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Unit 1: Concept, Significance,
Rationale, Scope, Advantages of
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Introduction :

1.1 There are many different definitions of early intervention but, as is
explained in more detail later in the text, for the purposes of this
paper we mean ‘intervening as soon as possible to tackle problems

that have already emerged for children and young people’.

1.2 Differentiating between prevention and early intervention is often
quite hard; for example, some programmes and services for children

do both at the same time.

1.3 There is a much clearer difference between prevention and early
intervention on the one hand, and responses to children’s difficulties

when they are already well developed, on the other.

Most of the current professional and policy debate is about the
potential benefits and the challenges of investing significant
resources in the first category when taken as a whole, rather than
putting all of them in the second. This is very much the terrain which

this paper seeks to explore.
Objectlves

Today, it is widely agreed by experts across the world that early
intervention can be of enormous benefit to children. That is why, as
this paper sets out, the government is investing in a number of
evidence-based prevention and early intervention programmes and

supporting their roll out across the country

2
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It is also why in the 2007 Children’s Plan1 we said that to secure
improvements in children and young people’s outcomes we would
expect Children’s Trust Boards to have in place by 2010-11
‘consistent high quality arrangements to provide identification and
early intervention for all children and young people needing additional
help in relation to their health, education, care and behavior,
including help for their parents as appropriate’.

It is also why in the 2007 Children’'s Plan1 we said that to secure
improvements in children and young people’s outcomes we would
expect Children’s Trust Boards to have in place by 2010-11
‘consistent high quality arrangements to provide identification and
early intervention for all children and young people needing additional
help in relation to their health, education, care and behavior,
including help for their parents as appropriate.

The recently produced Maternity and Early Years review2 makes a
strong case for focusing investment in children’s earliest years to
secure the best outcomes for them. This echoes the findings of the
Marmot review.3 The Marmot review highlighted that giving every
child the best start in life is crucial to reducing health inequalities
across the life course and it made action in this area its top priority.
Early action is the key, ‘later interventions, although important are
considerably less effective if they have not had good early
foundations.

Last year, in his progress report on child protection in England, which
the Government commissioned following the tragic death of Baby
Peter, Lord Laming said ‘early intervention is vital — not only in
ensuring that fewer and fewer children grow up in abusive or
neglectful homes, but also to help as many children as possible to
reach their full potential.’6 He called for more to be done to put
effective early intervention approaches in place and he observed that
if this could be achieved it would not only help children to be safe, it
would also help to keep them in education and learning well.
Definitions

Although early intervention is much discussed at present it is not
new: it has been suggested that its roots can even be traced back to
Frobel's kindergarten movement in the early 18th century.7 Much
more recently, well known interventions include Head Start and the
Family Nurse Partnership, which began in the USA in the 1960s and
1970s respectively and continue to this day. ‘

In this country we have provided a comprehensive preventive and
early intervention public health programme for children for over a
hundred years. Within the broader children’s services context, the

3
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importance of early intervention for children has been widely
recognised since at least the mid 1980s.8 The professional
consensus about this was at the heart of the Every Child Matters
Green Paper,9 published in 2003. The Green Paper went on to make
clear that delivering early intervention more effectively depended on
there being stronger accountability, more integrated services and a
workforce with higher levels of skill. Over the last six and a half years
there has been significant progress in all three respects and there
have been many other positive developments in children’s services
too, but more remains to be done. In particular, we are yet to extract
maximum value for children from the Common Assessment
Framework (CAF) and the associated process of the Lead
Professional and the Team around the Child. Children’s Trusts are
also at different levels of maturity across the country. It will also take
time for the recommendations of the Social Work Task Force10 and
Action on Health Visiting11 to feed through into a better eqmpped
workforce on the ground.

Nonetheless, coherent multi-agency systems of services for children,
young people and families are now established or well on the way to
it almost everywhere, under the local strategic leadership of Directors
of Children’s Services and of Lead Members. This provides a fi irm
platform to build on.

Research supports the notion that a high degree of Ieadershlp,
service development, organization and multi-agency collaboration are
essential pre-conditions for delivering more early intervention.12 So
the fact our overall system of services for children, young people and
families is now far stronger than when the Every Child Matters Green
Paper was published six and a half years ago should support moves
towards more early intervention. ‘
Some good early intervention activity was going on before Every
Child Matters, for example funded through the Children’s Fund and
the 2004-2010 National Service Framework for Children, Young
People and Maternity. As a result of the Every Child Matters reforms,
the creation of over 3,500 Sure Start Children’s Centres and the
development of extended services, even more is underway now. But
the Government's view is that we haven't yet capitalised on this
progress to move the balance in our children’s and families’ services
system as decisively towards early intervention as research and good
practice suggest is necessary and desirable.

Engineering a strategic shift of this kind when the pressures on pubhc
funding are intense is challenging, but this paper sets out examples

4
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from some places where this is happening now, as well as from
others were really significant progress has already been made.

We are clear that there are actions that every local area can take and
should take to expand early intervention and to extract more value
from the early intervention activity already underway. The paper
therefore sets out issues for Children’s Trust Boards to consider as
they seek to do this. It also spells out what the Government intends to
do to promote and sustain early intervention now and in the longer
term.

In recent years the term ‘early intervention’ has been used to
describe a wide range of activities, leading to some confusion. After
some consideration we have decided to use the same definition in
this paper as was adopted in the Policy Review of Children and
Young People,13 which was carried out jointly by the Treasury and
the then Department for Education and Skills to inform the
Government's 2007 Spending Review: Early intervention means
intervening as soon as possible to tackle problems that have already
emerged for children and young people.

So, when early intervention is understood in this way, it means that it
targets specific children who have an identified need for additional
support once their problems have already begun to develop but
before they become serious. It aims to stop those problems from
becoming entrenched and thus to prevent children and young people
from experiencing unnecessarily enduring or serious symptoms.
Typically it achieves this by promoting the strengths of children and
families and enhancing their ‘protective factors’, and in some cases
by providing them with longer term support.

Prevention, protective factors and risk factors:

Protective factors increase the chances of positive life outcomes,
which in turn can boost resilience. A review carried out for the 2007
Spending Review concluded that high attainment, good social and
emotional skills, and positive parenting were three particularly
important protective factors and that they could be mutually
reinforcing. Good parenting and good social and emotional skills, for
example, both contribute to high attainment.

Early intervention and prevention often overlap in practice. Many
services and programmes include elements of both, including
maternity services, the Healthy Child Programme and the Family
Nurse Partnership.

As with early intervention there is no single agreed definition of
prevention, but in this paper it is understood as meaning the process
of boosting children’s resilience and protecting them from potential

5
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poor outcomes. The success of a preventive strategy is evidenced by
a reduction in the incidence and prevalence of a specific problem
within a specific group.

Risk factors are often talked about alongside protective factors. They
are factors in the environment or that are specific to an individual
which predispose some children to, or are associated with, particular
physical, social or psychological problems. These risk factors can be
eliminated or reduced in terms of their potential impact by prevention
and early intervention. '
Children’s risk factors can be identified from early pregnancy and
through childhood and include living in poverty; growing up in a
disadvantaged neighbourhood; experiencing problems in school;
parental conflict; poor parenting; parental and/or child substance
misuse; anti-social behaviour; domestic violence; and low levels and
poor quality of formal and informal support.15 Risk factors tend to
compound each other — the more risks to which a child is exposed
the more likely they are to suffer poor outcomes.

It is important to recognise that risk factors don’t automatically
translate into the situation that a child actually experiences. This is
because their influence on the child is mediated by many other
factors, particularly by their family. This is highlighted in the chart
below, which shows how wider social forces flow through the family
to impact on the child. Parents and other care-givers work to nurture
and protect children within wider somal forces, but these wider factors
also permeate their lives.

Distal family Key features Proximal " Qutcome
factors of the family family Child developrent
« Eamily stricture . » Parental ’ processes .
» wFamilysize Sog o Parenting quality
o Age of mather % Munik ivealin » Homelearning
i aeh wellbeirig
shcomeand B atcal heall o Role models and
poverty e meEntoning
« Occupaton » Family relations
» Employment/

» Working hours
» Education s

» Housing
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° Summary

Sometimes the term ‘early intervention’ is applied to all activities that target
children for help when they are very young. When used in this way ‘early’
refers more to the age of the child than to the stage in the development of
their problems.

Longitudinal research17 has found that some indicators of poor outcomes
are identified for the first time in children only between the ages of 5 and 16.
It is also the case that a 14 year old who begins to develop mental health
problems has as much to gain from early intervention — as they would
perceive it — as a 2 year old who starts to display signs of communication
difficulties. In each case the task for professionals is to spot and respond to
problems when they first appear, and that needs to happen with difficulties
that emerge during adolescence and beyond.

It follows that early intervention can help children from pregnancy to 18, not
only when they are very young. This needs to be factored into the planning
and delivery of services, and into staff training.

In recent years growing interest in the potential benefits of early intervention
has been accompanied by greater awareness of the importance of
supporting children in their early years, starting during pregnancy. Over the
last ten years in particular, compelling research has demonstrated that what
happens to children when they are very young is a crucial influence on their
well-being and achievement through childhood and into adulthood.

The Marmot review on health inequalities recommended giving priority to
pre- and post-natal interventions to reduce adverse outcomes of pregnancy
and infancy. It pointed to the strong evidence that early intervention through
intensive home visiting programmes during and after pregnancy can be
effective in improving the health, well being and selfsufficiency of low-
income, young first-time parents and their children. Ensuring that parents
have access to support during pregnancy is particularly important and such
family support needs to start prenatally to improve the health and well-being
of mothers.18 There is a strong association between the health of mothers
and their socio-economic circumstances. This means that for good infant
and maternal health and for tackling health inequalities in different groups
and areas, early intervention before birth is as critical as giving ongoing
support during their child’s early years. Early interventions that begin in
pregnancy and the first two years of life are likely to produce the greatest
benefits.

This is why the Healthy Child Programme starts in pregnancy and continues
until adulthood, recognising that lifestyles, habits and relationships
established during childhood, adolescence and young adulthood influence a
person’s health throughout their life.
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It is important to stress that these things are not pre-determined, that
children move in and out of risk as they grow up and that children with
difficult early experiences quite often overcome them and go on to do well.
Nonetheless, the evidence is that children who get off to a flying start are
well set up for, if not guaranteed, future success. This is, of course, the
rationale behind Sure Start and the Healthy Child Programme.

Therefore, while early intervention has great potential to help children and
young people right across the age range, early intervention with young
children and — inevitably because of their dependence — their parents, has a
particularly important part to play.

There are a number of reasons why early intervention with very young
children makes sense:

s Some problems emerge in children when they are very young and the
sooner they receive help, the less the damage to their development. ,
¢ Neuroscience is showing that the healthy growth of very young children’s
brains can be impaired by poor early life experiences. In that early period,
interactions and experiences determine whether a child’s developing brain
architecture provides a strong or a weak foundation for their future health
wellbeing and development.

e Research suggests that if a problem is identified early on in a child’s hfe
and effective help is given, this can have a positive ‘multiplier effect’ as the
child grows up, so that the eventual benefit is disproportionately great
compared either to the original problem that was spotted and successfully
treated, or to the scale of the help given.

. Revision

POINTS FOR DISCUSSIONS / CLARIFICATION
After going through the unit you may like to have further discussion on some
points and clarification. Note down those points:-

Points for Discussion
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° Introduction:

Many children with a disability can benefit from some type of early
intervention (or therapy). For example:

. Occupational therapy can help with fine motor skills, play and
self-help skills like dressing and toileting.

. Physiotherapy can help with motor skills like balance, sitting,
crawling and walking.

e Speech therapy can help with speech, language, eating and
drinking skills.

You can get these therapies through community health centres, hospitals,
specialist disability services or early intervention services. Your GP,
paediatrician or other parents can also tell you about private therapists.

Early intervention often combines specialist support and therapies. You
might end up using some government-funded services as well as

community service organisations and private therapists.
|

There are also early intervention therapies that provide specialised support
for specific disabilities like autism spectrum disorder,cerebral palsy, hearing
impairment and vision impairment.

|
Some families also look into alternative therapies. You should research |

these carefully to find out what the research says about the therapy and the
time and costs involved.

. Objectives
All therapies and services for children with disability should be family
focused, well structured and evidence-based.

An intervention that's evidence-based has been tested to check it does whr!:nt

it claims to do when real people use the intervention.
\

Here'’s a list of characteristics to look for when you're choosing an early
intervention. The more of these characteristics you find in a service, the
better — but not all interventions will do all these things.

12



M.P BHOJ (OPEN JUNIVERSITY

P T T e e e e T e e T e e e e e e e T
T

|

Family centred

This means that the intervention:

|
. includes you and other family members so you can work

alongside the professionals and learn how to help your child

. is flexible — it can be offered in your home as well as in other
settings such as kindergartens and early intervention centres

e provides your family with support and guidance.

Developmentally appropriate
This means that the intervention:

. is specially designed for children with disability

. has staff who are specially trained in the intervention and
services they provide

. develops an individual plan for your child and reviews the plan
regularly

. tracks your child’s progress with regular assessments.

Child focused
This means the intervention:

o focuses on developing specific skills

. includes strategies to help your child learn new skills and use
them in different settings

. prepares and supports your child for the move to school

« finds ways of getting your child with disability together with
typically developing children (ideally of the same age).

Supportive and structured
This means the intervention:

o  provides a supportive learning environment — your child feels
comfortable and supported

e is highly structured, well organised, regular and predictable.

° Definitions
Intensive early intervention for children with disability is the most
effective kind of intervention. It's not just about the number of hours,
though — it’s also about the quality of those hours and how the
therapy engages your child.

13
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Different children respond in different ways to interventions, so
no single program will suit all children and their families. Focus on
what you want for your child and your family. Learn all you can about
the available options. How will they help your child? What will they
cost in dollars and time? What funding is available to help cover
these costs?

There are good services that aren’t funded or listed by government —
for example, some home-based programs. These are usually funded
by fees and fundraising. This doesn’t mean they should be avoided,
but the costs can be a strain for some families.

A good intervention involves regular assessment to ensure that
your child is making progress. The gains might be small at first, but it
all adds up. If you think your child isn’t making progress, you might
need to change or stop the intervention.

. Summary
Early intervention means doing things as early as possible to work on
your child’s developmental, health and support needs.

Early intervention services give specialised support to children and
families in the early years (from birth to school entry). This support
might include special education, therapy, counselling, service
planning and help getting universal services like kindergarten and
child care.

You can use early intervention services as well as services available
to all children, such as child and family health services, ‘
kindergartens, community health centres, regional parenting servxces
child care services, play groups and occasional care.

Therapies and services

Early intervention for children with a disability is made up of therapies and
services.

Therapies — or interventions — are the programs or sessions aimed at
promoting your child’s development.

Services are the places and organisations that offer these therapies. A
service might provide one therapy or several types.

14



M.P BHOJ (OPEN JUNIVERSITY

Your child can get early intervention therapies and services in many ways,
including at home, home via video conferencing, child care and kindergarten
or in a specialist setting. -

Why diagnosis is important
Early intervention works best when it's targeted at your child’s individual

%1eeds. For this to happen, you need a diagnosis, which says what disability
your child has.

Once you have a diagnosis, your child’s specialist or health provider

can suggest which early intervention therapy or service might be best for
your child. Depending on the needs of your child and family, early
intervention might involve a therapist working with your child one on one, a
therapist working together with you and your child, or a therapist working in
a group session with other children.

If you don’t have a diagnosis, or can’t get one, that’s still OK.
A paediatrician might be able to say that your child is slow in reaching
developmental milestones in more than one area, such as speech or

mobility, because of developmental delay. Then you can work out which early
interventions will best target your child’s delays.

® Revision

Points for Discussion

15
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Points for Clarification
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o Introduction:

There are various approaches to supporting individuals in crisis, for
example, using non-counseling methods such as psychological first aid,
more technical models involving strategies for listening, assessing and
acting in crisis intervention, or activities related to responding to trauma. The
guidance in this section describes interventions that require specific skills,
development training and supervision. Information alone is not sufficient for
shelter staff to be able to apply these techniques, and individuals should not
conduct crisis intervention without proper training and supervision.

Effective crisis intervention must follow ethical principles which ensure that
survivors are not placed in further harm, their decisions and opinions are
respected throughout the process and the intervention upholds a rights-
based approach. This involves good communication skills, demonstrating
empathy, among other support provided by shelter workers.

Strategies for listening in person

Listening involves focusing, observing, understanding and responding with
empathy, genuineness, respect, acceptance, non-judgment and sensitivity.
A number of specific strategies can be used to promote effective listening
during crisis intervention. These include:

« Using open-ended questions - “what” or “how” questions. They are
used to encourage sharing of information from a woman or girl about
her feelings, thoughts and behaviours, and are particularly useful
when exploring problems during a crisis. Open-ended questions
encourage the woman to provide a greater depth of information
including what situations or events mean to her.

« Using close-ended questions that seek specific details and are
designed to encourage a woman or girl to share information about
behaviours (such as the abuser's specific actions or behavioural
coping strategies used by the woman), as well as “yes” or “no”
responses. Closed- ended questions usually begin with action words
such as "do", "does", "can", "have", "had", "will", "are", "is" and "was".
These questions can be used to gather specific information or to
understand the woman's willingness to commit to a particular action
(e.g. to complete a safety pian).

19
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Restating and clarifying what the woman has said can help the
shelter staff conducting the crisis intervention to clarify whether she
has an accurate understanding of what the woman intended to say,
feel, think and do. Restating can also be used to focus the discussion
on a particular topic, event or issue.

Owning feelings and using statements that start with “I” in crisis
intervention can help to provide direction by being clear about what
will occur (e.g. ‘I am going to explain the steps we will take today’),
what is being asked of the woman (e.g. ‘l would like to ask whether
you agree to the steps | have described’). Staff can be trained in
various skills for practicing “I’-statements in order to support clear
and effective communication with women in crisis. For example,
these statements can also help to acknowledge confusion or convey
understanding of what is being discussed (e.g. “| am not sure |
understand what happened when you left the house” or “| hear how
nervous you felt on the day you left home”).

Facilitative 'listenihg is a strategy which helps to build trust and
strengthen relationships with the woman. It involves focusing entirely
on the woman's experience by:

o Noticing the woman's verbal and nonverbal communication.
For example, "l noticed that when you talked about the time
you spent with your daughter, your eyes lit up and there was
excitement in your voice.”

o Noticing when she is ready to make emotional or physical
contact.

o Using non-verbal cues to show that you are listening (e.g. by
nodding the head, making eye contact, facing the woman).

Objectives

Assessment is an intentional practice that occurs throughout
the crisis intervention process, and involves seeking
information from a woman or girl (although practices for
engaging child survivors are distinct from those working with
adults), actively listening and interpreting what she shares in
order to understand her emotional state, level of emotional
mobility or immobility, options for action, coping mechanisms,
support systems and other resources. w

20
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Assessment allows staff to draw conclusions about the
woman’s situation and her responses to it, in order to plan and
offer ways to assist her.
it is also used to determine the level of risk and any specific
threat of self-harm or being killed by their abuser(s). -
During crisis intervention, shelter workers should seek to
understand the woman’s:
Emotional state. Emotional distress is often an initial sign that a
woman is experiencing a crisis, which may appear as though
she is emotionally "out of control” or severely withdrawn.
Shelter staff can be trained to help a woman to regain control
and emotional mobility by assisting her to express her specific
feelings using language that accurately reflects the emotion.
Behavioural functioning. Observing a woman's behaviour can
help to understand her ability to cope with the situation she is
experiencing. For example, noticing whether she is pacing the
floor, having difficulty breathing, or sitting calmly, and whether
she appears withdrawn or unresponsive. Shelter workers can be
trained to assist women to take positive actions that she can
able to complete in that moment. For example, asking her to
breathe slowly.
Cognitive state. Determining a woman's thinking patterns is
essential in assessing her current ability to cope with the
" situation she is experiencing. When listening to what a woman
is saying, staff can be trained to consider whether her verbal
communication is coherent and logical, and whether her words
make sense.
Acting in crisis intervention
Taking action in crisis intervention involves intentionally
responding to the assessment of the woman's situation and
needs in one of three ways: nondirective, collaborative, or
directive.
Nondirective counseling is preferable when a woman is able to
plan and implement actions on her own that she chooses to
take. In this case, the shelter worker's role is to assist the
woman in mobilizing her existing capacity to solve her own
problem. Comments that support a woman's self-determination
and action can be helpful in this situation, such as “What do you
want to have happen? Is there anyone that could support you
with this plan?”
Collaborative counseling involves working together with a
woman to evaluate the problem, identify options for addressing
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it, and taking actions toward a particular option. Collaborative
.counseling approaches are helpful when a woman is able to
participate in planning and taking action, but is not able to
complete the entire process on her own. For example: “You are
saying that you have decided to leave your partner, but you are
unsure of the legal options available. Let’'s explore together
where you could go for legal advice.” .
Directive counseling is necessary when a woman is assessed as
being immobilized by her experience to the extent that she is
unable to cope with the crisis. Shelter staff can be trained to use
directive counseling to take temporary control and
responsibility for the situation. For example: “What | want you to
do right now is breathe with me. That's good. Breathe in for a
count of 6 and out for a count of 6.” In these situations, shelter
workers may move back and forth between directive counseling
and collaborative counseling as the woman shows signs of
decreased anxiety and increased ability to participate in the
process.

it is particularly important for staff to have sufficient training in
in this area in order to ensure that directive counseling is used
only when necessary, and women are empowered as much as
possible within the counseling relationship (James, 2008 as
cited in Alberta Council of Women's Shelters, 2009).

Definitions

Six-step model :Front-line shelter staff will need to address the
level of distress and impairment of women in crisis by
responding in a logical and orderly manner. Training in the use
of a standardized model for intervening in crisis situations can
help the counselor to be aware of the elements of an effective
response to crisis, and to intervene in a way that appropriately
supports a woman through the crisis which assists her to
maintain ownership of the problem and be empowered toward
self-determination (Roberts, 2002 as cited in Alberta Council of
Women's Shelters, 2009).

A six-step model for crisis intervention is one framework that
shelters may implement to respond to crisis. The model focuses
on listening, interpreting and responding in a systematic
manner to assist a woman or girl return to her pre-crisis
psychological state to the extent possible. Emphasis is placed
on the importance of listening and assessment throughout each
step, with the first three steps focusing specifically on these
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activities rather than on taking action. At any point, emerging
safety considerations that present risk of the woman being hurt
or killed should be addressed immediately.
The model involves the following steps:
Defining the problem to understand the issue from the
[woman's] point of view. This requires using core listening skills
of empathy, genuineness and acceptance.
Ensuring [the woman's] safety. It is necessary to continually
keep [the woman's] safety at the forefront of all interventions.
This means constantly assessing the possibility of physical and
psychological danger to the [woman] as well as to others.
Assessing and ensuring safety are a continuous part of the
crisis intervention process.
Providing support, by communicating care for the [woman], and
giving emotional as well as instrumental and informational
supports.
Acting strategies are used in steps 4, 5, and 6. Ideally, these
steps are [implemented] in a collaborative manner, but if the
[woman] is unable to participate, it may be necessary to become
more directive in helping [her] mobilize her coping skills.
Listening skills are an important part of these steps, and the
counsellor will mainly function in nondirective, collaborative, or
directive ways, depending on the assessment of the woman.
Examining alternatives, which may be based on three possible
perspectives: a) supporting the [woman] to assess [her]
situational resources, or those people known to [her] in the
present or past who might care about what happens to [her]; b)
helping the [woman] identify coping mechanisms or actions,
behaviours, or environmental resources that she might use to
help her get through the present crisis; and c) assisting the
- [woman] to examine her thinking patterns and if possible, find
ways to reframe her situation in order to alter her view of the
problem, which can decrease her anxiety l