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This paper was prepared as part of the Child2Teen project and explores current understandings of the needs of 8-12 year-olds and evidence regarding possible approaches and outcomes of work with this age group.

8-12 year olds in Onkaparinga
The experience of local service providers in the Onkaparinga area suggests that a new focus on those in the 8-12 year old age range is required. Widespread anecdotal evidence regarding this age group points to difficulties for agencies in developing age-appropriate activities, difficulties engaging the pre-teens in supervised activities, and a range of ‘problem behaviours’ particularly in public spaces, being reported. Service providers suggest that children appear to be experiencing puberty at younger ages and that many problems thought to be the province of the teen years are now being exhibited by pre-teens as well. It was also noted that media reports suggested a growing incidence of negative risk-taking behaviours such as drug-use in this age group.

"A puzzling paradox confronts observers of modern society. We are witnesses to a dramatic expansion of market-based economies whose capacities for wealth generation is awesome in comparison to both the distant and recent past. At the same time there is a growing perception of substantial threats to the health and well being of today's children and youth in the very societies that benefit most from this abundance." (Keating and Hertzman 1999)
The concerns expressed by service providers in Onkaparinga are in keeping with the growing concerns about the health and well being of children and youth reported in a number of western countries. Influential Canadian authors Keating and Hertzman (Keating and Hertzman 1999) used the term "Modernity's paradox" to describe the apparently paradoxical observation that in many societies the apparent improvements in social circumstances and the growth of wealth have occurred side by side with growing concerns about the health and well being of children and youth. In Australia concerns about the health and wellbeing of children have also been expressed by the public, service providers, policy-makers and researchers. Widespread publicity regarding concerns about the health and wellbeing of Australian children was garnered through the appointment of Professor Fiona Stanley as Australian of the Year in 2003. She drew attention to the rising incidence of a whole range of problems – e.g. asthma, obesity, child abuse, mental health problems - in Australian children, and highlighted the disparities between non-indigenous and Aboriginal children.

Childhood problems can have long-term and far-reaching consequences. Problems are complex and multi-faceted and attention has been drawn not only to the contribution of personal and family factors to these issues, but also the broader community and socioeconomic context in which children and families live (Wise 2001).

In Australia today there is considerable concern about the difficulties experienced by some children and young people and the frequent consequences of these problems, such as poor mental health, substance abuse, juvenile offending, school drop-pout rates, youth unemployment, teen pregnancy and youth suicide. (Wise 2001)


Policy context: An overlooked age?

Early intervention and prevention has been a particular policy focus in response to the well-publicized evidence regarding the influence of environmental factors in pregnancy and early childhood on children’s development and later adult health outcomes. Policy initiatives such as those outlined in the Health of Young Australians and the National Health Plan for Young Australians led to investment in services and programs across sectors for young children and their families. New program and policy development in the 90s and first years of this century emphasized the first three years of life (NHMRC 2006). In South Australia for example there has been a major commitment to universal home visiting under the Health banner and Education and Children’s Services established a Ministerial Inquiry in June 2004 to examine services for children birth to age eight. 

Similarly the recognition of the importance of the adolescent years in the emergence of a range of social problems has led to a number of policy initiatives targeted at youth (Patton, Bowes et al. 2005). The policy and practice agenda regarding the 8-12 years olds who are the focus of this paper has been relatively quiet by comparison. This is despite research indicating that investments in middle years can bring about sustained gains in a number of domains (Patton, Bowes et al. 2005). This neglect is long-standing, with middle childhood over-shadowed by the attention given to early childhood and adolescence and often still regarded as the “latency” period described by Freud (Huston and Ripke 2006).
More recently there has been some shift to extend the policy focus with the Draft National Agenda for Early Childhood dealing with the antenatal period through to age eight. The National Public Health Strategic Framework for Children 2005-2008 — Healthy Children – Strengthening Promotion and Prevention across Australia extends its reach to children aged 12 years. These  policy frameworks recognise the influence of a wide range of factors on the health of children and argue for approaches that incorporate a wide range of settings and services (NHMRC 2006).

The National Public Health Strategic Framework for Children 2005-2008 identifies five strategic directions for achieving improved health and wellbeing of Australian children. 

1. Strengthen capacity of parents, families and communities

2. Improve the knowledge and skills of key workers

3. Develop partnerships and mobilize resources

4. Build evidence and track progress for policy, programs and practice

5. Transform health systems and environments – action to facilitate ‘joined up’ approaches across health and other sectors (National Public Health Partnership).

The framework also acknowledges that additional priorities relate to Aboriginal and Torres Strait Islander Children. 

The NPHP strategic directions offer a framework to build and assess initiatives to improve the health and wellbeing of children and could be usefully applied to local and regional initiatives such as those across Onkaparinga. 

Although a “health” framework the NPHP directions echo calls for partnership, “joined up” approaches and capacity-building responses that are evident in a range of policies at both government and organisational levels. For example ‘Strengthening partnerships’ is one of the key directions in the South Australian Primary Health Care policy statement whilst the Department of Education and Community Services Statement of Directions includes “Develop strategic relationships with other government and non-government agencies…”(Department of Education and Children's Services 2005). Such directions are found in health, education and community services initiatives, recognising that significant social issues are rarely located within a single domain and cannot be dealt with by a single organisation.  This shared policy focus includes an interest “in the early determinants of adult behaviour, capacities and attitudes, including successful transitions to adulthood and full economic and social participation, educational attainment, relationship and family formation, parenting, and citizenship, adult health status, and so on (Wilson 2001).”

The adoption of a life course perspective encourages adoption of interventions appropriate to various life phases and is informed by evidence that many “problem pathways” occur outside early childhood (Patton, Bowes et al. 2005). This perspective points to the importance of appropriate interventions at all stages of the life course and suggests that the move to a more advantaged life trajectory can be made at various times. This paper explores interventions that may be appropriate to “middle childhood”, the 8-12 year olds often overlooked in policy and program initiatives.



A note about terminology

One of the first challenges in conducting a literature review regarding this age group and writing about them is to find a satisfactory term to describe the age group of interest.  Whilst the terms ‘teens’ and ‘adolescents’ are generally understood in both the academic and public domains, there does not seem to be similar consensus of terms spanning the years between early childhood and adolescence. The term ‘pre-teen’ has been employed in some contexts, ‘early adolescence’ has described those 10-15, ‘middle childhood’ appears to have some currency particularly in the US to describe the years 6-12. In this report we have adopted the term middle childhood both for convenience and its “common sense” application. It also has resonance with the commonly used education term “middle schooling”.



What Do We Know About 8-12 Year Olds?

Between the ages of ten and fourteen, the young adolescent grows and develops more rapidly than at any other developmental stage except for infancy.

(Center for Collaborative Education 2006). 

Pathways from childhood to adolescence

Influential developmental theorists such as Piaget positioned these years as a essentially a time of consolidating the rapid development associated with early childhood whilst preparing for adolescence. However it is during these years that children gain skills, competencies and beliefs about themselves that have long-term consequences for their future. Not only have the ages 8-12 have often been overlooked by policy-makers but the issues of middle childhood have also received little attention from researchers (Brindis, Biehl et al. 2002).
There are a number of stages that the developing person passes through on the journey toward adulthood.  A healthy passage from childhood to adulthood has a strong influence on current and future happiness, life-satisfaction, and social responsibility. On the other hand, a disruption at any level may create current and future problems. 

During middle childhood, children begin to navigate their own ways through societal structures, forming ideas about their individual talents and aspirations for the future. The ability to forge a positive pathway can have major implications for their success as adults (Coll 2004).

Eccles (1999) suggest that there are three key factors which influence children’s self-confidence and engagement in middle childhood:

1. cognitive changes allowing children to reflect on their own successes and failures

2. broadening of the child’s world, particularly beyond the family

3. exposure to social comparison and competition

The cognitive development of 8-12 year olds can be depicted as shown in the Table (adapted from Holmbeck, Greenley et al. 2003) with a few additions.  It should be noted that the development of individuals will depend to some degree on their developmental history. That is, how their current abilities, expectations, and life-trajectories will have been altered by their early experiences (i.e. their passage through the earlier stages).  Thus, before reaching middle childhood, children should hopefully have developed healthy brains, formed a positive series of temperaments (curiosity, openness, optimism, optimal reactivity), developed secure attachments to adults around them, learned a large proportion of their ultimate vocabulary, adapted well to schooling and student-peer relationships, and have had a good beginning on autonomy, self-control, and logical thinking/reasoning. 

Recent developmental theorists emphasise that it is the complex interactions of the child with their physical and social environments that shape their development (Huston and Ripke 2006). Sociologists emphasise the child as an active social agent.

	
	Cognitive Factors

	Infancy

0-2 Years

Sensorimotor stage
	· Emergence of emotions

· Separation anxiety develops

· Critical attachment period

· Initial sound/word to communication

	Toddler/Preschool

2-6 Years

Piaget’s pre-operational stage
	· Use of multiple words to communicate

· Learns self-care skills

· Mostly egocentric but some later consideration of others

· Use of imagination, “pretend” play

· Beginning autonomy /control

· Develops school readiness skills

	Middle childhood

6-10 years

Piaget’s concrete operational stage
	· Social, physical, academic skills

· Logical thinking and reasoning

· Increased interaction with peers

· Self-control / regulation of emotions

	Adolescence

10-18 Years

Piaget’s formal operations stage
	· Pubertal / sexual development

· Reflective thought (about own thinking)

· Development of abstraction, consequential thinking, hypothetical reasoning, perspective-taking

· Increase in family conflicts

· Peer relationships important & intimate

· Developing sense of identity & autonomous functioning


In middle childhood children learn and extend important life skills such as literacy and numeracy. They are increasingly able to think more flexibly and intentionally (Huston and Ripke 2006).  Self-awareness is a major area of development (Eccles 1999). The tasks of middle childhood have been described as developing a “sense of mastery and competence, belonging or connectedness to family and schools, and control (Brindis, Biehl et al. 2002).”

Erikson in his developmental theory, first described in the 1950s, identified eight stages of man and identified the task of middle childhood as developing a “sense of industry” i.e. developing competencies and skills necessary for adult life. If children do not accomplish this task then they are likely to develop a “sense of inferiority” which has long-lasting effects in social and intellectual domains (Eccles 1999; Huston and Ripke 2006) and depression, social isolation, anger and aggression are reported in children who do not view themselves as ‘competent’. Persistent anti-social behaviour in adolescence has been found to be associated with lower social competence in childhood (Australian Institute of Family Studies and Crime Prevention Victoria 2000). Participation in activities beyond the school can play an important role in allowing children to experience success and may compensate for negative experiences of school (Eccles 1999). 

As previously noted Eccles describes the broadening of the child’s horizons to include wider social contexts as a key influence in middle childhood. Whilst the family continues to play an important role in children’s lives they are learning to interact with peers and adults outside the family – it is a time of increasing independence and autonomy (Quinn 1999; Huston and Ripke 2006). These middle years mark the young person’s further involvement in formal education, increased contact with community resources, participation in social activities and recreation (clubs, informal friendship groups, arts). These children are exploring and learning about the suddenly larger, more interesting and potentially more frightening world. During this time they begin moving away from the exclusive security of the family and become more open to “in the moment” external influences, whether or not they prove to be of benefit in the long-term. Prime among these is the peer group.

Middle childhood is the period when children gain the fundamental skills needed for adult life, undergo the early stages of puberty, develop self-awareness and self-regulation, and form the foundations for social relationships with age mates (Huston and Ripke 2006).

An Australian longitudinal study (Australian Institute of Family Studies and Crime Prevention Victoria) identified the important role of peer relationships in preventing the development of persistent adolescent antisocial behaviour. Children who were identified as at-risk but did not later engage in anti-social behaviour (Resilient group) differed from their at-risk peers who were later persistently antisocial (Antisocial group) in terms of their peer relationships. Prior to adolescence the only differentiating characteristic identified was the formation of friendships with peers engaged in antisocial activities. The authors postulate the lower involvement of the resilient group with anti-social peers acted as a protective factor. Children categorised as anti-social spent more time with peers in unstructured activities compared to those categorised as non anti-social who tended to interact with their peers in more structured environments such as sporting activities (Australian Institute of Family Studies and Crime Prevention Victoria 2000). 

“The existence of friendships with other antisocial youth was one of the most powerful risk factors for both persistent and experimental anti-social behaviour…Such friendships were evident from as early as 11-12 years of age and prior to the onset of antisocial behaviour (Australian Institute of Family Studies and Crime Prevention Victoria 2000).”

Two of the key protective factors that keep a child who has associated with delinquent friends from continuing into a path of long-term delinquent behaviour, are  the child’s involvement in other, positive peer relations and warm, supportive relationships with parents or other adults (Shader, 2001).

Eccles third observation is that children are also exposed to increasing comparison and competition during this time. Children in middle childhood gain a sense of “where they fit in to the larger scheme of things (Huston and Ripke 2006).” This includes not only understandings of gender, race, ethnicity and social structures but also their personal abilities and competencies. 

Another framework for understanding how the young person grows and changes during this period is provided by the United States’ National Middle School Association (see Center for Collaborative Education, 2006).  This organization identifies five key areas of development in the middle years as follows: 

1. Intellectual: Young adolescent learners are curious, motivated to achieve when challenged, and capable of critical and complex thinking. This is exemplified as:

· Moving from concrete to abstract thinking

· An intense curiosity and wide range of intellectual pursuits, few of which are sustained over the long term

· High achievement when challenged and engaged

· Preferences for active over passive learning experiences

· Interest in interacting with peers during learning activities

· An ability to be self-reflective

2. Social: Young adolescent learners have an intense need to belong and be accepted by their peers while finding their own place in the world. They are engaged in forming and questioning their identities on many different levels. This is often demonstrated as:

· Modelling behaviour after that of older students, not necessarily that of parents and other adults

· Immature behaviour when social skills lag behind mental and physical maturity

· Experimenting with ways of talking and acting as part of searching for a social position with peers

· Exploring questions of racial and ethnic identity and seeking peers who share the same background

· Exploring questions of sexual identity in visible or invisible ways

· Feeling intimidated or frightened by the initial middle school experience

· Liking fads, and being interested in popular culture

· Overreacting to ridicule, embarrassment, and rejection

· Seeking approval of peers and others with attention-getting behaviours

3. Physical: Young adolescent learners mature at varying rates and go through rapid and irregular physical growth, with bodily changes that can cause awkward and uncoordinated movements. These can be exemplified by:

· Restlessness and fatigue due to hormonal changes

· A need for physical activity because of increased energy

· Developing sexual awareness, and often touching and bumping into others

· A concern with changes in body size and shape

· Physical vulnerability resulting from poor health habits or engaging in risky behaviours

4. Emotional and Psychological: Young adolescent learners are vulnerable and self-conscious, and often experience unpredictable mood swings.  This can be demonstrated by:

· Mood swings marked by peaks of intensity and by unpredictability

· Needing to release energy, with sudden outbursts of activity

· A desire to become independent and to search for adult identity and acceptance

· Self-consciousness and being sensitive to personal criticism

· Concern about physical growth and maturity

· A belief that their personal problems, feelings, and experiences are unique

· to themselves

5. Moral: With their new sense of the larger world around them, young adolescent learners are idealistic and want to have an impact on making the world a better place. This can be exemplified by:  

· An understanding of the complexity of moral issues, and not seeing everything in “black and white”

· Being capable of and interested in participating in democracy

· Impatience with the pace of change, and underestimating how difficult it is to make social changes

· Needing and being influenced by adult role models who will listen and be trustworthy

· Relying on parents and important adults for advice, but wanting to make their own decisions

· Judging others quickly, but acknowledging one’s own faults slowly

Onset Of Puberty 

A lowering in the average age of the onset of puberty in a number of countries has occurred in the last few decades.  The change, however, has not been consistent, with the average ranging from just a few months in some studies to about 4 years in others. It is not clear whether these variations are due to differences in time, place or methodological issues in the research. Although lowered age of onset figures have created much interest and concern, more recent studies have pointed out that the issue is not as straightforward as it seemed at first glance (Herman-Giddens, Slora et al. 1997; Tremblay and Frigon 2005). Age of onset is determined by many factors  (Dick, Rose et al. 2001), including heredity, body fat & mass, nutrition, race, family functioning, birth order, and socioeconomic status (Adams 1981).

Earlier onset of puberty has been shown to be related to a diet high in fats (Frisch and McArthur 1974; Goulding, Taylor et al. 1996; Daniels, Khoury et al. 1997); Killen et al. 1992) and to chronically stressful conditions such as anxiety and adverse family and social life (Jenicek and Demirjian 1974; Surbey 1990; Moffit, Caspi et al. 1992; Wierson, Long et al. 1993.; Ellis, McFadyen-Ketchum et al. 1999; Tremblay and Frigon 2005). It is notable that these factors tend to show higher levels among disadvantaged families. Furthermore, emotional problems, social problems and childhood obesity are all on the rise in Australia. Obesity has shown its greatest rise over the last thirty years (Booth, Chey et al. 2003) with a tripling of the rate over only a single decade (1.3%-1.9% for 1985 to 3.7%-6.3% for 1995 (Magarey, Daniels et al. 2001).

Timing of puberty is associated with a number of personal attributes and behaviours of significant concern. Delayed puberty has been found to be associated with lower self-confidence in boys, while early developers have proven to be more popular, whether they are boys (Petersen 1985) or girls (Flannery, Rowe et al. 1993). Research also indicates however, that early-maturing youth are both troubled and troubling. Early onset youngsters are more likely than later maturing individuals to exhibit delinquent behaviour, experiment with drugs, and engage in early sexual intercourse, whether they are girls (Flannery, Rowe et al. 1993) or boys (Williams and Dunlop 1999). Early onset girls show, on average, more anxiety, depression, and disordered eating, and a lower self-image (Ge, Conger et al. 1996). In fact, early maturing girls have shown triple the risk for later anxiety and depression (Hayward, Killen et al. 1997; Kim and Smith 1998).

The onset of puberty ordinarily heralds a time of new maturity in the relationship between children and their parents, with adolescents being accorded a greater degree of independence and decision-making. However, it is also often a time of greater conflict between these youngsters and their parents (Steinberg and Morris 2001). In spite of such conflict, it is important to note that the positive aspects of the parent-child relationship endure (Holmbeck and Hill 1991; Montemayor, Eberly et al. 1993). Early onset was found in homes that were characterized by low closeness and high conflict (Graber et al. 1995; Kim and Smith 1998), family disruption (Tremblay and Frigon 2005) and the absence of the biological father (Surbey 1990). These factors are also well known risk factors for later delinquency and emotional difficulties. In fact, (Caspi and Moffitt 1991) found that early onset may be associated with problem behaviours only among girls who had already shown evidence of difficulties before puberty. 
The evidence indicates that the onset of puberty has important influences on our health and socialization that goes beyond the development of reproductive capacity. What is not so well-defined is the assignment of causes and effects. The evidence is clear that high fat diets, obesity, prolonged stress in early childhood, serious family disruption, socioeconomic status, psychiatric/emotional problems, timing of puberty, and social-behavioural problems are linked in some fashion. It should be added that many of these are related to modifiable factors of early childhood development pointing to the need to adopt a lifecourse perspective when considering such issues.

Risk and protection: shaping the pathways to adolescence and adulthood

The notion of risk and protection in this context has evolved from the now familiar notion of disease risk. For example, smoking is recognised as one of the risk factors for heart disease. The likelihood of developing the disease is increased by the presence of risk factors – the more risk factors, the greater the risk of disease. Social factors such as low levels of education, poverty and social isolation have been identified as risk factors increasing the likelihood of negative outcomes for children and families. Just as interventions have been introduced to reduce the incidence of heart disease by reducing the presence of risk factors and increasing healthy behaviours, so community based interventions have sought to enhance protective factors and reduce risks that have an impact on children as they negotiate their way to adolescence and adulthood.

Socially impoverished neighbourhoods & communities, poverty, unemployment & lack of resources create an environment that increases the potential for negative outcomes. Garborino (1995) describes such environments as socially “toxic”. Although the relationship between such factors and outcomes is not yet fully understood it is clear that they do impact on outcomes for children and adults (Smith 1999).

A particular risk factor is not specific for particular outcomes; there is not a known, single determinant for a particular outcome. Risk factors relate to broad developmental outcomes and a range of major negative outcomes - behavioural problems, school failure, poor physical health, physical injury, physical abuse, adolescent pregnancy, drug use, AIDS – share known risk factors (Durlak 1998). Crime prevention initiatives identify risks, and recommend programs that represent the same areas that have been associated with prevention of child abuse and neglect (Wattam 1999).  An accumulation of risk factors is associated with a greater likelihood of problem outcomes, and multiple risks have an exponential rather than additive relationship (Pollard, Hawkins et al. 1999)
Despite exposure to such risk factors there is a great variation in the incidence of negative outcomes due to the role of protective factors in ameliorating or moderating the effect of exposure to risk factors (Wise 2001). Protective factors have been categorised as: individual characteristics; social bonding; and clear standards regarding behaviour (Pollard, Hawkins et al. 1999). Outcomes are likely to be the result of a complex mix of risk and protection factors that inter-react and can change over time. 

Research shows there are influential risk factors in children's lives that increase the chances they will develop health and behaviour problems as they grow older. Equally important, there are protective factors that help to shield young people from problems in circumstances that would otherwise place them at risk (Communities that Care)
A more detailed presentation of the risk and protective factors related to delinquent behaviour of young people is presented below.

Risk and Protective Factors for Delinquency, by Domain (Source: Shader 2001).
	Risk Factor


	Early Onset 

(ages 6–11) 
	Late Onset 

(ages 12–14)
	Protective Factor*

	Individual
	General offences

Substance use

Being male

Aggression**

Hyperactivity

Problem (antisocial) behaviour

Exposure to television

violence

Medical, physical problems

Low IQ

Antisocial attitudes, beliefs

Dishonesty**
	General offences

Restlessness

Difficulty concentrating**

Risk taking

Aggression**

Being male

Physical violence

Antisocial attitudes, beliefs

Crimes against persons

Problem (antisocial) behaviour

Low IQ

Substance use
	Intolerant attitude toward

deviance

High IQ

Being female

Positive social orientation

Perceived sanctions for

Transgressions

	Family
	Low socioeconomic

status/poverty

Antisocial parents

Poor parent-child relationship

Harsh, lax, or inconsistent

discipline

Broken home

Separation from parents

Other conditions

Abusive parents

Neglect
	Poor parent-child relationship

Harsh or lax discipline

Poor monitoring, supervision

Low parental involvement

Antisocial parents

Broken home

Low socioeconomic

status/poverty

Abusive parents

Family conflict**


	Warm, supportive

relationships with

parents or other adults

Parents’ positive

evaluation of peers

Parental monitoring

	School
	Poor attitude, performance
	Poor attitude, performance

Academic failure


	Commitment to school

Recognition for

involvement in

conventional activities

	Peer group
	Weak social ties

Antisocial peers


	Weak social ties

Antisocial, delinquent peers

Gang membership
	Friends who engage in

conventional behaviour



	Community
	
	Neighbourhood crime, drugs

Neighbourhood disorganization
	

	
	** Males only.
	** Males only.


	* Age of onset not known.


Evidence from interventions with adolescents suggests that each risk factor that can be addressed can reduce the cumulative risk faced by the youth. For instance, reducing drug abuse among adolescents also reduced  HIV-related risky sex behaviour (Joshi, Hser et al. 2001). Conduct-disordered adolescents with abuse history, unmet physical and emotional needs, and low commitment to school were most likely to have lack of improvement.   



What Works For 8-12 Year Olds (Programs and Services)

Given the paucity of research on the 8-12 age group we have looked to questions of program effectiveness more generally and drawn lessons from the literature regarding youth programs.

It is generally accepted that the earlier the intervention, the greater the likelihood for success in prevention of a variety of concerns (e.g. Mustard 2000). Early intervention does not however mean that its “too late” beyond early childhood. For children already at ages 8-12, now is the best chance for “early intervention”.  A life course perspective points to the importance of interventions at all stages of the life course and suggests that the move to a more advantaged life trajectory can be made at various times. A study of pathways to adolescent anti-social behaviour suggests that individuals at risk for anti-social behaviour “are still amenable to change in late childhood and early adolescence (Australian Institute of Family Studies and Crime Prevention Victoria)”. Attitudes to health related behaviours such as drug-taking may be “particularly malleable” in this period (Dielman 1994, cited in Toumbourou and Gregg 2001).

“Early in pathway” is not necessarily the same as “early in life”. It is becoming increasingly clear that many problem pathways begin outside early childhood and the most effective interventions are targeted to the appropriate life phase, whether this be early or middle childhood or adolescence (Patton, Bowes et al. 2005).

Understanding of risk and protection factors has led to programs that aim to reduce risk and/or enhance protective factors.  A study of a number of different adolescent problem behaviour outcomes suggests that effective programs need to both reduce risk and promote protective factors. Preventive interventions can influence multiple problem behaviours by focussing on shared risk and protective factors (Pollard, Hawkins et al. 1999). Similarly, the newest approaches to assessing risk for suicidal behaviour in young people focuses on both the risk factors, but also on the protective factors, such as the young person’s strong reasons for living (Gutierrez, 2006).   

…prevention policies and programs should focus on the reduction of risk and the promotion of protective influences if reduction in the substance use, crime, and violence among adolescents or the improvement of academic performance are intended outcomes (Pollard, Hawkins et al. 1999)
Programs should be based on specific data to address the risk & protective  factors most salient for that community (Pollard, Hawkins et al. 1999). This approach has been used in community wide initiatives such as the ‘Communities that Care’ program. This program adopts an action-research approach (Hawkins et al 1992, cited in Smith 1999) which analyses the risks influencing children in a particular community and aims to reduce risks and enhance the level of protection through local interventions “…making it less likely that children will be driven towards the margins of society as they grow into young adults (Communities that Care).” Prevention research in areas such as mental health suggests that programs need to be multi-component and address both risk and protective factors (Durlak and Wells 1997). 

Understanding the influence of peer relationships has implications for the types of interventions that may be used with anti-social young people. There is some research evidence that suggests bringing anti-social youth together can actually lead to an increase in anti-social activity by providing further opportunities for friendships to form with anti-social peers (Dishion et al 1999 and Kupersmidt et al 2004 cited in Vassallo 2004). Recommendations on addressing this issue include: providing opportunities for contact with more pro-social peers in supervised settings; pairing antisocial young people with volunteer youth mentors who act as positive role models; introducing social skills training at earlier ages to develop the skills required to form positive friendships (Kupersmidt et al 2004, cited in Vassallo 2004)
The role of parents and family in supporting children in the transition into and through adolescence is also clearly important. Interventions may aim to assist parents in developing age-appropriate supervision and encouraging reciprocity within the family (Toumbourou and Gregg 2001). Recent work suggests involving families in adolescent health promotion has some potential in improving communication and reducing conflict (Toumbourou and Gregg 2001) and experience from these programs may also offer useful approaches for work with younger ages 

Whilst there is little specifically about programs for middle childhood there is more attention in the literature regarding good practice in youth development programs and these may be applicable to the younger age group. 

The following “best practices” were assembled from a number of studies of American youth development programs. 

Best practice programs:
“1. Tailor their content and processes to the needs and interests of young adolescents.

Good programs listen carefully to the voices of young people at the planning stage and provide active, meaningful roles for youths throughout implementation.

2. Recognize, value, and respond to the diverse backgrounds and experiences that exist among young adolescents in contemporary America. Good programs are sensitive to the differences among young adolescents, particularly those based on race, ethnicity, family income, gender, and sexual orientation.

3. Work collectively as well as individually to extend their reach to underserved adolescents. Good programs work to increase the access of young people living in low-income areas to supportive community programs, keeping youth needs rather than organizational concerns at the center of their outreach efforts.

4. Actively compete for young people’s time and attention. Good programs assess their competition (everything from television to youth gangs), and find ways to make their programs more attractive than passive or antisocial pursuits.

5. Strengthen the quality and diversity of their adult leadership. Good programs recruit carefully and invest in staff (and volunteer) development as a regular cost of doing business, recognizing that the quality of adult leadership is critical to program success.

6. Reach out to families, schools, and other community partners in youth development.

Good programs strive to maintain solid working relationships with parents

and other community institutions, on behalf of young people.

7. Enhance the role of young people as community resources. Good programs encourage young people to play meaningful leadership roles within their organization. They work actively to ensure that teenagers have opportunities to contribute their talents to the larger community.

8. Serve as vigorous advocates for and with youths. Good programs consider

advocacy with and on behalf of youths a part of their work, to ensure that the

best interests of children and youths are not ignored in decision-making forums.

9. Specify and evaluate their intended outcomes. Good programs are clear about the results they are trying to achieve, and they develop reliable documentation systems and realistic assessment measures.

10. Establish solid organizational structures, including energetic and committed board leadership. Good programs are generally found in well-governed and well-managed organizations that are stable enough to maintain continuity of relationships for young people at this critical juncture in their lives. (Quinn 1999)”

Matching the level of development with the intervention. 

The effectiveness of the program will depend largely on the match between the developmental level of each child within the group and the intervention. Generally speaking, programs for children do not perform an analysis of developmental level and capability when planning their services (Holmbeck, Greenley et al. 2003). Planners will also wish to consider the likelihood that programs currently offered will help to prepare children for important developmental stages to come.

If a child’s development has been arrested or interrupted so that there is difficulty seeing someone else’s point of view, there is little likelihood that an activity requiring that skill will be successful. Thus, some care should be taken to attempt to ensure that participants have the necessary developmental sills and perceptions. 

The following tables include a list of developmental needs / imperatives arranged by the approximate stage of development. In the first table, this is accompanied by the likely middle-years consequences of a deficit or interruption in that particular stage (including the middle-years period, itself). The second table, is designed to highlight the developmental milestones during the middle years that are necessary for successful completion of the important transitions of the next stage - adolescence. This will require the attention to development and well-being that is required for all children, plus remedial work by the child and his or her community supports. It should be recognized that changing many such patterns of behaviour takes time, close attention, and patience (although a change from a difficult environment to one that is warm and supportive often does bring rapid changes in happiness and behaviour).  The information contained in the tables is drawn primarily from three sources. A discussion paper prepared for Canada’s National Children’s Alliance (Hanvey 2002), a provincial program review by one of Canada’s leading community psychiatrists (Steinhauer 1998; Steinhauer 1999) and the landmark Australian book Children of the Lucky Country (Stanley, Richardson et al. 2005)
	Need
	Assumed

Stage
	Implications of a deficit or problem for children in the middle years
	Type of Intervention

	Healthy Brain Development
	Infancy
	All aspects, particularly:

· academic achievement

· aggression

· emotional reactivity

· self-control
	· Healthy expectant mothers program

· Parenting ECD

	Consolidate Temperament
	Infancy
	Change resistant traits:

· Guardedness

· Anger

· Hyperactivity

· Negativity
	· Parenting ECD

	Secure Attachment
	Infancy

Pre-Sch
	· Fearfulness

· Jealousy

· Dependence

· Peer reliance
	· Parenting ECD

· Mothers support

	Readiness to Learn
	Infancy

Pre-Sch
	Poor school progress
	· Mothers support

· ECD programs

· Quality day care

	Social Skills


	Pre-Sch
	· Exclusion

· Peer relations
	· ECD programs

· Social skills training

	Competence
	Pre-Sch

Mid-Yrs
	· Low self-confidence

· Poor school progress
	· Confidence-building

· Experience with success

	Empathy
	Pre-Sch

Mid-Yrs
	· Poor peer relations

· Bullying

· Antisocial behaviour
	· Stress reduction

· Social skills

· Sensitivity

	Self-Control


	Pre-Sch

Mid-Yrs
	· Impulsive acts

· Emotional outbursts

· Exclusion by others
	· Emotional self-control

· Social skills

· 

	Independence
	Mid-Yrs
	· Anxious attachment

· Poor peer relations

· Dependence
	· Adult confidante/mentor

· Confidence-building

· Experience with success

· Supervision

	Self-confidence
	Mid-Yrs
	· Poor school progress

· Dependency

· Anxious behaviour
	

	Peer Relations 


	Mid-Yrs
	· Withdrawal

· Bullying

· Antisocial behaviour
	· Adult confidante/mentor

· Social skills training

· Confidence-building

· Supervision

	Identifying with School/Societal Values
	Mid-Yrs
	· Antisocial behaviour

· Poor school progress

· Disengagement
	· Academic achievement

· Adult confidante/mentor

· Healthy behaviours


Future prospects for positive middle years development into adolescence: 

	Need
	Implications for future development
	Protective Factors

	Preparation for employment
	· Healthy brain development

· Readiness to learn 

· Identification with school
	· Academic achievement

· Adult confidante/mentor

· Experience with success

· Remedial programs



	Romantic Relationships
	· Negative temperament

· Secure attachment

· Self-control

· Empathy

· Peer relations
	· Peer & adult confidante

· Remedial programs in appropriate areas

	Prosocial attitudes / good citizenship
	· Insecure attachment

· Peer relations

· Self-control

· Identification with school

· Poor school progress
	· Peer & adult confidante

· Sensitivity training

· Experience with success

· Remedial programs in appropriate areas


The need for a system wide approach

At any stage of life, children have many needs, and these are unlikely to be provided by any one agency. It is thus preferable to have a number of agencies involved that work in concert. Unfortunately, services for children tend not to work in this way. Most service systems are actually unlikely to act as a “system”, but rather as a collection of services with inter-agency communication and collaboration hampered by turf issues (fiscal and perceived), mandate confusion, overlap, and lack of communication (Junek and Thompson 1999; Thompson, Junek et al. 1999)). 

Local service agencies need to be recruited to the task of community capacity building, creating networks that ensure the effective deployment of their resources. Although community members, societies, health and welfare services and additional programs and services all make their own contribution to a ‘child-friendly’ and ‘family supportive’ environment, they cannot act alone to provide the full range of services  or provide the support a particular child or family may need…The focus of this approach is an ecological view of family, social network and community, which moves away from simple solutions to single factors, to a coordinated approach that aims to influence a broad network of relationships and processes (Wise 2001)
Thus, to begin with, the ultimate well-being of children would benefit from a system wherein a critical mass of services operate from a common purpose (e.g. all work toward improving the personal well-being and social participation of children from eight to 12 years of age). Some agencies may play their part by focussing on important aspects such as drug abuse, social skills, resilience, emotional control, and mentoring, and so on. In the recognition that most of these issues are inter-related and that several agencies are required to provide a comprehensive approach, ongoing communication will be required to ensure that the overall purpose is being addressed. This might range from broad policy-level interchanges to the individual activities of a case worker who is helping a person find his or her way through the options available.  Preferably a mechanism will be in place that will allow the transfer of resources from agency to agency as is required to maximize the benefit for youth – but this is rare.  

In short, a comprehensive “basket of services” (Hanvey 2002) would be able to provide programs for middle-years children that would be able to address confidence-building, stress-reduction, emotional self-control, sensitivity to others, relationships with adults and authority figures, social skills, academic achievement, and healthy choices. Programs might include a variety of youth engagement programs (involving mentoring, peer support, social skills training, and/or recreation), parent training, treatment programs, public education, and school-based programs. 

A framework focusing on four key elements – safe and caring environments; meeting fundamental needs; opportunity to develop competencies and stable and nurturing relationships - identified as being necessary for healthy development in middle childhood has been developed by an Ontario collaboration. The framework may provide a useful means for situating programs and initiatives, identifying how they relate to other initiatives, and understanding the contribution they make to positive outcomes for children.
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Community participation: Children's voices

Participation – an introduction

Participation has been promoted as a moral and democratic right, a means to improve service quality and responsiveness, a way of improving outcomes for participants and as a philosophical approach to service delivery.  Community participation appears as a key principle in policy documents such as the South Australian Primary Health Care policy. Community and consumer participation is a large field of interest and has a wide literature that is beyond the scope of this discussion. This paper focuses on the issue of children’s participation although some of the discussions regarding children’s participation reflect debates around community participation more generally.  

A common framework used in discussions regarding participation is a ‘Ladder of Participation’ – one such model is presented as an Appendix to this section. The ladder represents various levels of participation from no participation through to community control. The ladder also provides an opportunity for services to think about their approach to participation, their goals and what is achievable (Jolley forthcoming). 

Poor participatory processes or differences in the expectations of various parties can lead to damaged relationships, loss of trust and even negative health consequences for those involved. Pushes to involve children and the increasing popularity of the notion can lead to ‘traps’  (Department for Education and Skills 2004) which may have negative consequences for all involved. 

Organisations need to be very clear about their commitment to participation, the purpose of participation, power relations, what the organisation hopes to get from it and what the children hope to get from it. Participation needs to be thought through, resourced and monitored.



Why involve children?

There is burgeoning interest in facilitating children’s participation in the development of services and policies that affect them as well as new approaches to research with children that allow children’s voices to be heard. This interest has resulted both from an understanding that children’s participation brings with it benefits as well as reflecting values that embrace children’s rights. The right for children to express views and have those views taken seriously is enshrined in the United Nations Convention on the Rights of the Child. 

"Article 12
1. States Parties shall assure to the child who is capable of forming his or her own views the right to express those views freely in all matters affecting the child, the views of the child being given due weight in accordance with the age and maturity of the child. "

United Nations (1990) Convention on the Rights of the Child
Despite such principles, the National Resource Centre for Consumer Participation in Health (2000) identified the young as one of the groups most excluded from mainstream participation mechanisms. Marginalized children such as those living in poverty are often least likely to have their experiences and voices heard (Alderson 1999, cited in Ridge 2002). Adults often presume to speak for children yet children's views may be quite different from those of adults (Ridge 2003). Adding children’s voice to the various other stakeholders whose viewpoints are more routinely documented provides a more complete picture of an issue and may provide a surprising and divergent standpoint (Prout 2001).  

“We wanted to know about how children felt about their after school clubs. Parents and carers had an important perspective to contribute, but children also had their own insights to give. They were unhappy about the lighting; it was too gloomy in some clubs; some children got hungry and wished there was some food provided; some were tired and wished there was somewhere for them to have a quiet time, not just the structured activities. They were also concerned about the paint on the walls and their access to the garden and so on. “ (Ridge 2003)
Past practice in research about children or the development of children’s services has often involved talking to others about children rather than to the children themselves. Parents, schoolteachers, various professionals have spoken on behalf of children. 
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Source: (Lightfoot and Sloper 2002)
Benefits of involving children have been argued both on principle and for pragmatic reasons (Prout 2001). The literature identifies a range of benefits for organisations, for adults and for children. These include: 

· Recognition of children’s right to have a voice and influence decisions which affect them

· Responsive and appropriate structures, policies, resource allocation and decision-making

· Better responses to the issues and concerns faced by children and young people 

· Programs and services that are relevant to the children themselves, rather than just their parents or school communities

· Improved responses to individual needs

· Opportunities for personal development for those who are often excluded

· Opportunities for personal and professional development for those working with young people and children

· Promoting children as creators and actors rather than consumers or passive recipients

· Encouragement of cooperation, negotiation and problem-solving in children and young people

· Enabling participation of children and young people in wider society

· Increased organisational capacity for participatory practice

(Lightfoot and Sloper 2002; Kirby, Lanyon et al. 2003; Ridge 2003; Department for Education and Skills 2004)
"Participation is more than just giving the younger members of our community a say - it is about listening to their views, taking them seriously and wherever possible giving practical effect to their ideas and suggestions."

NSW Commission for Children and Young People Participation: Sharing the Stage 
 Children and young people want to ‘have a say’ in decisions that affect them (Prout 2001; Sylwander 2001; Stafford, Laybourn et al. 2003). 

A Scottish consultation with children aged between three and eighteen found there was considerable consensus about what children and young people wanted to be consulted about. They wanted more say about:

· education, including curriculum, examinations, school organisation and priorities

· conditions in school

· good leisure provision

· public transport

· health education and advice, and

· a range of other issues including recycling, drugs, safety, adult attitudes to young people and homelessness to name only some.

Children have clear views about their lack of voice in decision-making but also understand and accept the responsibilities carried by parents regarding their care and protection (Prout 2001). They are also quick to detect tokenism or inauthentic participation processes (Alderson 1999, cited in Prout 2001).



What are the barriers to children’s participation?

A number of barriers to children’s participation have been identified.  MacDougall (2006) and colleagues have categorized some of the ways of thinking about children which act as obstacles to involving, and listening to children.

· “Part of” – Children are seen as part of other systems or groups. Public opinion and political arguments position responsibility for children with family and adults 

· “Do for” - Institutional/professional cultures do for and to children

· “Silly kids” -  Assumptions that children are immature, cannot think abstractly and so cannot yet contribute

· “Not yetism” - Developmentalism poses barrier after barrier to taking children seriously. Children are seen as pre-schoolers, pre-adolescent  - always becoming something in the future rather than citizens in the present.

· “Never work with children or animals” – The Hollywood excuse echoes the suspicion that standard ways of engaging the community are too hard or are inappropriate for children. Its seems easier and better to work with adults

· “Mini-me” – Assumes children can be treated as small adults

· “Nostalgia–me” –  assumes knowledge about children on the basis that we were all once children. (“In my day…”, “ I remember…”)

· “No Clout” – Children consume but do not vote, so have non-citizen status

· “Privatised children” – children are considered as a source of profit.

Involving children in a meaningful way requires a rethink of the way in which we see children.  Prout (2002) suggests it points to “seeing children as actors in a network of relationships. Although some actors and positions within this web are more powerful and far-reaching, all connections in this web are of importance and neglecting children’s roles is to misunderstand how local realities are produced”. He also notes that some organisations have already recognised this, particularly voluntary organisations that work with children.

As with any form of participation organisational structures, policies and practices can either facilitate or hinder children’s participation.  In order to facilitate participation there will be a need to provide support, skills training and recognition for participation. A range of methods and opportunities for participation need to be developed and realistic time frames set (Jolley forthcoming).



Approaches to involving children

Work in the UK (Children and Young Peoples Unit 2001) aimed at providing children and young people with more opportunities to be involved in the design, provision and evaluation of policies and services suggest some core principles on which this should be based: 

· “A visible commitment is made to involving children and young people, underpinned by appropriate resources to build a capacity to implement policies of participation”

· “Children and young people’s involvement is valued”

· “Children and young people have equal opportunity to get involved”

· “Policies and standards for the participation of children and young people are provided, evaluated and continuously improved”  

(Children and Young Peoples Unit 2001 p.10-11)
These principles make it clear that participation needs to be supported by organisational policies, resources and structures reflecting the value placed on participation of children and young people.  Similar themes are reflected in the guide developed by the NSW Commission for Children and Young People (NSW Commission for Children and Young People) which identifies five key elements of effective participation:

1. Participation is part of the organisation’s culture

2. Kids have a place in decision-making

3. Adults adapt to kids ways of working

4. Strong relationships with kids

5. Participation rewards kids and the organisation 

In both the UK and NSW guides there is an understanding of participation as a philosophy, an underpinning principle of the way we work with children as well as a strategy (or set of strategies) we employ.  Thus value statements and commitments must be reflected in the ways organisations are structured and work with children is undertaken. 

	Example

The Benevolent Society provides a range of services for children including community development programs, early intervention, child protection, childcare and post-adoption services. The Society faces particular challenges in implementing a participatory approach as they are working in the context of child protection.  They have adopted the following participation principles:

· Children have the right to express their opinion and to have that opinion taken into account. 

· Children have a right to access to information to help them make a decision. 

· Children have the right to a response as to why their opinion isn't acted on. 

· Children have the right to participate in ways that are comfortable and age and developmentally appropriate to them,(eg using tape recordings, advocates to speak on their behalf, using drawings, story telling). 

· Children must have the principle of participation explained to them in and age and developmentally appropriate way. 

· Skilled and respectful interactions with children are intrinsic to participation. 

· We will evaluate what children think of our service and our practice and will be use the feedback to improve our practice with children. 

· Skills are required to facilitate children's participation. 

· Workers will have the opportunity to develop and review their skills in facilitating children's participation. 

· Employees will be aware of and access specialists for particular child and family needs. 

· The Benevolent Society will advocate for children's participation and right to be heard in broader systems. 

· We will ensure that children's participation is articulated in our partnership work with other agencies. 

· The Benevolent Society will explore the resource implications of children's participation. 

· The Benevolent Society will support staff to develop skills to involve children in decision making processes. 

· Engagement process may take more time - systems need to take account of this. 

· The child protection context presents particular challenges around participation and it is crucial that these are articulated and are worked through so that participation is maintained. 


Sylwander (2001) identifies some of the “ingredients of success”  from Sweden’s experience in involving children, particularly at local government level.  One factor identified is the need for participatory practice to be supported and mandated by the top levels of an organisation with the opportunity for all involved to discuss the implications for their own work.  She notes the need for children and young people to be involved in discussion regarding processes as they are developed and for sufficient information to be given and time allowed for them to understand the issues at hand.  A co-coordinator or facilitator to support the children and young people and keep the participation process moving has been found to be helpful. She notes that representativeness – that an individual child’s viewpoints are representative of a particular group’s viewpoint – is not achievable but argues that the interest and commitment of children are more important factors. Building on pre-existing networks can be useful in developing contacts with children.  The use of new technologies in a computer-literate society and where children have access to such technologies may also allow canvassing of large numbers of people and be used for information dissemination.

Recently (June 2006), Canada’s Healthy Children, Healthy Communities (HC2) project unveiled its initiative via the Internet (United Nations Association in Canada 2006). The purpose of this is to address a perceived need for health education tools aimed at the middle childhood years (aged 9-12).  Noted were difficulties in choices surrounding issues like self-image, substance abuse, and safe sex. The tools are hoped to help youth with healthy living and encourage healthy decision-making prior to adolescence. The approach follows a social determinants of health model. The impetus for the approach was Canada’s National Plan of Action for Children: A Canada Fit for Children, which followed from the U.N. Convention on the Rights of the Child (see A World Fit for Children). HC2 envisions “a Canada in which children’s health is a national priority and children themselves are are engaged in understanding and influencing their own well-being. The objectives of the program are to identify child health perceptions and priorities, to exchange knowledge on the impacts of social factors, to develop recommendations for community development and local / national policy and to bring these to the global community, and to engage and empower children to speak out, share their ideas, and take action. The recommendations will be included in Canada’s 2009 Report to the UN Committee on the Rights of the Child.



Methods

Many of the methods used to involve children are drawn from participatory processes used with adults. The Department for Education and Skills  (2004) guide to involving young people discusses some of these methods:

1. Consultations – short-term, focus on a particular issue

2. Practice Initiatives – children as researchers, co-facilitators, partnerships on a particular task or project

3. Websites – dissemination, debate, feedback

4. Large scale events 

5. Advisory or reference groups – with or without adults

6. Network of groups - strategically linked groups with support worker

7. Parallel structures – youth bodies such as youth councils or shadow committees

8. Committee places –children or young people elected or selected to be part of committees

Each method should relate to the purpose of the participation. Often a number of methods will be employed to create a range of opportunities for children and young people to become involved. 
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 Useful resources on involving children
Christchurch City Council, The Kids Toolbox http://www.ccc.govt.nz/ChildrensStrategy/
The NSW Commission for Children and Young People http://www.kids.nsw.gov.au/
United Nations Association in Canada  http://www.unac.org/hchc 
 

Evidence-Based Exemplar Programs 

Simply put, only a few evidence-based programs for the middle years have been reported in the literature. Descriptions of some of these are presented below with links to some further information.  Practically speaking, planning for a comprehensive array of services for most communities will require considering “promising” programs (but with limited outcome data), the adaptation of proven programs for other age-groups, or adoption of a “do-it-yourself” approach which could involve program design based on research and experience, with evaluation and program improvement measures built in. We have also listed a number of more general resources – these sites may have useful information that can be adapted for the age group and local context.
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 Useful resources on promising practices 

There are many, many resources available on the internet. The ones listed here are simple a “taste” of what is available. Few are age specific but may still contain useful resources for “middle childhood”. 
Promising Practices Network

This US site operated by the Rand Corporation provides summaries of programs and practice that have been found to have positive outcomes form children. You can search the site in various ways including “outcome Areas”; Healthy and safe children; children ready for school; Children succeeding in school; Strong families. 

” The Promising Practices Network (PPN) is dedicated to providing quality evidence-based information about what works to improve the lives of children, youth, and families.” http://www.promisingpractices.net/
What works for children?

This UK site was a joint initiative between Barnardo’s City University London and the University York. It contains a number of resources that help workers apply research evidence to practice.

http://www.whatworksforchildren.org.uk/
The Harvard Family Research Project

This project site publishes and disseminates research aims regarding effective educational practices, programs, and policies.  One of the resources found on the site is the Out-of-School Time (OST) Program Evaluation Database containing information about the evaluation of large and small OST programs. The aim is to support the development of high quality programs and evaluations. It is complemented by a bibliography organised under various categories.
http://gseweb.harvard.edu/hfrp/
Middle Childhood Matters: A Framework to Promote Healthy Development of Children 6-12  

This Canadian document (mentioned elsewhere in this paper) offers a useful framework for development and evaluation of initiatives aimed at middle childhood.

www.child-youth-health.net
Community Builders NSW

This is an electronic clearing house with a focus on the creation of safe and healthy communities and has a range of resources including a case studies section.

http://www.communitybuilders.nsw.gov.au/
The Australian Research Alliance for Children and Youth

There are a number of resources and links on this site that provide useful information on practical application of research evidence and projects.

http://www.aracy.org.au/index.htm
Communities and families clearing house Australia

Although there is an emphasis on early childhood, this site also provides useful resources and links on community development and areas such as evaluation.

http://www.aifs.gov.au/cafca/
There are also websites that focus on areas such as Arts or sport. For example “Young People and the Arts Australia” provides links and resources regarding “arts for, with and by young people”   http://www.ypaa.net
 

Program examples

Communities that Care (CtC) 

Purpose
Communities that Care (CTC) is a comprehensive, community-wide,

                    prevention strategy utilizing a risk and protection framework to develop communities that support healthy childhoods. Developed in the US CtC has been adapted for the UK and Australia.
Program
Community-based, interagency and intersectoral partnerships

Ages     
Universal

Target
All children

Evidence
There is evidence from the US and emerging evidence from the UK regarding positive impacts of the CtC program. 

Web            Fiske G (1999) Communities That Care: A Prevention Approach to Build Resilience of Young People in Our Communities http://www.office-for- children.vic.gov.au/children/ccdnav.nsf/fid/-69515FC53AD8FD954A2568DB0011285C/$file/ccd_communities_that_care.pdf
                    Toumbourou, J (1999) Implementing Communities That Care in Australia: A          Community Mobilisation Approach to Crime Prevention http://www.aic.gov.au/publications/tandi/ti122.pdf
                   Communities that Care Australia                  http://www.rch.org.au/cah/research/index.cfm?doc_id=1011

                   UK site http://www.communitiesthatcare.org.uk/
                   US site http://ncadi.samhsa.gov/features/ctc/resources.aspx
The Roots of Empathy

Purpose
To reduce bullying, aggression & violence and increase understanding and prosocial behaviour


To develop an understanding of others (empathy) in children and youth

Program
School or community-based

Ages     
Kindergarten to Grade 8 (5 – 14 years)

Target
All children

Evidence
Indicates that children who learn to understand others (to be able to put themselves in the place of others) are less likely to engage in aggressive behaviour and are more cooperative and supportive to others. The Roots of Empathy evaluations to date indicate that empathy can be taught and that there are subsequent reductions in aggression and increases in prosocial behaviour.

Web
Gordon M (2005). Roots of empathy: Changing the World child by child. Toronto: Thomas Allen.
http://www.rootsofempathy.org/Home.html
The Montreal Longitudinal Study of Disruptive Boys

Purpose
To reduce aggression and violent behaviour

Program
Two aspects. 1. Parent training to improving parental behaviour (e.g. improve monitoring & positive reinforcement, teach effective, non-punitive discipline, improve coping with crisis).  2. Child social skill training in order to reduce aggressive behaviour.


School and community-based

Ages     
Identified as high-risk in kindergarten and provided a service that lasted from age 7 until age 9.

Target
Disruptive boys

Evidence
Boys who participated, when followed to age 15, exhibited one-half of the serious adjustment problems of high-risk boys not exposed to the program (22% vs. 44%), and also showed a lower level of delinquencies.

Source
(Tremblay, Masse et al. 1996) From childhood aggression to adolescent maladjustment. The Montreal prevention experiment. In R DeV Peters and RJ Mcmahon (Eds.), Preventing childhood disorders, substance abuse and delinquency (pp. 268-298), Thousand Oaks, CA: Sage.


The Columbia University TeenScreen Program

Purpose
To identify youth who are at risk for suicide, suffering from mental illness, and/or are involved in substance abuse. A referral follows when appropriate.

Objective
Youth (with parental permission) complete one or more of three instruments that collectively screen for depression, anxiety, suicide risk, and substance abuse. Those who screen “positive” are interviewed by a clinician. A case manager is appointed for those who require additional services.

Site
Schools, physicians’ offices, juvenile justice facilities, community programs, or wherever youth are found.

Ages     
11 to 18 years

Target
All children, but can target those thought to be at high risk

Evidence
Able to identify children at risk, many who had not been known by school authorities to have any difficulties. That is 69% with major depression, 74% with suicidal ideation, and 50% of those who had attempted suicide were missed.

Web:
American Association of Suicidology

http://www.sprc.org/featured_resources/ebpp/pdf/columbia-teenscreen.pdf
Triple P (Positive Parenting Program)

Purpose
This Australian program aims to enhance parents’ knowledge skills and confidence and prevent behavioural, emotional and developmental problems in children.

Program
Triple P is a multi-level program with strategies ranging from a universal parent information strategy to intensive parent training interventions targeting family issues such as relationship conflict and parental depression, anger and stress. A brief description of the 5 levels of the program can be found at http://www.triplep.net/files/pdf/TripleP_Model_Table.pdf
Ages     
0-16 years

Target
All parents, but can target those with identified issues

Evidence
Triple P has been well evaluated and evidence suggests that the program has positive impact in a range of domains including parental competence and reduction of disruptive child behaviour.

Web:
http://www.triplep.net/
The Strengthening Families Programme for Parents and Youth 10-14

Purpose
This program developed in the US but also adopted in the UK and Ireland and is designed as a skills based program for parents and young people and is delivered through schools or other community centres

Program
The program consists of 11 two hour sessions – in the first hour parents and children meet separately, in the second hour they come together to practice skills.

Ages     
10-14  years

Target
Universal but the web-site notes specific audiences have also been targeted e.g. ethnic minority groups, court-referred youth, and families in low-income housing.

Evidence
A major longitudinal study in America found a range of positive outcomes including lower rates of tobacco, alcohol and marijuana use, fewer behavioural problems in school, improved parent-child relations and behaviour management. A list of relevant published articles can be found at http://www.extension.iastate.edu/sfp/inside/articles.html   A recent Cochrane Collaboration Systematic Review reported that the program was an effective and promising prevention intervention. A study of the implementation of the program in a UK site can be accessed at http://www.aerc.org.uk/documents/pdf/finalReports/SFP20Barnsley20research20final20report20290106.pdf
Web:
 http://www.extension.iastate.edu/sfp/ 
Catch Up 

Purpose
This UK based program aims to help 6-11 year olds who struggle with reading. 

Program
It is based on one or two individual 10 -15 minute sessions a week and an optional 20 minute group session delivered by teachers or teaching assistants.

Ages     
6-11  years

Target
Children with reading difficulties 

Evidence
The Catch up program has demonstrated marked improvement in both attitudes to reading and literacy skills.  Assessments of the program can be accessed at http://www.thecatchupproject.org/pages/ind_assess.shtm
Web:
http://www.thecatchupproject.org/pages/home.shtm
Reading Recovery

Purpose
This program developed in New Zealand aims to help 6-11 year olds who struggle with reading. 

Program
The 12 to 20 week program comprises a series of daily individual lessons, additional to the classroom programme, determined by individual rates of learning

Ages     
6-11  years

Target
Children with reading difficulties 

Evidence
Has been extensively evaluated - The Reading Recovery Council of North America, RRCNA, has a range of references available at www.readingrecovery.org.

Web:
(NZ) http://www.readingrecovery.ac.nz/index.php (USA) http://www.ndec.us/
Dorset Healthy Alliance Project

Purpose
This UK project was a partnership between Education, Health, Probation, and Social Service Departments aiming to improve outcomes in a number of domains: “truancy, delinquency, disruptive behaviour, and school suspensions associated with social, neighbourhood, and family problems”

Program
The multi-level project was school-based and employed a social worker to work with teachers, children and families. Three broad types of activity were undertaken: counselling and group work for children and families; teacher support in dealing with problem children and families; and the development of interagency, community and school networks Target
Children with reading difficulties 

Evidence
Evaluation demonstrated improvements for the community and children and the school's role as a preventive and socializing agency. http://www.ncjrs.gov/app/publications/Abstract.aspx?id=192723 

                    Pritchard, C. & Williams, R. (2001) A three year longitudinal study of a school-based social work family service to reduce truancy, delinquency and school exclusions. Journal of Social Welfare and Family Law, 23, 23–43.

Reading Recovery

Purpose
This program developed in New Zealand aims to help 6-11 year olds who struggle with reading. 

Program
The 12 to 20 week program comprises a series of daily individual lessons, additional to the classroom programme, determined by individual rates of learning

Ages     
6-11  years

Target
Children with reading difficulties 

Evidence
Has been extensively evaluated - The Reading Recovery Council of North America, RRCNA, has a range of references available at www.readingrecovery.org.

Web:
(NZ) http://www.readingrecovery.ac.nz/index.php (USA) http://www.ndec.us/
Appendix

Ladder of participation (Brager and Sprecht, 1973)

· describes levels of community participation

· levels are not mutually exclusive

	Degree of 

Control
	Participants' 

action
	Illustrative mode

	High 

[image: image5]
Low
	Has control
	Organisation asks community to identify the problem and to make all the key decisions on goals and means. Willing to help community at each step to accomplish goals.

	
	Has delegated

control
	Organisation identifies and presents a problem to the community, defines the limits and asks community to make a series of decisions, which can be embodied in a plan it can accept.

	
	Plans jointly
	Organisation presents tentative plan subject to change and open to change from those affected. Expect to change plan at least slightly and perhaps more subsequently.

	
	Advises 

 organisation
	Organisation presents a plan and invites questions. Prepared to modify plan only if absolutely necessary.

	
	Is consulted
	Organisation tries to promote a plan. Seeks to develop support to facilitate acceptance or give sufficient sanction to plan so that administrative compliance can be expected.

	
	Receives 

information
	Organisation makes a plan and announces it. Community is convened for information purposes. Compliance is expected.

	
	None
	Community not involved.
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