casually
referred to an 11:30 PM call to her pager from a parent
who wanted to talk about his frustration with finding
child care for his infant son. Through the supervisory
process, the advocate explored different ways to be
available to parents during working hours and to set
limits on parents’ need to contact her in the late evening,

The role of the carly childhood specialists

The carlyv childhood specialist usually meets the family
at the first “developmental checkup,” at the six month
pediatric visit. The carly childhood specialist conducts a
brief developmental screening, observes the parent-
child interaction, and asks the parent(s) “how things are
going at home.” Although the primary purpose of the
developmental screen is to determine if the child needs
to be referred for carly fntervention or other services, it
is also used as an opportunity to extend the alliance
between the family and the pediatric practice. As a
member of the Pathways team, the carly childhood spe-
cialist reinforces how well the parents are doing at sup-
porting their child’s development, validates their con-
cerns, and re-frames the baby’s behavior within the con-
text of normal ¢hild development. For example, parents
are often embarrassed when their six-month-old puts
every toy used during the screening in his mouth. This
offers a wonderful opportunity to talk about how most
babies mouth things to learn about them, to encourage
parents to allow the baby to explore new things, to dis-
cuss parental anxiely about choking, to discuss safety
precautions, and to ask parents what they thought
about their baby’s behavior during the screening.
Developmental checkups occur during the well child
visit, but it is the carly childhood specialist who has the
child development expertise and the time to spend with
the family, allowing the pediatric clinician to attend to
other patients.

The early childhood specialist explains why such

Y

seemingly unimportant tasks, like using a pincer grasp
to pick up a cheerio, are important windows into the
babyv’s development and learning. As one mother said,

“when [ realized that all the mess he was making with
his food was really helping him to fearn, | told mv
mother to stop worrving about the kitchen tloor. My
babyv is learning.” The parents are asked who the baby
reminds them of and whether the infant’s temperament
and behavior were what they expected it to be. Both
questions allow parents to discuss their hopes and
dreams for their child as well as to raise concerns which
they might have about the baby's behavior.

At every developmental checkup and every well
child visit from six months on, cach child is given a
developmentaltly and culturally appropriate book to
keep through the Reach Out and Read Project (Needl-
man & Zuckerman, 1992). When parents see how
delighted the baby is with the book, how she gums it
and bangs it and then settles in to look at the pictures,
they are excited to see their child being “successfut” at
such an important task as learning to read. For parents
struggling to overcome poverty, being suceessful in
school is a powerful goal, one which speaks to the aspi-
rations of all parents. Itis a particularly important goal

parents who want their children to move out ol
poverty into successful jobs and better neighborhoods.
By making explicit the connections between infant
development and later school learning, the Pathwayvs
team seeks to mobilize parents to attend to their infant’s
tearning and behavior.

After a developmental checkup, parents often
express their wish to tell their family advocate the
results of their child’s developmental sereening; they
want to share their pride in their child with her. This
marks a significant step in the parent-provider relation-
ship, consolidating the alliance between the parent and
the family advocate. It also allows the early childhood
specialist and the family advocate to reinforce the pow-
erful connection between the child’s learning ana the
parents’ child-rearing approaches. Many parents are
unwilling or unable to take credit for their child’s
accomplishments; they are afraid to assume such an
intimate relationship with their infant duc to previous
losses or their own childhood experiences. Pathwavs
team members work hard to reinforce that what the par-
ent does and how a parent relates to their child makes a
difference to how the child grows and learns.

The benefits of pediatric pathways to
infants, families and pediatric care

Pediatric Pathways to Success enrolted 184 children
under six months of age during the first cighteen
months of the project: 40% are African-American, 25%
are Haitian, 13% are Latino, 5% are Asian and the rest
(17°%) are African, Caucasian, Caribbean and Cape
Verdean.,
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Infant health

Of the 184 children swwho were initially enrolted in Pedi-
atric pathwavs, 156 are stilt actively involved in the pro-
gram. Thirteen percent have transferred to other local
health facitities. The drop-out rate after the first cigh-
teen months is extremicly ow, only 2.2%, compared to
approvimately 450 for the entire pediatric well child
practice at Boston City Hospital and 12% nationwide.
Pathwavs ofters a broad safety net that some new par-
ents need to maintain their compliance with pediatric
well child care visits, It a Pathways child does not show
up for a scheduled appointment, the family advocate
calls to find out if the parents need any help getting to
the appointment. For some parents struggling with
poverty, repeated visits for well child care mayv appear
unnecessary and overly burdensome. For other parents,
there is a language “cuitural barrier to continuity of care.
Often, a call from the family advocate, who can speak to
the familv in their primary language, helps them feel
more comfortable with the health care svstem and helps
them to understand why the baby needs to return for
pediatric care even when she is not sick.

For some familics, the ability to organize themselves
and their children to get to the hospital by bus and sub-
way requires extraordinary measures. The family advo-
cate’s goal is to help families attend to their children’s
health care needs as their first priority. Nine Pathways
families, with help from their family advocate, chose to
use more conveniently located neighborhood  health
facilities tor their children. Finally, for families affected
by substance abuse or damestic issues, personal encour-
agement from the program through phone contact, let-
ters, cards and/or home visits froni the family advocate
can sometimes help a parent be more aware of the
baby’s health needs.

Fighty-cight percent of all Pediatric Pathwavs fami-
ies are fully up-to-date in their immunizations, com-
pared to only 45% of all Boston children who are fully
immunized by age 2. None of the children have abnor-
mally high lea-f levels, nor have any been referred  to
the Grow Chmnice tor failure-to-thrive. Because both lead
poisoning and malnutrition in very voung children can
lead to developmental delay, reading problems, and
behavioral disturbances, it is significant that Pathwavs
children have been protected from these environmental
risk factors which are often associated with poverty.

A chart review of a random sample of 50 BCH pri-
mary care patients under the age of 2 indicates 330
emergency room visits, with an average of 6.6 ER visits
per patient, In contrast, a random sample of 120 Path-
ways children under eighteen months of age had only
177 emergency room visits, with 15 visits/patient. In
the same chart review, 32% of BCH children under two
had been hospitalized since birth (16 out of 50). Only
two Pathways children were admitted to the hospital
during the first cighteen months of the project. Given
the national agenda to reduce health care costs, it is

impressis e that the use of the emergeney room and hos-
pitalizations were signiticantly raduced for Pathwavs
tamilies.

Family support

Almost every tamily who has been asked to participate
in Pediatrie Pathwavs has been withing to enrotl in the
program. Some proceed with caution based, in part, on
their prior negative  experiences  with - programs
designed “to help.” The tollowing vignette s typical ot
the experiences of many tamilies as they develop rela-
tionships with the Pathwavs team.

M Doteas was approached b a Famifv Advacate durmg hee
nist two-week well child vistwth the pediatne nurse pract
tioner. She was imtalh concerned about enrolling her prena-
e daughter Sanvm the proviam She was espeaatly cantoos
about the role o the Tanuhy Advocate. Was she a <ol
worker rronm the hospital? Mss Dorcas continuaed to expiess
concern about the Fanulv Advocate, bhut she agreed to partic
ipate. At the one-maonth sisit. she talked about her older son,
wha wanted ajob tor the summier. She was delighted when
Ann, the Family Advocate, called her with mtormatian about
the Saummer Youth Jobs Prograny, [wo woeeks Later, Me, Dorcas
called Ann. Her weltare check had not armived and <he had no
nulk or diapers 101 the baba, She was crving and depressed.
Ann arranged to meet Ms Doreas at the hespital to pick ap
otra diapers and formala, The successtul resolution ot that
tast crises quickly brought a second call to Ann. M Dorcas
adnutted that she was havimg mantat ditficaltios and appeared
open to seeing a mattiage counselor, She told Ann, “Calling,
vour Lielt like 1 had a niend to tatk 1o At the two-maonth v,
Mas Dorcas msated Ann to the babyv's chodening, Ann
declined the invitation. but sent a baby book from Pathwav s as
a present.

Ms. Dorcas continued to bring Sara for her well ¢bild visits
and the haby was giove a2 welll At ey months she pertormed
swithin pormal linits tor her contected age on the developmen-
tal screen and mather reported fow problems with her care,
Soon after that visit, she called the Tamily Advocate agam. She
told Ann that her older son bad moved i with his aunt. In
tact. the son had tiled o complant wath child protection, stat-
g that his mother was ignorig his needs in favor of the new
haby. He telt neglected by lus mother and in conthict with his
stepfather, who was Sara's tather. Baby Sara was a cheertaf =
month old, smiling at evervone and the delight of the bouse-
hold, while the fteen-year-old son was struggling with normat
adolescenn issaes and felt abandoned. Ann spoke with child
protection on hehalf of Ms. Dorcas and arranged for the son to
see a counselor. She continaed to support Ms. Dorcas’ parent-
ing of the haby.,

At one year, the baby was observed by the early childhood
specialist to have weak motor tone in her lower extremities
and, in consudtation with the primary care clinician, a referral
was made tor occupational therapy, which has contmued
through weeklv home visits, Recently, Ms. Dorcas expressed
interest in returning to work and was enthusiastic about
enrotling i the tamily Literacy Program at BCH. She s now
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corhing wecklv soith o tator to complete her GED whilde Sara
st with o volunteer chuld care provider i the BCH Family
Dibrary Ann s helpig M. Dorcas focate quahtn child caoe m

the commumity so that she can begin to look 1or g job

Many ot the roles which
asstimied with M,

the Familv Advocate
Dorcas were not directiv related to
the baby or her medical care. Yet the successtul resolu-
tion of that tirst crisis involving, the baby's immediate
needs tor food and claiing convinced Ms. Dorcas that
the Family Advocate could be trusted with family busi-
ness. Herwillingness to discuss marital and tamily dit-
freultios, her ability 1o follow through on difficult men-

tal health referrats and her desire to actively use the

resources offered by the program speaks to the power of

that first intervention based on the babyv's needs. M.,
Dorcas brought her premature baby to the pediatric
practice for health care; she now uses Pediatric Path-
wavs tor child development information,

tamily sup-
port, and job training,

Etfectiveness of pediatric practice

The pediatric primary care clinicians involved with
Pathwavs have been uniformly enthusiastic in their
response to the program. As one clinician savs, “Noth-
ing falls through the cracks anymore. | have more time
to make relationships with famities because Fdon’t have
toworry about att the needs of a famiiv, If [ spend time
in the office listening to a mother’s concerns about the
domestic vielence which the children witness in the
home, [ know that the family advocate will follow-up
with all the things Fhaven't talked about——nutrition and
development. Pathways is a safety net for our patients”

Discussions with parents about child safety, nutri-
tion, and development are often put on hold in the face
of an impending crisis, For some families, especially
those involved in substance abuse or domestic violence,
crises become a way of “organizing” their lives; the chil-
dren get sick, transportation vouchers get lost or stolen,
thoy are evicted. It is hard to focus on child develop-
ment in the face of homelessness; however, the role ot
the Pathwave team is to stay in close touch with the
family, oversee the health and dev clopment of the child
durm;, the crisis, and to “be there” for the family during
and after the crisis. The family advocate is often the
provider who represents the pediatric practice for the
family, ensuring the health and well being of the chil-
dren. Riding out a crisis with a family reinforces the
therapeutic relationship and strengthens the bond
between the pediatric practice and the familv. A Path-
ways clinician explained the alllance in this way: “It's
not about just giving out a toy or'a book; its about let-
ting families know that we care abhut them.”

The Pathways team members have learned quite a Tot
trom the experience of working on a multidisciplinary
team. Through joint well child visits with the family,
pediatric primary care chricians hear what the family
advocates emphasize, how they respond to cultural

issues, hean ey support a familv’s etforts or set timits
on a familv's behavior, The f mml_\' advocates, in turn,
learn how to tatk with a family about medical condi-
tions, substance abuse,
effects on their chitdren.

violence and the
Families learn, that their chil-
dren’s health is attected by adult behavior, and thev
experience a new tvpe ol thcmpunu relationship with
the health care system. Families learn which team mem-

or domestic

ber to call with their question or concern and gain con-
fidenee in therr abilite 1o access information and help
tor their children.

Conclusion

As a model of enhanced pediatric care, Pediatric Path-
wavs uses the pediatric well child visit as o window of
opportunity 1o address criticol issues which impact on
child growth and development. The kev component to
the success of Pathwavs is the l(ldllUI\\hlp which the
family develops with the primary care clinician and the
amll\ advocate. Child development information and
dn]ll} support can then be provided within the contet
of those two relationships. Pediatric Pathwavs focuses
on three simple, vet hey points, First, Pathwavs empha-
sizes to parents, prov iders and the community that the
carty childhood vears from birth to three wall\ matter.

Usm the Heart Start principles (1992), we have mobi-
hized hcalth, educational and community resources on
behalf of very voung children. Second, child health ond
development can best be promoted when families feel
validated in their concerns about their caregiving
responsibilities and supported in their desire to feel con-
fident as parents, to feel tike “good parents.” Finally,
Pathwavs has created o model of medical-cducational
collaboration which makes pediatric practice more
effective in meeting the needs of voung children and
families by expanding the vision of pediatric care from
one which focuses exclusively on health to one which
provides child development information and family
support within the contest of the child’s pediatric care.
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The Soho Parenting Center:
A model for the integration of a parenting service into a

pediatric practice

Lisa Spiegel, M.A, and Jean Kunhardt, M.A.

Soho Parenting, Center, New York City

New parenthood is a dramatic lite change. The intensity
of feelings coupled with the often challenging nature ot
caring tor a new baby coa humble even the most conii-
dent and competend sdults, During these early months.
many parents become attached to and dependent upon
their baby's pediatrician. After parents watch him or her
give the first exam, confidently springing the baby's
wiry legs and checking the tiny heartbeat, this doctor
fast becomes a central and critical new figure in a fam-
ilv’s life. The pediatric visits of earlv infancy, though fre-
quent, are typically not frequent enough to satisfy the
needs of new parents. As they become immersed in the
wonder, excitement, fear, and contusion of their new
responsibility, parents often experience new levels of
neediness: the need for information, confirmation of
their observations and instincts, and a receptive ear to
hear their concerns and questions.

Drs. Marie Keith and Robert Coffeyv of The Soho Pedi-
atric Group in New York City recognize and normalize
this developmentat crisis in family life by including a
parenting center in their pediatric practice. The Softo Par-
citing Center, co-directed and founded by Jean Kun-
hardt, M.A,, and Lisa Spiegel, M.A., offers a range of
parenting and psvehological services to families at the
Soho Pediatric Group. They have taken this service from
its infancy to a popular parenting center that is fully
integrated into this large pediatric practice. The integra-
tion of The Soho Parenting Center into a primary care set-
ting is the realization of a dream that Spicgel and Kun-
hardt began to formulate eight vears ago. This article
traces the Center’s development and uses case material
to illustrate the importance of combining pediatric med-
icine with psychological services. This progressive
approach more fully supports the normal developmen-
tal process of family life and helps to effectively track
and treat families in need of therapeutic intervention.

A “tour” through the Soho Pediatric Group/Solio Par-
enting Center helps to give a sense of the on-site nature

Jean hunhardt and Lisa Spreget are co authors of the tortheoning,
boaok, Crrele of Mothers, to be published by Avon Press in Spring,
14996, The book chronicles one of Soho Parenting, Center's eight-week
mother-infant groups. It delves into important issues of intant des et
opmient as well as mothers” emotional responses to becoming a par-
ent.

¢f these joined services. One enters a large waiting room
filled with tovs and a wealth of parenting magavzines
and resources, From here, one door leads to The Solio
Parenting Center's main room.  The walls are covered
with children’s art and phato collages recordimyg cight
vears of mother-intant groups. On any weekday morn-
ing one can watch a group of toddlers plaving with their
teachers at the water table, or hearing a story, or dane-
ing with scarves while their mothers sit in a circle ot
charrs across the room. The women are engaged in dis-
cussion about some aspect of parenthood, led by one ot
the counselors. The topic may be limit sctting, or
changes in their marriages, or the mechanics and emo-
tional impact of toilet training. The discussions are inti-
mate and intense and often peppered with laughter and
tears. There is an easy workable flow between the chil-
dren’s plav area and the circle of mothers.

Next comes a smaller consultation room: here a
woman is engaged in individual psvchotherapy.
Although her baby was gaining adequate weight, she
was experiencing, pervasive anxiety about her ability to
nurture her. Her baby's pediatrician recommended a
consultation with one of the parenting specialists,
Through exploration of her anxicty she soon realized
that her presen-day worrtes had their roots in her own
childhood. Once treatment was  underway  she
expressed great relief at the easing of tension with her
babv.

Down another corridor there are tive medical exam
rooms, a nurses” station, a hearing and vision roem, a
conference area, and the doctors’ office arca. Among the
bustling activity there is a relaxed and familial quality
between the medical staff and the families thev treat.

At the end of this hall of examining rooms is one last
consultation room. It is big enough for a plav session or
a family consultation. Here another counsclor is meet-
ing with a couple embroiled in conflict over their baby's
erratic sleep patterns. The mother cannot bear to let the
baby cry, but the father is demanding that thev regutate
the baby’s sleep. Their disagreement has uncovered
some longstanding marital discord that needs some
immediate attention before the counselor can help them
come up with a workable sleep plan.

This present-day scenario illustrates how two ditfer-
ent disciplines can work together o provide compre-
hensive care for familics with voung children. Spiegel

-~
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and Kunhardt's carly experiences on staft at Bellevue
Hospital in New Yok City helped to provide the toun-
dation for the idea behind this parenting center. Lisa
Spicgel has a Masters degree in developmental psyehol-
ogyv trom Columbia University. She began her evperi-
ence at Bellevue Hospital in 1982 as a children’s conn-
sclor in the Adolescent Mothers Group in the Depart-
ment ot Child and Adolescent Pavehiatry, In 1985
Spicgel also began waorking in the Child Lite Depart-
ment in Qutpatient Pediatrics, running a developmental
screening program in the hallway of the clinic. This play
program was set up on mats with tovs for children ages
birth through three vears. Their mothers sat in chairs
around the perimeter of these mats while waiting tor
their child’s pediatric appointments. The ainy of this
program was to provide information and guidance for
parents while informally assessing their child’s devel-
opment. Phe pediatrician was then easily contacted it
there was some concern about the child or parent’s
functioning,.

. . . s
At the same time, Jean Kunhardt was running a sim-

ilar program in the plavroom of the clinic for children
ages three to seven. Kunhardt received her Master’s
degree in Special Education from Bank Street College.
5he had been a second and third grade teacher at a pri-
vate clementary school and taught emotionally dis-
turbed and developmentally delaved children. With o
solid foundation in both normal and abnormal child
development she joined Bellevue's Child Life team in
1984, There, along with the play screening program, she
coordinated the family counseling component of the sex
abuse chinic.

Kunhardt and Spiegel also worked in the Adolescent
Parenting Program, which combined a parenting group
with pediatric and gynecological care. They provided
play therapy and counseling for families struggling
with the debilitating effects of AIDS, homelessness,
abuse and neglect. They received clinical supervision
and training from experts in the fields of psvchiatry,
clinical psvchology and social work.  This training
served as a model for the collaboration between psy-
chological and medical services.

In 1987, both Kunhardt and Spicgel left Bellevue,
began their own families and personally experienced
the unmatchable and life-transforming nature of
becoming a parent. Although their professional experi-
ences and graduate work laid the foundation for their
ideas about parenting and psychological development,
it was reallv more their own experience of being moth-
ers together that inspired the creation of ParenTalk,
their carly parenting program.

With babies in tow, and masking tape on their stroller
handles they posted handmade flyers on Broadway
advertising their first Mother-Infant Group. Eight moth-
ers and their babies gathered weekly for two months in
Spiegel’s living room to discuss their baby’s develop-
ment as well as their own emotional response to becom-
ing mothers. The women needed to talk about the dra-

matic changes in their lives, their ideas about work,
about marriage, sexuality and triendship as well as the
intricate details of their baby's sleep, eating and need
for comfort and plav.

Having heard through a mutual cotleague at Belle-
vue that Drs. Robert Coftey and Marie Keith were inter-
ested in providing parenting services to their patients,
Spiegel and Kunhardt approached them with the idea
of working together. Dr. Keith had also trained at Belle-
vue Hospital and both doctors recognized the potential
benetit to integrating medical and psvehosocial ser-
vices. With a mutual fong-range vision in mind, the first
Mother-Infant Groups were begun in a space adjacent to
the doctors” medical offices.

Keith and Coffev encouraged mothers to join
Mother-Infant Groups and also began referring families
for individual consultation when behavioral and par-
enting concerns required more in-depth attention.
Because the therapists were onssite these gentle referrals
became a more effective method of intervening when a
family was experiencing difficulty.

Parents responded with enthusiasm to the doctors for
their referral to ParenTalk. Dr. Keith remembers:

Farly in the course of our collaboration. when our paticiits

chose to join Mother-Infant Groups, it became obvious that
the bencfits to the mothers weere significant. They deeeloped
a special kind of self-confidence about providing loving care
as well as age appropriate imits. Not only did our patients

derive enormous assistance trom His program, but we were
also aided. We had a marked decrease in telephone consults

and time spent with patients over issues that Kunhardt and
spiegel could handle with expertise.

The service quickly grew, adding a Mother-Toddler
program, groups for second-time mothers, evening
groups for working parents, and an ongoing therapy
group for mothers. The service also offered individual
parent counseling, play therapy, long-term psychother-
apy and marital counseling. In 1992, another therapist,
Barbara Melson, M.S. ADTR, joined the practice. Over
time Spiegel, Kunhardt, and Melson have become a
trusted resource that families turn to for developmental
guidance, support and therapeutic intervention.

The pediatricians report that parents are more likely
to request and follow through when that therapeutic
support comes from someone the parent has had con-
tact with since the birth of the baby.

A family who comes for assistance with their five-
month-old’s sleep problem comes for help when their
child resists toilet training at age three. A couple who
has been in a New Parents Group calls one year later
when they are experiencing marital conflict over chil-
drearing issues. A one time member of a Mother-Infant
Group schedules a consultation three years later, wor-
ried that her child is not developing language appropri-
ately. Dr. Coffey comments:

The availability of individual counseling around specific
parenting problems has allowed us to provide early interven-
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tron tor tanadies betore then prollens beconie crises Smice it
1 procuded oneste it docs and carvy the <tigina tHat sonme
paticnts pay attach to "psycholovical ™ or - ciotional™ fam
thy proldems Procading these seriees s an open achnod
cdement Hiat ail kundies el styuegle at faies and that
mypnit Bronra frusted protessional can enrch and entpoace
putrents,

In 1993, Dis Coftey and Keith alang with Kunhardt
and Spicgel agreed to more tulbyv integrate thew two ser-
vices. Each familv using the Soho Pediatric Graup
would now be entitled to a parent caunscling campo-
nent duriag their child's first vear of care. An eight-
week Mather-Intant Group, a New Parents Group or
three individual parent counseling sessions wire new to
bean integral part of regular pediatiic care. In the same
vear. The Soha Pediatric Groap and ParenTalk moved to
a new Soha lart which coald hause bath practices. Ta
retlect the expansian of services as well as the claser
attifintion with the doctors, ParenTalk was renamed The
Sohe Parenting Center.

The fallowing two case reports illustrate the paswer
and eftectiveness ot this progressive approach to pedi-
atric care.

Suzannahand her hushand e broaght then son 1 zia. to the
Suho Pedatnie Croap tor his medhcal care and <o were entitled
toa charce of parent connselmy options. The R opted tor the
mchividual counseling sessians and came together tor a consul-
tation when Lzen was 3 months old. Though they stated to
Spresel that they wanted some gaidance ahout Ezras eating, 1t
becante dlear mthe st few mimutes o1 the meeting that
Stizannah was agitated and wormed aboat more than ceeding,
her babn.

\While jert held 1T zra and rocked him, Suzannah began to
contide that <he was having a dithicalt adjastment to mother -
hood. 1z was arten cranky and demanding and <he et angry
at him mite h o the time As Spreget asked questions to roand
out the prctare: Suzannah revealed o well of self-doabt about
her abiliies as a mother A\ath her hasbands arging and sup
port she totd about her own mothers histors of mental dliness
and her sworry that she too was “craza ™ and would damage
[7ra She expenenced persisient worry that | zra woald “not
make 1t e aloser” A broader tanuly history also uncovered
an unc le who sattered rrom manic-depressive disorder and
who never was able (o leave home and establish a lite on his
own,

Suzannah emerged trom hee ditticalt upbringing a sensitive,
vet highlv valnerable person who pernodically suftered from
anxtelv and depression. She had gone mto mothering feeling
that nurturing a baln would s<omehow tiee her from this past
and mstead 1oand herselt inextricably bound to i, Jett was able
o inject some very positive praises of his wite's ability to care
1or and nurture i and attest to her connection to hime It
seemed that Suzannah’s negative selt mage and wornies about
Fzra telt overshelmung bat in fact did not totallv keep het trom
being available to her babw,

Spregel explored farther and found that Suzannah had been
n treatment tor several vears incher miud 20° bat had discon-

tinucd therapy when she met and marned et Ahhoaeh <he e
annsightial and mitospective pesson she exprressed strong
resistance oy tacther mdmoaduat psechotherapy ar dus nme
Thedea o contimung 1o work m thas tormat with her hoshand
and baby seemed fess thieaten s o her Spiegel oneed 1o
contmoe secimyg e taniiv toe some counsebing sessions sceth
the fmope o geraneime sore ar these deep aad comph ated
ISSUieS

Brom bza s thied 1o siddiy sveoib the ainslv came 1o weeklhy
counschng sessians and expboecd hoth the pacchological ssaes
tased in the st meenng as aeit as Lzias cating sleep andd
arosang attae himent o both parents, for el rehes ed thot
Suzannahy swas jess warnied dess angin and more connden: in
her mothenme Sazannah toce secemed to be tathing o love wih
her baln e new way bat sl seemed anresalved and <
about her v chiddhocd ssaes The tannby as aoahede s
domg welband when i troed sox months the R~ decdod o
end then shoraerm counsching wnowing that they coald
retarn ab any e

\When Tzea tumed a vear and seues of autonony, and ot
setting rose to the tore, sazannab called agan and requestied
membership i The Modhec Teddler Pragram fed Dy kunbard,
She hoped to provide Tzaswaith a peer group as well asa e
far toram 1ov her 1o discuss parenting issaes. A hat becane
ncreasingly clear as the group progressed was the discrepanay
between Suzannah s mternal sense ar herselt as g mother ind
hony shen act related wath Ezea while at the groep. Thraagh-
out the sessions Sazannah shosved sensitivity towwards and
cnjovment ot her son, who s an engaging, bov. tall ot lite and
humaor. Within the contest on the group, she could take prde
i his obvious mtelhigence and sociabihity,

There is a starthing conrast however. between this pe e
ot aninvolved and caring mother and Suzannah < descrnprion
ot their interactions at home, There, she reports teelimg undaly
harsh and verballv punitive sath Ezra. She descnbes hersedn as
tense and obsessive i her need or order and cleanliness
her home and nnds hersel onen resentiul o Ezras age-appeo
priate exploratory messmess. There is a pressured teel to the
wav she approaches her rote as maother a lack or celaned.
spontancoas or mutaally satisivng plav, Despite her obvioos
devotion to hime Suzannahy s <adlv blocked frony tally enpoy
g the expenence o mothering

There are several areas mowhich the group has been mme-
diately helptut to Sazannah. Seemg how the other mothers bal-
ance their onn needs with those o their children has been
one of them. She complamed of teeling oversshelmed and i
need of time away trom tzra. She and Jeft had the tinancial
resources to get additonal babysitting hetp and Jetr encour-
aged this vet; Sazannaly took very little time away from her
mothering responsihilitios, Perthaps tearing that | zra would
experience the same deprevation that she did as a child,
Suzannah ignored her own needs far a break from hime Suzan
nah’s reaction to her own unresolved history was making her
blind to her own needs and henee actualizing what she was
trying to avard —an emotional unavailability to tzra. The other
proup members have heen extremely helpful to Suzannah in
this regard. Their attempts to under tand why she is <o reticent
1o leave her son have enabled her to accept therr encouage-
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ment o get more <ildeane s in tarn has helped e to el

mare positinely towards era,

Linut-settig s another ditficult arena tor Suzanoah, She

does not trast her o abihity to respond appropriatels when

she s anegered In tzra’s behavior., She often lets his nommal
testing, and somewhat provocative hehavior o anehecked past
the point where he can control himself. Withouat the hinuis he
needs bz keeps pushing to see what will happen. Atter pro-
longed penods of noncommittal attempts at verbal reasoning
with him Suzannah becomes exasperated, and this s the pomnt
at which she reports™losing her cool” It has been helpiul to
anah e with sazannab how her reticence to step in with clear
boundaries cariv on can actually escalate and exacerhate the
whole incident. Through discussion, modeling and practice
Suzannah has become more comfortable in her role as disci-
plinarian.

The most helpiul aspect of this group for Suzannah has
heen the opportamity to share with others that part of herselt
which she teels most vulnerable about. The other members of
the group have given her a consistent, realistic view of [/ra
that helps 1o counter her selfi-acknowledped unrealistic worry
that comething is wrong with him. Desprte the benefits of this
group tor Suzannah, she continued to show evidence ot
extreme fragility. The shightest innuendo of criticism from
another mother in the group or out in the world would send
her mto periods of anger and eventual self-hatred. Buring such

a pertodd, Suzannah and kanhardt spoke and agreed that o
would he helpral to meet mdnadaallv Wath sadness bat new
understanding, Suzannah acknowledged that her anviety was
not partictlar 10" am one stage ot 1zras development but
rather was something mside of her and was senoushe Tnniting,
her capacity 1o enjoy her son. Although sull inightened, she
was now 1eady 1o accept areterral for Grerapy. A deaision was
made to reter het to an analvtically onented psychiatrist who
also spectalized in osvchopharmacology. This would alfow 1o
a comprehensive evatuation and the possibiine of antidepres
sant medication it needed. Cuarrenth she contimues in the tod-
dler group and has begun her treatment

It was clear from the moment Suzannab and her family
entered their tirst consultation that becoming a mather was
reigniting old and painful issues for her. The contlict and dan-
aging effects of growing up in a family with a maother sutiering’
trom mental tness, came up with torce once she was a
mother brerself.

The range of clinical interventions that are possible
at The Soho Parenting Center allowed a gentle path-
way for Suzannah to receive support and guidance.
Going at her own pace, giving her what she was ready
for and accepting her need to step in and out o the
therapeutic process were all necessary prerequisites to
gaining Suzannah’s trust and her eventual referral for
therapy.
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Jesse o Blond-haired. blue-eved imteen-month-obd, was o

patient dt the Soho pedatric group sice his bieth in 19849 Ths
mather Enuly was o senative and resenved woman, alwas
Ve attenine 1o Jesse’s care and growth, At hus niteen month
check up. oy mentoned a desie 1o Jesse 1o socalize with
ather chiidren hisage, His pediatrican O Robert Cottes, sug
wested that she and Jesse join the Mother-Toddler Program that
Paentalk otiered at the practice. Jesse would be able to pla
with other children his age in the play program, and 1 mzly
could meet with other mothers and get developmental mfor-
mation trom the parent counselor Enuly and Josse did mdeed
o the Mother-Toddler Program, This would begin . fong aned
essental therapeatic experience tor this tamily,

Josses entiy nto the toddler program was dancult He
seemed tagide and sonew hat lost in this exuberant groap o1
anls and bovs who ranged in age trom 12 to 21 nonths, | ke
had no exprossinve language, made litde contact with toddler
teachers and staved ¢ lose by his maother during most of the
hegmning woeeks in the group. There was a rituahized quabinn to
his movements, his eve contact was mmimal, and there was a
taraway teehng to his demeanor. There was immediate concern
abaut Josse's development.

The discussion group and play program take place m one
1oom so that children are tree to move back and torth hetween
then mathers and the taddler teachers. Tor Jesse and Pl
even this mild separation was problematic. Both were unable
totulh engage in the program and seemed agitated. In this
particular program Kunhardt led the discussion and Spiegel
coordinated the toddler program. Spiegel became Jesse's dosig-
ndated “special person.” a technique used in the Bellevue Nurs-
e to help chitdren who are having difficulty sepataung. She
concentrated on buillding a connection with Jesse in g non-
mtrusie manner This seemed o help Jesse move mto the plas
program for short amounts of time.

Atter the tirst eight-week group ended, Emily decided to
contmue i the neat sesston. 4t became increasinghy clear that
fesse's separation dithiculties were not abating, and has behay-
or began 1o appear more atvprea fesse would whine and pull
at his mother's arm to leave. making it impossible for her to
participate in the discussion. Emily appeared contused. upset,
and veny detensne about Jesse’s bebavior, When other chiddren
mttated contact with him. even in a friendly manner he
Hecame more withdrawn, Emily was unable to see and accept
her child’s ebvions vainerabilities and instead tocused on fesse
hemg the brunt of aggressive play with the toddlers. She
wanted to leave the group.

Kunhardt s heduted anindividual session with Touly to dis-
cuss the situation and explore other possibilitios of helping the
tamilv at this time. tnily declined the offer of mdividual ses
S1ons 1o discuss jesse's hehavior or her own concerns at this
time and decided to feave the group. Dr. Coffey was kept
abreast of these detals, 1twas decided that he would track
lesse's dlevelopment through his pediatric visits and make
another intervention when the parents seemed more open,

This opportunity arose when Jesse turned three. e had
hegun nursery school and had a very difficalt time separating,
trom his mother, He was unable to make contact with other
children o connedt to his teachers and was withdiawmg under

o table mthe classtoom The teachess saggested that fesse was
having emotional problems and seemed anvious o have fum
feave the school.

I mily contacted Runhaedt tor some euidance at this time
She expressed worne that Jesse was an the swrong schanl pro. K
unam and elt that the teachers and st there were msensitin e
10 lus needs, Eouly and her hasband were bath veny concened
that Jesse had become withdeanan and were wornied thit the
nurseny program had damaged him m some wav konhardr met
with Fmilv and spoke to lesse s previous dav care teacher and
his conrent teacher, was clear that Jesse's abihiy o engage m
soctal contact with persons aeher than hus parents swas severely
lrated and that his language was signmeanthy delaved. The
other professionals who had contact with the tnuly el that
the parents were extiemely detended agaimst the possibiling
that Jesses development was unusual,

Kunhardt, Spicgel and Dr. Cofiey conterred and agreed that
this seemedd to be the time to intervene i a mote torcetul wa
while bemg sensitive to the detenses of the parents. kunbardt
informed Emilv that Spiegel worked as a therapist with chil-
dren with language delavs. The tact that Spiegel had kneswn
Jesse as a toddler seemed to be a comtort to tmil. Spregel
suggested that she and Jesse come for a plav observation to
determine swhat would be most helpiul.

Josse's behavior indicated that he had a pervasne develop-
mental delav. He had verv little language, used hus mother's
hands and body to manipulate objects for hin, orade litde eve
contact, and exhibited repetitive body motions, He did,
though, seem comiortable in the room and was interested in
plaving with tovs with his mother. Spiegel suggested that these
mother-chided play sessions would be a good wav to help stimu-
late Jesse’s language. Having fmily there would insure fesse’s
comtort and not press him 1o separate at a time when it felt too
ditticalt tor him, )

Parents usually have an casier ime committing to the treat- s
ment ot a language problem than an emotonal one. [t some- -
times takes months or even vears for parents to consciousy
recognize the severit of a disorder of this magmitude. In order
10 address the emotional nature of Jesse's ditiicultios without
ovenvhelmimg the tannly, Spregel tocused on the parents’
worn: about Jesse's withdrawal since the school experience
andd suggested that play therapy could help hom to work
through some of these teelings.

At this time, Spiegel was working with other children who
exhibited autistic-like features in o tripartite treatment plan:
child, therapist and parent, under the supervision ot D Anni
Bergman. Spiegel recommended that Emily and her hushand
Dantet have a consultation with Dr. Bergman to reassure the
tather, who was dubious about anyv intervention. e Bergman =
supported Emilv and Banieis decision 1o remove Jesse from
the nursery school and backed up the recommendation that he
and hts mother attend twice-weekly playZlanguage sessions
with Spregel,

[esse and his mother attended the mother-child piav therapy
sesstons tor one year. Both parents attended monthly —arent
counseling sessions with Spicgel as well. Through ptay, inter-
pretation, and a building of the communication between Fmily
and Jesse, dramatic changes took place in the first vear of treat.
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ment Jesses language development exploded. Though
somewhat ichosynctic i content and ahicalation, his abihiy
to express himselt i wands was Largel age-appropriate by tour
and one-halt vears. He began to torm an attachment relatton
ship to Spiegel enzagimg her m plavs making eve contact.
developmg games and ntuals together by the nest of these two
Iml)(nmnl women, mother and lh(‘l'.l[)l\l, [FESNE I)(-_L’,.m o emerge
nto the world of relationships,

When he was four, Jesse was accepted an probation at
another prvate nurseny program i a threeacearold classtoom
Spregel mamtimned close contact with the schoal psyehologist
and teachers, She visted Jesse at school and closely 1olowed
his progress there: He cemaned miore ot an obsenver than pan
ticapant in this nest vear but was gradually developmg connec.
tions to other children and teachers.

Though vernn much encauraged by Jesse’s progress in thet-
apv. Emilyv began to et in the enormity of the difference
between jesse and other children. She began a conscious
mournimg process over the now -recognized loss ot her “nor-
mal” little bov. Bwas at this time that Spregel encouraged
Enulv to get in to treatment of her own and have Jesse begin
ndividual plav therapy, As Emily let down her defenses, Josse’s
father’s defenses became stronger. Although Daniel did not
stap the plav therapy, he was somewhat antagonistic to the
process and wedded to the denial of hs son’s developmental
ditfic ultios. He decided to have jesse evatuated by another
child psychologist inan efiort to prove to his wie that there
was in fact nothing serioush wrong with Jesse’s emotional
development. This move, meant to sabotage Jesse's treatment,
ultimately strengthened it The evatuation confirmed
a dragnosis of pervasive developmental delav. The psychaolo-
gist strongly stressed the importance of Jesse’s therapy and
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underscored s integral tole m Jesses progress: Daniel was
able to process this mtarmation and nat onhyv jomed the team
i spunt but began to call Spregel hunselt hetween parent
appamntments to ask for advice onssaes betw cen himselt and
lvis s

Curmenthy Josse ai the el of lus secand yvear ot tread vent
He has moved tom repetitne and sdiosvincatie play st s tovs
o sesstons tlled with discussion ar s seehings, Te spechs and
plovs abouat schaol, frends, his parents.and s able ta espress
anzer and fove to his therapist. He has become an miportant
neure i his lasssoom. He mtiates and pathicpates i aimaost
Abactivities with teachers and pears and uses his e precos
aous readimg shills to hold a place ar gl esteeny m his class
room. He s mvited on plavdates and o buthday partios jesse
rernams a ughly sensative bov whose development contines
ta need support and whose complicated and quirky wass of
communic atig need interpretation: Despte this vulnerabiling,
he has prown into a loving, responsive chidd who s a plaver in
hes world.

I'he interaction between Jesse's pediatric care and the
readity available parenting and psvchological services
made it possible to offer a comprehensive approach to
Jesse’s medical and socioemotional needs. For parents
to come to terms with the therapeutic needs of their
child is a sensitive and slow process. The services avail-
able, from parenting groups to plav therapy offer wavs
in which to detect and treat vulnerable families in a
timely and sensitive manner. A pediatric and parenting
center like the Soho Parenting ¢ enter creates a commu-
nity of caring around a family.
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The Touchpoints Model:

Building Supportive Alliance

Professionals

Ann C. Stadtler, Ms\ PN,
Maureen A. O’Brien, ’h.)., and
John Hornstein, Mi-d.

Fhe Touchpomts Project Boston, Massachusetts

At the Touchpoints Project, we have created a training
model for practitioners that emphasizes the butlding of
supportive alliances betw een parents and professionals.
We view the model as a wav to meet the needs of both
tamilies with voung children and practitioners who
work within an increasingly demanding health care sys-
tem. A kev element of the Touchpoints model is antici-
patory guidance, through which practitioners reach out
and engage parents around important, predictable
phases of their baby's deveiopment The Project grew
from Dr. T Berry Brazelton's book. Jonchpoings (1992),
and from more than 20 vears of training and research
with parents and practitioners carried on at the Child
Development Unit. Children’s Hospital, Boston,

What makes the Touchpoints approach a valuable
tool for practitioners? We feel that Touchpoints” kev
strengths are its use of the child’s behavior as the tan
guage of communication with parents and its focus on
developing practitioner-parent relationships. The model
is grounded within a conceptual framework which
helps both parent and practitioner recognize, under-
stand, and anticipate predictable developmental bursts,
regressions, and pauses in the behavior of voung chil-
dren.

According to this conceptual framework, “touch-
points” are those predictable times and events in devel-
opment at which a child’s behavior seems “to fall
apart.” Touchpoints typically precede a spurt in a par-
ticular line af development — walking, for example, or
understanding object permanence. Although  touch-
points are often accompanied by frustration and self-
doubt on the part of parents, practitioners concerned
with the health and well-being of voung children and
families view touchpoints as occasions ot change for the
child, the parent, and the familv as a whole. As such,
touchpoints offer health, education, and social service
professionals an opportunity to make a positive ditfer-
ence in the lives of voung children and famities.
Through understanding and anticipating cach of the
touchpoints together, parents and practiioners can col-
I "oratively plan strategies to reduce or prevent the
negative consequences of the behavioral disorganiza-
tion that accompanies a developmental spurt. The prac-
titioner joins the parents and supports them in working

°s betwoeen Parents and

through the disorganization by helping them to see it as
a positive accomplishment for the child. The trusting
relationship between practitioner and parent that devel-
ops and deepens over time fosters the parent’s selt-
esteem and becomes a” true therapeutic alliance on
behalf of the child.

The parents” passion for their child constitutes the
core of the Touchpoints relationship. Practitioners join
with the parents around their child, and it is through the
child, and parents’ feelings for their child, that change in
parents occurs. Practitioners understand that powerful
emoltions are the driving force in parenting, Parents mav
feel ambivalence about becoming a parent in the first
place, fierce competition with the other parent for a
child’s affection, or distress at the prospect of a child’s
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emerging independence. The practitioner’s job s to
understand and work with emotional torces, to support
parents and develop competent parenting,

Ihe Touchpoints model provides the practitioner
with a tramewark to guide their interactions with tan-
lies, 1t
e stresses that meaningtul relationships develop over
time and that cach touchpoint deepens the relationship;
e acknowledges that forming, relationships ts critical it
we are to appreciate the significance of cultural, reli-
gious, and societal variables for families;

e invites practitioners to reftect on ther role in the svs-
tem ot care around the child and family;

e cncourages practitioners to focus on strengths, rather
than deficits, in individuals and families;

o provides insight into the emotional experience of the
developing parent;

e departs from traditional medical and social service
provision in its multidisciplinary approach;

* strives to create a sense of community at cach of the
touchpoints, by establishing peer groups of expectant
parents during pregnancy and bringing them together
as thev experience cach touchpoint in their children’s
carly vears.

Listening to parents’ voices

As part of the Touchpoints Project, we convened groups
ot parents with children at particular touchpoint ages —
two weeks, seven weeks, four months, seven months,
nine months, and 12 months. Our goal was to listen,
rather than to provide answers — to hear the issues that
concerned parents, which thev would be tikelv to bring,
to protessionals. The Touchpoints framework helped us
to anticipate most of the issues parents raised; unantici-
pated concerns of parents helped us to refine the model.
Parents inall of the groups talked about their roles —
being a mother, a father, or a single parent trying to play
both roles — and their experiences of these roles. One
mother, tor example, said, 71 feel like Thave to do every-
thing (for my baby). Even if she is in the swing or
playpen or the crib, she needs me.” Parents taltked about
balancing the demands of work and home, trving to
make up for not “being there,” and finding time for
themeselves and their partners. They talked about feed-
ing, sleeping, safety, and developmental issues. They
talked aboul their supports and their lack of supports.
They otfered suggestions and shared stories of success
and failures. Each group had a unique atmosphere.

The seven-month Touchpoint Group

The group of parents with seven-month-olds illustrates
particularty well how common issues bring parents
together in a Touchpoints Group. Child development
professionais know that the seven-month-old is dealing
with issues of permanence and mastery, Babies are con-
cerned about separation from their parents and want to
practice their new motor skills whenever they have the

opportumty. These issues, in turn, attect teeding, ~leep-
ing, communicating, and safctv. At the seven-month
well child visit, health care providers typically discuss,
amonyg, other behaviors, the child's ditticulty with going
to sleep and wakmg agam at tight and his desire to teed
himselt. Yet practitioners often teel unable to address
other important parental concerns m the limited «me
they have available.

For our Touchpoints Groups, we met with two sets o
parents with children seven months old—one suburba
proup and one trom the inner citv At first glance. the
parents appeared dramatically ditterent. Parents i the
suburban group represented a wide range of age and
marital ~tatus and were concerned about fertility, preg-
nancy, birth, cconomic, and occupational issues. The
inner-city group of parents. all ot whom received their
health care at a neighborhood health center, reflected
other kinds of diversitv. This group included incarcer-
ated mothers, homeless families, people in recovery
from substance abuse, women caring, tor foster children,
and mothers with other children in foster care. The “lan-
guage” common to both groups was their seven-month-
old children.

Parents in both groups talked about feeding, ~leep-
ing, safety, plaving with their babies, establishing bal-
ance in their Iives, and relating to significant others.
They tatked about feeling frustroted when they couldn’t
understand the meaning, of their child’s fussing. They
didn’t know if the baby was sick, teething, or frustrated.
Parents talked about how they managed their dailv
lives in their various circumstances. Thev shared their
feelings of guilt when they thought their child was “act-
ing spoiled” and then discovered that she was really
sick. Thev talked about trving to encourage indepen-
dence and avoid spoiling their child. This meant differ-
ent things to cach parent: for the incarcerated mothers
and the parents of a premature infant, for example,
“independence” meant that the Baby was strong and
capable of surviving. Parents talked about when vou do
something about tussing, and when vou don’t. They
spoke of how their babies manipulate them—"5he
knows that if she cries, I'll come to her.”

A discussion of crving in one of the groups led to the
following dialogue, in which Ann took the role of group
facilitator, sometimes letting the group steer the discus-
sion and sometimes taking advantage of opportunities
to bring discussion to another level.

Ann: . .. it sounds now like there’s a lot of energy
that goes into figuring out what your babies need,
whereas in the beginning you were guessing. Then
they couldn’t tell you as mucl . but it sounds like .

Richard: They're communicating better now.,

Richard finishes Aun's sentence. Both the process of infant
development at seven months and the parallel changes in
parents” perceptions of their infants are affirmed. But for
another menther of the group, this exchange raises one of the
challenges of the seven- month touchpoint and of any discus-
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stoninony a group of arents  Hat s, oberons differences
amony clildren in the rate of decelopaent. These differences
hecome nore apparent as motor skills cierge.

Tara: My <onis a little behind; he just started sitting,
up. He rolled over once. He's seven months old.  have
triecnds where their Kids are crawling, What's the mat-
ter with myv Kid?

Colleen: Sometimes 1 read books, and the books sav
by this age they should be doing this. ook at my
daughter, and | sav, “Crawl! Crawl?” Or, "Situp.” And
vou kind of teel bad when vou see other people. You
teel awkward, and vou're like, “How come myv daugh-
ter is not doing, that?”

Tara: I'm not looking tor him to crawl. People are

like, "Don’t wish for it.” But vou look at how tast other

Kids are doing it. The doctor savs, “He'lt do it when he
does it 7 He's finally sitting up. That's encouraging,
espesiathy where he hasn’t done those things. Tt gets
frustratng sometimes. It's more work, because they're
not ble to crawl to what they want and rolt over to
what they want. Sometimes that’s more work, I'm
luchv -— mv son sleeps a wicked lot, and he's alwavs
been a sleeper. But when he's awake and just sitting
there, he's like, “Okay, come entertain me. Come plav
with me.”

lara and Collee are mirvoring cach other's fears. They aie
together with this in the face of "other people,” including

their health care provider. They are giving cach other perniis-

ston to express their feelings. Tara also ties pereeived lack of
developmental progress i her son to the frustration she and

her baby both feel when e can’t move Hie way e would like.

Rather than making a connnent about development al
this poutt, Ann chooses to let other members of tHe group
join i the emotions surrownding this touchpoint. By
reframng fron intereening actively or offering “answers,”
A does ot bry to diminish the parents” fears. Rather, she
lets the parents legitimize and normalize these real concerns.
Fhe decclopmental information then comes from the group
itself.

Ann: Would anvbody clse want to comment on
what was said? At this point, people are tetling vou
evervthing is fine, but it's still frustrating if vou sce
other children doing things that your children aren’t
doing,

Mandy: | came to grips with that. My daughter
rolled over only once. I don’t think she’s even going to
crawl,

Tara: My son is going to go from laving down to
walking,

Mandy: She's just not going to do it

Tara: He wants to see what's going on in the room,
and he’ll sit there in a chair or whatever, and he'lt
stand up, and he wants to check things out. But it’s so
funny.

Mandy: My daughter doesn’t have teeth yet. There
are other kids who have three teeth.

Tara: Minc has four. So 1 say, “When yvours crawls

over to mine, he's going to bite her ” have a girlfriend
- shewas ripped - miv son haa o teeth, and she's
like, ”"Why doesn’t mine have any teeth?”

Nancy: Fyery dav vou ook tor a tootlt She doesn’t
roll  she has atew times  but she's just getting,
ready to crawl She sits up.and <he's been doing that
tor a long time. But the teeth ook for them, and |
don’t think thev're ever going to come.

Colleen: My nephew is a vear old this Sunday, and
he just cut his tirst tooth fvo weeks ago. And mv
daughter is cutting her second one now.,

Richard: Theyv all goat their own pace, don’t theve..

Rather than Ann needing o sunmmarize the discission,
Richard made the leap to one of the nwin pomts, whichis
that the parents have st desented decelopmental difter
envces that fall within the realis of novil clald belaor,
Throughout the discussion, Ann's strategy was o listen for
behaviors consistent weith the touchpoint and to monitor Hr
developmental level of the babies, with wir cye to any neces
sary followe-up. As these parents share new developnienits,

frustrations, and successes. they hold wmiveors up to cach

other. Through this sharing of conunon issues in the grougs,
parents groie in their understanding of their child and in
their confidence in their ability to parent their cild.

Incorporating Touchpoints Groups into the
health care system

Qur current health care svstem demands that practi-
tioners mecet the needs of families ina timeiy, cost-effec-
five manner. Many practitioners feel that it is nearly
impossible to spend the time necessary te make
alliances with parents while still providing thom with
the immediate care they need and that we want to pro-
vide.

In a tvpical well-child visit, hurried practitioners
often resort to a more comfortable, “closed” approach to
parents, in which they give advice but do not “open”
areas for discussion which mav demand more time than
is available. At the seven-month visit, for example, a
practitioner may give advice about self-teeding rather
than exploring parents” feelings about this issue or ask-
ing about the family’s overall well-being, The limits of
this approach are often apparent by the time of the next
visit. How often have we heard a practitioner lament,
“If that mother would just listen to what | sav and fol-
low through, then she wouldn’t have these problems
with behavior!”

Time constraints keep parents from raising issues at
their children’s well-child visits — “I never ask my
pediatrician these questions because he s too busy.”
Rather than turning to their health care providers, some
parents rely exclusively on informal support networks
for advice. One parent said, “H T have a question, 1 call
my {riecnd who has a child three months older, and she
tells me what to expect.” Other parents feel isolated in
their parental role, and feel others cannot empathize
with their situation. Clearly, in a hurried health care sys-

26 August/September 1995 Zero to Three




Aruitoxt provided by Eic:

tem, both practitioners and parents can feel unheard
and frustrated.

Touchpoints Groups offer both health care protes-
sionals and parents the time they need and a wayv to use
available resources effectivelv. It children are seen for
well-child care at regular times and these visits are rein-
forced by Touchpoints Groups, practitioners and par-
ents can have rich individual and group encounters
which do not feave them frustrated tor lack of time. In
this model, parents are active group participants, not an
audience assembled to listen to professional advice.
Building, relationships with une another is a primary
goal of the group. Through their children, parents con-
nect to one another and share what it is like to be the
parent of a developing child. Since Touchpoints Groups
will occur at points at which we generally see a spurtin
the child’s development (and all of the disorganization
which accompanies it), both individual and group
encounters offer support arenas in which practitioners
and parents can predict and problem-solve together.

Facilitating Touchpoints Groups

Facilitating a Touchpoint Group involres a combination
of skills. The parents” own agenda must be able to sur-
face. The process demands flexibility; the facilitator
must know when to be more directive with the group,
and when to let the group steer the direction of discus-
sion. The facilitator must also be able to engage a “diffi-
cult” parent. In the seven-month Touchpoint Group
meeting described above, for example, one of the
fathers spent the first half of the session mumbling
under his breath, not contributing to the group discus-
sion. As the facilitator, Ann realized that she did not
have a sense of the source of his frustration. Not want-
ing him to feel uncomfortable, she did not approach this
father directly. Fortunately, however, before the session
Ann had asked parents to write down issues that were
concerning them at this time. During the break, she
looked at the papers and saw that someone had written
“DOCTORS” in capital letters. Knowing that someone
in the group had strong feelings about the medical care
they were receiving — and hoping that this someone
might be John, the disgruntled father — Ann opened the
second half of the group session this way:

Ann: One of the things that someone wrote down
before the session was that one of their biggest frustra-
tions is doctors. What has your pediatric experience
been like so far?

John: Terrible. They talk to you like you're stupid.
They give you a lot of lip service. You tell them a con-
cern you have for vour child. Because they sc v a cer-
tain thing, that's it. They don’t belicve the parent. Thev
believe they know everything, and the parent knows
nothing,

Mandy: | really like my pediatrician.

Debra: [ can really understand were John is coming
from. 1 feel.you just get a little pat on the back, and

they say, “Just try again.” But a parent knows the baby.
Colleen tn]ohn) Did vou already switch doctors?
Mary (John's wife): We're l(ml\m)1 for what's caus-
ing hives in our baby, and we're not getting any
answers. That's very frustrating — when the baby is
screaming, vou know something is wrong
our heads.
Patrick: I know what vou're saving.
Colleen: You can tell vou're really frustrated with it

s notin

At this ponit, John joined the group and felt supported by
the other parents who affirmed Ius feelmgs of not belitg
heard by lis Tealth care provider. As the discussion contin-
wued, the growgr helped [nlm consider how to comfortably
enter the system and gain control over his child’s care.
Before this discussion, Ann felt that foln ias bransterring
lis nesative feelings abowd s pediatric providers Lo her, and
this had prevented him from engaging actively in the group.
The group support freed Jolm to focus on lis child's belucior
and the feelings these belueiors elicited m hin Following
this discussion, however, fohn became a very active partict-
pant. At the close of the session, he said,”
night. 'm so glad we came.”

"This was a great

The Touchpoints model and the power oy
prediction

The Touchpoints model moves bevond discussion of
what parents currently feel and understand about them-
selves and their child’s development to look to the
future. Together, the parent and practitioner anticipate
the next developmental burst and how it will affect the
child’s behavior (e.g., feeding, sleeping). They predict
regressions in the child’s development and how the par-
ent will deal with them, based on their past coping
strategies. Predictions that turn out to be false are as
important as accurate predictions; both lay the founda-
tion for increased future understanding of the child’s
capabilitics and the parents’ strengths and vulnerabili-
ties.

Again, the seven-month Touchpoint Group offers an
example of the value of predicting upcoming regres-
sions in the child’s behavior. The goal is for the parents,
rather than the facilitator, to formulate possible solu-
tions. Following a discussion of their babies’ current
sleep patterns, Ann focuses the parents on changes they

can expect:

Ann: In the next few months, your babies will prob-
ably start having a hard time with separations. That
means their sleeping may become disrupted and they
tnay not want to separate and go to bed, or they may
want you again in the night. How do you think you
will handle it?

Karen: Well, | just can’t close the door and walk
away.

Yana: Yeah, my friend told me tojust let her cry it
out, but 1 don’t know if that would work.

Kevin (to Ann): If you go in the room, though,
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won't it just make it harder tor the baby to go back to
sleep agam?

Ruther than divectly respond to Keent's questions, Ain
felps the parventts find thetr owen <oludions

Ann: Well, what's worked for vou in the past?

Kevin: We just set up a regular routine, and that
reallyv seemed to help. We turn on the night light and
some music, and he just Knes it was time o go to
\|('(‘|'*

Karen: Well when Rachel wasntsleeping vervawell,
we would goin and pat her-on the back and then walk
oul. It took a tew times, and it doesn’t alwavs work,
but she usualhy went back to sleep.

Yana: My sister said that when her baby swoke up a
lot, <he rocked her with a te ddy bear and then put her
down with it

Amndecides o stepon toclabel what the parents are desernl
my without distirbing the flowe of Hhe discussion.

Ann: Do vou know what that is catled? It's called a
transitional object. [t's something that helps her make
the transition from vou.

Kevin: Someone else told us to give a teddy bear
now, that that worked for them.

(seeeral other parents mention other approaches.)

Ann: | think vou've all mentioned strategies that
vou've heard -— some feel comfortable to you and
some don't. .

In an individual encounter with a professional, par-
ents work out their individuatity, while in a group, par-
ents work out their commonality. In this discussion, the
parents go through a process of deciding together what
will work for them individually. They come to under-
stand the meaning behind their baby’s behavior and its
meaning to thcm. On a deeper ler el, they discuss their
concerns about their children fecling deserted or alone
and how thev feel about taking their children into their
own beds.

For these parents, being armed with several strate-
gies allows them Lo teel prepared and capable. It the
child’s sleep becomes disrupted again, they will be ina
better position to handle it. Should the child’s steep
problems not materialize, they will have gained in their
self-confidence and feel they have contributed to the
group. When oriented around the developmental chal-
lenges represented in the Touchpoints approach, parent
gatherings go bevond comparing notes to establishing a
vehicle for reframing parenting skills. The facilitator’s
role is to help parents anticipate their children’s behav-
iors before the parents experience them. Parents can
then join in the prediction process and identify solu-
tions.

Implications for practice

The Touchpoints model can be used to enrich both indi-
vidual and group encounters between parents and prac-
titioners. In both contexts, the practitioner feels that she

s part ot a service delivery system that emphasizes
anticipatory guidance and values relationships with
parents. The Touchpomts Group approach ofters the
additional benetit ot lessening the isolation that so
many parents teet when their child's
disorganized.

The Touchpoints approach also otfers practitioners a
framework tor understanding the parallel processes ot

behav tor becomes

child and parent development. In the group process,
with a tacilitator who is wel-versed in this approach,
the shared passion of parenting helps parents tocus and
retine their parenting skills. The mteraction that results
among parents and practitioner becomes a powerful
means to strengthen the svstem of care surrounding,
voung children,

The Touchpoints model is not intended to stand
alone as a “program,” but is designed, rather, to be inte-
grated into ongoing pediatric, carlyv childhood. and
family intervention services. Touchpoints Groups could
be integrated into well-child care or become extensions
of prenatal classes. The Touchpoints model lends itself
to a multidisciplinary approach; group faciiitators need
not be health care professionals.

Given the current trend toward managed health care,
Touchpoints Groups offer a unique opportunity to con-
vev support and set up a network of continuing care
around families of voung children. Parents need and
deserve to be heard. Parents and practitioners will ber-
efit from a svstem of care built on strong relationships.,
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Bright Futures:

Health Supervision Guidelines and Their

[inplementation

Morris Green, M., Indiana University School of Medicine and

Meri McCoy-Thompson, M.AL.D.

National Center for Education in Maternal and Child Health, Arlington, VA

As we approach the end of this century, several of the
trends that affect children and families are intersecting
with extensive changes in health care delivery. In the
process, pediatric services are being transformed.

For millions of children, the future holds little
promise. Their health status is poor; the risks to their
health are many; and the prospects tor overcoming
these problems are limited. Family relationships are
weakening and parents are spending less time with
their children. Every year, divorce affects one million
bovs and girls. Over 25 percent of the nation’s children
live in one-parent houscholds, and each year a million
more newborns are born to unmarried mothers. Almost
11 million mothers with preschool children work out-
side the home, while one in four infants and toddlers is
poor.

Health service policies, priorities, and professional
education have not kept pace with these changes. Five
vears ago, the Maternal and Child Health Bureau of the
Health Resources and Services Administration and the
Medicaid Bureau of the Health Care Financing Admin-
istration launched the Bright Futures project, with the
mission of developing health supervision guidelines
responsive o the current and emerging needs of chil-
dren and families.

Over 100 health professionals were convened to
serve on a multidisciplinary board of directors, expert
panels, and work groups. The four expert panels-one
for infancy, carly childhood, middie childhood, and
adolescence-met over a period of three years to review
the literature on disease prevention and health promo-
tion and formulate recommendations. The draft guide-
lines were then sent out to 1000 reviewers, whose com-
ments were incorporated into Bright Futures: Guidelines
for Health Supervision of Infants, Children and Adolescents,
published in December, 1994 by the National Center for
Education in Maternal and Child Health.

Bright Futures has been endorsed by 17 professional
organizations and continues to gain  recognition
throughout the health community.

What makes Bright Futures unique?

* Health is viewed comprehensively. Unlike many
pediatric texts and manuasl, Bright Futures takes a com-
prehensive view of children’s health, encouraging

health professionals and families to discuss the child’s
social relationships, emotional well-being and cognitive
development as well as physical health and groswth.

* Health supervision is contextual. The Bright F'utures
guidelines are concerned with the family and the com-
munity as well ag with the child. Since health, educa-
tional, and social issues are strongly interrelated, they
cannot be assessed in isolation from each other. Bright
Futures recognizes the contextuat forces on the child,
including family, cultural, and economic variables, and
challenges the health professional to note these vari-
ables as part of the child’s world. Comprehensive, fam-
ily-centered, and community-based health supervision
requires that the child be viewed in the context of his or
her family and community, and that health care be inte-
grated with other human services.

* Health supervision is a partnership between health
professionals and families. The Bright Futures guide-
lines are based on the belief that health. supervision is
most effective as part of an ongoing relationship
between the health professional and the family. Over

time, the health professional and the familv build trust

and are better able to discuss important issues. The
essential task of the health professional is to reinforce
the role of family as the child’s educator, promoter ot
good health, and caregiver. Important health supervi-
sion goals include enhancing families’ strengths,
addressing their problems and vulnerabilities, building
parental competence and confidence, and helping fami-
lies share in the responsibility to prevent illness and
promote health. Older children and adolescents are also
viewed as partners in health supervision, assuming,
increasing responsibility for their own health as they
mature.

* Health supervision is a partnership between health
professionals and the wider community. The concepts
of health supervision and health promotion reach
beyond a visit to the health professional. Health super-
vision is a team effort, and depending, on the environ-
ment in which various team members work, some of the
components may even be addressed on a daily basis.
Successful interventions often require eftorts that
extend beyond what can be provided in any one setting
or through anv one discipline. Health supervision can
be provided in many settings, often with collaboration
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between a variety ot organizations and  disciplines.
Health supervision should be part ot a seamless system,
integrated with other health and human services, such
as child care centers, carty intervention programs, men-
tal health services and public health programs.

¢ Health supervision is individualized. Every child
and familyv are unique and will need to talk about dit-
ferent issues. The health professional helps address
these issues while building on the strengths of the child,
family, and community. While the Bright Futures peri-
odicity scheduie outlines the minimum number of visits
from the prenatal period through age 21, children mav
need contingency health supervision visits at times of
high family stress, such as moving. divoree, remarriage,
death, major illness, and adoption or toster care place-
ment. In addition, supplementary health supervision
visits mav be needed by children with special health
care needs, those at risk ot abuse and or neglect, those in
families with multiple problems, or in foster care. Chil-
dren should have health supervision tailored to their
particular needs.

Highlights of Bright Futu:es

The Bright Futures guidelines are organized into four
sections: infancy, carly childhood, middie childhood,
and adolescence. Fach developmental section includes
clements that provide an overview of the issues for that
age period:

Theme chapter and chart of achicvements

The first part of cach developmental section provides an
overview of the ¢hild during that developmental
period. It includes @ chart with a quick summary of the
major achievements, tasks and desired outcomes for the
child and (amily.

Preparation

Family preparation for health supervision visits is rec-
ommended by Bright Futures as a means to personalize
the sessions and to make health supervision more efti-
cient and effective. The health professional may ask a
parent to write out, prior to the appointment, the ques-
tions, problems or other issues that the parent would
like to have discussed. (Older children are also encour-
aged to prepare and write their own questions.) As
another aspect of preparation, the health professional
may request complction of a scrccning instrument,
interim history sheet or a cheeklist of symptoms or
problems. In addition, the parents may assemble the

child’s health passport, report cards, and school health
forms to bring along for the visit.

Chart of strengths and issues

Every child has strengths as well as problems or issues.
The family and the community have strengths that sup-
port the development of the child and issues that may
cause problems for the child. Health supervision visits

ofter an opportunity to identity problems and to inter-
vene carlve The healih professional can identify
strengths during, the interview and the observation that
can help the child and family work through the prob-
fems,

Risk factors that mav be identified include parental
depression, marital problems, atcoholism, family vio-
lence, underdeveloped sodial supports, poor communi-
cation, inability to set limits, and lack of an understand-
ing of a child’s behavior. This chart can serve as a
reminder of the many factors affecting deveiopment,

Health supervision summary

At the end of the health supervision visit, the health
protessional should go over the most important points
of the encounter. Referrals can be discussed, as well as
the best schedule for the next health supervision visit
and what issues mayv be discussed.

Components of health supervision

The components of health supervision are presented as
a package of services for each visit. While the physical
examination, additional screening procedures, and
immunizations are of critical importance in meeting our
goals of successful health promotion, thev are also the
components of health supervision with which most clin-
icians already feel proficient. Health interview, develop-
mental surveillance, observation and anticipatory guid-
ance pose a greater challenge. These aspects of care tra-
ditionally have not been emphasized in a health profes-
sional’s training or cducational materials. In addition,
these components of health supervision often require
conversation about difficult or uncomfortable subjects,
challenging even the most experienced health profes-
sional. Bright Futures makes its greatest contribution as
a resource for health professionals to more thoughtfully
incorporate these components into evervday practice
and to enhance communication with parents.

Health supervision interview

The issues identified by the family are of primary
importance, and health professionals can ask open-
ended questions to clicit the concerns of children, ado-
lescents and parents. In addition, it may be helpful to
complement this information by selected “trigger”
questions. Many people are hesitant to discuss family
matters such as marital problems, violence, substance
abuse or mental iliness with their health professional
lest they be viewed as inadequate. Many expect that
heatth professionals will ask what they need to know.
Many are unaware of the impact of family stresses and
life events on children.

Trigger questions, to be asked selectively, include:
¢ How are you today?
e How are things going at home?
¢ Have there been any major stresses or changes in
your family since your last visit?
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e How are vou balancing vour role of partner and par-
ent?

¢ Have vouever been in a relationship where vou have
been hurt, threatened or treated badly?

¢ How were things for vou when vou were grow.ng
up?

* Do vou plan to raise your baby the wayv vou were
raised or somewhat differently?

Who helps you with the baby?

When are vou planning to return to work?

What do vou enjoy most about your child?

What do vou do when probleris seem to be getting, to
vou? 7
e Do vou and vour partner tend to argue or differ
somew in vour ideas about discipline?

e [sthe  anything clse that you would like to tell me?

Developmental survetllance

Instead of just checking off whether the child has
achieved certain milestones, developmental surveil-
lance involves collaborating with the family to observe
the emergence of abilities in children over time, Bright
Futures provides questions in several domains— com-
munication, cognition, movement, social interaction
and plav-—and describes a range of sample responses
that parents may provide. For example, a health profes-
sional who has been providing health supervision to an
cighteen month old child may ask the child’s father,
“Tell me about Jason's typical play.” When the father
replies, “"He has some toys that he really likes. He can
push his play lawnmower, likes playing ball with me,
has started to build things with blocks, and is really
starting, to like crayons,” the health professional can rec-
ognize the provided cues: “Imitates, has manual dexter-
ity, and participates in social play.”

Observation of parent-child interaction

In addition to physical examination of the child, obser-
vation of the child’s behavior and of the parent-child
interactions may provide useful information. Is the par-
ent able to identify cues from her infant or child and
respond consistently? Does the parent respond suppor-
tively to the infant’s autonomy or independent behavior
as long as it is not dangerous?

Anticipatory guidance

Anticipatory guidance is a highly important aspect of
discase prevention and health promotion. The goal is to
prepare the parents for the physical, social and emo-
tional issues that may occur before the next visit. Antic-
ipatory guidance may be given at appropriate points
during the interview and physical examination or as
part of the summary of the visit. Becausc it is not possi-
ble to provide comprehensive anticipatory guidance in
the relatively short time usually available for health
supervision, many professionals distribute handouts
containing anticipatory guidance. Other settings use
group or family anticipatory advice sessions.

Anticipatory guidance highlighted in Brivht Putures
include:
* promotion of heal:hy habits
¢ injury and violence prevention
¢ nutrition
¢ oral health
¢ sexuality education, among, others
* promotion of social competence and mental health
* promotion of constructive family relationships
e promotion of community interactions.

Phase II: Building Bright Futures

When first volumes of Bright utwres rolled off the
presses in December, 1994, all who had beeninvolved in
the development celebrated. But we knew our real work
had just begun, and we knew we would need lots of
help. Inorder to transtorm Bright Futures from an attrac-
tive publication into a working model on how to serve
children and families, many partners would be needed.
Fortunately, the collaborative development and review
process meant many individuals and organizations
were already familiar with the document and had
begun using their copies of drafts to change their prac-
tice and programs even before Biight Futures was pub-
lished. At the National Center for Education in Maternal
and Child Heaith, our job for the past six months has
been to encourage these efforts—providing technical
assistance to people who e trying to implement the
book's guidelines, connecting them with others who are
undertaking similar efforts, sharing information at
meetings and conferences across the country, and plan-
ning implementation matcrials.

How is Bright Futures changing practice?

Professionals are using Bright Futures as a personal
resource, to help them shape their own relationships
with families.

Che /l Jones, ARND, CPNP is a nurse at the University of
lowa Child Health Specialty Clinics. She has been in nursing
tor over 30 years, but Bright Futures is changing her practice.
The trigger questions and anticipatory guidance sections are
particularly helpful as she works to develop rapport with
families and provide them with information about important
topics.

John Meurer, MD, MM is an Associate £rofessor of Pedi-
atrics at the Medical College of Wisconsin. He is working
with the resident physicians in his program to devels health
status questionnaires that families can complete prior to a
health supervision visit. These questionnaires, which incor-
porate the trigger questions from Brigh! Futures help the fam-
ilies share all types of information so that the resident physi-
cians can more effectively address concerns and questions.

Professionals are using Brigh! Futures to educate fami-
lies.

In Richmond, Virginia, I ran Mever and her colleagues at
the Department of Education are developing parenting edu-
cation modules based on an\:h! Futures,

Katie Cochran and her stdff at Healthy and Ready to

l: lC ' Zero to Three  August/September 1995 31

32




ERIC

Aruitoxt provided by Eic:

Learn in Ewa Beadh, Hawair are using Bright Futures to cre-
ate developmental charts tor the tamilies that thev serve so
they can better undorstand their child’s development and
behay on

Bricht Tutieres is being used as a bridge across programs
and disciplines.

Iy Wisconsim, Breehit utiores as been distributed to W IC
programs, Head Stact Tocal health departments, and bieth to
three programs The content was also integrated mto a man.
ual tor schoal nurses 1o help with traming, the Birth-to-
three progran sponsored anaudiocanterence and the Mater-
nal and Chuld Health T ducation Tramimg, Institute o telecon-
terence on Broeht Tutioes, both broadoast to several locations
around the state,

Keith Reberts, DDS, o pediatric dentist in Indiana, pur-
chased two copies of the book as a gitt for every pedratric
primary care provider in lus county He is encouraging cach
provider to keep one copyas a personal reterence and
another m the waiting room as a reterence tor fanulies,

Bright Futires is a tool that can change the wav health
professionals think, Over 230 medical and nursing
schools have adopted Bright utures as a required text,
Physicians and nurses are using Bright Futures to pro-
vide continuing medical education to their colleagues.

ferold Woodhead, MD. Clerkship Director for Pediatrics at
the University of lowa, provides a foaner copy to every stu-
dent assigned to a General Clinies rotation. When students
use Bright Putures, he focuses their attention on the compo-
nents in any given chapter and asks them to reflect on the
families they have seen and to prepare tor the next dav’s vis-
its. He has been impressed by the speed with which they
incorporate developmental issues, screening and anticipatory
guidance mto their encounters with tamilies, The students
have also evaluated Bright Tutures very positively.

In Texas, the department of health and the state nurse’s
association have developed a curriculum to certity nurses
and phvsician assistants in Farly and Periodic Sereening,
Diagnostic, and Treatment. Twoe davs of the five-dav course
are developmental surveillance and anticipatory guidance,
with material copied from Bright Futures. The trainers plan
on training 800 nurses and physician assistants by December.

Bright Futures is influencing practice parameters, both at
the state level and for professional organizations. The
states of Alabama, Alaska, Colorado, lowa, Maine, Mis-
souri, North Dakota, Pennsvivania, South Dakota, and
Wisconsin have each bought more than 100 copies to
distribute within their programs,

The state of Florida has a legislative mandate to determine
prevention practice parameters. Bright Fulures is viewed as
the modet tor pediatrics, and the chair of the committee is
working, to pot Bright Futines adopted as the pediatric prac-
tice parameter.

The Advanced Practice Committee of the Society for Pedi-
atric Nurses is using Bright Putures as a blueprint for redefin-
ing pediatric nursing. The committee would like to define
standards and curriculum for advanced practice nursmg,
hased largely on Bright Futures.

What are our plans for the future?

Part of our job is to get Bright rtures into the hands of
those who are warking with children and tamilies. We
are conducting a campaign to cducate professionals
about the document, presenting and  exhibiting  at
national conterences and asking our many partners to
include items in their journals, newsletters, catalogs,
and professional presentations. In the next few months,
Brivht Tuticres will be available on C1»ROAN and on
NCEMCHs Home Page on the Internet.

We are using a database to track the expanding net-
work of people using Bright Tutures to be able to link
people who are doing ~imilar things. We also have o
nowsletter, Briglit Notes, to keep people informed of the
variety af wavs Brght Prtires is being implemented.,

More importantly, we are in the process of creating,
materials to help protessionals and tamilies put Bright
Putures into practice. For protessionals, our tirst effort is
Bright Futures in Practice: Oral Health, which will be pub-
fished m the next few months., Other practice guides, on
topics such as nutrition or mentat health, are being con-
sidered. We also want to create tools for providers, such
as a pocket guide, cue cards or medical chart sheets.
Iraining modules will be developed for different pro-
fessianal disciplines.

For families, we would like to create materials that
both provide information on child development and on
how to get better help from their health professionals.
Materials targeted directly at adolescents or parents of
adolescents are being considered.

We are fortunate to have a public-private partnership
that is growing cevery dav to help make the develop-
ment of these materiats a reality, As this network grows
we hope that more individuals and organizations can
participate in these implementation activities, sharing
expertise and opportunitics for these matertals to be
evaluated in a variety of practice settings.
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Keys to CaregivinG:

A new NCAST Program for health care providers

pareits of newborns

Georgina Sumner, RN, M.SN.
NCAST, Seattle, Washington

In the majority of American hospitals todav. mothers
and therr newborn infants are discharged only hours
atter delivery. Early discharge means that the family
spends less time in an unfamiliar environment, and inti-
mate contact between the baby and all family members
occurs quickly. However, early discharge also means
that just atter a major physiological and psychological
event, with no time for recovery, the mother returns
home and mav be expected to function as before, taking,
care of herself as well as the family.

Earlv discharge policies fail to consider that most
new parents in this country are not aware of their baby's
ability to interact as a social partner and to process what
i~ going on in the immediate environment. Onee they
learn to understand and interpret the newborn’s com-
plex behavior, parents find that getting to know their
infant is a marvelous exper.onee. But who will teach
new parents? Unfortunately, carly discharge from the
hospital and the reduction of “non-essential” services,
such as anticipatory guidance and support, mean that
hospital-based professionals no longer have the oppor-
tunity to teach new parents about their amazing new-
born. Moreover, public health nurses, family phvsi-
cians, community-based pediatricians, nurse practition-
ers, and lay home visitors, who now bear increasing,
responsibility for guiding new parents, may themselves
have had tittle professional training in caring for new-
borns. These prorcssmnals may have alot to learn about
the past 40 vears’ discoveries about newborns” behav-
ioral capacities.

The Kevs to CaregivinG program was developed to
teach both protessionals and parents about newborn
behavior and appropriate, responsive care. Keys to
CaregivinG is the most recent initiative of the Nursing
Child Assessment Satellite Training, (NCAST) Pro-
grams, which has been using innovative methods to dis-
seminate new information about infants and the role of
caregiving tor almost 20 years. In the late 1970's,
Kathrvn Barnard and her colleagues in nursing. devel-
opmental psychology, and pediatrics beamed instruc-
tion via satellite to maternal and child health nusses all
over the United States. Satellite training focused on new
rescarch findings that confirmed the relationship of
infants” carly behavior and the caregiving environment
to the child’s subsequent cognitive development. Later,
we formatted the scales of early parent-child interaction

and

now known as the NCAST Feeding and Teaching, Pay-
ent-Child Interaction scales (PCH and taught them to
nurse providers in hospitals, health departments, and
university settings. Since the beginning of the scales’
dissemination, more than 16,000 health care providers
from all disciplines, in 48 states and 14 countries. have
received NCAST training,.

The Keys to CaregivinG program

Kevs to CaregivinG is a learning package of «iv video-
tapes, a study guide, and booklets for parents. Designed
to explain how and w hy newborn infants behave as
they do, the series is based an many vears of multidisci-
plmmy scholarship, research, and practice. Although
Kevs to CaregivinG videos can be used in a self-study
program, most learners prefer a group setting in which
they can view and discuss the tapes with an instructor
and their peers. Discussion helps to expand and <oiidify
the meaning of the concepts introduced in the videos
and study guide.

Designed to be viewed in sequence, the siv video-
tapes show infants who were filmed in hospitals from
two hours to two davs after birth. We chose to focus on
the newborn period to show how incredibly developed
and capable babies are immediately following delivery.
(In fact, many behaviors of newborns also oceur in
utero.) The videotapes cover infant state, intant behav-
ior, infant cues, state modulation, feeding interaction,
and professipnal/ parent communication. Each video-
tape emphasizes one or two key concepts, cach with
direct implications for appropriate caregiving.

Infant state: An infant’s state affects how the infant
responds to a given event and may affect the care he
receives. The infant’s six states of consciousness (active
and quiet sleep, three awake states, and one transitional
state) are the basis for understanding infant behavior,
This video offers vivid examples of each state, so that
viewers with no prior knowledge of infant states can
watch a newborn and recognize what state of sleep he is
in, as he goes through alternating episodes of active and
quict sleep. Knowledge of the organization of a new-
born’s cveles of sleep and wakefulness is important for
caregivers. For example, trving to feed an infant who is
in a quict sleep state is rot a good idea; the baby will not
suck or swallow well. If the caregiver waits five or ten
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minutes, however, the baby will transition automati-
cally into an active sleep or drowsy state, when feeding
is more appropriate.

Infant behavior: Knowing about infant behaviors helps
caregivers respond more appropriately to the infant’s
needs. This video presents ten behaviors, adapted from
the Brazelton Neonatal Behavioral Assessment Scale
(NBAS), that parents find most rewarding in determin-
ing the care they give to their babies. These are: orienta-
tion to face and voice (alertness); orientation to face; ori-
entation to voice; habituation; consolability; cuddliness;
smiling; motor behavior; irritability; and readability.
Four major considerations help guide caregivers in
interpreting and responding to these behaviors.

1. Inpant state—caregivers learn which states pre-
dictably elicit specific behavioral responses.

2. Individual dyerences—caregivers learn to identify
unique behavioral expressions or patterns of respond-
ing that make a baby’s behavior more predictable. For
example, recognizing that her baby consoles quickly,
cuddles casily, or resists being held helps a mother
respond sensitively even to subtle differences, and gain
confidence in her caregiving,

3. Sensitivity of the caregiver—caregivers learn how to
bring about the best response from a baby. The “pacing”
of an activity is important. For example, moving slowly
and adapting to the infant’s movements can be critical
to eliciting desired behavior. Talking in soft, steady, con-
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tinuous tones helps the infant to orient and respond to
the caregiver’s voice.

1, The effects of infant behavior on caregtoers—knowing
the infant’s potential promotes positive interactions and
feelings of competence in caregivers. Once parents
know their baby can see and hear, they talk more and
listen more to their baby. The newborn’s behavior—and
her caregivers’ appreciation of its meaning—can be a
powerful, long-lasting influence on important carly
relationships.

Infant cues: Cues are babies” wavs of communicating
with their caregivers. Babies use two types of non-ver-
bal cues, engaging and disengaging; these, in turn, can
be potent or subtle. Engaging cues communicate the
desire to interact; they include smiling, looking at the
caregiver’s face, and reaching toward the caregiver. Dis-
engaging cues, communicating the message, “1 need a
break,” include crying, turning away from the caregiver,
and falling asleep. Babies often use subtle cues before
resorting to potent ones. When caregivers understand
the newborn’s “language,” they can respond to subtle
cues, enjoy their caregiving, and set up a rich communi-
cation pathway that can last a lifetime. In contrast, other
babies are “taught to cry” before they receive a feeding
by caregivers who do not respond to subtle disengaging
cucs,

State modulation: Infants use state modulation to deal
with stimulation. Caregivers who use the principles of
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state modulation find caregiving routines more pleasur-
able and rewarding. Sieep/wake cveles involve transi-
tions during sleep (such as the transition from quict to
active sleep) as well as the transition from sleep to
wakefulness, state modulation is the process an infant
or adult uses to change trom one state to another. Move-
ment from one state to another and maintenance ot a
sleep evele can be atfected by both external stimutation
(for example, noise, cold, lonetiness) and internal stim-
uli (for example, hunger or discomtort). “Sleeping,
through the night” requires neurological growth to
occur, but most three-month-old babies can begin to
chain together enough sleep eveles to maintain sleep tor
at least six hours. Caregivers can help infants modulate
state. To awaken a baby, use a variety of new and inter-
esting, stimuli in an active, but non-intrusive stvle. To
soothe a crving or upset infant, use repetitious rocking,
stroking, or talking in a soft, steady voice,

Feeding interaction: Feeding is more than just cating,. Tt
involves all the elements of state, behaviors, cues, and
the modulation of states. Parents who are sensitive and
responsive to infants’ cues experience more pleasant,
satisfving  feeding interactions with  their babies.
Barnard’s model of caregiver/infant interaction during,
feeding episodes looks at both the parent and the baby's
responsibilities in the interaction. The parent’s role
involves: 1) the ability to recognize the infant’s cues
promptly; 2) the ablhtv to soothe or quiet a distressed
infant promptly and effectively; and 3) providing visual,
motoric, and auditory experiences during the feeding
that stimulate the baby's capacity to take in and respond
to the environment. This can be as simple as encourag-
ing the baby to explore the bottle, breast, or an object
with eves, hand, or mouth, The skills an infant needs for
a successful feeding interaction include: 1) sending clear
hunger cues to the caregiver by compicte flexion of
arms and legs, mouthing, active movement of extremi-
ties, hands over the stomach, and sucking movements;
and 2) responding to the caregiver’s actions by stopping
crving in response to the caregiver's soothing attempts
or looking in the direction of the caregiver’s face when
she tatks.

Professionallparent communication: Assessment, shar-
ing information, performance, and feedback are cele-
ments of a communication model that is satisfying for
both professionals and parents. During assessment, the
professional comes to know and understand parents’
concerns, questions, and level of knowledge. Sharing,
information involves listening and responding to the
parent’s specific observations, questions, and concerns,
and giving parents an opportunity to respond to the
information provided — a "return demonstration” that
reveals whether the intormation has been understood.
Any successful fearning process requires feedback.
Commenting on and responding to the parent’s perfor-
mance gives validation and constructive information,
motivates further efforts, and creates selt-confidence.

(O Wa

Positive teedback -+ for example, “The way vou held
Brendan close and pattud him umtmuousl\ really
helped him to stop crving” — helps a parent become
more aware ot the impact of his caregiving behaviar,
reveals how the protessional perceives his actions, and
helps the parent feel part of a relationship in which
someone cares for and about him.

Using Keys to CaregivinG in training

Although the Kevs to CaregivinG program was dey el-
oped originally for nurses, it has successtully helped a
variety of professionals and | arents provide rc\'pon\'i\ ¢
care for very voung infants. Kevs to CaregivinG has
been used in hospital-based pwnatal education pro-
grams, national prenatal education initiatives, health
department clinics, free-standing, clinics, WIC pro-
grams, and other perinatal care settings. Univ ersities
and community colleges are using, Kevs to CaregivingG
in curricula designed for professionals who will be
responsible tor the care of very young infants.

The Kevs to CaregivinG program can help all family
members — including mothers, tathers, grandparents,
and siblings — explore the information thev alreadyv
have about newborns and their care, and c\pand and
enrich their knowledge. Showing the videotapes in a
group setting and eliciting tamily members” values and
beliefs about the concepts presented can help consoli-
date a shared understanding of infant behavior. This
shared understanding, in turn, helps support sensitive,
responsive, and growth-fostering caregiving,.

Because parent education during the last trimester of
pregnancy tends to focus on the labor and delivery
process, we recommend presenting the Kevs to Care-
givinG video series to expectant parents in the sixth or
seventh month of pregnancy. Both first-time and experi-
enced parents find the series helpful. Experienced par-
ents often comment, “If T had only known this when |
had my first child!”

Professionals who come into contact with new par-
ents only after delivery should share Keys to Caregiv-
inG with family members during the first month post-
partum. Establishing a strong professional/parent rela-
tionship is the first priority; the information contained
in Kevs to CaregivinG should be shared initially in face-
to-face dialogue. To reinforce — but never to replace —
dialogue, booklets for parents, in English and Spanish
and written at a 4-6th grade reading level, are part of the
Kevs to CaregivinG learning package. Booklets address
the concepts of infant state, infant behavior, infant cues,
state modulation, and parent-infant interaction,

Readers who are interested in bringing NCAST train-
ing programs to their community may call the NCAST
Program office in Seattle, Washington, tel: (206) 543-
8528,

v
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Developmental and Behavioral Pediatrics: A Hand-
book for Primary Care (1493) - Steven Parker and Barny
Zuckerman (Uittle, Brown and Company. Boston, MA 02108
$30.45,

Primary care clinicians are most ettective, the editors of
this volume suggest, when they can torm therapeutic
alliances with children and tamilies; sensitively elicit
intormation; understand the psvehological, biological,
and social roots of problems: and have ready concrete,
practical, and effective treatment strategies. This 89-
chapter handbook is designed as a user-tricndly tool to
strengthen such skills among pediatricians, family prac-
titioners, nurse practitioners, physicians” assistants,
pediatric nurses, and others who care for children.

Part | discusses the fundamentals of behavioral and
developmental pediatrics, with chapters covering such
topics as establishing a therapeutic alliance, interview-
ing, diagnosis, and management. Contributing authors
include, among others, T. Berry Brazelton, Jack P Shon-
koff, and Yvette E. Yatchmink.

Parts 11 and I address issuc-specific developmental
and behavioral problems and family issues, ranging
from biting and sleep problems to witnessing violence
to cultural responses to behavioral problems. Authors
contributing to these sections include, among others,
Stanlev L. Greenspan, Barry Zuckerman, Deborah Frank,
Susan Coates, Ugi Ertem, James AL Blackman, Robert
Needlman, Betsy McAlister Groves, lerera M. Kohlen-
berg, and Lucy Osborn. Appendives include behavior
and symptom checklists and developmental milestone
charts.

Starting Right: H.w America Neglects Its Youngest
Children and What We Can Do About It (1995) - Sheila
B. Kamerman and Alfred ]. Kahn (Oxtord University Press,
Inc, 198 Madison Avenue, New York, New York 10016) $25.00.

No one stage of life is more important for shaping an
individual’s future development and life course than
are the first three vears, observe Sheila Kamerman and
Alfred Kahn. Yot America’s infants and toddlers are in
trouble, and their situation is changing dramatically for
the worse: Among other indicators, during the 1980,
the number of poor infants and toddlers increased by 26
pereent, and in some cities and rural arcas over 45 per-
cent of infants and toddlers live in poverty.

A 0-3 palicy agenda must address economic security,
time for parenting, maternal and child health, and ser-
vices (including both infant and toddler care and edu-
cation and tamily support services). Drawing on their
extensive study ot northern and western European
countries which have developed a variety ot policy
options supportive of families with children under
three, as well as US, models, Kamerman and Kahn

review «trategics mcludmg child or tamily allowances
and tax benetits, child support insurance, housing,
maternity and parental leaves, intant and toddler ¢hild

care, home visiting, and community
centers.

tamily resource

Reviewing, possibilities tor retorm an child  health
care, the authors argue that since “a complev intertwin-
ing of nutrition. housing, poverty, parental competence,
parental health, and lite-stvles determine cluld out-
comes,..medical supports and interventions must come
trom staft and a delivery svstem with a broad vies of
child development and a readiness to initiate other-
than-narrow  medical mterventions.” Child  health
is critical, supported by outreach and
Jinked to a range of other supports tor intants, toddlers,
and their famihies.

supervision

Community Child Health: An Action Plan for Today
(1994) - Judith S Palfrey. Julius Richmond
(Greemvood Publishing Group, 82 Past Road test, Box 5007,
Wostport, CT 06881) $35.00.

To address the health problems that atfect America’s
children, antibiotics and vaccines are no longer enough;
child heatth professionals must redirect energy toward
healing children’s itls in the context of their families and
communities, Judith Palfrey claborates this theme,
drawing on her clinical and research experience at the
Children’s Hospital in Boston, as she examines children
in a changing community context, community influ-
ences on children’s health, and trends in the health sta-
tus of American children. The volume discusses con-
straints that have limited community outreach by child
health practitioners and describes issues and ;,Lndolmvs
in providing health care services for children at social
risk and for children in group care. A final section
describes steps toward an integrated service dehivery
system at the community level.

toreword by

Strategies To Enhance Preventive and Primary Care
Services for High-Risk Children in Health Mainte-
nance Organizations (Junc, 1993) - Margas ot A, McManus
and Harriette B. Fox (The Child and Adolescent Health Policy
Center, George Washington University, Washington, D.C)
Available by calling Jenniter Dunbar at McManus Health PPol-
icy, tel: (202) 686-14797. 525.00.

This report, prepared with funding from the federal
Maternal and Child Health Bureau, DHUHS, is designed
for medical directors, pediatric health professionals, and
quality assurance staff of Health Maintenance Organi-
zations (HMOQOkY, and for the purchasers of managed
care services, including both private sector employees
and state Medicaid agency officials. It argues that
HMOS, because of their unique emphasis on early
detection and treatment, have an important role to play
in serving the large and growing number ot children
who are at risk of developmental, behavioral and emo-
tional, and physical health problems because of envi-
ronmental, behavioral, and biological risk factors.

The report describes 15 design elements, related to
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needs assessment, access initiatives, and enhance 1 pre-
ventive and primary care, that HMOs can integrate into
existing program operations in order to improve fong-
term outcomes tor lagh-risk children, The report detines
cach design teature, discusses implementation issues,
and presents illustrative examples, These elements
include enriched case management services (assigning a
nurse, social worker, or other protessional to a very
high-risk child and familv); assigning high-risk children
to primary care providers who have, or have regular
access to, special expertise inareas such as behavioral-
developmental pediatrics or chronic iliness manage-
ment; and the co-location of mental health professionals
N primary care settings, cither as consultants to the
pediatrician or family physician, as providers ot short-
term treatment, or as organizers of family support and
education groups.

A Welcome for Every Child: How France Protects
Maternal and Child Health — A New Frame of Refer-
ence for the United States (1991) - Gail Richardson (a
report of the French-American Foundation published by the
National Center for Education in Maternal and Child Health
(The |rench-American Foundation, 41 East 72nd Street, New
York, NY 10021) $10.00

This publication contains the joint findings of the
French-American Foundation’s investigation of the
Freneh maternal and child health svstem and of 13
American health care practitioners and policy makers
who observed French physicians, midwives, and nurses
at work in neighltorhood health centers, haspitals,
preschools, child care centers, administrative bureau-
cracies, and homes. The delegation, which included C.
Arden Miller and Barry Zuckerman, noted that France
is facing challenges similar to those faced by the United
States, resulting from rising medical expenditures and
growing social problems linked to unemployment and
poverty. However, 96 perzent of French children are
born to mothers who received early prenatal care. Only
4.6 percent of French children live in poverty. All but a
minuscule fraction of French children live in families
that receive universal health insurance, paid maternity
leaves, and family allowances to help meet the costs and
responsibilities of childrearing. By age two, more than
90 percent of French children receive all required immu-
nizations,

Recommendations based on the French experience
would: 1) remove barriers of cost, eligibility, distance,
and stigma that prevent families from entering doctors’
offices and other medical settings to receive preventive
exams, tosts, and vaccinations; exercise vigilance and do
outreach, neighborhood by neighborhood, to identify
women and children at risk while there is still time to
help families take responsibility for solving their own
problems; adjust working conditions and hours for
pregnant women to reduce stress and the likelihood ot
preterm delivery, and offer paid maternity and other
parental leaves, with job security, to permit families

time to nurture very voung children; and create specific
expectations for tamilies regarding their responsibilities
to the next generation, and offer respect, incentives, and
information to promote the fulfillment of these obliga-
tions.

Investing in a Healthy Future: A How-To Manual for
Effective Maternal and Child iicalth Programs (1v3) -
The Association ot Tunior Teagues International, Inc. (A1
Resouree Department, 660 First Avenue, New York, NY 10016-
3241) S25.00.

This handbook was developed to help community-
based organizations improve the lives of pregnant
women and children by effectively addressing their
health needs. The publication provides an overview of
the current maternal and child health <ituation in
Canada, Great Britain, Mexico, and the United States. It
provides specific intormation on how to work ina mul-
ticultural sctting, establish or revitalize community
advisory boards, assess maternal and child health

- needs, and plan, implement, and instiutionalize com-

munity programs. Case studies of League initiatives in
Arlington, Fort Worth, Minncapolis, and Stamford-Nor-
walk illustrate these strategies.

' Videotapes

The Ages & Stages Questionnaires on a Home Visit.
22 min. with The Ages & Stages Questionnaires (ASQ) svstermn
- including User's Guide, questionnaires (English or Spanish)
and scoring sheets - are components of The Ages & Stages
Questionnaires: A Parent-Completed, Child-Monitoring, Svs-
tem.  ASQ was devdloped by Diane Bricker, Jane Squires,
Linda Mounts, LaWanda Potter, Robert Nickel and Jane Far-
rell. Published and distributed by Paul H. Brookes Publishing
Co., Inc, I2O. Box 10624, Baltimore, MD. 21285-0624, tel. 800-
638-3775. Also available from Child Development Media, Inc.
3632 Van Nuyvs Blvd, Suite 286, Van Nuys, CA 91401, Tel. 800-
403-8942. $175 for the et

ASQ is a screening and tracking program tor infants and
voung children who are at risk for developmental
delays. This parent-completed child-monitoring system
is designed to identify infants and young children who
require further developmental evaluation. The ques-
tionnaires are designed to be completed by parents
when a child is 4, 8, 12, 16, 20, 24, 30, 36 and 48 months
of age with optional questionnaires available at 6 and 18
months. This screening tool helps to identify children
who may need further diagnostic testing and interven-
tion services. The screening tool can also be used to
monitor children who are likely to outgrow their prob-
lems naturally without intervention. The Ages & Stages
Questionnaires on a Home Visit video tape is a com-
panion to the ASQ and shows a home visit with a fam-
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itv who have three children. The home visitor guides the
familv through the questionnaire items and demon-
strates how to explain the screening process to parents:
create opportunities for children to demonstrate skills;
encourage sibhings and other familv members to partic-
tpate; redefime items to reflect a familv's values and cul-
ture; and promote parent-child interaction and optr-
mum child development. The tape also otfers sugges
tions on ~coring ASQ during the visit, on activities tor
parents to implement with their children and suggests
feaving additional questionnaires with the family.
Accompanving discussion questions can facilitate the
trammyg of home visitors and other service providers to
use ASQ.

Listening to Families Videotapes:

This series is designed to meet the growing need tor traiming,
carlv mierventionists o work effectively with famities. Pro-
duced by lana Staton, Ph.D., American Association tor Mar-
riage and Fanuly Therapy Foundation Available from Child
Development Media, Inc.. 5632 Van Nuovs Blvd, Suite 286, Van
Nuvs, CA, 91401 Tel 800-405-8942, Individually priced, or 1o
tape series/ $700 (plus shipping and handling).

Introductory Tapes: Created for use with providers
working with families in a variety of setiings, including
IDEA Part H services, Head Start, family preservation,
maternal and child health and marriage and family ther-
apy. The tapes focus on the provider’s role of engaging
familics in conversations to build a partnership and on
listening to and cliciting family strengths rather than a
focus on problems.

Building « Family Partnership. 50 min. Viewers Guide
included. $75.

This tape includes unedited excerpts from conversations
with five diverse families. Segments were selected to
highlight generic communication strategies helpful in
joining with a family and building a collaborative part-
nership. Strategies include: having a conversation rather
than an interview, sharing power by letting the family
do the tatking, focusing on family members’ strengths,
asking open-ended questions and encouraging expres-
sion of different viewpoints. Experienced family consul-
tants meet with families from African-American, His-
panic/Latina and European-American backgrounds
from all income levels.

soring Family Strengths. 30 mip. Viewers Guide included.

S

Y|
73

This is a highly focused presentation of the rationale,
examples and strategies for engaging families in conver-
sations about their strengths as well as their problems.
The video explains why recognizing family strengths is
essential to building a family partnership, demonstrates
the essential importance of the provider's belief that all
families have strengths, and illustrates how carly inter-

ventionists can explore and elicit strengths with families
trom diverse cconomic and cultural backgrounds, even
under difficult and stressful circumstances. All the fam-
itics and fanvilv therapists trom the Listening to Families
series are shoswn.,

Individual Family Videotapes: Conversations with indi-
vidual tamilies evplore the issues ot raismg a yvoung,
¢hild or children with special needs, Families are trom
diverse cultural, linguistic and cconomic backgrounds
w th children representing a wide range ot disabilities,
L king with experienced family therapists who demon-
strate how to Yisten to a tamilv's storv and focus on tam-
ilv concerns, priorities and resources

hwo- tape sets (second tapes show s tollow-up visit one vear

laterin S™0 ca set. plus shipping & handhng)

Colton Fimnily: A Family Pighting tor Its Vision ot Carissa
with Colton Famil : One Year Later

hwo parents, three children. The one-vear-old daughter
has Down syndrome; the bovs are six and . The focus
is on family hopes and vision tor Carissa in contrast to
that of some providers, family decision making and
interactions, needs of the older children, the role of
brothers in caring for their little sister, and strengths
from religious faith and extended family. Family is mid-
dle-income, African-American, Setting: tamily home.
Family Consultant: Jana Staton, 'h.D.

Dutton Family: Two Wise Women Demonstrate Strengths
of Intergenerational Parenting Team with Dutton Fam-
ilv: One Year Later

Mother and grandmother, and three children, two-,
three- and four-vears-old. The three-vear-old boy has
cerebral palsy. The focus is on strengths of shared care-
giving, the family’s hopes for the child, tensions
between mother and grandmother over discipline and
family rules, ditficulties with getting El services and
making the transition from Part H to public schooling,
The family is limited-income, African-American. Set-
ting: church parlor. Family Consultant: T.ee Combrinck-
Graham, MD.

King Faniily: When Support Isn't Fnough with King
Family: One Year Later

Mother, father and two children, a girl, two-and-a-half
and a boy, four. The vounger child has C-1H-A-R-G-LE, a

-syndrome with mulsiple birth defects affecting major

organ systems. The focus is on parenting roles, stress on
the parents and their relationship from caring for a med-
ically fragile child, the needs of the older sibling, inter-
actions with medical and El providers, conflicts over
diagnosis and treatment and financial and future con-
cerns. The family is middle-income, Eurapean-Ameri-
can. Setting: family home. Family Consultant: Lee Com-
brinck-Graham, MD.
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Single tape ttles: 60 min. ca With discussion guide. $00 ¢a.
tape (plus shipping & handling)

Andrewes Fanuly: Parents Set Aside Differences and Work
Together for the Sake of Their Child

NMother, tather, one chitd. The son is two vears old, and
was born with multiple congenital maltormations,
including Dandy-Walker syndrome, cerebral palsy,
hvdrocephaly. The focus is on the parents” commitnient
to their ¢hild and eftorts to cooperate although they are
now separated, difficultics of getting respite care in a
rural area, and the attritudes of the family and its town
toward a child with severe disabilities. The family is
working Furopean-American. Setting: family
home. Family Consultant: Erie McCollum, Ph.D.

(|d.\_\,

Bernardo Pamily: Parental Intuition Makes the Difference
for Child with an Ambiguous Diagnosis

Mother, father, two children, two and tour vears old.
The oldest boyv has speech delavs and possible diagno-
sis of ADDL The focus is on the parents” difficulties and
stress in decision making when the diagnosis is uncer-
tain or ambiguous, the parents’ sensitivity toward their
child’s needs, parentat differences over advice not to use
native language in the home (Spanish) because of
speech difficulties, financial concerns due to mother
working only part-time in order to meet child’s needs.
Family is middle-income, Latino. Setting: family home.
Family Consultant: Halcvone Bohen, Ph.D.

Bound Fannly: Love Changes Evervthing:
ple Forms a New Family

Mother, father and five children. Only the two-year-old
son, born prematurely with hydrod ephalv and develop-
mental delays, is present. The focus is on the develop-
ment of a couple bond, familv-of-origin relationships
and acceptance, medical and El services and hopes for
the tuture. The parents, a voung working couple, are
middle-income, African-American. Setting: office.
ilv Consultant: Wavne Jones, Ph.D.

A Young Cou-

Fam-

Espinoza Family: Keeping the Diagnosis from
Over the Family

Mother, sister and mother’s best friend, with only child,
a boy, six-vears-old. (Husband/father was working and
could not be present) The bov was diagnosed with
autism at four after diagnosis of PDD in infancy. The
focus is on the family value of inclusion in family like
and in education, differences in parents’ roles in child-
rearing, support trom sister and friend in providing
care, family attitudes toward diagnosis of autism and
confronting attitudes within Latino culture toward chil-
dren with special needs. Family is middle-income.
Latino. Setting: studio. Family Consultants:
Jones, Ph.D. and Tawara Tavlor, M.A. -

Taking

Wavne

Johmson Family: Love Across the Generations: Grand-
mothers Caring for Grandchildren
Grandmother and great-grandmother. three children.

The children are two, three and four, born to a drug-

abusing mother, who no longer ives at home. All three
children have developmental delavs; one had seizures,.
Their EI home visitor and a family neighbor/ friend also
join in the conversation.  The tocus is on family
strengths, difterences in child-rearing philosophy across
generations, impact of drugs on family lite and continu-
ity, importance of extended family, triends, social ser-
vices and spiritual values. The t .\l“ll\ i~ limited-income,
African-American. Setting: family home. I amilv Con-
sultant: Nancy Bovd-Frankiin, Ph.D.

Rivas anily: Hopes of a Strong Immigrant Familv on
Fragile Ground (in Spanish, with subtitles)

Mother, tather, four children. The twa bovs, five and
seven, have sex-linked mental retardation; the girls are
14 months and four-vears-old. The parents are trom
rural El Salvador. The tocus is on the familv's hopes for
the children, the parents” understanding of the bov<’
disabilities and abilities, EI services available, parents’
emplovment difficulties and support trom extended
family and church community, limited-
income, Latino. Setting: family Family: Consul-
tant: Elena Cohen, MSW.

Family s
home.

Thompson Family: Hanging in There: Two Generations
with Altered Priorities

A single father and his parents. The child a boy of 18
maonths, has serious asthma: he was ill and not able to
participate. The father has returned to live with his par-
ents, who share in care-giving for their grandson. The
focus is on the bov’s medical condition, attitudes of
medical staff towards the f family, financial difficulties,
communication, and tensions over shared responsibili-
ties and altered priorities of grandparents. The family is
middle-class, European-American. Setting: church par-
tor. Famity Consultant: Eric McCollum, Ph.D,

Williams Family: Strength and Vulnerability in a Family
with Manyv Concerns

Young, mother, her mother, two children, four and
almost three, and mother’s niece, seven months. The
three-year-old son has been diagnosed with neurofibro-
matosis. The focus is on family strength and vulnerabil-
ities, multiple caregiving demands brought on by the
mother’s worsening sickle cell anemia, the three-vear-
olds special needs and El services, custody issues with
nicce, strengths and support of African-American fam-
ily, community and church, the mother’s hopes tor
futare for herself and her children. Family is limited-
income, African-American. Setting: family home. Fam-
ily Consultant: Harry Aponte. ACSW.
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