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INTRODUCTION

This paper, ‘A Healthy Start To Life’ has been written for the Child Health Council of South Australia. Members of the Council identified a recent change in and confusion about the use of the words Early Intervention, and increasing interest in concepts of early interventions and early support for families. 

To a large degree Early Intervention in South Australia has until recently referred to a program or programs which provide support to young children with a disability (usually a developmental disability) and their families. In the international literature (see Meisels and Shonkoff, 1990), Early Intervention has referred to interdisciplinary interventions for young children with disabilities or specific vulnerabilities, such as poverty and chaotic or abusive parenting. 

However recently the words Early Intervention or very similar words (intervening early, early support for families, Sure Start, a healthy start for life) have been used in several broader contexts such as interventions outside of the early childhood years, for example:

· prevention of crime (eg the Developmental Crime Prevention Consortium’s report ‘Pathways to prevention: developmental and early intervention approaches to crime in Australia’), 

· the prevention or reduction of mental health problems for young people (Australian Early Intervention Network for Mental Health in Young People (Auseinet)), 

and interventions for children and families who do not have identified ‘problems’ 

· the ‘Stronger Families and Communities Strategy- prevention and early intervention measures for Australian families and communities’ from the Australian Department of Family and Community Services (April 2000) 

· and ‘Family Futures: The Case for National Early Assistance Services for Families’ released by the ALP May 2000.

A recent report from Ontario, Canada called the ‘Early Years Study: Reversing The Real Brain Drain’ (McCain and Mustard, 1999) identified new understandings of brain development and ‘the need to take steps to provide better circumstances in and outside the home for early child development’ (page 1). This report, written for the Government of Ontario has been enthusiastically received not only within Canada, but also within Australia. It was one of the triggers for the development of NIFTeY (National Investment for the Early Years), a group of academics and services providers with a special interest in the needs of young children and their families, who are lobbying for increased support and early intervention for children and families.

A Healthy Start To Life explores recent changes and variations in the use of the concept of Early Intervention, the increasing body of evidence supporting the need for and the value of intervening early. It identifies key factors for success of intervention, and some of the actions being taken internationally, nationally and within South Australia. There is to be considerable variation in the definitions of what Early Intervention means. However the major theme appears to be 

doing something differently in the early years of a child’s life to prevent or reduce the impact on children of developmental, social, economic and environmental inequities, universally (for all children in a specified ‘community’) or for individual children and families identified as being of high risk. 

Statistics used to monitor health show that Australia is one of the healthiest countries in the world, and most Australians are becoming even healthier. This is shown by declining age specific death rates, increasing life expectancy, a low rate of life-threatening infectious disease and, for most people, ready access to health care when needed. But there is still room for improvement; good health is not enjoyed by all, and the health of Aboriginal and Torres Strait Islander peoples is poor by any standard, (‘Australia’s Health’ 1998). 

The view of ‘health’ as being a measurable set of statistics is a limited view of health. “Good health not only implies biological integrity, but also the harmonious interaction of an individual and his environment” (Vimpani and Parry, 1989). Whilst the statistics measuring children’s health and wellbeing may have improved, there seems little evidence that overall the needs of children for healthy development are being met adequately. 
WHAT HAS EARLY INTERVENTION BEEN ABOUT?

Up until the mid 1990’s most child health literature which used the words Early Intervention (with capital letters) was referring to work done to support the development of young children with a disability or children who were perceived as vulnerable, often due to ‘inadequate’ parenting or to deprivation. 

History of Early Intervention

In the book “Handbook of Early Childhood Intervention”, (Meisels SJ and Shonkoff JP, 1990) it is suggested that the overall framework of early childhood intervention evolved from multiple perspectives including

· Early childhood education

· Maternal and child health services

· Special education

· Child development research.

They state that the intellectual roots of early childhood education are usually traced to the relatively recent (1600’s onwards) recognition of childhood as a unique period in life, which needed to be supported in ways different to the needs of adults. 

Important initiatives included kindergarten classes which were established in the early 1800s based on a belief in the importance of learning through supervised play, and nursery schools. Maternal and child health services were developed initially in France towards the end of the 1800s to address the high mortality among young children through education of their mothers. Special educational programs for people with mental retardation are reported to have been initiated during the early 1800s in Europe. 

Philosophies of Early Intervention.

Among the themes that persisted through the early years of early childhood intervention were 

· a belief in the responsibility of society to provide care and protection for young children 

· a commitment to the special needs of children who are particularly vulnerable as a result of a chronic disabling condition or as a consequence of growing up under conditions of poverty, 

· a sense that prevention is better than treatment and that earlier intervention is better that later remediation. 

· and a belief that early relationships are important. (Meisels and Shonkoff, 1990, page 15)

There was a recognition that outcomes for children (particularly with developmental disabilities) and their families were improved if 

· a range of services were provided early in the child’s life, 

· many disciplines worked together in coordinated ways 

· the needs of infants were appreciated and understood within the family context, 

· and that in turn families were seen as dynamic units embedded within a larger social context.

The impacts of Early Intervention 

Meisels and Shonkoff (1990) reported that despite its intrinsic appeal, the field of early childhood intervention has not been embraced uniformly or supported consistently. “The field of early childhood intervention is a model of remarkable accomplishment and unfulfilled opportunity” Meisels and Shonkoff, (1990, page 3).

Ongoing difficulties have included:

· Conflicts over delineation of goals and objectives, program models and methods, selection of service providers and recipients.

· Insecure funding. In times of financial restrictions, many services went back to ‘core business’ and services to people who had the potential to develop disabilities were often dropped because of the need to provide for those who had identified problems already. There was competition about whose budget should fund the programs and a lack of ‘ownership’. 

· Multidisciplinary collaboration. While the concept of working cooperatively between professional groups and across agencies ‘makes good sense’, it has often been more difficult than expected.

· Evaluation of programs or activities was very difficult, due in part to small numbers and problems with inadequate outcome measures and with evaluation tools.
Early Intervention Programs in South Australia

Despite the difficulties, many processes and programs have been put in place to support families and children with developmental disabilities in South Australia. An Early Intervention coordinator program linking children and their families to community and professional resources has been in place for many years and has recently obtained a commitment to ongoing funding. The Department of Education Training and Employment has programs for support such as the Child Care Access and Support team (supporting child care providers who care for children with developmental and/or behavioural problems), and there are Learning Through Play groups for young children with developmental difficulties. Many Community Health Centres have early intervention programs. 

Intellectual Disabilities Services Council (IDSC) programs and option coordinators and the Early Child Development Units are some of the strategies being used to provide support in the early years of life. The Parenting Network has been established as a project, providing support to very high needs families in one council area (see later in the report). There are many other activities such as antenatal and neonatal screening, child accident prevention projects, child health surveillance, Child and Youth Health Parent Helpline and the Australian Early Intervention Network for Mental Health in Young People (Auseinet). 

However, some services that were highly regarded by families and professionals have been closed, and others have been started as projects or new initiatives, but funding has not continued. It has been difficult moving from a ‘project’ to having ongoing funding in many areas.

Is the new Early Intervention different?

As will be seen later in this discussion document, much of the information and frameworks for more recent thinking about intervening early have the same themes and understandings as those written about for many decades in the early intervention, health promotion and community development literature.

The differences to be explored in this document appear to be 

· An expansion of thinking beyond child disability and beyond the arena generally considered as ‘health’

· the accumulation of a great deal of ‘evidence’ supporting both the need to intervene early and the effectiveness of some early intervention strategies. 

· an extension of thinking about intervening both earlier in a child’s life (including prior to conception and during pre-natal life), and later, including adolescence and young adulthood, 

· changes in the political and economic context. 

What about health promotion?

There could be some fully justifiable argument that the ‘new’ Early Intervention is just a new name for Health Promotion. It will become evident that much of what is being discussed within the framework of intervening early has at other times been the subject of discourses about health promotion. 

Broad understandings about the nature of ‘health’ as being more than the absence of illness, awareness of the importance of context on health of individuals and populations, the need for interventions outside the health sector for improvements in health and wellbeing, and the potential value of intervening early in the development of a disease have all been major themes within theory underpinning health promotion.  

However the term Health Promotion is little used within the new literature about intervening early. It may be that, despite the complex understandings about health, wellbeing and prevention of illness that have been developed within the framework of health promotion, much of the intervention that has been done under the banner of health promotion has been, or at least been seen to be, aimed at individual behaviour change. 

Also in the new discussions about intervening early, the gains desired include gains in wellbeing such as educational gains, decreases in crime and decreases in social welfare dependence which have not traditionally been seen as part of the business of health systems. The words Health Promotion could be seen as limiting the ambit of interventions. It may be that political and economic conditions provide opportunities for new approaches, which allow renewed claims on resources to go on making a difference. 

DEFINITIONS OF EARLY INTERVENTION

In the recent literature of intervening early, there appears to be considerable variation in the meanings (definitions) of what ‘Early Intervention’ means. However the major themes appear to be:

· doing something differently in the early years of a child’s life 

· to prevent or reduce the impact on children of developmental, social, economic and environmental inequities, 

· universally (for all children in a specified ‘community’) 

· or for individual children and families identified as being of ‘high risk’. 

Some authors have used definitions of Early Intervention which are based on a developmental approach which specifically looks at the early years of life  including infancy, pre-school and early school years. Others focus more on the early years of a disease, disability or impairment, eg intervening early with children who have ADHD.

In the ‘Review of the Early Childhood Literature’ prepared for the Department of Family and Community Services, February 2000, the following definitions were used. 

Early Intervention was ‘activities implemented to avoid progression or persistence of problems soon after they have arisen.’ 

Intervention was defined as an activity implemented by a professional (or other person outside of the family) intended to deal with a problem affecting health or development (ie problem based definition).

In contrast, Early Intervention, for the purposes of the development of guidelines re Attention Deficit Hyperactivity Disorder was defined as interventions directed to infants, toddlers, preschool or kindergarten children (ie a timing approach) (Hazell, 2000).

In the ‘National Stocktake of Early Intervention Programs’ designed to identify interventions that enhance the mental health of young people (Davis et al 1998), the researchers found that definitional confusion abounds in relation to the concept of early intervention, for example: 

(1) Early intervention can be defined as some form of helpful input shortly after a need has arisen. Its aims are to reduce distress, shorten the episode of care, minimise the intervention required and to reduce costs. Beyond this, there are the issues of minimising dependency and enhancing hope.  

(2) Early intervention is an alternative to the traditional approach of offering interventions to individuals with established emotional disorders. That is, early intervention refers to the process of offering interventions to all individuals or to individuals who have been identified as showing minor signs of a problem or individuals who are known to be at risk of developing a disorder. Early intervention programs aim to prevent the development of a full-blown disorder by increasing the individual's resilience and positive coping skills. 
(3) Early intervention is a term now used broadly to refer to a wide range of experiences and supports provided to children, parents and families during the pregnancy, infancy, and/or early childhood periods of development,

(4) Early intervention is defined as the early identification of cases of psychological disturbance and/or mental disorders followed by timely, effective and appropriate treatment (secondary prevention) aimed at preventing and diminishing disability.  

Recurring themes

Because the words are being used in several different ways, it does not appear that developing a definition of Early Intervention will sort out this confusion of meanings. However recurring features of Early Intervention can be identified. These include:

· early referring to early in life, including in utero, 

· early in development of a ‘problem’, 

· early after detection of the ‘problem’. 

Also use of the term occurs more when support for the child and the family, changes in the environment, especially social environment, and education are the type of interventions recommended rather than ‘treatment’.

Requirements for Early Intervention

For an Early Intervention activity, there are several strands of knowledge, evidence and opportunity required:

· An understanding of causation which indicates some changeable factors in a chain of event,

· Knowledge about how an intervention could make a difference, the ‘science’ of the intervention),

· Some successful interventions to demonstrate that intervening early can be done and that guide other interventions, 

· A social-economic-political environment such that the model makes sense (political rhetoric, economics, values of the community and of professionals).

· Crusaders/leaders- spokes-people (passionate-well informed).

· ‘Authority’ such as information provided by respected academics (such as Professor Bruce Perry and Professor Sir Michael Marmot), and emanating from reputable bodies such as the RAND corporation and the Canadian Institute for Advanced Research. 

WHAT APPEARS TO BE DRIVING THE ‘NEW’ CONCEPTS OF INTERVENING EARLY FORWARD?

“What we do in early life lays the foundation for all the rest.

The concept of support for infants and young children would seem, at first glance, to generate little controversy. One would think that a child with a disability, or one whose early life experiences are dominated by the material deprivations of poverty, or by the caregiving of a disorganised, isolated or abusive parent, would be the uncontested beneficiary of adequately funded public services. Indeed many have proposed that the allocation of resources for this most vulnerable and most disenfranchised group within our population should be based on its moral imperative alone.” (Meisels and Shonkoff 1990, p 3).

People have always known that early childhood experiences set the course for future wellbeing. Indeed the public health movement originated 150 years ago to protect and promote the health of children. There have been times when the focus on children has been effective eg the development of infant welfare, nutrition, antenatal care, paediatric surveillance, immunisation, health education and school health services. Yet over the last few decades, in many countries, health policy and certainly expenditure on health care has focused more on the end of life than on the beginning. 

There is a new interest in the early years of life internationally. Catford (2000) states that 

‘this reflects both an expanding evidence base as well as a broader field of concern from other sectors. An increasing number of international studies have found that poor social and economic circumstances now present the greatest threat to children’s growth and development, (and that) the foundations of adult health and wellbeing are laid in perinatal and early childhood. As well as physical health effects, there is increasing recognition of the impact of early childhood experiences on mental health, cognitive development and social, addictive and criminal behaviour. This has brought new constituencies to the table, including mental health, drug and alcohol services, child care, education, employers, police, prisons and correctional services.’

Despite the appeal of intervening early to prevent negative outcomes, most resources within the health sector continue to be spent on treatment of disease or management of disability and many interventions known to effectively promote the wellbeing of children and young people are not put in place. 

There is however a new enthusiasm for intervening early and providing early support to families with young children. In Australia, the Federal Government through the Department of Family and Community Services, has made a commitment to fund the ‘Stronger Families and Communities Strategy- prevention and early intervention measures for Australian families and communities’. In the United Kingdom the Blair Labour Party has funded new early childhood programs in disadvantaged areas (‘Sure Start’). Similar programs have been implemented in Canada, USA and New Zealand.

There have been several changes and developments which appear to be driving the new emphasis on intervening early. These include:

· New information about contributors to health and wellbeing outcomes,

· Development of ‘models’ which ‘explain’ and ‘display’ the many factors influencing health and wellbeing outcomes in ways that can be comprehended (simplifying the enormous number of factors and the interconnections), 

· Development of ‘pathway’ models which facilitate understanding about the importance of the timing of interventions,

· Publication of this information in effective and accessible ways,

· Population studies which show that the international findings are also applicable in Australia, 

· Evaluation of interventions within several sectors including health, education, welfare and corrections including longer term outcome studies and use of new tools for analysis.

· A changing economic environment, where policy makers increasingly want to be seen to be using public finances appropriately, including providing support to demonstrably needy groups. 

There is also increasing evidence that many of the most successful public health and health promotion interventions have been more beneficial for those in high socio-economic status groups than for those in middle and lower SES groups, and therefore there is a need to do things differently. (Oldenburg et al, 2000)

.
NEW INFORMATION ABOUT CONTRIBUTORS TO HEALTH AND WELLBEING OUTCOMES.

A very large amount of information has been published in the past 30 years which clarifies factors which influence health and wellbeing. Recent influential publications which have pulled together some of the vast amount of data linking biological, social, environmental, etc factors to health and wellbeing outcomes include:

·  ‘Early Years Study report: Reversing the real brain drain’ (McCain and Mustard 1999).

·  ‘Developmental health and the wealth of nations: Social, biological and educational dynamics’ (Keating DP, Hertzman C (Eds) 1999)

·  ‘Pathways to prevention: developmental and early intervention approaches to crime in Australia’ (Developmental Crime Prevention Consortium 1999) 

· ‘A review of the early childhood literature’ (Centre for Community Child Health, Victoria, 2000). 

· ‘Independent Inquiry into Inequalities in Health Report’ (‘The Acheson Report’, Acheson et al 1998)

Also very recently (July 2000) a major conference and workshops were held in Canberra, ‘Health Inequalities Research Collaboration’, which identified even more of the available data about links between inequalities and health outcomes in Australia.

Each of these books, reports, conference presentations and discussions provide a very large amount of information, and they cannot be summarised within a paper such as this, however some glimpses of the type of data now available is provided below. While there is a lot of data available, there is also, as will be discussed later, many gaps in this knowledge, especially about what could ‘work’ in Australia. 

It is important however, that it is recognised that much of the information presented in each of these works, and in the source journals, reports, books etc is not new information, but it has now been published or promoted in ways that have made a greater impact than in previous decades. 
Brain development.

It has been known for millenia that early life experiences, particularly relationships with primary carer givers, shape a child’s development and relationships later in life. What is ‘new’ is that new research tools have been used, including tools which demonstrate the impact of early life experiences on ‘neuro-archeology’ of the brain, and these confirm that at the cellular level there can be an impact of the environment on brain development (eg Perry 2000).

Brain development responds to environmental cues to ‘decide’ how to develop. Disruptions or insults have different effects at different ages. There are some developmental ‘hot zones’. Severe neglect in the early months can lead to fewer connections being made. With chaotic neglectful environment, neuronal connections may not be well organised. Some potential will have been lost, such that there will be fewer options for the child to manage relationships and learning. 

It has also been shown that prevention works. Early high quality child care for children who are experiencing chaotic, neglectful or abusive parenting can both protect children and foster their development. School age may be too late, and for adolescents with disorganised behaviour, it may no longer be possible to make a significant impact on their behaviour and their ability to form meaningful relationships.

One example of the effects of neglect and abuse is the findings of an Australian research team which found that cognitive development in very small, vulnerable, preterm infants,less than 1000 grams at birth, was strongly related to parental factors such as maternal education and marital status. The strongest influence on cognitive development was whether the child was notified to a support agency because of neglect (Strathearn et al 2000). 

Infancy, attachment and post natal depression: 

There has been an explosion of research about infancy since the 1970s. One of the most striking findings to emerge is the degree of infant sensitivity to the quality of interpersonal communication. This has raised questions and promoted research about the impact on the infant of prolonged disturbances in caregiving, such as the impact of post-partum depression, parenting styles and neglect, and also the importance of a significant well functioning adult in a child’s life (Murray and Cooper 1997).

Until very recently the impact of postnatal depression on infant development has often not been considered legitimate ‘business’ of child health organisations despite the literature showing the links to child development and that the incidence of mental health problems in adolescence and young adulthood is linked to depression in the mother. Even now, where extra support may be given to ‘new mothers’, support may not be available for mothers with their second or later child where ‘low level’ depression may become obvious when chronic tiredness and difficulty managing with two or more children precipitate clinical depression.  

In a community where depression is one of the most ‘costly’ health problems, and where it is likely to be an increasing burden on the community, a greater focus on experiences of parents and children will be needed.

Resilience and vulnerability

Many children are exposed to significant developmental risks, but not all have negative outcomes. For example many vulnerable infants manage to overcome the odds, and grow up to manage school work well, and have supportive home and social lives, develop realistic goals, and are competent, confident and caring persons. In the paper prepared for the (Australian) Department of Family and Community Services, called ‘A review of the early childhood literature’ (2000), a number of longitudinal studies were reviewed in order to identify early childhood risk and protective factors. 

Important risk factors include perinatal stress, difficult temperament, poor attachment, harsh parenting, abuse or neglect, parental mental illness or substance abuse, family disharmony, conflict or violence, low socio-economic status and poor links to the community. 

Important protective factors include easy temperament, at least average intelligence, secure attachment to family, family harmony, supportive relationships with other adults and community involvement.

The review explores the complex relationship between these risk and protective factors, their variation during different life stages and pathways through childhood with which they may be associated. It notes that while adverse outcomes are associated with these risk factors, some children exhibit resilience and do not experience adverse outcomes. While interventions to ‘build’ resilience would appear to be potentially appropriate for Early Intervention, the concept was not found in most of the literature reviewed.
Social capital and child welfare.

The social capital of communities, which consists of the cultural resources and interpersonal relationships, is also eroded by inequality and social exclusion. Children’s welfare and family functioning are crucially dependent on the social support available within local communities. Building social capital is claimed to be a more effective way of promoting children’s welfare than is the present emphasis on formal child protection and family support services. (Jack and Jordan 1999)

Health Inequalities and the impact on health and wellbeing.

Inequalities in health are on the public health agenda worldwide. Poverty is a very significant risk factor in the health of individuals and communities, but also within a population relative socio-economic status (measured in many different ways) has been shown to have a clear gradient effect on health status of groups within that population. These links between health inequalities and health status have been shown in many populations (including in Australia) and for many different health outcomes (including for example cardiovascular disease, cancer and pregnancy outcomes).

A seminal report which identified much of the research linking health inequalities and health has been the ‘Acheson report, (1998) which was prepared for the British government. It showed that, although the health of the population has improved over the past 20 years, the health gap between the ‘better off’ and the ‘worse off’ has increased (Marmot 2000). As well, the health status of each socio-economic group in Britain is affected by the relative ‘social class’ of that group. The health of the best off group (social class 1), is not only better than the health of people within social class 5, but also significantly better than that of the population within social class 2. A similar gradient is evident between each of the social class groups.

Studies including those done for the World Health organisation (as reported by Marmot), show that these links between social class, access to resources and health status are not simple. In countries where the gap between the most well off in that population and the least well off is large (such as in USA and Britain) the health status of each group in that country also shows a large gradient. In countries where the gap between the ‘rich’ and ‘poor’ is smaller, such as in some Scandinavian countries the health gradients are also smaller, and indeed the health status of the ‘poorest’ group in countries where the socio-economic gradients are small, can be better that that of the ‘highest’ group in ‘wealthy’ countries where the gradients are large.

That this gradient is not solely due to poverty has also been demonstrated. In  Costa Rica, where the average per capita income is low, but the socio-economic gradient is small and there are effective and supportive social networks, education and health systems, population health (as measured for example by average life expectancy) is close to or even better than that of many far ‘wealthier’ countries (about 75 years for males). In Russia, where the average per capita income is similar to Costa Rica, the average life expectancy for males is now down to 45 years! 

In the Acheson Report and at the Health Inequalities Research Collaboration conference Canberra 2000), many aspects of the ways inequalities impact on health have been identified, even down to the molecular level (eg the way hormones produced by ‘stress’ and ‘distress’ impact on blood pressure. Control over one’s life, both at work and at home has been shown to be a particularly important factor in health outcomes (and this is also related to social status). It has been known for a very long time that people with less access to the resources of a community (including having access only to poorer educational experiences and less access to meaningful work) have poorer health and wellbeing outcomes. 

However in the Acheson report it is clearly shown that providing extra resources to the most deprived groups in a society will not have a great impact on the health of the whole community. Health inequality is an important unsolved problem. To improve the health of an entire population without addressing issues of gradients of inequalities is extraordinarily difficult.

Health inequalities in Australia.

Population studies within Australia have shown that while generally the health of Australians is good and indeed is improving even further, the health of some in the population is getting worse, and the gradient from those best off to those worst off is becoming greater. 

Heath et al (2000) have demonstrated that the link between inequalities and health is valid in the Australian population and that the gaps are increasing. They report that there is clear evidence in Australia of an association at the small-area level between high premature death rates and socioeconomic disadvantage, both for deaths from all causes and from most selected causes. 

These associations are generally evident not only between the most advantaged (Quintile 1*) and disadvantaged (Quintile 5*) areas, but also at each of the intervening levels. *Socioeconomic disadvantage is measured by the Index of Relative Socio-Economic Disadvantage, Australian Bureau of Statistics, 1991 Census.
For males aged 15-64 years, the differential in death rates between Quintile 1 and Quintile 5 increased, from 1.53 times higher in the most disadvantaged areas in 1985-1989 to 1.76 times higher in 1992-1995. The increase for females was from 1.30 times higher in 1985-1989 to 1.40 times higher in 1992-1995. 

There are divergent views about the health and wellbeing of young people in Australia. One opinion is that young people have better health than their older counterparts, while another opinion is that this age group is particularly vulnerable to some of the ill-effects of modern society. The report ‘Australia’s young people: their health and wellbeing’ (Moon, 1999), presents information that young people in Australia are in good health, and it is getting better, but there are still some areas of concern, some groups are comparatively worse off, and there are differences between males and females.

The Acheson report, and other sources of information about addressing inequalities state that an assumption can be made that if the health of some parts of the community has improved, then the health of all sections of that community potentially is modifiable. However, while there is strong evidence that differences in health between population groups are primarily due to inherent features of society, this situation must not be used as an argument against providing universal access to high quality medical care. It is important to realise that social gradient is not fixed, as it varies across countries and within countries.
The following is a quote from the Overview section of a recent report Growing apart: a new look at poverty in Australia prepared by the Brotherhood of St Laurence in Australia (2000) which explores some of the different understandings about poverty in Australia:

‘Most people see a growing divide between the haves and have-nots in Australia. However, various constructs are attached to this divide. Many of the general public and Australia’s elites (the decision makers) see this increasing gap as inevitable given economic forces. Put differently, they accept that wealth is the inevitable consequence of opportunity, intelligence, talent, energy and good health. 

To many of this view, relative fairness is not an issue given that a social security safety net is in place, which is thought to ‘save’ people from extreme poverty. Indeed, they point out that the preservation of social consensus or unity requires that people believe that the have-nots are being cared for. To them, the measurement of poverty lines will always mean that a section of the community will be living below the line, wherever it is placed. This is not right or wrong, but merely a statistical phenomenon according to some.’ 

‘Fair’ is a really hard concept here. ‘Manageable’ is almost what we’re talking about—whether we can rub on together given the inequalities which I think are inevitable in a free market or a free society. 
Journalist

‘To many other Australians, however, and this includes both the general public and decision makers in our sample, the notion of fairness is not only seen as an ideal but also a reflection of the perceived historic egalitarian nature of our society. It is an aspect of Australian life that they want to see preserved.’ 

http://www.bsl.org.au/sar/sar104.htm 

Impact analyses.

Recent impact analyses of early interventions go beyond the arena traditionally seen as ‘health’. One major area that has been explored is the impact of antisocial and violent behaviour. In the book ‘Developmental Health and the Wealth of Nations’ (1999) one chapter by Richard Tremblay ‘When children’s social development fails’ explores some of the reasons that are thought to have led to increases in crime. 

These increases are having major economic impacts on communities in various ways including 

· the direct costs of the crime (loss of assets, damage repair), 

· costs of ‘punishment’, 

· costs that occur when a community is more fearful of crime (both financial (eg insurance, cost of bars on windows etc), and limitation of activities through fear (one cause of decreased physical activity in children is the unwillingness of parents to allow children out into the streets alone)). 

Some of the research addresses changes in adolescent behaviour, including social gradient effects and changes that may have occurred because of changes in the care of young children. The research that Tremblay reports clearly shows that as children get older they do not become less angry, but they learn ways of expressing their anger which are less violent (they learn self control). It is suggested that current parents are not setting limits for their children as strongly as did their parents (for many reasons, including perhaps beliefs that some limits had been too harsh) young children may not develop the skills of self control especially about how to be angry without hurting others. 

UNDERSTANDING INTER-RELATIONSHIPS BETWEEN RISK FACTORS AND OUTCOMES.

To be able to make decisions about what interventions can be made to try to change health outcomes, an acceptable ‘model’ of understanding how and when factors may impact on health, illness and other outcomes (such as educational outcomes and crime) is needed.

The modern world is increasingly confusing. When something goes wrong we usually try to find a reason. When we get a cold we blame a ‘virus’. When children misbehave we blame ‘television’ or their ‘family’. It is normal for humans to try to work out ‘what went wrong’ and to try to master their world. All societies try to stop bad things happening. What is considered ‘bad’ varies between societies, and within societies, and the ways that are used to prevent ‘bad things’ also varies between and within societies. Thinking about prevention therefore occurs at a deep level of the culture we live within.  

As we are increasingly able to control some of the causes of ‘bad’ outcomes through strategies such as the provision of clean water and adequate food supply and access to many curative medical treatments, it becomes increasingly challenging to work out meaningful ‘causes’ of other things which have not been controlled. (Freeman)

To take control of the huge amount of information available about risk factors that can impact on health and wellbeing, and to get some sense of where interventions might be made, it has been necessary to develop models or ‘maps’ of the knowledge. 

Our understanding of factors influencing health and wellbeing has come a long way from the simple, single cause and effect model. In the article by Turrell and Mathers (2000) a complex model was developed in an attempt to display many of the different things that can impact on the health or wellbeing of individuals.

See Model 1  (currently in separate document: model.doc)

Social determinates of health. The model links social structure to health and disease via material, psychosocial and behavioural pathways. Genetic, early life and cultural factors are further important influences on population health.

Such a map or model appears very complex, however it is still a vast over-simplification of the interactions between influences on health and wellbeing. In the Acheson Report, each of these factors is considered in some detail. A lot of information is available about how social structure, social and material environment and the work environment impact on health outcomes. In Keating and Hertzman’s book (1999), even more information is provided about the factors identified in this map, with a greater emphasis on early life experiences and relationships and genetic studies. An important omission (when considering Early Intervention) is that very important influences on adult life of the parenting and early life experiences. 

Developmental pathways models

Developmental approaches do not see life as marked by one steady march towards adulthood that is set early in life, or one steady line of change, either for the better or the worse. Instead what occurs is a series of phases and transitions. At transition points it is often possible to influence the pathway of a child, young person or adult with an intervention that might not be effective at a different point in that person’s life. Similarly, at transition points there is an increased sensitivity or vulnerability to negative life experiences.

What happens at a particular time depends not just on the current circumstances but also how earlier transitions have been coped with and the extent to which they have equipped the person with skills, energy and openness to advice or opportunity. If earlier situations have led to distrust, alienation or entrenched and unproductive strategies for dealing with difficulty, then it will be harder to intervene for change later. Past transitions may have established a pattern of cumulative risk factors or cumulative protection. 

The following section is a simplified example of the developmental pathway model of thinking. 

Prior to
Pre-natal
Birth

Early

School

conception




childhood
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1. Prior to conception, potential children will thrive more readily if the mother is healthy, well nourished, and has successfully managed education and connections to the community (such as through family, friendship networks and work).

2. While pregnant, the developing child will grow and develop more readily if the mother is healthy and well nourished, does not smoke, or take medication or drugs that may influence development. Interventions such as increasing folate levels, antenatal care and monitoring of the growth of the child can influence outcomes.

3. In the perinatal period an ‘easy’ delivery and a well supported and competent mother can lead to a well attached and thriving infant. Neonatal and infant immunisation reduce the risk of several significant infections.

4. In early childhood, participation in a well resourced and high quality preschool program can help the child to be ready to succeed at school. Health surveillance helps identify possible developmental delays. 

5. The child will thrive more easily at school if he or she has learnt some skills in self control of behaviour, and has parents who are supportive of the school and learning.

At each of these points, or ‘transitions’ it is easy to think of many factors that may influence either positively or negatively the child’s wellbeing, and to see how the effects may add together or accumulate.

Again, such a model is no more than a representation of possible pathways. It is a simplification which aims to make something very complex easier to understand.

The ‘Pathways to Prevention: developmental and early intervention approaches to crime in Australia’ report prepared for the Developmental Crime Prevention Consortium (1999) a developmental pathway approach was used for analysis and development of recommendations.

The authors of this report stated that there has been much persuasive international evidence over recent years that interventions early in life can have long term impacts on crime and other social problems. There is also research that indicates the cost effectiveness of early intervention strategies when compared to the long term costs of crime and the criminal justice response.  Little was known about Australian early intervention programs, their impact and whether they had crime prevention as a specific objective.

They did an international literature review, and collected detailed information about Australian programs and analysed these programs.

Key findings: The likelihood of an individual becoming involved in criminal activity and or substance abuse is influenced by the existence of risk and protective factors in their family, school and community environments. Risk factors include family violence and disharmony, poor supervision and monitoring of children, and social or cultural discrimination. Protective factors include social skills, a sense of belonging and a positive school environment.

· These factors can operate cumulatively 

· child abuse and neglect are of particular significance

· existing programs do not adequately address key risk factors occurring prenatally and peri-natally

· very few Early Intervention programs and services have crime prevention as an explicit objective

· there are key milestones on the path from birth to maturity. Early in life interventions are particular important, but so too are interventions at other crucial transition points in life. Problems arising during these critical periods are often neglected

· coordination of programs and service delivery needs  improvement.

One example given in ‘Pathways to Prevention’ is that crime occurrence has tended to fall as teenagers get older, probably due to forming new linkages including with work and new family formation. In Australia, teenage offending patterns are increasingly persisting into older age groups, especially older adolescents and young adults who do not have links to work, education or families.

How do we know that these models represent ‘the truth’? 

Well, in fact it is known that they don’t. They are extreme simplifications of ‘the truth’, but they represent a way of thinking about things which can be useful when trying to work out how something might be changed. They are not pictures of reality. Having complex understandings, which we need to be able to simplify for discussion, can help us show that simple cause and effect links are not good enough for working out how to intervene in effective ways (and why some things do not work). A model also can provide a defensible framework for allocation of scarce resources.

PUBLICATION OF THIS INFORMATION IN EFFECTIVE AND ACCESSIBLE WAYS

Effective publication

While it is true that the information about factors that influence health and wellbeing has been published for many years, much of this information has not been widely known outside of the professional arena.

Some reports published within the past 2 years have been very influential, and some people have been very effective advocates for ‘new’ knowledge. The ‘Early Years Study’ was greeted with great enthusiasm in Australia and this work, plus a visit to Australia by one of the co-chairs of the study group (Frazer Mustard), has stimulated much activity nationally such as the development of NIFTeY, and quite likely the political response including funding of early intervention activities such as the “Stronger Families and Communities Strategy’.

The Early Years Study has been criticised by academics as having been written in highly emotive language, being short on ‘hard data’, and being simplistic. The book by Keating and Hertzman ‘Developmental health and the wealth of nations: Social, biological and educational dynamics,’ (from the same Institute as the ‘Early Years Study’) is in contrast very ‘academically acceptable’, tightly written with extensive references. Instead of being critical of the style and content of the ‘Early Years Study’ it is probably much more important to work out why it has been so effective as a tool for change. It is certainly a much easier read than the companion book.

There have been some ‘side effects’ of having the information in a ‘lay person friendly’ style. The information has been picked up in Australia, the USA and other places, and used as a marketing tool for ‘products’ which are claimed to increase the likelihood that a child will reach its full potential, including for example a computer program for 8 month old babies, strong recommendations to teach a child a second language as an infant, and the suggestion that a parent will be negligent if the child does not have violin lessons before she is three. (These seem minor side effects of effective publication of information).

As well as writing style, the context of a piece of work helps determine whether it is effective. The ‘Black’ report into health commissioned by the Conservative government in the UK in the 1980s covered much of the same territory as the ‘Acheson’ report, but it was not released, and only became available when published independently. The latter appears to have been much more influential. One of the authors of the Acheson Report, Michael Marmot, stated that the report has very significant supporters within the Blair Labour government, who have been able to pick up some of the recommendations and put them into policy.

Accessible information

A major change has occurred in the last decade, particularly the last five years in the way information can be accessed. Much of the information used to prepare this report was accessed via the Internet. Reports and studies are increasingly available on the net for all who seek them. Government reports and actions in particular are available the day that they are released, as is, often, commentary on the reports. Many scientific journals publish on the Internet. 

This change in the way information can be accessed is also enabling clients to be far better informed and more able to negotiate for their needs.

EVALUATION OF INTERVENTIONS

Evaluation of outcomes

One of the difficulties experienced by providers of Early Intervention programs of all sorts has been the lack of data that convinces policy makers that the interventions have been effective for the child and the family, and that there has been a benefit to the community. Some of this difficulty has been due to small study numbers, difficulty identifying valid outcome measures, and problems identifying control groups. Many of the Early Intervention programs have had to undertake evaluation using short term outcome measures (to meet funder requirements), when the desired goals are very long term. Many activities had insufficient funds for any meaningful evaluation.

For some early interventions, data are being ‘rigorously’ evaluated within a ‘scientific research model’ where a double blind controlled trial is the ‘gold standard’ for credibility (see the evaluation strategies done in the development of clinical guidelines for intervening early and managing child and youth mental health problems). However it is difficult to quantify the increased confidence of a well supported mother for example. Instead markers such as child abuse reporting and time spent in school are used (easy to quantify and compare, but also influenced by many factors outside of any intervention). 

The RAND corporation in the USA (Karoly et al 1998) undertook a detailed study (Investing in our children: What we know and don’t know about the costs and benefits of early childhood interventions’ using methodologies not available to the original workers. They came to the conclusion that some Early Intervention programs can have savings to the community which are greater than the costs (to the community) of the programs. Although they state that it is still not clear what the particular features of successful program are and what benefits there are, they were able to identify some patterns.

Successful programs, in terms of leading to savings for the community, include ones that

· Are intensive (many contacts with clients)

· Have ‘expert’, well trained staff

· Have a combination of in home and centre based activities

· Provide support for parents (usually mothers) to meet their own needs, not only to ‘parent’ (for example, they may provide an opportunity for a mother to continue her education while her child is in high quality child care)

· Integrate with other services, including welfare services

· Have ‘high needs’ clients where the potential for improvement is greatest.

They also clearly demonstrated that while the costs occur early (during the time of access to the program), most of the benefits accrue later, often up to 15 or more years later, due to things such as shorter time on welfare benefits, less need for special education, and less crime committed by the children.

The effectiveness of some other early interventions such as immunisation and neonatal screening programs has not usually been considered within the domain of Early Intervention. However they quite clearly fit the paradigm of Early Intervention. It is easier to demonstrate that these have beneficial effects for the child and the community.

The type of evaluation used is critical. Evaluation that does not obtain the views of consumers of the services will miss the information about the need for quality in interactions between client and service providers. It is important to find how the values of the program fit with customers of the intervention. However this form of qualitative research is time-consuming. 

In a series of papers developed to address clinical approaches to Early Intervention in child and adolescent mental health, the reviewers proposed the use of NHMRC ‘Levels of evidence’ to determine effectiveness of interventions. However they reported that there has been little high quality evidence of effectiveness of different strategies. In the absence of high quality evidence they needed to rely for some studies on consultation with experts in the field. (Swanston, 2000)

Is cost-benefit evaluation a culturally dependent paradigm?

It appears that much of the new ‘science led’ discussion about the value of Early Intervention has been using the language of economists and epidemiologists, for whom ‘cost’ and ‘benefit’ are essential components of any analysis. It can be claimed that these terms, and the analysis frameworks are culturally based and may be more meaningful in a culture such as that of the USA, where government funded social support activities such as access to income safety nets, universal public health systems and free or lost cost education (including pre-school education) are not a ‘given’ in contrast to Australia. 

The concept of a Civilised Society which supports and values individuals not only for what they may produce for the society may be much more widely accepted within Australia than the USA, and communities and governments may be more accepting of provision of a service because it is important to the community. 

Similar to warnings that for example high risk groups in the USA are not equivalent to those in Australia, interventions that are valued in Australia may be quite different to those valued in the USA, and dramatic benefits for the same interventions may not occur because the interventions suggested are already in place in Australia.
CHANGING POLITICAL ENVIRONMENT

In several sources (including RAND, Keating and Hertzman), authors have stated that now is an opportune time to be seeking to influence policy makers towards early intervention. Modern medicine has made significant technological advances, but as a result it is also consuming resources at an alarming rate (Hassed, 2000). It is clear that demands on ‘health’ (illness management) budgets will continue to expand as more technologies and treatments become available, with (in developed countries) only a small increment in health outcomes for the community (although the experience of an illness for the patient may be ‘better’). 

In a climate where accountability to the community is highly valued, policy makers want to be seen to be using public finances appropriately, including providing support to demonstrably needy groups.

FEATURES OF EFFECTIVE EARLY INTERVENTION.

Allan and Potten (1999) in ‘Quality in the provision of family support services’ explored the key features of family support and the need for quality services. They reported that there is increasing attention being paid to quality. They identify that the single most important factor of a good quality service was the relationship between the individual worker and the service worker. ‘So often it was the style of the way services are delivered rather than the service itself which produces a quality service’. They also highlighted the need for coherent and consistent policies between income, employment, housing, education, transport, health, industry, community infra-structure planning and community service delivery.

FOR WHOM COULD EARLY INTERVENTION MAKE A DIFFERENCE?

There has been a lot of debate about the ‘target’ of an Early Intervention program. Marmot has indicated clearly that social gradient has a very significant effect on health outcomes, and many of the recommendations of the Acheson Report are ‘universal’ ones, fitting a model of needing to improve the health of people at all levels of society to improve the health of the society.

‘At risk’

However most undertakings which claim to be early interventions focus on smaller groups of people who have been identified as being ‘at risk’ for negative outcomes. Several reports cited earlier have indicated that an intervention can be shown to be most cost effective when used for clients of greatest risk.

Generally ‘risk’ has been determined by making assumptions about the factors that are thought to contribute to the development of a ‘problem’. If mothers who neglect their children are more frequently under a certain age than over that age, then young age of mother could be considered to be a ‘risk factor’. Divisions are then made into high risk and low risk populations by setting arbitrary cut offs which control the size of each population set. Statistical analysis is used to ‘define’ the ‘risk groups’, and for many outcomes, many risk factors will be found, and frequently the risks are found to interact in ways that indicate that the more ‘risk factors’ someone has, the more likely that there will be a negative outcome. 

Choosing high risk clients

Since almost every potential intervention will have limits on the use of resources, ways to identify ‘high risk’ recipients will have to be determined. Many of the interventions which have been shown to be most effective overseas have been with groups living in far greater disadvantage than most ‘needy’ groups in Australia, there has been warnings both at the Health Inequalities Research Collaboration conference and within Australian literature reviews against directly extrapolating needs and interventions into the Australian situation. It cannot be assumed that because ‘it’ worked somewhere else, ‘it’ can be done the same way in Australia.

Universal versus high risk

Often, in the situation of limited resources, the number of clients that a program can reach is limited, and identification of ‘risk factors’ will be developed to give a rationale for providing an intervention to some people but not all people. In doing this, it could be claimed that the intervention program is setting itself up for failure. There will be many people in the group who are not offered a service who have negative outcomes (it will be seen as a mistake of the intervention program because the ‘right’ people did not get the intervention). In contrast, many people within the group offered the intervention will not experience a negative outcome, and it will not be easy to determine whether this was due to the intervention or due to some other ‘factor’ such as resilience. (Jack and Jordan, 1999).

It is also important to note that many of the interventions that have been most successful in changing the behaviour of some children are those which provide an intervention to a much larger group of children. School based interventions which aim to moderate violence in the school yard are much more effective if done with a whole class or grade, than if done with a small group of ‘offenders’. This avoids stigmatising and offers many more examples of desired behaviour. Whole classes can be exposed to various environmental manipulations in different settings, parent education classes, teacher education re how to better manage off-tasks and inappropriate behaviour, volunteer playground monitors. The more aggressive the target child was, the greater the change can be (Stoolmiller 2000).

EXAMPLES OF EARLY INTERVENTION
Activities that have traditionally been considered Early Intervention include home visiting programs and intensive support programs (such as the Parenting Network here in South Australia).

The Parenting Network

The Parenting Network is an intensive home based program for vulnerable or overburdened ‘first time parents’ in the Port Adelaide Enfield local government area. Information about the service is offered universally to all first time parents, with the level of service being based on the level of need established by a needs assessment tool. 

The importance of forming a strong relationship between the worker and the family is stressed, and the commitment by the Parenting Network is to maintain long term contact (well over a year). Workers commence working with families in the antenatal period where possible, and generally home visits are weekly to start with, changing to fortnightly then monthly when appropriate. Flexibility is important. 

Families are linked to other service providers, including Child and Youth Health, family doctors etc. A total of 170 families have been involved, with 130 cases ‘active’ in December 1999. In the first 3 quarters of 1999, there were 1662 home visits, 354 centre based visits and agency visits and 86 hospital visits. 

The service is being evaluated by the University of South Australia. 

(Parenting Network progress report December 1999)

However it is clear that many other activities fit the general consensus of what intervening early can mean, including immunisation, Child accident prevention (play environments, water safety, swimming pools, motor vehicle, road traffic, burns prevention safe eating), health checks, neonatal hearing screening, neonatal screening (‘heel prick test’), antenatal screening (HIV, Hep B, maternal alcohol & drugs, Down’s syndrome, dental health (fluoridation), hearing and vision screening, parent help lines. Another example is the recent ‘Back to Sleep’ promotion to reduce the numbers of children who dies from SIDS (back to sleep, breast feed, no smoking).

The need to involve the ‘target’ community in the development of an intervention is perhaps now best illustrated by joint projects with indigenous communities.

Umoona Kidney Project

A renal team including members from Flinders Medical Centre and Women's and Children's Hospital travel 6 weekly to Coober Pedy working closely with the Umoona Tjutagku Health Service at the request of the director of the health service. The incidence of end stage kidney disease amongst Indigenous Australians is at least 6 times the national average. Early detection is critical, as progression to end stage disease can be slowed or even prevented. The Umoona community ‘owns’ the service and staff have developed skills which have enabled them to monitor renal health. They have identified other health issues that they want to address, such as nutrition and fitness (joining with the University of South Australia Physical Education, Exercise and Sport Unit. The community members have done a survey which has indicated that they are very happy with the kidney project and that they trust the renal team to help them. (Shephard 2000)   (Note: the funding for this project has just ceased).

WHAT INTERVENTIONS COULD MAKE A DIFFERENCE?
Many of the ‘simple’ interventions which can have a clear and significant impact on the health and wellbeing of Australian children are already in place, such as antenatal care programs, neonatal screening and immunisation programs. The majority of Australians have access to clean water and to adequate high quality food. Income support is available, such that few Australians live with the extremes of poverty experienced in many parts of the world. 

Not all Australians benefit from these equally, but extending these interventions to the ‘last’ 5% of Australian will incur a much larger cost than providing them to the ‘easier to find and support’ 95%. That Early Intervention seems more complex now may be in part because it is ‘dealing’ with the most complex social health and wellbeing issues.

The health of many of Australia’s indigenous people is very poor compared to that of most other groups within Australia although there is evidence that this is improving. But it is increasingly clear that ‘simple’ interventions within the health sector will not be sufficient to make further major changes in this.

Many children in Australian communities experience family and social environments which put them at high risk of having poorer than usual outcomes in health, relationships, education and employment. It is very clear from the international literature that interventions such as providing them with more information about how to improve their health, and brief contacts with health workers, will not make significant changes to their complex circumstances.

International data about what makes a difference.

Recommendations arising from the Acheson Report and Keating and Hertzman mainly identify interventions that are needed from outside the ‘health’ arena to make major effects on health outcomes. Some examples include examination of all political policies for their impact on inequalities and addressing identified issues, increasing resources for schools, improving opportunities for employment, improving housing quality and availability. There are specific recommendations about reducing poverty amongst women of child bearing age, expectant mothers and families with young children. 

There are recommendations about improving equitable access to health care services, but these may not be as relevant in the Australian context.

Interventions that have been recommended within the Australian context.

The Centre for Community Child Health undertook a review of the early childhood literature about Early Intervention for the Department of Family and Community Services in February 2000. They identified and listed many high quality studies from international sources, but warned that there is not strong evidence that interventions such as those in the studies would have a similar effect in Australia.  

Preschool programs

One of the recommendations coming from many studies is for participation in a quality pre-school program. In many countries there is not universal access to low cost pre-school programs. In such countries access to a program can make considerable difference to educational outcomes, most markedly for children at high risk of educational failure for socio-economic reasons. In Australia, there is already provision of low cost preschool programs which most Australian children can access. It seems probable that the focus of interventions in the preschool age would need to 

· look closely at how individuals who are struggling in the current program need to be supported,

· learn more about families who do not access preschool programs to understand better why they don’t, and to make programs more accessible or more acceptable to them.

Child care.

There is evidence that participation in high quality child care, so that the child’s mother can continue schooling or take employment can be beneficial if the mother is young and has not completed education. In Australia the requirement of parents in ‘middle classes’ for quality child care can ensure that the services are of sufficient quality to most benefit for those of greatest need. Due to a lack of allied health workers (such as speech therapist, occupational therapists and physiotherapists) in many communities in Australia, the ‘intervention’  of having time in a high quality child care program may be the only available support for a child’s development outside of the family.

Health surveillance and anticipatory guidance

In parts of the USA, anticipatory guidance, a common feature of child health surveillance programs, has shown the potential to improve nutrition, some aspects of behaviour and development, and parenting (Dworkin 1998). In South Australia, Child and Youth Health provides a universal health surveillance program. It is not known how useful this program is in improving health outcomes, however it is believed that it is a non-stigmatising way of identifying some families for whom more intensive interventions could be beneficial.

Home visiting

Home visiting programs can be effective, particularly for very disadvantaged women, but there have been great difficulties in implementing and operating these programs (Karoly et al 1998). The programs which have shown greatest benefits in the USA are those that provide support intensively to very high need families for extended periods of time, linking them to other support services and to education opportunities. The Parenting Network in South Australia has modelled interventions on those shown to be effective elsewhere. There is evidence that it is being successful in providing services to families of very high need in ways that are acceptable to the parents. Evaluation of the program is being undertaken, but there is considerable concern about the high cost of the program. Low cost, volunteer home visiting programs have not be shown to have significant long term cost-benefits, although the parent may feel supported and may ‘parent’ more skilfully.

Support for parents who have postnatal depression

The possible impacts of postnatal depression on an infant are recognised and the potential for support, psychotherapy and, if necessary, the use of medication to make a difference. However there is little discussion in the Early Intervention literature accessed about support for parents with postnatal depression.

Group behaviour change programs

Community based group education programs for parents can produce more changes in children’s behaviour and are more cost effective and user friendly than individual clinic-based programs. Those programs which concentrate on behaviours that are of concern to parents seem more likely to be of value to the parents and more likely to impact on behaviour than to more generic ‘support’ groups.

HEALTH INEQUALITIES RESEARCH COLLABORATION

The Health Inequalities Research Collaboration has been funded by the Federal Department of Family and Community Services to investigate the effects and nature of health inequalities in Australia, and to make recommendations about what interventions can be show to be of value in Australia. 

In Australia, the Howard government has undertaken many initiatives within their ‘Stronger Families and Communities Strategy’. One is the funding of the Health Inequalities Research Collaboration.

The Health Inequalities Research Collaboration (HIRC)

In 1998 the Australian Commonwealth Department of Health and Aged Care commissioned a feasibility study for a research and development collaboration on health inequalities. The National Centre for Epidemiology and Population Health was commissioned to conduct the study, develop international links and to propose future directions.

Evidence from other countries consistently points to several major determinants of health, and three have been selected as the first priorities for research activity in Australia:

· The importance of the early years to health status in later life,

· Research into what makes a healthy community,

· Impact of primary health care as a source of health advantage or disadvantage.

The HIRC is sponsoring Australia’s first conference on the social determinants of health in July 2000, and the first network meetings will take place immediately afterwards. (Dixon, 2000)

At the Health Inequalities Research Collaboration conference in Canberra, July 2000, it became very evident that there is a lot of data available about the nature of health inequalities, although much of the data is not Australian. It was also clear that very little data is available to indicate what interventions are or could be successful in the Australian context. The participants in the Health Inequalities Research Collaboration workshop to establish priorities in Child, Youth and Family research identified the greatest priority to be for ‘action research’, using the federal funding to adequately evaluate programs within the Australian context. Of great interest is the proposed longitudinal study of Australian children.

RECOMMENDATIONS IN THE LITERATURE

Most studies which have explored Early Intervention have developed recommendations for making a difference.

Recommendations from the ‘Early Years Study’ (McCain and Mustard, 1999)

· Establish or develop early childhood development and parenting centres in communities,

· Involve the public and private sectors,

· Improve maternity/paternity leave benefits for parents,

· Family friendly workplaces,

· Tax incentives for the development of new centres in communities,

· A network for community information sharing.

They also identified a need for an integrated, independent outcome measure of human development to facilitate evaluations of interventions.

The Acheson Report ‘Saving Lives: Our Healthier Nation’. 

The report contained 39 recommendations for UK government to address the problems of inequalities in health. ‘We stressed that this was a problem not only for the Department of Health, but for every government department and, potentially, non-government agencies as well.’

The committee highlighted three priority areas:

· All government policies should be assessed for their impact on inequalities in health,

· Priority should be given to women of child-bearing age and families with young children,

· The tax and benefit systems must be addressed to halt the slide in the relative standard of living for people who are the worst off in our community.

The UK government has since taken action in a number of areas, including

· Changes in tax and benefits systems to favour people who are the most disadvantaged and families with children,

· A welfare to work program creating training opportunities and jobs for 18 to 25 year olds,

· A national program of pre-school education for 0 to 3 year olds (the Sure Start program,

· Setting up, in the most deprived communities, of ‘health action zones’.

(Marmot 2000)

‘Sure start’

The Blair Government (UK) has accepted the ‘Acheson Report’ 

 recommendations. One of the responses is the ‘Sure Start’ program.

Sure Start: The development of an Early Intervention Program for Young Children in the UK.
‘The Acheson report emphasised the central role of early childhood. A new cross-government program, Sure Start, will be established to provide support to parents and local communities, addressing their needs and making available the support they require to give their children the best possible start in life. More than ₤540 million will go into 250 local programs in the UK, focused on 150,000 children under the age of four, and their families. 

It is intended that Sure Start will work across the boundaries of government departments, and at community levels it will be both multi-disciplinary and multi-agency. Leading this work will be health visitors, whose role will be ‘modernised’ to develop a family centred approach, working with individuals, families and communities to improve health and reduce health inequalities. (Glass, 1999)

In each Sure Start locality, locally based programs, building on what already exists, will ensure the integrated delivery of a range of core services:

· Outreach services and home visiting

· Support for families and parents

· Good quality play, learning and child care

· Primary and community health care and advice about child health and development,

· Support for those with special needs.

In addition local communities may provide additional services according to local needs.

Recommendations from the European Region of the World Health Organisation

Health 21, the policy framework of the European Region, has set out 21 ‘aspirational’ health targets for the 21st Century. The first two targets concern reducing inequalities in health between countries, and the third focuses directly on a ‘healthy start to life’. The framework for this target recommends that genetic and dietary counselling, a smoke free pregnancy, evidence based prenatal care, and policies implemented that create a supportive family with wanted children and good parenting capacity are important objectives. (Catford, 2000)

SUMMARY

In the past decade the concept of Early Intervention has been expanded from mainly referring to multidisciplinary programs or initiatives to support children with developmental disabilities and their families, to a broader understanding of the value of support and interventions to children, young people and their families early in their life, or early within a pathway of disadvantage, to enhance health and wellbeing outcomes in childhood, youth and adult life.

It is still clear that the Early Intervention programs which support children with developmental disabilities and their families have the potential to make a major positive impact in their lives. Such Early Intervention programs have not always received adequate funding, and there have been many difficulties encountered with cross agency collaboration. However the evidence of their potential value continues to be strong. 

Many interventions which were introduced as either Public Health or Health Promotion strategies been very effective. Clean water, adequate housing, access to healthy food, neonatal screening, universal immunisation, health surveillance and injury prevention. The new rhetoric about Early Intervention can clearly be seen to encompass these interventions as well as expanding the concepts of intervening early in life or early in a pathway of problem development.

There is now clear evidence about the impact of early life experiences on health and wellbeing later in life. This evidence includes a clearer demonstration of the potential impact on neurological development of early life experiences, such as abusive, neglectful or chaotic family life, and the value of educational opportunities in the early years.

There is also very strong evidence about the impact of health and socio-economic inequalities in early life on health outcomes in later life. Much of the evidence comes from studies done in other countries, but there is also evidence that similar inequalities exist within Australia and that they do impact significantly on the health and wellbeing of Australians. Children living in poverty, children belonging to some populations (such as indigenous groups) and children who live in rural and remote areas in Australia have significantly poorer health, wellbeing and education outcomes.

Some of the research done in other countries can indicate interventions which are likely to be effective within Australia. Intensive interventions with very high need families, where the interventions are provided by experienced staff for long periods of time (which may be for several years), and parents are supported to link with other mainstream service providers and to extend their education have been shown to be successful in some communities (particularly in the USA). Less intensive interventions (such as volunteer home visiting, parent education) have not been shown to have a benefit greater than the cost, but some have been able to demonstrate qualitative benefits including changes in parenting knowledge and style, and parents feeling supported.

At a recent conference and workshops auspiced by the Health Inequalities Research Collaboration (July 2000), extensive evidence was reported about the impacts of inequalities nationally and internationally on health and wellbeing, and the possible pathways via which these impacts affect health. The conclusions however were that there is not yet sufficient data about the impact of interventions in Australia. There was a very clear call for ‘more data’, and recognition of the urgent need for action research. There was a counter assertion that there is sufficient evidence about what interventions would be appropriate to try, but that each intervention needed to have sufficient funding so that meaningful evaluation can be done.

It appears however, that much of the new ‘science led’ discussion about the value of Early Intervention has been using the language of economists and epidemiologists, for whom ‘cost’ and ‘benefit’ are essential components of  any analysis. It can be claimed that these terms, and the analysis frameworks are culturally based and may be more meaningful in a culture such as that of the USA, where government funded social support activities such as access to income safety nets, universal public health systems and free or lost cost education (including pre-school education) are not a ‘given’ in contrast to Australia. Similar to warnings that for example high risk groups in the USA are not equivalent to those in Australia, interventions that are valued in Australia may be quite different to those valued in the USA, and dramatic benefits for the same interventions may not occur.

Many of the ‘simple’ interventions which can have a clear and high value impact on the health and wellbeing of Australian children are already in place, such as antenatal care programs, neonatal screening, immunisation programs and income ‘safety nets’. Not all Australians benefit from these equally, but extending these to perhaps 5% of Australian will incur a much larger cost than providing them to the ‘easier to find and support’ 95%. That Early Intervention seems more complex now may be in part because it is ‘dealing’ with the most complex social health and wellbeing issues.

In Australia also, much of the added benefit possible may well be because of the values of the community. High quality child care is valued by the community not because it may have a cost-benefit for the community, but because Australians demand quality in services and support provided to families and children. Support for parents when their children are young does not have as its main theme saving the community resources at a later stage in the child’s life, but rather a recognition that parenting is a difficult tasks for which modern parents have less personal experience due to changes in family structure.

Despite the clear health and socio-economic disadvantages of many indigenous people within Australia, some interventions are starting to make a difference, and lessons can be learnt about reasons why some interventions can make a difference, including meaningful consultation with members of the communities and ‘ownership’ of the intervention by the communities. Unfortunately another lesson can often also be learnt. Many successful interventions do not progress from ‘pilot project’ to ongoing program.

Interventions that can be recommended

From the material considered during preparation of this report, many ‘levels’ and types of intervention can be recommended as 

· needing to be continued,

· needing support for continuance for interventions which may be under threat if ‘cost-benefit’ is a major tool of evaluation:

· needing to be expanded or more securely funded,

· needing to be trialed with adequate and meaningful evaluation which is culturally appropriate.

· Socio-economic Interventions.

Interventions for which there is adequate evidence that the current programs or activities need to be continued include:

· Early Intervention for children who have a developmental disability or delay, and their families.

· Universal interventions such as antenatal care, neonatal screening, immunisation.

· Universal health promotion activities such as injury prevention, and anti-smoking activities.

· Universal access to low cost or free pre-school education.

· Quality assurance processes to insure high quality child care, education and health care for all at low or no cost to families.

Interventions which may be under threat if ‘cost-benefit’ is a major tool of evaluation:

· Universal parenting support in the early months of their child’s life (information, skills development, support with early attachment difficulties,

· well baby health checks and health surveillance,

· support for parents who are needing help for ‘normal’ child behaviour difficulties,

· support within schools for children with behaviour difficulties which can lead to difficulties with relationships and with learning,

· support for children in school who have learning difficulties, but who are not in the ‘worst’ 5%,

· community development, for example addressing people’s sense of the community being dangerous and that others are untrustworthy, thus limiting their activities. This is particularly obvious in the way children are no longer able to play freely outside of the home.

Interventions which need to be expanded or more securely funded.

Many ‘pilot programs’ have been trialed, including aboriginal health programs, interventions for siblings of children with disabilities, healthy school and community development. In times of reducing funding for public health initiatives many ‘worthwhile’ interventions do not get ongoing funding. There needs to be an exploration of the process needed to move from pilot phase to secure funding.

Examples of such programs include school based behaviour management programs, support for enhancing attachment in early life, group programs with parents about ‘normal’ development and behaviour management, community development activities such as the one cited above at Umoona (Shephard 2000).

Interventions such as the Parenting Network (see later) are high cost, but potentially of considerable benefit to very ‘high need’ families. If the evaluation being done shows it to be effective, there will be pressure to expand the program statewide. It may in fact not be ‘ethical’ to provide such a service to only one geographical region of South Australia. This possible expansion is going to need to be considered very carefully.

Interventions that need to be trialed with adequate and meaningful evaluation.

If the Parenting network style intervention is expanded, there will need to be very careful ‘action’ research to determine the components that make it effective, the client groups for whom it is provided and the staffing of the program.

Similar intensive interventions through schools and child care settings appear to have some potential for changing outcomes for children and families, especially ones that focus on behaviour, early learning success, development of supportive relationships.

Socio-economic Interventions.

International research has indicated the need for interventions outside of the health arena to address health and wellbeing inequalities. These include 

· Income support for those most disadvantaged, especially young single mothers.

· Tax and benefit systems which address the increasing differential between those well off and those at greatest disadvantage.

· Assessment of all policies for their impact on inequalities, health, children and families.

The Howard Government has made changes with the taxation and benefit systems which appear to have some potential to make an impact on inequalities. Evaluation of the impact will need to be done. Through the Department of Family and Community services there is also funding for interventions to support families, providing an opportunity to trial interventions.

Leadership.

It is clear from the literature that one of the strongest ‘drivers’ in the recent focus on children and early intervention has been the leadership provided by well informed, well connected and committed spokes-people. These include Professor Frazer Mustard, Professor Bruce Perry, Professor Sir Michael Marmot and Professor Graham Vimpani and the NIFTeY project. They have been assisted by scientific information which is presented in meaningful ways for readers without in depth scientific knowledge, and also by the rapid dissemination of information made possible through the Internet.

For Early Intervention to move forward in South Australia, it is clear that there needs to be leadership and close liaisons with politicians and potential funders of projects.

RECOMMENDATIONS FOR THE CHILD HEALTH COUNCIL

1. That the Child Health Council (or the replacement body) actively ensures that potential funders of Early Intervention activities are well briefed and supported by South Australian expertise.

Early Intervention is a concept that is being used in a variety of different but often related areas. The major theme is about intervening (ie doing something additional or different) either early in the life of a child and family, or early in the pathway to negative outcomes. Although the concept of doing something early makes intuitive sense, what actually makes a difference is less clear. However there is considerable knowledge about what is likely to be successful.

It is clear that some of the progress that has been made with Early Intervention is due to the provision of information in a form that can be used by policy makers and the support given by influential and well connected experts.

2. That the Council identify opportunities for and encourage research about how to ‘mainstream’ successful interventions.

Many apparently worthwhile Early Intervention activities have been piloted, but not received ongoing funding. Strategies for moving successful initiatives to ‘main stream’ programs are needed to avoid continuing to re-invent strategies, and to avoid further alienating staff and clients.

3. That the Council identify and support ways to disseminate of information about successful interventions in South Australia and nationally, including support for and contribution to forums and conferences.

At the moment it appears that many activities are being tried in Australia, but there is not a great deal of Australian data about successful interventions in the available literature. Why this is happening needs exploration and ways of sharing the information initiated. NIFTeY has started linking people together, and various Clearinghouses have been established, but information is still not widely accessed.   

4. That the Council support the activities of NIFTeY and other early intervention activities including interventions in other arenas, such as child care and education, crime prevention. 

NIFTeY has already developed ways of linking people who are very interested in Early Intervention for children, plus potentially very useful credibility. Although the gambit of Early Intervention goes will beyond the early years of life, the work of NIFTeY is likely to demonstrate how special interest groups are able to be politically effective.

5. That the Council review the 6 priorities of the Child Health Council (Parenting programs, community building, early childhood nurturing of aboriginal children, cross sectoral working, early nutrition and obesity, child accident prevention) to identify interventions that are currently in place and prepare a rationale for these to be continued, and also to identify potential for further intervention and opportunities to make a difference.

Each of the current focus areas are of great importance, and there is a need to review information about successful interventions being implemented elsewhere. Also a review of possible interventions in other areas needs to be considered. 

6. That the Council encourage members of the Council to provide expert support to others working in the area of Early Intervention for children and families, particularly in rural and remote areas.

Several internationally known people have been extremely influential in getting the concepts and knowledge base of Early Intervention heard in many arenas. 

7. That the Council ensure that education programs for health care professionals include information on the impact of socioeconomic inequalities on health and what they can do to reduce these inequalities.

In many academic health professional courses the focus of teaching is still on ‘treatment’, especially of acute illness. While the health work force will continue to provide ‘treatment’, this will not prevent the increasing health inequalities.

8. That the Council monitor trends in health inequalities and use the data to influence policy. 

An enormous quantity of data is available. The major difficulty is in identifying important data and interpreting it such that is can inform decision making.
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