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their families; (2) replication of the model of devsabpmental
intervention and followup for high-risk/handicapp 'newborns; (3)
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development and dissemination; and (5) stim ation_of state
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ICN INTERACT OUTREACH PROJECT

OUTREACH PROJECT-GOAL AND OBJECTIVES

Project Goal

The gohl of the ICN interact Outreach Project is to stimulate
new and improvW1 services to high risk/handicapped infants agesbirth to three, with specific emphasis on new intervention ands,
follow-up services to chronically hospitalized prematurebabies
in-Intensive Care Nutseries.-

Pro sect Obi4Ctives

1. To stimulate awareness, in California and nationwide, ofth6 need far and benefit of new and'improved developmental services
for high'risk/handiCapped newborns and their families.

2. To stimulate a ssist replication.ot the project's model
of.developmentalinte ention in the ICN and follow-up for high risk/
handichpped newborns.

I. To ii'ovide a multilevel..profeSsional" inservice trAiAing.' 6,

.

.program-tn I developmental intervention and folloy-up for nurses,infant devel mental specialists, physical and occupational therapists,and others w o might provide new and improved services to high risk/
handicapped.ndwborns.

4. To revise anddisseminate project materials for trainj.nq
purposes and to develop two new trainin6 products which will facili-
tate the provision of new ICN developmental intervention'services.

5. To stimulate state involvement in new and improved services
for high risk/handicapped newborns through a) development of a
regional and statewide infant'network, b)J state level, advisory bOard
participation, c) California First Chance Consortium Activities,
d) impact on pblicy formati46cin the California Departments of
Education Health andHuman Services, and Developmentalq6eryices and
e) participation in legislative s-tudy and plannling for improved

,services to high risk/handicapped newborns.
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ICN INTERACT OUTREACH-PROJECT: 7/1/83-8/30/84.

'SUMMARY OF ACCOMPLISHMENTS

1. All outreach objectives were met or exceeded. All major activities were ,'

completed as propoSed and minor slippaqui or modifications were more than ex-
ceeded by unanticipated spin off successes. The project was an effective
impetus in California for impfoved services to high risk newborns.

2. Awareness, level activities targeted 57 tertiary and secondary NICU's in
California with particular emphasis on northern California. In 1982 an estimated
0,000 newborris in California required iQtensive care, of whiCh approximately
10,000 required tertiary level care. More than 300 target audiences, including
the 57 NICU's,received information and products.from the Icy Intera t Outreach

%Project. / *

a
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3. A.three-level training program on developmental int- 10 with high risk
newborns was provided to multidisciplinary profefisi .rget agencies in
northern California,. Level I or introductor, i received and very
highly rated by 361 professionals at 5 prese tati arourid northern California.
Twenty'three'key NICU professiohals completed Leve .I training and 7 completed
Level III training..

A. Six potential replication sites, serving at least 1500 predominantly very
high risk infants per year, received training and on-site technical assistance
in initiating a developmental intervention program in the NICU. Of these one 41'

successfully established and secured funding for an infant'development specialist
role/in the NICU within the outreach year, and two additional NICU's for the
following year.

m5. Several products including a guide to infant development in the ICU, t slid'
curriculum for NICU nurses and training videotapes were completed an isseminated
to NICU's and other agencies as proposed. A major spinoff of the outrea h project
was a subsequent contract with the CAlifornia.Health Department to prepare a
slide/tape presentation lir parents of acutely ill NICUtabies. This presentation
was distributed to everyitertiary NICU in the state.

6. Project staff, also had direct contact with hundreds of diverse additional
profisIonals through more than 20 presentations at conferences, professional
meetings, legislatiye committee meetings, and other events. This included
organization of a major regional coOference on infants .with special needs
attended by more than 250 professionals.

0 ,

7. Projeft staff were able to, make significant contributions,to*state planning,
networking, and legislative efforts to improve services to infants with special
needs. .A key role was to advocate for planning and services to the atrrisk as . #,
well as clearly disabled infant, with an emphasis on inter-agency coordination
at the state and 1 levels.

0F0
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ICN INTERACT OUTREACIJ PROJECT: 7/1/83-8/30/84
0

UNATICIPATED SPIN-OFF BENEFITS.

C
1. As a result crf outreach efforts project -staff subsequently were asked by
Calfornia's Mater 1 and .Child Health Branch to develop a slide/tape pretentation
for parents of acutely ill NICU infants. This presentation is being distributed
to every tertiary NICU in the state. Requests from the fie#d'have already been
received for Wider.distribbtion.

2. Utilizing project outreach materials a 'oint project at anon- replication
site is being planned ay a local special ed atio office'an a secondary NICU
to- initiate .a developmental intervention p ogra in the hospital.

3. Though unanticipated-Orthe'outreiCh application, project staff were
instrumental' in planningjand accomplishing a major state. conference: "The .

Spectrum of Speciil Develbpmental Needs An Infancy: A MultidisciOlinary Per-
spective" which was attended by more than 250 professionals.

4. ProjeCt staff Copkributed Via committee participation, development of an
infant network, .andwlegiSlatiVe testimony to significant progress during the
year toward improved statewide services for infants' with special needs. A
major piece of legislation was successfully passed, though vetoed by the governor
and 011 be followed by subsequent legislative efforts which are likely to succeed.
Services .to high risk infants are part of the planning purview.

r
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ICN INTERACT OUTREACH PROJECT: 7/1/83-8430/84

REVIEW OF PROJECT OBJECTIVES
. si

.

Objective 1: To stimulateAwareness. in California and nationwide of the need
for a d benefits of new and im roved develo mental services for hi h risk
an icappe newborns an' e r am es.

Although,perhaps the most difficult to quantify, awareness activities in afti
new early intervention field may haie the broadest benefit to the target pop-
ulation. Each conference.preSentat on, journal article, newspaper article or
public testimony brings'til need for new.serOtes and Approaches to the attention'
of others. Amareness leve activities during the compltted outreach year have 9
been even broader in their; audience tWan anticipatqA, reaching not only pro-
fessionals working'in the NICU's in California but Tither professionals and
decision makers as well.

The primary target for awareness activities were the. 24 tertiary and 33
secondary NICU's in California, with particular emphasis on the northern half ,

of California. In_1980 these .NICU's treated 28,000 newborns,''of whom 7,900
were considered at particular risk since they required tertiary level care.
Later statewide statistics, done in 1982 by the Health Department estimates
an increase number, close to 10,000 infants, who required tertiary care. In

our own tertiary NICU, one of the largest in the state, we have observed a
significant and'dramatic incrgase in the number of very small and very sick
newborns who are being spved,dThen requiring le gterm intensive care. From
this is emerging a new population of chronical y hospitalized Hhi hdtech".
babies who go home requiring oxygen, monitors igastrostomy.feedin! and other
specialized medical care. The impact on infant development and e emerging
parent-infant relationship is undocumented but isome.' Outr ach to the field'
to recognize and prepare for the special needs of t ns and their families
is very timely.

4.

ACTIVITIES COMPLETED

1. Dissemination of informational materials. As proposed an informational
packet (b7---67rocure,rienmmary of outreach .serviceS) was
seat to more than 300 potential target audiences, including 57 primary target
tertiary and intermediate NICU's and to regional centers,health deparments,

.

infant develoOMent programs, neonatal follow-up programs-, county California
Children's Servicesioffices, related educational agencies, perinatal organizations
and others.

More than 100 responses from organtzations and individuals have been received
requesting further:information, technical assistance, training 'or training materials.

2. On-site visits were arranged for personnel wishing to initiate develop-
.

mental intervention.or-follow-up services for ICN graduates.' The number of on-
site visits,' as proposed, was severely limited due to the nature of the NICU
critical-care functiOns and risks of infection Nonetheless 20 visitors including'
3. from other states were given on-site demonsttions ranging from 2 hours to
2 days.

.4
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3. An introductor curse in develo mentalaltroaches with
was offered, w t a part cu ar target audience o nurses' an' o her professiona s
currently working in NICU units. Nurses received continuing edUcation.credtt
for the :4 hour course after completing a pre-post test. The outreach project
greatly exceeded its objectives in this Activity. The course was offered-at 5
tertiary NICU, locations in.northern"California, with dursq and professionals
from outlying hospital and. community agencies actively invfted to attend.. More
than 361 professionals. attended; Evaluations completed by 217 pirticipants
rated the course at 9:912 On a scale of 1-10, with 10 being equated to exc9.11ent.

Additionally,

videotpAes of course. were-requeste0 by 5 hospitals, tO.
offer the course to nurses who. were not able tb attend the. live session. These
nurses also could obtain continuing. education credit by completing a_pre-poSt
test. The_course, target Audience and evaluation are described in more detail
under Objective 3. ,-

remature babies

4. An outreach product: "Developmental Steps, a Guide.to.Infant Deyelopment
in the InTegIve CAA Niirsery" was disseminated. as-proposed to the directors if
nursing at California's STtertfary and secondary ICN's, and to other key
audienceS. This activity is' described in detail under Objective 4.

5. Professional and public presentations have been' made by project staff
at conferences, meetings and in the media. 'More.than-20 additiopal presentations
were made- to professionals, students, public groups, ranging from 10-150 in...size.
All project staff-participated-in these presentations which were provided to
lcoal and statewide planping groups, professional organizations or educatOrs.
and for nurses and other hospital personnel, professional confe ences, graduate;
classes and legislative committees.

6. A professional journal article on developmentalrinterventionin the NICU
was solicited by the Neonat41 Network Journal and has been prepared by Kathy
VandenBerg, External Outreath Coordinator; for spring 'publication. Additionally
project staff have bpn'asked to -review relevant journal Kticles submitted for
publication.

-!`

7% Products proposed for revision or development in the outreach year were
disseminigrg-Froposed. These products, described under Objeclive 4, inclula-
the manua for parents mentioned above and a slide/tapecurricUlum for nurses.

8. Proposed joint, outreach activities with Project Welcome at Wheelhk.
College, Boston, which were to include a joint presentation at the December 1983
HCEEP conference and 'a joint paper on professional competencies, were not actlieved
as proposed. The constraints of distance and` time restricted the 'ability of the
two projects to work, closely'together. Significant thqugh interesting differences
also, emerged in the outreach audiences of the two projects, limiting the feasi-
bility of a joint paper on competenciet needed for developmental intervention
in the ICN. Projett Welcome evolved a model of training.existing NICU nurses while
the ICN Interact Project evolved a model which employed an infant development
specialist (of any professional background) as'a special resource in the. nursery.

9. In addition to theproposed awareness activities the project participated
in presenting an unanticipated state conference on infants with special needs.
(See Objective 5). The 'conference was panned -as an interdisciplinary professional
level conference with several sessions on premature and chronically ill infants.
It was well attended by nurses.and other professionals, and very positively
evaluated.



Process fvalultion

tvaluation

Siven of the eigtit. 'Imposed types of awareness activities were accomplished
as proposed. The project far exceeded expectations in its primary awareness
activity,'the introductory course to developmental intervention in the NICU. It
also provided an unanticipated regional conference. More than 300 target agencies
were'reached by awareness activities during the year with estimated direct per-
sonal,codkact with,more than 750 professionals through ,coutses, on-site visits,
conference Oresentations and meetings.

2) Impact Evaluation .

. ,

More than one hundred responseg have been received to date requesting more
information, technift assistance in establishing new services, trainino or - .

training materials.: One new program, which is a collaborative effort,between
a secondary NICU and a special education office in Bakersfield, has requested
.replication level assistance solely as a result of outreach materialt and
activities. This program was not among the original proposed replication sites.

a'
General response to outreach has been active and positive. Aviareness of.

the need to identify developmental needs of premature and other. chronically
hospitalized newborns is,,growing rapidly on the part of nurses and other pro-
fessionals in the NFCU. Professionals outside of thesNICU.are also -attempting
to learn more about this populition. and to ideritify service needs post-discharge.
State agency perSonnel and decision makers are also beginningto recognize the
need for planning and service systems for the high. risk infant population (see
Objective 5)., JCN Interact Outreach Project activities have been a significant
factor in achieving these changes.

3) Resources Effectiveness Evaluation

Since this is a new. area of outreach aimed at several profeisional disciplines
,and agencies, wesproposed to examine the puestion of costs and benefits of difg.
f&ent types of awareness activities. Our conclusions are as follows:.

1) As we experft, mailed materials often do not reach the right
people or enough people in busy NICU's. COnference presentations .

and journal articles were much more effective in reaching desired
targets than were direct mailing's. 0

.

2) Communication links for professionals in the,NICU setting be-
yond their own interal staff relations are fairly rigidly., deter-
mined by professional category. Outreach to nurses is_most effect-
iveli; done in nursing jourcAals and nursing conferences, particularly
if a nurse- is involved in th4 presentation.

eJ

3) Simple audiovisual materials seem to be more effective awareness
and training techniques then written materials. Slide-tape pre-
sentations were particularly effective, perhaps due to widespread
awailability of equipment and ease of use. Since NICU procedures
change rapidly these costly media materials'run the risk of being
'outdated quickly. lk



.4) Introductory courses With CEU credits were a particularly
effective way to 'reach NICU nurses. In California nurseprmUst
meet continuing education requirements for licensing. Offering
the course on-stte in coordination with the nursing inservice
education program encouraged good Attendance. It must be re-
membered, however, that NICU nurse, work in shifts around the
clock, so the most complete attendance is achjeved by repeated
presentationsibr live and videotaped presentations.

. .

5) Awareness' level activities were sudcessfUl as an introductiod
to the area but implementation of developmentally appropriate
approaches rarely-Occurred, even with more advanced ,training,
withoUt one 'or twit individuals veMo could be responsible 'for.
follow - through.' 0 .

(

In Summary:

I

Given limited personnelloresources, professional conference presentations and
journal Articles.iOpear to be the most cost effective outreach approaches. On
site introductory courses with continuing education credit are thk_most effective
if personnel time can be made available. Simple media presentatiOn; such as
slide-tape presentations are also effective, although they are much more costly
in preparation and may become outdated as basic NICU piOcedures change. Direct
mailing of written materials is least effective., probably 'because circulation
around the unit is unlikely.

e
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ICN INTERACT OUTREACH PROJECT: 7/1/83-8/30/84 , 4

REVIEW OP. PROJECT OBJECTIVES

Ob ective 2: "To stimulate and assist replication .f the ro ect'.s model Of
'eve opmen a n erven on an o ow-up or g ris an. cappe new orns.

As proposed, in this initial year of outreach funding a minimum of two and
maximum of six hospitals were to be assisted in replicapng in- hospital` and/or
neonatal follow-up model components. Then 2-5 replication sites,were to be
chosen for fildividual assistance.

O

: Training was proposed as an. essential replication activity, with potential
replication sites receiving several levels or intensities of training: Level I,
introductory courses for nursery personnel; Level II, intensive two day workshops
with on-site follow-up for 24.6,1(ey nursery staff; and Level III, individUalized
training. The training program 'is described in more-detail under Objective 3.
Level II and III training were to be provided to selected replication
with the_opflon of even more intensive training preparatory.to certification
in use of the .Assessment of Preter9 Infant Behavior (APIB) for those nurseries
which Could initiate an NICU infant development specialist role within the
y r. Replication sites were also provided with training materials for nursery
pe onnel not directly invol4ed in the'training program. These materials, iry
cluding'a slide/tape curriculum for nurses, videotapes and developmental guides
for parents, are described in Objective 4.

;

Selected replication sites were to receive monthly,individualited training
on-site or at the demonstration site. Assessment and individualized programming
were tdtbe implemented for at least 10 infants in the replicating nursery And
an impact evaluation was to be completed by the Outreach Coordinator.

Activities Completed

All activities included under this objective were,completed as proposed.
Although:a number of nurseries expressed interest, five were selected as potential-
ly ready to plan and implement new services. These included:

1) Valley Children's Hospital, Freino

2) Children's HospiiV of San Frimcisco, San Francisco

3) University. of CaliYornka Medical Center, Davis

4) Stanford University Hospital; Palo Alto

5) AlteBates Medical Center, Berkeley

An additional potential replication site, 6) Kern Medical Center, BakefSfield,
was given specialossistance in initiating a program as 'a joint effort with the
Kern County Department of Special Education. This program was initiated after
allocation of outreach resources for the year, but due to the special nature of
this joint project this new replication site was assisted in every way possible
within the funding Additional training w4; Provided also for ursery
staff in oUr own'nursery. Twenty-four nurses pa3rticipated in Level I train
and 2 nurses were provided with intensive 2 day Level II training.

r

Of themfive sejectc;d potential replication sites "four, all but Alta Bates,
are large (20-40 beds) tertiary NICU4s serving the sickest neonates in abroad :.
geOgraphical area.of northern California.. Alta Bates is a perinatal regional
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center for high risk deliveries with a comparatively large (8 bed) and advanced
secondary care nursery. Collectively these nurseries treat approximately 1500 ,

prematdre and other sick newborns each year.

I..
All five potentia4 replication sites completed Level II trtini g, with on-

site follow-up. Two nurseries, Children's 'Hospital of San. Francisc and Alta
Bates were provided with Level.III training, with CgildrenLT.pursui g additional ,

training and certification.in the APIB. A third potential replica ion site,
Valley Chilfiren'S' Hospital, was successful In obtaining interpal support for.
an NICU infant specialist position and is proceding with replictition although,
this occurred after completiolof our outreach funding.

Evaluation'

1) Preq,' Evaluation

4

Replication goals were met or. exceeded in the development and selection of
potential replication sites, proOsion of Levels I, II, and III training, and
on-site fallow-up. Due to difficulties regularly encountered in scheduling.
training times for nursery personnel, our ability within the funding year to
provade long-term on=site follow-up Was limited.

Project staff were particularly pleased at the multidisciplinary composition
of potential replication site staff receiving training. Nurses were-the.primary
recipients but physical and occupational therapists, social workers and 'physicians,

.also participated'. Two replication sites s'ucceeded,i4 establishing infant
developmentspecialists'ln their nurseries.

Outreach activities with potential replication sites are summarized in the
chart whichJollows.

.2) Impact Evaluation,,

This was the first year of outreach funding to encourage replication in -,.a

new program setting, the NICU. Therefore outreach staff attempted to set realistic .,
goals in replication efforts, concentrating additional efforts on awareness level
activities, training, and product development. -Scheduling of training programs
and alterations of nurseny staffing-1re slow and difficult. This is particularly
true for achieving prqtise model replication since there currently is not,,a fund- c
ing base for education10/developmental personnel in the NICU. This means that
a hospital or other subsidy must be Obtained'to establish an infant development

.

specialist position.

AtGivert these constraints outreach efforts were °judged successful because by
thetnd of the year two nurseries had,established or were establishing an infant,
development specialist position and extensive training preparatory to certification
in'use of the Assessment of Preterm Infant Behavior had been provided for one.
APIB training also was provided for a physical therapist in our own nursery,.

Additionallyoan unanticiapted replication site, Kern County Medical Center
v has been identified and assisted in initiating replication. Requests for

technical assistance, materials and training are being received from nurseries
in a number of other western states and 9 additional NICUpersonnel have re-
quested APIB training;

0
4. .
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SUMMARY OF OUTREACH ACTVITIESWITH POTENTIAL REPLICATION SITES
4
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.
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Training sessions fors 361 NICU personnel from a variety off' disciplines have
also retulted in increased demand far training, conference presentations, papers
and training materials. A significant spin.>o$f was alftquest and contract
froth.the state Maternal and. Child Health Department to prepare a slide/tape
'show for use by every tertiary NICU in the state.

Potential replication sites included most of the teritary level NICU't
.serving the whole northern California area and at least 1500 acute. care *tants"
each year. Only Mount Non Hospital and U.C. Medical Center, San Francisco
were not included among tertiary level replication sites, .and some of their

. staff attended the northern,Californil Level I' training. As a group these
nurseries represent a good cross sectron of California NICUs,.including smaller
(20 bed) to very large (40 bed) tertiary units and a secondary unit. Several
(Stanford, Children't,SFI and Alta Bates) deal primarily with Urban populations
while two (Children's, Fresno and U.C. Davis) deal primarily with rural populations.
Their populations are also reflectiveof the cultural, ethnic and DicioeconoMic
diversity of Californi -a. ,

.

As indicated in the preceding, chart, a total of 23 personnel to 6 nurseries
(including two nurses from our own nursery) were provided with intensive Level II
training to enable them to observe and plan NICU interventions in an individual-
ized way. This group included nurses, physical therapists, a developmental
psychologist arind'a physician. Four people from two nurseries received individual-

, ized Level III training and three from two nurseries received intensive APIB
traintpg.

.

a

On-site impact evaluations completed by the outreach coordinators indicate
that the intensive training provided a major impetus for change in all nurseries.
The general level of concern about developmental factors WAS increased an there
was a great deal of interest in modifying caregivi.ng procedures.

. ,

The two major probled6 which delayed or limited effective replication were
anticipated from the beginning of the outreach project:

1. . i
1) implementation wai'not as successful in nurseries unable,to pursue
complete replication by establishing a specialized infant development
specialist role in the nursery. Follow through was not as successfe
if developmental responsibilities were merely added on to existing-
nursery responsibilities.. This was true even 'for key nursing special-
ists with more flexible responsibilities than regular staff nurses.
These staff usually needed greater expertise in infant development, ,,e('

rand could not be freed up for the training in Want assessment which
was essential for an individualized intervention approach as defined
by our model.

-2) several nurseries experienced conflict as to which discipline already
within the nursery should take on Want development specialist re-

, sponsibilities. Typically the queition was whether a physical therapist .

or a nurse specialist would be most; appropriate. Our experience in-
dicated.that gnless a nursery happened to have an individual with ex- .

Ceptional int@rest end experience in this area, neither discipline
could take on this role withatil extensive training. Professionals
who lacked training in infant development generally Could not be ple-,
pared adequately for the'infant development specialist role with the
project's outreach resources.

I .
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Replication wit most successful when anItifant development specialist role
could be established in the NICU. This permift maintenanc9 of,a consistent
developmental focus in the NICU setting. In the two successful replications
1) a develipmental psychologist with responsibilities in neonatal,follow-up
was Ible to take a more active role io the. NICU after training and 2) after
Level II training for a core staff of nurses and physical therapists in the
NICU a position was funded by the hospital, to be filled by a specialist with,' -....

a Child Life degree. '(This adkanced d ree prepares personnel for work with .

te"
hospitalized children). In each-of ese nurseries hospital administration was
successfuly convinced of the impo aernte of this role, to the extent that they 4
would fund Oise non-traditional positions.

31 Resources Effectiveness Evaluation

As proposeb, outreach project staff also evaluated the effectiveness of the/ use 'of its resources with different typet of replication sites, and in outreach.
activities leneralj. Atneral conclusions are as .follows:

..: ..

as 1) Not unexpectedly, i)ten ive individualized train.in9 is necesslry
for successful replication this new developmental roleOn a .'medical setting. 'Existing rofessions are not trained in develop-
mental.assessment and interventJon procedures applicable to this

, new population. Additionally, a background in infant development is
ran..essential prerequisite for effective on,site training. .

2) .Media re arations (written materials, videotapes and slide/Cape IL
, presentations arse e ective outreach tecniques for introductory level

training but dit'ect observation and' training are essential to more ..

advanced training and replication. Media preparations are part1cularly
useful reaching the large numbers and differe2t shifts of NICU

1nurseres. e 0

. .

3) As described under 'impact evalua on, intensive training is most
warranted when a specialist role can be establithed. Such training
provided to even a core group of existing nursery personnel is help-

.ful but not ate effective.

4)= Due to the nature and medical necessities of the NICU, large scale
on-site trains ro rams are not feasible. Our experience Was that
even a group of s x rainees am ar w NICU procedures was dis-
ruptive to our nursery operations. Large scale training is best done
in the nursery whose staff are'being trained, though demonstration and
training are easier for project staff if dOma at home, where they
know babies, staff and protocols. Although labor intensive the best
training approach is an individual long-term tutorial in either the
outreach or training nursery: This clearly is warranted only when an
infant development'\specialist role can be established in the nursery
requesting trainin4.

5) Establish nt of an infant development ecialist role is most
"units w c care or

e c ron ca y osp a ze' new orn. may a so .e; feasible in
l'arger nurseries which incorporate smaller secondary and tertiary units.
Until a consistent funding mechanism is available expansion of this
needed developmeital program will be difficult and inconsistent. Con-
cern with rising hospitalization costs make it extremely difficult
to'persuade hospital administrations to subsidize new positions,
particularly in non-medical services.

12
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.Althousgh the is erapidly growing demand, for outreach in.this area project1
, staff decided not pursue subsequent years of outreach funding. This de-
' cision was made bec use o' adverse impact of the outreach. pro§ram on the direct
'services program. 'In this neWand specialized area, staff had no choice but to
..Terform both roles. The intensity of training required for effective repli-
.cation resulted in disruption of our nursery and developmental prograM., Pro-

. jecf staff decided to focus instead on perfecting and expanding our clinical'
program-and preparing to do applied reseph to. support the value of NICU
intervention programs.

41p
i

Though additional outreach funding is not being pursued,' individualstaff
members continue to work in accordance with the outreach objeclives identified
in this program. A major spin -off, for example,was the request andfLinding by
the state Health Department for a slide/tape presentation for parents of

, acutely ill NICU babies, to be ,distributed to every tertiary unit in the state.
This and other media, confel.ence anti journal contributio , as- well as state-
level planning for the high risk infant continue the benits of the initial
year of outreach Funding

4

N.

v

p.
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ICN INTERACT OUTREACH PROJECT: 7/1/83-8/30/84

REVIEW OF PROJECT.OBJECTIVES

Objective: To provide a multilevel professional inService training program
in ICN deveillmental intervention na follow-u for nurses infant development
spec a s s, p_ys ca an occupa ona erap s s an o ers w o m1,9 pro-
Vide new and improved prvices to high risk/hanaicapped newborns.

Since the NICU is still a very nkarena for early intervention, training
for professionals in that setting was proposed 'as a major outreach activity.
A three level training program was proposed which provided'a continuum from
introductory training, hase Ii,) to intensive training for core NICU personnel
(Phase II) to the individualized training in infant assessment and inter-
ventionvecessary for replication of the project (Phase III).

Activities .Completed

All activities were completed as proposed. Desire for training exceeded
our original expectations. Training effdrts were judged extremely successful
based on 1)nufibers.participating 2) multidisciplinary composition of the pro-
fessional group receiving training and 3) evaluations completed by training
recipients.

v.%

A total of five Phase I workshops were presented around northern California '
during the year. The Phase I workshop provided a four hour course with continu-
ing education credit to introduce NICU and community professionalsisto develop-
mental intervention in the NICU. These five Phase I workshops were attended by
361 NICU nurses, nursing administrators, physical and occupational therapists,
physicians, social workers, psychologists and teachers. Many additional NICU
nurses also completed Phase I training via videotapes of the course :.

Evaluations of Phase I training'were completed by 217 participants, The
average overall rating for the 5 workshops was 9.02 on a scale of 1-10 with 10
equated to an excellent rating. A very brief sample of evaluation comments is
as follows:

"This course has enhanced my knowledge of developmental Aterventioei
in the ICN because I knew nothing."

"Very good differentiation of normal and premature infant behavior.
Highly specialized area of neonatal development. Excellent coneint
by well prepared instructors. Excellent slides. Very good handout

"Coursd's major strengths were practicality, a reasonable apppach to
. individualization."

"Come td" . City*Hospitall We need you!"

Phase II training provided more tntensive (two days with follow-up on-site).
and individualized.(2-frpaeticipants)Araining for key nursery personnel in 0

potentiarreplicatton sites. The groups typically-included key nurse'specialists
and/or .administrators from the NICU and other professionals (P.T., psychoTogist,
M.D.) who could .either a) achieve replitation Or b) make significantprogress
toward initiating a developmental focus in the, NICU. A total of 23 professionals
from 6 NICU'i receivedljs training.

14 .18



INTRODUCTION TO

DEVELOPMENTAL INTERVENTION IN THE NiCU

-A FOUR HOUR COURSE

An introduction to approaChes and individualized developmental

intervention in the Intensive Care Nursery. Included will be-
.

discussionlof research related to premature infant development,

basic Want needs, and specific developmental activities for

infants and parents.

ft

Presented by,

ICN INTERACT PROJECT.

CHILD DP/ELOPMENT CENTER

CHDLDREN'S.HoSPITAL MEDICAL CENTER

OAKLAND; CALIFORNIA

THOUGH AN OUTREACH GRANT FROM THE U,LDEPARTMENT OF EDUCATION

Presenting Staff:

-Kathleen Vandenberg, M.A.-
Infant Development Specialist/Outreach Coordinator

-Bette Flushman, M.A.-
Infant Development'Specialist/Outreach Coordinator

DATE: OCTOBER 26, 1983

TIME:

PLACE:

/

CE credits available
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I. INTRODUCTION TQ DEVEWPMENTAL INTERVENTION IN THE NTCUi

)
ICN Interact Ptoject

' Child Development"Center
Children!s Hospital Medical-Center ,

Oakland, California

Course Description (4 hours)

This course is designed to familiarize nurses and other ICN stiff with:

1. Theory and research on infaAt development and early intervention

2.' Basic infant needs

3. Approaches and activities for indi'idualized developmental
intervention in the ICN

Objectives of ,tie Course

\

I.\ Tb educate Nly staff about the course ot normal and/premature
'\infant devilopment in the neonatal. period

2. o o increase ICN staff awareness of the effects of the ICN environ
nt on, infant development and parentinfant .relationships.

3. To increase ICN staff awareness of their roles as developmental
agents in the ICN

4. To develop the following skills:

a. 4ability-to recognize the stresses that affect infants
and parents in the ICN;

b. ability to recognize individual developmental needs of
different types of intents in the ICN;

Methods

Lecture' and' deilonstration. Slide illustrations of developmental activities.
Prifited handouts of developmental activities. Reference, articles.

c. ability to implement a- practicalbprogram of developmental
suggestions to reduce the impact of the ICN envifonment
and to facilitate infant development.

sr.

BEST COPY AVAILABI.
16

\ 20



[hi

W .41
ai..9.11 *VP

171C)f.31.;.k.,c..... 1, t....er ter
cif Nathan Slifortia

; ;tar Ail I.11 .ltla. .1 * ' 11

fit

I. INTRODUCTION TO DEVELOPMENTAL INTERVENTION IN-THE NICU60

_or
Course Outline

Infant Development: Theory and Backgrqund

A. Importance of- developmental stimulation in ele early months

1. Plasticity of brain development
IP 2. Studies on the effects of.maternai lepriyatibn and

idititutionalization/on infants

B. :Bisic..infant needs

I. Sensory/motor
\

4 2. Environmental/social
3. Individual differences

2. The ICN ae a Developmental Environmentnt

A." The physical environment

B. Jeopardizstd parent-infant relationships

C., The social environment

3. Comparison of the Developmental Capacities of. the Normal Newborn and
Premature Infant

4. Developmental Intervention in the ICN

A. Rationale and goals

B. Behavioral as ment techniques

C, Developmental intervention techniques with specific groups of infants
In the ICN

I

1

D. Working wittipparents

E. The importance of the nurse's role as a developmental agent in the ICN

r

17 21
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Phase ILdtraining, described in detail in the outreach application, com-
bined didactic media and observational techniques in the.NICU. -With Phase I
training as .a Lase provided a significantly: more detailed analysisoof premature
infant behavior and development. It gave these professionals simple methods of
infant observation is a basis for individualized NICU infant care It provided
guidance in general NICU intervention techniques and methods for implementation.

Phase III training provided the most intensive training] to those nursery
personnel ready to replicate the project model. These personnel were identified
by their nurseries as potential infant .development specialists who could take
overall responsibility for developmental intervention fn the NICU. Of the seven
people who received Level III training three received even more intensive.in-
dividual training in administration of the.Assessment of Preterm Infant Behavior.
One of these was certification in APIS administration and a second was'AUdged
close to certification reliability by the APIB's primary developer, Dr. Heideliese
Als.

Evaluation f Level II and Level frritraining included on-site observation
and completion of infant assessments. The training program was a major pm-
ponent-of replication actiOlties and is evaluated under Objective 2.

a

R

__



.4r 1

1.dren'S HOSPIL:CA. `l 1 -1
,e111-

4J01

ca therh California'
.

"Wet ;HIV(' :1 Vert!, . " 1109
I

II. DEVELOPMENTAL INTERVENTION IN THE NICU:
Establishing A Developmental!Component in ICN Care

ICV Interact Project

Child Development Center
Children's Hospital Medical Center

Oakland, California
.

Course Description. (2 days)

This two day'intensive workshop is designed to prepare a core team of
'2-6 ICN nurses, therapists or other developmental specialists to establigh
a developmental component to care in their ICN, particularly for chronically
hospitalized babies. The workshop will provide observations of behavioral
assessment and developmental intervention techniques. Participants will
learn about. behavioral capacities of the premature baby, parent-infant
interactions and transitions from the nursery setting to the family setting.

Objectives of the Course:

1. To educate core team members in methods for integrating develop
mental procedures with ICN care,, which they can then share with
other staff in teir ICN

2. To familiarize participants with infant behavioral capacities and
purposei of developmental intervention beginning.in the ICN

3: To provide an introduction to assessment techniques (infant be-
-4havior, parent- infant interaction, environmental) on which to
bape individualized developmental interventions.

4. To familiarize participants with developmental intelvention
activities appropriate for different types of infants.in the ICN

5. To familiarize participants with' techniques for involving parenic
in the ICN.

.

6. To educate participants regarding developmental outcomes, parent-
infant relationships and recommendations to facilitate the tran-
sition from hospital to family.

BEST 'COPY AVAILABLE
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. II. DEVELOPMENTAL INTERVENTION IN THEJTICU:
Establishing a Developmental Component in ICN Care,

Course,Outline

..

Session 1. Basicsof Developmental Intervention in the ICN

1. RatiOnaie and goals of developmental intrvention
2. DevelOpmental intervention v.a. "infinit "stimulation

3. Behavioral capacities of the premature baby
4., Individual differences in infant behavior

Session 2. Introduction to Observation and Assessment

... Abb
1. The infant's environment: assessing the physical and social

. environment /
,

\

2.. Observing infant responses
3. Demonstration of the APIB (Assessment Of Premature Infant

Behavior, Dr.,Heideliese Als, et. al)
# ,

. .

Session 3. Developmental Interventions

1. Appropriate interventions for the acutely ill infant
2. Developmental activitj.es with the infant with special

nee (SGA, BPp, CNS involvement, etc.)
3. Developmental program& for convalescing infants
4. Special concerns with at term, correct age infants

Session'4. Transitions and Outcomes

1. Work with parents
2. The transition from hospital to family

'3. Developmental outcomes
4. Family concerns and resources

Questions and Answers

4

.
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4BrazeltbnTAL;y keonataa Behavioral ASsessment Scale.
Clinical DeVelbrinentilMedicine. .No. 50.- Spastics Int.
Medical publications, London, .17.3.

.
. .

2. . BrazeltOn, Idtants an&Mothers, Dell Publishing
Compnay, New York, 1969.

r
Brown,,,Dianf: 9e :_.. :t =1 H- dcasi Bb rid Y u
.Children, for Patents; ."Charles C. Thomas Publishers

4. CaVkin, Aeank: 'The !First Twelve Months of Life, Grosset
/ and Dunlap, New York, 1973.

.
,

Holt , K-. S : Dev 12.sm=1111-atrjash Per_.._.speq2t

Practige; Butterworths, London & Boston, 1977.

. 'Klaus & Kennell: Maternal Infant Bonding,.C.V. Mosby Compar)y,
St. Louis: 1976:

. ..;, 4.-

7. -Sell: Elsa J., M.D.; Fol.1,ow-up' of the High Risk. Newborn, -
A Practical Approah, Charles C. Thomas Publishers,. Illinois ,1980.

8. Home Stim4ation and Exrlorinaterigls. Order from
Common Wealth Mental Health FoTindation, 4 Marlboro Road,
Lexington, Maryland 02173.

9. GettiAct to Knpw Your Premature Baby, by Sharon C. Metcalf, RN
MSW. Order from: S.C. Metcalf, RN, MSW, Child and Youth-
Project,,Department of Pediatrics, UviversitY'of LouisvilleI
323 East Cheetnut Street, Louisville, Kentucky 40203.

10- LmjLkrtlaggalmtntggial. and 'other materials for infant
Vducation for handicapped infants and a_ curriculum guide for
the intensive-care, nursery: Write to: Wanda Wlder,-EEDD,
Edixation forMultihandicapped Infant Project, Department
of Pediatrics, University of Virginia Medical. Center, Post-.-
Office Box 232, Charlottesville, Virginia 22901.

11. Nurses Guide-Develoomentkl Support of Low Birth Weight and
Parent's Guide-rpevelopmental Support of Low Birth Weight Infantsby Therber & Armstrong, Meyer Center for DeveloOmental Pediatrics
Texas Children's Hospital, Houston, Texas.

Johnson, Suzanne H., High Risk Parenting: NurSina Assessment
. and Strategies for the Family. At. Risk, J.P.Lippencott Company,

1979.
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To Whom It'May Concern:

F

gib

ChIldren's Hospital of-San Franciacci
Mailing Address: P.O. Sox 3805. Sen Frpolsco, 00.94119

November 24, 1984

A Hospital for Adults and Children

. I am writing.in support of the ICN Interact ,p4treach Project at Children's
Hotpitaljoledical Center of Northern California. 'ICparticipated in allkthree
phases of their outreacWprogram,lmnidoone of bur neOnatoTogists and,a charge
parse were able to parts pate 'fn Phase I and II....,Pliase I was. a. four hour
inservice addressing, "De elopmental Intervention4n the.NICU", Phase II ,

involved direct training' nd oh-site evaluationshase III included training. .

in assessment and.dewelopmental intervention techniques. I was specifically
trained in the Assespent of Preterm Infant Behavior (APIB). ..

Aix

Ai .a developmental.. psychologist with the NBICU Follow-up Cljnik.vat:Children's
.Hospital San Fr fancisco, part of my responsibility has been eivaluate and plan'

. AlevelopmntalAntervention-for our chronically ill babies. Until Children's.
.Hospital ICN Irleeract,OUtreach Project there has been no formartraining or.-
supervision f6 positions such as mine -in NBICU'i.. I found the ourtreach training
to- be "very.educational, enlightening and supportive: .

P
-Tie educational component strengthened my knowledge around nfant development,

the ICN environment and...its effects on: both the babies and on the earent- infant
relationship. I now use the ICN Interact assessment to is and.we ve purchased
the slide show of developMekal activities and handfiltift I have u he slide

show in'a recent two day seminar put on by our Perinataljutreach ram, and in
inserviCes for our ntking staff and new orientees.

.
.

. With my. training in the APIM can now evaluate younger .and sfcker 'les

and make recommendations concerning positioning and normal izing the environment.
as well as developmental activities. Each of these babies receives a positiOning

re
care plan which is chang weekly. TheO e.BICU,staff is now oriented to, and more.
sensitive to; these sp al needs of our babies because of thrinformation and
training we have recei erfrom the ICN projeci4 .

. ..

The Support received-from the 'staff in, the ICN project was alio, crdaal.
Because the colFept ofi4eve1opmental intervention in the. NBICU ts so newi and
there are only a handful of professionals doing the work, the supervisidn and
advise Of,these trainedrofessionals was essential.

.

.
.,

. ...

- I feel very fortunate that our-staff and NBICU have been able;to-participate
,

in the ICN. Outreach training program.. It has given us important skilXs IA i
.

26
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assessing the needs of 'tiny, sick-infantt and allowed u3 ,to intervene earlier
and more effectively, than we were able previousl7 to do.,

Sincerely,

6

-

N..
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EpcaSA.
fant Development Specialist

"CCU tollowup Clinic
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ICN INTERACT-.OUTREACH PROJECT: 7/1/83-6/30/84

4-K' REVIEW OF PROJECT OBJECTIVES

Objective 4: To'revise-and disseminate project materials' for training purposes
and to deveTo two new tra)n(n. 'roducts which will facilitate the rovision of
new eve opmen a n crven on sery ces.

Since this is a new area of early intervention, the need fOr awareness,
materials, training materials, and materials for parents is great, . When the
ICN Interact Outreach Project first began its model demonstration funding a7
most nothing was available outside research literature on premature infant
development and intervention in the NICU. Several good books and slide shows
for parents have since become available; but the need for other material con-
tinues to exist.

'1

Our intervention approach is not one of "infant stimulatton" but instead
is based on individual assessment and total environmental modification, with a
goal of facilitating the development of parent-infant attachment. It has been
influenced by the work of Als, Gorski and Brazelton and opposes a cookbook or
formula approach to intervention with tiny premature infants. Any training
materials developed had to reflect this orientation.

Activities Completed

The outreach project proposed to revise and develop four products for aware-
ness training and parent education materials:

1) "Develo mental Ste s: A WO For Parents to Infant Development
in the n ens ve are ursery was rev se an ssem na e' as pr posed.
Preliminary versions of this product 4pveloped durihg model prog am
funding were reviewed, redrafted, illuttrated and printed. The manual
is unique in presenting parents with methods for helping and i ter-
acting with their newborn beginning aarly in NICU hospitalize ion. The
manual is broken into successive color coded periods, beginning with
the critical care phase and following through the transitional days
and months post-discharge. A copy of the manual is included with the
report.

Unanticipated editing and illustration dells resulted in a delay and
no-cost time extension to the grant in order to complete this activity.
However,Aissemination has been completed as proposed. Copies were
sent to eath tertiary and secondary level NICU in Calfiornia, to key
agency personnel, regional centers, neonatal follow-up\programs and
individuals in California. A total of 200 copies have been distributed
and requests for additional copies are being received...

The 'Manual has been well received by the nurses' and other Oofessionals'
in our nursery and:now is being usedvith many parents.. A copy has been
submitted to LINC for review for potential commercial dIstribUtion.

2) Training materials for nurse . A second major product proposed for
outreac un ng was a se o,' training materials for nurses. As pro-
posed, these materials, consisting of slides and Am integrated written

,manual were revised, field tested in training sessions Oen made avail.:
4 able for loan to other NICU's% A copy of the nurses manual is included

with this report.

24.
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These training materials have been eagerly received by the NICU's
involved with the outreach project. Staff of 30 NICUs have used.,
the materials and 7 NICU's have elected to ,duplicate the slides
so that ,these training materials would be available for ongoing
inservidb education. The slide/manual prestatation has been
commended may these NICU's as a. simple and effective training

.

material format.

3) Videotape on premature infant assessment. A third proposeeproe-
duct was a brief videotape of assessment of the premature baby.. Will
equipment and staff assistance fore Children's Hospital this product

.

was completed as proposed. The videotape illustrAtes the successive
assessment and handling procedure of the Assessment' of Preterm Infant
Behaviot (APIB) and the subtle responses of the premature baby. The
videotape was shown tp NICU personnel and was used in training Level
III infant development specialists in the APIB (see Objective 3).

4) 'Videotape on. intervention techniques. A fourth proposed product,
a brief videotape on individualized intervention techniques in the
NICU, was not completed'as proposed. Product development (particular-
ly for the parent manual, "Developmental Steps") proved more time

41 consuming Within the one year outreach period than anticipated, and 4

y" greater priority also was given to training/replication activities,. 44'
for which there was great demand.

As a spinoff of the outreach project, however, this objective was
partially met subsequently with even greater effectiveness than out-
reach activities would have permitted. At the term *nation of the
Outreach grant project staff were awarded a 3, month contract by the
California Department of Health and Welfare, Maternal and Child
Health Branch. The contract was for development of a slide/tape
presentation for use by NICU staff with parents of newborns requir-
ing long-term tertiary care. The slide/tape Chow was designed as
the first 110ttoduction for parents to premature infants behavior,
and what they can do td help their baby even during the acutely ill
phase. The slide/tape presentation was planned so that it could
be shown with the recently developed slide show "Prematurely Yours"
as a sequel for older preterm babies off respirators. Our slide
show, titled "Special Delivery: Understanding Your Premature Baby"
will bgodistributed with a copy of "Prematurely Yours" to,every
tertiary NICU in California. For the first time these nurseries
will have audiovisual developmental guides to assist parents and
nurse% with premature infant behavior and intervention techniques
prior to discharge. Additional requests for copies of the slide/
tape show are already being received prior to completion of the.
product. ,

Evaftietton

1) Process Evaluation

Ni

As the discussion of completed activities indicates, product. development
objectives were largely but ftot,completely met. Three of the foUr proposed pro-
ducts were completed, though the first product required a no cost time extension
for completion. A spin off of the outreach project, the development of a more,
comprehensive and finished product for distribution by the state Department of
Health, more than compensates in achieving the intended impact.

25
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2) Irp ct evaluation
\

Products deviloped durin the year of outreach funding have been distri
buted and utilized as proposed.. ApproOmately 200 copies of the. parent .guide
"Developmental Steps" have been distributed, resulting in requests for
additional copies,. and other audiovisual materials have been utilized by 0
NICU't. in the state, with an estimated total audience of 300.

qk .

In addttion,the.spin-off product will be distributed by the Health De-
partment for use with parents in the 20. tertiary NICU's in California. This
conservatively increases the potential impact to thousands of infants and
families each year, out Of the estimated 10,000 per year who are involved .19
newborn intensive care.

3) Resources Effectiveneii-tvaluation

Since NICU's handle large numbers of infants and with round t1 clock
coverage, employ large numbers of staff, trlibing poses significant resource
problems. Our question was whether outreach products could serve in partial_
subsitution for direct training, particularly at Level I and II levels
(see Objective 3). Evaluations of the training materials and videotapes of.
the Level I training course were very positive, MTh in terms of content and

.

in terms of accessibility to those not receiving direct training. The video-
tapes of Level I training allowed many additional nurses who could not attend
in person to complete the course.

Generally,for introductory and intermediate training levels, print and
audiovisual materials were useful adjuncts and extensions to direct training
,approaches. It was difficult within Oroject resources and a one year time frame
to proVide extensive direct training while develpping print and audiovisual
materials. As anticipated, these materials were useful for initial introduction
and general developmental intervention guidance, but not for initiation of the
individualized techniques which the ICN Interact Project espouses. This clear-
ly required not only more intensive training but an allocation of an NICU
staff persons time to fucntion in a,developmental specialist/consultant role
to the rest of the nursery staff.

L
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Oblective 5: To, stimulate state involvement "in new and improved services for.
hihrislicaedm...D A4bofrrout: /

1) development of ewrigional and statewide;infantnetwork /) .

2) %tate level advisoh board,participatIon

.j) California First Chance Consortium activities

4) impact on policy, formation in the California. Departments
of Education, Health and Welfare and Development Services'

5) participation in legislative study and planning for improved
services to high risk/handicapped newborns

In the past ten years California has had a treme ocexpansion of programs
and services for infants with special needs. A hand 1 of early intervention
programs has proliferated into several hundred, some of which specialize in
certain types of disability or certain types of high risk factors in infancy.
Several state agencies have become involved in attempting to meet the needs of
this population.

. OP
.

The current status of servicesas a result i complex, fragmented, with major

'IA
gaps in servicesand,duplicatton and overlap in o her areas. Funding is unstable
and restrictive. What is available to a family d nds on where they live.

In the last several yeafs there has been increasing efforts from the field
to implebent a comprehensive'planning and coordination process for infant services.
Several committees and an initial effort at legislation started a statewide
advocacy effort. Several key.outreach activities were proposed to assist pro-
gress toward a comprehensive service delivery system.

Activities

1) Development of a regional and statewide infant network.

All activities were successfully completed as proposed.- A major spinoff was
the successful presentation of a multidisciplinary conference in May.

A) Re9ional_Network
R

The Northern California infant Qetwark was active during the year on behalf
of improved services to high risk/handicapped infants and their families.,

Quarterly Meetings: Four quarterly meetings were held in which northern
California infant program administrators, state agency personne.l and other advoc
discussed policy, quality standards and funding issues. A particular focus in
these meetings was interagency communication lo that ,es common to infants in
different service delivery systems could be identified. hese meetings alsO
served as a vehicle for communication from and input f m the fiel o state
level advisory committees.

46

Regional Directory: The directory of infant services in northern Ca fornia
was lIstributed to all infant ptograms and many other includi
hospital NICU's, regional centers f8r the Department of Deve opmental Servi
and county offices for California Children's Services.

.1

2

ti
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Job Bank: An active job bank was maintained to link' qualified personnel
with infant programs with positions available. A number of successful re-
ferrals were made.

Information Groups: The project directof assisted with organizatioi and
information for three specific study or special interest groups concerned with
infant services:

1) the West Bay Infant Network, whiCh conducts quarterly meetings and'
inservice training for'providers of services to developmentally disabled/
handicapped infants from several Bay Area counties.

ilay-Area4igh Risk---infant-Foilow4p-Grump, whIrh-11-nk3-11a---
neonatal follow-up programs from the major Bay Area hospitIls through
monthly meetings.

3) the Bay. Area Clinical Infant Network, a new network which.. links
six programs serving infants at psychosocial risk.

4) project staff have participated also in a new planning group,. the
East Bay Perinatal Council. Under California's Perinatal Regionalization
Plan, this body-brings together perinatal service providers in the two
county area. An important role of project staff in this group has been
to emphasize the need for better coordination ofpernatal and delivery
Service systems with post-natal services for infants and families.

Conference: Although not originally proposed, a major conference for the
northern California area was successfully planned and accomplished in response .

to a severe lack of inservice training opportunities for professionals in
northern California. The conference was sponsored jointly by the Infant Develop-
ment Association and the Early Childhood. Special Education Program at San
Francisco State University. A brochure and evaluation summary are included
in the Appendix. The conference emphasized a multidisciplinary perspective
on the continuum of needs of high risk and handicapped infants. Well known
researchers, a#ministrators and-key state agency persoMel gave willingly of
their time to produce a professional conference at very low cost. More than
250 people from a variety of disciplines attended the conference. It was
evaluated very positively by participants and presenters.

r- Statewide Network

Organization: As proposed, the northern California and southern Califor ria
infant networks were0oined together i -i statewide network under the name of
the Infant Development Association. S ering committees were established in
the north and south' kcommon set of als was accepted which included improving
infant services, education, statewide i formation and referral,.coordination .-

with other agencies and policy/legislati e input. As the o 1y statewide organ -
ization concerned specifically.with 'services to.' infants wi special needs, IDA's
input*Wis sought frequently during the year by decision ma ers and advisory,
committees.

1.,..-

PositionStatement: through a process of.input and review from service
providers around he'state, a position paper was developed which. summarized
.existing services, quality standards' and unmet needs for handicapped /high risk
infants andtheir families ip California. Though the entireNmonograph cannot
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be. included in this report, a one-page summary of its recommendation's has been
included in the Appendix-, The position paper was distributed to infant pro-
grams, relevant agencies, legislators and other key decision makers. It is
used frequently as a reference in policy discussionk.

,

Statewide Directory: Regional directories for northern and southern
,....Calihrnia were combineb, updated and prepared for printing in a loose-leaf
binder format. Distribution is projected for October-November, l985: Several
hundred infant programs are'descrVed by region in the directory.

Newsletter: The Infant Development Association distributes a quarterly
newsletter which includes a comprehensive calendar of regional, state a

national events; legts-lattve-up-dates;tarrent-pubisratrons; and reviews of
issues and policies pertaining to infant services. Contributions from northern
California are included regularly.

2) State level advisory. board.. participa_ n

As proposed the project director participated in several state advisory
committees concerned with services to infants with special needs. These include:

A) State Implementation Grant Advisory Committee

The project director has.been a member of the SIG Advisory Committee since'
its inception, A particular emphasis of SIG functions during the project year
was planning then legislation to create a comprehensive statewide service de-
livery system for infants. As a SIG Advisory Committee member the project
director addressed a variety of professionA-groups in support of improved ser-
Aces for infants.

Li Ad Hoc Conintis)
A prior unsuccessful effort toward legislation mandating services fOr infants

resulted in) a legislatively established advisory committee which was to report
to the Governor and legislature within one year. This committee, the Ad Hoc
Committee on Early Intervention, was comprised of eight membei-s of five other
advisory committees which encompassed some aspect.of services to infants with
special needs. The project director participdted in the committee as an alternate
representative for the SIG Advisory Committee. This committee after public
testimony, prepared a comprehensive report on services to infants. The recom-
mendations of this incorporated into a new legislative bill to
create an interagency servic elivery system.

C Office of Pr- 'ntion Task For

Recent 4egisl ive efforts created an Office of Prevention in the Department
of Developmental Services. The.Office of Privention was given responsibility
for many facets of prevention od deveqpmentalidisabilities, including services
to high risk infants and services to parents at high risk of developmental
disabilities..

Input was provided as sought by the Office of Prevention-Task Force, par-
ticularly in regard to service delivery systems for high risk infants and the
need for interagency coordination. Eligibility criteria for high risk infants
were reviewed and the need for.comprehensive services to certain populations
of high risk infants was supported.



qj California First Chance Consortium Activities

The California First chance Consortium began as a network of California
HCEEP'projects, which expanded its membership in recent years to include other ,

groups. It links advocates of improved services to preschoolage children
with special needs. The Consortium has achieved several significant advances
in recent years, including the initiation of California's SIG grant,and the
publication, through the Department of Education, of guidelines of preschool
programs.

106 a participant inthe Consortium active efforts were understaken to
.qsupport proposed legislation establishing a comprehensive service delivery

system, and to maintain the Infant Preschool Special Education Resource Net-
work of the Deparitment of Eacation.

4) Impact on policy formation in relevant state departments

Through individual and organizational activities project staff, and particu-
larly the project director worked to have a positive impact on policies affect-

iing services to infants. input was provided to each department through position
papers, letters, meetings, public hearings and in the case of the Office of
Prevention, Department of Developmental Services, invited testivny. Project
staff also sought to inform relevant advisory committees, such .A.te Special

FightCommission and the Maternal Adolescent and Child Health Boards which
Fight in turn influence policy making in the affiliated department.

f

Much of the communication occurred in the context of developing and support-
ing legislat on to create a comprehensive service delivery system in 'California.

"IPt
The ma4pr poi s emphasized in these communIcations were:

. .

1) unmet needs-of the infant population and the co effectiveness
(human and fiscal) of early intervention services.

2) the need for a continuum of individualized services for high risk
as well as handicapped infants.

3) the need for quality standards in services and professional
qualifications.

4) the need in California fors interdepartmental cooperation and in-
volvement in early intervention services .for infants with special needs
and their families.

0
5) Participation in legislative study and planning for improved services

...,-----

This proved to be a key activity foKthe year. The project director participated
in the drafting of the legislation, and fh efforts to inform and encourage support
from many key audiences for the bill once drafted. She provided testimony in-

,

(.11\several legislative hearings and assisted concerned parents in providing input.
The Infant Development Association provided a communication link regarding the
legislation, providing input to those drafting the bill and giVing feedback to
e field about issues and activities in the legislative process.

A number of significant issues arose in the planning piocess whiN demanded,
and ntinue to demand, careful analysis. Which state agency should have,respon-
sibilitY1 Which high risk infants thould,be eligible for services, and what types
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of services do, they need? Since'services and needs' va4\. greatly by geographical
area, how dan 'a local planning process be developed? ;What minimum standards are
needed? How can an identification and intake system by developed which is easily
accessible to the family, provides services quickly, and does not subject the
family to multiple and fragmented interventions? These and other complex
questions had to be approached within the context of CalWornia's large and
diverse population and existing service system fragments.

1) .Process Evaluation Evalution

As the preceding process evaluation documents, all pitiposed and several
unanticipated activities, such as the conference, were achieved during the pro-
ject year. Stimulation of state level involvement was a very active and produc-%
tive area of project operations.

?) Impact Evaluation

The impact of these activities can be'summarized as follows:

1) legislation which included creation of a comprehensive interagency
service delivery system for infants with specialimeeds was modified
significantly but was passed' by both houses 'of the California legfe-
latures. The bill was vetoed by the governor, apparently- not in
objection to then infant portion but to the overall special education
funding legislation of which services to infants was a component. .

The bill's author has indicated that he will infroduce a separate
bill dealing with infants only in the next session. Bipartitan
legislative support fir services for infants has been greater than
anticipated.

2) the first comerehenlive rep rt and recommendations regarding services
to infants with special needs wds completed by the Ad.Hoc Committee on
Early Intervention. The report watt prepared for the Governor and .

legislature. A closer working relationship among key state agencies
involved with the infant population was a particularly significant
achievement of the Ad Hoc Committee's efforts.

PP 3) specific to the stated objectives of this proposal is that high
risk infants,were and continue to be included in legislation and!re-
commendations. Although the Ad Hoc Commiftee was mandated to address
the needs of handicapped needs it accepted the concept of a-continuum
of needs and services including high risk infants. It has been t e
position of project staff that high risk infants need services an at
separate state departments. for disabled, medically at risk and psyc o
socially at risk infants are inappropriate for the infant population.
Coordination of resources at the state and local level is essential.

4) the Office of Prevention, Dep&rtment of QftveJopmental Services
has preN red a coMprehenive prevention plan which includes early
intervention for developmentally and -high risk infants work-
ing clogely with the Maternal and Child Health Branch of thelepart-
ment of Health Services, the Office has developed an approach which
beings prenatally for high risk parents and conttgyes into infancy. ,

Project staff have emphasized the need for bettertegration of per-
inatal health services with postnatal intervention services.
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8). Professional education has been provided through conferences as

well as thhOugh more specific conference presentations, training
programs, thining materials and papees.

In summary, though( a comprehensive service system for infants Is not yet
in place in California, and indeed-will take several more years to achieve, signifi-
cant progress has been made during the past year. There is growing consensus about
the needs of this population and methods for-meeting those needs. Awareness of

(this population by legislators and key decision makers is increasing. Field and
state agency personnel are working together more productively toward common goals.
It now seems likely that a comprehensive service delivery system can become a
reality in the near future.

5) Project staff have worked. toward the acceptance of common
eligibility .criteria For high risk infants* These criteria'have
been accepted byllatgrnal and Child Health and appear close to
-acceptance by the Department of Developmental Services: Currently
many of the very high risk infants requiring significant periods
of tertiary Neonatal Intensive Care may be excluded from services

. other than limited de\felopmental follow-up in the first year; de-
()ending or). where they live.

6) :The n -ed' for im roved service for .infants has been communicated
to legi& ators, s a e agency personne .1v sory comm t ees an
decision makers. There is a clear and significant increase in the
general level of awareness of this group.

7) Professional communication has been improved through networking.
This has resulted in greater sharing of information, referrals,

identification of best practises, and effective advocacy for im-
proved services for infants statewide. The statewide IDA network
now includes approximately 500 professf5hals working with infants
with special needs. .

44. .
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SPONSORS

INFANT DBVELOP1ENT ASSOCIATION is
a multidisciplinary organization of
people in California committed to
providing comprehensive services to
handicapped. and at-risk children
(birth to thr0). and their families.
The organization provides educational
opportunities for its menbers and
initiates and' participates in advocacy
activities-Mat enhance services'and

Promote greater understanding of the
needs of this population.

SAN.FRANCISCO STA1I UNIVERSITY'pro-

vides specialization at the Master's
level in Early Childhood/Special
Education. The University andDepart-
ment also sponsor two early interven-
tion programs in San4rancisco: the
San Francsico Infant Program anti

Integrated SpeCial Infant Seevices,

co-SPONSORS

INTERACT is a national organization
of early intervention professionals
which advocates for continuous and
comprehensive. services for young
handicapped children, beginning at
birth, and their families.

INFANT-PRESCHOOL SERN (Special

Education Resource Network) provides
inAervice training and resource ,

assistance to programs serving infants
anCgreschoolers with exceptional
needelind their families throughout
CalOornia.
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ORWSTRATION INFORMATION

DATE/PLACE/TIME

Friday, May 4, 6-10 pm and
Saturday, May 5, 8 amt- 6 pm

Seven Hills Conference Center
San Frantisco State Univer'sity
San Francisco, California

REGI8TRATION

Registration will be limited. Pre-,

registration is,advised in order to
obtainfirststlioicesin sessions.

Peetegistration fee-. is 435.00.

Registration fee after April 20 is
$40.00. Fee includel Friday even-.
ing hdsted wine and cheese reception
Saturday lunch, and.a years member -
ship in the Infant Development
Atsociation.

FRIDAY, MAY 4

st_ 4

100 - 7)00 pm

7:00 pm,,

7:15 pm .

7:30 pm

IDA/SFSU SPRING CONFERENCE0.0.:1"

KG ISTRATICN

OPENING.REMARKS; NANCY SWEET.Co-Chair, Infant Development Associatior
and Director of Early Intervention Programs, Clipd
Dev lopment Center, Children's Hospital medical Center,
0411and.

WELCOME: WILLIAM WILSON; Ph.D.,Jhair, Department of Special Education
San Francisco State University.

THE FUTURE OF SERVICES TO INFANTS IN CALIFORNIA; -HOPE, PLANS AND POLITICF:

JACK HAILfY, Executive Secretary, Child Development Programs
Advisory Committee.

THE NATIONAL PERSPECTIVE ON SERVICES-TO INFANTS: GENEVA WOODRUFF, Ph.D
Chair, INTERACT and Director, Project Optimus, Boston, Miss.

8:15 pm PRETERM INFANTS AND THEIR. FAMILIES: PETER GORSKI, M.D., Director of
Developmental and Behavior Pediatrics, Mt. Zion Hospital and
Medical Center, San Francisco.

14egistratton fee at the door (May
4 or 5) is $40.00. ,

Capcell.ations% Registration fee will
be returned in fullyprior to April
20, No-refund after April 2 .

minformatAmOri 441/motel ccommo-
(lotions and public transportatio4

is available... .A hospitality pro-
gram will 'arrange for out-of-town

.

participants 'to stay with local
participants Friday night.

4.1
mmake.Check/monepprders oayable.to
Infant Development Association.

form_',Mail registration to:

infant Conference,

G/o Peggy,Regaladp
4E1 Pqrtal School

Mateo Co. 04iCe ofcEducation
80 tomodore Dr., WeSt

BrunpACG. 94066

SATURDAY, MAY 5

8:15 -1;00

9:00ai

9:15 am

QRECEPTION (wine and cheese) for conference presentersand participants.

REGISTRATION

OPENING REMARKS

WELcrE: HENRIETTA SCHWARTZ, Ph.D., Dtan School of Education.
San Francisco State University.

THE SHAPING INFLUENCES OF THE EARLY INFANT-PARENT RELATIONSHIPS: 40
JEREE-PAWL, Ph.D., Associate Clinical Professor, Department
Or Psychiatry, UCSF Medical Center and Acting Direiter
Infant-Parent Program, an FradZisco General Hospital.

BREAK (15 min.) OM
LARGE GRoue SESSIONS (16:45-12:15)

.P. ;

TOMS INFANT WITH SPECIAL NEEDS; OBSERVATIONS OF TRENC6-IN EARLY IDENTIFICATION:
LUCY'S. CRAIN, M.D., Associate Clinical ProfesSor of"Pediatrics and Director,
.Disabilities Clinic, UCSI:Medical Center and SALLY SEHRING..M:D., Director, New -
1porri ICU Follow-Up C1in4e,Children's Hospital, San Francisco.

-9ROFESSIONAL/PARENTAL RELATIONSHIPS: A TRAINING PROGRAM ONDEVELOPPENTAL DISABILITIES
#OR HEALTH AND ALLIED PROFESSIONS: VIP Project, SHAM l,. MON, L.C.S.W., JOHANNA
WILLEMSEN, P.H.N, andparent'panel, Poplar Center, San Mateo.

III. 1 FAMILIES IN STRESS: IDENTIFICATION AND INTEMENTION: HOWARD GILLIS, Ph.D., Clinical
Psychol9gist, Child Study Unit, ucsr Medical Center and MARY KRENTZ, Ph.D., Clinical
Psychologist and Assistant Director, Integrated Special Infant Services, San Francisco
State. University.

IV. ..DEVELOPMENTALPERSPECTIVES ON ASSESSING INFANTS WITH. SPECIAL NEEDS: GORDON ULREY, Ph.D.,
Clinical Assistant Professor of Psychiatry and Pediatrics, U.C. Davis Medical Center.

z
,LUNCH (12: 1511: )

m ,SMALL GROUP SESSION I. (1:154115)
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REGISTPATION FORM

(please print)

Name:

Address:

City,Zip:.

Daytime phone #: (, 1

EncloSed is my check/money order, made
payable to the Infant Development Associ-
ation , for $ foethe 1984 IOA /SFSU
Spring Conference. Fee. includes Friday
evening reception, Saturday lunch and
membership in IDA.

Conference Selections

Large Group Sessions: (indicate 1st, 2nd
3rd choiceS)

6

I II III IV (:)

Small Group Sessions I:f(indicate 1st, 2nd, siE
, 3rd choices)

::)
A B C D INC
E F G H Imm

C.)
Small Group Session II: (indicate 1st, 2nd, w

3rd choices)
gi..

1 2 3 4 CO)

5 6 7 8

Pleas? check if you want information:

hotel/motel accommodations

accommodations with,local family

public transportation

, CEU'credit (1 CEU credit available)

Tear off and mail to:

InfanikConference, c/o Peggy Regalado
El Po al School

San Mateo Co. Office of Education
W80 Commodore.Dr., West
San Bruno, Ca.94066

42

A. THE NEEDS OF SIBLINGS OF DISABLED CHILDREN: ANN CARR, M.S., Training Specialis ,

MA.R.E. Project, Family. Service Agency, San Francisco and BARBARA GROSSMAN; M,
Counseling Intern, ARC-Fresno, Exceptional Parents Ualimited.

B, EFFECTS OF PARENTAL STRESS ON PSYCHOLOGICAL AND SOMATIC DEVELOPMENT IN INFANTS:
FRANCES KNUDTSON, Ph.D., and Joanne Figone, O.T.R., Agency for Infant Development, Marin.

C. PREt URITY: CAUSES, CONDITIONS AND CURES: ANNIOSITSKY-HAIMAN, R.N., M.S.

E.

AUDITORY PROBLEMS IN INFANCY: IDENTIFICATION AND TREATMENT:

Dip. Aud., Coordinator, Audiological Services, Center for Chi
Disorders, Children's Hospital Medical tenter,"Oakland.

WHAT-IF THE PARENT IS DEVELOPMENTALLY DISABLED: DIANE NANIS,
Community Association for the Retarded, Palo Alto.

ADELINE McCLATCHIE. L.C.S.T.,
ldren's Communication

,Director, Project P.A.L.S.,

F. THE TRANSDISCIPLINARY SERVICE DELIVERY MODEL; A TEAM APPROACH; GENEVA WOODRUFF, Ph.D.,
Chair, INTERACT and Director, Project Optimus, Boston, Mass.

EARLY IDENTIFICATION. OF.INFANTILE AUTISM: 'ADRIANA L. SCHULER. Ph.D., Associate Professor
of Special Education, San Francisco State University.

G.

H. VISUAL PROBLEM IN INFANCY: IDENTIFICATION AND TREATMENT: CHARLENE HSU, M.b.,
Pediatric Ceithalmologist, Kaiser Permanente Medical Center, So. San Francisto and
Assistant Clinical Professor of Ophthalmology, UCSF Medical Center.

BREAK (15 min.)

SMALL GROUP SESSION II (2:30-3:30)

1. A CLOSER LOOK AT COMMUNICATION BETWEEN ATYPICAL INFANTS AND THEIR PARENTS: MARGOT ARANA,
M.A., C.C.C.. Speech and Language Pathologist, Children's Health Council, Palo Alto.

2. INTERVENTION METH= WITH VISUALLY IMPAIRED INFANTS: DENISE COOK-CLAMPERT, M.A.,
Director, Easter Seal Infant Development Program, San Francisco.

ADVOCACY: LEGAL, POLITICAL AND PARENTAL PERSPECTIVES; JOSEPH FELDMAN, Director,
Community Alliance on Special Education, San Francisco and LINDA WURMACH, Parent
Specialist, SERN 5.

4. A SENSORIMOTCR APPROACH TO DEVELOPMENTAL DELAY: JANET GREEN, M.S., R.P.T., Physical
Therapist,'tast Seal Infant Development Program, San Francisco.

5. NEUROBEHAVIORAL MATURITY ASSESSMENT OF PRETERM INFANTS - A NEW APPROACH: ANNEL I E SE

KORNER, Ph.D., Professor of Psychiatry and Behavioral Sciences Research, Stanford
University Scifhol of Medicine.

6. THE SPECIAL NEEDS OF THE MEDICALLY DISABLED INFANT: TRUDY LATZKO,,R.N., M.A., Program
Director, Developmental Services Department, Family.Service Agency, San Francisco and .

ELLEN SINGER, M.A., International Child Resources Institute, Berkeley.

7. THE PSYCHODYNAMICS OF PARENT SUPPORT GROUPS: ELIZABETH H. MAURY, Ph.D., Co-Coordinator
Exceptional Parents UnPlmited, Fresno and Assistant Clinical Professor of MediCal
Psychology, UCSF MedicalCenter.

8. INTERVENTION Well INFANTS WITH AUDITORY IMPAIRMENTS: JAMES STAHLECKER, Ph.D., Research
Psychologist, Center on Deafness, UCSF Medical Center.

BREAK (15 min.)

3:45 - 4:15 pm FUTURE DIRECTIONS FOR EARLY INTERVENTION PROGRAMS: MARCI HANSON, Ph.D..
Associate Professor of Special Education and Director of
Eat,,ly Intervention Programs, San Francisco State University.

4:15 - 4:34 pm CLOSING REMARKS'AND cONFERENCE EVALUATION

BEST COPY AVAIOBLE



IDA/SFSU Spring Conference, 1984

THE SPECTRUM OF SPECIAL DEVELOPMENTAL
NEEDS IN INFANCY:

/
A MULTIDISCIPLINARY PERSPECTIVE

PURPOSE

The purpose of the conference is

to update professionals. working with
developmentally dis'abled, medically
at-risk and environmentally at-risk
infants and their familtes on current
issues and approaches in the field.
Presenters and presentations are gear-
ed to a multidisciplinary audience.
The conference will draw toOther some
.of our excellent .resources in northern
California in research, prevention,
early intervention and advocacy.

DATES AND TIMES .

Friday, May 4, 6-10 pm and S
May 5, 9-5 pm.

COST

Preregistration feeis $35,00, The
cost for registrations received after
April 20 is140.00. Conference fee
includes a hosted wine and cheese re-
ception Friday evening,lunch on Sat-
urday, and a years membership in the
Infant Development Association.

LOCATION

The confprence will be held at the
new Seven Htlh Conference. Center in
Mary Ward Hail at San Francisco State
University. Classrooms in the Education
Building will be used for small groud
sessions. Parking,is available ad-
iacent to Mary Ward Hall. Phblic"tranS-
portation is also available.

DIRECTIONS TO

lafBaLugujAj UNIVERSITY

. 4.14104.4 '

i
1 IWO

ilOSIMOMMFWW.
I

I

eakferOvice
cAMI6robtAS

From the East Bay:

Take Bay Bridge into San Francisco
(Hwy 80 turns into 101)
take 101 south (towards San' Jose).
then 101. to 280

*once on 280 take Mission St:turnoff
stay inthe right hand lanes and
follow the signs to SFSU

Frowthe Peninsula:

Take 101 north (towards San Francisco)
to 280
then *East Bay directions

lin
From 280 (o,o, Palo Alto):

Take 280 towards San Francisco
200 splits -
bear to your left itowards the
19th Ave./Hwy0 turnoff

280 ends and turns into Junipera Serra Blvd.
Junipers Serra' then splits

.

staylo your right!- do not take 19th Ave.!
proceed on Junipero Serra-E6 Holloway
lei on Hdlloway
take Holloway to Font



The Spectrum of Special. Developmental Needs in Infancy: A Multidisciplinary

A Multidisciplinary Perspective

May 4. - 5,-1984 San F;ancisco, California
,/ . ,

k

Sponsored by: Infant. Development Associations t
San Francisco State University'

...

The following information is based on 145 evaluation forms.

4.

Professional roles of participants .

23 Direqprs/Coordinators
8 Physical Therapists

l3....111. Social Workers
4143e9 Special tducatorsahikeSPICIAll41.)
/a-t* Ootupational Therapists

. 1 Pediatrician'
.

9 Speech/Language Therapists,
14)....!44 Nurses

3 parents
*Peer Counselor
1 Cdtsultant
1 Parent Trainer
1 Therapist
1 Paraprofessional
]Counselor

13"School Psychologists 4IN
4 Researchers
3 Students 1

2 Nurse Practitioners

1:1

Participants serve children with:

3VITMedical/bi9logical problems
47 specific disabling conditions

cl problems relating to ertvj.ronmeptal risk :/ors
515100,2! all of the above

1 normal children
1 hearing impairments
2 twins \

2 learniAg disabilities
2 abused
.1 visual impiirmehts
1 parents

Overall sqeggths (commentt madmore than,two ,times)

;

qualfty of speakers low cost .. 7walk between buildings organizati9n
favilities v variety of topicsi

wine and food use of visual aids . .

nice-tone/atmosphere
.

opportunities to interact with other professionals
all speakers at Seven Hills Center (Gorski, Pawl, Hailey, Hanson)

.
.

9.



Overall Weaknessesreents made more
. .

not getting first choice of sessions
few restrooms in conference center
small video monitors
too short in total length
lunch time too short

Suggestions

brochures should.mare,fully describe each
do it again!! 1-4.

have panel discussions I
tape sessions and have "tapes available for later viewing
invite regular educitti'n teachers
put a phone number on he brochure
longer lunch time
topic suggestions:_

politics ..

interagency cooperation
computers
cultural differences

failure-to-thrive' infants
sensory integration
rural. service delivery models

specific, disability areas

than two times) i

needed more time per session
needed more practical informatitn
directions/map
speakers too basic/simplistic

7119 telephones 14 conference center

session's content

b

p



LARGE GROUP SESSIONS

Session

I. Trends in Early
Identification -
.Crain/Sehring

II. professional /Parental
Relationships-
Duron/WillemSen

III. .Families in Stress-
Gillis/Krentz

0 IV. Developmental Per-
spectives on Assessing
Infants - Ulrey

* Rating Scale:

very successful

5
4

4

4

Number
of forms

Average
Score *

35 4. 17

16 4.25

41: . 4.16

27 3.05

unsuccessful
I'

2

Comments

excellent-session (6)
needed more time .(5)

lots of information (1)
wanted handouts.(3)

good session (4)
enjoyed parents (6)
good filmstrip (1)

good session (0)
good tape.--(3)

wanted more interaction '(2)

wanteipidiscussion time (1)
too basic (3Y

speaker late.(10)
too Simplistic (3)
not enough time,(1)
good session (6)
good video (1)

f
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I

Session

SMALL GROUP SESSION I

Average

Score*

_ . . . _
Number
of Corms

a... The Nays of Sibs 18 3.78.
Carr/Grossman

b. Effectd of Parental 20 4.00
Stress...-
'Knudtson /Figone

c. Prematurity.-- 11 3.36
Kositsky-Haiman

d., Auditpry Problems.-- 4.23
KcClaltchie

e. Developmentally Disabled 7 3.07
Parents - Nanis

f. Transcisciplinary Service 13 4.61
Delivery Model - Woodruff

g. Early Infantile, Autism - '17 4.12
Sdhuler

4

t
h. Visual Problepls - 16 4.47

Hsu

I

Comments

needed more time (3)
good session (1)

needed more time (3)
enjoyed video tapes (3)
interesting (3)

good sessio (3)

too bas (1)

interesting (1)
needed more time (1)
good speaker (2)' Jr
wanted more information, (2)

-. wanted more .about intervention (2)
.

good session (2)
needed more time (1)
dynamic Apeaker (2)

needed moreftime (4)
good session (5)
wanted more on 0 to 3. years

good session (6)
needed more time (2)
too cluttered (1)

51
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Sessiop

1. Closer Look at
Communication -
Arana

2. Visually Impaired-
,Cook-Clampbert

3. Advocacy-
Teldman/WUrzbac6

4. Sensorimotor Approach-
Green

5. Neurobehavioral Maturity
Assessment - Korner

6. Medically Disabled
Infants - Latzko/Singer

7.. Psychodynamics of Parent
Support Groups Maury

.

8: Auditory Impairments -
Stahlecker

52

SMALL GROUP SESSION II -If.

Number
.oforms

- Average
Score*

18 3.68,

6 1 4.33

3.00

15 4.68

22, 4.14

Comments.

needed more time (4)
good video 41)
too slow (2)

good session (2)
too theoretical (1)

.

good audio visual, ( )

good speaker (2)
.

good.handouts (1)

_needed more time (4)
good session (5)

good session (3)
heeded more time (2)
good videos (4)
not useful (3)

good slides (1)13.

25

R 9

3.46.

4.12

34.44

*

.

41k

.
4

-v

needed more time (4)
good session /helpful information (11)

informative '(1)

0.

-wanted More Intervention information (4)
excellent (2)
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'vitalist Development Associatkin
3750 Muds Luther Kind, Jr. eadsterd, tool Anil*

Calllomill 95004

PURPOSE-GOALS

CCP

.The Infant Development Association.is a multiAisciplinary organization of people in California
committed to providing comprehensive services to handicapped and at-risk children (birth.to three)and their familisio. The organization shall provide educational opportunities for its members
and will initiate and participate in advocacy kctivities,that will enhance services and promote
greater understanding of the needs of this population.

The goals are:
1. To implement and maintain a communication and advocacy system for sharing information
--about services for very young children (birth to 3 years) with special needs, and

their families.

0 2. .To provide educational*Iortunities for its members by, establishing study groups,
sponsoring conferences, providing a neweloter,and publishing the Californ fant
Development Program Directo*.

°
3. To .initiate and participate in all local, state and federal advocacy activities leading

to continuous and comprehensive services for this population.
4. To inform.and influence social service, alliedhealth, medicalind educational decision-

makers about the idbortance of early intervention services for this population.

5. To review and initiate research studies on the impottance and efficacy of early inter-
vention and disseminate relevant mateSials:

For further,/ information, contact:.Fran Chasen, (213) 290-2000 'or Nancy. Sweet, (415)6i5-9521

I

-tear off-

*CHECK'TYPE OF MEMBERSHIP'DESIRED
wel11111omml1111ImalwaloNminsdraliMinweemlwomia.rmilMHOMIle.

PUBLICATIONS( ) Student/Parent $ 5.00 Yearly California.Infant Program lSirectory
-( ) ;Individual $10.00 Yearly $0.0 per copy (With binder) -- No. of copies) Agency $15.00 Yearly' $1A.00 per copy (iisert only) -- No. of copies
Name.

Address
DOW) Syndrome: Gra:wing & Learning
47.00 per copy -- No.

per copy nc odes poste e)-No. of
sBusiness Address

°. 4 $6.90 per copy(includes poste

of copies

New Life in the Neighborhood

*All checks should be made payable
to "Infant Developopnt Association"
3750 Martin Luther.King Jr. Blvd.
Los Angeles, CA 90008
% Meg Serden,

Special area of interest?

e) -No. of copies.

Role Phone Business Phone

Phone Tree(yes, 1 aminterested)

Study Group
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A comprehensive coordinated state plan must be developed
which establishes a local planning process for families
with special needs ,infants birth,to 3 years.

2. Appropriate infant developmer0 services for any child
with special developmental needs must be made available
in all areas. of California. V

.

Infant development programs need a stable and sufficient
fiscal support base to sustain adequate staff and pro-

f

gram quality.

Coordination .9f' service delivery systems is, needed to
ellminate gapa:siri_service_ and delays in entering service
systems initially.

-
. 6

5. Quality standaids'Aeed'to be emphasized across all agencies
providing servicestO infants.

..

6. A variety of program MOdelsineed to be available to meet
..the needs of indivicluerfamilies. '

7. FundiTig,must permit services to infant and family, ndt
"ust

8. Referral. and eligibility processes need to be streamlined
to minimize the delay in services.

9. Quality standards for staff composition and competencies
should be developed.

10: State and lott'planning of services for infants with
special needs must involve service providers dnd parents.

'4
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INTRODUCTION

The developmental recommendations in this'slide presentation
include several environmental modifications and handling technt-

1,1

ques as well as developmental activities to promote interaction
between the premature and hospitalized infant.and- caregiver.
Our goal is not to offer a packaged stimulation programa but to

offer support :to this fragile tnfint and to assist him toward
neurophysiological integrity and organization. Each infant is
different with a different threshold for stimulation. No activity.
should .be suggtsted until each infant has been carefully and

sensitively observed to determine hiS or her threshold forAtim-
ulation and range of responses. Infants should be continually

observed.to note.how they are responding on all levels.. If at
any time an activity disturbs aninfant-or causes sudden changes
in heart rate, respirati.on, color oio muscle tone, it should be
stopped and offered later or after recovery-.

Recommendations are also suggeste&with special attention
padd to infant states. A soothing routine of swaddling, prone
positioning and pacifier may be suggested for the irritable
infant rather than face to face play; a. short 30 second ex-
perience with `a visual stimulus of face alone without talking,

may be appropriatefor the briefly alert infant; and simply

encouraging a parent to hold the infant close may be appro.
priate for the still sleepy baby who cannot yet muster an alert
state.

J7
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Slide 1, 2:

Slide.3, 4, *5, 6:

Slide /47:

Slide 8, 9, 10, 11:

Slide .12, 13:

Slide 14:

Slide 15:

Ackce noise:
a (1) To remind staff of baby's'

need for quiet a "Do pot Disturb" sign at
bedsidp is useful. (2) D4 not talk over bed-
side and avoid slamming porthole doors.

educe lAchti (3) Place blanket over table
bed (4) isolette or (5) crib to Cut down
on excessive light. (6.) One suggestion is
to use individual bedside light at each bed-
side. .

mile taking yital Allow (7) Position infant
in supine, holding-his arms close to his body
across his.chest with your hand. This prel-
vents:flailing movements and startling. Do
not leave infant on his back. If left in
this position babies may havi abnormal
posturing later.

PailtisaninsLialiatatLiatiatz: (8) Place in
prone with blanket rolled up along, each side
of infant's body and one at feet with legs
flexed:. Keep area aroUnd bedside quiet and
reduce light whenever possible. (9) Or,
rotate to sidelying with rolls in place.
110f11) Avoid supine position with extended
limbs and abducted hips.

V.

Weightinainfantst (12) Before carrying to
and from scale, carefully contain limbs close
to body to avoid flailing. (13) After re-
placement in bed, hold hands on limbs to'let
baby recover.

During IN' changes: (14)- Position infant on
side placing blanket rolls at feet with limbs
flexed. Covei if possible and offer pacifier.
To help infant tolerate 'this stress, another
nurse can hold ilimbs in place and swaddle
infant l's body with her hand. After procedure
is completed.leave.in position and soothe
with soft voice. Let infant recover. before
changing position.

ti

Pest pepiqds and brimiss: (15) The very young
intubated babies, (b hies with BPD, and SGA
infants) benefit froth 15 minute breaks between
procedures such as 'taking-vital signs and
diapering. A/lowihg 2-3 hours undisturbed rest
after a se es of ical procedures or care-
giving 'is luabler'
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Slide 16, 17:

Slide; 18, 19:

Slide 20:

Slide 21:

Slide 22:

Slide 23:

Slide 24:

Slide 25:

Slide 26: to

$uctioNalc,1 (16) Before suctioning, positio%
in sidelying with limbs flexed and held close
to body. (17) After procedure, cover infant's
body with your hand gently to "hold" mad
offer soothing voice. Let recover and calm
before repositioning.

RestreOtss (18) When restraining infants do
not' position infant with arms, or legs spread
out.' instead, bring together and flex limbs.
Use soft wraps with velcto fasteners and
elastic ties. (19) Position baby in sidelying
with hands together at midline. Wraps should
be placed around wrist with ties fastened to
bedding to allow some freedom of movement.
If possible position babies.,so hands can come
to mouth to suck on: fingers enabling some
self-soothing.

Soothing techniques; (20) To calm an ';irritable
infant, recommend the following hierarchy
of techni ues.from no intervention to paximum..
work with infant to find which techniques are
most 'effective and then have primary nurses
offer the same techniques to provide consistenc:
It is best and most effective with an irritable
infant to' have as few nurses handle baby as
possible providing as.much consistency and
familiarity of handlingforbaby as possible.
Always observe infant for reactions to inter-
ventions'aa well as heart-rate, respiratory
rate, color, etc..

el.. (21) Minimal handling: Position comfort-
ably and leave untouched for as long as
possible. educe light, noise, etc.

b. (22) Prone positioning, swaddled with
blanket rolls at sides and at feet.
Reduce light, noise e-ada handling.

c. (23) Pat back while positioned in prone.

d. (24) Of face only, leaning over
face 8" away from visual fild: no

I
e. (25) Offer voice only with no face

gently at sides. .

baby's
talking.

. talk

f. (26) Hand on belly restraining both arms
on chest. Encourage' infant to suck on his
lingers . . .6

Slide 27: 1 g. (27) Pick up and hold, rock and offek
pacifier.
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Slide 28:

Slide 29:

To facilitate sick: While holding the pre-
term infant (35 weeks corrected age) :

*
a. .(28) Offer your little finger after

, dipping it in sterile water and gently.,
slowly stroke the roof of the baby's
mouth with your fingertip. Common
problems with infant suck may be:

41. inconsistent suck which drops.
off td.starts again;

poorly:Coordinated suck, or

3. nonexistent suck.

As long as in t is not fatigued or stressed
by procedur of offering wet finger, this may
be practiced fdr 30 seconds to 1 minute 2-3
times a day to develop skill of sucking. The
goal is to offer practice for the suck reflex.

I

b. '(29) _Offer pacifier taped to bottle so
infaAt may practice ducking when not being'
held.

Slide 30: c. (30) Offer pacifier during gavage feedings
to promote suck reflex during.a feeding.

Slide 31, 32, 33: positioni0: (31) Prone is most comfortable
for babies. (32) Sidelying is next best -.do
not leave crying,. irritable baby on his back.
(33)' While holding, baby's generally calm
best while being held at the shoulder.

Slide 34: (34) Rocking gently is soothing either while 4
standing and holding infant at shoulder or
sitting holding 9radled. gxperimenting with
each baby may be 'necessary to find best
position for caregiving. Be careful not to
overstimul.ate:

Slide 35; 36, 37 Turnincrinfan$p: (35)To turn from prone to
supine gather legs under baby and (36) hold
arms close to body rotating slowly. (37)
Hold limbs until infant is repositioned.

4

4!

ylsual activitlep: For the baby who is showing
alert states.lasting longer than 273 mintues
the following aativites are offered with the
caution to continually observe infant for signs
of fatigue, ie. respiratory stress, color change
etc; doMetimes these responses_dre delayed.'
If these signaltappear, stop and give'bdby a
rest.



Slide 38:

Slide 39:

Slide 40, 41, 42:

Ylaukactiatitiat4m.

(lgalitge_INloe: When holding the
baby, present your face 8-10" away
and encourage focus on your face
mix if he is alert and quiet..'

(39) If this is too much for the baby
he may signal by turfiing away or closing
his eyes. Respect' this action. Approach
slowly allowing infant to take the lead.
After the infant has shown you that he
can focUs on your face move it (40)
glowlv side to side then up and'down
very $oyAv. Always take your cues from
the baby. (41, 42),If he is not ready
he may become very tired. This is a4
signal from the baby,to take a break:

Slide. 43: b. (4) Fag, And Voice: After good attention
is achieved, offer voice, ,tath face.
Practice observing infant responses to
your face and voice together. Some babies
need them offered slowly in succession one
at'a time until they can tolerate both.

"(44) When tnfant can focus attention to bott
face and voice offer a game of following
your face as you talk and smile.side to
side and up and down in a circle.

Slide 45: (45) Some babies beco e stressed by too
much play and become eralert. This

41 baby needs .a break as he is overstimulated.

Slide 44:

Slide,46:

Slide 17, 48:

Slide 49k; 50:

e

c. 4.11. If infant is
hav g 3 minute alert periods-place a
s ,!le picture 8-.10" from infant's eyes

enough to be in line with his eyes.
.

7) A small bright birthday.paper plate
or a red yarn ball 8" from eye are good
items. -(48) Rotate all visual objects
(no more:pan 2 at a time in isolette) once'
a day. Red, black and white designs are
particularly interesting to babies.

AuditorY activities: (49) The preterm.baby can
tolerate quiet Slow talking, humming:Or sing.
ing especially -*during alert times. If the
baby arouses and brightens to your voice, he
is respbnding to. it. (50)If he turns away,
closes his eyes or grimaces, he may be irritalled
by the voice or sound and you should stop.

Some babies can only handle one mode of stimuli
at a time. If yoU are holding the baby, just
holding may be enough. To add your face and voice
may be too overwhelming.

1
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Slide 51: (51) After 35 weeks .if a baby is not showing
startles or gri es or aversion to sounds
a quiet music x (the kind in soft stuffed
animals) ca e placed in the crib for him

*;s

during his lert or quiet times, If a baby
is continually stressed by noises try to re-

f locate his crib to a quiet cornez awaY from
phones and loud speaker systems. Never play
radios in the unit.

Wept seats: (52,53) An infant may be
propped in an infant seat when he has reached
2 weeks corrected age (that is, 2 weeks after
his due date). An'infant seat should only
be used during alert periods. Preterm infants4
should not sleep in them. )

I
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INTRODUCTION

AS a .parent who has a baby in the Intensive'Carillursery (ICN),
-/you haye been faced with an unusual and difficUlt expedence. You.

. have worried over your infant's life, health and perhaps his condition,
in the future. .

The ICN is'essential tothe best outcome for. your'beby, yet it_ .

.can be. a stressfUl place for parents'. A large 'number of medical staff
and a bewildering set of machines and technical procedures may be
necessary to help your baby survive and grow.

%Moreover, it may be difficult to identify with your infant 40,0
you may not understand all that is happening to him. It is a dilemma
when you want to care for your baby and love him, but must\ relinquish
your role to a nurse whom you do not know.

As specialists in infant behavior and development we know that,
even for the very sick and very premature baby ip the. ICN, the parent
has a very special role beginning the first day. Both research and
experience show us that there are things whithonly ybu,as parents,apn
do for your infant that will make a difference now and to the future.

.
. 1/

We-believe that the relationship between parent and baby is the
imost important influence in foitgring the baby's .development. This is

particularly true for the baby who must begin life in the Intensive Care
Nursery. By learning to'understand'yodebaby's behavior'and develop-
mental needs you will begin to acquire the necessary information to help
develop his mental and physical abilities.

%

. During the hospital stay parents often ask questions, such as,
"How much can I hold my baby?","Does touching hurt him?", "Is a music
box appropriate?". As discharge approaches other questions and 'concerns
arise, such as, "How will .he react to going home?", "What kinds of toys
does 'he need?", "IS he ready ,for normal baby play?".

The purpose of this manual is to answer these questions and to
offer you, the parent, help in understanding and guiding your baby's
development. It provides activities to begin with your infant:1n the
ICN, to continue during his hospitalization-aoctto use lateriat tome.
These activities. a designed with his emergi4,abilities in mind; 'viten
he is the most. sick and needs adjustments to his. environment,. through'
the time when he is. recoving and is ready for more active stimulation.

. .

These activities are planned to help you:

1. -Build .your confidence in your ability 4handle and care for your baby.

2. Develop a reasonable expectation for your baby's ability at each stage.
of development.

3. 'Learn what you can do to encourage your baby's development while he is
in the ICN and when he is home.

67
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Since most babies in the ICN are prematurely born we devote
special attention to them. Chapter r 'describes three general phases:

1. THk.ACUTELY ILL. PHASE: The first weeks of life for the very pre:
mature or seriously ill baby when the most specialized' care, such
as the respirator, is needed.

THE SPECIAL CARE PHASE: The baby is stable but still requires
special care, such as, an isolette or hood oxygen.

TRE44pNVALESCEr PHASE: The baby in a bassinette or crib, possibly
in room afr, learning to feed and gaining weight.

Chapter II-deals with the specific developmental needs of the babies
whO hagkhad Other health and physltal coUditions, such as, surgery,
chroniclung:disease or low,birthNeight4 'Chapter III discusses the
transition from hospital to home during the first anxious but exciting
weeks when newAuestions and concerns arise. .Chapter.IV provides refer-
ences for parehts codcerning infant developmenk.

+* To use this guide paients'of babies who are-6'orn several weeks pre-
mature shoutd.begin by' reading tpeAcutely 111 'Phase.' Parents of babies
born only a few,'Weeks premature,''Who are medically Stableosshould begin
by Teading,the Speciil Care 1134se. Parents of babies with special needs
shoOld reag, the sections,in Chapter I as well as in 'Chapte

hope this guide will.help you reelizelhat your role aSvarent
is of vital importance'to your.infant's growth and:development. Bi taking
.these developmental steps you can, begin to.buiTd a foundation that .will
carry both ofyou through th,is difficult time aptinto the early years
when his .mental arid physiciT skills will'unfold:: Without you he'cennot.'
accomplish these,tasks 4oward development. .

:. .

4 " .

4.
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1

THE ACUTELY I,LL BABY - WHAT BABY Is Li KE4

.\
The baby who is acutely ill is one who has been born

premature or very small or both. Because of these two

.factors the systems of his body are immature and not ready

to function. Therefore, he may be on a.respirator which

breathes for hit* have numerous tubes and a variety of

continuing medical treatments. He is usually placed on

an open table bed so that the4edical staff may carefully

observe him. He may be immobilized by medications. Never

theless, he can still be aware, of your presence throdgh

voice and touch. Although he will spend almost all of

his time asleep, he can still move, feel and experience

waking periods. You may see him bend and stretch his arms

and legs; his fingers can close tightly in a grasp or

spread wide apart. He may try to put_his Nhnd to his

mouth and may even suck on his fingers or the side of his

hand. He can hear sdunds (hearing develops in the third.

montb,,gf: pregnancy). .He may try,to.,operi his eyes and .

may even-move his eyes to a light, but he cannot see the

way we do..

.He has come from a world where he was gently and

comfortably contained and rocked j, the dark enclosure of

the womb -,a world where he could hear the sounds of his

'mother's body and\her heart beat, After premature birth

he may be placed on :an immovable bed, in a room of bright

lights, bombarded by constant loud noise and uncomfortable

handling. -He does not cry to indicate his discomfort ,or

stress, rather he wjll demonstrate his stress by subtle

changes in appearance of body functions, such as:

. changes in skin color (to blue or pale

- changes in muscle tone (such as limpness) '

- sudden flailing of.arms and legs or tremors
ir arms and legs

-increase or decreamin heart or respiration rates

7i



* His whole body may signal fatigue or exhaustion and

his face may show discomfort. He may even try to turn

away his head or eyes. These are ways that he lets us .

know that some event has .overwhelmed him You can notice

the-difference when he is not stressed; he may sleep
N

deeply with regular breathing, have good color and be

able to lie in a relaxed posture.

This is the time when medical care Is the most im-

portant need that your baby has, Yet, e,en now, there are

ways you can help soothe and protect him. By doing these

simple things for your baby you take the first step in

playing an active part in his life.

?

)
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Wig You CAN PO FOR YOURDABy

Although your baby may be too sick to be held

or respond to -you, there are several ways you can

help ma* him more comfortable and protect him from

the stressful experiences in the ICN..

4,4

I
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Ti* ACUTELY ILL PHASE/ACTIVITIES

I

Here. are 011ie ways you can limit the no1sit, and
, brightness at your baby's bedside.

TURN OFF OVERHEAD LIGHTS

REDUCE DIRECT LIGHTING BY

USE OF BLANKET OR HAND TO

SHADE BABY'S EYES

DISCOURAGE LOUD TALKING

AROUND BABY'S BED

.0MAKE A "QUIET" SIGN FOR

BABY'S BED

AVOID LOUD MUSIC BOXES

DO NOT PLAY RADIOS N THE



1

1

1

1

1

THE ACUTELY ILL AASE/ACTIVITIES

<,

*

POOVIDING SOOTHING SOUNDS

During this phase of Acute illness, the only
sounds your baby may tolerate'are soft soothing'
sounds which filter the excessive noises of the
ICN such as:

MOM OR DAD'S VOICE SOFTLY

AND SLOWLY

OR

THE SOFT MUSIC FROM A STUFFED

TOY.

STOP IF BABY SQUIRMS OR URNS AWAY OR EXHIBITS CHANGES IN

HEART RATE,- RESPIRATORY RATE OR. COLOR, TRY AGAIN LATER.

6 75
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P'THE ACUTELY ILL PHASE/ACTIVITIES

POSITION BABY COMEDRTABLY

To help your baby's muscle tone develop,the
following positions are recommended.

f

PLACE BABY ON TUMMY FOR

2-3 HOURS WITH LEGS ,TUCKED

IN CLOSE TO HIS BODY, PUT

ROLLED BLANKETS AT SIDES

AND FEET,

TO VARY HIS POSITION PLACE

HIM ON HIS RIGHT OR LEFT

SIDE, USING ROLLED BLANKETS

TO SUPPORT SIDES AND FEET,_

POSITION BABY SO HIS HANDS

CAN COME TOGETHER,.

IF HE 'MUST BE ON HIS BACK US

BLANKET ROLLS AT *H I'S SIDE AND

HELP KEEP HIM SECURE.

IF LIMBS ARE RESTRAINED TO

PROTECT AN IV, POSITION SIDE

LYING WITH LIMBS'CPRLED UP .

WITH HANDS AS CLOSE TO MOUTH.

AS POSSIBLE.

STOPAF ANY POSITION UPSETS THE BABY, TRY ANOTHER ONE,

7



THE AC4TELY ILL PHASE/ACTIVITIES

SOOTHING YOUR My

These are a variety of ways to reduce irritability'
'and help your baby remain calm. Find which works
best for your baby.

0

OFFER FINGER FOR BABY TO

GRASP

/ LET HIM SUCK ON A PACIFIER

OR YOUR LITTLE FINGER

I

REST YOUR. WHOLE WARM HAND

OR BOTH HANDS OVER HIS BODY

OR HEAD TO CALM HIM

GIVE BABY REST PERIODS BE=

TWEEN ACTIVITIES_SUCK_AS.

DIAPERING AND HANDLING.

LEAVE UNDISTURBED FOR UP TO

HOURS WHENEVER YOU CAN

TRY TO FIND THE MOST COMFORTABLE

POSITION FOR BABY AND USE CON

iISTENTLY

-WHEN TURNING BABY OVER, '.FOLD

LEGS AND ARMS CLOSE TO HeS-

10V.AND TURN 'SLOWLY,

STOP DISCONTINUE ACTIVITY IF HEART RATE, RESPIRATORY

RATE OR COLOR.CHANGESDRMATICALLY4 BE FLEXIBLE, FIND

WHAT' WORKS BEST AND USE IT,_

77
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THE SPECIAL CARE PHASE - WHAT BABY IS LIKE...

A major step has been'reached for the baby. 00o

can be weaned from the respirator to breathing on hit

own with the assistance of hood oxygen to facilitate'th

last stage of learning independent breathing. He has

now graduated from theiopen tabletoan isolette. The

isolette maintains the baby's body'temperature,hence

f facilitating growth. The baby may now be fed through the

gavage tube (a process by which a tube is inserted through

mouth or nose into the stomach and food is slowly dripped

in).

Your baby may now begin to waken more regularly for

short periods of time. At first these periods may be as

brief as 1-2 minutes, but these can stretch to as long as

10 minutes as he grows. At other times he may open his

eyes half way and appear drowsy. It can be frustrating

to visit day after day and have just missed these brief

awake'periods which may occur before or after bathing or

other.handling 'procedures. You may want to time your visit

to coincide with bath-time,ifthis is a time the nurse has

noted as being a typical awake period,

His movements may become more frequent. Since he has

more freedom (not being limited by therespirator, tubes

and other life support mechanisms), he may show a favorite

place to snuggle' into, or alavorite position. Also,with-

out the tubes and other life support mechanisms the bab;

is more accessible and can be handled for longer periods of

time. He may arouse, startle and even throw his arms out

when 'removed from the isolette, but once wrapped snugly and

held closely next to -you he 011 relax and probably sleep.

Some babies when held alert easily and remain awake while

qthers relax and prefer to sleep. °He)* still be very

.
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sensitive to Uncomfortable handling and still react with

tress to repeated lab tests, suctioning procedures, and

even being touched frecitiently. He now may begin to cry

when upset, although he will still continue-to show his

stress with 9hanges 'in color, muscle tone and movement.'

Activities should always be appropriate to his nteds

so it is important to take into account what hecan toler-

ate. He is still fragile and he can tire easily; yet, he

is beginning to show the first signs of.socialrespOnsive-

ness. When rested and calm and awake he may look right at

'you, or turn toward your voice or even try to smile.. At_

this stage very mild, simple and sensitive forms of gentle

interaction can .be offered. But remember to observe his

. responses. Note what tires him and when. Look for small

signSi of,stress, such as grimaces, jerky movements, fatigue

or paler4ss: Pay attention.to when fibs alert periods occur

most regularly and offer your face.or voice at these times.

Remember that. your touCh, voice and face are powerful

and strong stimulation for him and even though importlatto

him, at times he may be too weak to respond. At otherlimes

he may become easily overstimulated and look panicked. At

this stage your baby may not be able to cope with being touch-
.

ed, lookedal talked to aid 'rocked all t the same time. It

is best tg watch how he reacts to one form of interaction

(for example, being looked at or being talked to)lbefore add-

ing the next.

IPJ
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WHAT You CAN DO.FgR YOUR BABY

REMEMBER to proceed cautiously. At this

stage your baby' it only ready for limited

amounts of activity. CD
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REDUCE LIGHT AND NOISE,

:Try these suggestions while holding your baby
or while he is in'his isolette:

d. .

rl

- COVER ISOLETTE WITH BLANKET

TO BOCK OUT BRIGHT LIGHTS

WHILE HOLDIkG.BABY, SHADE,

BABY'S, EYES WITH' YOUR HAND''.

FACE. BABY AWAY FROM. LIGHT

WHEN .HOLDI NG HIM

CLOSE IiDLETTE DOORS SOFTLY

DURING .NOISY TIMES IN THE

UNIT (E.G. ROUNDS OR,SHIFT

CHANGES), AVOID TAKING 13ABY

OUT OF ISOLETTE

A

; I E. HE REACTS $NS IYII/E,LY. Td .

TELEPHONtS dR AARMS,' $AEK 41r,

A GUrETER reN

J

.1. .

l .r A .

.1 II
o't,....

4

I, : : .11

......0 ,,,

. j trIr ' ..1'II e.. .) .

.

.0,W'
.1

o

A

. 1

S.

ft
i.



THE SPECIAL CARE PHASE/ACTIVITIES

pOITIQN ODY COMFORTABLY
,

To continue to encourage muscle Aone the following
position are recommended.

Tt THE ISOLETTE:,

of

, 0

NOTE BABY'S FAVORITE

POSITION IN THE ISOLETTE

AND HELIIHIM TO MAINTAIN

IT

11 OR

POSITION.ON TUMMY OR ROTATE

- TO SIDELYING) PLACEI1LANKET

ROLLS.AT,FEET AND SIDES TO

.HELP BABY MAINTAIN A FETAL

POSITION

POSITION SO BABY CAN SUCK

HIS OWN HAND OR FINGERS

WHEN TURNING INFANT OVER

ALD LEGS ANp ARMS CLOSE TO

HIS' BODY AND TURN OVER SLOWLY



" THE SPECIAL CARE PHASE/ACTI VI T I ES

POsitioning Baby Comfortably/con.

HOLDING:

1.1

,HOLD BABY CRADLED IN YOUR

ARMS CLOSE TO YOUR BODY

AT LEAST ONCE A 'DAY

'WHILE HOLDING BABY CLOSE

HELP HIM CUDDLE TOWARD YOU

OR

SIT IN ROCKING CHAIR AND

ROCK BABY $ I,,,QWLY

0

.STOP IF,HEART RATE OR RESPIRATORY RATE CHANGESi.OR

IF A COLOR CHANGE TO PALE OCCURS, STOP THE ACTIVITY

AND GIVE BABY TIME TO REST, TRY AGAIN LATER,
ry

14, 84
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THE SPECIAL CARE PHASE/ACTIVITIES

SOOTPING BABY

.This list is offered as a guide lor soothing the pre-
mature infant: One infant would never need all
these activities. Select the ones which are apro-

r,

ro-
u. pri ate for your infant.

GIVE 15-30 MINUTE BREAKS

BETWEEN CAREGIVING'PRO-

EDURES (SUCH AS DIAPERING,

EDING, ETC.)

- LE HIM SLEEP. UNDISTURBED

FOR\ASLONG AS 2-3 HOURS

41
AVOID OVERTIRING HIM.- THIS

CAN MAKE WM FUSSY

- PLACE BABY ON TUMMY WITH ARMS

AND LEGS TUCKED CLOSE TO BODY

OR

'- PLACE HIM ON HIS SIDE WfTH

HIS LEGS TUCKED,CLOSE TO HIS

BODY PLACE ROLLED 4LANKET

AT FEET AND BACK TO. HELP. HIM

IMAINTAIN THIS POSITION

0

OR

- SWADDLE HIM:BY WRAPPING HIS

BOP 7 ARMS AND LEGS SNUGLY

WITH LANKETS

a

*15
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THE SPECIAL CARE PHASE/ACTIVITIES

Soithing Baby/6n:

OFFER PACIFLER OR YOUR

LITTLE FINGER TO SUCK

1

1

TALK/FTLY TO HIM
\

OR

PICK BABY UP AND HOLD HIM

AT YOUR SHOULDER, CUDDLE

HIM AGAINST. YOU

OR

PICK BABY UP HOLD AND. ROCK

HIM VERY GENTLY

STOP IF ANY TECHNIQUE IS INEFFECTIVE AND TRY ANOTHER,

TRY TO FIND YOUR BABY'S PREFERENCE AND OFFER IT CON

SISTENTLY,

16
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THE SPECIAL CARE PHLE/ACTIVITIEi

VISUAL UPERIEWS

I

N

At first bates can only hand4 one stimuli at .a
time, that is face alone or voice alone. We do
not recommend combining them'Until baby can focus
and follow easily. As soon as you note periods
of alertness, begin to offer the following.,'

4

WHEN HE LS' WIDE AWAKE IN

HIS lOOLETTE, OFFERDYOUR

FACE P-10m IN FRONT OF.HIS

FACE '(GO NOT TALK) . Is

HE ABLE TO FOCUS ON YOUR

FACE?

IP BABY CAN LOOK AT Y9,

$LOWLY MOVE YOUR HEAD MOM

ONE .SIDE TO THE OTAR. EN

COURAGE.BABY TO FOLLOW YOUR

FACE STILL WITHOUT TALKING

IF HE IS At TO LOOK AT YOUR

FACE FOR _TO 30 SECONDS,.

BEGIN TO TALK $OFTLY

PR.

PLACE A COLO4UL'PARTY PAPER

PLATE IN ISOLETTE 8" IN'FRONT

OF HIS EYES

'A:

STOP IF BABY iOOKS'AWAY OR BECOMES AMAED (YAWNING,

SNEEZING OR HICCUPING CAN BE SIGNS OF AGITATION). STOP.

AND TRY AGAIN LATER.
,

17 87.
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THE SPECIAL CAREPHASE/ACTIVITIES
0

*4

PROVIDE SOQTHINO SOUNDS.

Here are some sounds your baby may like.

V.

A

IA

1

THE SOFT MUSIC FROM A

STUFFED TOY.

OR

- .WHEN BABY IS CALM.AND AWAKE

TRY TALKING OR SINGING TO

,

HIM SOFTLY

27 DURING ONE-OF YOUR BABY'S

ALERT PERIODS (WHEN HE IS *

FOCUSING ON YOUR FACE) BEGIN

TO TALK SOFTLY TO HIM,

4.

STOP - LISTEN to THE SOUND OF THE M910 BOX BEFORE

OFFERING !Ts AVOID LouraouNuNe ONES,

,STOP TALKING IF BABY LdOKS AWAY,' CLOSES HIS EYES,

YAWNS, SNEEZES, OR kF YOU NOTE CHANGES IN HIS HEART

RATE OR RESPIAATORY RATE. TRY AGAIN LATER.

18
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THE SPECIAL CARE PHASE /ACTIVITIES

PREPARING BADY'TO FEED

At this phase iour baby needs to practice sucking.
This will prepare him to be breast or bottle fed
later.

Sucking may be very tiring. Give him plenty of
time to rest after the following activities.

7 OFFER A PACIFIER TC BABY

DURING GAVAGE OR TUBE

FEEDINGS

OFFER PACIFIES WHILE BABY

IS LYING IN HIS ISOLETTg

.PLACE.tN A POSITION SO BABY

CAN SUCK ON HIS OWN FINGERS

ts

WHILE YOU ARE HOLDING YOUR

BABY COMFORTABLY/ INSERT.

YOUR LITTLE-FINGER AND STROKE

THE ROOF OF HIS MOUTH VERY

SLOWLY BACK AND FORTH. THIS

SHOULD STIMULATE Tr SUCK

Rvux,

114

STOP PRACTICE,IVBABY TIRES, BECOMES AGITATED
. i

19 ,8 9
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THE PRE? TURE BABY: THE CONVALESCENT PHASE
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THE CONVALESCENT BABY WHAT BABY Is LJKEs 1.

At last your baby' has most of the mediital procedures,

tests and treatments behind him. He has been moved out of

the isolette Into a nursery crib. Some babies it this

stage still require small amounts of oxygen. The main

task"for the baby is to grow.

I

, During the phase of convalescence his energy reserves .

are still low. He is beginning to learn to make thetran-

sitiOn from gavage feeding to su&ing,from a nipple. The

k

Iltittle will be alternated with gavage feeding until your

aby can take all his food by nipple. Remember this is a

very new and tieing experience, and. is a great eal of
1

work for 'a babl;ho has been sick. (Like any n skill,

feeding must be learned so yotir patience is es ential. You ._

the parent, with guidance from the nurses:1'01 be the best

teacherif this new skill. , . ------,

44! ,

-;Some babies now show more regular peribds'of waking and

sleeping while. others r very unpredictable. Some sleep a
.

' great deal during t s phase of recovery. However, when your-

'baby is awoke you will notice that he may be able .to focus

his eyes on your face for a few 'seconds or longer. If he' ',,

)s not too ted,he may try very hard to begin to use his

..0/9
'eyes more an more. Although he will not be able to see

.. as clearly as adults do for several `more months, the ability

to focus and follow a moving face or bright object is now

developing. LookOng can be too much atimes and you may

see hiM close his eyes or look ;h4(4 Thts is his way of

telling you that he needs a\rest take a break and try

again:later. $

If your baby hai had periods of strong, intense 1 rri tabs 1-

ity, these may now be coming under control or showing signs df

lessening,. )1e may still need helpiometimes in ordep to stay.



calm. By now you and his nurses have some idea of what
.

can be done to soothe him. Positioning him so hecal .

get his hands to his mouth and suck on them may also

help him to .soothe himself,
1. 440

At this stageyour baby may more actively be Mov

his arms and legs. He may lift and turn his head as

hold him at your shoulder. He loves to be heldand n w

'as you'hold him,encourage his cuddling and turning toward

you. If your baby is awake for up to 30 minutes he is show-

ing you his readiness to deal with face t9iface play. NoW

is the time that you and your baby can begin to get'to know

each other and play together. ,

Your baby, all at once, is beginning to look like that

baby you. expected during yout pregnancy. The end of'ihe ICN

stay is in sight and you hear talk preparing you and .

your baby for discharge. Excitement can be mixed with fear

and anxiety as you wonder what it will be like'caring for

your baby at homeolone without medical personnel and support.

This 'section is designed to build on'the steps you are taking

towards delloping urelationship with your baby as you expend

your mutual enjoyment .of each other.

21
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YOU CAN Pp FOR YOUR BABY_

el

Now that he is having morevawake periods, the

following activities are designed to help your

baby intermit with his environment and with

yo

- .
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. THE CAVALESCENT CARE PHASE/ACTIVITIES

1, POSITION BABY COMFORTABLY
I D

A These recommendations.provide opportunities not only
to increase muscle tone and development but also to
help your baby to view, his environment.

.0

4111mEN BABY IS AWAKE POSITION

ON HIS BACK SO HE CAN

SEE'HIS SURROUNDING ENVIRON

MENT

TIME ON HIS TUMMY AND SIDES

IS STILL IMPORTANT, USE

ROLLED BLANKETS TO KEEPHIS

'. ARMS AND LEGS.CURLED.UP AND

CLOSE TO HIS BODY

HOLD AND ROCK YOUR BABY WHILE

CUDDLING HIM CLOSE TO YOU

OR

AS YOU SIT IN A ROCKING CHAIR

LEAN BACK AND PUT YOUR BABY

ON YOUR CHESTS HE MAY TRY

TO. RAISE. HIS HEAD AND LOOK

AT YOU

*t

4

STOP DO NOT PUSH BABY TO TOLERATE THESE POSITIONS

UNLESS' HE IS READY.
A



,THE CONVA4SCENT CARE PHASE/ACTIVITIES

TOUCH

Baby is now ready for some exposure to mild
touch activities.

71.

LET BABY GRASP ,YOUR PINGER

OR STROKE HIS PALMS...WITH

YOUR FINGERS

STROKEBABY'S LIMBS.5LOWLY

AND GENTLY WITH A DOWNWARD

MOTION USING LOTION OR OIL,

THIS IS HIGHLY STIMULATING

AND SHOULD BE DONE ONLY

WHEN BABY IS RESTED

STOP IF BABY SHOWS SIGNSOF DISCOMFORT,SUCH AS

GRIMACING, SQUIRMING, FUSSING'



THE CONVALESCENT CARE PHASE/ACTIVITIES

5. PROVIDE SOOTHING SQUIDS,

Your baby is now capable of enjoying both sound
and visual activities tggether, for example,
your facetand voice offered at the same time.

AS YOU HOLD YOUR BABY UP

TO. YOUR SHOULDER, TALK

TO HIM AND ENCOURAGE HIM

TO TURN TOWARD YOU

. OR

AS YOU HOLD YOUR BABY IN A

FACE TO FACE POSITION TALK,

LOQK AND SMILE AT HIM

STOP IP BABY SIGNALS A NEED TO REST, FOR EXAMPLE,
o

TURNING AWAY, *CLOSING HIS EYES, BREATHING FASTER f

OR SLOWER OR LOOKING FATIGUED, TRY AGAIN LATjR.

25
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THE CONVALESCENT CARE PHASE/ACTIVITIES

ViSUAL EXPERIPCp

Offer the fOlfowing activities when baby is in
a quiet alert state for up to 3 minutes.

A

OFFER YOUR FACE 8-12"IN

FRONT OF YOUR BABY. ONCE

YOU SEE HIM FOCUSING ON

YOUR FACE, MOVE FROM SIDE

TO SIDE SLOWLY AND THEN UP

AND DOWN. EtsiCOUPAGE YOUR

BABY TO FOLLOW YOU. IF

YOU LOSE HIS ATTENTION

BEGIN AGAp

OR

FOLLOW THE SAME-GAME WITH A

BRIGHT RED BALLNR RATTLE

OR

POSITION 1-2 BRIGHT TOYS IN

HIS CRIB ONE ON EACH SIDE

OF BABY

STOP IF BABY SIGNALS, THAT HE.IS OVERSTIMULATED OR
HAS HAD ENOUGH. HE MAY SIGNAL THIS BY:CHANGES IN

COLOR OR RESPIRATORY RATE OR BY YAWNING, SNEEZING

OR HICCUPING.

26
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THE 'CONVALESCENT CARE PHASE/ACTIVITIES

"PREPARING BABY TO FEED,

Feeding is a new experience for your infant. Some-
days he may be too tired to feed and other days
feeding may go perfectly. Remember, feeding takes
energy and practice. The following are suggestions
for readying your baby for feeding.

a

4.%

BEFORE EACH BOTTLE FEEDING WET

YOUR FINGER WITH.STERILE'WATER

THEN OFFER YOUR FINGER TO STROKE

.THE ROOF OF YOUR BABY'S MOUTH,

Do THIS FOR 1-2 MINUTES, THIS

TECHNIQUE STIMULATES BABY'S SUCK

SIT COMFORTABLY IN A ROCKING

CHAIR IN A CRUET AREA AND CUDDLE

YOUR BABY CLOSE BEFORE YQU BEGIN

THE FEEDING, RELAX, THIS IS NOT

THE°TIME TO OFFER FACE TO FACE

STIMULATION SAYE YOUR BABY'S

ENERGY FOR FEEMG, AVOID

INTERRUPTIONS

- EXPERIMENT WITH THE VARIOUS NIPPLE.

SIZES AVAILAB4 IN THE ICN TO FIND

WHICH SIZE PROVIDES THE §ESTfLOW
FOR YOUR BABY ,

.....-

.

AT FIFO OFFER SMALL AMOUNTS OF i

FORMULA (5'SUCKS AT A TIME-STOP).

BABIES NEED HELP PACING THEMSELVES

SO TAKE FREQUENT RESTS, ALLOW

BABY TIME TO COORDINATE SUCKING,

SWALLOWING AND BREATHING

STWIF BABY IS FATIGUED OR IF COLOR OR RESPIRATORY

RATE CHANGES, GIVE BABY A LONG REST OR TRY LATER,

27 ad
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1

THE INFANT WITH SPECIAL NEEDS

r.

This chapter offerilmggestojons for three types of

SPECIAL NEED infants: the infant with. bronchopulmonary

dysplasia (BPD), the small fOr gestational age (SGA) baby,

and the baby who has undergone surgery. A description of

,these special babies and thqir unique characteristits are

included here td help you understand .their special needs.

-It is especially difficult or. parents r that

there are special problems faci their baby. If your.baby

has been identified as having o`N of these problems, the

doctors - and other medical. personnel. responsible for your

baby will be your first source of information ant. guidance.

The baby's:health and medical treatments will be the most

important concern initially.

The following are suggestions to position and soothe

your baby. As he recovers you will be able to use the

suggestions in Chapter 1 integrating them.with the special

suggestions in this chapter.-

r.

O. ti

1.0Q
29
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THE INFANT WITH SPECIAL NEEDS: THE BABY ;WITH BPD



fr

THE Be WITH BPD - WHAT BABY Is LIKE...

Bronchopulmonary dysplasia (BPD) is a lung disease,

a scarring of Ole baby's lung tissue as a result of the.,

oxygen therapy. needed after'bfrth. Most babies with BPD

outgrow it eventually, butIthis disease can affect develop

ment and'behavior in the early months and years.

Babies with BPD frequently may be verfirritable and

hard to soothe. This is not :thefault of the parent, thi.,

,nurses, or tie baby's medical care. It usually results

froM breathing problems which may make the biby uncomfort-

able. or cause excessive fatiguing and fussiness.

Feeding and handling may also cause irritability.

Many have observed that these babies may not enjoy being

touched or cuddled. When fatigued they become more df-

.. ficult to soothe. However, these babies do7r!spond to

consistent patient efforts to calm them. It is important

to avoid tiring activities or too many activities at once.

Offer each daily event one at a time With plenty of time

in between to rest. Events such asubathing, diapering and

face to face:play should be planned during waking periods

only. .

$

The reduction alight and noise around your BPD. baby 0
can help to keel him calm. This can be accomplished by

covering the £rib o °r isolette with .a blanket to .block out

the nursery lights." Make sure-baby's:crib is not near,

laud speaker microphones or vutiiiraiiie to heavy .traffic and

4 excessive noisein'the.ndrsery. Babies with BPD .respond

. .
with lett irritability handled only when absolutely

necessary during their ihIckussidays. These babies need
, .

. time to sleep for as long is'2 -3 hours undisturbed. -Care-
. .

.
. 0

t,

giving activities; tbch.as diapering and feeding, should be
$ "timed fois wakiht,periods with .rest periods in between them.

SoMetiMes just.hoting baby'quietly without-talking is re-. . ,..
,

, laxing for both parent ind.ba4y.
4b

* *
fi
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The usual w4 to calm crying babies is to pick them up,

rock them and talk to them. These are stimulating activities

in themselvei and are not appropriate for the BPD baby who.

needs the reduction of stimulation, as hi is usually crying

from overstimulation, fatigue and/or breathing difficulties.

These babies soothe best to repositioning as Well as re-

ducing light and noise around them. Reduce stimulation by

swaddling, placing on tummy in quiet crib and offering a

pacifier. Place rolled blankets around sides and at feet.

IICover crib to reduce light, avoid talking, and pat baby

on the back in rhythmical pattern.' It ,is not unusual for

this routine to take up to 20-30 minutes to calm ba9y, II

" but if offered consistently it may help the infant to get

_. the rest he needs.
,.. I/

Be sure to make a habit of observing how your baby re-

sponds to various handling techniques and what upsets

him or what causes an ncrease or decrease in breathing.'

Watch for patterns whi may emerge throughout his daily

routine related to how e is handled. If you note that he

is more tired and irritated by his bath than by his feeding,
4

you may want to time his bath for his most rested times.

. These are ways that you help him stay calm and put his
,

IIenergy into breathing and gaining weight.

1
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THE INFANT WITH SPECIAL NEEDS:

THE BABY WHO IS SMALL FOR GESTATIONAL AGE (SGA).
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THE SGA,BABY - WHAT BABY Is LIKE... A

The baby who.is small, for gestational age. (SGA) needs

protection..ind careful handling. Positioning these babies .,

on. their tummies or sides with blanket roll at.sides. and

at theirleet affords them an opportunity tiymaintain cop-

trol ofbody ovements. When handling or turning over, be

careful to hold the arms and legs close to the 'body, lo as

to avoid jerkyor random movement which may cause irritabil-

ity. These babies PreferLto be swaddled or just hel4 close-

ly. .If your baby cannot yet be held, place your whole. warm

hand over the baby's back;afier you have gently tucked his

arms and legs under him while he rests on his tummy. This.

can be a way of feeling your touch'.all over his' body and

can often prevent sudden upsetting movements:

Sometimes you may see tbese babies trying to calm

themselves as they bring their hands close 'to thr face. "m

,This may be your baby's attempt to suck on his fingeri;

a reflex response, that can actually help the baby remain

calm. These babies need help maintaining this position

and so t4ding his hand near his mouth or helping him

suck on ttils fingers may calm him. At other times the

pacifier or your little finger to suck may work as effec2

tively.

As these babies begin to wake up and look around they

are easily overwhelmed by sobnds and sights. Offering one

thing at a time, that is, voice alone or face alone,at first

Thelpethem slowly develop their attention. Watch for any

sign of fatigue or a ,signal for 'time out, such .as' closing

the eyes, yawning, hiccupping orturning away. This does

. not mean the baby does not want to look at you, . It means

thpt the Stimulation is a. little too strong and must be

3
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simpler for him to process. At this point stop, back

away; when baby has relaxed and alerted again, try Intel-
.

action again, more slowli%'with voice alone for face alone.

Work for some brief focusing or widening of the.eyes to

your voice. 'Eventually, as your baby has more practice,

he will be-able to watch and listen for longer periods.
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THE INFANT WITH SPECIAL. NEEDS: ,

THE BABY WHO HAS HAD SURGERY

4
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THE BABY WHO HAS HAVSURGE011.- WHAT BABY Is I.I KE I .4

Immediately after surgery babie will sleep for

:several hours. This is because they ere sedated ,for

the surgical Procedure. As the need fo medication iub-
,

sides, begin to shoW more movement and awareness

of his environment. As With "anyone recovering from sur.

'gery, he will-be nonresponsive, very fatigued, weak and

possibly irritabli... It i hest during theee firkdays

after surgery not to initiate social interaction. The

baby needs to put his energy into getting Ill. However,

offering your soothing viii ce and touch can'be'very com-.

forting and stabilizing. Try what you-know to be effe6-

five in soothing your baby (e.g., strokingor holding

hts hand, stroking P.is forehead, or plating yobr warm

had over his back), keeping in mind that this stimulation0
0 at this time may be too much for him. If he seems stress-

4

ed he may just need to be left alone.

This i.s the time to shield your.. baby from any aOdifion-

alenvironmental stye s. You can incorporate the.envtron-

mental. modificationi from. Chapter 1 of this bookoilch asx

reducing light and noise around him. Also, be sure baby is.

comfortably positioned with soft rolled blankets to support

his feet and limbs.

There may alio be times ildlen he may be Unconsolable

and you will feel 'helpless in spite of all your effOrtsi

Remember he has .good reasons to cry and be irritable and

sometimes the release of tension that long crying brings

is, a relief in itself. These times are inevitable ands.`
temporary. The. best way to handle this time As a parent 4s

to work:with the nurses in making' him as comfortable` as

possible and to keep in mind that it is noalways

possible to. sooth4 anArrittkle baby.
-
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\ As soon as he is 661e to be held, just resting

quietly incyour arms will be a wonderfully fulfilling

experience for both you and your baby. You can hold

him close'aOR cuddle him :gently. Do not expect himito

turn toward your voice, or to demonstrate eye.don-

tact as he is putting all his energy into getting well

It'should be noted that in spite of the discomforts

these babies often begin to show consistent efforts to

loqk and attend to.faces and 'voices "as soon as they

Start to feel better. As .they recover and begin'to

feel less discomfortIthey will begin toshow more

energy and responsiveness. You 11 begin to notice

longer periods of wakefulness, 1 s need for sleep,

a brighter, alert lode,. prompt responses to voices and

more muscle strength and tone 'developing.

It is important take your cues from your bab

and respondto his emerging skills. You can treat

learning environment in the. crib with a favorite p ture,

a mobile and/or a lOrror (see Chapter 1, The Convalesdent

Baby for appropriate activities). As always, it is im-

portant to avoid overtiring and to recognize your -baby's

signs oflatigue and overstimulation, Removing toys

fromithe crib,,holding him closely and rocking gently in

a quiet room are all.ways'td niece the source of fatigue

and help' your baby vet his needed rest. 'Providing

gentle,. sensitive stimullition that is not too demanding

can benefit and encourage.devefopment even while your

baby.is convalescing.
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CHAPTER 3

STEPPING OUT.:,BRINGING YOUR BABY HOME
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STEPPING OUT BRINGING YOUR BABY HOME:

THE FIRST 24 HOURS
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THE FIRST 24 HOURS - WHAT BABY. Is LIKE,,,

V-

When you first,bring your ,baby home, *may redact

to his new surroundings In a variety of waYi. You may .

find that he is wide...eyed, alert and reactive to all .

the new sights, sounds and activities around him. He

may even be unable to settle down. Or, his reaction

to his new surroundings may be one of.sleepinik in an

effo '$t to shut out alTthe new stimulus.

Th change in his environment may bring unexpected

irritab lity. He may .hot sleep 4n thesame.schedule as

in the ospital, and he may not sleep much the first night

or two. He may sleep through feedings or demand feedings
.

at-unusUal times. Remember - your baby is experiencA a

tremendous' change. The first 24 hours is a transition

period in which he begins to make the adjustment from hospital

to home. Flexibility is the key to this transition period.

112
.



The folloWi activities will help you and

your . make the transition from hospital

p

(

o home.

.
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THE FIRST '214 HOURS/ACTIVITIES

ADJUSTING TO HOME

The following activities will help in your baby's
adjustment to hbme..

LIMIT THE .NUMBER OF PEOPLE

MHO COME TO VISIT. ,GIVE

YOUR BABY 1IME TO GET USE

TO HIS NEW ROUTINES

PLACE A BLANKET ROLL AROUND

HIM AND/OR SWADDLE HIM IF

THAT WAS WHAT HE WAS USED TO

IN THE ICN

JUST FOR THE FIRST NIGHT OR TWO TRY

TO. RECREATE A LITTLE OF THE ICf1

ENVIRONMENT:

a

A RADIO TURNED ON LOW DURING

THE FIRST NIGHT MIGHT HELP

YOUR BABY ADJUST THIS IS

TO RECRE4111THE'SETTING YOUR

BABY JUST ME FROM THAT WAS*

ACTIVE 24 ,HOURS A DAY

A DIM LIGHT MAY HELP BABY

ADJUST HIS. SLEEP PATTERNS

FADE OUT THE RADIO AND DIM Lipits OVER II

THE NEXT FEW NIGHTS, .0
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STEPPING OUT - BRINGING YOUR BABY HOME:

THE FY RST WEEK

N
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THE FIRST,WEEK WHAT BABY Is LIKE,

'During this week. you and your baby *ill be getting

to know each other in a very special way. As parents

hu are learning adjuitments that will help your baby'

become a part of your family and your daily routine.

400
L

. ~ 'total responsibility for the care of a baby coming

home from the IntensiVe.Care Nursery can bIloverwhelming,

particuberly if the baby needs continued medical treat-

ments.by you at home. You.may find that the bay is more

demanding and harder itO satisfy than You expected. The

baby may cry a lot and take-en hour to feed the smallest

amounts, He may sleep at odd times. He may get over-

stimulated and fussy from the normal noise and activity

of your household. It is not uncommon to feel frustration

and uncertainty in the ways you are caring for your baby..

For most babies these problems are temporary. The

first week will be one of mutual learning and adjusting.-

116



14

4

WHAT You EIC071R YOUR $401Y

The following are some activities which will

help your baby become a more active part of

.your family's life.

111
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THE FIRST WEEK/ATIVITIIES

BECOMING PART OF) THE FAMILY

In the first week home from .the hospital your baby may
not be ready for more than just being held. The follow-
ing are guidelines for helping your baby adjust .to family
life. Offer the following activities as yoUr baby shows
readiness.

- ALLOW YOURSELF THE TIME s.

YOU'VE MISSED HOLDING, ROCK-

ING, AND CUDDLING YOUR BABY'

- SLOWLY TRY TO ESTABLISH

REGULAR TIMES FOR YOUR

ACTIVITIES WITH YOUR BABY

SUCH AS BATHING AND PLAYING

- WHEN BABY IS ALERT PLACE HIM

IN AN INFANT SEAT'AND KEEP

HIM NEAR YOU AS YOU COOK OR-

WORK AROUND THE HOUSE, HE.

WILL. ENJOY WATCHING YOU

rib

CREATE.A "CRIB ENVIRONMENT" OF

'THINGS TbLOOK AT-AND LISTEN.,

T. MOBILES ARE APPROPRIATE.

hANG ONE ``OVER WY'S HEAD OR-

TO:ONES= IN THE CRIB. tpABY

MAY LIKE THE SOUNDS OF A, OFT

MUSK:BOXI SUCH AS THOSE FOUND

IN STUFFED ANIMALS.. KEEP-THE-

CRIB SIMPLE AND UNCLUTTERED. -

ONLY ONE OBJECT AT'EACH-SIDE

1



.THE FIRST WEEK /ACTIVITIES

Becoming Part, of the Family/con.
,

TIE A SMALL RATTLE: 00;)THER

NOISE MAKING TOYS

.STRETCHED ACROWTHE4RIB.,0

.POSITION THE TOYs0:.*AT

MOVEMENTS_' F THE: BABY :S:. HAND.

(WHEN HE ISbN'HIS4ACK)WIl41.-H

ALLOW, HIM:.TOTCUCWTME TOY:

WHICH WILL THEN 'mAKE. WSE-

,

STOP
STOP IF BABY. SHOWS SiGNSOF AGITATION, DROWSINESS

OR LOOKING AWAY, THESE MAY BE SIGNS THAT YOUR

BABY NEEDS TO REST AND SLEEP, AVOID OVERSTIMULATING

YOUR BABY BY PLACING TOO MANY TOYS IN THE CRIB AT

'ONCE
43
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THE FIRST FEW MONTHS - WHAT BABY Is LIKE...

4, It is important.to rea tze that every baby develops

at a different pace. For e infant who has been in the

Intensive Care Nursery de elopmentar progress will also

depend on the baby's hea thcondition, degree .of prematur-

ity and whether there e any continuing medical/develop-

mental problems. Re ect your baby's pace and realize s

that he may still e in a recovery period for many months.

If your aby was born prematurely do not expect that

he will be doing all the things that a full-term infant

will be doi . Remember to:correct" for prematurity,

gtvingjitm c edit for all the weeks-and Months that he .

missed:rowing in the womb. For example, if the baby is

'3 montigold, but was born one month premature, his

developmental age is only 2 months.

The baby's behavior will begin to change in ways that

are easy to see. He will-be awake for,fonger periods of

time. He will be interested in looking at'you and objects.

He will turn his head to sounds, particularly your voice.

He will begih to developthe use of his hands by reaching

toward, touchtng,and later grasping at objects in front

of him. His bodyWill strengthen and his 'head control will

become steadier.,

He will begin to smile and recognize you and the people

who are around him regularly. This marks the beginning of

social interactions which and so important to his development;

He is beginning language with cooing sounds, and may begivb

t%imitatt some of the sounds you make.

Some of the .baby's developmental abilities will emerge

easily, while tome will seem more difficult and delayektqan

for other non-hospitalized babies ofhis age. It is natural I

44
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that ou will find yOurself watchiObr these .emerging

developmental milestones for reassurance Oat the baby

is doing well. Keep in mind that:mdst babies leaving

the ICN develop into healthy, normal children.

If you continue as you did in the ICN observing

nOr baby's behavior and doing things to help him learn,

your baby 'can develop to the fuTlest.' The most important

experience for you as i parent will .be to enjoy-your very

special baby's growth and the taking of each new develop-

mental step which you have helped .encopage since your

. baby's first weeks of life in the Intensivk Care Nursery.

. 2
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WH4T, You CAN DO__FQP. Yuji BABY

..*.

At this stage. your baby has become more settled
-in his .new home.. The following activities are

designed to help you encourage your baby's
movement, language development, looking and

(reaching. \

117
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THE FIRST FEW MONTHS /ACTIVITIES

SETTING UP THE MI RONMEJT,

Your baby may be more aptive and interested in his'
surroundings. It is Imbortant to plan his environ-
ment and to continue to bring in items forfhim to
play with and look at. The following are some
suggestions your baby may like.

- CHANGE-PICTURES AND TOYS IN

THE BABY'S CRIB EVERY FEW

DAYS. BABIES GET BORED TOO!

- HANG A SMALL UNBREAKABLE, MIRROR:

IN THE BABY/S CRIB WHERE HE'CAN

LOOK AT HIMSELF, OR GIVE HIM

TIME IN FRONT OF A BIG MIRROR

'..VARY THE BABY'S POSITION, PRO-

JVIDE TIME ON.HIS BACK, TUMMY .

AND.SIDES. PROVIDE OPPORTUNITES .

IN AN UPRIGHT POSITION'USING

AN INFANT SEAT - USE AN INFANT

SEAT ONLY_ HEN THE.BABY,IS AWAKE.

- VARY THE BABY'S LOCATION IN..THE

,HOUSE, WHEN BABY:IS AWAKE, KEEP

-HIM.WITHYOU WHEN YOU SPEND TIME

v. IN DIFFERENT ROOMS

4
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THE FIRST fEW MONTHS/ACTIVITIES

ENCOURAGING MOVEMENT '

As your baby's muscles become stronger .he may become
anxious to try new positions and to reach and touch. 41

Here are some activities your baby may like.

PLACE THE BABY ON HIS TUMMY

18 ON A:BLANKET WITH TOYS AROUND

HIM, ENCOURAGE H4M TO RAISE

HIS HEAD, SUPPORT HIMSELF ON

HIS ARMS, AND LATER TO-REACH

TOWARD TOYS IN FRONT OF HIM

HANG DANGLING TOYS WHERE THE

BABY CAN KICK THEM WITH HIS

FEET, OR REACH WITH HIS

HANDS

. CARRYING AND MOVING YOUR BABY

AROUND THE HOUSE ENCOURAGES II

MUSCLE CONTROL, CARRY HIM

IN YOUR ARMS, AT. YOUR SHOULDER

OR IN A BABY CARRIER WHILE YOU

WORK AROUND THE HOUSE

11
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THE FIRST FEW MONTHS/ACTIVITIES a

ENCOURAGING LANGUAGE DEVELOPMENT :

The sound of your voice is both comforting and stimulating
to your baby. He may #y and imitate your sounds or join
in during a son§ with his baby talk. Talking to your baby
and playing word games can encourage later speech develop-
ment. Here are'some activities your baby may like.

a

AS YOU ENTER THE ROOM, CALL

THE BABY'S.NAME, ENCOURAGE

HIM TO LOOK AND TURN IPOWARDS
4

YOU

DURING AND AFTER ROUTINE

ACTIVITIES (SUCH AS DIAPERING)

'SPEND A FEW MINUTES FACE-TO.

FACE WITH YOUR BABY. PLAY,

'SMILE, TICKLE, AND TALK TO

YQUR BABY. TOUCH AND NAME

BODY PARTS, E.G. NOSE, HANDS,.

'FEET

IF THE BABY COOS OR 'MAKES

OTHER SOUNDS, IMITATE THEM

OR-RESPOND TO THEM IMMEDIATELY

TO ENCOURAGE HIM TO MAKE MORE

_NIUNDS

q TALK TO THE BABY ABOUT WHAT.

HE SEES, HEARS AND EXPERIENCES

OVEN THOUGH HE CAN'T UNDERSTAND'

ALL OF-YOWWORDS,Y610 41

- SET ASIDE A TIME EACH DAY FOR

QUIET PLAY'WIlli YOUR BABY

4026



THE FIRST FEW MONTHS ACTIVITIES

. 4. LOWRG AND REACHINC

Babies at this age like'bright colors and simple clear
patterns to look at. Objects. need to be fairly close'
to the baby to encourage batting, touching and reaching
as well as looking. Here are some things your baby
may like to look at.

GIVE BABY PRACTICE IN WATCHING

A MOVING OBJECT, SUCH AS YOUR

FACCOR A TOY AS MOVES

SIDE TO SIDE, UP AND DOWN AND

IN A LARGE CIRCLE

HANG A CRADLE GYM OR DANGLING II

TOYS IN THE BABY'S CRIB, OR

NEAR THE INFANT,SEAT, TOYS.

SHOULD BE NEAR THE BABY'S HAND OL

SO HE CAN REACH OUT FOR THEMES

TOYS THAT MAKE NOISE WHEN MOVED II

ARE MOST INTERESTING

PLACE A SMALL RATTLE IN THE

:) BABY'S HAND TO GRASP, MOVE

AND LOOK AT

MANG A TOY OR ERIGHT °EJECT

OVER THE CHANGING TABLE FOR

BABY TO-LOOK AT AND TOUCH

WHILE YOU DIAPER HIM

OFFER TOYS OF A VARIETY OF

TEXTURES, cpuRs AND PATTERNS

FoRHIM'TO EXPLORE

1
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