CHAPTER 10

A Community-Based
Approach to Promoting
Resilience in Young
Children, Their Families,
and Their Neighborhoods

RAY DEV. PETERS

Resilience, as defined in this volume and elsewhere, refers to positive
human adaptation in the context of adversity (Roberts & Masten, Chap-
ter 2; Werner, Chapter 1). Emmy Werner’s pioneering studies on risk
and protective factors affecting vulnerability and resilience in life span
human development (e.g.,Werner & Smith, 1989, 2001), along with the
work of Norman Garmezy (1971, 1991) and Michael Rutter (1979), have
defined the field of resilience research for the past two decades.

The main focus of the present chapter is on intervention programs
that attempt to promote resilience by fostering positive development
in early childhood. The chapter begins with a review of the literature
concerning early childhood development programs, and a discussion
of several limitations of these programs. Virtually all the effective early
childhood programs in the research literature that have demonstrated
long-term positive adaptation have focused their interventions on high-
risk children or young children with high-risk mothers. Several poten-
tial limitations of this individual risk approach are discussed in light
of epidemiological measures of relative versus attributable risk. An al-
ternative approach to resilience intervention is described; namely, a
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universal intervention for all young children and their families living in
high-risk neighborhoods. An early childhood intervention project based
on this approach to resilience enhancement, the Better Beginnings, Bet-
ter Futures Project, is described and the impacts on child, family and
neighborhood development are discussed.

EARLY CHILDHOOD DEVELOPMENT

Within the last 15 years, there has been increased interest in the
influence of the early years of life on children’s subsequent health and
development, readiness to learn, and social-emotional well-being. This
interest in the importance of early childhood development appears to
have been spurred by several factors. One is a growing public awareness
of the importance of early experience on brain development and the
potential long-term value to children and society of promoting healthy
development during the period from birth to 6 years, especially among
the most vulnerable children living in impoverished and dysfunctional
families and communities (Cynader & Frost, 1999; McCain & Mustard,
1999; Shore, 1997).

Interest also has derived from longitudinal and epidemiological
studies of children’s social, emotional and behavioral disorders, demon-
strating that: a) 15 to 20% of children between the ages of 4 and 16 suffer
from one or more serious adjustment difficulties (Bradenberg, Friedman,
& Silver, 1990; Costello, 1989; Offord et al., 1987); b) few of these chil-
dren receive social and mental health services (Offord et al., 1987; Tuma,
1989); and c) children with early social and emotional problems, par-
ticularly those in low socioeconomic families, are at increased risk for
displaying a wide range of adolescent and adult dysfunctions, includ-
ing school failure/dropout, unemployment, social welfare dependence,
and criminal behavior (e.g., Campbell, 1995; Loeber & Dishion, 1983;
Lynam, 1996; Moffitt, Caspi, Dickson, Silva, & Stanton, 1996; Reid,
1993). A recent review of the literature (Hertzman & Wiens, 1996) also
indicates the strong determining influence of early child development
on adult health and disease.

A third influence has been concern over high and increasing rates
of child and family poverty in the U.S. and Canada and the long-term
effects of low socioeconomic status on child development through ado-
lescence into adulthood, with subsequent effects on socialization of the
next generation (Duncan & Brooks-Gunn, 1997; Willms, 2002).

This interest in early development has prompted renewed attention
to the effects of intervention programs designed to facilitate positive
development in children and their families, particularly those living in
high-risk, socioeconomically disadvantaged neighborhoods. Questions



Community-Based Approach to Promoting Resilience 159

concerning the long-term effects of these programs are of particular in-
terest to government policy makers, specifically the degree to which in-
vestments in early childhood programs have later effects on academic,
health, and social functioning in children and their families, resulting in
decreased rates of unemployment, delinquency, welfare participation,
and use of health services.

An indication of the importance of these questions is the large num-
ber of reviews of early childhood development programs that have been
carried out recently, primarily focusing on the state of knowledge con-
cerning long-term effects on young children at high risk and their fami-
lies (e.g., Durlak & Wells, 1997; Hertzman & Wiens, 1996; Karoly et al.,
1998; Mrazek & Brown, 2002; Ramey & Ramey, 1998; Webster-Stratton &
Taylor, 2001).

Effective Early Childhood Development Programs

These reviews report that few early childhood development pro-
grams have been adequately designed, particularly for children younger
than 7 or 8 years old. Most of the programs either have not been evalu-
ated at all, or the evaluations have such serious flaws that no meaningful
conclusions can be drawn from them (Mrazek & Brown, 2002).

Most demonstration studies that have shown effects have employed
small samples. For example, the High-Scope Perry Preschool Project
(Schweinhart, Barnes, & Weikart, 1993) involved 58 preschool chil-
dren in the intervention, the Carolina Abecedarian Project (Ramey &
Campbell, 1984) involved 57 very high-risk children, and the Elmira
Nurse Home Visitation Program (Olds, 1997; Olds et al., 1997), found
that all the positive long-term outcomes occurred in a small sub-sample
of 37 high-risk mothers and their children. Attempts to expand such
small-scale “efficacy” trials to multiple sites and to more children have
been disappointing (see, for example, the Comprehensive Child Devel-
opment Project; St. Pierre, Layzer, Goodson, & Bernstein, 1997).

Few studies have followed the children and parents after the pro-
gram ended to determine long term outcome effects. Further, costs of
implementing programs for young children are seldom collected or re-
ported (Karoly et al., 1998). This failure to provide long-term follow-up
and economic analyses makes it particularly difficult for policy mak-
ers to make informed decisions. Several notable exceptions are the
three studies noted earlier (the Perry Preschool Project, the Carolina
Abecedarian Project, and the Elmira Nurse Home Visitation Project),
as well as the Chicago Child-Parent Centers (CPC) Project (Reynolds,
Temple, Robertson, & Mann, 2003). All four of these early childhood
intervention studies have now reported economic analyses based on
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follow-up data for children, and in some cases their parents, to the
child’s age of 15 (the Elmira project), 21 (Abecedarian and CPC Projects)
and 35 (Perry Preschool project).

Another limitation is the narrow focus adopted by program mod-
els. In social policy discussions, there is much rhetoric about the po-
tential importance of early childhood programs being comprehensive,
holistic, ecological, community-based, and integrated. However, virtu-
ally no well-researched programs for young children have successfully
incorporated these characteristics into the program model. In the few
well-researched studies, focus has been predominately on children’s
cognitive and academic functioning, not on emotional and behavioral
problems, social competence, or physical health. None of these projects
has included activities designed to improve the quality of the local
neighborhood for young children and their parents. Local community
members have had little or no involvement in the development and
implementation of the programs. Also, St. Pierre and Layzer (1998) re-
port that few studies have examined the effects of prevention programs
integrating with local service providing organizations.

The Risky Business of Risk in Early Childhood Programs

Virtually all of the well-researched early childhood development
programs have adopted a targeted or high-risk approach. Studies have
attempted to identify important risk factors or to implement targeted
programs with children at high-risk for developmental problems (Karoly
et al., 1998; Mrazek & Brown, 2002). A major issue facing programs
targeted at high-risk children is the relative strength as well as the
prevalence of the risk variables selected. Of interest here is the epi-
demiological concept of population attributable risk. The calculation
of population attributable risk combines measures of relative risk and
prevalence to indicate the maximum reduction in the incidence of a dis-
ease or disorder that could be expected if the effects of a causal risk factor
could be eliminated (Rockhill, Newman, & Weinberg, 1998; Rothman &
Greenland, 1998; Scott, Mason, & Chapman, 1999; Tu, 2003). For exam-
ple, Offord, Boyle, and Racine (1989) identified five family risk factors
and, based on an analysis of attributable risk, concluded that even if it
were possible to eliminate these risk factors, the reduction in children’s
mental health problems would be only from 18% to 14%.

Also, Willms (2002) recently reported attributable risk analyses
of the Canadian National Longitudinal Survey of Children and Youth
(a large nationally representative sample of over 30,000 Canadian chil-
dren and their families), begun in 1994 and following children from
birth to their early 20’s. Willms found that the five most important family
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risk factors associated with children’s cognitive, emotional, and behav-
ior problems were low maternal education, teenage motherhood, low
family income, single parenthood, and low paternal occupational status.
However, the total cumulative attributable risk for these five risk factors
was 19.2 percent. According to Willms (2002), this finding “. .. indicates
that even if we could eliminate all the risk factors associated with fam-
ily background, we would reduce childhood vulnerability by less than
twenty percent.” (p.90)

These findings suggest that the major risk factors that have been
identified for compromised early childhood development (e.g., family
dysfunction, low income, one-parent family) appear to have a low pop-
ulation attributable risk, presenting serious challenges to targeted, high-
risk prevention interventions. Even if it were possible to eliminate these
risk factors from society, the overall reduction in children’s vulnerabil-
ity would not be great. These results also indicate that 80% of young
children manifesting serious cognitive, emotional and behavioral prob-
lems do not come from “high-risk” families, but rather from two-parent
families with adequate income and parental education. Thus, targeted
programs for only high-risk children or families, even if highly effec-
tive, may have little impact on the community rates of early childhood
difficulties.

Given the limitations of high-risk, targeted programs for early child-
hood development, there is an increased interest in universal pro-
grams for young children and their families (McCain & Mustard, 2002;
Offord, 1996; Offord, Kraemer, Kazdin, Jensen, & Harrington, 1998;
Peters, Petrunka, & Arnold, 2003; Willms, 2002). From a universal per-
spective, all children are considered to be at risk or potentially vul-
nerable for developmental problems and therefore should be eligible to
participate in programs designed to prevent them. This is similar to the
public health approach to preventing many diseases in young children,
such as polio and rubella where vaccinations are considered important
for all children, not just those considered to be at “high risk” for con-
tracting the diseases.

Two types of universal programs have been identified: those that
focus on particular neighborhoods, or on particular settings such as a
school or a housing project, and those programs that are state, province,
or countrywide (Offord, 1996). There has been little research to date
on either type, especially with young children (Mrazek & Brown, 2002;
Offord, 1996; Webster-Stratton &Taylor, 2001).

To summarize, much of the current knowledge about positive long-
term effects of early childhood development programs rests on a few
small-scale programs carried out with extremely disadvantaged, high-
risk children or their mothers. These programs have focused primarily
on the intellectual and cognitive development of young children or on
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improving the quality of life for their mothers. Few have reported cost
data. There has been little reported attempt to integrate programs with
other local services or organizations or to involve parents or other lo-
cal residents in program planning or implementation. Finally, very few
programs have been universal, e.g., focused on all children in a partic-
ular neighborhood. Rather, most projects have targeted very high-risk
children and families employing risk variables that may have low pop-
ulation attributable risk with limited potential for reducing overall rates
of childhood difficulties.

THE BETTER BEGINNINGS, BETTER
FUTURES PROJECT

After reviewing these limitations of early childhood programs, the
Ontario Government created a program called Better Beginnings, Better
Futures (Government of Ontario, 1990), to discover effective ways of
supporting the development of young children and strengthening family
and community life in disadvantaged neighborhoods.

Project Description

Starting in 1991, funding was provided to eight disadvantaged
neighborhoods in Ontario to develop and implement social, health, and
educational programs for children from the prenatal period to age 4
in five younger child project sites and for children from ages 4 to 8 in
three older child project sites.

These eight local communities were challenged to meet a combi-
nation of project goals: a) to improve the development and well-being
of young children; b) to strengthen the abilities of parents to respond
effectively to the needs of their children; c) to provide high-quality so-
cial, health, and educational programs for children and families that
respond to the needs of the neighborhood; d) to develop the capacity of
the local neighborhood to help itself by involving parents and other res-
idents in the building of a local organization to deliver these programs;
and e) to establish partnerships with other service organizations and
coordinate programs to support young children and families in these
neighborhoods.

Program Model

The Better Beginnings, Better Futures Project was designed to in-
clude the following characteristics in the program model:
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Ecological. Programs are to recognize the many influences on the
growing child, starting within the family, and expanding outwards to
the local neighborhood and broader community;

Holistic. Programs should address all aspects of child development;
that is, social, emotional, physical, and cognitive functioning;

Universal. All children in the age group living in the neighborhood
and their families are eligible for program participation, not just those
seen to be at highest risk;

Community-Based. The model allows the local eight sites con-
siderable freedom and responsibility to tailor programs to local
needs, within budget limitations and the overall mandate of the pro-
ject;

Community-Led. Each site is to insure real and meaningful involve-
ment by parents and other community residents in all aspects of local
project development and implementation; and

Collaborative and Coordinated. This model program characteristic
encourages partnerships among neighborhood and community organi-
zations providing services for young children and families, and coordi-
nation among programs.

The Better Beginnings, Better Futures Project model, implemented
in 1991, was unique in that it defined “high risk” by the character-
istics of neighborhoods rather than by characteristics of children or
their parents. The neighborhoods selected for project implementation
were characterized by socioeconomic disadvantage, but all children in
the designated age range living in the neighborhood and their families
were eligible for program involvement. Thus, the Better Beginnings,
Better Futures Project was designed as a universal intervention to foster
resilience (i.e., improve developmental outcomes) in all children and
their families living in a high-risk neighborhood environment.

Program Participants

Since the program model was universal, child- and family-focused
programs were to be available to all children in the specified age range
and their families living in the Better Beginnings neighborhoods. In
the five younger child sites, the number of birth-to-4-year-old children
averaged 600 per site, while in the three older child sites, the average
number of 4-to-8 year olds was 500. This resulted in 4,500 children
and families available for Better Beginnings programs across the eight
project sites each year.

As mentioned previously, these eight neighborhoods were charac-
terized by socioeconomic disadvantage. For example, 83% of the fam-
ilies in the younger child sites and 64% in the older child sites were
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below Statistics Canada’s Low Income Cut Offs. On average, 37% of the
families were headed by a lone parent.

Program Activities

The Better Beginnings project model required each community
to develop and deliver high quality programs that could be expected
to produce positive child, family, and neighborhood outcomes. High-
quality programs were defined as paying careful attention to: a) staff
recruitment, training, adequate compensation, and participation in
decision-making; b) favorable child-staff ratios; c) curriculum devel-
opment relating program activities to goals and objectives; and d) pro-
viding time for all staff to develop close relations with the families and
communities in which they work.

The younger child sites, focusing on children from birth to age 4,
were required by the Government funder at a minimum to provide home
visiting programs, plus supports to increase the quality of local child
care, for example, through additional staff and resources to existing day-
care and preschool programs and organizing playgroup programs. The
older child sites were required to provide in-classroom or in-school pro-
grams, plus supports to increase the quality of local child care, through,
for example, before and after school and summer holiday art and recre-
ation programs.

In addition, the sites provided a wide variety of other programs
tailored to local needs, either by themselves or in partnership with other
education and service providers. Examples include parent-child drop-in
programs and toy-lending libraries, parent training and support groups,
nutrition supports, neighborhood safety initiatives, cultural awareness
activities, recreation, and mentoring programs. The younger child sites
provided an average of 26 different programs, whereas the older child
sites provided an average of 16 different programs for the children, their
families and the local neighborhood.

Of the five younger child sites, three invested over half their base
government funding in home visiting programs. One of these sites,
however, was unique in putting almost all its programming efforts di-
rectly into home visiting, perinatal and postnatal support, and child
care programming. A fourth younger child site distributed its resources
more evenly among the program areas, with strong emphasis on local
leadership development as a prevention vehicle. The fifth site is the
only Better Beginnings, Better Futures Project located within a First
Nation. Stressing values based on traditional culture, it put more than
half its base budget into community development and community
healing activities. It combined home visiting and playgroup activities
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with a pre-existing, high-quality child care center that was separately
funded.

Of the three older child sites, two made substantial investments
in school-based programming. Both of these sites funded classroom as-
sistants who provided enriched support for children in Junior Kinder-
garten, starting at age 4, through Grade Two. The third site provided
comparatively few in-school enrichment activities, concentrating more
on before-and after-school and holiday arts and recreation programs,
and emphasizing community and leadership development more than
many of the other sites.

The Better Beginnings, Better Futures Project is neither a service
nor a program. It is a project initiative for mobilizing disadvantaged
neighborhoods to foster resilience; that is, promote positive functioning
in young children, their families, and the neighborhood itself. Accord-
ing to ecological theory, young children, their families and the local
neighborhood should be positively affected by the project through im-
proved family and community environments and resources. In practice,
some children and families were touched directly by these improved re-
sources (e.g., home visitors, classroom programs, before and after school
programs, parent training, play groups). Some attended programs on a
regular basis, others on a very random or part-time basis. Some did not
attend any programs but may have been touched indirectly; for exam-
ple, by a neighbor who attended programs and offered advice/support,
by safer streets and parks, or by increased community participation.
Larry Schweinhart (personal communication, 2000), from the High-
Scope Perry Preschool Project, has described the Better Beginnings,
Better Futures Project as being not a program but a “meta-program” or
general strategy for fostering resilience in children, families and com-
munities.

Research Methods

A team of multidisciplinary researchers from seven Ontario uni-
versities and field researchers in each local site were responsible for
the research design, and for data collection, analysis, and reporting.
All research activities were coordinated by the Better Beginnings,
Better Futures Research Unit with central offices at Queen’s University
in Kingston, Ontario.

Qualitative, Descriptive Research on Project Development and
Organization. Local site researchers were trained to write descriptive
reports on program development and implementation at each site us-
ing a common protocol. These local site reports were summarized in
comprehensive cross-site reports covering a) how the Better Beginnings
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initiative was developed; b) how communities generated proposals for
the original competition in 1990; c¢) how local residents were involved
in project decision making; d) how local service providers and educa-
tors were involved in project decision making and resource provision;
e) specific program activities and components, as well as staffing pat-
terns; f) the formal and informal decision-making structures and val-
ues, committee structure, and management procedures in each project
site; and g) personal stories from program participants, staff, and lo-
cal residents concerning their experiences with the Better Beginnings
Project.

Quantitative Outcome Research. Information about children, par-
ents, families, and neighborhoods was collected in a variety of ways:
annual 2-hour, in-home parent interviews carried out by local site
researchers employed by the Research Coordination Unit; annual di-
rect child measures also collected by Research Coordination Unit re-
searchers; annual teacher reports; and federal and provincial databases
(e.g., Statistics Canada Census data, Ontario Principals’ Reports of
Special Education Instruction).

Baseline information in the eight project neighborhoods was col-
lected in 199293 before the Better Beginnings, Better Futures programs
were fully operational. Extensive information was collected to deter-
mine how children at the upper age of the project window were devel-
oping before the programs were in place, as well as characteristics of
their families and neighborhoods. This 1992—93 baseline measurement
involved 350 4-year-old children and their families at the younger child
sites, and 200 8-year-olds and their families in the older child sites. This
baseline sample represented approximately 50% of the eligible children
of that age living in the project site.

In 1992-93, three comparison sites were selected for the eight Bet-
ter Beginnings project sites. These sites were selected, using Statistics
Canada Census data, as being similar to the Better Beginnings sites in
terms of average annual family income, single parent status, parent ed-
ucation and employment, and cultural identity.

In 1993-94, 1,400 children and their families in the eight project
sites and in the three comparison neighborhoods agreed to participate in
a longitudinal research group. At the younger child sites, these children
were born in 1994. At the older sites, these children were 4 years old
in 1993. Data on these longitudinal research groups of children and their
families were gathered regularly over a 5-year period in the project and
comparison sites. Outcome measures were gathered in the younger child
sites when the children were 3, 18, 33, and 48 months of age, and in
the older child sites every year from age 4 until the children turned 8
in 1997-98.
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In 1997-98, the outcome measures collected from the longitudinal
research groups were compared to the baseline information that had
been collected in 1992-93. This allowed changes in the children, their
families, and the local neighborhoods to be determined within each of
the sites during the first 5 years of the project.

Information was gained from the parent interviews, direct mea-
sures of child development, annual teacher reports, and the use of
neighborhood-level, provincial, and national databases.

Thus, two research designs were employed, resulting in two
“views” of the impact of the project. The first (a within-site, before-after
design) assessed what changes, if any, occurred between children and
families in each of the eight neighborhoods after 5 years of Better Be-
ginnings, Better Futures programming, compared to the baseline data.
The second (a quasi-experimental control-group design) examined how
changes in children and families in the longitudinal research group in
the eight Better Beginnings neighborhoods over 5 years of programming
differed from changes in those from the demographically similar com-
parison sites that were not receiving Better Beginnings, Better Futures
funding.

Project Costs. Costs were collected using a common accounting sys-
tem and software at each site. The cost data collected included both
direct dollar expenditures and other costs of operating the programs,
particularly volunteer time (so-called service-in-kind or opportunity
costs). These latter costs typically have not been measured in projects
of this sort.

RESULTS

The results presented in this section summarize the data collected
from 1991 to 1998. For detailed reports of these data, see Peters et al.
(2000), and Peters et al. (2003).

Child Outcomes

Child Emotional, Behavioral, and Social Functioning

A major reason for undertaking Better Beginnings, Better Futures
was to prevent emotional and behavioral problems and promote adap-
tive social functioning in young children. The Ontario Child Health
Study (Offord et al., 1987) had found that one in six children from age
4 to 16 suffered from an emotional or behavioral disorder and less than
20% were getting professional help for their problems.
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From 1993 to 1998, Junior Kindergarten teachers reported a 27%
decrease in emotional problems (anxiety and depression) in children at
three of the five younger child sites. Home visiting and playgroups for
children and their parents were particularly important programs offered
in these sites.

Among these three sites, the largest decrease in children’s anxiety
and depression was found in the site that invested the greatest amount
of program resources in home visiting and in child care by enriching
local child care centers in the neighborhood and by providing many in-
formal child care experiences. Junior Kindergarten teachers in this site
also reported improvements in aggressive and hyperactive behaviors
and school readiness in the children who lived in the Better Begin-
nings, Better Futures neighborhood. School readiness ratings reflected
the child’s cognitive, behavioral, and physical skills considered impor-
tant for primary school success.

Ratings by Junior Kindergarten teachers were not available from one
site because Junior Kindergarten was not provided by the local public
Board of Education. The other site for younger children did not show
improvements in children’s emotional and behavioral problems at Ju-
nior Kindergarten.

Recent reviews of early childhood intervention studies described
earlier found that few studies have reported improvements in social-
emotional functioning of children before school entry. Two studies that
did report positive effects (the Abecedarian Project, Ramey & Campbell,
1984; and the Infant Health and Development Project, McCarton et al.,
1997) provided full-time, year-round, center-based child care for 3 to 5
years, and in both cases, the improvements faded after children entered
school. Nor have studies of infant home visiting programs reported re-
duced social-emotional problems during the preschool years (Gomby,
Culross, & Berman, 1999; Olds & Kitzman, 1993). This makes the re-
sults of the Better Beginnings, Better Futures project quite important,
because healthy social and emotional development at kindergarten is a
key indicator of future school success.

In the three older child sites, teachers reported a 7% decrease in
children’s anxiety, compared to a 45% increase in the comparison sites.
Teachers also reported a 3% increase in children’s self-control in the
project sites, compared to a 9% decrease in self-control in the compari-
son neighborhoods. Parents reported improved cooperative behavior in
their children. In the two sites that showed the greatest improvements
in children’s social and emotional behavior, educational assistants pro-
vided in-classroom individual and group support to children continu-
ously from Junior Kindergarten to Grade 2.
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Child Cognitive Development, Special Education,
and School-Family Relations

In the younger child sites, there were no consistent cross-site im-
provements found in direct measures of cognitive or intellectual devel-
opment on standardized tests. This finding should not be surprising.
Other projects that have demonstrated intellectual improvements in
preschoolers have provided intensive, center-based, educational pro-
grams to very high-risk young children (e.g., the Abecedarian, Perry
Preschool, and CPC Projects described earlier).

In the older child sites, there were also no improvements found
in cognitive development or school achievement. It is unlikely that
the Better Beginnings, Better Futures in-school programs were inten-
sive enough to improve children’s scores on these measures, over and
above the effects of regular classroom experiences.

However, in the older child sites, there was an interesting change
in the area of special education where the number of students receiving
special education services showed a significant decrease in schools in
two of the three project sites, and an increase in schools in the com-
parison neighborhoods. The two Better Beginnings sites that showed
improvements in special education provided programs in school class-
rooms while the major child-focused programs in the third site were
outside the classroom and most were outside school hours.

Child Physical and Nutritional Health

Parents of children in the younger sites reported significantly more
timely immunizations at 18 months, and also felt they had improved
access to professionals, such as doctors, dentists, and social workers,
for their children relative to parents in the comparison site

In the older child sites, there was a general improvement in chil-
dren’s nutritional intake in the first 2 years of the project. There were
also improved parent ratings of their children’s general health. In the
baseline data in 1993, 42% of parents rated their 8-year-old children as
having excellent health; 4 years later, 61% of parents said their 8-year-

old children had excellent health.

Summary of Child Outcomes

These results indicate a positive impact of the Better Beginnings,
Better Futures Project on children’s social-emotional functioning and
physical health. There was little indication of positive project impacts
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in the areas of cognition and academic performance except in the de-
creased special education rates in schools at two of the three older child
Better Beginnings sites. The variation noted on positive outcomes across
the project sites on child outcomes appears to be, at least in part, a result
of the percentage of program resources that each local project dedicated
to programs focused directly on children. More discussion of differen-
tial program effects appears later in the chapter.

Parent and Family Outcomes

At all of the project sites, there was reduced smoking by mothers.
This finding is encouraging since smoking levels tend to be high in dis-
advantaged communities, and the long-term health effects of smoking
are well known.

In the younger child sites, an average of 45% of the women in-
terviewed smoked before the Better Beginnings, Better Futures Project
began, compared to 28% of women of the same age across Ontario.
After 5 years, the percentage of women smoking in the younger child
Better Beginnings sites had dropped to 35%, much closer to the provin-
cial average. The relative decrease was greatest among the heaviest
smokers.

In the older child sites, 46% of the parents smoked before Better Be-
ginnings, Better Futures programs began, and 26% smoked after 4 years
of project implementation. The reduction in parent smoking rates in
the Better Beginnings sites from 1993 to 1998 is impressive. National
smoking rates for women of the same age only changed from 30% in
1994 to 27% in 1998. The change in smoking rates in Better Beginnings,
Better Futures sites may be related to the fact that parents had increased
opportunities to meet other parents, participate in support groups or
committees, or to volunteer in community activities, especially if meet-
ings and events were held in locations such as schools where smoking
is restricted or discouraged.

There were no other consistent cross-site changes in measures of
parent health and well-being. However, there were strong effects at one
of the three older child sites where parents reported less tension jug-
gling child care and other responsibilities, more social support, reduced
alcohol consumption, increased exercise and reduced use of prescrip-
tion drugs for pain. This combination of changes might be expected
to reduce illness, particularly stress-related illness. Parents at this site
alsoreported improved family relations as reflected in increased marital
satisfaction, more consistent and less hostile-ineffective parenting, and
increased parenting satisfaction.
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It is difficult to specify the exact pathways through which the results
in this site were achieved, but it is possible to point to a distinctive
feature of the program that could have produced the difference between
this site and others; namely, the consistent, ongoing attempts to involve
parents in Better Beginnings programs and in school events. Project staff
visited all the parents in the longitudinal research group regularly for
4 years, discussing how their children were coming along at school,
issues in child-rearing, and questions about family living. Parents were
encouraged by the staff to become involved in parenting programs and
other activities at the school and informed about community resources
that could help them. Overall, this group of parents and their children
was the focus of more frequent, intensive, and wide-ranging attention
from the Better Beginnings, Better Futures Project than those at any
other site.

Neighborhood Outcomes
Neighborhood Quality of Life

In all of the younger child sites, parents reported increased safety
when walking at night. Two of these five sites also perceived less neigh-
borhood deviant activity (alcohol and drug abuse, violence and theft),
and were more satisfied with the safety and general quality of their
neighborhood.

In the three older child sites, parents reported greater satisfaction
with the general quality of their neighborhood, and the condition of their
housing. There was also a large increase in children using local play-
grounds and recreational facilities in two of the sites. Thus, in all eight
sites, there was some indication of parents perceiving an improvement
in the quality of life in the neighborhood.

Local Project Development and Organization

An important goal of the Better Beginnings Project was to develop
locally owned and operated Better Beginnings, Better Futures organi-
zations. In all eight Better Beginnings Project sites across Ontario, low-
income, highly stressed, and fractured neighborhoods have been able
to build the organizations necessary to deliver locally appropriate pro-
grams for families and young children.

There were important findings from the qualitative research carried
out during the project start-up phase from 1991 to 1993 concerning
how the local projects developed their local organizations. The original
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plan in 1990 was that this demonstration initiative would last for 5
years. The start-up phase was only expected to take a year. That turned
out to be quite unrealistic, given the complex challenges facing these
communities, including: a) gaining the confidence and trust of parents
and other residents who were distrustful of a government initiative; b)
building local organizations with at least 50% resident participation
in the governing structure; c) developing quality programs focused on
children in the specific age groups (0—4 or 48 years), their families, and
the neighborhood tailored to local needs; d) creating partnerships with
other service organizations already operating in the community; and
e) enhancing community capacity and developing local leadership.

Time and Support. Communities needed time to build trust and de-
velop programs. Residents were initially wary of the initiative, and had
little or no experience with a neighborhood-driven project like Better
Beginnings, Better Futures. It took about 3 years before structures, pro-
cedures, and programs were stable. During this time, the sites received
some assistance from the government funders with planning and orga-
nizational development.

Resident Involvement. The project’s requirement that there be sig-
nificant and meaningful local resident involvement was translated into
the “50% rule,” where every important planning and implementation
committee was expected to include at least 50% local residents.

Local Control. Tt is ordinarily very difficult to achieve substantial
resident involvement in high-risk neighborhoods. A major incentive for
local participation was the high level of control given to the local orga-
nization. Residents participated in allocating budgets, deciding which
programs to fund, writing job descriptions, and sitting on hiring com-
mittees.

Ground Rules. Although there was considerable flexibility in how
the sites implemented programs locally, there were some requirements
imposed by government funders. These included the requirement that
all younger child sites implement home visiting and child care enrich-
ment programs and all older child sites implement child care enrich-
ment and school-based programs. However, it was not always clear as to
what these requirements were and how they were to be implemented. It
may have been more helpful to have been very clear from the start what
the ground rules were, and what specific programs were required.

Program Focus. In this project, with its multiple goals and commu-
nity control, local organizations had to choose where to put their prime
program emphasis. In some sites, a stronger focus of programs on sup-
port for parents or community development may have diluted the focus
of programs for children.
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PLANS FOR LONGER-TERM RESEARCH

Supported by funding from the Ontario Ministry of Health and
Long-term Care, the research team for Better Beginnings, Better Futures
is continuing to follow the longitudinal research group of 1,900 children
and their families from both the project and comparison sites to find out
how well they are doing as the children develop into adolescence and
early adulthood. This follow-up research will study the long-term costs
and benefits of Better Beginnings, Better Futures for the research group
of children, using measures of academic progress and secondary school
graduation rates, use of health and special education services, employ-
ment, use of social assistance, and criminal justice system involvement.

This long-term research is also designed to answer important ques-
tions concerning the sustainability of the local projects over time, and
their ability to maintain stable organizational structures with solid resi-
dent involvement, effective service system partnerships, and a range of
child, family and neighborhood programs.

CONCLUSION

The hallmark of the Better Beginnings, Better Futures Project is the
successful establishment of eight locally operated, community-based or-
ganizations. Faced with an extremely broad and complex mandate, high
expectations, and relatively little explicit direction, each of the commu-
nities developed an organization characterized by significant and mean-
ingful local resident involvement in all decisions. This alone represents
a tremendous accomplishment in neighborhoods where 15 years ago,
many local residents viewed government programs and social services
with skepticism, suspicion, or hostility. In developing their local orga-
nizations, Better Beginnings projects have not only actively involved
many local residents, but also played a major role in forming meaning-
ful partnerships with other service organizations. They have developed
a wide range of programs, many designed to respond to the locally iden-
tified needs of young children and their families, and others to the needs
of the neighborhood and broader community. As they strengthened and
stabilized over the 7-year demonstration period from 1991 to 1998, each
Better Beginnings project increasingly gained the respect and support
not only of local residents, service-providers, and community leaders,
but also of the Provincial Government which, in 1997, transferred all
projects from demonstration to annualized funding, thus recognizing
them as sustainable.
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The short-term findings from these projects reported in this chapter
are encouraging, and provide a unique foundation for determining the
extent to which a universal, comprehensive, community-based strategy
can promote the longer-term resilience of young children, their families
and their local neighborhoods.
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