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From Use of Skills to Use of Self: Professional Development
through Training To Enhance Relationships

BarbaraMoss,M.S., CCC-SLP/A, ECI Services, Dallas Men-
tal Health and Mental Retardation Center, Dallas, Texas
and Barbara Wightman, OTR, M.P A, Northern Arizona
University, Flagstaff, Arizona

he world of work with infants, toddlers and their
familiesinvolvesrelationships —relationships with

parents, with children, with colleagues, and with

the larger professional community. But the training of

™ early intervention providers seldom includes explicit
~\ attention to an understanding of the power of relation-
!n ships. Most preservice professional training is not de-
,7;) signed to help practitioners learn to establish, maintain,
2 and strengthen relationships that are collaborative, re-
Q\,) spectful and rewarding to all participants. Instead, cur-
renttraining practices all too often perpetuate models of

1) relationships characterized by dependency and an in-
" equality of power. Relationship is devalued altogether —

the fully competent individual
practitioner is presented as the
professional ideal.

As early intervention profcs-
sionals trained in the early
1970s, we have had the experi-
ence of achieving reasonable
competence in the “skills” of in-
dependent therapeutic inter-
vention with young children,
only to discover that the real
world of work involved a host
of complex relationships, with
which we were, as beginning
practitioners, ill-prepared to
cope. Only recently have we
icarned to move from the exer-
cise of specific skills to the pro-
fessionaluse of ourentireselves.
We have exchanged the dream
of being the solo practitioner
who knows everything for the
hope of becoming amember of
aninterdependentprofessional
community, in which expertise
is pooled and shared. Part of
this process has involved, for
each of us, participation inintensive, innovative training
initiatives sponsored byZERO TO THREE/National Cen-
ter for Clinical Infant Programs—the 199091 Training of
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TrainersIntensive Seminar (TOTIS)and the 1992-93 City
TOTS (Training of Teams) project (see box, page 3).

In the pages that follow, each of us describes some-
thing of her own journey from use of skills to use of seif.
We hope that some readers will recognize roads that
they, too, have travelled. We hope that other readers will
find our experience helpfulin guiding their professional
paths and in supporting the students who look to them
for leadership.

Integrating the perspectives of two disciplines:
Barbara Moss

I was trained initially in speech pathology and
audiology, learning to work in a rehabilitative mode with
children and adults with communications disorders.
Later I received training in psychotherapeutic concepts
and techniques for working with individualsand groups.
Since I learned psychotherapeutic concepts outside
a formal university training program, I found that I had
less confidence in my knowledge and skills in this area.
Until quite recently, I was more comfortable in practic-

ing myrehabilitative skills—rehabilitation stillseemslike .

my “real” job.

In the early part of my career, training involved
acquiring skills— learning how to “remediate deficits” in
the clients who came to me. Once I had successfully
completedtherequirementsfor certificationasaspeech/
language pathologist, no real professional supervision
was offered to me. Nor did I seek any.

However, largely because my family is full of social
workers, I began to attend training seminars in group
psychotherapy. (I must confess that I began attending
these seminars because of the entertainment afforded by
their experiential component, but I soon became
“hooked” on group psychotherapy.) When an opportu-
nity for more training became available in Dallas, where
I lived, I took advantage of it and completed a two-year
program. Thisincluded weekend didacticand experien-
tial sessions designed to acquaint participants with dif-
ferent theories and techniques of psychotherapy — psy-
choanalysis, Gestalt theory, Transactional Analysis, etc.
During this time, I sought group therapy for myseif and
participated in a group for about 14 months.

Following completion of the training, I appren-
ticed myself (on a very part-time basis, since I held a full-
time job as director of speech and hearing services for
Dallas County Mental Health/Mental Retardation) totwo
therapists. Under supervision, I provided both group
and individual psychotherapy. This was my only experi-
ence of clinical supervision.

While I did learn techniques of psychotherapy, I
now realize that I did not make the connection between
personal insights gained in my personal therapy or clini-
cal supervision with the implementation of psycho-
therapyor my work with the communicatively impaired.

The things Ilearned in my personal psychotherapy
and in clinical supervision were about myself and how I
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ZERO TO THREF’s TOTIS (Training of Trainers Intensive Seminar) and City TOTS

(Training of Teams) Initiatives

ZERO TO THREE has identified four elements of
training thatseem particulartylikely tohelp individuals
become competent infant/family practitioners. These
are:

@ Aknowledge base built on a framework of
concepts common to all disciplines concerned with
infants, toddlers, and their familics;

e Opportunities for direct observation and
interaction with a variety of children under three and
their families;

@ Supervision and mentoring relationships
that allow the trainee or practitioner to reflect upon all
aspects of work with young children, families, and
colleagues from a range of disciplines; and

®  Collegial support, both within and across
disciplines, that begins carly in training and continues
throughout the practitioner’s professional life.

ZEROTO THREE's Training of Trainers Intensive
Seminar (TOTIS) and the City TOTS (Training of
Teams) project(funded bythe Prudential Foundation'’s
Focus on Children)have incorporated the four cle-
ments of training in a model designed to help trainers
improve the training and professional development
opportunities thatare available to infant/family practi-
tioners in their own agencies, communities, or statcs.
In the 199091 TOTIS project and the 199293 City
TOTS program, participants have come as tcams to an
intensive one-week residential seminar, followed by a
nine-month period during which teams have planned
and implemented projects they have designed and
refined to meet specific training needs of their agen-
cies, home communities, or state professional develop-
ment systems.

As the accompanying article notes, TOTTS and
City TOTS seminar weeks featured discussions of key
concepts that have emerged as powerful integrators of
information across fields of inquiry and as general
guides for practice that are useful to many disciplines.
Individual differences, parenthood asadevelopmental
process, the helping relationship and transactions be-
tween theinfantand theenvironnientare the concepts
emphasized during TOTIS and City TOTS seminar
weeks. Supervision and mentorship, another key ele-
ment of training, have been illustrated through role
play and described as they occur in various disciplines
and infant/family work settings. TOTIS and City TOTS
havealsoofferedvisionsof supervisionand mentorship
as relationships for learning, characterized by reflec
tion, collaboration, and regulazity.

TOTIS and City TOTS participants are encour-
aged to view development in the earliest years and
their own work as infant/family professionals through
the lens of relationships — relationships between in-
fant and caregiver, student and teacher, parent and
professional,and worker and colleague. AsJercePawl,
a faculty member at both TOTIS and City TOTS has
noted, “While recognizing the many internal and
externalinfluences onachild’s development, we must
focus particular attention on the quality of infants’ and
toddlers’ major relationships and on children’s day-to-
day experiences within these relationships. From the
first moments of life, it is these relationships and these
experiences that shape children’s sense of self, the
world, and their place in it”

Seminar vveek faculty have represented a range
of disciplinesand backgrounds. ZERO TOTHREEstaff |
members Linda Eggbeer and Emily Fenichel have co-
directed TOTIS and City TOTS, providing consultation
and technical assistance to teams from the application
process through the follow-up period. They also link
individual participantsand teams to other professional
development opportunities offered by ZERO TO
THREE. Five Resource Consultants have linked the
TOTIS and City TOTS initiatives. Since they partici-
pated as team members in TOTIS, the Resource Con-
sultants were able to provide a “consumer’s” perspec-
tive during the planning of City TOTS a year later.
During the City TOTS seminar week, Resource Con-
sultants linked faculty, teams, and individual partici-
pants by facilitating small group sessions, offerirg
technical assistance to teams, and bringing to faculty
deliberations an empathic understanding of what City
TOTS participants were experiencing.

For more information about ZERO TO THREE
training initiatives, contact Linda Eggbeer or Emily
Fenichel at ZERO TO THREE, 2000 14th Street North,
Suite 380, Arlington, Virginia 22201.
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operate, think, and feel. Although the changes that
resuited from my personal psychotherapy were bound
to have an effect on my work, I didn’t consciously
recognize those insights as having much to do with my
professional life. [had not yetlearned that the conscious
use of self was related to working with people.

Nothing in my speech pathology training taught
me to pay attention to what was going on inside me. We
were told that it was useful to “establish rapport,” but no
one said what “rapport” was. I learned that a good
relationship with the client was an essential precondi-
tion for therapy. I did not yet understand that the
relationship was an essential part of treatment. My
concern was still to “find a technique that works with a

I learned that a good relationship
with the client was an essential pre-
conditio. for speech therapy. 1did
not yet understand that the relation-
ship was an essential part of the
treatment.

particular client,” whether psychologically or communi-
catively impaired. I still kept the insights from my per-
sonal therapy separate from my work. In fact, I had
separate collegial support groups—one of speech thera-
pists and another of psychotherapists. I didn’t know
anyone who did both kinds of therapy and thought I had
a unique situaticn.

This difficulty in integrating the two sides of my
training continued even after I started working in Texas'
Early Childhood Intervention (ECI) program, ten years
ago. I realized quickly that child development knowi-
edge and child-oriented therapeutic skills were not
enough. Additional skills were necessary to work with
the child’s family. Most of the staff I hired for my ECI
program had the skills necessary to work directly witha
child with a developmental delay but very limited expe-
rience in working with families. Social workerswere the
exception: they were comfortable working with fami-
lies, but not comfortable working with the child. Our
initial response to this situation was to assign some staff
to work only with the family and other staff to work only
with the child.

The TOTIS experience

In the summer of 1990, I was a member of a
multidisciplinary team of professionals from Dallas who
participated in ZERO TO THREE's Training of Trainers
Intensive Seminar (TOTIS). During the week-long resi-
dential seminar, I felt a merging of my separate training
in communicationsdisordersand psychotherapy. Icouid
see how to integrate my “closet” psychotherapy training
into work with families with young children who were
developmentally delayed. I was uncomfortable, how-
ever, because I wasn't sure that it was proper and legiti-
mate fordevelopmental therapiststobe concerned about

their internal processes and those of their clients. I was
worried about issues of skill: Speech pathologists had
not been trained in “mental health”; perhaps they would
do more harm than good “messing” with people’s psy-
ches.

Clinical supervision models that I knew about and
thosemodeled at TOTIS seemed torequire mental health
training. Feeling pretty shaky about my own grasp of
mental health concepts,Ididn’tthink other developmen-
tal therapists would be able to use newly acquired super-
vision skills in a helpful way. Indeed, one participant in
a workshop on supervision sponsored by the Dallas
TOTIS team expressed the fear that “things could
get opened up in clinical supervision” and no one with
“real” training would “be there to fix it.” Some partici-
pants expressed concern that a clinical supervisor lack-
ing mental health training could do psychological dam-
age. Others remained unclear about the distinction
between supervision and therapy. Some early interven-
tion practitioners were adamant that “that therapy stuff”
had no place in supervision in an early intervention
program.

Nevertheless, after TOTIS I felt ready myself to
apply what I had learned about reflective supervision
and the nature of the helping relationship to my own
work. Since I had already been “cross-trained” in group
psychotherapy, the TOTIS experience validated the
skills and knowledge I had gained from that training. I
now felt “legitimate” in applying these skills to work
with families and their young children. Morcover, I
found other early intervention providers who were in-
terested in wha: I was doing. We formed a peer supervi-
sion group and quickly discovered it to be a very
valuable support. We fourd and became involved with
individual mentai health professionals who were inter-
ested in infants and toddlers, and with the Texas
Association for Infant Mental Health. I surrounded my-
self with readers of Selma Fraiberg’s “Ghosts in the Nurs-
ery and devotees of Zero to Three.

Because peer supervision was so good for me, I
arranged clinical supervision for my 15-member clinical
ECI staff. Currently all my staff, trained in speech pathol-
ogy, nursing, occupational therapy, social work, educa-
tion, psychology, and counseling attend a clinical super-
vision group twice a month. Although reluctant at first,
staff quickly saw the relevance and applicability of
supervision to their work.

City TOTS

Early in 1992, all TOTIS participants received let-
ters from ZERO TO THREE/National Center for
Clinical Infant Programs announcing the funding of City
TOTS and inviting them to apply to be Resource Consult-
ants in this new initiative. Our job wouid be to use what
we had learned through the TOTIS experience to heip
both faculty and teams. I applied and was sclected, as
were Barbara Wightman, Annette Axtmann, Trudi Latzko,

6 August / September Zero to Three




and Arlene Restaino-Kelly.

We Resource Consultants used our recollections of
the high points and shortcomings of the 1990 TOTIS
seminar week to help facuity and staff plan the 1992 City
TOTS seminar week. During the week, we facilitated a
variety of small groups and helped individuals and par-
ticipating teams as they worked to process substantive
material, began to plan their follow-up projects, and
struggled with relationshipswithinand beyond the team.

I used the three-day City TOTS planning meeting
and subsequent staff/faculty/Resource Consultant com-
munication by mail and phone to strengthen my own
knowledge and understanding of the conceptual frame-
work that formed the basis for both TOTISand City TOTS
(see page 3). I realized how important a conceptual
framework is for me in allowing me to integrate the

thingsIlearn. After spending three days discussing how
" to teach this conceptual framework, I understood it
much better than I had before. (This no doubt has
something to do with the fact that Resource Consuitants,
faculty, and ZERO TO THREE staff were trying hard to
clarify areas that had remained murky in the original
1990 seminar week. It may also have something to do
with the old adage that the best way of learning some-
thing is trying to teach it.)

Duringthe City TOTS seminar week,which brought
together 50 participants (in 10 teams, from nine cities),
seven faculty members, five Resource Consultants, and
two ZERO TO THREE staff, I experienced the impor-
tance of relationships in a new way. I became freshly
aware of the meaning of “the conscious use of self” ina
relationship, and that the relationship in which learning
occurs can be more important than the content of what
is being taught. I became more aware of reciprocity —
between trainer and trainee, and between client and
therapist.

During City TOTS seminar week, I
became more aware of reciprocity
- between trainer and trainee, and
between client and therapist.

Cognitively, I had known for along time that train-
ingis not just skills exchange from “teacher” to “student,”
thattrainingis a two-waystreet. Butduringthe City TOTS
seminar week, I experienced that knowledge in a trans-
forming way. I could see implications — for me in
working with my staff of supervisors; for my supervisors
as they work with caseworkers, speech pathologists.
occupational therapists, and other professionals; and for
all of these practitioners 3s they work with families.

Currently, I have the opportunity to offer clinical
supervision to other providers of early intervention ser-
vices. For two years, a local consortium organized to
distribute funds available through the Texas Children's
Mental Health Plan (a collaborative effort by statewide
agencies and human service coalitions working with

children and families) has funded three clinical supervi-
sion workshops, along with other projects. The consor-
tium, whose goal is to increase services for infants and
toddlers prenatally exposed to drugs and alcohol, just
concluded planning for the second biennium of fund-
ing. Clinical supervision was everyone's top priority for
re-funding. Not only will the three previously funded
groups continue, but we will add a fourth clinical super-
vision group in fiscal years 1994 and 1995.

Interestingly, it was staff from protective services,
early intervention, and drug treatment programs ~who
had initially been suspicious of clinical supervision —
who demanded that the groups continue. During six
months of experience with clinical supervision, these
practitioners moved from reluctance to unabashed en-
thusiasm. When they realized that supervision groups
were not going to focus on their personality “deficits,”
practitioners found the groups supportive. Through re-
flection, they couid see parallels between what was
happening in the groups and what was occurring for
them in their daily work. They gained insights that
translated into more rewarding relationships with col-
leagues and with clients.

Training for participation in a professional
community: Barbara Wightman

Early intervention legislation and other major pub-
licly and privately funded early cilildhood initiatives are
becoming a significant stimulus for systems change in
the delivery of services for young children. New ap-
proaches to supporting the development of infants and
toddlersemphasize family-centered parent/professional
partnershipsandinterdisciplinary practice, throughcom-
munity-based services. In recognition of the need for
well-trained practitioners, increasing attention is being
focused on strategies of training early intervention per-
sonnel, both at the pre-servic: and in-service level.

I believe that to transform services, we must find
training methods that transform individuals. We must
recognize that the real world of work involves relation-
ships, and we must prepare students and currentservice
providers to have effective relationships, by teaching
them how to become partners with families and partici-
pants in a multidisciplinary professional community.
Training experiences should equip studentsand current
service providers with ideas and perspectives that will
influence, guide, and challenge them throughout their
professional careers, even when their job responsibili-
ties and work environments change.

Unfortunately, many traditional training practices
atboth the pre-service and inservice level are more likely
to undermine students’ and practitioners’ collaborative
skills than to support them. The intent of pre-service
training is to provide a firm foundation in a particular set
of skills, failing to recognize the students’ internal pro-
cessesor the importanceof thehelpingrelationshipasan
integral component of any therapeutic effort. Such

Q
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training practices limit professionals’ effectiveness as
therapists and isolate practitioners from intellectually
enrichingand emotionallysupportive relationshipswith
colleagues.

Dependency, inequality and the deficit model

Traditional approaches to training, especially in
medicine and allied health professions, focuson “fixing”
a specific problem or deficit. The problem is located in
aspecific body part or domain of functioning within the
“patient.” Competence tohealillnessor restore function-
ingis what the student must acquire, through training in
the skills of his or her chosen profession. In this model,
the problem is seen as part of the patient, but the patient
is not seen in relation to his family, his community, or
even his own individual problem-solving resources. The
burden of fixing the problem is laid solely on the practi-
tioner/helper.

Such an approach creates a relationship of depen-
dencyand inequality of power between the practitioner,
who (theoretically) knows everything, and the patient,
who knows nothing. For the new practitioner, identify-
ingoneselfastheexpertor authorityinaspecializedarea
can be a heady experience. Some professionals, indeed,
remain impressed with their perceived level of exper-
tise. For them, any failure to solve “the problem” must
reside in the patient, “who did not comply with the
recommended treatment.” Other professionals blame
themselves for lack of skill, “burnout,” and leave the field.
Still others engage in searches for “the magical missing
skill” which will restore their feelings of competency.

Political and social messages about
competition and "rugged individual-
ism" do not reinforce indentification
with a community - even a profes-
sional community.

Deficit-modeltrainingsays nothing about reciproc-
ity and offers the student no shared experiences of
resolving problems collaboratively with a patient. The
training of medical and allied health personnel some-
times becomes almost a caricature of traditional training
of physicians, with prescriptive “order-giving” and em-
phasis on “clinical distance” as the model.

We are not taught how to relate; in fact, we are
taught nottorelate. Consider the traditional scenario for
informing parents of their child's diagnosis. The room
may contain several professionals, with one delegated to
deliver “the news.” The setting is not intimate; the
process is not gentle. Touching the parent is unaccept-
able. And if a parent cries, you offer a kleenex, while
everyone waits uncomfortably for “the moment” to eitd.
Thisis “clinical distance,” and we are taught to “maintain”
it.

Knowledge, itis said, is power; butknowledgekept
to oneself, uninformed by feeling, protected from ques-

tions and challenges can lead to abuse of power. If a
therapist tells a parent, however mildly, “Never put your
child in a walker!,” this is the end of the dialogue. The
parent may follow the therapist's recommendations to
the letter (perhaps to the detriment of the parent’'s own
need for brief resjite), or the parent may “defy” the
therapist. But in either case, opportunities for relation-

ship and joint problem solving around the family’s reality
are missed.

Barriers to a sense of professional community

To understand barriers that prevent practitioners
from developing effective relationships with their pro-
fessional peers, we must look at political and socictal
messages that influence the way professionals interact
with one another.

Our society values both competition and “rugged
individualism.” The political and societal messages that
transmit these values do not reinforce identification
with a community — even a p’rofcssioml community.
These messages, morcover, place the practitioner in a
very precarious position. Competition is designed to
produce a single “winner.” The competitive profes-
sional, striving to demonstrate individual competence, is
isolated from her professional environment. We absorb
the message that we must never reveal inadequacies,
vulnerabilities, or weaknesses. We must never
acknowledge that the skills we have been taught may
not “fix the problem.”

Supervisionin many earlyintervention professions
and settings is reduced to an annual agency performance
evaluation (“She dresses appropriately and has good
work habits”). We are trained neither to seek support,
through regular, reflective supervision or mentorship,
nortovalueinterdependenceamongpractitione.csinthe
field. -

Under the guise of “consultation,” we may pretend
to seeck out our professional community. But in reality,
we tend to look for asecond opinion from a professional
who will mirror our own beliefs. Seldom do we use the
process of seeking asecond opinion as an opportunity to
look for collective, collaborative, innovative solutions to
challenging problems.

Established patterns ot competition, individualism,
and isolation may make “tcaming” a charade. Students
may learn the multidisciplinary, interdisciplinary,
transdisciplinary, group process, and team interaction
jargon, but seldom are trained in the skills of conflict
resolution, as a way for team members to relate to one
another when disagreements arise. At least onc study
(Sands, Stafford, and McClelland, 1990) has shown that
theultimatedecision maker onany giventreatmentteam
is usually the individual who has the highest degree and
makes the most money (typically the physician or psy-
chologist). Soric lessons are being welldearned.

Another barrier to participation in a professional
community is the tendency for practitioners to identify
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with the precepts of their professions or their work
settings while discounting their individual, subjective,
lived experience. Practitionerstend notonly tomaintain
stereotypical expectations of members of other profes-
sions: they may even maintain cliques within their field
that further reduce opportunities for sharing different
perspectives and experience.

Although early interventionists give lip service to
the importance of individual differences among chil-
dren, we rarely acknowledge, much less build on or
celebrate, the individual differences that exist among all
professionals, even those in the same field of work. This
denial of our individual self-knowledge is a denial of the
rich cultural complexity of our community heritage,

which moves beyond our narrowly constructed profes-
sional identity.

TOTIS and City TOTS: Isolation busters and
community builders

Barbara Moss has described above the ways in
which ZERO TO THREE/National Center for Clinical
Infant Programs’ TOTIS and City TOTS training initia-
tives have been designed to help trainers in the infant/
family field integrate the perspectives of a range of
professional disciplines, cultures, and experiences of
parenting, by looking at both early development and
service delivery through the “lens of t¢lationship™. Asa
participantin TOTIS 1990, I found that focusing thislens
on my own professional training and its subsequent
impacton my practice revealed whatan isolating exteri-
ence it had been. This shift in focus was/is very subtle,
continues to evolve, and is not easy to put into vvords.

Before participating in TOTIS, I had considered
myself as very committed to my profession, always cager
to learn, always ready to become more proficient. I
thought of myself as completely dedicated to the best
interest of the child/patient and the child’s family. Butas
I adjusted my “lens,” I saw that my dedication had been
tomyown agenda. This agenda wasa productof mysolid
professional training, and it was often at the sacrifice of
my relationships to families, their children, and other
practitioners.

My perception of my “expertise” and my pervasive
(if unconscious) feelings of ownership were partof the
picture. At this time in my career, I viewed myself as the
“local expert” in pediatric occupational therapy. Main-
taining this “official” position was very important to me.
To be considered knowledgeable and impress other
“expert” professionals, I found myself frequently de-
scribing my years of experience, the renowned institu-
tions where I had trained, and the “big names” with
whom I had studied. My feelings of ownership,Icameto
realize, were obvious every time I talked about “my”
program, “my” agency, “my” staff, “my” families, “my”
children, and “my” success.

AsIbegan to question this view of my professional
world, Ibegantoexperiencea professionalcrisis. Icould
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not separate commitment from ownership. How can
one be committed to something without being invested
in it? How can one be committed to something without
claimingitasallone’sown? Althoughothers thoughtthat
1 was very good at my work, I became ambivalent about
it. Ireflected on the countless reportsI had written about
children and realized that the reports would definitely
impress the experts, the professionals who had trained
me. But the technically worded reports were incompre-
hensible to the families I was supposed to be serving. 1
began to ask myself, “Who and what am I doing this for?”

I was in conflict. If my treatment recommenda-
tions, based on sound knowledge, were correct, then
how could I “back down” and fail to give these recom-
mendations priority over the family’s needs or the rec-
ommendations of other professionals? I could not con-
tinue to work as I had been trained to work, but I could
see no other way of working. I began to withdraw; I
began to think a lot about introspection, caution, and
humility.

When the concept of supervision and mentoring
was introduced at TOTIS, I was outraged at the sugges-
tion that supervision could occur after every visit with a
family. Anyone who needed that much supervision
surely could not be competent to practice! My own
previous experience of supervision — an annual perfor-
mance evaluation —had not prepared me for the notion
thatsupervision could bean opportunity forsupportand
professional development.

To be perfectly honest, I was annoyed
with the whole TOTIS seminar.

To be perfectly honest, I was annoyed with the
whole TOTIS seminar. I had expected that something
called a Training of Trainers Intensive Seminar would
give me clear-cut training objectives (just like the numer-
ous other training sessions I had attended). I expected
carefuily directed skil! development, which would
progresssequentially to a predetermined outcome. 1did
not expect to find trainers/professionals struggling will-
ingly and honestly confronting the complex questions of
our field. These trairférs did not offer concrete “an-
swers.” Instead they explored and offered up adialogue,
wrestling with situations in which there are no clear
answers. Training as an experience? An exploration
without a predetermined official, expert judgment? I
didn’t get it ...until much later.

Following the 1990 TOTIS, I began to experience
real change. I had an opportunity ‘o work with children,
their families, and a team of professionals again. The
relationships began to fcel different. There was more
uncertainty, but there was also a new openness and
vulnerability within myself that was refreshing.

When the City TOTS project offered me an oppor-
tunity to recxperience what I thought I had rejected
before in TOTIS, 1 was eager to return. I watched with

fascination as the City TOTS faculty, most of whom have
national reputations as “experts,” developed the training
agenda and worked together. I watched their fears
emerge. I wasabsorbed as they willingly walked into the
murky conceptual waters most practitioners avoid and
was comforted by their struggle to accept ambiguity. I
shared in their sense of completeness when a unique
training opportunity came off (atleast partly) as they col-
laboratively imagined it.

My experience of City TOTS parallels what practi-
tioners in direct service should experience. With super-
vision, mentorship, and the support of our colleagues in
a professional community, we can be open to our fears,
uncertainty, and ambiguity. In a collaborative setting,
which includes families, we can create new opportuni-
ties for children.

I currently provide inservice training to parents
and service providers who work with infants and tod-
dlers with special needs. While I do not offer training as
complex as ZERO TO THREE's TOTIS or City TOTS, Ido
incorporate some of the concepts I learned from those
experierces. Training is focused towards the develop-
ment and collaborative efforts of regional trainers and
consultants. Regional in-service trainingincludesoppor-
tunitiesto exploresome of the issues raised inthisarticle,
and these opportunities are welcomed by practitioners
and parents who have been struggling for some time
with the complexities of our common work. What it all
comes down to is sim;ple, yet elusive.

If Isay that Iam an expert, registered, occupational,
certified, neurodevelopmental pediatric, trained, baby
therapist, with 18 years of experience (and a mother of
two), I create an image fcr the reader. It tells you
something about me. Butthis list of professional qualifi-
cations will not help you to understand how I relatetoa
child, to a family, to all the other practitioners I meet.
What has become critical to me occurs in the moment of
interaction. It is more important to entertain the ques-
tions, “Were youkind, compassionate, and honest in that
moment of interaction? Are you respected for being a
decenthuman being, oneonone?” These are fundamen-
tal to the relationships we have with one another in the
arena of early intervention.

Reflection, introspection, caution and humility go
hand in hand with the conviction that one can always
learn something new. Moving from the practice of skill
to a full professional use of one’s entire self requires
looking within, making changes,and then measuringthe
response—inthefacesofthechildren, parents,caregivers,
and colleagues you have been working with, side by side,
for so long. ‘
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Just as all parents need support in raising
healthy children, all direct service staff and administra-
tors in community-based programs need ongoing sup-
port, training, and supervision in order to deliver high-
quality services to children and families. The Illinois
Ounce of Prevention Fund’s Developmental Training
and Support Program (DTSP) has worked for six years
with Ounce-sponsored adolescent parenting programs
throughout the state in a structured process designed to
transform not only the way direct service staff relate to
families to create positive change, but also the way in
which a statewide program development organization
relates to the community-based

The Developmental Training and Support Program
uses observation, inquiry, discussion, and validation to
strengthenthecapaciiyof both programsupervisorsand
front-line staff to learn and integrate new skills in infant/
family practice. Training occurs over a period of, at
minimum, two years, in the context of a highly interac-
tive, continuous, supportive, and safe forum. In each
program site, the “wheel” of training and support is
intentionally “reinvented” as the model is adapted to the
agency, community, culture,population, and staffing
structure.

Relationships are at the center of the Developmen-
tal Training and Support Program. The model is based
upon clinical and research findings that positive devel-
opmental outcomes for children, particularly in the first
three years of life, are related to a mutually satisfying
parent-child relationship, as well as to the early identifi-
cation of and intervention with developmental prob-
lems. The model is also based on the vecognition thatin
many programs established to serve families and com-
raunities with severely limited resources, staff are so
overwhelmed by the environmental and situational cri-
ses ofparents (particularly adolescent parents) that they
fail to focus sufficient attention on the needs of develop-
ing infants and toddlers, or on the parent-child relation-
ship itself. In our experience, short-term didactic train-
ing has not enabledcommunity-based staff to redirect
their services from crisis intervention to strengthening
the parent-child relationship. A parallel process of sup-
port, focusing on strengthening the relaticnship be-

gram: Building Relationships To Promote Positive

tween parents and children, between staff and parents,
and between facilitators and trainees, has been much
more successful. Slow, incremental, locally defined
change is most often the best.

This article will describe core elements of the De-
velopmental Training and Support Program; report fo-
cus group discussions of the impact of DTSP on program
design, staff, supervision, families, and children; and
address issues of replication.

Core clements of the Developmental Training
and Support Program

Structure: The statewide Parents Too Soon Initiative is
oneservicedelivery program administered by the Ounce
of Prevention Fund. It is a network of more than 40
community-based programs designed to improve the
developmental outcomes of children of adolescent par-
ents, as well as the lives of the young parents themselves.
Thedesign of each funded program offershome visiting,
parent education, and peer support groups to each par-
ticipating family. In addition, as part of the implementa-
tion of an individualized family service pian, staff con-
duct a developmental screening and document their
observations of parent-child interaction twice a
year. Staff also videotape parents and children twice a
year in their homes and review the tapes with parents,
focusing on the positive interactions that occur in the
course of daily routines.

Ounce of Prevention Fund program specialists
(Wechsler) and consultants (Bernstein and Percansky)
bring the Developmental Training and Support Program
to groups of 12-15 staff members, representing two or
three Parents Too Soon program sites. Sites are selected
based on program maturity, geographic proximity, and
similarities of culture in communities served. Selecting
and training staff of severalsitestogether promoteslong-
term collaborative interdependenceamongagencieswith
common goals.

Onssite training takes place one day each month for
atleast two years. Program directors and/or supervisors
participatein training along with directservice staff. The:
same trainers work with the group throughout the twc-
year period. After core training is completed, trainers
and staff mutually plan follow-up and support, which
may involve bi-monthly or quarterly visits.

Since the structure of the Developmental Training
and Support Program is designed to embrace an entire
service delivery approach, the strategy of training super-
visors and line staff togcther ensures thateveryoneinthe
program has the opportunity to exploreand understand
the concepts, process, and tools of DTSP. A primary role
of the facilitators is to create an atmosphere of safety, in
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order to invite the sharing of feelings, values, experi-
ences, reflection, and collaboration. This atmosphere is
particularly important for home visitors, who work in
isolation and may lose their sense of a program mission
unlessitisreinforced through regularly occurring group
experiences. The process is explicitly designed *& paral-
lel the way supervisors should support staffand families,
and the way staff should support parents and children.

Content and process: The most critical contentof each
monthly training session is distill=d from discussions of
the work thatstaff members are doing with their families.
DTSP facilitators encourageparticipants to discuss what
is going well in their everyday work with familics, why it
might be happening, and the staff members’ contribu-
tion to the success they are secing. Program staff are
required to bring fresh material about the families they
work with to each session. As staff describe their interac-
tion with specific families, facilitaiorscanintegrate infor-
mation about core issues of child development and the
parent-child relationship into the discussion, along with
related themes, such as dealing with separation and loss
ordeveloping effective strategies forworking with grand-
parents. Maintaining a focus on participants’ direct
work with specific families encourages growing clarity

among staff about their role. Were we to abandon this
consistent fccus, training sessions might raise issues out
of context and without achieving any resolution appli-
<able toongoing program work —muchlike the scenario
of families in perpetual “crisis.”

The continuity and consistency of the DTSP train-
ing forum reflect the process of an ongoing helping
relationship. Trainees, like parents, are given opportuni-
ties and time to internalize new skills. Mutual devzlop-
mentofthetraining agenda, beginning with the firstday,
establishes the expectation that trainces will take signifi-
cant responsibility for its outcome. Facilitators get to
know training participants’ strengths, needs, special tal-
ents, what they know, and what they do not know.
Continuity of the training group and format over time
allows the reinforcement and internalization of 2 “new
way of doing business.”

Important topics and issues can be continually
revisited (astheyare in atherapeutic relationship.) Facili-
tators can respond flexibly to the everchanging immedi-
ate needs of staff without losing sight of larger goals.

DTSP training is experiential, involving discussion
of videos that show parentchildinteraction around daily
routines and videos of home visitors in interaction with
parents and children. Discussion of both types of videos
models for both direct service staff and supervisors the
process of identifying and building on strengths. Facili-
tators model with trainees the kind of empathic and
reciprocalinterchange expected of staffwhen theywork
with families. Participants are encouraged to reflecton
aspects of their personal and professional relationships
that enhance positive growth and development. The
parallels between training sessions and home visits with
families, especially the intermingling of content and
process, are noted, so that the group can observe and
gain insight through the parallel process to benefit their
ongoing work.

Tools for observation and intervention: DTSP trains
paraprofessional staff in the use of three tools which
enable them: 1) to enter the world of the parent-child
relationship and 2) to share insights and information
with families, supervisors, and co-workers. These tools
are particularly useful in home-based services, where
much of the work is done by individual workers in the
isolation of participants’ homes.

® The Parent-Child Observation Guides (PCOGs)
are recording forms developed by Victor Bernstein,
Candice Pescansky, and Sydney Hans to help staff objec-
tivelyorganize their observationsof parent-child interac-
tion. The Guides and accompanying manuals identify
areas of relational behavior — for example, involvement,
security, learning, enjoyment — that support develop-
ment in children. Staff learn to use the guides to: 1)
observe and understand parent-child communication;
2)identify specificstrengths in the parent-child relation-
ship; and 3) plan with parents ways of building on the
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strengths of their relationships with their children.

® Training staff to videotape parents and
children engaged in the daily routines of their lives and
themselves interacting with parents and children has
proved to be DTSP’s most powerful means of teaching
observation skills. Videosprovide a vehicle for transiat-
ing and integrating information not only intellectuaily,
but affectively as well. The videotapes that staff make of
each family twice a year are a concrete means of helping
parents focus on how they and their children communi-
cate. They are also an important tool (especially in home
based services) for staff supervision and skill develop-
ment.

@ The Denver Developmental Screening Test
(DDST)is used in the contextof DTSP asa developmen-
tal demonstration tool, to help both parents and staff
focus more directly on children and on parent-child
interactions. Parents and staff administer the Denver
jointly and together review the child’s demonstrated
capacities, discuss skills and abilities that will be emerg-
ing shortly, and talk aboutage-appropriate activities that
encourage development. Parents enjoy the process,
often expressing pride in how much their child is able to
do. Joint parent/staff administration of the DDST, espe-
cially with teen parents, reinforces parentsintheir roleas
the “experts” ontheir childrenand reducesanxiety about
children’s test performance.

Supervision and support: The DTSP is built on the
premise that just as parents need support and skills in
building relationships, so do providers. For this reason,
supporting supervisors and program directors is
central to the model. The involvement of supervisors
and program directors not only determines the success
or failure of DTSP training but overail program integrity
as well.

The relationship of the Developmental Training
and Support Program and its staff toprogram sites grows
out of the relationship that the Ounce of Prevention
Fund, as program developer and funder, establishes and
maintains with program sites. Once training begins, the
director or program supervisor and the Ounce specialist
or consultant are in regular contact, at the time of each
monthly training sessionand between sessions. Supervi-
sors can process and problem-solve issues of sharing
one’s work that have emerged in their own supervision
of site staff. The DTSP facilitator can encourage the
supervisor’s active participation in, and responsibility
for, any site-based preparations needed for the next
training session.

As participants in DTSP training sessions,
supervisors learn alongside direct service workers the
skills of objective observation, identifying and
supporting strengths, and inquiry. These skills
structure supervisors' work with staff, much as they
structure staff's work with parents. While direct
service staff practiceand experiment with new toolsand

strategies for observation and intervention, directors
and supervisors begin to transform program administra-
tion to better match the relationship-based philosophy
and goals of DTSP.

It is important to note zhat regular individual or
group supervision was previously characterized by case
managementand administrative “housekeeping”in most
Parenis Too Soon programs prior to participation in
DTSP. The DTSP training sessions, suppiemented by
technical assistance from Ounce specialists, help super-
visors understand the importance of: 1) keeping
caseloads small enough to enable staff to establish mean-
ingful and productive relationships with parents; and 2)
supporting these relationships through frequent, regu-
lar and reflective supervision with staff, individually and
in teams.

After the initial DTSP training program, when ses-
sions become bi-monthly, the OQunce facilitator meets on
thealternate months with the program director or super-
visor. These meetings are used to focus on ongoing
supervision issues; reinforce consistent use of DTSP
philosophy, strategies, and activities; and support the
supervisor’s ongoing training of staff. This is a process
that transfers responsibility for establishing the tenets of
the DTSP from the Ounce to the local site.

A focus-group seif-evaluation of the DTSP

In the summer of 1992, we convened a serics of
focus groups of program directors, home visitor
supervisors, home visitors, and teen parent participants
in Parents Too Soon programs. Our goal was to under-
stand theimpactof the six-year-old Developmental Train-
ing and Support Program by reviewing with our con-
stituents changes that they had seen in program design,
staffing, supervision, and experiences of families and
children. The focus groups we convened matched the
ethnic, racial, and socio-economic diversity of the
conglomerateprofile of Parents Too Soon programs
acrossthe state, aswellasthe mix of urban,suburban,and
rural communities served.

Focusing attention on the staff-parent
relationship: Impact on workers
We have finally learned there are issues that we
can deal with and issues we can't. We are much clearer
on whatourwork isandwhatwedo: it'sallrelatedtothe
parent-child relationship. We’re stillconcerned whether
moms are in school, or if they re evicted and need hous-
ing. We help them with that. Butthere weretimes in the
past when we ran around in circles over things we
couldn 't doanything about. Wedon'tdo thaiany more.
— Home visitor focus group participant

The urgent needs of teen parents demand
response. Home visitors, wishing to address these needs
butalsoaware oftheimportance ofattendingtochildren’s
development and to parent-infant relationships, often
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express frustration and anger — sometimes toward the
adolescent parent and sometimes at the economic and
social conditions that constrain the teen parent. Some
home visitors deal with their empathy with adolescent
parents, their own need to see positive change, and their
anger by helping teens manage immediate crises. Unfor-
tunately, this response tends to trap home visitors in a
cycle of crisis and frustration.

In contrast, when DTSP facilitators help home visi-
tors to focus their attention on the staff-parent relation-
ship, renewed energy and enthusiasm for the work re-
sult. Home visitors and adolescent parents grow in their
ability tocommunicate, trust each other,and gain mutual
pleasure from their interaction. Home visitors and their
supervisors describe “a veil beinglifted”; they sec asense
of direction and meaning in their efforts. Most impor-
tantly, both workers and parents are more satisfied.

Focusing attention on relationships:

Experiences of parents
Myhome visitormade merealizewhatIwasdoing.
She gave me information about why the baby was
pulling my hair — because she was playing, not because
she wanted to get me mad. My home visitor got me to
learn exactly what the baby was doing and what it
meant. Now I can tell the difference.
— Teen mother

In their focus groups, teen parents told us that the
mostimportant benefitoftheir participationinaParents
Too Soon program was learning about the expectable
stages of their child’s development, so that they couid
read the child's signals and communicate better with the
child. They told us chilling stories of experiencing their
infantsortoddiers astormentorsand wishing them dead.
Home visitors helped these adolescent parents make
sense out of a maddening experience; teens could see
direct links between their new abilities to understand
and communicate with their young children and the
improved health and safety of the children —and them-
selves.

Young parents said that the connectedness they
felt in their relationships with their home visitors often
brought calmness from chaos, pride in their own abili-
ties, and the emergence of direction for the future. Most
importantly, teen mothers reported a learned and expe-
rienced sense of their child as a separate individual with
his or her own needs. Adolescent parents felt that the
rewardsfrom their program participation were so mean-
ingful that they invested willingly in the relationships
offered and responsibilities expected by home visitors.

Appreciation of the helping relationship

I think it's great that someone can come into iy
home and be close to my daughter, almost as close as I
am. She isn’t trying to only help me, but is learning how

my daughter is. It makes me feel good.
— Teen mother

In focus groups, home visitors reported uniformly
that their greatest asset in working toward a better par-
ent-child relationship andsatisfactory childdevelopment
outcomes was the strength of their relationship with the
teen parent. Home visitors all reported having their
greatest sense of success with teens who they believed
felt accepted by them. Once a sense of acceptance was
established and consistently demonstrated, the home
visitors reported, they feit they could enter the family as
a support and an observer, and intervenc as a helper.

Teens also gave importance to the nature of their
relationship to their home visitors. They tatked about
being accepted unconditionally and experienced their
home visitors as genuinely interested in them. Teens
could describe specific occasions on which home visi-
tors had valued their abilities and talked about what was
“right and good” about them and their parenting rather
than about what was wrong. They valued having some-
one to tatkk with who really cared, and who would openly
share something of herself with them.

Training and interventions based on observation
and inquiry

At times, the training seemed to go so slowly and
take so long. We program staff would talk among
ourselves: Why won't they (the Ounce facilitators) just
come in here and tell us what to do? (Now we realize
that) they intentionally modeled for us howtofigure out
on our own how these skills and information are going
to work in our own program, so that we would have
ownership. In the end, it was probably better. (Wecould
translatethe DISPapproach)intosupervisionandhome
visits — not imposing information on people, but giving
them information, tools, and support to come up with
some of these things on their own.

— Program supervisor

Adolescentparentparticipantsin ParentsTooSoon
programs are often veterans of many “helping” pro-
grams. They tell us that one thing they like about Parents
Too Soon, something that is different from many other
programs, is that staff don't tell them what to do or how
to live their lives. Rather, the program triestohelpyoung
parentsthrough aprocesswhich resultsin theirdeciding
how to live their lives.

Home visitors, supervisors, and directors hope, of
course, that as a result of their participation in Parents
TooSoon programs, teen parents’ decisions willbe made
inthebestinterests of themselvesand their children. The
home visitor's work is to find effective ways to maintain
the parent’s role as the ultimate authority in her child's
life, while assisting the parent in gaining a greater under-
standing of her child’s needs.
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DTSP activities invite the teen parent to step back
from everyday demands and to formulate her own per-
spective and understanding of her interaction with her
child. Administering the Denver Developmental Screen-
ing Test,watchingavideomadeinthehome,andreview-
ing observations recorded on the Parent-Child Observa-
tion Guide all afford opportunities for parents and staff
to better seeand understand a child’'s abilities and behav-
ior, as well as to celebrate the strengths and achicve-
ments of the parent-child relationship.

When trust, respect, and openness characterize
the parent-staff relationship, these activities can also
serve as a springboard to explore concerns or discom-
fort. Any intervention is based on inquiry. The DTSP
teaches staff not to assume anything, but rather to ask
questions in an effort to gather more information
collaboratively, in order to develop with the parent a
common understanding and to chart a path of action.
Home visitors can be more effective as sources of accu-
rate information and dependable guides for teen par-
ents than as didactic “advisors” or “fixers.”

Supervision
Ithink what we have learned through the training
is not to discount whatever crisis the family is going
through, to certainly address it, but to also address the
issue of how this is affecting the child and the parent's
relationship with the child.
— Home visitor

The DTSP..provided a common ground for the
homevisitors and supervisor—...a verypositive thing for
my relationship with my staff.

— Home uvisitor supervisor

Program directors and supervisors of home visi-
tors reported that prior to receiving the Developmental
Training and Support Program at their site, supervision
was typically focused on a crisis experienced by a teen
mother, her child, and the extended family. Seldom, if
ever, had supervision focused on the worker’s needs or
her relationship with a teen parent. As home visitors
began to focus on the parent-child relationship and the
supportof strengths as a basis for effecting change, they
brought different material and issues to supervision.
Home visitors could reflecton the observations they had
made during home visits and review Developmental
Screenings, videotapes, and PCOGs with their supervi-
sors, as well as with parents. Workers and supervisors
could plan, not simply react to immediate emergencies.

Joint participation in the DTSP by frontline staff
and supervisors was critical to this shift in the supervi-
sory process in two ways. First, home visitors and
supervisors now shared what they often referred toasa
“common ground” of knowledge, trust, and mutual ad-
miration for each other’s ability. This common ground

gave both permission to explore not only the behaviors
and interactions of families, but also of themselves and
each other. Second, supervisors brought into supervi-
sory sessions the same rules — of never assuming any-
thing, of addressing questions and concerns by asking
questions, and of intervening through a process of build-
ing on existing strength —that home visitors were imple-
menting in their work with families. Supervisors were
rewarded as workers talked less about problems and
crises and more about what parents were doing well,
how they had planned and intervened, andhow mothers
and children seemed to grow from a greater sense of
“connectedness.”

Impact at the program site and beyond

Usually you get the money and you are on your
own. I have never worked in a program where the
Sunding source has been this supportive. If we had not
Darticipated in the training, we would have been lost. 1
think trust with the funder is the important thing. Be-
cause there are relationships with real people. If som.e-
thing is not going well, I can certainly trust that I am
going to hear about it and be given the tools to make a
change for the beiter.

— Program coordinator

What are the signs that training has “taken hold” in
aprogram? The most obviousindication is that the goals,
services delivered, and outcomes for participant, are
better matched to the population being served than
before. In addition, where training has “taken,” staff
members report feeling more positive about the work
they are doing and clearer about their roles and the
impact they are having on families. Correspondingly,
families have experienced more success as a resuit of
their participation in the program. Perhaps the most
significant indicator of a “good take” is the ability
of a program that has experienced training to carry out
the training process for another program. Not only does
this reflect the strength of the initsal program’s “owner-
ship” of the training and support model; it makesastrong
statement, as well, about the program'’s ability to build
upon it and extend it.

Since its inception, the Developmental Training
and Support Program has been in a dynamic process of
being defined by, and at the same time redefining, the
Ounce-funded Parents Too Soon service design. The
results of these processes can be seen on several levels.
First, the conception of home visiting itself has changed.
Initially seen as an outreach approach, home visiting is
now viewed as a core service delivery strategy, with
guidelines for best practice established and required of
all Ounce of Prevention-funded programs. At another
level,the Developmental Training and Suppos t Program’s
experience has led the Ounce to give funding priority to
program activities which focus on strengthening the
parentchild relationship and positive developm:ntal
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outcomesforyoungchildren. Finally,directorsof Ounce-
funded programs tell us that the sense of partnership
achieved through the DTSP training relationship has
established a sense of shared vision between them and
Ounce management. Over the years of DTSP participa-
tion, directors integrated knowledge into their practice

and experienced respect and investment in them and -
their programs. They cameto believe thattheOuncewas

not only a funder and monitor, but also a partner
committed to their programs, their staffs’ professional
development,andultimately to the childrenand families
in their communitics.

Selecting programs to participate in intensive
training/development efforts
We have identified six criteria that seem to predict
a service program’s likelihood of being able to make
good use of an intensive, long-term, relationship-based
model such as the Developmental Training and Support
Program:
1. The program’s design and structure, including
the leadership and staffing pattern, must be intact.
The program should be fully staffed and have had
little turnover over a reasonable period of time.
2. Program administrators and staff must share a
perceived need and interest in focusing upon the
specific issues of child development, parent-child
relationships,andsupervising/supporting program
staff in a new way.
3. Supervisory and frontline staff at the program
site need to express willingness and interest in
working closely with Ounce staff/consultants and
tojoinwiththemaspartnersinalong-term training
and program development effort. They must see
the process as one of learning and discovery, be
willing to share agenda-setting, and commit to at
tending all training sessions.
4. Program administrators mustbeas committedtc
providing training and supervision of staff as they
are to providing direct services to families.
5.The program director and/or supervisor(s) must
commit to attending training sessions regularly
and on an ongoing basis.
6. Any program that serves infants, toddlers, and
their parents must have demonstrated strong
enough linkages with local primary health care
providers and early intervention resources to €n
sure appropriate referral and follow-up of children
and families with special needs.

Lessons learned

As we have made efforts to adapt DTSP beyond
Parents Too Soon programs, to other prevention and
early intervention ~fforts within Illinois, in other states,
and in Latin America, we have found that the need for
training in the context of continuous and supportive
relationships exists in virtually any community program

serving young children and their fanilies. However, we
have also discovered that particularly in the poorest,
most complex communities, consuming environmental
issues make it extremely difficult for staff to develop or
sustain a focus on the strengths of the parent-child rela-
tionship. Once consultants/trainers are no longer in-
volved, highly stressed programs return to a familiar
“crisis mode” ofservice delivery. Few states or local
initiativeshave been able to offer infany/family programs
the structural support needed for longterm positive
change.

Whatwe havelearned abouttrainingthrough DTSP
iswhatwe know about change itself: Itisaslow process,
requiring commitment, resources, and continuing rein-
forcement. As a home visitor once reminded us, “When
weletgoof themom’shand, sheletsgoofher child’s.” No
program development and training effort is ever really
“finished.” Just as families continue to need varying
levels of support throughout their lives, so do the pro-

grams—and the people —who support families and their
young children. ‘

ZERO TO THREE/National Center for
Clinical InfantProgramsisa proud memberof
the Independent Charities of America. . Fed-
eral employees can contribute to ZERO TO
THREE through the Combined Federal Cam-
paigll. I SR

Please give generously ... because ljébiw
are our future. CFC #1520. -
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Linking Knowledge and Experience: A Model for Training Infant/
Toddler Caregivers and Infant Mental Health Practitioners

Nadia Hall, Diploma of Child Study, MA. and M.Ed,,
Canadian Mothercraft Society, Toronto, Ontario

Work with infai.ts, toddlers, and their families de-
mands from practitiotiers the ability to build relation-
ships, the ability to demonstrate flexibility and openness
1o the many aspects of diversity, the ability to develop
critical thinking and divergent problem-solving skills,
the ability to be creative, and the ability to support the
uniqueness of each infant and his or her family. A
program designed to train adult learners to meet tiiese
demands needs to reflect and demonstrate the same
values it requires students to embrace and practice.

At the Canadian Mothercraft Society, we have de-
veloped a set of key principles that drive both the theo-
retical, academic component and the practical field in-
ternship of our 12-month training program for early
childhood practitioners. We design curriculum content
and teaching methods to incorporate these key prin-
ciples at each stage of the training process. Our goalis to
create a model which allows students to clearly link
acquired knowledge and their own experiences. We
strive:

@ to support the uniqueness and integrity 6£

each individual student;

@ to nurture each individual's sense of security
and self-estcem;

@ to develop risk-taking, flexibility and creativity;

@ to develop critical thinking and divergent ap-
proaches toproblem-solving;

@ to encourage ownership for self-growth
through self-evaluation and active particip-
tion; and

@ to value and respect all aspects of diversity,

including differences in race, gender, culture,
age,sexualorientation, social class, and religion.

This article will illustrate our efforts to incorporate
these principles in the structure of our learning environ-
ment, the selection of applicanis for training, the integra-
tion of content and process in the curriculum, and the
design and implementation of students’ field intern-
ships.

The learning environment

Creativity and risk-taking can be nourished and
sustained only in an atmosphere of trust and high regard
for the integrity of each individual student. Wekeepour
infant/toddler caregiver classes small, with nomorethan
30-35 students, to allow for individualized support and
nurturing. The staff-student relationships developed
throughindividualized monitoring and supervision both
inside and outsidethe classroom become internalized by

the students. As students’ self-esteem and self-confi-
dence grow, so too does the trust between students and
faculty, between students and students, and between
students and young children.

Selecting applicants for training

Pre-service training of infant practitioners
begins when applicants for admission to a (raining pro-
gram are interviewed. We use the occasion ¢f the inter-
view to identify the presence or absence in an applicant
of significant personal qualities related to professional
performance. During the interview, we present candi-
dates with a variety of tasks that elicit creativity and
divergency of thought. For example, presenting a candi-
date with hypothetical situations dealing with potential
peer conflict in the academic classroom elicits a glimpse
into the student’s capacity for tolerance, empathy, and
openness to new ideas — or, as the case may be, the
student’s judgmentalness, rigidity, or inability to accept
individual differences. The applicant's responses to
typicai behavioral situations found in child care not only
reveal her intuitive knowledge of child development,
but also her ability to analyze issues, apply ideas, and
become aware of personal values.

During the pre-admission interview we also give
applicants a number of homemade toys that can be used
in a variety of ways. As candidates analyze the play
objects for intrinsic skill-building opportunities, they
demonstrate, in varying degrees, creativity of thought.
We have learned over time that applicants with more
rigid, reserved, non-divergent approaches to this
exercise tend to have difficulty being open, responsive,
and flexible in their interactions with infants.
Conversely, those candidates who, with animated
facial expressions, demonstrate an uninhibited,
detailed exploration of the toys and offer multiple sug-
gestions for their use are more likely to have a personality
that enables them to support the emotional and physical
development of infants and toddlers.

- Integrating content and process in the training

curriculum

The major dimensions of our training curriculum

include:

@ knowledge of infant/toddler development,
including observable milestones and theoreti-
cal conceptualizations of developmental
progression,

e knowledge and skills needed todevelop an
interactive curriculum to optimize the infant’s
growth from birth;

@ application of knowledge and skills in a variety
of settings, with individualized supervision;
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@ knowledge and skills involved in working with
families (for a discussion of this dimension, see
Fenichel and Eggbeer, 1990).

In order to integrate content and process along
each dimension of the curriculum, we use a variety of
training methods. Demonstration, role playing,
observation, analysis of play behaviors and evaluation of
caregiving strategies/interactions each give the
student a fresh opportunity to integrate theory and prac-
tice, and to practice and refine skills.

The wealth of information related to infant devel-
opment can be overwhelming, both to the student who
needs to learn itand to the faculty who needs to teach it.
To cope with constant tension between “covering as
much content as possible” and “assuring mastery of
knowledge,” we have identified a set of core skills that
students can be expected to achieve. We choose instruc-
tional methods that challenge students, while they are
applying themselves to the study of child growth and
development, to acquire the following skills:

1. Identify emerging developmental competencies
in the child, as well as those already mastered;
2.0Observe and analyze cognitive strategies and in-
tent demonstrated by the infant during play;

3. Evaluate the range of strategies available to the
caregiver that can support, extend, and enrich
developmental experience;

4. Interpret behavioral and communicative cues to
achieve mutual effectance {mutual effectance oc-
curs when adult and infant provide themselves
with contingent experiences;

5.Assess how the physical environment promotes
and supports developmental needs of the ind-
vidual infant as well as the group; .
6.1dentify different temperaments and establish
ways of relating that promote mental heaith for
each individual infant.

Our efforts to match instructionai method tc core
skill are illustrated by our approaches to teaching Jevel-
opmentalskill progression and observation of theinfant/
caregiver dyad.

Teaching developmental skill progression
through toy demonstration

We use toy demonstration to teach developiiental
skill progression. Using primarily homemade toys, our
trainers help students to identify what competencies
infants are practicing in their play and how sensory
schemas are being combined. This method allows the
trainer: 1) to demonstrate how a variety of toys supports
the practice of the same deveiopmental concept, and 2)
to elicit from students how a single toy allows the infant
to practice a variety of skills. For example:

¢ Open-and-find containers, peck-a-boo puppets,

pop-up surprise boxes, a ball in a tube, and
play with blankets and mirrors all give the
infant opportunity to expericnce object
permanence.

® A pound-a-ball bench with a ramp allows the

infant to learn about object permanence, causc
and effect, spatial relationships, and color
matching, while practicing eye/hand coordin-
tion.

Playing with the materials themselves, students
reinforce theirunderstandingofthe multi-purpose, multi-
level, and multi-sensory nature of toys.

Assigning students to design their own toys chal-
lenges them to creatively synthesize their new develop-
mental knowledge. (The degreeof panicamongstudents
receivingthisassignment ranges from minimalself-doubt
to visible anxiety. However, creativity usually conquers
panic, and a tone of confidence emerges in the class).
Despite the emotional stress of the task, students invari-
ably produce original toys or toys with original features.
As each student presents her toy to the class in a
non-competitive atmosphere of sharing and teaching,
both faculty and students recognize the wide variance in
individual strengths and divergent ideas. One year, the
class produced so many innovative infant toys that we
compiled a book, complete with photographs. This
collaborative venture helped create a strong team spirit
among the students, as well as a significant extension of
our collective knowledge.
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We reinforce the toy exercise by having infantsand
toddlers visit the classroom and play with the toys that
the students have made. (We are fortunate to have alab
school on the same premises as the training facility. In
other settings, 1 have invited parents with children be-
tween the ages of 5-24 months to participate in this class
exercise. Onebenefitofthis approachis the opportunity
for students to observe and discuss parenting styles and
parent/infant interaction issues.) As students observe
children playing with their toys, they commonly express
both pride and surprise as the infants and toddlers play
with the toys in ways that were never in the original
“design.” This hands-on experimentation also empha-
sizes how toys can be used in variation, to match the
infant’s ongoing skill development. Watching the inter-
actions between infants and toys, students can identify
and relate observed behavior to the theoretical con-
structs they are learning and raise questions as well.

Role-playing is another way to stimulate students’
awareness of the different levels of involvement that
infants display in play. Students can be paired, or the
teacher may assume one role in the pair, to simulate
action between infant and caregiver. This exercise re-
views behavioral patterns for certain stages of develop-
ment and also sets the stage for reading communicative
intent (see core skills 2, 3, and 4 above). While one
student uses the toy to role-play an infant imitating,
taking the lead, or feigning disinterest, the other student
will work through the caregiver's task of creating an
appropriate “fit” between the infant and available play
materials. ‘

Much laughter and good humor are evident as the
group watches the responses of one student to the antics
of another, who is role-playing a petulant toddler firmly
exercising autonomy of choice. Any number of games
can be used to reinforce the concept of the infant as an
active partner in his or her social environment. Students
need to be particularly sensitized to the importance of
recognizing and respecting an infant’s bid for self-initi-
ated exploration.

Teaching observation skills

Learning to observe is critical for infant practitio-
ners. Students nced extensive opportunities to
observe,interpret, and analyze infant/caregiver interac-
tion and play behavior. It is through observation that
studentslink thetwo perspectivesof theinfant/caregiver
dyad. When students focus their attention on the
caregiver, they become more sensitive to the factors
involved in creating and sustaining aresponsive relation-
ship.

Live observation in infant/toddler rooms in lab

schools and/or child care centers and review of video
footage allow students to complete and evaluate
numerous running records. The focus for each
observation can be directed toward specific training
objectives:

Observation of the child (core skills 2, 4, and 6): iden-
tification of cognitive strategies used in play; identifica-
tion of types of play (e.g., trial and error or exploratory
play, mastery, sensory pleasure); identification of rela-
tionships being constructed between infant and object;
identification of ways of expressing emotional needs;
analysis of communicative cues and intentionality; iden-
tification of individual variations in development; differ-
entiation between attachment and cxploratory
behaviors.

Observation of the caregiver (core skills 2, 3, and 5):
identification of strategies used by the caregiver to sup-
port, extend and enrich the child’s developmental expe-
rience; analysis of the factors in the physical and social
environment that hindered or facilitated the interaction;
identification of verbal and non-verbal communication;
evaluationofthereciprocitywithintheinteraction;analy-
sis of cues that were missed.

These observations can be integrated into courses
dealing with behavior management, child development,
working with families, and curriculum planning. Obser-
vations should alsn be part of the field internship
practicum.

Relationship-based curriculum and program
planning

Elizabeth Jones (1984) connects relationships and
learning this way: i

Relationships are...central to teaching and
learning: my task as a parent, preschool teacher or
caregiver is to get to know this child and to get to know
myself in the context of the environment in which we
find ourselves. Our mutual learning grows out of our
shared relationship (p. 187).
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Once students understand this ba- | COGNITIVE LANGUAGE
sic premise, the task of designing a cur-
riculum for infants and toddlers flows |geriation Receptive language
more naturally. Students must learn that] cClassification
“curriculum”forinfantsis adynamic,spon- Object performance Auditory language
taneous interactional system (Flint and Problem solving
Hall, 1991). They must shed the image of Spatial relations Expressive language
themselves as didactic enlighteners and Imitation
accept the role of facilitators, who will Memory Visual discrimination
guide and support the infant through the Drawing relationships '
complexity and stresses of developmen- Cause and effect Auditory discrimination
tal growth. Means / end e

Curriculum for infants is not a box
full of prescribed “activities” or a mis-
guided effort to “teach” preschool con-
cepts such as numbers, letters, shapes,
sizes, and colors. Butcurriculumdoesneed

to be mediated by an adult. Upon accu- App roaCh
rately reading an infant’s cues, the skilled
practitioner providesdevelopmentallyap- | SENSORY MOTOR EMOTIONAL
propriate responses, either through ob-
jects or social interactions. Facilitators of Sensory Attachment
infant care need to recognize that: manipulation
@ The daily occurrences in the Trial and error Separation
lives of very young children serve Experimentation
as curriculum opportunities; Zye-hand coordination Curiosity
@ The integration of caregiving Targeting
routines and learning constitutes Visual, auditory, tactile, Self-initiation
quality infant curriculum; and gustatory, olfactory
® The core of the curriculum stimulation Security
revolves around building relation- Gross motor coordination & R
ships and developing attune- body awareness Symbolic play
ment to emotional needs. Projectile management & ]
“Webbing” is a form of curriculum | Movement

planning which integrates a variety of

Tactile discrimination
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experiences. all of which serve to present a single con-
cept. The concept is explored through a series of devel-
opmentally appropriate activities, each reflecting and
interweavingan extended relational idea. Each thread of
the web can be enriched and expanded to assist the
child’s growing understanding of his or her world and
how he or she is a part of it. In a pre-school setting,
webbing wouldlink the concept of “water,” for example,
to weather, t:ansportation, occupations, uses, physical
processes, and bodies of water, with planned activities
linked to developmentallearning outcomessuchas prob-
lem solving, sequencing, patterning, relational thinking,
symbolic play, perceptual/motor skills, and language
experience. In the context of infant/toddler work, how-
ever, webbing takes on a different guise, as students plan
learning experiencesand seizeuponthe numerousspon-
taneous teachable moments that arise in the course of
daily interaction. The web below represents types of
infants’ learning experiences, in cognitive, language,
sensory motor, and emotional domains.

Given students’ varying knowledge and skills, we

find it helpful to have the whole group brainstorm a
week’s program of activities, using this developmental
planning approach, before submitting the actual assign-
ment. A discussion of how planned activities can be
modified to accommodate awide range of infantabilitics
makes students more aware of the developmental dis-
tinctness of each child. This theoretical assignment is
then“reality-tested”whenstudentsimplementtheirideas
for activities during the field practicum. It is then that
students are called upon to critically evaluate the devel-
opmental appropriateness of their curriculum planning.
The field practicum

The field-based component of our training pro-
gram is perhaps more critical than classroom learning.
This is the time when direct experience and skillful
supervision enable students to make a meaningful con-
nection between theorya. dpractice. Itisintheficld that
a student experiences a moment of epiphany and cries
out, “I had thisterrificsensoryactivity all prepared, but all
the babies did was cry and want to be held!”

Field practice should be designed to support the
primary task of training, enabling students to build rela-
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tionships with infants and toddlers. A practicum atleast
six weeks long, carried out in daily, eight-hour blocks of
time, promotesasense of continuity and a basis for trust-
building between students and children and between
staff and parents. Written assignments given to students
to complete during the practicum should be vehicles for
critical thinking, application of classroom learning, and
self-evaluation.

Applying knowledge cf developmental sequence

Inthe field, students can use developmental check-
lists to strengthen their understanding of developmental
sequence. Students should observe, record, and inter-
pret data on infants and toddlers of various ages. During
the course of this assignment, students will become able

to identify quickly individual variations in patterns of

development. Several developmental checklists are avail-
able to trainers. We have developed an amalgamation
and adaptation of the Brigance Diagnostic Inventory of
Early Development (1992), the Hanen Language mode
(1991) and Stanley Greenspan's model of emotional
milestones (1990) which provides a very thorough prac-
tice tool for our students.

Designing an individual program plan for a child,
based on the completed developmental checklist, is a
worthwhile complementary exercise. This type of as-
signmentextendsstudents’ ability tointerpretand evalu-
ate their observations, identifying and categorizing be-
havior asdevelopmental “strength” or “weakness.” Based
on these analyses, students then create a plan for both
appropriateandsupportivedevelopmentalactivitiesand
environmentsforindividual children. The nextstepisto
implement the plan. The six-week placement allows the
student an opportunity to evaluate the success of the
plan, at least over the short term.

Students bring all of the material they compile in
the course of observing and assessing during the field
placement back to the classroom. Here it becomes a
foundation on which to construct a more detailed case
study of the infant/toddler.

Understanding and modifying the impact of the
physical environment

The field practicum is an ideal context for students
to learn how the physical environment affects an infant
or toddler’s play. The Harms Infant/Toddler Environ-
ment Rating Scale (1990) can be adapted for students, to
introduce such fundamental environmental concepts as
softnessand comfort, privacy, safetyand heaith, mobility
and risk-taking, quality of social interactions, and rou-
tines and security.

During the field practicum, we assign students to
design and implement “room goals.” These reflect the
student’s analysis of the environmental components
present in the field setting and suggest modifications
likely to improve the environment's ability to support
the development of the age group of children being

served. Over the years, students’ room goals reflect the
individual differences in experiences and abilities that
they bring to the training program:

o Some students identify and implement goals
related to overall administration of a child care
program —e.g., designing and posting a list of
children’salergies to help orient students and
new staff;warming face cloths to make infants
more cemfortable when being wiped before and
after eating; attaching pacifiers to children’s
clothing with ribbons and safety pins, to decrease
loss and increase cleanliness.
o Others find physical modification of the
environment safe and relatively simple to carry-
out — e.g., draping a curtain in front of a recessed
area to increase privacy, and adding different
textures on the inside walls and floors; making
individual books for each toddler with pictures
of family and special objects; dressing dolls in
hats, bibs, and snowsuits to introduce more
elements of softness to toddler toys.
@ Still other students focus purely on develop-
mental supports — e.g., creating and displaying an
“emotions poster” and engaging children in
conversations on feelings; providing new and
different utensils and props for finc motor
practice in the water and sand area; bringing in
books for toddlers that address autonomy (The
Runaway Bunny) and separation (Are You My
Mother?).
@ A small number will address the importance of
relationships and social interactions —e.g.,
coordinating the staffteam to ensure thattransition
between play and outdoor readiness time will beas
stress-free as possible for the infants; evaluating the
temperament of individual infants and using find-
ings to make recommendations around interac-
tions for new staff and students; being sensitive to
opportunities for group activities when children
cluster spontaneously.
e Many students remain selffocused, as they a
temptto master competencies—e.g. beingawarcof
repcating and extending infant vocalizations;
asssessing, while scanning the whole room, when
to engage a child in one-on-one interaction or to
assist other team members; being more assertivein
mediating and intervening in outbursts of aggres-
sion.

The room goal assignment is required during both
the infant and toddler field practica. It sensitizes the
student to the interplay between environmental
factors and ongoing human development.

Role modeling and reflective supervision

The success of a student’s field internship
depends on the quality of role modeling and reflective
supervision available. Regular staffin a child care setting
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may be wonderfully gifted in working with infants, but
are not necessarily skilled in facilitating the learning of
adult students. It takes time and effort to support stu-
dentsin their problem solving, to provide feedback that
extends opportunities for students to assc<< strengths
and limitations, and to communicate honestly and non-
judgmentally. It would be unfair to delegate these re-
sponsibilities wholly to staff in the practicum setting —
not only because of the work involved but also because
students can deal with self-assessment and personal goal-
setting more comfortably and honestly with a trusted
faculty member than with a relative stranger.

Faculty of the training program must observe stu-
dents at regular intervals during their field placement
and support them through periods of individualized
reflection. If a student appears to be struggling, a video
of her interactions with the children can become a
powerfully effective supervisory tool.

Another vehicle for reflection are the integrative
seminars that we hold in the classroom two or three
times per six-week field placement. These sessions be-
come forums for analyzing issues, brainstorming solu-
tions,and generating coping strategies totake back tothe
field experience. Although faculty facilitate the discus-
sions, muchofthereal teaching comes from thestudents.

One of the more memorable examples of such
teaching occurred when a number of students shared
their despair at the “possessiveness” demonstrated by
toddlers in their care. Students were finding it
increasingly difficult to mediate disputes and to
encourage sharing among the children. One extremely
attunedstudentlaughedand exclaimed, “Theyarehoard-
ers, and what they want to do more than anything else is
to collect and hoard. So ilet them.” The student then
explained how she supported one particular toddler’s
needto collect by providing multiples of toysand ali sorts
of containers (shoppingbags, purses, baskets, boxes,and
even asuitcase.) She reported that thetoddler would sort
the toys uninterruptedly for 3040 minutes. When the
student finally asked, “Which stick will you return to the
table for the other children — the popsicle stick? or the
wide one?,” the toddler labeled the items she would
happily and unselfishly.

The developmental dilemma was solved with an
easy and creative idea. More significanuy, students were
taught by a peer that sensitive observation of children’s
behavior can reveal logical, responsive solutions. Peer
modeling can be more powerful than academic lectur-
ing. Where appropriate, it should be supported.

In sum...

Love for children can no longer be the sole prereg-
uisite for employment as a professional infant/toddler
practitioner. As research continues to inform the field
about what constitutes quality caregiving, trainers need
to reconceptualize what constitutes quz:ty training.
Trainees, for their part, need to recognize that their

primary professional responsibility is to build a relation-
ship with an infant and his or her family.

For many students, the image of the “teacher” has a
strong appeal; the role of “mediator” appearsless glamor-
ous. The challenge to the trainer, then, is to help students
realize the importance of attunement and creativity. To
support an infant successfully in his or her individual
passage through developmental processes, with all their
twists and turns, can only be accomplished through
sensitive analysis (“What is this baby feeling?”) and cre-
ative, reciprocal responsiveness (“How can I meet this
emotional/physical/cognitive need of this infant at this
time?™)

Afitting conclusion to this essay can befound inthe
words of astudent:

When I first started studying, I would attribute a
child’s behavior to his having a bad day, or the weather.
I would labet superficially. After eight months of train-
ing, I find myself wanting to know what's happcning to
the baby —why is she so upset? What canIdo? OrIfind
myself delighting in an infant’s curiosity, or a certain
movement...

A new relationship has begun. ‘
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Personal Narratives and the Process of Educating for the Healing

Partnership
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Helping young children “at risk” dueto diverse and
complicated factors—prematurity, medical fragility,
neurodevelopmental disorders, environmental depriva-
tion, maltreatment—touches our emotions as well as our
intellects. Professionals devoting their careers to young
children and families must cope with heart-wrenching
situations and inscluble ethical conundrums. Through-
out their professional lives, they will repeatedly experi-
ence a full range of feelings—disturbingand humbling as
well as gratifying and affirming. Given the inherent
difficulties of professional practice, how can we nurture
empathy for children and families, understanding of our
colleagues, and acceptance of our own uncertainty and
vulnerability? Given the daily strains and stresses, how
can we promote qualities of valuing tolerance, compas-
sion, and self-reflection—the bedrock of empathy for

children and parents? How can older professionals—
supervisors,directors, mentors—help newly-minted prac-
titioners to refine—or redefine—their roles and expecta-
tions in order to achieve a healing partnership?

We authors believe that the use of first-person
narratives — “stories” — from both parents and
professionals can encourage the reflection and

discussion essential for empathic professional
practice. Stories provide a blueprint for expanding our
own perspective and awareness. Storiesengage bothour
feelings and intellect.

For whom are these stories intended? Tradition-
ally, suppz)\rting and educating parents have been roles
left to nursing staff or specific social work professionals.
That this has been helpful for parents is unquestionable,
yet it is undoubtedly not enough. Repeatedly parents
have made it clear that they need the same caring and
nurturingapproach fromallthe professionals with whom
they come in contact, from the first moment that a
problem is suspected. Thus it is critical that other allied
health professionals, too, recognize their potential heal-
ing roles with families.

The need is understodd, even expressed. yet the
lack of formal training, the haphazard catch-as-catch-can
nawre of skills acquisition, the possible lack of a philo-
sophical base. all leave this most-important role of “talk-

ing to parents’—of building the healing partnership—to
chance. If the case managers, supervisors, and directors
(often physicians), value the supporting, educating, car-
ing roles which may be a part of r.rofessionals’ interac-
tions with families, then both parents and professionals
are more likely to be empowered and encouraged.

Used in group settings, stories invite participants
tosharpenthelisteningand problem-solvingskills needed
to reach out to families and colleagues under difficult
circumstances. For students and professionals whose
training has not included individual reflective supervi-
sion, engagementwith thefirst-person narrativesof other
professionals and parents may suggest the value of em-
barking on their own journeys of deepening sensitivity
and discovery.

Stories from parents

The personal accounts of parents—painful or dis-
turbing as- they sometimes might be—are a uniquely
valuable resource for those in the helping professions.
The process of studying and discussing storics of
positive experiences may “infuse one’s work with hope
and a vision of the possible despite the stress and con-
straints locked within professional roles.” (Leff and
Walizer, p. 11) Examination of difficult stories may yield
a positive goal: to educate for growth and change.

These stories open a window on the challenges
parents face as they begin to cope with the diagnosis of
aserious illness or disability in their child, manage thera-
piesandtreatments,and integratetheir child’s needsinto
theirdailylives. By narrowing gaps of understanding and
encouraging professionals to listen carefully, these nar-
ratives draw professionals closer to the young children
and fa.nilies directly under their care.

Diagnosis

The diagnosis of iliness or disability in one’s child
presents parents with a crisis of overwhelming dimen-
sions. Parents have repeatedly emphasized that the
manner inwhichthe bad newsis presented by caregivers
has a profound effect on their views of themselves, their
child, and their future contacts with those helping their
child.

Stories contrasting differing approaches toward
parents of children with similar diagnoses and disabili-
ties are particularly effective learning tools. The follow-
ing vignettes illustrate two very different experiences:

Penny’s mother: When my eleven-year-oid daughter
Penny was two, we sought help in understanding why
she was “different.” After receiving very little informa-
tion from our family doctor, we took Penny to our local
university for evaluation. We were frightened—fright-
ened for our daughter. frightened for ourselves—and in
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a grea? deal of pain and distress.

During the evaluation, we had contact with many
professionals. Our most painful encounter within the
health care system occurred with a clinical psychologist
at the university. After a haif-hour discussion with us
about Penny, she bluntly turned to us and condescend-
ingly asked, “What didyou doto causethis childto belike
this?”

We had just learned about Penny's autism, and
our fears and anxieties were oveswhelming. We went
home and began to ruminate and wonder, ruminate
and wonder. What had we done wrong? We pondered
over the details of our life together, over our life with
Penny: what had we done wrong?

Now, of course, I would have had atotally different
reaction. At the time, however, the psychologist's brutal
condemnation was devastating—a dagger through our
hearts. Penny was our first child. We had waited until
our lives were set. We loved her and doted on her.
Needless to say, it was a very, very difficult time.

Fortunately, the director of the speech and lan-
guageclinicattizeuniversi{ybecaine our “guidethrough
the maze.” However, the psychologist’s horrifying ques-
tion wounded us deeply, and nine years later, I remem-
ber her words as if they were etched in stone. (Leff and
Walizer, pp. 111-112.)

Ryan’s mother: In our case the most helpful encounters
within the health care system were with the very peop:e
who diagnosed our son Ryan, now six years old. When
Ryan was almost two, we took him to our local
university for evaluation after our own pediatrician
refused to take our concerns seriously. A wonderful
group of doctors, therapists, and counselors guided us
through a lengthy, painful diagnostic period.

A psychologistdid most of the testing, including the
firstevaluation in our home. She was very professional,
and yet we knew from the start that the cared about
Ryanand our familyas awhole. Sincelwasfour months
pregnant with my second son at the time, we not only
were scared for Ryan, but terrified for our unborn child
as well. The doctor’s sensitivity and thoroughness were
a great help to me during those nightmarish days.

After informing us of Ryan’s diagnosis, she gave us
material about autism and recommended schools in
our area. Most important of all, she introduced us to
some very special counselors—counselors who would be
a tremendous comfort to us when no one else could be.

One of the “special” people was the mother of an
autistic child who understood in her heart my fears,
pain, and feelings of utter helplessness. All of these fine
individuals have truly been my strength, direction, and
inspiration. I owe them much more than 1can eversay.
(Leff and Walizer, p. 112)

The context of family life
It is important for young professionals to

experience families in places and ways other than clini-
calsettings. Services that seem necessary, programming
that seems minimal, recommendations that seem essen-
tial in professional eyis, may appear very diffcrently
when viewed in the context of family life. Parental roles,
while unidimensional in the context of the therapeutic
setting, are in reality multiple and diverse. Young chil-
dren may command a range and complexity of behavior
that is never displayed in tlie threatening clinical situa-
tion. How can the developing professional be helped to
“know” children and families more fully?

Parents themselves provide much guidance for
professionals seeking to broaden, redefine, or refine
their caregiving identities, most especially when these
parents share their stories and contribute to education
for the healing partnership. Parents’ storics offer stu-
dents, young professionais, and established practitio-
ners alike a unique opportunity to step into the shoes of
“the other side.”

In the following excerpts, a “senior mother”
(Blaine’s) responds to the mother of Torey, a baby with
spina bifida. '

Torey’smother: ..I'm sure I'm not alone in feeling that if
1 did all the exercises and hooked Torey up to all the
devices, we'd be working at it fromsun-up tosunset. But,
ifldon’tdoeverything, I feelguilty fromsun-up to sunset.
ITknow that we need to decide what is best for Torey, but
when you're new at this you really don’t know what is
best! I'm hoping that we’ll hear from enough parents
that have already gone through this and know how
some of these things worked or haven't worked. Maybe
we'll hear of something we haven 't thought of. Hopefully
we will then have enough information to make some
decisionsof our own...(Jamie Hett, writing in The Bridge,
Autumn, 1988, p. 45)

Blaine’s mother....And did you ever describe our feeling
so very well about either ‘working’ on something every
waking moment (andevensleeping momentswiththose
nightsplints?!), or feeling guilty for slacking off? I remem-
ber when I was presented the list of all the things we
should be working on at home, I asked, "So when do we
g0 to the zoo? When do we just play?” I think relaxing
and having fun and just plain being Blaine's mother
have been far more beneficial to him (and me) in the
long run than any particular therapy.

We need balance in our lives so badly, and Ican tell
fromyour letter that you, too, areseeking it, and you will
findit. The information sometimes comes in slowly, but
you're doing the very best that you can do. That's
enough....(Marie Deatherage-Newsom, The Bridge. Au-
tumn, 1988, p. 5)

Parents’ stories may also help professionals to un-
derstand another perspective on partnership and paren-
tal empowerment. Cari’s mother writes:
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There were times when there were too many profes-
stonals involved. There were an infant learning special-
ist, a visionspecialist, an occupational therapist, a physi-
cal therapist, a speech therapist, a physician, an
ophthalmologist, and a child development specialist. all
evaluating and treating her simultaneously.

Imagine a young, newlywed woman with eight
mothers-indaw, and you get the picture. Each specialist
had words of aduice, sometimes conflicting. At times. I
felt this child was not my own, but belonged to the
professionals. Ifelt robbedof “normal”motherhood and
even the right to make my own decisions. (Leff and
Walizer, p. 158).

Stories from parentsgraphicailyillustratehow seem-
ingly “small” behaviors—gently touching and interacting
with babies as we go about therapeutic activities; sitting
down on the floor with toddlers as we speak with par-
ents; praising parents for their hard work; sharing our
skills; shortening a lesson or therapy session in order to
listen to a parent’s pressing worries or concerns—deeply
shape our healing roles.

Our home trainer let us know right away that
Keough'’s handicap is secondary to her being, and that
she likes Keough. She knows when it’s time to dump the
day's program andtalk over coffee. Sheknows whenone
more medical referral or new program will be too much
for us. She knows what she is doing and how to explain
itto us...

The first thing Jan did when she initially came to
our home was get down on the floor and play with our
daughter. It made me feel good. Most of our friends.
though very supportive of our daughter. treated her
somewhat gingerly when it came to physical contact
sinceshestill had a feeding tube inserted in her stomach,
but Jan launched right in.

She has told me since that this was a calculated
move and something she tries to do each time she begins
working with a new family. It tells them she likes their
child, it puts her physically at a lower level than the
barents, and it demonstrates that she’s an informal,
non-authoritarian person. It's very effective. More pro-
Sessionals ought to try it. (Duffy, 1984).

Stories from professionals

“Stories” from colleagues offer professionals the
opportunity “to step back” and reflect upon their work.
Stories validate our own experiences with children and
parents, and allow us to identify painful or disturbing
feelingsinanon-threatening “emotionalspace” in which
self-disclosure and introspection are valued. Stories en-
courage us to describe in vivid first-person language our
reactions to difficult clinical situations and to experi-
ment with solutions. Stories are a generous gift we give
to one another as we strive to accept our human limita-
tions, to develop tolerance for uncertainty, and to reach

out to children and parents in crisis.

We enter professions serving very young children
and families with the hope and expectation that children
under our care wiil improve. Our daily work, at times
routine and repetitive, is based on the goals of helping
babies and toddlers to achieve their highest potential, to
develop skills which will enable them to explore their
world with pleasure. We base our definition of progress
on the developmental needs and capacities of individual
babies. With infants and toddlers developmentally “at
risk,” we applaud slow change and derive professional
gratification from the gradual steps forward that will
make a major positive cumulative impact on their lives.

Unfortunately, given therealitiesof our work, there
will be babies whose impairments preclude happy end-
ings. Instead of celebrating with parents as their babies
learn and grow at their own pace, we are called to stand
byparentsasdreams crumble. We will meet parentswho
must deal with dashed hopes as the joy of “surviving” the
NICU gives way to caring for a severely disabled baby
with multiple and chronic medical and developmental
needs. In addition, the early intervention staff must help
such parentsata time of diminishingservicesand shrink-
ing concrete resources.

Theseare trying, intense experiences for staff mem-
bers striving to do their best. Struggling professionals
may underestimate, evendevalue, theirownroles within
the lives of parents seeking comfort and relief. A warm,
seasoned specialist shares her feelings:

Jimmy could be considered a miracle of modern
medicine. Blind, with cerebral palsy and profound
mental retardation, he hasendured multiple procedures
and multiple hospitalizations. He requires frequent
suctioning andgastrostomy feedings. LastweeR Jimmy's
mother, Mrs. Smith, came to see me. Shewas softly crying
as she spoke. “I can 't do it anymore. Ineed arest. Ican't
doit.” The unrelenting pressure of caring for a child with
multiple handicaps for days, months, and now years
had taken 15 terrible, grinding toll.

Finally, after repeatedly calling and/or writing to
several agencies, [ was able to get 10 days of respite care.
Ten days of respite. Adrop in the bucket for this mother
who has devoted her life to Jimmy's care. My frustration
was overwhelming. [ only wish I could do more for her.
The resources just aren’t out there.

Desperate social and legal issues may invade our
work. Bureaucratic rules and regulations may collide
with one’sown moral and ethical code. An experienced,
committed infant specialist speaks of such a crisis:

1 recall one of my most difficult experiences work-
ing with babies and families. 1 still have nightmares
about this family. The mother was HIV-positive, and the
baby was severely affected with AIDS, cancer, and mul-
tiple infections. The father refused—and 1 mean re-
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fused—tobetestedfor thevirus. Thebaby'smotherknew
that this man was having sexual intercourse with an-
other woman. What was staff’s responsibility? Legally,
we could not inform the other woman. Confidentiality
ruled, and our Jicenses were at stake. But morally? This
situation from so many years ago haunts me to this day
and probably never will leave me.

Pressing social problems will bring us face to face
with circumstances in which parents’ own selfloathing
and hopelessness have shattered their relationshipswith
their babies and have resuited in life-threatening child
abuse orneglect. Recognizing theimpact of her confron-
tation with the serious social ill of child abuse, a profes-

sional describes the effect on her own emotional well-
being:

Mymostdifficultfeelings—theones that havewalked
out with me after a day’s work—involve the babies,
toddlers, and preschoolers whose disabilities are tied to
abuse or neglect. The kids exposedtoalcoholor drugs in
utero. The neglected infants. The kids beaten. My
feelings alternate between intense anger and sadness.
There is no comfort zone.

The more I am reminded by my colleagues about
the mother’s own background, —the more I know about
the demons with which she has struggled — the less
Jjudgmental I become. So many of these abusive parents
are among the walking maimed and wounded them-
selves. They have never known love. Butmy frustration
never seems to subside. 1just hope I can in some small
way help to break the vicious cycle.

Openly discussing these tremendously difficult if
insoluble problems rather than sweeping them under
our “emotional rugs” prevents such experiences from
sapping our energies and deeply depressing morale.
Peer support is crucial; thus, group experiences involv-
ing the use of personal narratives may be uniquely valu-
able in educating for the healing partnership.

The use of stories in group experiences

Stories from parentsand professionals may be used
particularly effectively in a group setting to enhance
empathy and introspection. Group experiences offer
the safety of numbers; anonymity allows a degree of
detachment and lessens defensiveness. In addition, the
synthesis of many bright minds applying manyskills and
personal qualities to problems that all may encounter,
creates a synergistic effect, producing insightsand unan-
ticipated growth. How should such group educational
opportunities be designed?

Group educational oppor:unities, typically work-
shops orin-service training seminars, must take seriously
the obligation of honoring principles of adult learning
and effective practice:

1. Participation should be voluntary. Adults make deci-

sions to learn in response to felt needs; when profes-
sionals sense inner discomfort with facets of their
work lives, they welcome opportunities to develop
skill and understanding, lending strength to the no-
tion that “If you build it, they will come.”

2. The process focuses on applicable skills. The many
roles and responsibilities of professional life make
useful iearning goals imperative. Stephen Brookficld
(1986) states, “As a rule,..[adults] like their learning
activities to be problem-centered and to be meaning-
ful to their life situation, and they want the learning
outcomes to have some immediacy of application.”
(p.31)

3. Learning is cooperative and coliaborative. Learners
take ondifferent roles of leadership and participation.
Adult learners create a synergistic effect, producing
outcomes which are far more than the sum of the
parts.

4. The process encourages continual exploration and
analysis of activities. New ideas, new viewpoints are
taken back and used to rcexamine or reinterpret
events and materials. This “praxis” is central to the
education of adults.

S. The process promotes critical thinking, allowing
connections to be made between personal experi-
encesand theworkshop content. As Brookficld points
out: “While (facilitators) present their own ideas to
learners as part of the teaching-learning transaction,
they invite criticism and analytical scrutiny of these
ideas by participants, and they are open to revising
them as a result of this dialogue with learners.” (p. 23)

6. The activities are experiential. In contrast to a lec-
ture format which promotes detachment, uscful ap-
proaches to continuing professional education are
participatory and interactive, fostering involvement.

7. The program must respect the diversity of aduits,
with their unique physical, social, psychological, and
professionallevelsof development. The processshould
be accessible to all, from referring and consulting
physicians to assistant teachers doing the handson
work with children.

As we have tried to incorporate these principles
in workshops that use parentaland professional narra-
tives, we have learned that first-person stories elicit
powerful language andemotion. Participants’ feel-
ings can be channeled constructively by “freezing the
frame” at some point in a narrative and forming small
groups in which participants try to imagine the
thoughts, feelings, and expectations of the parents,
the child, and the professional or paraprofessional
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staff. (and whoever else might be a part of the story.)
Participants may wantto “speak for” the role which most
closely resembles theirown professional/personal iden-
tity, but they may also be encouraged to try to step into
someone else’s shoes, allowing new insights and inter-
pretations of the story under discussion.

This approach requires no audiovisual aids. Facili-
tators can record on flip charts participants’ comments
concerning the valid yet conflicting needs of each per-
son in a story, the pressures affecting their interactions,
and their charged emotionaistates. If volunteers readthe
statements outloud, they are likely to do so with passion.
Facilitators may need to encourage expression of possi-
bly “controversial® views. Facilitators should be pre-
pared for responses that they have not anticipated — in
every group, we find our own viewpoints enlarged by
the perspectives of participants.

Encouraged to consider likely results of a
scenario, the participants gain insight into the more
serious long-range impact of troubled parent/profes-
sional interactions. Group members can suggest alter-
nate responses which might defuse and redirect a diffi-
cult situation and its immediate and long-range results.
They may think of ways that a painful scenc in a story
might have been prevented, had planning, personnel,
practice, or even facility design been otherwise. This
opportunity for reflection and “action planning” em-
powers the participants and offersimpetus yor “handling
things better” in their own work.

Stories from professionals may explore barriers to
our work—physical, social, emotional, and cultural—and
open discussion and clarification of “limits:” What can
we offer families? What is beyond our human capacities?
if we learn to value what we can in reality accomplish in
termsof reachingout to parentsand standing by parents,
we may allay the frustrations inherent in our work. Self-
reflection and support counter the tension and raw
anxiety that result in depressed morale and dissatisfac-
tion with our work. We are thus enabled to grow, learn,
and value our roles in the lives of children and their
families.

In addition, first-person parental narratives offer
professionals tools for helping parents to support and
nurture themselves. In parent support groups, these
stories may be used to “break the ice,” alleviating initial
stress and awkwardness and becoming catalysts for shar-
ing and exploring feelings. Parents hear a healing mes-
sage: others-have survived the grief and pain; one is not
alone. A professional shares:

Before we began using stories from parents of
children with disabilities in our parents’ group, the
silence was deafening. The parents in our program felt
isolated and alone. They feared disclosing their feel-
ings—feared they were alone with their anger, terror,
and sadness. The “stories” were our starting-off point.
The group began to work for the parents when we

introduced the stories. Parents began to share, to help
each other, to sense safety in the group, to utilize the
group as we had hoped they would.

In conclusion

Education for the helping professions which strives
to foster empathy with children and parents in nced
requires commitment and time. Group experiences in
which we explore together the poignant and moving
stories of parents and professionals offer opportunitics
for renewing ourselves, replenishing our energies with
the support of our colleagues and with the support of
parents’ hard-won wisdom. As we nurture those quali-
ties of self-reflection and introspection which guide us
toward an understanding of ourselves and of our
helping roles, we find ourseives moving toward
parents and children—learning, as we practice our
chalienging work.

A talented occupational therapist describes the
deep source of professional gratification her work with
parents affords:

..I'll extend my hand gingerly, yet not tentatively.
Il roll down my ladder, the rope one that swings unpre-
dictably when you step on tot. Together we’ll negotiate
the future.

For many of our kids, there is very little
concrete service we can provide. But I get parentsdoun
on the mat, or I get up on a chair and talk with them. I
listen to thelr stories in an attempt to find the untfying
theme and then work with that. I try desperately to
balance professional knowledge with reality — to
preserve the family unit and bond whenever possible.

I bzlieve strongly that emotional well-being and
security are as crucial to successful adaptation insociety
as any other aspect of function.

(Occupational therapy believes in human
beings’) inherent drive to master, and it is through this
striving that weliness occurs. If Ican provide the appro-
priate emotional and physical context  for this to occur—

for parents as well as for children —1 have been sticcess-

Jul. ‘
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“No teaching is neutral; it is professional and per-
sonal, intellectually challenging and emotionaily
satisfying, an individual undertaking and a com-
munal action.”
~ Mizell, Benett, Bowney, and Morin, Different
Ways of Teaching, p. 41

We believe that students will learn best how to be
responsive, empathic early intervention service provid-
ers through opportunities to examine their personal
values, family history, and styles of interaction and com-
munication in relationship to the families and infants
they will be called upon to serve. As teachers, we create
assignments (would “learning activitics™ be better?) that
forma bridge between theory and practice, between the
“self” and the “community,” and between the student’s
developing personal resourcesand the demandforthese
resources that the student will face in the future, often
under considerable pressure.

Our assignments to students include: 1) writing
about their “personal manifesto” of principles in service
delivery; 2) keeping a journal of their personal and pro-
fessional reactions to infants and families in the course of
a field practicum; and 3) writing about experiences on
interdisciplinary team. Advanced students are offered a
course in ethics, related specifically to biobehavioral/
medical/early intervention issues.

Our approach to teaching was both tested and
affirmed this past year. We share our individual experi-
ences with you in the spirit of self-examination as teach-
ers, and as part of a larger effort t0o prepare a new
generation of family-centered advocates and providers
in early intervention.

From Carole Brown:

The challenge came in the form of an “elephant
experience.”

Whenl first joined the George Washington Univer-
sity faculty, a senior colleague handed me a 7-page docu-
ment she called “the elephant assignment.” The name
derived from an essay by agentleman named David Aspy,
who used the term “elephant experience” to refer to

crises that we arec unprepared to accommodate into our
life processes. Aspy uses the image of havingan elephant
in the living room — something too large to assimilate
into one’s life alone. According to Aspy, when we find
ourselves faced with something that has grown too large
for the space that it formerly fit into quite comfortably,
we must take steps (such as active secking of social
support) to cope with the overwhelming experience. If
we can use an elephant experience constructively, to
grow and ultimately integrate the personal meaning of
that experience, we can be transformed.

Early intervention practitioners will inevitably en-
counter families in overwhelming circumstances. They
themselves will feel overwhelmed in their work, and will
need skills and insight to deal with that experience. Sol
usethe “elephantassignment”isto help studentsidentify
their own transforming experiences. I ask them to read
the Aspy essay and then to:

1. Identifyyourpersonaland professional “clephants”
and describe how you handle them; and

2. Predicthow your awareness of your elephants and
the nature of your interpersonal style (e.g., commu
nication, trust, etc.) will be beneficial to your
paticipation on an interdisciplinary team.

Over the years, students have used the elephant
assignment exceptionally well. However, a challenge
came this spring, when a very talented student turned in
aresponse that didn’t reflect the assignment. The expe-
rience she described wasn't an “elephant.” We talked
about the issue several times, but she secemed not to
understand my intent. As this student was from a cuiture
in the Far East, [ began to wonder if the assignment was
culturally irreievant for her. I paused, I pondered, and I
began to consider offering the student and aiternative
assignment.

During this time, I came across an article in the
Chronicle of Higher Education entitled “The Ethics of
Requiring Students To Write about Their Personal Lives”
(Swartzlander, et. al,, 1993). The authors question the
ethics of requiring students to engage in a process of sclf-
revelation and then assigning a grade to the product of
thatprocess. How wasItograde mystudent? Clearly, she
had missed the purpose of the assignment. Thatcouldbe
documented. But for e, her professor, to insist that she
complete thisassignmentseemedinvasive. Swartzlander
and colleagues caution that requiring students to write
about their personal lives might force a level of self-
disclosure that could be dangerous to that student, or
create an atmosphere of shame. Nothing in my student’s
behavior had suggested that she experienced danger in
the assignment, but the article had made me realize that
students might not always be able to protect themselves.

28

August / September Zero to Three




I began to wonder if I were simply wrong about the
importance of the elephant assignment.

Shortly thereafter, I shared with the student some
of my reservations about asking her tore-do theelephant
paper. She then remembered an overwhelming experi-
ence that she had encountered in her previous nursing
career as an adult patient was dying. Her eyes began to
well up with tears. [ worried that my probing had gone
too far. Igave herachoice, towritcabout thatexperience
or not. She opted todo it, writing about the nursing care
of a comatose Korean man in his early twenties.

Much as I would like to avoid thinking of this
“elephant experience,” haunting memories take
me back to it from time to time...

The elephant experience occurred when I
returned from my lunch break. Upon entering
Mr. L’s room, I made my usual observations. The
rhythmic long and short sounds of the respirator
indicated that it was functioning perfectly in forc-
ing air into Mr. L’s lungs... (more detail on the
routine of checking physical indicators)...Then I
saw Mrs. L, his young wife, sitting near the floor,
facing his bed. She was holding his fingers and
resting her forehead on themn. It seemed like she
was prayingorwhisperingtohim. Avoicenearthe
foot of the bed brought me back to the present.
That nasty voice commanded, “Mrs. L — no sitting
on the pump.”

I felt a dent in my heart made by the insen-
sitivity of my colleague. Ijuststood therewatching
Mrs. L being sent away. I suddenly felt anger —
anger at my colleague for her insensitivity and
for stepping over my responsibility by telling Mrs.
Lwhere nottositand toleave the room. Theanger
was also at myself for not intervening, and at the
whole situation in which I allowed emotion to
have control over common sense. I could have
also offered a chair and could have come back
to talk with her after thereport. Instezd, Ididnone
of thesel!.... .

1 had much trouble handling this experience.
I found myself emotionally involved in the situa-
tion before I realized it. Things happened and
ended very quickly. I did not ave a chance to
organize my feelings and was therefore unable to
deal with the situation justly and realistically...

This experience changed my view of my criti-
cal care nursing completely. My enthusiasm for
high technology and for working against death
became unappealing to me. I began to see more
importance in the preservation of the living, and
in support of the family members to help them
cope with and understand dying. My energy since
then has been spent more on hope and the future.

Shortly afterthiselephantexperience, Itrans-
ferred out of SICU to work on a kidney transplant

unit. I enjoyed caring for persons with kidney
failure and working with their families. We en-
joyed watching every drop of urine produced by
the new kidney. We celebrated, learned, hoped,
and tried to make the dream come true.

This student’s current study in early inter-
vention is part of a continuing transformation.
Reconnecting with her earlier overwhelming ex-
perience was very positive for her. Asherteacher,
experiencing a bit of my own elephant exper-
ience with this student, I was lucky. This assign-
ment worked for her. Her ultimate success with it
affirmed my understanding of the human condi-
tion and the growth process that often accompa-
nies pain or loss.

I have regained my faith in the resiliency of
my students. But I have also learned that the el-
ephant assignment may not always work for ev-
eryone. I must respect my students’ boundaries
just as I expect them to learn to respect bound-
aries in their future interactions with families. I
havelearned to be vigilant, in order to ensure that
the risks in self-awareness I ask students to take
arereasonable,and thatlamavailabletohelpthem
cope with their experiences.

From Barbara Hanft

The internal observing self is an important tool for
membersof any helping profession. Fonagy etal. (1991)
define the “self” as the immediate experience of life; the
“reflective self” is the internal observer of mental life
which reflects upon conscious and unconscious mental
experiences. Developing the ability to reflect on one’s
ownthinking isa process which beginsin childhood and
continues throughout life. The development of self-
reflective abilities in the child is similar to the later
development of self-reflection by the professional-in-
training (Towell & Rustin, 1991). Reflective skillscanbe
used in preparing students to use self-observation as a
professional tool, to distance and review the intense
experience of hands-on interaction.

Reflection in the course of supervision and
mentorship helps the trainee come to terms withwhat it
means to go beyond doing what “comes naturally” to
help babies and parents — to become a professional who
works with infant, toddlers, and their families. (Fenichel,
1992, p. 13).

Until students participate in a practicum or other
experiential learning situation, they will not have the
opportunity to reflect on their own interactions. They
will be dependent on learning vicariously, through their
teacher's experience. A practicum goes beyond the
traditional student/teacher relationship, by providingan
opportunity for students to integrate past experience
with emerging skills and knowledge. Most importantly
a practicum lets students observe and participate in the
relationships so essential to effective early intervention.
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Irnapracticum,students mustdevelop rapportwith
parents and other family members who are coping with
many unknowns in a child’s life. While written case
histories can be discussed and debated in a classroom
miles away from the reality of the principal characters’
lives, interactions with family members in a practicum
require the student to enter into a family’s life story and
become part of the dialogue. Students will hear family
members' demandsforimmediate information that, they
hope, will change their children’s atypical growth and
development. Students will watch a child struggle to
raise his head or bring his thumb to his mouth, see the
anguish on his father’s face, and learn to respond in a
caring and helpful manner — a process quite different
from reading a case study and thinking about how one
might react to such a father.

Four students participated in a recent infant
practicum I taught for the graduate education program
in early intervention at George Washington University.
The practicum includes a weekly seminar for students
and an eight-week “play group” for parents and other
family members of infants born prematurely. Each stu-
dent was paired with a particular family for the duration
of the practicum so that she would have an opportunity
to establish a relationship with parents and observe an
infant’s behavior from week to week.

The firstmeeting of studentsand parents was struc-
tured as a getacquainted session, using a simple needs
assessmenttoguide thestudent/parentdiscussions. Part
of each play group was devoted to a discussion time for
parents while the students cared for the infants in an
adjoining room. After all play group sessions, the stu-
dents and I spent time reflecting on what they had
observed about the infants’ skills and behavior and what
they had heard family members talk about and express
interest in learning.

Students were assigned to keep a journal describ-
ing their reactions and feelings during the practicum.
This assignment make’s the student/teacher relationship
more powerful, since it helps me guide the development
of the student’s reflective self. Reviewing the journal
allowsstudentand teacher todraw parallelsbetween the
student’s observations of a child's development and the
progression in her own thinking of herself as an early
intervention professional. (ok?)

In the excerpts from journal entries which follow,
practicum student K writes about A, an eight-month-old
boy born at 24-weeks gestational age. K works asa child
advocate in a foster care system in a large metropolitan
area and is just beginning her training in early interven-
tion.

Journal entry: Week one

In her first entry, as well as in seminar discussions,
K acknowledges apprehension about whether she will
“perform” appropriately and know whattosayand doin
unfamiliar territory.

Apprehensive is the word that best described my

feelings tonight in class, and especially in the practicum
setting. AsIsatthrough theseminar, Icould feelatingling
sensation in the pit of my stomach. I knew these feclings
werenothunger pains, but werenerve pains. Herelwas,
about to embark on a new, unfamiliar territory of inter-
acting with infants and their families. One might expect
that 1 would feel comfortable because of my varied
professional experiences. But one’s past expetience
doesn’t necessarily prepare one to navigate new waters.

Like the other practicuam students, K does not have
children ofherownand wasveryinterestedin observing
A’s behavior. I spent time with K as she made her
observations regarding A's development, pointing out,
for example, how A’s high muscle tone influenced his
movement patterns, which in turn prevented him from
sucking his thumb or holding himself up. These observa-
tions were discussed in light of conversations with A’s
father about his own observations of his son — for ex-
ample, what was happening at the babysitter’s, recom-
mendations from the therapists, whatmade A happy,and
how best to calm him.

Journal entry: Week two

Since K was just beginning her professional prepa-
ration in early intervention, I did not expect her to make
specificrecommendations forindividualinfants. Rather,
her task was to understand family issues and listen to
parents so that she could understand their viewpoints,
neceds, and expectations of professionals.

It was interesting to hear the parents express their
perceptions of their infants’ miraculous birth and sur-
vival. As I moved around the mats, I heard comments
such as, “My baby is a miracle,” “My baby is a baby of
promise,” and “My baby is a survivor.” I actually over-
heard one father asking another father, did he find him-
selfat timesstaringat thisbaby,and thefather responded
with a resounding, “Yes.” These parents seemed to have
been expressing their gratitude for the birth of their
babies, and their infants had survived the ordeal of their
premature birth... What tremendous faith these parents
have had to maintain to endure their infants’ initial life-
threatening experiences, the ICN experiences, the self-
doubts, and the painful moments.

Journal entry: Week four

After the fourth session, I scheduled a special mid-
term supervisory session with K to discuss her reactions
and observations to the practicum experience. Much of
the discussion involved K's future role in €arly interven-
tion asrelated to her currentjobof working with teenage
mothers. K told me how baffled she had felt initially as
she listened to my observations of A’s motor develop-
ment and my explanation of the interrelationship of
motor, cognitive, and social/emotional development
during the nconatal period. She shared her surprise at
realizing she had mastered new developmental informa-
tion when she found herselflooking at friends’ children
and pointingout why theydid certain things, or correctly
approximating an infant'sage by observing his skill level.

Full Tt Provided by ERIC.
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K's comments caused me to reflecton how I was sharing
my expertise with the students. I made an effort to help
K see the developmental process she was undergoing in
integrating new skills and knowledge.

What a difference two weeks have made in the
developmental progress of A... The loosening up of these
muscles were allowing him to perform fine motor skills
such as bringing his arms together and bringing his
hands to his mouth. It had appeared that a miracle had
occurred in A'slife, butin reality, he went througha rapid
“growth spurt”...

What a difference two weeks have made in the
developmental progress of myself as an infant interven-
tionist educator. It provided invaluable time for me to
read the assigned materials, to organize my thoughts,and
to digest the written word. During the initial sessions,
was fecling lost in 2 web of strange terminology and
developmental concepts. Now [am anactive participant
that has become alive through the power of mental
comprehension.

In this practicum session, I discovered a young
infantvergingon the road to progress.anda professional
on that same road.

Journal entry: Week eight

K’s final assignment was to make a home visit to A
(with his family’s permission) to “practice” conducting
aninitialinterview, Before makingthisassignment,!had
devoted a class seminar to a role piay, in which Itook the
role of a professional in an initial meeting between
myself and the mother of a child with a severe physical
disability. Studentswere encouraged to “stop the action™
at any point and question the mother or me about the
meaning of a particular comment or why we each re-
acted the way we did.

The home visit assignment provided the class
with a wonderful opportunity to reflect on the advan-
tages and disadvantages of working with family mem-
bers in their own homes. Of course, eachstudenthad a
verydifferentexperience;thisdiversity provided further
material for reflection in the seminar. For K, A and his
family were now “familiar territory”; meeting them at
home was unfamiliar. I asked K to audiotape her inter-
view so that she could play it back with meand reflect on
any pointsraised by herselfor A'sfather. (Kandthe other
students met individually with me for this feedback, and
then shared observaticns in the final seminar.)

As I approached the final practicam scssion, there
were several words that described my feclings — confi-
dent, fulfilled, opportunity, compassionate, and under-
standing. However, the word *comfortable” best de-
scribes my emotions now. At the initial session, I was
very apprehensive about my abilities as an infant inter-
ventionist educator. What a relief that fearful feeling has
left my mind and the pit of my stomach!

In this practicum, I have learned invaluable life
lessons, new material, and most importantly about my-
self.

Within the confines of the traditiona! classroom
cnvironment, itis difficulttogive students opportunities
to develop their skills in self-reflection about their own
interactions with family members and colleagues. Even
when the class is structured as a small seminar with
discussion, interaction typically takes place atanintellec-
tual, not personal, level. Students react to assigned read-
ings, to one another, and to my descriptions of my
experiences in early intervention settings — not their
own. A supervised practicum provides the opportunity
to help students reflect on their interactions with chil-
dren and families —and to charta course appropriate for
their own professional development.

From Barbara Browne:

Ethicsinvolves our ability to reflect on and critique
ourown morality,ourlaws,and our politicsJohn Fletcher,
lecture, 1993). Ethical dilemmas and the issues sur-
rounding them — nowhere more difficult than in work
with infants and children with disabilities and their
families — challenge us to reflect on and examine our
current beliefs. AtGeorge Washington University,aweek-
long summer course called the Ethics Institute provides
early intervention students with theopportunity for self-
reflection, introspection and examination of their be-
liefs. The Institute examines medical, legal, ethical and
psychosocial issues related to technological innovation
in the care of infants and young children with special
health care needs or disabilities. The Ethics Institute
includes presentations from leaders in the field who
discuss current and emerging trends; presentations by
families of their experiences; group discussions; and
small group case study discussions.

This course was originally organized and led by
Edward Feinberg, Ph.D. As University Faculty Sponsor
for the course, I had the unique opportunity to be an
inactive participant-observerof hisexpert, creative lead-
ership.

Ethics Institute students are encouraged to main-
tain personal journals as a vehicle for reflecting on the
challenging issues presented in each class session. Writ-
ing in a journal can be a very useful way for students to
sort out conflicting information beliefs. However, the
difficulty of confronting ethical dilemmas may make
journal writing quite difficult. We believe itis important
to identify students’ individual needs and respect their
choices about participation in journal writing.

The journal entries below illustrate one student’s
initial ambivalence about and subsequent enthusiasm
for the journal-writing experience. This young master’s
level student has worked in a hospital-based early inter-
vention setting.

When I first approached the journal, I felt hassled.
Afterall, thelast thing I wanted todo followinganintense
day of medical, ethical debates was to go home and to
ponder the material some more. Yetas Iwasabletosort
my thoughts out on paper, I found myseif experiencing
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a sense of relief and peace beyond imagination.

As the course progressed, the evolution in her
thinking became evident as she responded: ‘

Ifirst entered the course fecling rather secure with
my personal valuesand positionsin regard tothemedical
and cthical issues faced by those professionals working
with medically vulnerabie children and families. Yet as
the course progressed and as I attained more informa-
tion and heard more personal experiences, I found my-
self becoming more and more confused as to my own
beliefs and feelings.

At the student became further immersed in the
issues, she began to experience conflict as she reflected:

My journal writings reflect confusion, for my en-
tries generally consist of questions followed by more
questions, most of which are unanswered, and all of
which conflict with onc another.

The following excerpt highlights the power of the
journal-writing experience, as well as the teacher’s need
to respect the individuality of each student and to pro-
vide a non-judgmental framework;

When I was able to go back and reflect on the
thoughts contained in my journal writing, I came to a
realization that has and will affect both my personal and
professional life forever. Through such personal expres-
sion, I was able to realize and actually accept that there
are times in our lives when confusion is a natural state of
mind, and in such asituation, no simpleand easy answers
to questions exist.

Ultimately, thejournalbecame thestudent’s mecha-
nism to transform her beliefs and blend old and new
ideas into a partial resolution of conflict.

This concept (What concept is meant here?) is not
ncew to me. However, it was only through allowing
myself to reflect on the concrete words and phrases on
paper that I was able toappreciate such conceptsand, in
cffect, grow through such a realization.

The Ethics Institute course format and the accom-
panying journal reflections allowed this student to take
ajourncy similar to thatof many familieswhostruggle to
deal with new information and assimilate it into their
lives. During the course, I noticed that the process for
training our students in the Ethics Institute was parallel
to the process that we recommend as best practice when
students work with families. We encourage our students
to provide families with knowledge and resources so
they can make informed decisions about their child; to
allow families to develop their own agendas; to validate
what is important to them by identifying their interests
and needs; torespectthe individuality of each family; and
to be nonjudgmental in their interactions with families.

The opportunity to examine and reflect on tough
professional issues through an individual and group
process allows students to re-evaluate and transform the
concepts and ideas they brought to the course, and to
examine challenging issues in an open, nonjudgmental
format. The Ethics Institute respects each individual as

shefaceseverydaythe challenging realities of herlife and
work.

Conclusion

What 1 was beginningto realize wasthat teaching is
most of all a special kind of relationship, a caring stance
in the moving context of our students’ lives. (Daloz,
1986, p. 14.) .

Our relationship to our students forms the basis of
our ability to facilitate transformation in the learning
milieu. The illustrations we have drawn from our work
serve to underscore the power of that relationships.
Where we stand in relation to our students involves
ethical decisions. Power is too easily abused without
careful attention to ethical issues in teaching. Because
we care about our students, we are never fruly neutral in
our relationship to them, no should we be.

We, like our students, are on a journey. We experi-
ence the overwhelming elephants overwhelming expe-
riences with them, and we experience breakthroughs.
We may become confused, as they do, in the process of
teaching; we may have to realign our beliefs, just as they
do. Andinour relationships with studentswetrytobeas
nonjudgmental, objective, and respectful of differences
as we expect our students to be with the families of
infants and toddlers with special needs.

Education is something we neither “give” nor “do”
to our students. Rather, itis away we stand in relation to
them. (Daloz, 1986, p. xv) ‘
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Plan now to attend!

ZERO TO THREE/National Center for Clinical Infant Programs
Eighth Biennial

National Training Institute

Continuing a tradition of excellence in multidisciplinary education for
people involved in the development of infants, toddlers and their families.

December 2 -5,1993 Washington Hiltori Hotel, Washington, DC

Sponsors include Child and Adolescent Service System Program. SAMHSA; Maternal and Child Health Burcau; National
Institute of Child Health and Human Development; National Institute on Disability and Rehabilitiation Research

Joining Forces with Infants, Toddlers and Their Families

recognizing the powerful alliances for healthy growth and
development that are built when parents, professionals and
communities work together to support every infant’s
unique capacities.
————————————————————————————————————

Four plenary sessions, with internationally known authorities, will examine the experience of
typically and atypically developing infants and toddlers in group care; new guidelines for the
developmental assessment of infants and young children with implications for training and public
policy; “belonging’” as a dimension of development; and the process of change in parents,
practitioners, service systems and communities.

More than 50 special interest symposia and case studies offered over three days and over 100 poster
presentations covering every aspect of child development between birth and three years.
AND ... 17 pre-institute seminars

PLUS! Two important one - day workshop. One on the emotional development of toddlers, with T.
Berry Brazeiton and Alicia Lieberman, and the other on the diagnostic classification of emotional

problems in infants and young children, presented by members of ZERO TO THREE'S Diagnostic
Classification Task Force

FAX or mail the coupon below to obtain complete information
about the National Training Institute and how to register.

[ I'm interested in attending the National Training Institute.

O 1 would like to learn more about ZERO TO THREE/National Center for Clinical Infant Programs.

Please tvpe or print

Name:

Title:

Organization:

Address:

City: . State: Zip:

Return to: ZERO TO THREE-NTI, P.O. Box 7270, McLean, VA 22106-7270, or FAX to (703) 790-7237.
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ZERO TO THREE Notes

by Eleanor S. Szanton

ZERO TO THREE/NCCIP held a Board retreat in
July. The purpose of the retreat was to review its past
history and accomplishments, revisit its mission and set
its course for the years ahead. The retreat provided an
opportunity for real soul searching about the unique
capabilities of ZERO TO THREE. How should we posi-
tion ourselves to respond to changing societal and gov-
ernmental circumstances? What functions or services
can ZERO TO THREE perform or offer more effectively
or with greater expertise than other organizations?

As a starting point, we created the following state-
ment as a basis for our work:

Whilerecognizingthe many internaland
external influencesonachild’sdevelopment,ZERO
TO THREE focuses its attention on the quality of
infants’ and toddlers’ major relationships and on
children’s day-to-day experiences within these re-
lationships. From the first moments of life it is
these relationships and these experiences that
shape children’s sense of self,the world, and their
place in the human community.

The Board then turned its attention to action strat-
egies that would have maximum impact on ultimately
improving “the quality of children’s day-to-day experi-
ences within these relationships.”

The Board identified three strategies that capitalize
on the expertise of the ZERO TO THREE staff and Board
and on the reputation it has built up through the years.
First, it must continue and expand its efforts to improve
the quantity and quality of professional and paraprofes-
sional training. Second, it must provide publications that
showcase applied research and best practices related to
infants and young children. And third. it must use its
expertise to influence policymakers so that young chil-
dren become their first priority.

In the months and years ahead ZERO TO THREE
will continue to articulate its mission, develop its
strategies, and translate its mission into action.

One individual who has done as much as
anyone to help ZERO TO THREE develop its original and
ongoing mission is our founding Board member, Albert
J. Solnit, M.D. Dr. Solnit was for many years the Director
of the Yale Child Study Center. With a background in
both child psychiatry and pediatrics, Dr. Solnit has been
editor of The Psychoanalytic Study of the Child, one of
the leading journals and groundbreakers in the develop-
ment of “infant mental health” as a field. His works,
Beyond the Best Interests of the Child and Before the Best
Interests of the Child, written jointly with AnnaFreudand
with Yale Law School Dean Joseph Goldstein madeavery
greatdifference in the way in which courtsand the child

welfare system viewed parentaland children’s rights and
needs. Dr. Solnit has recently retired from ZERO TO
THREE's Board of Directors ashe became Commissioner
of Mental Health for the State of Connecticut. However,
he was unanimouslyvoted to life membership. We salute
him.

Weare very pleased to welcome to membershipon
our Board three outstanding individuals, each of whom
has worked in countless ways to enhance “infants’ and
toddlers’ major relationships and on children’s day-to-
day experiences within these relationships.”

Maria D. Chavez, Ed.D,, is Director of Community
Planning Department of Children, Youth and Families,
State of New Mexico. Dr. Chavez has a long history of
interest and experience in family resource programs.
Both her academic work and her practical experience
have been in this field, particularly as related to bilingual
and bicultural issues. Some of her mostinteresting work
has been in the area of parent empowerment and par-
ents’ central involvement in the planning and develop-
ment of family-centered services.

Deborah A. Phillips, Ph.D., is Associate Professor of
Psychology at the University of Virginia. She has taken a
two-year leave of absence to serve as staff director of the
Board on Children and Families of the National Academy
of Sciences. She has a distinguished academic back-
ground in research and writing at the intersection of
child development and social policy, particularly as it
relates to child care. She has led or co-led several major
research studies into the quality of child care, among
them the National Child Care Staffing Study and the
collaborative study oninfant child care sponsored by the
National Institute of Child Health and Human Develop-
ment. Her academic publications are many; yet her con-
cern for social policy has made her very well known in
theworldof “the trenches.” She participatedin ZEROTO
THREE's summit on infant day care in 1987.

Serena Wieder, Ph.D,, is a clinical psychologist spe-
cializing in infant mental health, early intervention and
prevention services, consulting and training at both the
individual and the group level. She has beena pioneerin
the field, doing work both related and unrelated to ZERO
TO THREE. She was Principal Investigator and Clinical
Director of the Clinical Infant Development Program, in
collaboration with Dr. Stanley Greenspan. She was ex-
ecutivedirector of the Reginald Lourie Center forInfants
and Young Children. She is the coordinator of ZEROTO
THREE's Diagnostic Classification Task Force Study. She
co-edited the Clinical Infant Report, Infants in Multi-risk
Families.

We welcome each of these individuals to our
Board, as we work together to shape the nation’s
response, and our own, to the needs of infants, toddlers
and their families.

August / September Zero to Thre-

34




Publications:

Handbook of Infant Mental Health (1993) -\Charles H.
Zeanah, Jr., editor (The Guilford Press, 72 Spring Street,
New York, NY 10012) $55.00.

The 500-page Handbook of Infant Mental Health is
designed to offer abroad interdisciplinary analysis of the
developmental clinical, and social aspects of infant men-
wl health. With 31 chapters written by scholars and
clinicians from a variety of disciplines and perspectives,
the work is grounded in a relational view of infancy and
applies the findings of contemporary research in devel-
opmental psychology to the problems encountered in
clinical practice.

Initial chapters critically evaluate different models
of development and developmental psychopathology
and the contexts of infant mental healih, particularly the
family. Subsequent chapters examine factors that may
influence infant development, including adolescent
motherhood, multiple family relationships, the conse-
quences of poverty, and the effects of premature birth,
parental mental illness, and maternal substance abuse.

Issues of assessment, evaluation, and diagnosis are
covered in detail. Individual chapters address
specificdisorders of infancy,including autism and perva-
sive developmental disorders, mental retardation, post-
traumatic stress disorder, failure to thrive, psychoso-
matic processes and physical illness, and disorders of
attachment, communication, regulation, sleep, and feed-
ing. The Handbook presents an array of intervention
approaches, incli:ding practitioner-based models of psy-
chotherapy and programmatic prevention and early in-
tervention efforts. The final chapters on day care and
child custody explore social policy questions related to
infant mental health.

Contributors include Thomas Anders, Kathryn
Barnard, Richard Bingham, Roseanne Clark, Susan
Crockenberg, Martin Drell, Robert Emde, Theodore
Gaensbauer, Cynthia Garcia Coll, Stanley Greenspan,
Melvin Guyer, Nancy Hall, Robert Halpern, Della Hann,
Robert Harmon, Laurence Hirshberg, Pauline Hopper,
Thomas Horner, Alicia Lieberman, Karlen Lyons-Ruth,
Susan McDonough, Samuel Meisels, Klaus Minde,
Colleen Morisset, David Mrazek, Patricia Mrazek, Joy
Osofsky,Jeree Pawl, Barry Prizant, Joanne Roberts,Arnold
Sameroff, Jack Shonkoff, Clifford Siegel, Michael
Thomasgard, Fred Volkmar, Bernice Weissbourd, Amy
Wetherby, Serena Wieder, Charles Zeanah, Jr., Edward
Zigler, and Barry Zuckerman, amo: g others.

In the Beginning: Development from Conception
to Age Two (Second Edition, 1992) - ;udy F. Rosenblith
(Sage Publications, Inc. 2455 Teller Road, Newbury Park,
CA 91320) $48.00.

This 579-page text is designed for a broad range of
students. including undergraduates with little exposure

to psychology, beginning graduate students (with its
orientation toward evaluation of empirical research),
and students in a variety of disciplines. The author
describes two major aims “not often seen in textbooks™
1)toembed the presentation of currentdataonandideas
about the functioning of infants in a historical context;
and 2) to present the material in a way that will maximize
learning about the process of studying infants as well as
the content derived from that study (emphasis added).
To do this, the text emphasizes discussion of research
methods and issues; controversies in infancy studies;
practical implications of infancy research; theoretical
perspectives; and vocabulary.

The text is divided into four parts: 1) conception
through birth; 2) early characteristics and development;
3) the fundamental processes (including cognitive de-
velopment, early communicative and language behav-
ior, and social development); and the social context,
featuring a discussion of the influence of environment
through deprivation and enrichment.

Working Together with Children & Families: Case
Studies in Early Intervention (1993) - PJ. McWilliam and
Donald B. Bailey, Jr., editors (Paul H. Brookes Publishing
Co., P.O. Box 10624, Baitimore, MD 21285) $23.00.

Begun as part of the work of the Carolina Institute
for Research on Infant Personnel Preparation (CIRIPP),
this volume includes case studies that appeared in the
CIRIPP publication, The Families We Serve, as well as
case studies selected from responses to an open invita-
tion to the field. Each case study includes discussion
questions designed for use by instructors or indepen-
dent readers. (For example: “Did Kathy handle the
telephone call to Susan in an appropriate manner? What
did she say or do to facilitate a productive exchange?
Couldshe have done anythingdifferently toimprove the
exchange?”)

All of the 21 case studies in the book are based on
actual experiences of professionals working in early
intervention. Features of individuals and situations have
beenchanged to preserve confidentiality, and inmany of
the cases editors have added dialogue or descriptions of
professionals’ thoughts and emotions.

PJ. McWilliam notes:

If there is an overriding theme in this book, itis the
celebration of theindividual. Currentacademicwritings
aboutearlyintervention reverberate withmessagesabout
the importance of individualizing services for children
and families. In the written transmission of theory,
research, and recommended practices, however, clear
pictureof individuals are seldom offered. Itis hoped that
this book will (offer) clear pictures of children without
labels, families with unique values, and professionals
with feelings of their own...Most important, the stories
provide specific examples of factors to consider in
applying recommended practices on a case-by-case ba-
sis,
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If anyaspect of this book endures the test of time, it
will be the concept of building relationships. Eachofthe
casestudies...tellsa taleabout the importance of relation-
ships — between parents and their children, between
parents and professionals, and between professionals
and other professionals.

The Child’s Path to Spoken Language (1993) - John L.
Locke (Harvard University Press, 79 Garden Street, Cam-
bridge, MA 02138) $39.95.

This volume is an effort to synthesize the latest
researchon earlylanguage acquisition,examining closely
the process by which human babies progress graduaily
from babbling to shaping meaningful sentences. The
Child’s Path to Spoken Language covers neurological,
perceptual, social and linguistic factors that shape the
vocal, neural and cognitive capabilities humans require
in order to successfully master language.

Locke first explores what accounts for infants’ abil-
ity to detect and process environmental stimulation rel-
evant to language; he next addresses the factors, includ-
ing prenatal learning, influencing the neonate’s orienta-
tion to the physical cues given when people speak.
Spoken Language examines the social relationships that
are the context within which linguistic cornmunications
develop; Locke draws on findings on nonhuman pri-
mates and songbirds as well as humans, and clinical
populations that include tracheotomized infants and
children with impaired vision or hearing, retardation,
autism, and brain damage.

In tracing the growth and differentiation of the
child’s vocsl and articulatory capacities, Locke explores
how the newly formed syllabic potential might
converge with affective vocalization to produce speech.
The neural implications of interpersonal communica-
tion by way of face, voice and linguistic expression are
outlined, followed by an examination of how children
with emerging neural capabilities move alongthe path of
cues and interactions that lead to mastery of spoken
language. Locke also explores the neurobiology of lin-
guistic variation—what accounts for the variability in
language development from one child to the next?

Daycare, Revised Edition (1993), Alison Clarke-
Stewart (Harvard University Press, 79 Garden Street,
Cambridge, MA 02138) $22.95 cloth, $9.95 paper.

Alison Clarke-Stewart first published Daycare 10
years ago; in her preface to this edition, she notes the
need forarevised work because “the problemsof daycare
are still with us, and the situation has become even
worse...There must be a concerted effort to educate all
Americans — those in positions of power as well as those
with young children — about the importance of good
daycare.”

With the stated purpose of “helping working and
would-be working mothers solve some of the problems
of arranging for satisfactory daycare,” Clarke-Stewart

offers an overview of the social, political, and economic
landscape of daycare in the ensuing years. Daycare
includes chapters outlining the need for daycare, its
historyand effectson children, thestate of daycare today,
finding good care, daycare in other nations and the
future. Chapter Six, “Places, Programs, Peers,” examines
three aspects of daycare that affect children’s experi-
ences and learning—the physical space and equipment,
the educational program or curriculum, and the pres-
ence of other children. In Chapter Eight, “Infants and
Individuals,” Clarke-Stewart discusses variations in
daycare effects for children of different ages, sexes and
personalities.

Chapter Nine discusses federal requirements and
offers quality guidelines drawn from research, an obser-
vation checklist for “scoring” a child care facility, and
suggestions for ensuring continued quality. Daycare
includes extensive annotations, a suggested reading list,
and a detailed index.

Letter to the editor: '

Thavejustfinished reading the remembrancesof
Sally Provence (Zero to Three,June/July, 1993), and they
warmed my heart. I met Dr. Provence whilean intern at
the Child Study Center and, like so many of her students
and colleagues, was both impressed and touched by her
clinical acumen, her sensitivity, and her respect for chil-
dren. What particularly warmed my heart and inspired
me in reading the remembrances was her steadfastness
and hope.

Dr. Provence was a beacon for many. The re-
membering and sharing is so important, especially as
children continue to be ignored, devalued, and assailed
in so many places. Thank you for providing this
opportunity to hear Sally Provence’s voice once again,
but this time through her students and colleagues.

Ana M. Sierra, Ph.D., Children & Family Resource
Center, St. Charles, lllinois
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Discoveries of Infancy: Cognitive Develop-
ment and Learning (1991). Producer: J. Ronald Laily,
Far West Laboratory for Child and Family Studies, in
collaboration with the California Department of Educa-
tion. Available from: California Department of Educa-
tion, Bureau of Publications, Sales Unit, P.O. Box 271,
Sacramento, CA 95812-0271, (916) 445-1260. 32 min.
$65.

In this videotape, infants and toddlers in the com-
pany of their care givers demonstrate the process of
discovery and learning. infants learn from what they see,
hear, feel, taste and touch. They concentrate, solve prob-
lems and experiment. They order, classify and integrate
information. Infants begin learning through simple sen-
sory-motor experiences and move toward acquiring the
power of reasoning.

Discoveriesof Infancy: Cognitive Developmentand
Learning explores the constant quest for knowledge of
infants and toddlers. The video depicts infants and tod-
dlers as they make the kinds of discoveries typical of the
first three years of life: learning schemes, cause and
effect, use of tools, object permanence, understanding
space, and imitation. The video offers guidelines on how
to support the learning of very young children.

Thisvideois partof The Program fer Infant Toddler
Care Givers, produced by J. Ronald Lally at Far West
Laboratory Center for Child and Family Studies and
developed in collaboration with the California
Department of Education. Designed for caregivers, train-
ers of caregivers, and parents, the Program includes
videos on SociallEmotional Growth and Socialization
(Module I); Group Care and Culture (Module II); Learn-
ing and Development (Module III); and Family and Pro-
viders (Module IV). All ten videos in the Program are
available in English, Spanish,and Chinese and areaccom-
panied by a video magazine. A curriculum guide is avail-
able for each module.

Infant Mental Health: A Psychotherapeutic
Model of Intervention Producer. Michael Trout, In-
fant-Parent Institute, Champaign, lllinois. Availablefrom:
Child Health and Development Educational Media, 5632
Van Nuys Blvd., Suite 286, Van Nuys, CA 91401, (818)
994-0933. 95 min. $195.

Infant Mental Health: A Psychotherapeutic Model
of ntervention includes three interrelated yet distinct
video training segments. The initial 23 minute
segment, “Opportunities for Intervention,” describes
some of the ways in which mothers, fathers, and babies
reveal that they are “in trouble.” Case examples
illustrate the circumstancesin which infant mental health
clinicians offer thoughtful, respectful, principled help.

Part two of the tape, “Principles of Intervention,”
(49 minutes) examines the major philosophical, strate-

gic, practical and clinical issues in infant-parent
psychotherapy. Case examples are used to present the
ideas of clinicians and the ways they work in various
settings in the United States, Canada, Senegal and
Switzerland.

“Issues in Clinical Infant Mental Health” (23 min-
utes), the final segment of the tape, identifies questions
emerging in the field:

* Are we finding ways to truly engage fathers,
grandparents, and others in the family matrix?

* How shall we understand differences (cultural,
racial,religious, sexual, life style) and attend to
differences in psychotherapeutic work?

* What is our experience to act in the world, extra
clinically, when confronted by forces that harm babies
and families?

Infant Mental Health: A Psychotherapeutic Model
of Intervention is accompanied by a viewers’ guide that
includes a transcript of clinical issues and a reading list.
The tape is the sixth unit of The Awakening and Growth
of the Human: Studies in Infant Mental Health, a
videotape series, for clinicians who work with infants
and their families. The series was produced and

narrated by Michael Trout at The Infant-Parent
Institute.

First Years Together: Involving Parents In
Infant Assessment. Producer: Project Enlightenment,
Wake County Public Schools, Raleigh, North Carolina.
Available from: Child Health and Development, 5632
Van Nuys Blvd,, Suite 286, Van Nuys, CA 91401, (818)
994-0933. 19 min. $65..

This video is based on the experiences of parents
and orofessionals who participated in First Years To-
gether, an early intervention program for high risk in-
fants :'nd their families. The program developed a model
assessment process which recognizes that parents come
to an evaluation of their infant with concerns about the
infantand about themselves and their ability to parentan
infant who has had aworrisome start. The video demon-
strates the significance of involving parents in infant
assessment as an opportunity for intervention, support
and education. In both formal and informal assessment
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situations, the needs of parents can be addressed as well
as the needs of the infant.

First Years Together: Involving Parents In Infant
Assessment was designed for professionals in mental
health and health-related fields and for families whose
infants were born prematurely or with conditions re-
quiring follow-up. In the video, parents and profession-
als describe the positive outcomes of an assessment
approach that:1) identifies the infant's strengths and
weaknesses; 2) acquaints parents with the infant’s devel-
oping characteristics; and 3) acknowledges parents’ ef-
forts to support the development of their child. The
video suggests that when informed parents participate
in the assessment process, they have the opportunity to
talk about how they see their child and identify their
concerns and priorities. With full parent p:rticipation,
the assessment of the infant is more accurate, a better

understanding of the infant within the family emerges,

and parents are more able to meet the needs of their
child.

Interdisciplinary Teamwork:ATeaminName
Only and Becoming An Effective Team (1991). Pro-
ducer. Virginia Institute for Developmental Disabilities,
VirginiaCommonwealth University, Richmond, Virginia.
Available from: Child Health and Development, 5632
Van Nuys Blvd,, Suite 286, Van Nuys, CA 91401, (818)
994- 0933. 44 min. $65.

This two-part video (each segment is 22 minutes)
emphasizes the effects of team process on recipients of
team services -young children with disabilities and their
families. Team processes include communication, trust,
leadership, the structure of the team meeting, shared
values, team problem solving, decision making, conflict
resolution, feedback, and team satisfaction. A team’s
ability to provide effective, consistent and coordinated
servicesisdependentonmastery of these processes. This
tape is designed for the education and training of profes-
sionals to provide a common basis for discussion of the
components of team process, the barriers to teamwork
and the steps teams can take to improve their function-
ing.

Both segments of the video focus on the family of a
young child with disabilities and provide the opportu-
nity to see a team in action, at first not functicning
effectivelyand thenlearningtodo thingsright.In4 Team
in Name Only, members of the team express their per-
sonal perspectives regarding the team's problems and
whatisneeded. In Becoming an Effective Team, the team
membersdescribe changesin team functioningand how
the changes were achieved. In both segments the issues
raised by team membersareillustrated in team meetings.

Although the two video segments focus on a family
ofayoung child withdisabilities, the issuesraisedand the
processesdepicted are common to humanservicesteams
serving individuals across the life span. A guide for train-
ers and viewers accompanies the video.

ECO VIDEQ II: Adult Communicative Styles
with Pre-conversational Children, InfantsToddlers
Pre-schoolers (1992). Producer: Stacey Davidson and
James D. McDonald, The Nisonger Center, Ohio State
University, Columbus, OH. Available from: Child Health
and Development Educational Media, 5632 Van Nuys
Blvd. Suite 286, Van Nuys, CA 914011, (818) 994-0933.6
tape series $250.

The purpose of this video series is to train adults to
communicate with children in ways that help children
develop language and communication. ECO VIDEO Il is
based on the ECO Model of early intervention for chil-
dren with delayed language. This model of intervention
actively engages children and their social ecology, in-
cluding relationships and play contexts, that provide
natural support for communicatio: and language learn-
ing. ECO identifies the kinds of activities and relation-
ships that will lead to child communication/language
development. ECO focuses on social interaction, with
active parental/adult participation, as key to a child’s
language and communication development. ECO shows
adults ways to interact with children that invite children
tostaylongerininteractions, therebyincreasing children'’s
opportunities to learn from adults.

The ECO model identifies adult interaction styles -
BALANCE,MATCH,RESPONSIVENESS, NONDI-
RECTIVENESS and EMOTIONAL ATTACHMENT as
critical in supporting young children’s communication
development. Each 20-minute tape in the ECOVIDEO II
series examines one of these adult interaction styles. The
tapes demonstrate interaction styles, contrast styles, re-
view a system for evaluating each style, and present an
adultchild interaction and the opportunity to evaluate
theinteraction styles. ECO VIDEOII, and the accompany-
ing workbook and training manual, were produced at
the Nisonger Center by Stacey Davidson and James
McDonald to guide parents, students and professionals
to become natural language learning partners with chil-
dren.
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- Conference Call: -

October, 1993

October 1-3: The Healthy Mothers,Healthy Babies
Coalition will hold its 7th National Conference in
Arlington, Virginiaon the theme, “Cultural Diversity: Are
We Serving the Changing Populations?” Plenary sessions
will discuss managed care, community outreach work-
ers, and data collection and analysis among communities
of color. Contact Healthy Mothers, Healthy Babies Coa-
lition, 409 12th Street, SW, Washington, DC 20024-2188,
tel: (202) 863-2458.

October 22: The Minois Association for Infant Mental
Health, an affiliate of the World Association for Infant
Mental Health, will hold its 1Cth annual conference,
“Vulnerability and Resilience: Hope in Changing the
Course of Development,” in Wilmette, Illinois. The Irv-
ing B. Harris Keynote Speaker will be Carolyn
Zahn-Waxler, with Fran Stottas discussant. Contact Mark
valentine, JPA Parent-Infant Center, 3655 N. Ashland,
Chicago, IL 60613, tel: (312) 935-5985.

October 22-23: Teachers College, Columbia University
will sponsor a conference in New York City “Caring and
Competency: Infancy through Kindergarten.” Speakers
will include Annette Axtmann, Jeanne Brooks-Gunn,
Rebecca Shahmoon Shanok, and Leslie Williams. Con-
tact Annette Axtmann, Center for Infants and Parents,
Teachers College, Columbia University, New York, NY
10027, tel: (212) 678-3013.

October 23: The CM. Hincks Institute will sponsor a
conference in Toronto, Ontario on “John Bowlby's At-
tachment Theory — Recent Findings: Implications and
Applications.” Speakers will include Mary Main, Karin
Grossmann, G.ovanni Liotti, Kenneth Adam, Dante
Cicchetti, and Patricia Crittenden. Contact Edythe
Nerlich, C.M. Hincks Institute, 114 Maitland Street,
Toronto, ONM4Y 1E1,Canada,tel:(416)972-1935x3347;
fax (416) 924-9808.

November, 1993

November 4-7: The Administration on Children, Youth
and Families, in collaboration with the National
Council of Jewish Women Center for the Child and the
Society for Research in Child Development. will hold the
2nd National Head Start Research Conference, “Translat-
ing Research into Practice: Implications for Serving
Families with Young Children,” in Washington, D.C. Urie
Bronfenbrenner and Marian Wright Edelman will be
keynote speakers. Contact the NCJW Center for the
Child, 53 West 23rd Street, New York, NY 10010, tel:
(212) 645-4048; fax (212) 645-7466.

November 4-7: The National Perinatal Association will

hold its annual clinical conference and exposition in
Chicago, Illinois on the theme, “Perinatal Care:
Bridging the Gap between Knowledge and Practice.”
Contact Contemporary Forums Conference Manage-
ment, 11900 Silvergate Drive, Suite A, Dublin, CA 94568
2257,tel: (510)828-7100x3 or NPA, tel: (813) 971-1008.

November 6: Boston Institute for the Development of
Infants and Parents, Inc. (BIDIP) will hold its 18th an-
nual conference in Medford, Massachusetts on “Infant/
parent Assessment and Evaluation: New Directions for
the Nineties.” Speakers will include Jack P. Shonkoff,
Cynthia Garcia-Coll, and Barry M. Prizant. Contact BIDIP
Conference, 26 Trapelo Road, Belmont, MA 02178, i€k
(617) 484-6603.

November 10-15: The National Council on Family Rela-
tions will hold its 55th annual conference in Baltimore,
Maryland, on the theme “Moral Discourse on Families.”
Plenary speakers will include Andrew Billingsley, jean
Bethke Elshtain, and Susan Moller Okin. Contact Na-
tional Councilon Family Relations, 3989 Central Avenue,
NE, Suite 550, Minneapolis, MN 55421.

November 11-14: The National Association of Child
Advocates will hold its 8th national conference in New
Brunswick, New Jerséy, on the theme, “Pathways to a
Better Tomorrow: Child Advocacy StrategiesiStatesand
Communities.” Speakers will include Peter Goldberg,
Richard Murphy, Sara Rosenbaum, and Patricia A. White.
Contact Tamara Jackson, National Asscciation of Child
Advocates, 1625 K Street, N.W., Suite 510, Washington,
DC 20006.

November 30 - December 4: The National Center on
Child Abuse and Neglect, ACYF, DHHS, along with na-
tional and local co-sponsors, will hold the 10th
national confezence on child abuse and neglect in Pitts-
burgh, Pennsylvania, with the theme “Building Bridges
to the Future.” Contact Research Assessment Manage-
ment, Inc., 1300 Spring Street, Suite 210, Silver Spring,
MD 20910, tel: (301) 5898242, fax: (301) 589-8246.

December, 1993

December 2-5: ZERO TO THREE/National Center for
Clinical Infant Programs will hold its Eighth Biennial
National Training Institute in Washington, D.C. with the
theme, “Joining Forces with Infants, Toddlers and Their
Families.” Plenary speakers include Barry Zuckerman, T.
Berry Brazelton, Margot Kaplan-Sanoff, Robert Neediman,
Carol Brayboy, Samuel Meisels, Asa G. Hilliard, III, Stanley
Greenspan, Susan Rocco, J. Ronald Lally, Yolanda Ledon
Torres, Pamela C. Phelps, Alicia F. Lieberman, Urie
Bronferbrenner, Gina Barclay-McLaughlin, and Ann
Turnbull. Contact ZERO TO THREE-NTI, P.O. Box 7270,
McLean, VA 22106-7270, tel: (703) 356-8301, FAX: (703)
790-7237.
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“This is amost remarkable volume.
From the fascinatingly informa-
tive Introduction by editors Fenichel
and Provence to the last chapter, the
volume contains useful clinical data
on a wide variety of cases involving
children in the first three years of life.
Each chapter is about children and
their families who are in jeopardy of
one sort or another. The presenting
condition of jeopardy is not as impor-
tant asthe reflections of the authorsin
their approaches to the family unit
around issues of distress.

*“The chapter authors, representing
a variety of psychotherapeutic dis-
ciplines, have great expertise in at-
tending to the problems of infarits and
young children, and in reflecting on
their own problems in handling very
difficult circumstances. They make
the field of infant psychotherapy
come alive with poignant dialogue,
astute observations, and keenly
crafted interventions.

“The volume is data-rich with clini-
cal observation, and is full of wisdom
concerning alternative mode: <f inter-
vention. Ciinical scientists will find
much to please them in the construc-
tion of hvpotheses about the origin
and course of developmental jeopardy.
Years from now, clinicians and
critics will be grateful that the
editors dared to place this pioneer-
ing volume before them in 1993."

—Lewis P. Lipsitt, Ph.D.

“Splendid and exceptionally useful.”

|l

—Frances M. Stott, Ph.D.

DEVELOPMENT IN JEOPARDY

Clinical Responses to Infants and Families
Monograph 6 in the ZERO TO THREE/National Center for Clinical Infant Programs Series

Edited by Emily Fenichel, M.S.W. and Sally Provence, M.D.

This volume, the sixth in the highly
praised series of Clinical Infant Re-
ports published by ZERO TO THREE/
National Center for Clinical Infant
Programs, meets a widely acknowl-
edged need for detailed case studies
which illustrate diagnostic and thera-
peutic issues and methods specific to
work with children from birth to three
and their families.

Each of the seven case reports in
this book begins with a child, or chil-
dren, in the first three years of life,
whose healthy developmentisinjeop-
ardy. Each report then describes in
detail the clinical response of one or
more professionals to the infant, and
to his family. Contributors report on
their work with infant~ and toddlers
whose development may be com-
promised because of disability, be-
cause of risks in the caregiving en-
vironment, or because of troubled
relationships within the family. They
describe interventions offered in hos-

pitals, homes, social service agencies,
early intervention programs, mentul
health clinics, and courtrooms.

The detailed case reports in this
volume allow the reader to see how
elements of a clinical response inter-
act. "These reports reveal what man-
uals, protocols, guidelines, and even
program evaluations and outcome
measures cannot: how one baby, one
family, and one set of would-be help-
ers, with all their combined strengths,
skills, resources, vulnerabilities, and
histories, worked together for the
healthy growth of the child. The con-
tributors to this volume have recorded
with care the language, behavior,
emotional style, appearance, and other
telling details about the infants and
families with whom they have worked.
They describe the opportunities and
limits of their own work settings, their
insights and perplexities as they make
decisions, and their emotional re-
sponses as the work continues.

ENVIRONMENTS.

R Volkmar and Albert J. Solnit.

TROUBLED RELATIONSHIPS.

T. Berry Brazelton.

CONTENTS: Introduction. CLINICAL RESPONSES TO INFANTS AND
TODDLERS WITH DISABILITIES AND THEIR FAMILIES.

Mental Health Intervention with Very Young Children and Their Parents: A Model Based
on the Infant Deaf, Barbara Fields, Elsa Blum, and Helen Scharfman. 4

Extending the Intervention Process: A Report of a Distressed Family with a Damaged
Newborn and a Vulnerable Preschooler, Peter Blos, Jr., and Douglas Daiies.

CLINICAL RESPONSES TO INFANTS AND TODDLERS IN RISKY

Wishing for the “Wisdom” of Solomon: CustodyIssuesina Case of Failure to Thrive, Fred

Reaching Qut: The Experiences of a Family Support Agency, Jean Adnopoz.
CLINICAL RESPONSES TO INFANTS, TODDLERS, AND PARENTS IN

Paradise Lost—Delayed Parenthood in the Carefully Planned Life, Jack P. Shonkoff and

Stitches in Time: Using Emotional Support, Developmental Guidaace, and Infant-
Parent Psychotherapy in a Brief Preventive Intervention, Jeree H. Pawl.

Infant-Family Psychotherapy: One Approach to the Treatment of Infant and Family
Disturbances, Chaya H. Roth and Margie Morrison. Index.

xxiv + 316 pp./BN 01227.L.CN 93-2032 /ISBN 0-8236-1227-9/345.00- $40.50 (Save $4.50)
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Also available in the series of Clinical Infant Reports from
ZERO TO THREE/National Center for Clinical Infant Programs . . .

Clinical Infant Report No. 5

THE IFEEL PICTURES

A New Instrument for Interpreting Emotions

Edited by Robert N. Emde, M.D., Joy D. Osofsky, Ph.D.,

and Perry M. Butterfield, M.A.
*Original, fascinating, and well-written. . . . must reading for all
students of emotion. . . . represents a potential breakthrough in the

assessment of the pivotal dimension of emotional sensitivity.”
—Joseph J. Campos, Ph.D.
“*An imnaginative and unique addition to the armamentarium of
infancy rescarch and practice. Itis the firstmeasure that captures the
capacity of the caregiver toappropriately respond to the mostimpor-
tant mode of infant communication: emotional signalling. . . . one
of the major developments in infant mental health over the last ten

vears.” — Peter Fonagy, Ph.D.
xvi + 326 pp./8tuil color photos/BN 02453/LCN 92-49134/I1SBN 0-8236-
2453-6/$50.00

Clinical Infant Report No. 4

TOUCH: The Foundation of Experience

Edited by Kathryn E. Barnard, R.N., Ph.D.

and T. Berry Brazeiton, M.D.

... this volume contains the latest and best research on touch in infaney
. ... Rescarchers. theorists. and clinicians describe present knowl-
cdge of touch and its persevering effects from infancy onward . . .7

—Journal of Nervous and Mental Disease
xii + 596 pp./BN 06605/LCN 89-20124/1SBN 0-8236-6605-0/$65.00

Clinical Infant Report No. 3

INFANTS IN MULTIRISK FAMILIES

Case Studies in Preventive Intervention

Edited by Stanley . Greenspan, M.D., Serena |. Wieder, Ph.D.,
Alicia Lieberman, Ph.D., Robert Nover, M.D.,

Reginald Lourie, M.D., and Mary Robinson, M.Ed.

“Invaluable to professionals and nonprofessionals alike. working in
preventive ntervenuon sewings. The case material is vivid. The
background matenidi. theorv. and cvaluauon strategics are verv

Clinical Infant Report No. 2

INFANTS AND PARENTS: Clinical Case Reports
Edited by Saily Provence, M.D.

*. .. rich in case material and therapeutic techniques - . ."

—Contemporary Psychology
xix + 306 pp./BN 02636/LCN 83-18441/ISBN 0-8236-2636-9/$40.00

Clinical Infant -Report No. |

PSYCHOPATHOLOGY AND ADAPTATION IN
INFANCY AND EARLY CHILDHOOD

Principles of Clinical Diagnosis and Preventive Intervention
Staniey |. Greenspan, M.D.

**...required reading for those in the field of infant developmentand
mental health.” —Journal of the American Academy

of Child and Adolescent Psychiatry
xv + 263 pp./BN 05660/LCN 81-19282/1SBN 0-8236-5660-8/$35.00
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