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Mind the gap

Introduction— One of the major challenges we face today aKkK@ (Centre for Child
Care and Family Suppoarin the metropolitan context of Brussels is thegjion of
family support in cases of antisocial and oppos#lobehaviour in children. This
comes as no surprise, as children in big citiesrarged within very diverse and
sometimes loosely structured social networks, oftéh a lack of stable role models
(Gorman-Smith, 2003). Parents too experience mdaifeculties building a social
network they can rely on when problems occur. Wesitered it our task to meet this
situation and find appropriate answers to it. Wivendecided to take action upon this
problem, however, we soon realised that a straaghtird solution was not readily at
hand. There were many hurdles to be taken, ndteridast because of the contextual
specificity of the Brussels setting. At least, tisatvhat we believed back then...
Another problem, however, proved to be far moreciauin not finding an
intervention scheme for oppositional behaviour thias applicable in our setting right
away. We will make this problem — that eventuallyned out to be an opportunity —
the actual focus of this paper, as this was thé headle we had to take in
implementing effective action on oppositional babav. Uncovering it might help
others to make their actions more effective. Befweecan do this, we will sketch the
actual starting position when we decided to dedh wppositional behaviour. On the

one hand, we wanted to take action upon a spemifiblem (oppositional behaviour),



for which several programs were readily availalla.the other hand, according to our
practitioners, these programs, taken separatelye wesufficiently flexible and not
realistic in our setting as they would produce aewdfer-drivencare. They felt they
needed ademand-drivenapproach instead — one that could cope with theatgr
diversity of demands and age groups they were ootdd with. They felt, therefore,
that limiting themselves to a single programme off@as not an option, even if the
programme — as most do — had multiple targets pragias of action (parents, children,

school...). Not a single program met théemand-driverstandards.

Filling the Gap— It is in this context BRIDGING

that the “specificity of Brussels’-

argument got a very different

meaning — appearing as a problem process-based practice

first, and an opportunity afterwards.
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implementation of an evidence-based interventiare €ould indeed compare it with a
gap. Practitioners experienced a gap between wegtdaw as product-based, offer-
driven programmes and process-centred, demandnrdpvactice. People don't like
this gap and that's why we try to fill it up witlcdntextual specificity”. Obviously,
“Brussels” is only one possible way to fill the gaBut it's our feeling that it's widely

felt — and filled — in the domain of social action.



Bridging the Gap- Seeing now that the “Brussels context” was fijla gap, we had
to acknowledge this gap and the grain of trutrhis position. We wanted to “bridge”
the gap instead. That's why we felt we had to Iéok interventions that take into
account this daily experience of “real-life humahations and hard-fought processes
of change” and this demand-driven approach, whitegiving up the evidence-based
perspective.

Looking back today, bridging this gap was more @it us than technical changes
or contextual awareness in implementing effectstgoa upon oppositional behaviour.
It is the dynamics of this difficult integration eVidence-based practice and the daily
needs of our practitioners that we will concenti@atein the first part of this paper. In
the second part, we will present our action progn@mfor the treatment of
oppositional behaviour that resulted from this pgsxc SAM 0-12 $leutelen Aan

Moeilijk gedrag, voor kinderen tussen 0 en 12 jaathun ouders).
What matters in taking action

We started by asking ourselves what really mattdisn taking action in this field. To
address the concerns of our practitioners, we cemg@hted the study of scientific
meta-analyses on the subject (e.g. Magtal, 2004; Bradley & Mandell, 2005) with
their experience in the field. But let us begin veheve started from at that time: the
evidence-based component of taking action. Werdjstsh twelve strongly evidence-
based components for effective action in this dom&@o do this, we based ourselves
mainly on the landmark study by Morahal. — “What Works in Parenting Support? A
Review of the International Eviderice and selected the proven components which apply
to this domain.

[1] First of all, we need aomprehensive model models that prove to acknowledge
the different dimensions of a problem by integrgtinem are generally speaking more
effective. Thus, programmes that work with paresatsl children have the highest
overall effect sizes (Bradley & Scott, 2005). Thises not mean that child-only or

parent-only interventions asdwaysless good: the same authors suggest a specificity



of treatment effect, e.g., only those conditionghwahild-training components had a
positive impact on peer relations. [2] Secondlystingtheoretical basiss highly
correlated with effectiveness. Common sense hasgjdradition or past experiences
are bad guides. In the case of oppositional behavmograms are usually based on
long-standing theoretical traditions: learning thyesocial information theory, system
theory and/or Patterson’s coercive model [3, 4Tthg target groupand theage group
must be clear and the program as a whole mustobally and culturally relevant
One-size-fits-all programmes tend to do best... imsé who need it the least (Moran
et al, 2004). A good ‘match’ with client characteristion these three dimensions adds
dramatically to program success. Miller & Prinz @3) suggest that mismatch was a
strong predictor of drop-out. [6, 7, 8] Integratedality care, evaluation and
competence managememprove effectiveness tremendously, this is “maydse
important as all the other factors together” (Moedral, 2004). Quality care must be
visible and explicit, evaluation and feedback herdls must be standardised and the
staff competence must be guaranteed by supervigiah continued training. [9]
Effective interventions areapproachable and conceptualised in terms of user
convenience. Is the place within easy reach, ieethechild care solution, at what time
are sessions scheduled, etc. [10] Learmnactical skillsincreases effectiveness as
they give people the tools to change. Thus, pammtsaught procedures to alter their

children’s behaviours and
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common sense. but it ifiguur 2 - Evidence-based components for effe@itéon in the domain



not. It is a huge investment of time and energytadhink of our actions in terms of
our familiar structures. For example, always megthents in a context of assistance
Is part of our familiar structures. In some congext might be an alternative to meet
clients in the role of facilitator of real-life @ions, e.g. in the context of a parents’
group. For conceptual clarity, we divided theselfe&omponents for effective action

in four groups, based on two dimensions: practit@bretical and structural/ human.

We could find a reasonable number of programmesfraoting oppositional
behaviour that met these evidence-based standdutisas we noticed, this evidence-
based perspective was not enough for our practitgonThey still experienced a gap
between what was a good according to this evidbased model and what they
thought to be a good action. More particularly yth@ssed two things. First of all, an
explicit demand-driven perspectivee. where structures and programme procedures
would not hamper their efforts to respond to a greaiety of demands. Secondly,
they missed @rocess-centred perspectjua which it was clear that a human real-life
process is both the most difficult and the mostarelmg aspect of supporting people.
From a user perspective, evidence-based practicencléned to focus on the
measurable aspects of care. This is both its (#tieat) strength and its (practical)
weakness.

The gap between the two sets of knowledge was ddidgy using the practical
knowledge — what our practitioners contributed s aaframework, a superstructure,
for the evidence-based groundwomkrows in figure 2. Thus, the evidence-based
content is ‘embedded’ in a relationship-based fraor&, combining the evidence-
based action perspective with the practitionerg’spective. We soon dubbed this
model ourBlueprint for Actionas it became a quality management tool in its own
right. Indeed, indirectly it helped us a lot in iekgfig future actions in many domains
like the Educational Shop Opvoedingswinkgl social child care Sociale
Kinderopvang, etc. Today it is a guideline we use whenever dewains of action

have to be implemented.
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once structures are in place, it is hard to getofidhem. The human axis, on the
contrary, is much more fragile, certainly whensitconfronted with heavy structures
(dotted line after ‘bumping into’ the structural a&ki In this case, structures function
as a structure walk{ructuurmuuy.

Furthermore, the human axis is not self-generaingl: every time again it has to be
“realised” in unique human interactions. This ad@tion of the axes takes into
account the two major preoccupations of our phiacers. Thedemand-driven
perspectiveis translated into the warning that structure¢pdures, offer-centred
approach) are the means to reach the goal on tinarhaxis, not a goal in their own
right: in that case they become a structure walle process-centred perspective
translated into the insight that the human axighés “axis of investment” as it is not
self-generating. “Hiding” in self-generating struiets (Verhaeghe, 2002) is the sign of
disinvestment.

Combining the knowledge sets of both theoreticataramalyses and daily practice,
our Blueprint for Action thus emphasizes the importance of activatingvetgions
based on human relations rather than intervenisiredtions based on structures. This
scheme was the basis for our selection of treatnpeoagrammes for disruptive

behaviour.



Case-study: the birth of SAM 0-12

Introduction— In the selection process, three basic conditweie to be met. In line
with our vision, SAM 0-12 had to bevidence-based, demand-driven and process-
centred. Let’s start with defining the aim of the proje@AM 0-12 Sleutelen aan
Moeilijk gedrag) centralises all demands of our target populatiofamilies with
children between ages 0 and 12 — concerning opmoaitbehaviour. In function of
the specificity of the situation — both the problanmd the possibilities for change — an

individualised pathway is proposed.

Demand-driven In line with our aim of covering the whole spect of demands
concerning oppositional behavioutefnand-driven approaghSAM 0-12 had to be
able to respond to everything from general questmm disruptive behaviour to more
serious behavioural disorders. This is why we datitb select a range of evidence-
based programmes, that together would cover ttgerahdemands. We selected these
programmes:Peuter in Zicht, Opvoeden en Zo, Kinderen... de RaaBrukke
kinderen, Samen met Joep Loep Sporen na SpeuraerO8peuren naar Sporen,
Hoe kleiner, hoe fijner, Minder boos en opstandiglfcontrole, Stop 4-7With this
range of programmes, we cover the age-group asasedur target population (0-12)
and the range of demands with regard to oppositioglaviour. SAM 0-12 can now
offer a parent or child training, ambulatory sugporformation supply, reorientation,
or a combination of any of these.

Ambulatory support is the solution proposed to fesithat prefer a one-to-one
approach or people who lack the mobility to comehe Centre. It can also be a
tailored solution for people who can’'t be helpeduch. It consists of a weekly home
visit in which the “here and now” situation is takas a starting point. It has the
additional advantage that practitioners actuallytiess” the situation. Information
supply is organised for groups in evening sessidng, can also be provided
independently, via the extensive information ceniree evening sessions have the
additional advantage that people can meet and siisstth peers, creating a sense of

empowerment and self-help. The programs are usesh \whrents want to have some



clear tools to alter their children’s behavioursdato change the patterns of
communication in the home away from a coercive tmae prosocial orientation.
Finally, when no adapted answer to their needsoissiple, we do reorientation
towards other programmes (e.g. in Centres for Medg&alth) or psychiatric help.
With this whole range of possibilities our prograxan meet a broad inflow, both

helping people and guiding them.

Evidence-based SAM 0-12 embodies our twelve evidence-based ¢juneketo assure
effective action. Our target group as a CKG coasistfamilies with children between
0-12 years old. The range of programmes enablés cgver this group. Let’s look at
this in more detail. [1] We needcamprehensive modebAM 0-12 tries to integrate
action upon different aspects of oppositional benav The program gives us the
freedom to work on multiple aspects (parents anldirem) or a single aspect. This is
in line with Bradley and Scott’'s double advice. tha one hand that overall effect size
Is at its best when a coordinated action is unlertaon the other hand that working
on one dimension might sometimes be more appreprigurthermore, the specificity
of treatment effects suggests it may be worthwimétching children’s problems with
treatment modalities, rather than applying a ome-$its all approach.” (Bradley &
Scott, 2005, 393). [2] A stroripeoretical basiss highly correlated with effectiveness.
All programmes in SAM 0-12 are strongly rooted lredry, but combining them has
the advantage of theoretical plurality. Not oneotietical concept is able to explain
everything. That is why SAM 0-12 combines insightsm learning theory, social
information theory and system theory. [3, 4, 5] Tamet groupand theage group
must be clear and the program as a whole musobially and culturally relevaniwWe
have integrated programmes for toddlers, pre-sclobddren and primary school
children. Peuter in Zicht e.g., is specifically targeted at toddlers. Samitiural
relevance is also taken into account. We have matbvior people who (culturally)
prefer a community-based approach where they cast mith peers or people who
prefer to be coached individually. [6, 7, 8] Integd quality care, evaluation and
competence managememprove effectiveness dramatically. SAM 0-12 imsdgs

permanent evaluation in the ambulatory setting #redgroups have a standardised



evaluation moment. There is also a pre and possunement of the child’s behaviour.
Finally, experiences of the practitioners and pgéints are shared and points of
interest are used to improve future sessions. [#ecBve interventions are
approachableand conceptualised in terms of user conveniencegUarantee this,
some educational material of the programmes ig@fféen other languages (Turkish,
Arabic) and we guarantee that SAM 0-12 is compyefiele. Approachable also means
that we reach out: when people can’'t come to us,gweo them. [10] Learning
practical skillsincreases effectiveness. Programmes were selentéus basis as we
believe in the empowering nature of skills that applicable in the natural setting.
[11, 12] Interventions must be basedreal-life relationsandpeople — not structures
— must be the action focuSAM 0-12 stimulates empowerment. People are eadvib
share their experiences, to learn from each othérta forge ties. Practitioners try to
be facilitators in this process. SAM 0-12 triesntake structures secondary to people

by having a wide range of possibilities, not a sree-fits-all solution to take or leave.

Process-based By integrating multiple modalities of action, eyelient can shape
his own trajectory, his own process, without bdingted by a programme-dependent
pathway. For some clients, just a little help, emly able to meet peers is enough. For
some others the process is longer. Anyway, a flex#pproach guarantees that the

needs of every client are met, not only the ondbage who fit in the box.

Conclusion

In our Centre for Child Care and Family Suppd@KG) in Brussels, we worked to create a
comprehensive programme addressing oppositionaavii@lr. With this programme, we
wanted to join the strength of evidence-based stasdwith the demand-driven and process-
centred philosophy of our Centre. The SAM 0-12 gebjvas put into action in October 2007,
after the long process of preparation we descrbetis paper. The results remain largely to
be seen. We might be confronted with unexpectedtswduring the implementation of SAM
0-12, and it is sure that this programme will gratvile being applied. We will address the

implementation and results of this project in fetaommunications.
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