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How to use this book


This book contains all the units you need to master the skills and knowledge for the new CACHE Level 3 Diploma in Early Years Education and Care (Early Years Educator). This book should be taught with the most up-to-date Level 3 Childcare and Education specification document available on www.cache.org.uk.


EYP refers to the role of the early years practitioner. References to parents are intended to include other carers as well.


We have made every effort to refer to accurate curriculum and legislation information; however, you can find the most up-to-date information at the following websites.


For the ‘Differences between EYFS 2012 and EYFS 2014’, and ‘EYFS framework from 01/09/14’, go to www.foundationyears.org.uk and search using the above phrases.


Go to www.gov.uk and search for the ‘National Curriculum in England 2014’, ‘SEND code of practice from 01/09/14’; and ‘Keeping children safe in education’ and ‘Working together to safeguard children’ for information on safeguarding.


Key features of the book



LO2 Understand stages and sequences of development from birth to seven years


AC 2.1 Stages and sequences of development from birth to seven years



DR The growth and development stages of the baby from conception to birth



Understand all the requirements of the new qualification with clearly stated learning outcomes, assessment criteria, and delivery requirements fully mapped to the specification.
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Learning outcomes


In this unit you will:





1  Understand development from conception to birth
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Prepare for what you are going to cover in the unit.
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Key terms


alpha-fetoprotein A protein produced by the foetus’ liver which can be detected in the mother’s
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Understand important terms.
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Reflective practice


Facilitating cognitive development





•  How well do you support young children’s ability to
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Learn to reflect on your own skills and experiences.
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In practice activity


Observing language development


Observe one of the following in either the home
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Apply your knowledge in the work setting.
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In practice


First aid boxes and safety information


The contents of a first aid box in the workplace are
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Checklist of key points to remember to help you in the work setting and develop your professional skills.
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Case study


Theory of mind


Mandie, who is three years old, gives her mother the
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See how concepts are applied in settings with real-life scenarios.
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Activity





•  Explain what is meant by holistic development.
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Short tasks to help enhance your understanding of assessment criteria.
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Research activity


Find out about sources of support for new parents in your local area.
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Enhance your understanding of topics with research-led activities encouraging you to explore an area in more detail.
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Discussion point


Scaffolding an activity


Calum and his father were out shopping. Calum
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Activities that encourage debate and discussion in the classroom.
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Guidelines for working with parents




•  Support parents: begin by seeing yourself as a resource and support that can be used by parents
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Tips and guidelines to help you develop your professional skills.
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Progress check


Putting theories into practice





•  Know how children’s temperaments might affect
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Summarise key points and underpinning knowledge.
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Assessment practice





1  What do you understand by
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Test your knowledge with questions linked to assessment criteria to help you generate evidence.
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Useful resources


Websites
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Includes references to books, websites and other various sources for further reading and research.
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Unit 1 Child development from conception to seven years
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Learning outcomes


By the end of this unit you will:





1  Understand development from conception to birth and routine screening programmes in the first year of life.



2  Understand stages and sequences of development from birth to seven years.



3  Understand theory and educational frameworks which inform knowledge and understanding of early years practice.



4  Understand the role of the early years practitioner when promoting child development from birth to seven years.



5  Understand how to plan for children’s learning and development from birth to five years.
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LO1 Understand development from conception to birth and routine screening programmes in the first year of life



AC 1.1 Stages of development from conception to birth



DR The growth and development stages of the baby from conception to birth



The human reproductive system contains all the organs needed for reproduction or producing babies. Conception occurs in the fallopian tube when a male sperm meets the female egg (the ovum) and fertilises it. The fertilised ovum now contains genetic material from both mother and father, and conception has taken place: a new life begins.
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Fertilisation


Fertilisation happens when an egg cell meets with a sperm cell and joins with it. This happens after sexual intercourse. Sperm cells travel in semen from the penis and into the top of the vagina. They enter the uterus through the cervix and travel to the egg tubes. If a sperm cell meets an egg cell there, fertilisation can happen. The fertilised egg divides to form a ball of cells called an embryo. This attaches to the lining of the uterus and begins to develop into a foetus and finally a baby.


Genes and inheritance


Each cell in the human body contains 23 pairs of chromosomes – i.e. 46 chromosomes in total (except the sex cells (sperm and ova), which have 23 chromosomes). When fertilisation takes place, the male and female chromosomes from these sex cells join together to form a new cell, called a zygote, which has its full 23 pairs.


Girl or boy?


In humans, sex is determined by the male. Sperm cells contain an X or a Y chromosome, but egg cells contain only X chromosomes. If a sperm cell carrying an X chromosome fertilises the egg, the resulting baby will be female; if the sperm cell is carrying a Y chromosome then the baby will be male.
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Each chromosome contains thousands of genes. Each gene is responsible for certain individual characteristics inherited from the parents, including eye colour, hair colour and height.


The early days of life


Within about 30 hours of fertilisation, the egg divides into two cells, then four, and so on (see Figure 1.3); after five days it has reached the 16-cell stage and has arrived in the uterus (womb).
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Sometimes a mistake happens and the ovum implants in the wrong place, such as in the fallopian tube; this is called an ectopic pregnancy and it is not sustainable. By about the tenth day, the cell mass forms a tiny ball of new tissue called a blastocyst and has embedded itself entirely in endometrium, and the complex process of development and growth begins. The outer cells of the blastocyst go on to form:





•  the placenta (called chorionic villi during early development). The placenta (afterbirth) provides the foetus with oxygen and nourishment from the mother via the umbilical cord and removes the foetal waste products. The placenta also acts as a barrier to certain micro-organisms, but some may cross this barrier and cause damage to the embryo or foetus.



•  amniotic sac (or membranes). This sac is filled with amniotic fluid (mostly composed of water) and provides a protective cushion for the foetus as it develops and becomes more mobile.





The inner cell mass goes on to form the embryo proper. Until eight weeks after conception, the developing baby is called an embryo; from eight weeks until birth, the developing baby is called a foetus. The embryonic cells are divided into three layers:





1  The ectoderm – forms the outer layer of the baby, the skin, nails and hair; it also folds inwards to form the nervous system (brain, spinal cord and nerves).



2  The endoderm – forms all the organs inside the baby.



3  The mesoderm – develops into the heart, muscles, blood and bones.





Development of the embryo and foetus


At four to five weeks the embryo is the size of a pea (5 mm), and yet the rudimentary heart has begun to beat, and the arms and legs appear as buds growing out of the sides of the body (Figure 1.4).
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At six to seven weeks the embryo is 8 mm long and the limb buds are beginning to look like real arms and legs; the heart can be seen beating on an ultrasound scan (Figure 1.4b).


At eight to nine weeks the unborn baby is called a foetus and measures about 2 cm. Toes and fingers are starting to form and the major internal organs (brain, lungs, kidneys, liver and intestines) are all developing rapidly (Figure 1.4c).


At 10–14 weeks the foetus measures about 7 cm and all the organs are complete. By 12 weeks the unborn baby is fully formed and just needs to grow and develop. The top of the mother’s uterus (the fundus) can usually be felt above the pelvic bones (Figure 1.4d).
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Key terms


amniotic sac Often called ‘membranes’ or the ‘bag of waters’, the amniotic sac is the bag of amniotic fluid that surrounds and cushions the foetus.


blastocyst The rapidly dividing fertilised egg when it enters the woman’s uterus.


embryo The unborn child during the first eight weeks after conception.


endometrium The lining of the womb which grows and sheds during a normal menstrual cycle and supports a foetus if a pregnancy occurs.


fertilisation The moment when sperm and egg meet, join and form a single cell. It usually takes place in the Fallopian tubes. The fertilised egg then travels into the uterus, where it implants in the lining before developing into an embryo and then a foetus.


foetus The unborn child from the end of the eighth week after conception until birth.


lanugo Downy, fine hair on a foetus. Lanugo can appear as early as 15 weeks of gestation, and typically begins to disappear sometime before birth.


umbilical cord The cord connecting the foetus to the maternal placenta. It contains blood vessels that carry nutrients to the placenta and remove waste substances from the placenta.


vernix A protective white greasy substance that often covers the skin of the newborn baby.


viable Able to maintain an independent existence – to live after birth.
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At 15–22 weeks the foetus is large enough for the mother to feel its movements. A mother who has had a child before may feel fluttering sensations earlier as she is able to identify them. At 22 weeks the greasy, white protective film called vernix caseosa has begun to form and the foetus is covered with a fine, downy hair called lanugo (Figure 1.4e).


At 23–30 weeks, the foetus is covered in vernix and the lanugo has usually disappeared. From 28 weeks the foetus is said to be viable – that is, if born now, he has a good chance of surviving, although babies have survived from as early as 23 weeks. The mother may be aware of his response to sudden or loud noises, and he will be used to the pitch and rhythm of his mother’s voice. At 30 weeks the foetus measures 42 cm (Figure 1.4f).


At 31–40 weeks, the foetus begins to fill out and become plumper; the vernix and lanugo disappear and the foetus usually settles into the head-down position ready to be born. If his head moves down into the pelvis it is said to be ‘engaged’, but this may not happen until the onset of labour (Figure 1.4g).
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Activity





•  Where does fertilisation take place?



•  When does the embryo become a foetus?



•  At what stage is the foetus considered to be viable – i.e. capable of independent life outside the womb?
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AC 1.2 Routine checks carried out during antenatal care, postnatal care and the first year of life



DR The different health and screening checks that are undertaken at various stages during pregnancy



Pregnancy


The signs and symptoms of pregnancy occur after the fertilised ovum has implanted in the lining of the uterus. All women then start to produce a hormone (HCG – human chorionic gonadotrophin), which can be detected in the blood or the urine.


Testing for pregnancy


The pregnancy is usually confirmed by a simple urine test which detects the presence of HCG in the urine.


Home pregnancy testing kits are widely available in large supermarkets and chemist shops; they almost always give an accurate result.


Signs and symptoms of pregnancy





•  Missed period (amenorrhoea): missing a period is a very reliable symptom of pregnancy if the woman has no other reason to experience a change to her menstrual cycle; occasionally periods may be missed because of illness, severe weight loss or emotional upset.



•  Breast changes: sometimes the breasts will tingle and feel heavier or fuller immediately; surface veins become visible and the primary areola, the ring around the nipple, will become darker. This is more noticeable on fair-skinned women. As pregnancy continues (at about 16 weeks) colostrum can be expressed from the nipple.



•  Passing urine frequently: the effect of hormones and the enlarging uterus result in women having to pass urine more often than usual.



•  Tiredness: this can be noticeable in the first three months of pregnancy but usually lifts as the pregnancy progresses.



•  Sickness: nausea (feeling sick) or vomiting can occur at any time of the day or night, but is usually referred to as ‘morning sickness’. Some unlucky women experience nausea throughout pregnancy.





Antenatal care


The main aim of antenatal care is to help the mother deliver a healthy baby. Women are encouraged to see their family doctor (GP) as soon as they think they may be pregnant. The team of professionals – midwife, doctor, health visitor and obstetrician – will discuss the options for antenatal care, delivery and post-natal care with the mother. The women most at risk of developing complications during pregnancy are those in poor housing, on a poor diet or whose attendance at antenatal clinics is infrequent or non-existent. The midwife and health visitor will be aware of the risks such factors pose for both mother and baby, and will target such individuals to ensure that preventive health care, such as surveillance and immunisation, reaches them.



DR Routine checks involved in antenatal care



The following is a general guide. Each Area Health Authority will have its own protocol for antenatal care.


Early antenatal care (the first 12 weeks, or first trimester)


The booking appointment


Wherever the woman decides to give birth, early in her pregnancy she will attend a lengthy interview with the midwife, and the medical team will perform various tests. If necessary, a bed is booked for a hospital delivery for around the time the baby is due. Recognition of cultural differences and personal preferences, such as a woman’s wish to be seen by a female doctor, is important and most antenatal clinics try to meet such needs. Relatives are encouraged to act as interpreters for women who do not understand or speak little English, and leaflets explaining common antenatal procedures are usually available in different languages.


Taking a medical and obstetric history


This is usually carried out by the midwife and covers the following areas:





•  details of the menstrual cycle and the date of the last period; the expected delivery date (EDD) is then calculated



•  details of any previous pregnancies, miscarriages or births



•  medical history – diabetes, high blood pressure or heart disease can all influence the pregnancy



•  family history – any serious illness, inherited disorders or history of twins



•  social history – the need for support at home and the quality of housing will be assessed, especially if the woman has requested a home delivery.





Medical examination


A doctor will need to carry out the following physical examinations:





•  listening to the heart and lungs



•  examining breasts for any lumps or for inverted nipples which might cause difficulties with breastfeeding



•  noting the presence of varicose veins in the legs and any swelling of legs or fingers.





Clinical tests





•  Height: this can give a guide to the ideal weight; small women (under 1.5 m or 5ft) will be more carefully monitored in case the pelvis is too narrow for the baby to be delivered vaginally.



•  Weight: this will be recorded at every antenatal appointment: weight gain should be steady (the average gain during pregnancy is 12–15 kg).



•  Blood pressure: readings are recorded at every antenatal appointment, as hypertension or high blood pressure in pregnancy can interfere with the blood supply to the placenta and may mean a risk of pre-eclampsia.



•  Urine tests: urine is tested at every antenatal appointment for:







    •  sugar (glucose): occasionally present in the urine during pregnancy, but if it persists may be an early sign of diabetes


    •  protein (albumen): traces may indicate an infection or be an early sign of pre-eclampsia – a special condition only associated with pregnancy where one of the main signs is high blood pressure


    •  ketones: these are produced when fats are broken down; the cause may be constant vomiting or dieting, or there may be some kidney damage.








•  Blood tests: a blood sample will be taken and screened for:







    •  blood group: in case transfusion is necessary; everyone belongs to one of four groups: A, AB, B or O


    •  Rhesus factor: positive or negative


    •  syphilis: can damage the baby if left untreated


    •  rubella immunity: if not immune, the mother should avoid contact with the virus and be offered the vaccination after birth to safeguard future pregnancies


    •  sickle cell disease: a form of inherited anaemia which affects people of African, West Indian and Asian descent


    •  thalassaemia: a similar condition which mostly affects people from Mediterranean countries.








•  Haemoglobin levels: the iron content of the blood is checked regularly to exclude anaemia.





Dating scan


Women are offered an ultrasound scan called the dating scan between 10 and 13 weeks to estimate when the baby is due (the EDD). The scan also determines whether she is expecting more than one baby.


Antenatal notes


A record of antenatal care and appointments will be made, and these are known as the antenatal notes (or Cooperation Card). It will usually be the woman’s responsibility to look after these notes, and she should bring them with her to each appointment. They should also be carried on her person throughout the pregnancy, so that, should she fall ill while away from home, all the up-to-date medical information is available to other medical personnel. The hospital or midwife keeps duplicate copies of scans and routine tests.


Antenatal care from 13 to 28 weeks (second trimester)


Visits to the antenatal clinic, GP or community midwife will be monthly during this stage of pregnancy, or more often if problems are detected. However, if the pregnancy is uncomplicated and the woman is in good health, she may not be seen as often as someone who needs to be more closely monitored. On each occasion the following checks are made and recorded on the antenatal notes:
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By 28 weeks, the hospital will expect to have the mother booked in for a hospital delivery.


Antenatal care from 29 weeks to the birth (the third trimester)


Although this is the shortest trimester, it can often seem to go slowly, as the woman feels heavier and less mobile.





•  The unborn baby or foetus is now viable – which means that should he or she be born early, there is a very good chance of survival.



•  Visits to the antenatal clinic, GP or midwife are fortnightly from 28 weeks and once a week in the final month of pregnancy.



•  The same tests are carried out as in the second trimester. By palpating (or lightly pressing) the surface of the woman’s abdomen to feel the uterus underneath, the doctor or midwife can now predict the baby’s weight and its position in the uterus.





Screening tests in pregnancy


Screening tests estimate the risk of the baby being born with certain conditions, such as Down’s syndrome or spina bifida. They aim to detect a disease or condition in the early stages before it causes significant problems, and where treatment can be offered. They are very safe, painless and do not affect the unborn baby in any way.


Ultrasound scan


How does it work?


The operator slowly scans across the abdomen with a hand-held transducer that detects sound waves bounced off the uterus and the baby’s body. These are transmitted to a computerised monitor for a visual interpretation. Parents are often offered the first photo of their baby while in the womb.


When and why is it used?


An ultrasound scan may be used at any stage of pregnancy:





•  At eight weeks: in this early stage of pregnancy, as well as checking the size of the foetus and looking for more than one baby, ultrasound is used to diagnose early complications such as miscarriage.



•  At 11 to 13 weeks: it is now often possible to determine the sex of the baby. The same checks are carried out as at eight weeks and may also be used with the nuchal fold translucency test – see below.



•  At 18 to 22 weeks: most women have a more detailed ultrasound scan. Checks are made to ensure that the right amount of fluid surrounds the baby, and the baby’s head, heart, spine, limbs and internal organs are examined in detail. The position, size and function of the placenta are also checked. (The placenta joins the mother and foetus, and allows exchange of nutrients and waste products between them.) This scan can also identify some physical abnormalities, such as cleft lip or skeletal abnormalities, and can confirm spina bifida if blood tests have shown the baby is at high risk.





Nuchal fold translucency test


This is a screening test for Down’s syndrome which is usually offered at 11–14 weeks. It involves an ultrasound scan to measure the thickness of the layer of fluid at the back of the baby’s neck. Babies with Down’s syndrome have a thicker layer. If it is thicker than average, women are usually offered a further test such as amniocentesis (see below) or CVS for diagnosis.


AFP (alpha-fetoprotein) test


This is a blood test offered at around 15–18 weeks which measures the amount of alpha-fetoprotein (AFP) in the woman’s blood. (AFP is a protein made by all unborn babies.) Low levels of AFP can mean that the developing baby has an increased chance of having Down’s syndrome, while high levels may indicate that there is more than one baby or, rarely, an increased chance of neural tube defects such as spina bifida.


Maternal serum screening (MSS)


This simple blood test is offered to women at about 15–16 weeks into pregnancy. It is also sometimes called the Bart’s, double or triple test. The sample is tested for certain hormones and proteins, including AFP and HCG with or without oestriol. The measurements are analysed in combination with the mother’s age, weight and exact gestation (or length of pregnancy), to assess the chance, or risk, of the baby having Down’s syndrome. The results of the test are expressed as either a risk value, e.g. 1 in 300, or as a positive or negative screening. Having a positive screening (increased risk) does not mean that the baby will definitely have Down’s syndrome. Having a negative screening (low risk) is not a guarantee that the baby will not have Down’s syndrome. Women with a positive result will be offered amniocentesis.
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Activity





•  Describe the main antenatal health screening checks.



•  What is an ultrasound scan? What is it used for?



•  What is the function of screening tests in pregnancy?
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Actions to take in response to outcomes of antenatal developmental checks


Diagnostic tests in pregnancy


Diagnostic tests confirm whether a baby has a certain condition, and are offered if the screening tests predict an increased risk of a problem. Unlike the screening tests, these tests do carry a slight risk of miscarriage.


Amniocentesis


Amniocentesis is a diagnostic test which is usually used between 15 and 19 weeks of pregnancy. It is offered to any woman who has a higher risk of carrying a baby with Down’s syndrome – either because she is in the higher age group (over 35) or because prior tests (such as the MSS) have detected a higher risk of abnormality. A fine needle is inserted into the amniotic fluid surrounding the baby. Ultrasound is used to guide the positioning of the needle. The amniotic fluid contains some cells from the baby that are cultured in the laboratory and then analysed in detail. Full results can take up to four weeks.


This is an accurate way of finding out whether the baby has a number of genetic or inherited disorders, such as Down’s syndrome or cystic fibrosis. Amniocentesis carries a slight risk of harming the baby or causing a miscarriage.


Chorionic villus sampling (CVS)


For CVS, a fine instrument is inserted through the woman’s cervix into the uterus and a sample of the chorionic villi (tiny finger-like projections found in the placenta) is removed. These have the same genetic material as the baby. This test looks for similar problems as amniocentesis, although it does not test for neural tube defects. CVS is performed earlier – usually between 10 and 12 weeks of pregnancy – and the results are usually available within a few days. The results are not quite as accurate as amniocentesis, the procedure is technically quite difficult and it is not always successful. There is a slightly higher risk of miscarriage with CVS than with amniocentesis.
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Key terms


alpha-fetoprotein A protein produced by the foetus’ liver which can be detected in the mother’s blood most accurately between the 16th and 18th weeks of pregnancy. High levels of AFP may be associated with spina bifida; low levels may be associated with Down’s syndrome.


cystic fibrosis A condition which affects certain organs in the body, especially the lungs and pancreas, by clogging them with thick sticky mucus. New treatments mean people with cystic fibrosis can live relatively healthy lives.


Down’s syndrome A genetic disorder resulting from the presence of an extra chromosome; children usually, but not always, have learning difficulties.


neural tube defects This term includes anencephaly, encephalocoele and spina bifida. These conditions occur if the brain and/or spinal cord, together with their protecting skull and spinal column, fail to develop properly during the first month of embryonic life.


spina bifida This occurs when the spinal canal in the vertebral columns is not closed (although it may be covered with skin). Individuals with spina bifida can have a wide range of physical disabilities. In the more severe forms the spinal cord bulges out of the back, the legs and bladder may be paralysed, and obstruction to the fluid surrounding the brain causes hydrocephalus.
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Activity


Why are some women offered diagnostic tests in pregnancy, and which disorders may they diagnose?
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Post-natal care for the mother and baby


The post-natal needs of the mother and baby


The pattern of post-natal care is determined by the needs of the woman and her family, and by law a midwife must be in attendance on a woman for at least ten days following delivery. If the mother has had a complicated birth, the midwife can visit for 28 days after the birth. In these first weeks, families need:





•  support from their own family and friends



•  information, advice and support from the community health service – their GP, midwife and health visitor



•  to register the birth of the baby up to six weeks after the birth (or up to three weeks in Scotland).





Post-natal care during the first six weeks after birth


The period from birth to six weeks is called the puerperium. For the first ten days the mother will receive help and advice from a midwife, either in hospital or at home. The midwife will:





•  feel if the uterus is getting back to its pre-pregnancy size



•  check any stitches have dissolved and that healing is complete



•  take the mother’s blood pressure



•  give advice on minor problems, such as constipation



•  help to establish feeding



•  watch for signs of post-natal depression.





From ten days onwards the health visitor visits mother and baby at home. The purpose of these visits is to:





•  offer advice on health and safety issues, including advice on special exercises to strengthen the pelvic floor muscles, which will have been stretched after a vaginal delivery



•  check that the baby is making expected progress



•  offer support and advice on any emotional problems, including referral to a specialist if necessary



•  advise the parents to attend a baby clinic



•  discuss a timetable for immunisations



•  put the parents in touch with other parents locally.





Giving birth is a momentous event; everyone reacts differently and while many mothers feel an immediate rush of love and excitement, others can feel quite detached, needing time to adjust. Early contact with their newborn baby is as important for fathers as for mothers, and learning how to care for a newborn baby can make couples feel closer.


The post-natal check: six weeks after the birth


At the end of the puerperium, a post-natal check is carried out by a GP or hospital doctor. The mother has the following checks:





•  Weight: breastfeeding mothers tend to lose weight more quickly than those who are bottle-feeding, but most mothers are almost back to their pre-pregnancy weight.



•  Urine test: to make sure the kidneys are working properly and that there is no infection.



•  Blood pressure may be checked.



•  Perineal check: the mother will be asked if she has any concerns about the healing of any tear, cut or stitches in her perineum (the area between the vagina and the rectum). If she is concerned, the midwife or doctor will offer to examine her.



•  Rubella immunity check: if she is not immune to rubella (German measles) and was not given an immunisation before leaving hospital, the mother will be offered one now.



•  Discussion points: the doctor will ask about the following:







    •  whether the mother has had a period yet or if there is any discharge


    •  any concerns about contraception or any aspect of sex


    •  how the mother is feeling – e.g. if very tired, low or depressed.





The baby’s six week check


The baby’s six week check is usually carried out at the same time as the mother’s. This is a thorough examination of the baby’s health and development; for example, the baby’s heart is listened to, his or her weight and length measured and general behaviour noted. The mother is asked about any problems and the information is recorded on the Personal child health record (PCHR). See Figure 1.5 for an example.
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Key terms


perineum The skin between the vagina and the rectum.


post-natal The first days and weeks after the birth of the baby (post = after, natal = birth).


puerperium The period of about six weeks which follows immediately after the birth of a child.
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The ‘baby blues’


About half of new mothers will feel a bit weepy, flat and unsure of themselves on the third or fourth day after having a baby; this is called the ‘baby blues’. It is a feeling of mild depression caused by hormonal changes, tiredness and reaction to the excitement of the birth, and it passes after a few days. It is more common in first-time mothers and in those who have experienced problems with pre-menstrual syndrome (PMS or PMT). If these feelings persist for longer than a few days, the mother may develop a more serious condition, post-natal depression, and she will need medical help.
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Post-natal depression


Post-natal depression (PND) usually develops within the first month following childbirth. Around one in ten mothers experience PND. It may or may not develop out of the ‘baby blues’, and the mother will show similar symptoms to those seen in ‘ordinary’ depression:





•  Feeling low, miserable and tearful for no apparent reason: these feelings persist for most of the time, though they may be worse at certain times of day, particularly the morning.



•  Feeling resentful and angry: this may be particularly noticeable in first-time mothers who feel that they are not enjoying having a new baby in the way they anticipated.



•  Feeling constantly tired: disturbed sleep patterns are a natural part of looking after a new baby. But mothers with post-natal depression find it hard to go to sleep even though they are tired, or they wake early in the morning.



•  Feeling tense and anxious: the normal worries and anxieties which any mother feels for a new baby may become overwhelming. Also some mothers experience ‘panic attacks’, which are episodes lasting several minutes when they feel as if something disastrous is about to happen – such as collapsing or having a heart attack.



•  Feeling unable to cope: when people are depressed, they sometimes feel that there is no way out of their problems and even the simplest of tasks seems too much.



•  Loss of appetite: mothers may not feel hungry and forget to eat at a time when they need to have a good healthy diet.





Nobody knows why some mothers become depressed after childbirth, although it may occur partly because of the hormonal changes following childbirth.


Treatment for post-natal depression


It is treated in much the same way as ordinary depression. The following measures are helpful:





•  talking about the problem with somebody, such as the health visitor or GP



•  getting extra support and help with looking after the baby from partner and close family members



•  medication in the form of antidepressants may be necessary.





In severe cases of post-natal depression the mother and her baby will be admitted to a psychiatric hospital for more intensive therapy. (Post-natal depression should not be confused with the much more serious condition puerperal psychosis: this is a very rare mental illness – affecting fewer than 1 in 500 women – which always requires treatment in a psychiatric unit.)
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Activity





•  What is the role of the health visitor during the post-natal period?



•  What is the difference between the ‘baby blues’ and post-natal depression?



•  List four checks carried out on the mother at the post-natal check at six weeks after the birth.
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Routine checks carried out for the newborn and the baby during the first year of life



DR Health screening checks for the baby immediately after birth



The first question usually asked by parents is: ‘Is the baby okay?’ The doctor and midwife will observe the newborn baby closely and perform several routine tests and checks that will show whether the baby has any obvious physical problem (see Figure 1.6).


The Apgar score


This is a standard method of evaluating the condition of a newborn baby by checking five vital signs (see chart below). The Apgar score is assessed at one minute and five minutes after birth; it may be repeated at five-minute intervals if there is cause for concern.
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Key terms


anterior fontanelle A diamond-shaped, soft area at the front of the head, just above the brow. It is covered by a tough membrane; you can often see the baby’s pulse beating there under the skin. The fontanelle closes between 12 and 18 months of age.


posterior fontanelle A small, triangular-shaped soft area near the crown of the head; it is much smaller and less noticeable than the anterior fontanelle.
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Most healthy babies have an Apgar score of nine, only losing one point for having blue extremities; this often persists for a few hours after birth. A low score at five minutes is more serious than a low score at one minute. In hospital, the paediatrician will be notified if the score is six or under at five minutes. Dark-skinned babies are assessed for oxygenation by checking for redness of the conjunctiva and inside the mouth.


The Apgar score results are interpreted as follows:





•  10: the baby is in the best possible condition



•  8–9: the baby is in good condition



•  5–7: the baby has mild asphyxia (lack of oxygen in the blood) and may need treatment



•  3–4: the baby has moderate asphyxia and will need treatment



•  0–2: the baby has severe asphyxia and needs urgent resuscitation.
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Neonatal screening tests


Three screening tests are carried out on the newborn baby to check for specific disorders that can be treated successfully if detected early enough.


Barlow’s test: this is a test for congenital dislocation of the hip and is carried out soon after birth, at six weeks and at all routine developmental testing opportunities until the baby is walking. There are varying degrees of severity of this disorder; treatment involves the use of splints to keep the baby’s legs in a frog-like position.


The newborn bloodspot test: all babies are screened for phenylketonuria and congenital hypothyroidism; in some areas babies are also screened for cystic fibrosis, sickle cell disorders and some other conditions. A small blood sample is taken from the baby’s heel and sent for analysis:





•  phenylketonuria is very rare, affecting 1 in 10,000 babies; it is a metabolic disorder which leads to brain damage and learning delay. Early diagnosis is vital since treatment is very effective. This involves a special formula protein diet which has to be followed throughout the person’s life.



•  congenital hypothyroidism (CHT) affects 1 in 4,000 babies in UK. Babies born with this condition do not have enough thyroxin; untreated babies develop serious, permanent, physical and mental disability. Early treatment with thyroxin tablets prevents disability and should start by 21 days of age.





Screening for hearing impairment


The otoacoustic emissions (OAE) test


Newborn babies are usually screened using the otoacoustic emissions (OAE) test. A tiny earpiece is placed in the baby’s outer ear and quiet clicking sounds are played through it. This should produce reaction sounds in a part of the ear called the cochlea, and the computer can record and analyse these. It is painless and can be done while the baby is asleep. Sometimes clear results are not obtained from the OAE test. Then a different method can be used, called the automated auditory brainstem response (AABR): small sensors are placed on the baby’s head and neck, and soft headphones are placed over the ears. Quiet clicking sounds are played through the earphones and a computer analyses the response in the brain, using information from the sensors.


Screening for visual disorders


Screening tests for visual problems are carried out on all children at: the newborn examination, the six week check and the pre-school (or school-entry) vision check.


The newborn examination and six week check


The eyes of newborn babies are examined for any obvious physical defects, including cross eyes, cloudiness (a sign of cataracts) and redness. This examination includes:





•  The red reflex: this test uses an ophthalmoscope. Light is directed into the baby’s eyes and a red reflection should be seen as the light is reflected back. If the reflection is white instead, the child will be referred to a specialist immediately, as it can be a sign of a cataract or other eye condition.



•  The pupil reflex is checked by shining a light into each eye from a distance of 10 cm. The pupils should automatically shrink in response to brightness.



•  General inspection of the eyes may suggest other conditions. For example, one eye larger than the other may indicate glaucoma.





A specialist examination is indicated in babies who have:





•  an abnormality detected in the above routine examinations, or



•  a known higher risk of visual disorders; for example, low birth-weight babies at risk of retinopathy of prematurity; babies who have a close relative with an inheritable eye disorder; and babies with known hearing impairment.
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Key terms


orthoptist A professional who investigates, diagnoses and treats defects of vision and abnormalities of eye movement.


retinopathy of prematurity An abnormal growth of blood vessels in the retina at the back of a premature baby’s eye; when severe it can cause loss of vision.
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Developmental reviews during the baby’s first year


Personal child health record


All parents are issued with a PCHR (also called the Red Book) that enables them to keep a record of their child’s development. This form is completed by doctors, health visitors and parents, and is a useful source of information if the child is admitted to hospital or is taken ill when the family are away from home.


Centile growth charts


Each child’s growth is recorded on a centile chart in the child’s PCHR. This allows parents and health professionals to see how their height and weight compare to other children of the same age. Boys and girls have different charts because boys are on average heavier and taller, and their growth pattern is slightly different.


Since May 2009, the centile charts in the PCHR have been based on measurements taken by the World Health Organization from healthy, breastfed children with non-smoking parents from a range of countries.


The charts are used to plot height (or, in young babies, length), weight and head circumference. See Figure 1.7.





•  The 50th centile (or percentile) is the median. It represents the middle of the range of growth patterns.



•  The 15th centile is close to the bottom of the range. If the height of a child is on the 15th centile, it means that in any typical group of 100 children, 85 would measure more and 15 would measure less.



•  The 85th centile is close to the top of the range. If the weight of a child is on the 85th centile, then in any typical group of 100 children, 85 would weigh less and 15 would weigh more.





Developmental reviews


Parents will want to know as soon as possible if their child has problems: it is easier to come to terms with a serious problem in a young baby than in an older child. Early years practitioners are usually very astute in recognising abnormalities in development because of their experience with a wide variety of children.


Developmental reviews give parents an opportunity to say what they have noticed about their child. They can also discuss anything that concerns them about their child’s health and behaviour. Child development is reviewed by doctors and health visitors, either in the child’s home or in health clinics. The areas that are looked at are:





•  gross motor skills – sitting, standing, walking, running



•  fine motor skills – handling toys, stacking bricks, doing up buttons and tying shoelaces (gross and fine manipulative skills)



•  speech and language – including hearing



•  vision – including squint



•  social behaviour – how the child interacts with others, such as family and friends.





Early detection is important as:





•  early treatment may reduce or even avoid permanent damage in some conditions



•  an early diagnosis (of an inherited condition) may allow genetic counselling and so avoid the birth of another child with a disabling condition.
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Key term


centile charts Also known as percentile charts or growth charts, these are used to monitor a child’s growth regularly and are contained in the child’s PCHR.
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Activity


Visit your local baby clinic or child development clinic and find out about the developmental checks carried out on babies during their first year.
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DR Health care professionals and their role



After the baby has arrived, it is the role of midwives and health visitors to help parents look after their baby as well as themselves.


The role of the midwife


Midwives are usually registered nurses who have had further training in the care of women during pregnancy and labour. They can work in hospitals, clinics or in the community. Most routine antenatal care is carried out by midwives and a midwife delivers most babies born in the UK. In the community, midwives have a statutory responsibility to care for both mother and baby for 10 days after delivery.
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The role of the obstetrician


Obstetricians are doctors who have specialised in the care of pregnant women and childbirth. Most of their work is carried out in hospital maternity units and they care for women who have complications in pregnancy or who need a Caesarean section or forceps delivery.
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The role of the health visitor


The health visitor is a qualified registered nurse, midwife, sick children’s nurse or psychiatric nurse with specialist qualifications in community health, which include child health, health promotion and education. The health visitor’s role is to offer support and encouragement to families through the early years from pregnancy and birth to primary school and beyond. They work closely with GPs and cover the geographical area of the GP practice.


All families receive a visit from a health visitor around two weeks after their baby is born, to check that the baby is healthy and developing well, and to support parents with the challenges of early parenthood.


Every family with children under five has a named health visitor. Health visitors offer help and advice to parents on the following:





•  their child’s growth and development



•  common infections in childhood



•  common skin problems



•  behaviour difficulties



•  sleeping, eating, potty training, temper tantrums and teething



•  breastfeeding, weaning, healthy eating, hygiene, safety and exercise



•  post-natal depression, bereavement and violence in the family.





Health visitors are also involved in:





•  working in partnership with families to tailor health plans to their needs



•  coordinating child immunisation programmes



•  organising and running baby clinics



•  breastfeeding support groups



•  parent support groups, and parenting courses.





The general practitioner (GP)


This is a doctor who has taken further training in general practice. Every family should be registered with a GP, and he or she is the first port of call in cases of illness in the family.


The paediatrician


This is a doctor who has specialised in the care of children up to the age of 16 years. Paediatricians attend all difficult births in case the baby needs resuscitation. The GP may refer a baby or child to a paediatrician for specialist support.


Self-help groups


Often just talking to others helps the carer to feel less isolated. Self-help groups such as Cry-sis or the National Childbirth Trust Post-natal Support System can help by offering support from someone who has been through the same problem.
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Research activity


Find out about sources of support for new parents in your local area.
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AC 1.3 Factors that may impact development during pre-conception, pregnancy and first year



DR Factors that may impact development pre-conception



Pre-conceptual care means both partners work to reduce known risks before trying to conceive in order to create the best conditions for an embryo to grow and develop into a healthy baby – in other words, actively planning for a healthy baby. Caring for the woman’s health is particularly important because in the very early weeks of pregnancy she may not even know she is pregnant – but the first twelve weeks of life in the womb (or uterus) are the most crucial as this is when all the essential organs are being formed.


A balanced diet is important in allowing the woman to build up reserves of the nutrients vital to the unborn baby in the first three months. The known risks to the baby’s development are similar to those during pregnancy – for example, if the mother-to-be smokes or drinks alcohol or takes recreational drugs, the unborn baby’s development can be impaired.



DR Factors that may impact development during pregnancy/Lifestyles and pre-conception health and well-being



Different factors may affect the growth and development of the foetus while in the womb. The mother’s lifestyle impacts on pre-conception health and well-being.


Diet during pregnancy


Every pregnant woman hears about ‘eating for two’, but the best information available today suggests that this is not good advice. Research shows that it is the quality (not quantity) of a baby’s nutrition before birth that lays the foundation for good health in later life. Therefore, during pregnancy, women should eat a well-balanced diet, and also should do the following:





•  Avoid pre-packed foods and any foods which carry the risk of salmonella or listeria (such as soft or blue-veined cheeses, pate, liver and raw meat). Listeria can cause miscarriage, premature labour or severe illness in a newborn baby.



•  Take folic acid tablets and have a diet rich in folic acid: when taken both pre-conceptually and in pregnancy, folic acid helps the development of the brain and spinal cord, and also helps to prevent defects such as spina bifida. Sources of folic acid include broccoli, nuts and wholegrain cereals.





The mother’s age


The best age to have a baby from a purely physical point of view is probably between 18 and 30 years.


Younger mothers: under the age of 16 years there is a higher risk of having a small or premature baby, of becoming anaemic and suffering from high blood pressure.


Older first-time mothers: first-time mothers over the age of 35 run an increased risk of having a baby with a chromosomal abnormality. The most common abnormality associated with age is Down’s syndrome. A woman in her 20s has a chance of only one in several thousand of having an affected baby, but by 40 years the risk is about 1 in every 110 births, and at 45 the risk is about 1 in every 30. Amniocentesis can detect the extra chromosome which results in Down’s syndrome; it is usually offered routinely to women who are 37 or over.
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Key terms


chromosomal abnormality An abnormality in the number or structure of chromosomes. Chromosomes are the structures that hold our genes.


genes The individual instructions that tell our bodies how to develop and function, such as hair colour, blood type and susceptibility to disease.
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Number of pregnancies


Some problems occur more frequently in the first pregnancy than in later ones, e.g. breech presentation, pre-eclampsia (see below), low birth weight and neural tube defects. First babies represent a slightly higher risk than second and third babies do. The risks begin to rise again with fourth and successive pregnancies; this is partly because the uterine muscles are less efficient, but it also depends to a certain extent on age and on the social factors associated with larger families.


Smoking and alcohol intake


Smoking during pregnancy cuts the amount of oxygen supplied to the baby through the placenta. Babies born to mothers who smoke are more likely to be born prematurely or to have a low birth weight. (It is also important to continue not to smoke after the baby is born, as babies born into a household where there is a smoker are more at risk of cot death, chest infections and asthma.)


Alcohol can harm the foetus if taken in excess. Babies born to mothers who drank large amounts of alcohol throughout the pregnancy may be born with foetal alcohol syndrome. These babies have characteristic facial deformities, stunted growth and learning difficulties. Even moderate drinking may increase the risk of miscarriage. It is best to avoid alcohol when trying to conceive, during pregnancy and while breastfeeding.


Substance misuse


Most drugs taken by the mother during pregnancy will cross the placenta and enter the foetal circulation. Some of these may cause harm, particularly during the first three months after conception:





•  Prescription drugs: drugs are sometimes prescribed by the woman’s doctor to safeguard her health during pregnancy, such as antibiotics or anti-epilepsy treatment. These have to be very carefully monitored to minimise any possible effects on the unborn child.



•  Non-prescription drugs: drugs such as aspirin and other painkillers should be checked for safety during pregnancy.



•  Illegal drugs: recreational drugs such as cocaine, crack and heroin may cause the foetus to grow more slowly. Babies born to heroin addicts are also addicted, and suffer painful withdrawal symptoms. They are likely to be underweight and may even die.





Infection


Viruses and small bacteria can cross the placenta from the mother to the foetus, and may interfere with normal growth and development. During the first three months of a pregnancy, the foetus is particularly vulnerable. The most common problematic infections are:





•  Rubella (German measles) – a viral infection which is especially harmful to the developing foetus as it can cause congenital defects such as blindness, deafness and learning difficulties. All girls in the UK are now immunised against rubella before they reach childbearing age, and this measure has drastically reduced the incidence of rubella-damaged babies.



•  Cytomegalovirus (CMV) – this virus causes vague aches and pains, and sometimes a fever. It poses similar risks to the rubella virus such as blindness, deafness and learning difficulties, but – as yet – there is no preventative vaccine. It is thought to infect as many as one per cent of unborn babies, of whom about 10 per cent may suffer permanent damage.



•  Toxoplasmosis – an infection caused by a tiny parasite. In about one-third of cases, toxoplasmosis is transmitted to the foetus and may cause blindness, hydrocephalus or learning difficulties. Infection in late pregnancy usually has no ill effects. Toxoplasmosis may be caught from eating anything infected with the parasite, including:







    •  raw or undercooked meat, including raw cured meat such as Parma ham or salami


    •  unwashed, uncooked fruit and vegetables


    •  cat faeces and soil contaminated with cat faeces


    •  unpasteurised goat’s milk and dairy products made from it.








•  Syphilis: a bacterial sexually transmitted disease (STD). It can only be transmitted across the placenta after the 20th week of pregnancy, and causes the baby to develop congenital syphilis or can even lead to the death of the foetus. If the woman is diagnosed as having the disease at the beginning of pregnancy, it can be treated satisfactorily before the 20th week.
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Activity





1  What effects can smoking during pregnancy have on the unborn baby?



2  What effects can drinking alcohol during pregnancy have on the unborn baby?
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Research activity


‘Foetal Alcohol Syndrome is the biggest cause of non-genetic mental handicap in the western world and the only one that is 100% preventable.’ (Foetal Alcohol Syndrome Aware UK)


Visit www.fasaware.co.uk to find out about foetal alcohol syndrome. In groups, prepare a poster that highlights the problems associated with heavy drinking during pregnancy.
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The potential effects on development of birth experiences


The majority of babies are born safely, usually in hospital, but sometimes in a special midwife-led unit or at home.


Most women give birth vaginally, but sometimes the delivery is assisted medically, using forceps, vacuum delivery or a Caesarean section.
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Key terms


Caesarean section A Caesarean section (sometimes referred to as a C-section) is when the baby is delivered through an incision in the mother’s abdomen and uterus. It is used when a woman cannot give birth vaginally or if the baby is in distress or danger.


pre-eclampsia A condition that a mother may develop late in pregnancy, marked by sudden oedema, high blood pressure and protein in the urine. It can lead to eclampsia where the mother has convulsions; antenatal-care staff monitor women carefully for the warning signs (see pages 20–1).


premature (or preterm) baby A premature baby is one who is born before 37 weeks of gestation.
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Forceps delivery


Forceps are like tongs that fit around the baby’s head to form a protective ‘cage’. They are used during the second stage of labour to help deliver the head under the following circumstances:





•  to protect the head during a breech delivery (when the baby presents bottom first)



•  if the mother has a condition, such as heart disease or high blood pressure, and must not overexert herself



•  if the labour is very prolonged and there are signs of foetal distress



•  if the baby is very small or pre-term (premature).





Vacuum delivery (ventouse)


This is an alternative to forceps, but can be used before the cervix is fully dilated; gentle suction is applied via a rubber cup placed on the baby’s head.


Caesarean section


A Caesarean section is a surgical operation performed under either a general or an epidural anaesthetic; the baby is delivered through a cut in the abdominal wall. The need for a Caesarean section may be identified during pregnancy and is called an elective (planned) operation; for example, when the woman is expecting twins or triplets. A Caesarean section may be performed as an emergency in the following circumstances:





•  when induction of labour has failed



•  when there is severe bleeding



•  when the baby is too large or in a position (such as breech) which makes vaginal delivery difficult



•  in placenta praevia – when the placenta is covering the cervix



•  in cases of severe foetal distress



•  if the mother is too ill to withstand labour.





Birth trauma


Occasionally, a baby may suffer from foetal distress during the birth process. This is usually caused by a lack of oxygen to the baby’s brain (anoxia). During labour, midwives and doctors look out for signs of foetal distress and will often accelerate the delivery by using forceps.


Premature birth


Babies who are born before the 37th week of pregnancy are premature babies. Around 10 per cent of babies are born before 38 weeks of pregnancy, and most of them weigh less than 2,500 g. The main problems for premature babies are as follows:





•  Temperature control – heat production is low and heat loss is high, because the surface area is large in proportion to the baby’s weight, and there is little insulation from subcutaneous fat.



•  Breathing – the respiratory system is immature and the baby may have difficulty breathing by him or herself; this condition is called respiratory distress syndrome (RDS). This is caused by a deficiency in surfactant, a fatty substance that coats the baby’s lungs and is only produced from about 22 weeks of pregnancy.



•  Infection – resistance to infection is poor because the baby has not had enough time in the uterus to acquire antibodies from the mother to protect against infection.



•  Jaundice – caused by immaturity of the liver function.





Premature and multiple births: potential effects on development


The extent to which prematurity and multiple births affect the healthy development of the foetus and baby varies a great deal and is linked to how early a baby or babies are born. Babies born earlier than 34 weeks may need extra help breathing, feeding and keeping warm. The earlier they are born, the more help they are likely to need in these areas.


Advances in the medical and nursing care of babies born prematurely have meant that many babies born after 35 weeks are able to breathe and feed independently, and their healthy development is not usually affected. However, babies who are born very early – such as around 25 weeks – require intensive neonatal care, which means being nursed in incubators (to maintain their body temperature) and receiving medical assistance with breathing and feeding. These vulnerable babies have a higher risk of developing hearing and sight problems and learning difficulties than those who are born at full term.


Post-term birth


Babies born after the expected date of delivery (after 40 weeks of pregnancy) may also experience problems with breathing, feeding and keeping warm. This is because the placenta stops functioning after about 42 weeks, and so fails to provide the larger baby with enough oxygenated blood.
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Activity





•  If contracted by a woman in pregnancy, which infections may have an adverse effect on the foetus?



•  Describe three medical interventions used to assist a woman in labour. What are the possible problems for the baby associated with each intervention?
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DR Risk to the mother during pregnancy



Every pregnancy carries its risks – both to the pregnant woman and to her unborn child; however, with good antenatal care and support those risks can be minimised. There are some factors, however, such as the woman’s age and overall health which increase a woman’s chances of complications during pregnancy.


Gestational diabetes


Gestational diabetes is diabetes that first develops when a woman is pregnant. Screening tests show high blood sugar levels. Often, there are no symptoms, but there might be extreme thirst, hunger, or fatigue. Most women with pregnancy-related diabetes can control their blood sugar levels by following a healthy meal plan from their doctor. Some women also need insulin to keep their sugar levels under control. If gestational diabetes is uncontrolled or poorly controlled, it increases the risk of:





•  pre-eclampsia



•  early (pre-term) delivery



•  having a big baby, which can complicate delivery



•  baby being born with low blood sugar, breathing problems, and jaundice.





Pre-eclampsia


Pre-eclampsia is a complication of later pregnancy that can have serious implications for the well-being of both mother and baby. The oxygen supply to the baby may be reduced and early delivery may be necessary. It is characterised by:





•  a rise in blood pressure



•  oedema (swelling) of hands, feet, body or face, due to fluid accumulating in the tissues



•  protein in the urine.





In severe cases, pre-eclampsia may lead to eclampsia, in which convulsions (seizures) can occur. This can occasionally threaten the life of both mother and baby. If pre-eclampsia is diagnosed, the woman is admitted to hospital for rest and further tests.



DR Development of the baby during first year



See Unit 2 AC 3.4 on sudden infant or cot death and guidelines for reducing the risk.


For more information on general factors that affect development, see AC 2.3 below.
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Activity





•  Which foods should be avoided by a pregnant woman, and why?



•  What are the potential effects on the unborn child if a woman misuses alcohol and other drugs?
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LO2 Understand stages and sequences of development from birth to seven years



AC 2.1 Stages and sequences of development from birth to seven years



DR Normative patterns of development for children from birth to seven years



Stages of cognitive development


Cognitive (or intellectual) development is development of the mind – the part of the brain that is used for recognising, reasoning, knowing and understanding. It involves:





•  what a person knows and the ability to reason, understand and solve problems



•  memory, concentration, attention and perception



•  imagination and creativity.





Learning through play


See Unit 5 for more information on learning through play.
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Activity





•  Identify the main stages of cognitive development in children from birth to seven years.



•  When do babies develop what Piaget called the concept of object permanence?



•  When does a child typically begin to understand cause and effect?



•  What is meant by symbolic behaviour – and at what age does a child typically develop symbolic behaviour?



•  When do children begin to establish differences between what is real and what is unreal – or fantasy?
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DR Patterns of neurological and brain development in children



Current scientific research


Current research into the development and learning of babies and young children focuses mainly on neuroscience. In the past, some scientists thought that the brain’s development was determined genetically, and that brain growth followed a biologically predetermined path. Now neuroscientists believe that most of the brain’s cells are formed before birth, but most of the connections among cells are made during infancy and early childhood. They refer to the ‘plasticity’ of the brain and believe that:





•  early experiences are vital to healthy brain development



•  the outside world shapes the development of a baby’s brain through experiences that a child’s senses – vision, hearing, smell, touch and taste – take in.





It is estimated that at birth, a baby’s brain contains thousands of millions of neurons, or nerve cells, and that almost all the neurons that the brain will ever have are present. Babies start to learn in the womb, particularly in the last three months. When they are born, babies are able to recognise familiar sounds and they have already developed some taste preferences. The brain continues to grow for a few years after birth, and by the age of two years, the brain is about 80 per cent of the adult size.


The neurons are connected together to form even more billions of different neural pathways. Whenever we have a new experience, a new neural pathway in the brain is used. Each new experience changes our behaviour – this is called learning. If the experience is repeated, or the stimulus is very strong, more nerve impulses are sent along the new pathway. This reinforces the learning process and explains why repetition helps us to learn new things. Repetition strengthens the connections between neurons and makes it easier for impulses to travel along the pathway. This process is commonly known as hard wiring, and 90 per cent of the hard-wired connections will be complete by the age of three. It is very important to our understanding of brain development in early childhood, and explains and illustrates the long-lasting impact of early experiences.


Sensory development in the first year of life


Everything a baby tastes, hears, sees, feels and smells, and all of a baby’s own movements, will influence the way the brain makes its connections, so the more varied and appropriate the play experiences we offer, the better these neural pathways are formed. It is important to give babies interesting sensory experiences, as well as the love and care that are essential. Babies will cry less when they are engaged with their senses and are perceptually aware. This kind of awareness leads to early concepts (an important aspect of intellectual development), which researchers are beginning to discover are formed earlier than was previously thought. Our feelings, thoughts and physical movements all work together as we learn.


Sensory development refers to the maturing of the five familiar senses: hearing, smell, taste, touch and vision. It also involves the way a baby’s nervous system receives input from these senses and then forms an appropriate motor or behavioural response. This is known as sensory processing or sensory integration.


Babies are born with most of these senses almost fully developed. In their first year, babies explore their world through their senses:


Hearing


The middle ear of a newborn is full of fluid and this impairs hearing to a slight extent. The sense of hearing is still immature, which is why newborn babies respond best to high-pitched, exaggerated sounds and voices.





•  Newborn babies are unable to hear certain very quiet sounds.



•  By about three months, babies will show that they can hear a sound by turning their head toward the direction of the sound.



•  By four to eight months, babies can hear the full range of sound frequencies.





Smell


A newborn baby’s sense of smell is so well developed that he or she can already tell the difference between the smell of her mother’s milk and that of another mother. Researchers conducted experiments where two breast pads (one from the baby’s mother, the other from another lactating mother) were placed at the sides of the babies’ heads. The babies consistently turned towards the breast pad of their own mothers.





•  By about the age of five years, children can identify some foods by smell.





Taste


A newborn baby can differentiate between sweet, salty, sour and bitter tastes. Babies show a preference for sweet taste, such as breast milk, and for salty tastes later on.





•  By 12 to 18 months, babies usually attain a full sensitivity to taste.





Touch


Touch is a term used to describe all the physical sensations that can be felt through the skin. There are separate nerve receptors in the skin to register heat, cold, pressure, pain and touch.





•  Newborn babies can distinguish between hot and cold temperatures, and can feel pain. Their hands and mouths are particularly sensitive to touch.



•  Between one and nine months of age, babies can distinguish differences in textures with their hands and mouths.



•  By the age of three years, children can distinguish size and shape differences by touch.





Vision


Newborn babies prefer to look at faces over other shapes and objects, and at round shapes with light and dark borders – for example, an adult’s eyes.





•  Newborn babies can focus on objects about eight to fifteen inches away. This is the ideal distance to be able to focus on the face of the adult who is feeding a baby.



•  Newborn babies have limited colour vision.



•  By one month, babies can see objects about three feet away.



•  Between four and seven months of age, full colour perception is achieved.



•  Between three and seven months, babies develop depth perception – the ability to perceive the relative distance of objects in one’s visual field.



•  During the second year, babies possess the same visual acuity as an adult.
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Activity


Describe sensory development in the first year of life. Include a brief description of development in the following areas: hearing, touch, smell, taste and vision.
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Key term


neuroscience Studies of the brain which provide evidence to help early years specialists working with young children.
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Sensory deprivation


A congenitally blind baby (a baby who is born blind) will develop a more sophisticated sense of touch than a sighted baby, although they both start life with the same touch potential. As the sense of touch develops, so the area of the brain normally assigned to touch increases in size for the blind baby, and the area of the brain normally assigned to sight decreases.


Similarly, in a congenitally deaf baby, the part of the brain that normally receives auditory stimuli is taken over by the visual and movement input from sign language.
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Activity


Why is knowledge about neuroscience important in early years studies? Summarise the current scientific research relating to brain development in early years.
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Speech, language and communication development


Communication is the exchange of messages or meanings. It uses all the senses, although we often focus on language and speech because they convey the most complex meanings. Language is a structured system that conveys meaning. We usually use spoken language, but can also communicate using writing or sign language. Language is more formal than communication, following a set of rules that allows the user to express new ideas and to convey complex meanings. Different languages use different sounds and follow different rules from one another. Speech is made up of the sounds that are used to communicate words and sentences in spoken language. Children acquire the ability to use speech as they gain control over the muscles of the mouth and face.


Language development is very closely linked with cognitive development and a delay in one area usually affects progress in the other. Language development is the development of communication skills. These include skills in:





•  receptive speech – what a person understands



•  expressive speech – the words the person produces



•  articulation – the person’s actual pronunciation of words.





From birth to one year


Babies are born with a need and a desire to communicate with others before they can express themselves through speaking. Learning how to communicate – to listen and to speak – begins with non-verbal communication. This includes:





•  body language: for example, facial expression, eye contact, pointing, touching and reaching for objects



•  listening to others talking to them



•  making sounds to attract attention: the baby may stop crying when he or she hears, sees or feels her main carer



•  copying the sounds made by others.





These skills develop as babies and young children express their needs and feelings, interact with others and establish their own identities and personalities.


The first year of a baby’s life is sometimes called ‘prelinguistic’. This is a rather misleading term. It is more positive and helpful to think of a baby as someone who communicates without words, and who is developing everything needed for conversations in spoken/signed language. This is sometimes called the period of emerging language.


From one to four years


From the second year of the baby’s life until about the age of four years, there is a period of language explosion. Every aspect of language seems to move forward rapidly at this time. It is the best time to learn other languages, or to become bilingual or multilingual.


From four to eight years


From four to eight years of age, children are consolidating their communication and language learning. They build on what they know about communication with themselves, with other people, developing better articulation, and using more conventional grammar patterns. They think about whom they are talking to, with greater sensitivity and awareness. They are also more attentive to the context in which they are talking, and the situation. They can put their ideas and feelings into words more easily than when they were toddlers.


To learn more about the detail of the sequence of communication and development, look at the charts of normative development in Table 1.5.
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In practice activity


Observing language development


Observe one of the following in either the home setting or the early years setting:





•  baby aged six to twelve months



•  child aged one to three years



•  child aged three to five years



•  child aged five to seven years.





Note sounds: vowels (ah, eh, ee, aye, oh, yu) and consonants such as p, g, b. Then look at the charts of normative development on language development below and analyse your observations.


Does the baby/child use single words or holophrases (single-word utterances that express several thoughts, ideas or feelings)? Does the child speak in sentences? Evaluate the language development of the child.
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Activity





1  How do babies communicate without using words?



2  At what stage can babies follow simple instructions and develop a tuneful babble?



3  At what stage do children typically ‘name’ objects and actions and overextend words?



4  When do children start asking questions, mostly asking: ‘why?’



5  At what stage do children begin to understand book language?
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Stages of physical development


The difference between growth and physical development


Growth


Growth refers to an increase in physical size, and can be measured by height (length), weight and head circumference. Growth is determined by:





•  hereditary factors



•  hormones



•  nutrition



•  emotional influences.





Physical development


Physical development involves the increasing skill and functioning of the body, including the development of:





•  motor skills (or skills of movement)



•  skills of coordination (for example, hand–eye coordination)



•  balance.





Common patterns in physical growth and development


Height


The most important factors controlling a child’s growth in height are the genes and chromosomes inherited from the parents. From birth to adolescence there are two distinct phases of growth:





•  From birth to two years: this is a period of very rapid growth. The baby gains 25 to 30 cm in length and triples his or her body weight in the first year.



•  From two years to adolescence: this is a slower but steady period of growth. The child gains 5–8 cm in height and about 3 kg in body weight per year until adolescence.





Body proportions


As a child grows, the various parts of his or her body change in shape and proportion, as well as increasing in size. The different body parts also grow at different rates – for example, the feet and hands of a teenager reach their final adult size before the body does. At birth, a baby’s head accounts for about one-quarter of the total length of his or her body, whereas at seven years old, the head will be about one-eighth of the total length. This difference in body proportions explains why newborn babies appear to have such large eyes, and also why adolescents often appear to be clumsy or awkward in their physical movements.


Measuring growth


Centile charts are used to compare the growth pattern of an individual child with the normal range of growth patterns that are typical of a large number of children of the same sex. The charts are used to plot height (or, in young babies, length), weight and head circumference. (See AC 1.2 above.)


Physical development


Physical development is the most visible of all the abilities shown in childhood and includes the less observable development of all the senses: hearing, vision, touch, taste and smell. Development follows a sequence:





•  From simple to complex – for example, a child will walk before he or she can skip or hop.



•  From head to toe – for example, head control is acquired before coordination of the spinal muscles. Head control is important from birth in order for the baby to feed.



•  From inner to outer – for example, a child can coordinate his or her arms to reach for an object before he or she has learnt the fine manipulative skills necessary to pick it up.



•  From general to specific – for example, a young baby shows pleasure by a massive general response (eyes widen, legs and arms move vigorously). An older child shows pleasure by smiling or using appropriate words and gestures.





Primitive reflexes: movements of the newborn baby


Newborn babies display a number of reflex actions. A reflex action is one made automatically, without needing a conscious message from the brain – such as swallowing, sneezing or blinking. The presence of some of the newborn’s primitive reflexes is essential to survival. The most important of these reflexes is breathing, closely followed by the ‘rooting’ and ‘sucking’ reflexes that help them to search out the breast and to feed successfully. The reflexes are replaced by voluntary responses as the brain takes control of behaviour; for example, the grasp reflex has to fade before the baby learns to hold – and let go of – objects which are placed in her hand. Doctors check for some of these reflexes during the baby’s first examination.


If the reflexes persist beyond an expected time it may indicate a delay in development.


The swallowing and sucking reflexes


When something is put in the mouth, the baby at once sucks and swallows; some babies make their fingers sore by sucking them while still in the womb! The swallowing reflex is permanent but the sucking reflex disappears after about four months.


The rooting reflex


If one side of the baby’s cheek or mouth is gently touched, the baby’s head turns towards the touch and the mouth purses as if in search of the nipple, usually looking for food. This is very useful when learning to breastfeed a baby as it helps the baby to ‘latch on’ well to the breast in the first weeks of life. This reflex should have disappeared by three to four months of age.


The grasp reflex


This is demonstrated by placing your finger or an object into the baby’s open palm, which will cause a reflex or automatic grasp or grip. If you try to pull away, the grasp will get even stronger. This reflex should have disappeared by around three months of age.


The stepping or walking reflex


When held upright and tilting slightly forward, with feet placed on a firm surface, the baby will make forward-stepping movements. This reflex is present at birth, disappears at around two to three months and then reappears when the child is ready to learn to walk later on.


The startle reflex


This is the baby’s generalised alarm reflex, which provides protection against danger before the brain is developed enough to determine what is and is not dangerous. When an adult fails to support or hold the baby’s neck and head or if the baby becomes startled by a sudden loud noise, bright light or sudden touch, the arms of the baby will thrust outward and then curl in as to embrace themselves. This reflex should disappear between two to four months of age.


The asymmetric tonic neck reflex (ATNR)


This reflex involves a coordinated movement of the baby’s neck, arm and leg in conjunction with the head. If the baby’s head is turned to one side, she will straighten the arm and leg on that side and bend the arm and leg on the opposite side. The ATNR reflex begins about 18 weeks after conception and should be fully developed at birth. Later this reflex plays an important role in hand–eye coordination, and object and distance perception.


The falling reflex


This is often called the Moro reflex. Any sudden movement which affects the neck gives the baby the feeling that she may be dropped; she will fling out her arms and open her hands before bringing them back over the chest as if to catch hold of something. This reflex will disappear by four to six months.
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Key terms


involuntary Controlled by the autonomic nervous system, without conscious control.


neonatal Relating to the first few weeks of a baby’s life.


neonate A newborn infant, especially one less than four weeks old.


proprioception The ability to recognise and use the physical sensations from the body that give feedback on balance and the position of our limbs.


reflex An involuntary action or response, such as a sneeze, blink, or hiccup.


tracking The smooth movements made by the eyes in following the track of a moving object (sometimes called ‘smooth pursuit’).


voluntary Intentional or controlled by individual will.
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Proprioception


The word ‘proprioception’ comes from the Latin proprius - meaning ‘one’s own’. Proprioception – or proprioceptive learning – means knowing the position of our bodies and where our bodies begin and end, without us having to look at them. When babies kick their legs repeatedly and wave their arms around, they are starting to develop the sense of proprioception, as information is constantly sent to the brain from the muscles and joints to the brain, both when our muscles and joints are moving and when they are still.


Sensory development is discussed on pages 24–5.
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Activity


Identify the stages of physical development from birth to seven years old. What are the major features or milestones in a child’s development? Why is it important to have a knowledge of how children develop physically?
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The development of children’s physical skills


The development of motor skills


The sequence of physical development involves gross motor skills first – these involve control of large muscles in the body. This is followed by development of fine manipulative skills, which depend on small muscle coordination – these are sometimes called skills of movement. Children need experience of large-muscle movements in order to develop the small-muscle movements which come later. For example, they need lots of opportunities to strengthen their large arm muscles in physical play, before the smaller arm muscles are ready for writing and drawing.


Gross motor skills use the large muscles in the body – the arms and legs – and include walking, running and climbing.


Fine motor skills use the smaller muscles and include:





•  gross manipulative skills, which involve single-limb movements, usually the arm – for example, throwing, catching and sweeping arm movements



•  fine manipulative skills, which involve precise use of the hands and fingers for drawing, using a knife and fork, writing, and doing up shoelaces and buttons.
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The ability to grasp


Grasping is the ability to hold onto objects and use them for specific purposes.





•  Reflex grasp: very young babies have a reflexive grasp; their hands automatically close tightly when pressure or stimulation is applied to their palms.



•  Palmar grasp: using the whole hand to grasp an object. From about four to six months a baby will start to ‘rake’ an object towards him or herself, and will start passing objects from one hand to the other, using the whole hand.



•  Inferior pincer grasp: using the thumb and fingers to grasp an object. At around eight or nine months, a baby will be able to pick up small objects such as raisins by resting a forearm on a table and using the sides of thumb and the index finger.



•  Superior pincer grasp: using the thumb and tip of the first finger to grasp an object. At around 12 months, a baby will be able to pick up and release a tiny object such as a piece of cereal by using the tip of the index finger and thumb while holding wrist off the surface.



•  Static tripod grasp: the pencil is held between the thumb, index finger and middle finger (i.e. three fingers are touching the writing tool). Commonly seen between the ages of three and four years.



•  Dynamic tripod grasp: the pencil is placed between the thumb and index finger. The side of the middle finger gently supports the pencil, with the third and little fingers lightly curled under. This is considered the most efficient grasp for handwriting and drawing, as intricate and detailed marks can be made.
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Locomotion and balance


Locomotion is the ability to move around on one’s own. It is central to the pattern of development changes that occur at the end of the baby’s first year, and it begins with crawling or bottom shuffling.


Balance is the first of all the senses to develop. It is crucial to posture, movement and proprioception.


The eight-month-old child who rolls backwards and forwards across the floor, with no particular goal in sight, is preparing her balance for sitting, standing and walking.


There are several aspects of physical skills development, which are outlined in Table 1.7.
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The skills of locomotion


Babies go through the ‘pre-walking’ stage between birth and 11 months:





1  Between birth and five months, the baby is learning to turn from their side to their back and from their back to their side.



2  Between four and 10 months, the baby is developing the ability to roll from their back to their stomach.



3  Around 11 months, the baby should reach the pre-walking progression of being on his/her hand and knees.








4  Between the ages of five and 12 months the walking stage occurs. This stage begins with:







    •  stepping movements, followed by the ability to walk while holding onto furniture, followed by


    •  walking with help until he or she can walk alone. This ability should be gained by around 17 months of age, and coincides with the development of the ability to walk well.








5  Up to the age of 24 months: the final stages that the baby should go through in order to achieve locomotive abilities are:







    •  developing the ability to walk sideways and backwards


    •  walking up and down stairs with some help, which should develop until around 23 months of age, and finally the ability to walk with one foot on a walking board, which occurs up to around 24 months of age.





Walking develops further and becomes more efficient after the age of two. Children then become able to vary their walking by including a tiptoe action and a walking backwards action, and by being able to walk in different circumstances (e.g. uphill or downhill or on uneven surfaces) and at different paces.


As walking becomes an increasingly automatic function, children learn to multi-task and can carry out other actions while walking – for example, transporting objects when walking from one place to another.


Running


Another key development that occurs in the early years is that of the ability to run. Children begin to run at around 18 months, and by the age of two years, most children can run. Between the ages of four and six years, children begin to be able to run with ease and begin to play running games.
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Key term


locomotion Movement or the ability to move from one place to another.
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Jumping and hopping


In the development of jumping, the age of achievement varies, but all children follow the same stages:





•  At 18 months, the ability to step down occurs, which is then followed by the ability for two-foot take-off.



•  At around two years: a key milestone for young children is the two-foot jump from the ground, which develops from around two years of age.





In the development of hopping:





•  by around three-and-a-half years, children can hop once



•  by around five years, they can hop about 10 times.





Hopping can lead to the development of other locomotor activities such as skipping and galloping. Skipping begins to develop at around three-and-a-half years (with the ability to skip on one foot) to five years (with the ability to skip on alternating feet). Researchers have found that there are gender differences in this ability; for example, 55 per cent of boys are able to enact five continuous skips at five-and-a-half years compared to 91 per cent of girls.
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A sense of balance


Balancing is not always seen as a developmental skill, but rather as a means of developing skills such as running, hopping, skipping and climbing. However, at around two years of age, a child can momentarily stand on one foot and can walk along a line on the ground. By three years of age, children can generally stand on one foot for around five seconds and can walk around a circular line on the ground. Finally, by age five, most children can stand alone on one foot for around ten seconds.


Eye–hand coordination


The ability to reach and grasp objects in a coordinated way requires months of practice and close attention:





•  In the first months after birth, hand–eye coordination takes effort.



•  By around nine months of age, a baby can usually manage to guide his or her movements with a single glance to check for accuracy – for example, when feeding themselves with a spoon.





Foot–eye coordination


The ability to execute actions with the feet, guided by the eyes, is necessary for many movement activities: for example, climbing stairs, and kicking or dribbling a ball.


There are several aspects of movement skills, which are outlined in Table 1.8.
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Activity


A learning experience


Chloe walks towards a ball. She wants to pick it up. She leans over to touch the ball, but instead her foot hits it and the ball slides across the floor. She walks towards it again, and this time she tries to kick the ball on purpose. She misses the ball; her foot goes past the left side of the ball. Chloe tries again and again. She kicks it and begins to run after the ball, tries to stop in front of it and falls forward. She stands up and kicks it to a new location and she laughs.





•  How old do you think Chloe is?



•  What has Chloe learnt during this activity? Try to list at least six things and then compare them with the list at the end of this chapter (page 94).
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DR Stages of personal, social and emotional development



Personal, social and emotional development is made up of the following aspects:





•  Dispositions and attitudes: how children develop interest in – and become excited and motivated about – their learning.



•  Self-confidence and self-esteem: how children have a sense of their own value and develop an understanding of the need for sensitivity to significant events in their own and other people’s lives.



•  Forming relationships: this refers to the importance of children forming good relationships with others and working alongside others sociably.



•  Behaviour and self-control: how children develop a growing understanding of what is right and wrong and why, along with understanding the impact of their words and actions on themselves and others.



•  Self-care and independence: how children gain a sense of self-respect and concern for their own personal hygiene and care and how they develop independence.



•  Sense of community: how children understand and respect their own needs, views, cultures and beliefs and those of other people.





These three aspects of development are very closely intertwined, but emotional and social development will be described more fully as both aspects contribute to what we call personal development.


Emotional development


Emotional development involves the development of feelings:





•  the growth of feelings about, and awareness of, oneself



•  the development of feelings towards other people



•  the development of self-esteem and a self-concept.
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Key terms


self-esteem The way you feel about yourself – good or bad – leads to high or low self-esteem.


self-concept How you see yourself, and how you think others see you – sometimes called self-image.
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The emergence of emotions


Babies have feelings and emotions from the moment they are born. The word ‘emotion’ stems from a Latin verb meaning ‘to move, excite, agitate’. Emotion is often referred to as ‘affect’ by psychologists and is an important part of human behaviour. By expressing emotions, we can:





•  communicate to other people how we are responding to certain situations; for example, a newborn baby will cry to express hunger or discomfort



•  motivate ourselves: our emotions alert us to particular information in the environment and prepare us to respond in certain ways; for example, the ‘fight’ or ‘flight’ reaction to a perceived threat enables us to cope effectively.





The behaviourist John Watson, writing in 1930, described three primary emotions felt by newborn infants: fear, anger and love.





•  Fear is aroused by any stimulus perceived as a threat, and the baby’s response is shown by crying and clutching out.



•  Anger is provoked by any blocking of the baby’s activities, and the baby’s response is shown by stiffening of the body and holding of breath.



•  Love is aroused by soothing stimulation – for example, by cooing or singing a lullaby, and the baby responds by smiling.





Not all psychologists, however, agree that young babies feel such emotions. Although facial expressions have universal meanings for adults, young babies lack the maturity of higher brain mechanisms to be able to convey these meanings through their own facial expressions.


Personality and temperament


Every person has a different personality. Recently, researchers have begun to realise that a child’s temperament in early childhood is the beginning of their later personality. It used to be thought that personality was fixed at birth (just as it used to be thought that intelligence was fixed at birth and unchangeable thereafter). As in other areas of development, it seems that a child’s temperament is partly biological, but is also influenced by other factors:





•  the experiences of life



•  physical challenges



•  the people children meet.





Temperament is the style of behaviour that is natural to the child. So, the child’s temperament influences the personality that emerges later on during late childhood and early adolescence. For example, some babies seem almost ‘prickly’ when you hold them, while others are full of smiles. Some children are always crying and may seem unattractive to adults. Some children are accident-prone because their temperament is to be very impulsive and active. They move into less safe situations more readily than a child who has a more cautious temperament.
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Insight


It is very important that adults working with young children do not favour smiling children. It is also vital that they do not ‘take against’ children with more difficult temperaments. This is because people’s reactions to a child’s temperament can influence his or her self-esteem.
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Temperament and behaviour


Different temperaments can lead children to behave in different ways:





•  Emotionality and feelings: some children have more happy moods. Others are sad or distressed. Some children are more at ease in unfamiliar situations than others. Some children can manage better than others when they are bored. Some children can wait longer than others to eat when they are hungry. Some children are more serious temperamentally, while others love to ‘have a go’ at things.



•  Activity: for example, some babies are quite content to lie still on a blanket and play with a toy for long periods of time, whereas others roll themselves over or kick their arms and legs constantly even if they cannot yet roll themselves over. Some children are very vigorous and active, and always on the go. Others are able to change and modify what they do more easily than others. Others are very flexible. Some are more impulsive, while others hold back.



•  Sociability: some children are easily comforted when they are upset and distressed. Others are not. Some children positively enjoy meeting new people and going to new places, while others do not. The child’s temperamental features will be stable across different times of the day and night, and in different places and with different people. This means that they will have their own style of doing things and of relating to people. Shy, timid children will be more cautious than communicative, sociable children.



•  Variation in concentration: some children show persistence while others do not. For example, one child might sit for half an hour trying to solve a puzzle, while another will quickly become frustrated and give up. Some children are easily distracted, while others are not.





Temperament and personality clashes


Sometimes people clash: adults clash with other adults; children clash with other children. Sometimes even an adult can have a personality – or temperamental – clash with a child. It is only natural, according to researchers, that there is sometimes a better ‘goodness of fit’ between some people than others, but this should never mean that it is right to favour one child over another. The goodness of fit between a child’s temperament and parental style can have an impact on the child’s attachment and long-term social adjustment.
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Key terms


goodness of fit The degree of match between a child’s temperament and the nature and demands of his or her environment (family, school, child care setting).


personality The range of enduring characteristics that differentiate one individual from another and which shape how adults react to experiences.


temperament Inborn tendencies that are consistent and enduring characteristics of an individual and shape how a babies and young children react to experiences.
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Social development


Social development includes the growth of the child’s relationships with other people. Socialisation is the process of learning the skills and attitudes that enable the child to live easily with other members of the community.





•  Babies: from the start, it seems as if babies are born to relate to other people. This is called pro-social behaviour. It is important to encourage sociability by providing opportunities for babies and young children to meet other children and adults. As early as six months of age, babies enjoy each other’s company. When they sit together, they touch each other’s faces. They look at each other, and smile at each other. They enjoy ‘peek-a-boo’ games with adults and older children. This is cooperative social behaviour. It involves turn-taking. Babies delight in having a shared idea, and they really laugh with delight.



•  Toddlers’ behaviour also shows how very young children cooperate socially. One might pick up a toy, and the other will copy. They laugh together. There is plenty of eye contact. One drops the toy intentionally, and the other copies. They laugh with glee. They have a shared idea, which they can enjoy together.



•  By two or three years of age, the widening social circle becomes important. Children need varying amounts of help and support as they have new social experiences. This might include joining an early childhood group of some kind.



•  By five to eight years of age, children are less egocentric and have developed the ability to think about the feelings of others. They are sociable and confident communicators.





The development of social and self-help skills


As early as six months of age, babies enjoy each other’s company. When they are together, they look at each other, smile and touch each other’s faces. As their social circle widens they learn how to cooperate with each other when they play and they begin to make friends. Children need to develop certain social skills (or ways of behaving) in order to fit in – and to get on well – with the people around them. These social skills are listed below.





•  Developing a sense of self and of belonging to a family



•  Developing trust



•  Learning to separate from their parents



•  Playing with other children: sharing and taking turns



•  Being able to express their opinions and desires



•  Developing skills of caring for and looking after yourself (independence)



•  Using words to solve conflicts and develop control of emotions



•  Learning that it is okay to make a mistake



•  Developing confidence and self-respect



•  Developing respect for others and feelings of empathy
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Insight


One of the most important aspects of children’s emotional development is a growing awareness of their own emotional states and the ability to recognise and interpret the emotions of others – in other words, developing empathy.
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Key term


empathy Awareness of another person’s emotional state, and the ability to share the experience with that person.
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Moral and spiritual development


Moral and spiritual development consists of a developing awareness of how to relate to others ethically, morally and humanely. It involves understanding values such as honesty and respect, and acquiring concepts such as right and wrong and responsibility for the consequences of one’s actions.


Table 1.9 shows the normative ‘milestones’ or stages in a child’s personal, social and emotional development from birth to seven years. These show what most children can do at a particular age. It is important to understand that while the sequence – or order – of development is fairly general to all children, the rate – or speed – of development can vary a great deal. When children do things earlier than the milestones suggest is normal, it does not necessarily mean that they will be outstanding or gifted in any way. Parents sometimes think that because their child speaks early, is potty-trained early or walks early, he or she is gifted in some way.
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Activity


Describe the stages of personal, social and emotional development in children from birth to seven years.





•  In the first weeks, how does a baby show pleasure?



•  At what age does a child become aware of gender – of being male or female?



•  At what age does a baby begin to offer toys to others?



•  When is a child able to hide their feelings and also think of the feelings of others?



•  When does a baby start to cooperate when being dressed?



•  When does a child begin to develop a sense of identity?
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AC 2.2 Holistic development


What is holistic development?


The key to understanding child development is ‘wholeness’. Studying holistic child development is a way of seeing children in the round, as whole people. It is important to keep in mind that even a tiny baby is a person. People grow and develop physically, but they are whole human beings from the very start. If different aspects of a child’s development are seen as separated strands, each isolated from the other, the child comes to be seen as a collection of bits and pieces instead of a whole person. On the other hand, it is useful to look closely at a particular area of a child’s development, whether to check that all is well, to celebrate progress, to see how to help the child with the next step of development and learning, or to give special help where needed. Even when focusing on one aspect of development it is important, however, not to forget that we are looking at a whole person. A person has a physical body, thoughts and ideas, emotions and relationships – all developing and functioning at the same time. When we think of the complete child in this way, we are taking a holistic approach.
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The dangers of stereotyping


It is easy to fall into the trap of stereotyping children – and this prevents us from seeing the child as an individual. For example, some common stereotypes are that every child with Down’s syndrome is always cheerful, or that children from Afro-Caribbean cultures have a natural sense of rhythm or are good at sport. We should always remember that every child is unique – with his or her own talents and personality.
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Aspects of child development


In order to use a holistic approach to the study of child development, we need to examine each aspect of development and to understand how each area affects – and is affected by – every other aspect. For example, once children have reached the stage of emotional development at which they feel secure when apart from their main carer, they will have access to a much wider range of relationships, experiences and opportunities for learning. Similarly, when children can use language effectively, they will have more opportunities for social interaction. If one aspect is hampered or neglected in some way, children will be challenged in reaching their full potential.



DR The normative patterns of development for children from birth to seven years



For the normative patterns of development for cognition, speech language and communication, physical and social and emotional development, see Unit 1 AC 2.1.



DR The patterns of neurological and brain development in children



This is covered in Unit 1 AC 2.1. See page 23.


The interdependency between physical, emotional, intellectual and social development



DR The way children develop holistically and the interdependency of speech, language and communication, social and emotional, and physical development



It is important to remember that it is not possible to isolate emotional and social development from any other areas of development. The process of social referencing is an example of how areas of development overlap: the child who feels prevented from playing with a new toy or approaching another child in the park by his carer’s look of anxiety and fear is not only affected emotionally (perhaps becoming anxious and shy), but also cognitively by missing out on new play experiences.


Similarly, if carers do not try to think about what a child means when he or she cries or gets angry, the child in turn might be unable to think about how other people feel. Peter Fonagy, a psychoanalyst and clinical psychologist, uses the term ‘mentalisation’ to describe the ability, through imagination, to interpret what other people do and say. Mentalisation is needed for the ability to develop friendships and imagine how another person is feeling; and it is also needed in order to take part in role play, enjoy books and a whole host of other experiences. For example, Julia Donaldson’s book, The Gruffalo, depends on the reader or listener being able to imagine that the animals are afraid of a mysterious big monster in the forest.



DR The difference between sequence of development and rate of development



Sequence of development


Children across the world seem to pass through similar sequences of development, but in different ways and different rates according to their culture. The work of Mary Sheridan on developmental sequences has been invaluable, but she suggests that children move through rigidly prescribed stages that are linked to the child’s age: the child sits, then crawls, then stands, then walks. In fact, this is not the case. Not all children crawl: blind children often do not. Some children ‘bottom-shuffle’, moving along in a sitting position. For example, Mark moved around by bottom-shuffling and did not walk until he was two years old. He went on to run, hop and skip at the normal times. Walking late was not a cause for concern, and he did not suffer from any developmental delay.


A traditional approach to child development study has been to emphasise normative measurement. This is concerned with ‘milestones’ or stages in a child’s development. These show what most children can do at a particular age. In reality, there is a wide range of normal development, and this will be influenced by genetic, social and cultural factors. Children have sometimes been labelled as ‘backward’ or ‘advanced’ in relation to the so-called ‘normal’ child, which is not always helpful.


Rate of development


It is important to be aware that normative measurements can only indicate general trends in development in children across the world. They may vary according to the culture in which a child lives. As discussed earlier in this unit, it is important to understand that while the sequence of development is fairly general to all children, the rate – or speed – of development can vary a great deal. When children do things earlier than the milestones suggest is normal, it does not necessarily mean that they will be outstanding or gifted in any way. Parents sometimes think that because their child speaks early, is potty-trained early or walks early, he or she is gifted in some way. You should handle these situations carefully, as the child may not be gifted at all.


African children living in rural villages estimate volume and capacity earlier than European children who live in towns. This is because they practise measuring out cups of rice into baskets from an early age as part of their daily lives. Learning about volume and capacity early does not mean that children will necessarily go on to become talented mathematicians. Children who learn these concepts later might also become good mathematicians.


Children with special educational needs often seem to ‘dance the development ladder’: they move through sequences in unusual and very uneven ways. For example, they might walk at the normal age, but they may not talk at the usual age. As researchers learn more about child development, it is becoming more useful to think of a child’s development as a network that becomes increasingly complex as the child matures and becomes more experienced in their culture. So, instead of thinking of child development and learning as a ladder, it is probably more useful to think of it as a web.
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Key term


norm The usual or standard thing.
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Activity





•  Explain what is meant by holistic development.



•  What is the difference between the sequence and rate of development?
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AC 2.3 Explain factors which influence children’s development



DR How to use normative patterns of development



See the normative patterns of development in ACs 2.1 and 2.2, especially the sections on the role of the early years practitioner.
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The advantages of using the normative patterns of development in separate categories in the study of child development are that this approach recognises the important contributions of different disciplines – human biology, psychology, linguistics, sociology, neuroscience etc. It also provides a useful framework for students to organise their studies and can help those caring for children to observe children in a structured way and to plan activities that will promote their development. Some students use a mnemonic to make sure that they remember to look at every aspect of a child’s development: PILESS (Physical, Intellectual (cognitive), Language (and communication), Emotional, Social and Spiritual (or personal, social and emotional).


However, there are certain disadvantages to this approach. It may be difficult to view the child as a whole person, and also to ‘contextualise’ the child if the categories are rigidly prescribed.


Integrating patterns of development


Researchers in the field of child development now realise that when, for example, children quarrel, it is almost impossible to say which aspect of their behaviour is dominant: is it emotional (anger), physical (stamping with rage) or cognitive or language (what they say or do)? In order to understand what is going on, it is important to identify who or what made a particular child angry, starting the quarrel – i.e. to understand the context of the behaviour.


The contextualised child


It is important to contextualise the child when studying child development. By looking at child development in context we recognise that the biological part of development (physical development and genetic factors) is integrated with the cultural part of development (social, cultural, intellectual and linguistic factors). Researchers now prefer to talk about the contextualised child because development is profoundly influenced by the child’s cultural environment, and by the people he or she meets. Also, the ideas, language, communication, feelings, relationships and other cultural elements which children experience have a profound influence on their development.



DR Centile charts and growth patterns



See AC 1.2 for centile charts and AC 2.1 for growth patterns.



DR Biological and environmental (non-genetic) influences on child development



See Unit 6 for more information on biological and environmental factors, especially genetic factors.


External factors that influence development include the following:





•  poverty and deprivation



•  family environment and background



•  personal choices



•  looked-after children



•  education.





Poverty and deprivation


Many of the factors that adversely affect child health and development are closely interrelated, and make up a cycle of deprivation. For example, poorer families tend to live in poorer housing conditions and may also have an inadequate diet. Lack of adequate minerals and vitamins as a result of poor diet leads to an increased susceptibility to infectious diseases, and so on. Poverty is the single greatest threat to the healthy development of children in the UK. Growing up in poverty can affect every area of a child’s development: physical, intellectual, emotional, social and spiritual.





•  Accident and illness: children from the bottom social class are four times more likely to die in an accident, and have nearly twice the rate of long-standing illness than those living in households with high incomes.



•  Quality of life: a third of children in poverty go without the meals, toys or the clothes that they need.



•  Poor or unbalanced diet: living on a low income means that children’s diet and health can suffer. Eating habits that are developed in childhood are likely to be continued in adult life. This means that children who eat mainly processed, convenience foods will tend to rely on these when they leave home. There are various conditions that may occur in childhood that are directly related to a poor or unbalanced diet – such as anaemia and an increased susceptibility to infections such as colds and bronchitis.



•  Space to live and play: poorer children are more likely to live in sub-standard housing and in areas with few shops or amenities, where children have little or no space to play safely.



•  Growth: they are also more likely to be smaller at birth and shorter in height.



•  Education: children who grow up in poverty are less likely to do well at school and have poorer school attendance records.



•  Long-term effects: as adults they are more likely to suffer ill health, be unemployed or homeless. They are more likely to become involved in offending, drug and alcohol abuse. They are more likely to become involved in abusive relationships.





Family environment and background


A child who is miserable and unhappy is not developing in a healthy way, although he or she may appear physically healthy. All children need:





•  love and affection: to receive unconditional love from their parents or primary carers



•  to feel safe and secure




•  stimulation: healthy growth and development can be affected when a child receives too little (or too much) stimulation



•  opportunities to play: all children need to play and young people need to have leisure opportunities, such as playing a sport or a musical instrument, or joining a club.





Children’s social and emotional development is strongly influenced by family and culture. The majority of parents provide a nurturing environment for their children. However there are some parents who for a variety of reasons do not manage to provide the secure base that every child needs. Common problems within the home occur when one, or both, parents neglect their children because of:





•  mental health problems, such as depression



•  drug misuse, particularly alcoholism



•  marital conflict and domestic violence.





Personal choices


The lifestyle choices that young people make can also affect their development. Young people may choose to smoke, drink alcohol or take drugs – all of which can impact on the healthy development of their brain. These lifestyle choices are often difficult to give up, so setting an unhealthy pattern for the future.


Looked-after children


Children and young people who are in the care of local authorities are described as ‘looked-after children’. They are one of the most vulnerable groups in society. The main reason for children being under the care of their local authority is that they lack a stable, warm and consistent environment, and many of them will not have formed secure attachments. This impacts on their emotional and social development, particularly developing trust in others, and also affects their ability to do well at school. The majority of children who remain in care are there because they have suffered some sort of abuse or neglect. Some children are in residential care or living with foster families. Others who also have care status may live with their parents, but are the responsibility of the local authority.
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Key term


care status When a child is the subject of a care order that places him or her under the care of a local authority. The local authority then shares parental responsibility for the child with the parents, and will make most of the important decisions about the child’s upbringing, such as where they live and how they are educated.
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Education


The quality of education received in childhood is very important. This is not just the formal education received in schools, but the quality of the learning environment children experience – both within their families and in wider social and cultural networks, such as sports clubs and places of worship. Some children do not benefit from quality education. They may fail to attend school regularly, and this will affect their future cognitive development as well as their employment opportunities.
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Activity


Can you list three (non-genetic) biological factors and three environmental factors that affect the development of a child?
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LO3 Understand theory and educational frameworks which inform knowledge and understanding of early years practice



AC 3.1 Theoretical perspectives in relation to development



DR Theories associated with child development


Cognitive development


Children concentrate best when they:





•  find something interesting and enjoyable



•  have a choice of experiences



•  are with an adult who is interested in what they are doing



•  are with an adult who will help them, but without doing things for them.
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Activity


Look at the photographs in this unit and link each of them with the bullet points above about when children concentrate best.
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Theory of mind – me and you


Being able to appreciate another person’s way of thinking from their point of view is an incredible thing to be able to do. The neuroscientist Sarah-Jayne Blakemore outlines the sequence of development:





•  Until they walk, talk and pretend, babies concentrate on what they see, want and feel.



•  Once they pretend, they begin to have some understanding of what is real and unreal.



•  Gradually, they begin to talk about their beliefs (that the biscuits are in the kitchen cupboard).



•  By the end of the first five years, typically they are beginning to know that people can have different beliefs from theirs, and that theirs can be changed too.





There are two approaches to studying theory of mind: one is to set up laboratory experiments to test it and the other is to observe children within their own families.


The Sally–Anne false belief task: the laboratory test approach


The Sally–Anne experiment involves placing a doll on a table and telling the child that this is Sally. Sally has a basket. Then a doll called Anne is introduced and she is placed next to Sally. Anne has a box.


Sally has a marble, which she places in her basket. She goes for a walk. Anne takes the marble out of the basket while Sally has gone. Anne puts the marble in her box. Sally comes back. She wants to play with the marble. The child is asked, ‘Where will Sally look for the marble?’


The child may or may not realise that Sally will not know that Anne has moved the marble to her box while she is away. The answer the child gives will show whether the child understands what it is like to see things from either Sally’s or Anne’s point of view in terms of their ‘knowledge’ of the situation. If the child says that Sally will look in Anne’s box for the marble, it shows they do not understand that Anne has moved it there, but that Sally would not know this as she had left the room when this was done. They are not yet looking at this from Sally’s point of view.
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In practice activity


Carry out the Sally–Anne false belief task with a child aged three years and a child aged four years. What does this tell you about each child’s thinking? Make sure the children do not observe each other doing the task.
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Observing children in natural situations


Observing children in their homes, Judy Dunn found that even toddlers showed a practical grasp of how to annoy or comfort other children. From the time they walk, talk and pretend, they begin to understand other people’s feelings, but only within the circle of people who love them and whom they love.


This confirms the pioneering work of Jean Piaget in the 1930s, that children are – and Piaget admitted this was an unfortunate description – intellectually egocentric (selfish) until the age of about four or five years. Margaret Donaldson, using laboratory techniques in the late 1970s, and Judy Dunn, observing in natural situations in the 1980s, have demonstrated that children perform at a more advanced level:





•  in surroundings that they know and in which they feel comfortable



•  when they are with people who love them and whom they love



•  when a situation makes what Donaldson called ‘human sense’ to them.
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Case study


Theory of mind


Mandie, who is three years old, gives her mother the celery stick because she know she likes this. She gives Granny a cucumber stick for the same reason. She takes a carrot stick from the plate because she likes those the best. If she were with people she did not know, she would not have the knowledge to demonstrate her understanding of others.
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Instead of talking, as Piaget did, about children gradually shedding intellectual egocentricity, we now talk about developing theory of mind (ToM), which is more positive.
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In practice activity


Observe a child over the course of a day to see where he or she is in his or her journey towards understanding how other children and adults feel and think. Observe the child in the familiar setting, and when he or she is with adults who know and care for the child. Link your observations to what you have read in this unit.
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Problem-solving and making hypotheses and theories


Children are natural problem-solvers from the moment they are born. It used to be thought that, at first, children tried to solve problems through trial and error, and that only later could they develop a theory or hypothesis. More recently, however, researchers have found that even newborn babies can make a hypothesis. Making a hypothesis means having a theory that can be tested to see if it is right. It is amazing to think that babies can do this, rather than the cruder trial-and-error approach to solving problems.
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Case study


Baby makes a hypothesis


This experiment, conducted in the 1970s, would be considered unethical today (because honey is now known to be dangerous to some babies under one year of age), but it does show how a baby makes a hypothesis. A newborn baby turned towards the sound of a buzzer and was given a honeyed dummy to suck on. The baby also turned to the sound of a bell, but was not given a honeyed dummy. Soon the baby turned only for the buzzer. Once the baby had tested the hypothesis – that the buzzer signified honey and the bell did not – the hypothesis was confirmed. Soon the baby was bored with confirming the hypothesis again and again, so the baby did not turn to either buzzer or bell.
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Key term


hypothesis A hypothesis makes a prediction that something will happen and tests it out in a scientific way to see if it is true or not.
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Making a false hypothesis is an important part of childhood


Children can be very obstinate about a theory they have! Experts think that finding out that a hypothesis is wrong is a very important part of learning to solve problems. In order to learn about problem-solving, children need to test out their incorrect hypotheses as well as correct ones. The reasoning they employ is invaluable for intellectual development.


Memory


Memory is about the way in which experiences are stored, retained and recalled in the brain. There are different kinds of memory: short-term memory and long-term memory.


Short-term memory


When you make a phone call, you need to remember the number for long enough to dial. Remembering ten or so digits is quite hard to do. It becomes easier for the brain if the numbers are ‘chunked’, ideally into a maximum of three numbers per chunk, some chunks with two numbers.


Imitation and memory are linked: if you poke out your tongue at a newborn baby, they will imitate you.


Short-term memory relies hugely on hearing (acoustic) and also on seeing (visual). This is why it is difficult to remember words that sound similar (bog, dog, log, fog). The difference between ‘dog’ and ‘cat’ is easier for the brain to hear.


Short-term memories do not last long in the brain; they are limited. Neuroscientists now know that our feelings, sensory perceptions and memories are all bound together in a seamless whole. This means that the feelings children have are of central importance in the way memory develops.


Long-term memory


We remember things that engage our interest and hold meaning for us. One famous example comes from Jean Piaget’s daughter Jacqueline when she was a toddler. She saw a friend (aged 18 months) have a temper tantrum. She was very impressed by this dramatic event, and the following day she tried it out on herself, imitating the tantrum.


Whereas short-term memory relies on sound and sight, long-term memory depends on meaning (semantics). Unless something makes sense, it cannot find its way into the long-term memory.
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Case study


Learning by hypothesis


Segun (four years) saw some paint that glowed in the dark. His mother told him (wrongly) that it was called fluorescent paint. He asked his mother for some. Having painted the stone owl from the garden, Segun put it in his bed, so that it would glow in the dark. It did not glow in the dark! He then painted all sorts of stones from the garden. He put them in his bed each night. They did not glow in the dark either! Next he painted sticks from the garden and put them on his bed each night. They did not glow in the dark!


Segun’s uncle visited him and told him that what he needed was iridescent paint. Segun, however, carried on with his idea of making objects glow in the dark using fluorescent paint. Then he saw a pot that glowed in the dark. He asked the owner what sort of paint they had used. The answer was, ‘Iridescent’. He decided to try the new paint, and his owl glowed in the dark; so did his sticks and stones.


Segun had worked out, thorough exploration, that the hypothesis that fluorescent paint glows in the dark was incorrect. He will now know this for the rest of his life. He also knows from experience that iridescent paint does make things glow in the dark. This is real learning that no one can take away from him. It shows he is making predictions through his hypothesis, reasoning and problem solving.
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Between the ages of two and three years, children are able to remember more. The advantage of developing a long-term memory is that children can organise their thinking a bit more. They remember what they have done before in similar situations with people, and they can use this memory to think about what to do in a new situation. This is called ‘inhibition to the unfamiliar’. It means children begin to ‘think before they do’.


Early concepts


Concepts take time to form because they rely on being able to organise information. Children develop concepts of time, space, love, beauty and number (to name just a few), which continue to develop over the years. Some aspects of concept formation are biological, and some are social and cultural. Our brains quite literally change according to whom we meet and the experiences we have. This can be summed up by the phrase ‘nurture shapes nature’.
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Case study


An emerging concept of faces


Hannah cried when her Uncle Dan, who was bald, came to the house. This happened every time she saw her Uncle Dan for a month or so. She had to adjust to her new knowledge that some people do not have hair on the top of their heads.


Babies get to know the faces of people in their family and of their carers. They begin to develop an early concept of what faces look like. By the age of about six to nine months, typically, they find faces that seem different rather frightening because they do not fit with what they know. At first, Uncle Dan was very upset, but he was reassured when this was explained.
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Schemas – part of concept formation


A schema is a pattern of behaviour that is repeatable. It helps children to take in experiences. Schemas become generalised and tried out in a variety of situations. They become coordinated with each other and grow increasingly complex as children develop and learn. Knowing about schemas helps parents and practitioners relate to children more easily and to enjoy their company more. It helps adults understand some of the annoying things children do too, and to work positively with children. Schemas, which are part of brain development, help children to learn. See Table 1.10.


There is a developmental sequence in schemas:





•  At first, babies develop action schemas, using their actions, senses and movement. These develop out of the reflexes that they are born with, and include, for example, sucking and gazing. These remain throughout life.



•  Then the sensory motor action schemas begin to develop into two deeper levels:







    •  symbolic (making one thing stand for another)


    •  cause and effect (understanding that if I do this, then that will happen).
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Transmission models of learning


In the seventeenth century, the British philosopher John Locke thought that children were like lumps of clay, which adults could mould into the shape they wanted. At the beginning of the twentieth century, the American psychologist John B. Watson and the Russian psychologist Ivan Pavlov were developing similar theories about how people learn. In the past, these theories have had a strong influence on thinking about development.


Classical conditioning


Ivan Pavlov (1849–1936) experimented with conditioned responses in dogs. He liked to be described as a physiologist, rather than as a psychologist, because he believed that psychological states (such as conditioning) are identical to physiological states and processes in the brain. He thought this approach was useful and scientific. In his experiments, there was a neutral conditioned stimulus (CS), which was a church bell ringing. This was paired with food, which was an unconditioned stimulus (UCS). The dogs were fed when the church bells rang. This produced an unconditioned response (UCR), which was saliva flowing in the dog’s mouth when the food appeared. Gradually, the sound of any bell would produce a conditioned response (CR) in the dogs, which would produce saliva, ready for the food that usually accompanied the ringing of the bell.
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Classical conditioning is the way in which responses come under the control of a new stimulus. In this case, food normally produces salivation. Classical conditioning changes the stimulus, so that the sound of a bell produces salivation. Pavlov would have fed the dogs whether or not they salivated at the sound of the bell.
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Case study


An example of learning through classical conditioning


Year 2 children (aged six and seven years) in a primary school were working in groups. One group was painting, one was writing, one was involved in a maths game and one was cooking. The school bell rang. Immediately, the children stopped what they were doing and started to tidy up quickly and go out to play. The children were conditioned to expect playtime when the bell sounded, so they tidied up in readiness. They would have tidied up even if they had not subsequently been allowed to go out to play.


Bell (CS) + Playtime (UCS) = Tidy up (UCR)


Bell (CS) = Tidy up (CR)
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Operant conditioning


B. F. Skinner (1904–90) was a behavioural psychologist who worked in the USA. He did not believe it was useful to theorise about mental states that could not be observed. He thought this was unscientific.


Whereas Pavlov fed his dogs when the bell rang whether they salivated or not, Skinner only fed his rats or pigeons if they behaved as he required. For example, Skinner gave rats a reward of food if they pressed a lever. This was positive reinforcement: the desired behaviour was rewarded.


Conversely, undesired behaviour could be negatively reinforced. For example, the rats might receive an electric shock each time they went near one area of a maze. They would then begin to avoid that area. The undesired behaviour was extinguished and the desired behaviour was encouraged.


Chris Rice is a lecturer in early childhood courses at Clydebank College in Scotland, and explains how positive and negative reinforcement can work for children:


Positive and negative reinforcement


Positive reinforcement is concerned with a child behaving in a certain way, leading to a pleasing outcome; then the behaviour will be repeated. For example, a baby points to a toy monkey and looks at the adult. The adult hands the baby the toy, making appropriate monkey noises, which they both find funny. The baby then repeats the behaviour with other objects, in order to be similarly amused (positive reinforcement).


Negative reinforcement is concerned with a child behaving in a particular way in order to avoid something unpleasant, to stop pain or to prevent discomfort. For example, the baby cries because he or she has a wet nappy and feels uncomfortable. The adult responds by changing the nappy and the baby feels better. The next time the baby feels discomfort he or she will repeat the behaviour – that is, repeat the crying – in order to stop the unpleasant feeling.


A reinforcer causes the behaviour to be repeated; it may be some form of reward for showing a desired behaviour or something that is linked to the avoidance of unpleasantness or pain.


In the positive reinforcement example, the monkey noises are the reinforcer – the entertaining reward for asking for the toy.


In the negative reinforcement example, getting a nappy change is the reinforcer – the reward for crying. In both these situations, the baby is learning that a certain behaviour will elicit a certain response from other people.


As long as these responses occur, the baby will repeat the behaviour. If the adult ignores the behaviour instead of rewarding it, it will stop eventually (this is called extinction). See Table 1.11.


Links to practice (AC 2.2)


Another example of negative reinforcement would be that while playing at the water tray, a toddler might try to take a jug from another child. Neither child will let go and both will look to the nearest adult, with cries of distress to get attention. If in the past this has led to a satisfactory conclusion – the adult finding a bottle that one child accepts as a substitute – the children will repeat the behaviour in the future.


Bribery and behaviour-shaping


Bribery is quite different from behaviour-shaping or behaviour modification. We might want a child to put away the floor puzzle that he or she has been working on that is spread all over the floor. If we tell the child that he or she can have a sweet if he or she tidies it up, this is bribery. The child, understandably, feels that he or she is being given a choice, and weighs the behaviour against the reward. Is it worth it? The child may decide it is not – and he or she will be baffled if the adult is displeased with his or her choice. (Older children may see this as an opportunity to negotiate, asking for two sweets!) With bribery, the child learns that the point of the behaviour is to please the adult and gain the reward – in this case, a sweet – not to ensure that all the pieces of the puzzle are stored safely for another time.


Link to practice (AC 2.2)


In behaviour-shaping or modification, there is no ‘if’ and no mention of reward. The reinforcer comes only after the behaviour has appeared, usually in a way that is linked to the behaviour. ‘Well done,’ the adult might say, ‘you have tidied that up quickly.’ When using behaviour shaping, the only time that there is any mention of future outcome is in terms of what will be happening next – for example, ‘When everyone is sitting quietly, then we can start the story.’


Just as positive reinforcement must not be confused with bribery, negative reinforcement must not be confused with punishment. Ignoring undesirable behaviour (leading to extinction), together with clear and consistent reinforcement of desired behaviour, is more effective than punishment.


Problems with behaviourist techniques


It is important that adults are very clear about their purpose if they use these techniques.





•  What behaviour is to be extinguished?



•  What behaviour does the adult want to increase?





The adult must make sure that what they intend is what actually happens, and that the child does not pick up an entirely different message. For example, a child may learn that if he says sorry within an adult’s hearing and quickly enough after hitting another child, he may avoid punishment, irrespective of whether or not he has any feelings of remorse.


Often, adults ignore children when they are behaving appropriately, only giving them attention when they are disruptive. However, children need to realise the advantages (enjoyment and satisfaction) of cooperating with others in different situations, so that enjoyment and satisfaction become the reinforcers. Other kinds of reward are then not necessary.
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Key term


transmission Shaping the child’s behaviour so that the child has the knowledge the adults wants to transmit (or send) to him or her.
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Leave it to nature: a laissez-faire model


In the eighteenth century, the French philosopher Jean-Jacques Rousseau thought that children learnt naturally, and that they were biologically programmed to learn particular things at a particular time. He thought that just as a flower unfolds through the bud, so a child’s learning unfolds – for example, babbling leads into language, and then on into reading and writing; and kicking the arms and legs leads to crawling and walking.


In this approach, adults help children to learn by making sure that the environment supports the child’s learning as it unfolds. For example, children learn the language that they hear spoken as they grow up. If children hear Chinese, they learn to speak Chinese. If they hear English, they learn to speak English. If children hear more than one language, they are able to learn more than one language and become bilingual or multilingual. This model of learning suggests that children are naturally programmed to learn languages.


This view of learning suggests that children naturally do what they need to in order to develop and learn. It sees children as active in their own learning. Children may be helped by other people or may learn on their own. Because adults do not need to act, according to this theory, it is sometimes referred to as a laissez-faire (letting things take their own course) view of how children learn. See Table 1.12.
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Case study


An example of learning through a ‘leave it to nature’ approach


Because most children of around three to four years of age begin to enjoy drawing and painting, the rooms in a nursery school were set up to support this. Great care was taken in the way that a variety of colours were put out in pots, with a choice of thick and thin paintbrushes. Children could choose paper of different sizes. A drying rack was close to the area and children could choose to paint at a table or on an easel.


Adults would be on hand to help if needed, but would be careful not to talk to children while they were painting, in case they cut across the children’s thinking. Adults would not ‘make’ children paint, because not all children would be ready to do so. Readiness is important in this approach to learning.
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Arnold Gesell


In the 1930s, Arnold Gesell mapped out some norms of development (normative measurement was discussed earlier in this unit). These were used to chart milestones in the child’s development as it unfolded. Gesell believed that normal development progressed according to a set sequence. His milestones could be used to check that the pattern of development was ‘normal’. Gesell’s developmental scales looked at motor, adaptive, language and personal – social areas. If children reached particular milestones, such as walking, within the ‘normal’ age range, then their development was said to be making ‘normal’ progress. This approach is depressing if used with children with special educational needs, as they are constantly labelled ‘not normal’.


The social constructivist/interactionist approach


In the eighteenth century, the German philosopher Immanuel Kant believed that a child’s learning was an interaction between the developing child and the environment. He said that children constructed their own understanding and knowledge about things. The approach is called a social constructivist view of how children learn. This model:





•  is the approach currently most favoured by early years practitioners



•  has the best support from research into child development in the western world



•  draws on both the transmission model and the laissez-faire model of a child’s learning, rearranging elements of both into something that is helpful to those working with children.





Piaget, Vygotsky and Bruner all used a social constructivist/interactionist approach; their work is discussed below.


Jean Piaget (1896–1980)


The important elements of Piaget’s theory of how children learn are that they:





•  go through stages and sequences in their learning



•  are active learners



•  use first-hand experiences and prior experiences in order to learn



•  imitate and transform what they learn into symbolic behaviour.





Piaget did not explicitly emphasise the importance of the social and emotional aspects of learning, and he did not dwell on social relationships as much as the other social constructivists. This means that he took social and emotional development for granted and did not write about it in detail. Instead, his writing emphasises intellectual or cognitive development and learning. Piaget’s theory is called constructivist (rather than social constructivist) for this reason.


Lev Vygotsky (1896–1934)


Vygotsky stressed the importance for development of someone who knows more than the child and who can help the child to learn something that would be too difficult for the child to do on his or her own. He described:





•  the zone of proximal development (ZPD), sometimes called the zone of potential development – this means that the child can do with help now what it will be possible for him or her to do alone with no help later in life



•  the importance of play for children under seven years, allowing them to do things beyond what they can manage in actual life (such as pretend to drive a car) – it is another way through which children reach their zone of potential development



•  the zone of actual development – this is what the child can manage without help from anyone.





Vygotsky believed that social relationships are at the heart of a child’s learning, so his theory is called a social constructivist theory.


Jerome Bruner (1915–)


The essence of Bruner’s theory is that children learn through:





•  doing (the enactive mode of learning)



•  imaging things that they have done (the iconic mode of learning)



•  making what they know into symbolic codes – for example, talking, writing or drawing (the symbolic mode of learning).





Scaffolding: helping children to learn


Bruner believed in the importance of scaffolding in helping children to learn. Adults can help develop children’s thinking by being like a piece of scaffolding on a building. At first, the building has a great deal of scaffolding (i.e. adult support of the child’s learning), but gradually, as the children extend their competence and control of the situation, the scaffolding is progressively removed until it is no longer needed.


Scaffolding can be described as anything a teacher can provide in a learning environment that might help a student learn. This means that children can learn any subject at any age. They simply need to be given the right kind of help. This includes anything that allows the student to grow in independence as a learner – such as:





•  clues or hints



•  reminders



•  encouragement



•  breaking a problem down into smaller steps



•  providing an example.





For example, when a baby drops a biscuit over the side of the high chair, the baby can learn about gravity if the adult ‘scaffolds’ the experience by saying something like: ‘It dropped straight down to the floor, didn’t it? Let’s both drop a biscuit and see if they get to the floor together.’ Bruner’s theory is also called a social constructivist theory, as social relationships are central to ‘scaffolding’.
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Key terms


enactive learning This is about learning by doing, through first-hand experiences.


iconic thinking When an image stands for a person, experience or object, perhaps through a photograph.
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Case study


A social constructivist/interactionist view of development and learning


Using a team approach to record-keeping in an early years setting, staff had built up observations of children. They noted that Damian (five years old) kept punching; he punched other children, furniture and other objects. It seemed to be his main way of exploring.


The staff decided to introduce activities that allowed punching.





•  They put huge lumps of clay on the table.



•  They made bread and encouraged energetic kneading.



•  They sang songs like ‘Clap your hands and stamp your feet’ and ‘Hands, knees and bumps-a-daisy’.



•  They encouraged vigorous hand-printing and finger-painting.



•  They helped children to choreograph dance fights when acting out a story.



•  Damian told the group about ‘baddies’ from another planet.



•  He helped to beat the carpet with a beater as part of spring-cleaning.



•  He spent a long time at the woodwork bench, hammering nails into his model. He soon stopped hitting other children, and began to talk about what he was doing in the activities with adults and other children.





Observation enabled adults to support Damian’s learning in educationally worthwhile ways. Adults were also able to extend his learning, so that hitting people stopped and became learning to hit in a rich variety of ways that did not hurt anyone.
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Discussion point


Scaffolding an activity


Calum and his father were out shopping. Calum stopped walking and was obviously struggling to do up the zip on his jacket, but was becoming increasingly frustrated. His father stood behind him and – using his own hands to guide Calum’s – helped him to insert the end of the zip into the metal fitting. When Calum had managed to slot it in, he was easily able to pull the zip up by himself and was delighted.


In class, think about the following scenarios and discuss how you could scaffold the child’s learning:





•  learning to ride a two-wheeled bike



•  learning how to tie shoelaces.
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Advantages





•  This approach is very rewarding and satisfying because adults and children can enjoy working together, struggling at times, concentrating hard, stretching their thinking and ideas, celebrating their learning, and sharing the learning together.



•  Trusting each other to help when necessary creates a positive relationship between children, parents and staff. It means taking pride in the way that indoor and outdoor areas of the room are set up, organised, maintained and cared for.



•  It means teamwork by the adults, which is a good way to bring out everyone’s strengths in a multiprofessional group of teachers and early years workers.



•  It means sharing with parents and children all the learning that is going on.



•  It means adults need to go on learning about children’s development. When adults continue to develop as people/professionals, learning alongside children, they have more to offer the children.





Disadvantages





•  It is very hard work compared with the other two approaches to learning that we have looked at in this chapter. This is because there is much more for adults to know about, more to think about, more to organise and do.



•  It is much more difficult for those who are not trained to understand how to work in this way.





The nature–nurture debate


The nature–nurture debate is concerned with the extent to which development and learning are primarily to do with the child’s natural maturing processes, and the extent to which development and learning progress as a result of experience.


The debate has been very fierce, and it is not over yet. Modern psychologists such as Sir Michael Rutter believe that the child’s learning is probably about 60 per cent nature and 40 per cent nurture. Neuroscientists such as Colin Blakemore stress the importance of relationships (nurture), and how these actually cause the brain to change and be altered physically.


We can think about the developmental theories in terms of nature and nurture:





•  The transmission approach stresses experience and nurture.



•  The ‘leave it to nature’ approach stresses maturation and nature.



•  The social constructivist approach to learning stresses both nature and nurture. A modern way of describing this is to say that both the biological and sociocultural paths of development are important for learning.
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Case study


The Brooklands experiment


A group of children with severe learning difficulties were taken from the wards of the Fountain Hospital in London in 1960. They were placed in a stimulating environment of people and first-hand interesting experiences. Their intelligence was found to develop rapidly. This research project, led by Jack Tizard of the University of London, was called the Brooklands experiment. Research like this led, in 1971, to children with special needs living in hospitals or attending day care centres, receiving education as well as care, by law. Until then, it was considered impossible to educate a child with an IQ (intelligence quotient) below 50.
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Intelligence – fixed or elastic?


The idea that children are born with a fixed amount of intelligence, which can be measured and does not change throughout their lives, was not seriously challenged until the 1960s.


Before the 1960s, children were frequently tested to find their IQ, using scales such as the Stanford–Binet or Merrill–Palmer tests. Because these tests were developed by white, male psychologists with middle-class ways of looking at life, they favoured white, middle-class, male children, who therefore scored higher than other groups of children. This began to worry some researchers, who found that IQ tests:





•  favour children from the culture from which the tests emerged, which means the tests are not as objective as they were first thought to be



•  measure particular types of intelligence, such as memory span and ability with numbers and language, so that intelligence is only looked at in a narrow way, which does not help us to consider outstanding ability in dancing, music or sensitivity to others, for example



•  lead to children being labelled ‘bright’, ‘average’ or ‘low ability’



•  cause practitioners to have predetermined expectations of children (for example, ‘Well, she’s only got an IQ of 80’)



•  are sometimes useful if used as part of a range of tests (especially for children with special educational needs), but they are not useful used in isolation from other forms of assessment



•  do not show the motivation (will) a child has to learn; two children might have the same IQ, but the one with the greater will to learn is likely to do better.





During the 1960s, Piaget’s work made researchers think again about what intelligence/cognition is. His theory (which has been confirmed by later work in neuroscience) suggested that intelligence is not fixed and unchangeable, but elastic. This means it can stretch, grow and increase. We now know that intellectual/cognitive development is helped if children:





•  engage with adults and other children who are interesting to be with and who are interested in them



•  experience a stimulating environment that encourages thinking and ideas, emotional intelligence and social interaction.





Educating children: compensating for deficits or building on nature?


Following either of these two approaches leads to entirely different ways of working with babies and young children.


An approach based on the idea of compensating for deficiencies prevailed in the late 1960s in the USA (Headstart programmes) and in the early 1970s in the UK (Halsey studies). This was because researchers were beginning to realise that intelligence is elastic. Children who were growing up in non-stimulating environments were placed in education programmes that compensated for the poverty and social disadvantage of their lives. However, this approach did not place enough emphasis on the:





•  language and cultural background of the children



•  importance of the child’s parents and family life.





By contrast, the Froebel Nursery Research Project, directed by Chris Athey from 1972 to 1977, worked in close partnership with parents.
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Activity


Remembering our learning


Think back to your own schooldays. Were any of the lessons based on a transmission model of learning? Evaluate your learning experience.





[image: ]


[image: ]




Guidelines: using the different approaches to development and learning





1  Table 1.12 shows that in a ‘leave it to nature’ approach to learning, children make a very high contribution to the learning they do, but adults hold back and take a very small part.



2  This is very different from the transmission model. In this approach, the adult has a very high input into the child’s learning, taking control over the child’s learning. The child’s contribution is quite low.



3  The ‘by-the-book’ approach to learning is not valuable and has not been covered in this unit. Here, both the adults and the children have a very low level of participation. It is not really an approach to learning; it is just a way of keeping children occupied. Worksheets, colouring in, tracing, templates, filling in gaps and joining the dots all fall under this heading.



4  In the social constructivist (sometimes called interactionist) approach to learning, both the adult and the children put an enormous amount of energy into active learning.
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Activity


Models of learning


Make a chart with these three headings:





•  Transmission model of learning



•  Laissez-faire or ‘leave it to nature’ model of learning



•  Social constructivist or interactionist model of learning.





Which of the following sentences go under which heading?





1  Adults should mould children’s learning. After all, adults know more than children.



2  Children know what they need in order to learn.



3  Do you want to have a story first, or tidy up first?



4  We need to tidy up; we’ll have the story after.



5  Children are full of ideas if they are encouraged to have them.



6  Do it because I say so.



7  That child has been off-task all morning.



8  Children are born with everything they need in order to learn.



9  Children enjoy conversations with adults.



10 Children must be free to try things out.



11 Children will learn when they are ready and not before.



12 That child performed the task successfully today.



13 Nature knows best.



14 Adults know best.



15 Children must be free to try things out and to learn from the mistakes they make.





Compare your answers with a working partner. Discuss your answers together.
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Piaget’s theory of concepts


Although Piaget pioneered work on schemas and concepts, a great deal more is now known, allowing our knowledge of these to develop.


Young children become increasingly able to think forwards and backwards in time in quick succession, because every event is a bit like a separate photograph. They need to focus (or centre) on one thing at a time. Piaget calls this centration.


As children begin to link their previous experiences more easily, the experiences they have become more like a moving film than a sequence of still photographs. Piaget calls this period of development ‘pre-operational’. However, most early years workers do not like the idea that children are ‘pre’ anything, because it concentrates too much on what children cannot do, giving a negative image of the young child. It is much more useful to think in terms of developing operations, which provides a more positive emphasis.


As a child’s early concepts emerge and develop, they begin to:





•  link past, present and future around a particular idea



•  develop memory, which helps them to know more



•  organise their thinking



•  understand sequences, with a beginning, middle and end



•  understand transformations



•  seriate, so that they understand the differences between things (different shapes, sizes, colours, objects and animals)



•  classify, so that they see the similarities between things (cats and dogs are animals)



•  organise previous experience – Piaget calls this assimilation




•  predict things about the future



•  take in new knowledge and understand it – Piaget calls this accommodation




•  bring together their ideas, thoughts, feelings and relationships.





As children’s concepts begin to develop, they begin to understand that things are not always as they appear. This typically occurs in middle childhood (between seven and twelve years) according to Piaget. Children begin to be able to hold in mind several things at once, and they can run back and forth in their minds as they think. Their thinking is becoming more mobile at this point.
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Key terms


centration The child cannot hold in mind several ideas at once, so focuses (centrates) on one aspect. The child might focus on the height of a mug, for example.


assimilation This is the process by which new information and experience is taken into (assimilated) the existing structures (schemas or concepts) in the brain.


accommodation Sometimes it is not possible to simply take in experiences, and then alterations can be made which adapt/alter (accommodate) the brain.
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There are several ways of examining Piaget’s theory. One is to look at the way he explores:





•  biological sequences of development (the way children grow, develop and mature)



•  social knowledge (other people and the way children relate to them)



•  the equilibrium of learning (accommodating to new ideas and assimilating experiences into what is already known); because we are always learning, we are always balancing (as we do on a two-wheel bicycle)



•  the importance of experience in development and learning – Piaget pioneered the idea that experience is important in the development of intelligence and cognition (thinking).





Usually, Piaget’s work is looked at through the biological sequences of development rather than through the other aspects of his theory.


The following section outlines the stages of development that occur in a child according to Piaget. The exact ages vary, and are different in different cultures and for children with complex needs and disabilities, but the sequences are still thought to be useful.


Piaget’s stages of cognitive development



Sensory-motor stage (birth to about 18 months)



There are six stages:





1  Ready-made behaviours (reflexes) that the baby is born with are adapted and used – for example, the baby actively tries to reach for the nipple (teat) with his or her hands as soon as it touches the baby’s lips.



2  Hands become coordinated with sucking; sounds are looked for; objects are seen and reached for; hand-watching is important.



3  Babies begin to show intention. They try to prolong or repeat something that interests them.



4  Babies begin to experiment with making things happen. They begin to work out that although they do the same thing (for example, throw) each time, the object they throw might behave in a different way – a ball will bounce, a biscuit will crumble, milk will spill.



5  Around the end of the first year, babies deliberately modify their actions in order to produce the result they want. They like trying out new things, and they follow through and search for a ball if it rolls under the sofa, expecting to find that it has rolled out the other side.



6  They can think about the past and the future. They might imitate the action of eating a lollipop the day after they had one as a treat.





Developing operations (about 18 months to seven years)


Children are involved in:





•  imitation (and increasingly imitating things after the event)



•  pretending (imagining things from the past or in the future)



•  forming images inside their heads.





The first part of this phase is often called the period of symbolic behaviour. This is linked to play, imagination and creativity. We see the child becoming more and more able to think about and reflect on things he or she actively experiences. The second part of this phase is known as intuitive. The child develops a sense of right and wrong.
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In practice activity


Conservation of number


Show a child two rows of identical buttons. Check that the child agrees that the rows have the same number of buttons. Spread out one row to make it longer. Ask the child which row has the most buttons. Children under seven years usually do not conserve number in a formal task situation like this. This means they are likely to think that the spread-out row has more buttons. Children cannot yet hold in mind more than one thing at a time.
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Concrete operations (about seven to 12 years)


Although children are beginning to be able to think in more abstract ways, they still need plenty of real and first-hand experiences in order to understand things. There is a Chinese proverb that says, ‘I do and I understand.’ During these years of middle childhood, children become increasingly able to:





•  hold in mind several things at once



•  deepen the way they use symbols as they draw, make models, dance, make music, write, read, make stories and use mathematical numbers and mark-making



•  conserve ideas (be able to see beyond the superficial appearance of how things look) about shape, number, quantity, volume, and so on – for example, to work out that although five sweets look like more when they are spread out than when they are bunched up, there are still five sweets



•  understand the rules of games, such as football or snakes and ladders.





Formal operations (about 12 years to adulthood)


In the stage of concrete thinking, children need real and present situations so that they can have their deepest thoughts – for example, they can understand a great deal about what is fair and unfair if one child is given a present and the other is not. But formal operations allow older children and adults to think in abstract ways.





•  Supposing only your class survived a global disaster. How would you create rules and laws to live fairly together?



•  What do we mean by peace and justice? These are abstract ideas.





Some adults never reach this stage, and for most of the time adults continue to rely on concrete, real situations when they think. It is hard to think in the abstract, without a real situation to help the thinking along, so we do not manage it all the time.
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Figure 1.17 Trajectory schema — at a cause-and-effect
level. The child experiences and tries things, learning
through her senses and movement, but also experiments
with trajectories. Her reasoning is: ‘What if I do this? This
happened last time, but will it happen again? Does this
action always bring this result?’
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Table 1.6 Stages of physical development  (Contnuea)

Stages of physical development

From six to nine months
Gross motor skills

@ The baby can roll from front to back.

@ The baby may attempt to crawl but will often end up
sliding backwards.

@ The baby may grasp feet and place them in his or
her mouth.

@ The baby can sit without support for longer periods
of time.

@ The baby may ‘cruise’ around furniture and may even
stand or walk alone.

From nine to twelve months
Gross motor skills

@ The baby will now be mobile — may be crawling, bear-
walking, bottom-shuffling or even walking.

@ The baby can sit up on his or her own and lean
forward to pick up things.

@ The baby may crawl upstairs and onto low items of
furniture.

@ The baby may bounce in rhythm to music.

From one year to two years
Gross motor skills
At 15 months:

@ The baby probably walks alone, with feet wide apart
and arms raised to maintain balance. He or she is
likely to fall over and often sit down suddenly.

@ The baby can probably manage stairs and steps, but
will need supervision.

@ The baby can get to standing without help from
furniture or people, and kneels without support.

At 18 months:

@ The child walks confidently and is able to stop
without falling.

@ The child can kneel, squat, climb and carry things
around with him or her.

@ The child can climb onto an adult chair forwards and
then turn round to sit.

@ The child can come downstairs, usually by creeping
backwards on his or her tummy.

Fine motor skills

The baby is very alert to people and objects.

The baby is beginning to use a pincer grasp with
thumb and index finger.

The baby transfers toys from one hand to the other
and looks for fallen objects.

Everything is explored by putting it in his or her
mouth.

Fine motor skills

The baby’s pincer grasp is now well developed and
he or she can pick things up and pull them towards.
him or her.

The baby can poke with one finger and will point to
desired objects.

The baby can clasp hands and imitate adults’ actions.
The baby can throw toys deliberately.

The baby can manage spoons and finger foods well.

Fine motor skills

The baby can build with a few bricks and arrange toys
on the floor.

The baby holds a crayon in palmar grasp and turns
several pages of a book at once.

The baby can point to desired objects.

The baby shows a preference for one hand, but

uses either.

The child can thread large beads.

The child uses pincer grasp to pick up small objects.
The child can build a tower of several cubes.

The child can scribble to and fro on paper.
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Figure 1.19 Pavlov's dog: an illustrated summary of
the experiment
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Table 1.1 The Apgar score

Heartbeat ~ absent = slow to fast to over
below 100 100

Breathing absent slow to good;
irregular crying

Muscle limp some limb. active

tone movement movement

Reflex absent grimace cry, cough,

response sneeze

(to

stimulation

of foot or

nostril)

Colour body well
oxygenated,  oxygenated
hands and
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Figure 1.3 The early days of life
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lable 1.10 Schema focus sheet  (Contnued)

Name of schema

Rotation

Connection

Ordering

It is important to remember that the sensory-motor stage of the schema is at an earlier level, and that the cause and
effect, together with the symbolic levels, both emerge out of this.

A child may become absorbed by things which turn — taps, wheels, cogs and keys. The child
may roll cylinders along, or roll themselves. The child may rotate their arms, or construct
objects with rotating parts in wood or scrap materials.

Scrap materials may be glued, sewn and fastened into lines; pieces of wood are nailed into
long connecting constructions. Strings, rope or wool are used to tie objects together, often
in complex ways. Drawings and paintings sometimes show a series of linked parts. The
opposite of this schemna may be seen in separation, where interest is shown in disconnecting
assembled or attached parts.

A child may produce paintings and drawings with ordered lines or dabs; collages or
constructions with items of scrap carefully glued in sequence. They may place blocks,
vehicles or animals in lines and begin to show interest in ‘largest’ and ‘smallest’.
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The heart and lungs are checked
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talipes (club foot), which needs early

The neck is examined treatment

for any obvious injury to
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Figure 1.6 Examination of the newbom baby
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lable 1.5 The stages of communication and language development

The stages of communication and language development

The first month

® Babies need to share language experiences and cooperate with others from birth onwards. From the start, babies
need other people.

The baby responds to sounds, especially familiar voices.

The baby quietens when picked up.

The baby makes eye contact.

The baby cries to indicate need, e.g. hunger, dirty nappy, etc.

The baby may move his or her eyes towards the direction of sound.

From one to four months

From four to eight weeks:

@ The baby recognises the carer and familiar objects.
@ The baby makes non-crying noises such as cooing and gurgling.
@ The baby’s cries become more expressive.

From eight to twelve weeks:

@ The baby is still distressed by sudden loud noises.
@ The baby often sucks or licks lips when he or she hears sound of food preparation.
@ The baby shows excitement at sound of approaching footsteps or voices.

During the first three months:

@ The baby listens to people’s voices. When adults close to the baby talk in motherese or fatherese (a high-pitched
tone referring to what is around and going on) the baby dances, listens, replies in babble and coo.

@ The baby cries with anger to show they are tired, hungry, and to say they need to be changed.

@ The baby is comforted by the voices of those who are close to them and will turn especially to the voices of close
family members.

From four to six months

@ The baby becomes more aware of others so he or she communicates more and more.

@ As the baby listens, he or she imitates sounds he or she can hear, and reacts to the tone of someone’s voice.
For example, the baby might become upset by an angry tone, or cheered by a happy tone.

@ The baby begins to use vowels, consonants and syllable sounds, e.g. ‘ah’, ‘ee aw'.

@ The baby begins to laugh and squeal with pleasure.

From six to nine months

@ Babble becomes tuneful, like the lilt of the language the baby can hear (except in hearing-impaired
babies).

@ Babies begin to understand words like ‘up’ and ‘down’, raising their arms to be lifted up, using
appropriate gestures.

@ The baby repeats sounds.

From nine to twelve months

@ The baby can follow simple instructions, e.g. kiss teddy.

 Word approximations appear, e.g. ‘hee haw’ to indicate a donkey, or more typically ‘mumma’, ‘dadda’ and
‘bye-bye’ in English-speaking contexts.

@ The tuneful babble develops into ‘jargon’ and the baby makes his or her voice go up and down just as people do

when they talk to each other. ‘Really? Do you? No!’ The babble is very expressive.

The baby knows that words stand for people, objects, what they do and what happens. =
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lable 1.4 An overview of the stages of cogmuve development

The stages of cognitive development

The first month

Babies explore through their senses and through their own activity and movement.
Touch

e From the beginning, babies feel pain.

@ The baby’s face, abdomen, hands and the soles of his or her feet are also very sensitive to touch.

@ The baby perceives the movements that he or she makes, and the way that other people move them about
through his or her senses.

e For example, the baby gives a ‘startle’ response if they are moved suddenly. This is called the ‘moro’ or startle reflex.

Sound

@ Even a newborn baby will turn to a sound. The baby might become still and listen to a low sound, or quicken his
or her movements when he or she hears a high sound.
@ The baby often stops crying and listens to a human voice by two weeks of age.

Taste

The baby likes sweet tastes, e.g. breast milk.
Smell

The baby turns to the smell of the breast.
Sight

@ The baby can focus on objects 20 cm (a few inches) away.
@ The baby is sensitive to light.
@ The baby likes to look at human faces — eye contact. -
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Table 1.9 An overview of the stages of personal, social and emotional development (Contnuea)

Stages of personal, social and emotional development

@ The baby likes to look at themselves in a mirror (plastic safety mirror).

@ The baby imitates other people - e.g. clapping hands, waving bye-bye — but there is often a time lapse, so that he
or she waves after the person has gone.

@ The baby cooperates when being dressed.

From one year to two years

@ The child begins to have a longer memory.

@ The child develops a sense of identity (I am me).

@ The child expresses their needs in words and gestures.

@ The child enjoys being able to walk, and is eager to try to get dressed — ‘Me do it!"

@ The child is aware when others are fearful or anxious for them as they climb on and off chairs, and so on.

From two years

@ The child is impulsive and curious about their environment.

e Pretend play develops rapidly when adults encourage it.

@ The child begins to be able to say how he or she is feeling, but often feels frustrated when unable to express
him- or herself.

@ The child can dress him- or herself and go to the toilet independently, but needs sensitive support in order to feel
success rather than frustration.

@ By two-and-half years the child plays more with other children, but may not share his or her toys with them.

From three years

Pretend play helps the child to decentre and develop theory of mind (the child begins to be able to understand how
someone else might feel and/or think).

@ The child is beginning to develop a gender role as they become aware of being male or female.

@ The child makes friends and is interested in having friends.

@ The child learns to negotiate, give and take through experimenting with feeling powerful, having a sense of
control, and through quarrels with other children.

@ The child is easily afraid, e.qg. of the dark, as they become capable of pretending. They imagine all sorts of things.

From four years

@ The child likes to be independent and is strongly self-willed.

® The child shows a sense of humour.

@ The child can undress and dress themselves except for laces and back buttons.
@ The child can wash and dry his or her hands and brush their teeth.

From five to eight years

The child has developed a stable self-concept.

The child can hide their feelings once they can begin to control them.
The child can think of the feelings of others.

The child can take responsibility, e.g. in helping younger children.
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lable 1.4 An overview ol the stages of cogmtive development  (Continuea)

The stages of cognitive development

From three years

The child develops symbolic behaviour. This means that:

® The child talks.
@ The child pretend plays — often talking to him- or herself while playing.
@ The child takes part in simple non-competitive games.
@ The child represents events in drawings, models, etc.
e Personal images dominate, rather than conventions used in the culture, e.g. writing is ‘pretend’ writing.
@ The child becomes fascinated by cause and effect; the child is continually trying to explain what goes on in
the world.
@ The child can identify common colours, such as red, yellow, blue and green — although may sometimes confuse

blue with green.
From four years

At about age four, the child usually knows how to count — up to 20.

The child also understands ideas such as ‘more’ and ‘fewer’, and ‘big” and ‘small’.

The child will recognise his or her own name when it is written down and can usually write it.

The child can think backward and forward much more easily than before.

The child can also think about things from somebody else’s point of view, but only fleetingly.

The child often enjoys music and playing sturdy instruments, and joins in groups singing and dancing.

From five to seven years

e Communication through body language, facial gestures and language is well established, and opens the way into
literacy (talking, listening, writing and reading).

@ The child includes more detail in their drawings — e.g. a house may have not only windows and a roof, but also
curtains and a chimney.

@ The child will recognise his or her own name when it is written down and can usually write it him- or herself.

@ Thinking becomes increasingly coordinated as the child is able to hold in mind more than one point of view at

atime. Concepts — of matter, length, measurement, distance, area, time, volume, capacity and weight — develop

steadily.

The child enjoys chanting and counting (beginning to understand number). The child can use his or her voice in

different ways to play different characters in pretend play. The child develops play narratives (stories), which he or

she returns to over time. The child helps younger children into the play.

The child is beginning to establish differences between what is real and unreal/fantasy. This is not yet always

stable, so the child can easily be frightened by supernatural characters.
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Table 1.10 >chema focus sheet

Name of schema

Transporting

Positioning

Orientation

Dab

Dynamic vertical
(and horizontal)

The family of
trajectories

Containment

Enclosure

Enveloping

Circles and lines
radiating from the
circle

A child may move objects or collections of objects from one place to another, perhaps using
a bag, pram or truck.

A child may be interested in placing objects in particular positions, for example on top
of, around the edge of, or behind something. Paintings and drawings also often show
evidence of this.

This schema is shown by interest in a different viewpoint, as when a child hangs upside
down or turns objects upside down.

A graphic schema used in paintings, randomly or systematically, to form patterns or to
represent, for example, eyes, flowers or buttons.

A child may show evidence of particular interest by actions such as climbing, stepping-up
and down, or lying flat. These schemas may also be seen in constructions, collages or
graphically. After schemas of horizontality and vertically have been explored separately,
the two are often used in conjunction to form crosses or grids. These are very often
systematically explored on paper and interest is shown in everyday objects such as a cake-
cooling tray, grills or nets.

(a) Vertical (up) and Horizontal (down)

A fascination with things moving or flying through the air - balls, aeroplanes, rockets,
catapults, frisbees — and indeed, anything that can be thrown. When expressed through the
child’s own body movements, these often become large arm and leg movements, kicking, or
punching, for example.

(b) Diagonality

Usually explored later than the previous schemas, this one emerges via the construction of
ramps, slides and sloping walls. Drawings begin to contain diagonal lines forming roofs,
hands, triangles, zig-zags.

Putting things inside and outside containers, baskets, buckets, bags, carts, boxes, etc.

A child may build enclosures with blocks, Lego or large crates, perhaps naming them as
boats, ponds, beds. The enclosure is sometimes left empty, sometimes carefully filled in. An
enclosing line often surrounds paintings and drawings while a child is exploring this schema.
The child might draw circles, squares and triangles, heads, bodies, eyes, wheels, flowers, etc.

This is often an extension of enclosure. Objects, space or the child him- or herself are
completely covered. The child may wrap things in paper, enclose them in pots or boxes
with covers or lids, wrap him- or herself in a blanket or creep under a rug. Paintings are
sometimes covered over with a wash of colour or scrap collages glued over with layers of
paper or fabric.

(a) Semi-circularity

Semi-circles are used graphically as features, parts of bodies and other objects. Smiles,
eyebrows, ears, rainbows and umbrellas are a few of the representational uses for this
schema, as well as parts of letters of the alphabet.

(b) Core and radials

Again common in paintings, drawings and models. Spiders, suns, fingers, eyelashes,
hair and hedgehogs often appear as a series of radials.
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(" Do you feel well yourself? yes [] no [] notsure []
Do you have any worries about feeding your baby? yes [] no [] notsure []
Do you have any concens about your baby’s weight gain? yes [] no [] notsure [
Does your baby watch your face and follow with his/her eyes? ves [] no [] notsure []
Does your baby turn towards the light? yes [] no [] notsure []
Does your baby smile at you? yes [] no [] notsure [
Do you think your baby can hear you? yes [] no [] notsure []

Is your baby startled by loud noises? yes [] no [] notsure []
Ave there any problems in looking after your baby? yes [] no [] notsure [

| Do you have any worries about your baby? ves [] no [] notsure []
Any other issues you would like to discuss?

N J
Results of newborn bloodspot screening

/" Condition Results received? | Follow-up required? If follow-up, outcome of follow-up N

yes /no /notdone |  no/yes & reason
PKU
Hypothyroidism
Sickle Cell
Cystic Fibrosis
Other 7/

Figure 1.5 Personal child health record






OEBPS/OEBPS/images/14-1.jpg
-[ERE)0 9ror g o Ee

o
Birth e 1
Head Circumference

end (rmrmna o

st ks

Potingpretem ifors.
Ui . low Birthneight
ot s s i 2
e gesaien and sy
che s e
e e,

Ui i snchon_fo e
o e 3 e
sotaion. 45 wih tem
s e oy b2 some
v s n e sty .
o €2 wek, it o0 2
01 yer drt
sosimalcoreion.

s s e runos o
s it v e
s a2 e i 0
arow: isis e guscraly.

(G o
. Birth Welght

- .

st ks

Figure 1.7 Growth chart
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lable 1.8 )

Travel
(Where the
child moves

from one point
to another)

Object control
(Objects being Balance and
sent, received or - coordination
travelled with)

walking throwing bending
running catching stretching
skipping picking up twisting
jumping kicking turning
hopping rolling balancing
chasing volleying squatting
dodging striking transferring
climbing squeezing landing
crawling kneading hanging






OEBPS/OEBPS/images/56-2.jpg
Table 1.12 Advantages and disadvantages of the leave 1t to nature view of development and learmng

Advantages Disadvantages

e Adults can learn about how to offer the right physical
resources, activities and equipment for each stage of
development.

e Children can actively make choices, select, be
responsible, explore, try things out and make errors
without incurring reproach or a feeling of failure.

e Adults value observing children and act in the light
of their observations. This might mean adding more
materials, and having conversations with children to

help them learn more.

® Adults are able to follow the child’s lead and be
sensitive to the child.

Adults may hold back too much because they are
nervous of damaging the child’s natural development:
for example, by not talking to a child while she is
drawing or by holding back from playing with children.

Adults only support children in their learning, rather
than extending the learning children do.

Children might be understimulated because adults
are waiting for signs of readiness in the child. The
signs might never come! Adults wait too long
before intervening.

Children might not be shown how to do things in
case it is not the right moment developmentally to
teach them, which leaves them without skills.

Children with special educational needs or from
different cultures might be labelled ‘abnormal’ or
‘unready’. In fact, they might reach a milestone earlier
or later, but still within the normal sequence. They
might develop unevenly but in ways which make
‘normal’ life possible. Milestones in one culture might
be different in another culture.
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Table 1.3 Developmental checks at sIX to mne months

6- to 9-month check

Parental concerns | Observation Measurement Examination

The doctor or The doctor will look out Head circumference and e Manipulation of the hips is

health visitor will for: weight are plotted on the carried out.

enquire again . growth chart. e The heart is listened to with a
e socialisation and

about any parental O stethoscope.

concerns. ® The testes are checked in boys.

visual behaviour

® communication —
sounds, expressions
and gestures.

e motor development —

sitting, balance, use of

hands, any abnormal

movement patterns.

@ The eyes are checked for a
squint — if this is present,
the child is referred to
an ophthalmologist (eye
specialist); visual behaviour is
checked.

® Hearing is sometimes tested
by the distraction test.

Health education points

@ Nutrition: weaning; control of sugar intake.

e Immunisations: check they are up to date.

@ Teeth: regular brushing once teeth appear; information on fluoride; visit the dentist.
@ The need for play and language stimulation.

e Accident prevention.






OEBPS/OEBPS/images/37-1.jpg





OEBPS/OEBPS/images/3-3.jpg
Foetus 31-40 weeks
Figure 1.4(g)





OEBPS/OEBPS/images/3-2.jpg
Foetus 10-14 weeks  Foetus 15-22 weeks ~ Foetus 23-30 weeks
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lable 1.6 5tages of physical development

Stages of phy: I development

The first month
Gross motor skills

@ The baby lies supine (on his or her back).

@ When placed on his or her front (the prone position),
the baby lies with head turned to one side, and by
one month can lift the head.

o If pulled to sitting position, the head will lag, the back

curves over and the head falls forward.

From one to four months
Gross motor skills
From four to eight weeks:

@ The baby can now turn from side to back.

@ The baby can lift the head briefly from the prone
position.

e Arm and leg movements are jerky and uncontrolled.

@ There is head lag if the baby is pulled to sitting
position.

From eight to twelve weeks:

® When lying supine, the baby’s head is in a central
position.

@ The baby can now lift head and chest off bed in

prone position, supported on forearms.

There is almost no head lag in sitting position.

@ The legs can kick vigorously, both separately and
together.

 The baby can wave his or her arms and bring his or
her hands together over the body.

From four to six months

Gross motor skills

The baby is beginning to use a palmar grasp and can
transfer objects from hand to hand.

@ The baby is very interested in all activity.

Everything is taken to the mouth.

 The baby moves his or her head around to follow
people and objects.

Fine motor skills

@ The baby turns his or her head towards the light and
stares at bright or shiny objects.

e The baby is fascinated by human faces and gazes
attentively at carer’s face when fed or held.

@ The baby’s hands are usually tightly closed.

The baby reacts to loud sounds but by one month

may be soothed by particular music.

Fine motor skills

The baby turns her head towards the light and stares
at bright or shiny objects.

The baby will show interest and excitement by facial
expression and will gaze attentively at carer’s face
while being fed.

The baby will use his or her hand to grasp the

carer’s finger.

The baby moves his or her head to follow adult
movements.

The baby watches his or her hands and plays with his
or her fingers.

The baby holds a rattle for a brief time before
dropping it.

Fine motor skills

@ The baby now has good head control and is
beginning to sit with support.

The baby rolls over from back to side and is beginning
to reach for objects.

@ When supine, the baby plays with his or her own feet.
The baby holds his or her head up when pulled to
sitting position. -
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Table 1.11 Operant condiioning

Sub) Behaviour Reinforcer Outcome
Child Has tantrum in supermarket GETS sweets Positive reinforcement —
behaviour will be repeated
Salesperson Meets sales target GETS bonus
Teenager Pushes over old woman in GETS money from
street handbag
Dog Sits up and begs GETS food
Baby Points to toy GETS toy handed to them
Holidaymaker Puts on suntan oil AVOIDS sunburn Negative reinforcement —
behaviour will be repeated
Tutor with headache Takes aspirin STOPS headache
Driver Slows down before speed AVOIDS speeding ticket
camera
Student Hands medical certificate in AVOIDS losing bursary
Baby with wet nappy Cries STOPS discomfort (adult
changes nappy)
Neighbour Complains about loud music STOPS noise
next door
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lable 1.6 Stages of physical development  (Contnued)

Stages of phy: I development

From two years
Gross motor skills

@ The child is very mobile and can run safely.

@ The child can climb up onto furniture.

@ The child can walk up and down stairs, usually two
feet to a step.

@ The child tries to kick a ball with some success but
cannot catch yet.

From three years
Gross motor skills

@ The child can jump from a low step.

@ The child can walk backwards and sideways.

@ The child can stand and walk on tiptoe and stand on
one foot.

@ The child has good spatial awareness.

@ The child rides a tricycle, using pedals.

@ The child can climb stairs with one foot on each
step —and downwards with two feet per step.

From four years
Gross motor skills

@ Asense of balance is developing — the child may be
able to walk along a line.

@ The child can catch, kick, throw and bounce a ball.

@ The child can bend at the waist to pick up objects
from the floor.

@ The child enjoys climbing trees and frames.

@ The child can run up and down stairs, one foot per step.

From five to eight years
Gross motor skills
From five years:

@ The child can use a variety of play equipment — slides,
swings, climbing frames.

@ The child can play ball games.

@ The child can hop and run lightly on toes and can
move rhythmically to music.

@ The sense of balance is well developed.

@ The child can skip.

From six to seven years:

@ The child has increased agility, muscle coordination
and balance.

@ The child develops competence in riding a two-

wheeled bicycle.

The child hops easily, with good balance.

The child can jump off apparatus.

Fine motor skills

@ The child can draw circles, lines and dots, using
preferred hand.

@ The child can pick up tiny objects using a fine pincer
grasp.

@ The child can build a tower of six or more blocks
(bricks) with longer concentration span.

@ The child enjoys picture books and turns pages singly.

Fine motor skills

@ The child can build tall towers of bricks or blocks.
@ The child can control a pencil using thumb and first
two fingers — a dynamic tripod grasp.

The child enjoys painting with a large brush.

@ The child can use scissors to cut paper.

The child can copy shapes, such as a circle.

Fine motor skills

@ The child can build a tower of bricks and other
constructions too.

@ The child can draw a recognisable person on request,
showing head, legs and trunk.

® The child can thread small beads on a lace.

Fine motor skills

@ The child may be able to thread a large-eyed needle
and sew large stitches.

The child can draw a person with head, trunk, legs,
nose, mouth and eyes.

The child has good control over pencils and
paintbrushes. He or she copies shapes, such as a
square.

@ The child can build a tall, straight tower with blocks
and other constructions too.

@ The child can draw a person with detail, e.g. clothes

and eyebrows.

The child can write letters of alphabet at school, with

similar writing grip to an adult.

The child can catch a ball thrown from one metre

with one hand.
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Table 1.5 The stages of communication and language development  (Contnueq)

The stages of communication and language development

From one year to two years

@ The child begins to talk with words or sign language.

@ By 18 months: The child enjoys trying to sing as well as to listen to songs and rhymes. Action songs (e.g. ‘Pat-a-
cake’) are much loved.

@ Books with pictures are of great interest. The child points at and often names parts of their body, objects, people
and pictures in books.

@ The child echoes the last part of what others say (echolalia).

@ The child begins waving his or her arms up and down which might mean ‘Start again’ or ‘I like it’, or ‘more’.

@ Gestures develop alongside words. Gesture is used in some cultures more than in others.

From two years

e Children are rapidly becoming competent speakers of the languages they experience.

@ The child overextends the use of a word, e.g. all animals are called ‘doggie’.

@ The child talks about an absent object when reminded of it; e.g. seeing an empty plate, they say ‘biscuit’.

@ The child uses phrases (telegraphese), ‘doggie-gone’ and the child calls him- or herself by name.

@ The child spends a great deal of energy naming things and what they do — e.g. ‘chair’, and as they go up a step
they might say ‘up’.

@ The child can follow a simple instruction or request, e.g. ‘Could you bring me the spoon?”

@ The child increasingly wants to share songs, dance, conversations, finger rhymes.

From three years

@ The child begins to use plurals, pronouns, adjectives, possessives, time words, tenses and sentences.

@ The child might say ‘two times’ instead of ‘twice’. The child might say ‘I goed there’ instead of 'l went there’.
The child loves to chat and ask questions (what, where and who).

@ The child enjoys much more complicated stories and asks for his or her favourite ones over and
over again.

@ It is not unusual for the child to stutter because he or she is trying so hard to tell adults things. The child’s
thinking goes faster than the pace at which the child can say what he or she wants to. The child can quickly
become frustrated.

From four years

@ During this time the child asks why, when and how questions as he or she becomes more and more fascinated
with the reasons for things and how things work (cause and effect).

@ Past, present and future tenses are used more often.

@ The child can be taught to say his or her name, address and age.

@ As the child becomes more accurate in the way he or she pronounces words, and begins to use grammar, the child
delights in nonsense words that he or she makes up, and jokes using words.

From five to eight years

@ The child tries to understand the meaning of words and uses adverbs and prepositions. The child talks confidently,
and with more and more fluency.

@ The child begins to be able to define objects by their function, e.g. ‘What is a ball?” "You bounce it".

@ The child begins to understand book language, and that stories have characters and a plot
(the narrative).

@ The child begins to realise that different situations require different ways of talking.
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Stages of personal, social and emotional development

The first month

@ A babyss first smile in definite response to carer is usually around five to six weeks.

@ The baby often imitates certain facial expressions.

@ The baby uses total body movements to express pleasure at bath time or when being fed.

@ The baby enjoys feeding and cuddling.

@ In the first month, babies are learning where they begin and end, e.g. their hand is part of them but mother’s is not.

From one to four months

From four to eight weeks:

The baby will smile in response to an adult.

The baby enjoys sucking.

The baby turns to regard nearby speaker’s face.

The baby turns to preferred person’s voice.

The baby recognises face and hands of preferred adult.

The baby may stop crying when he or she hears, sees or feels her carer.

From eight to twelve weeks:

@ The baby shows enjoyment at caring routines such as bath time.

@ The baby responds with obvious pleasure to loving attention and cuddles.
@ The baby fixes his or her eyes unblinkingly on carer’s face when feeding.
@ The baby stays awake for longer periods of time.

From four to six months

@ The baby shows trust and security.
@ The baby has recognisable sleep patterns.

From six to nine months

The baby can manage to feed herself using his or her fingers.

The baby is now more wary of strangers, sometimes showing stranger fear.

The baby might offer toys to others.

The baby might show distress when his or her mother leaves.

The baby typically begins to crawl and this means he or she can do more for him- or herself, reach for objects and
get to places and people.

@ The baby is now more aware of other people’s feelings; for example, he or she may cry if their brother cries.

From nine to 12 months

The baby enjoys songs and action rhymes.

The baby still likes to be near a familiar adult.

The baby can drink from a cup with help.

The baby will play alone for long periods.

The baby has and shows definite likes and dislikes at mealtimes and bedtimes.

The baby thoroughly enjoys peek-a-boo games. =P,
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The stages of cognitive development

@ The baby can track the movements of people and objects.

@ The baby will scan the edges of objects.

@ The baby will imitate facial expressions (e.g. he or she will put out their tongue if you do). If you know any
newborn or very young babies, try it and see!

From one to four months

@ The baby recognises differing speech sounds.

@ By three months the baby can even imitate low- or high-pitched sounds.

@ By four months the baby links objects they know with the sound, e.g. mother’s voice and her face.
@ The baby knows the smell of his or her mother from that of other mothers.

From four to six months

@ By four months the baby reaches for objects, which suggests they recognise and judge the distance in relation to
the size of the object.

@ The baby prefers complicated things to look at from five to six months and enjoys bright colours.

@ The baby knows that he or she has one mother. The baby is disturbed if he or she is shown several images of his
or her mother at the same time. The baby realises that people are permanent before they realise that objects are.

@ The baby can coordinate more, e.q. see a rattle, grasp the rattle, put the rattle in his or her mouth (they coordinate
tracking, reaching, grasping and sucking).

@ The baby can develop favourite tastes in food and recognise differences by five months.

From six to nine months

@ The baby understands signs, e.g. the bib means that food is coming.

e From eight to nine months the baby shows that he or she knows objects exist when they have gone out of sight,
even under test conditions. This is called the concept of object constancy, or the object permanence test (Piaget).
The baby is also fascinated by the way objects move.

From nine to twelve months

@ The baby is beginning to develop images. Memory develops and the baby can remember the past.

@ The baby can anticipate the future. This gives the baby some understanding of routine daily sequences, e.g. after a
feed, changing and a sleep with teddy.

@ The baby imitates actions, sounds, gestures and moods after an event is finished, e.g. imitate a temper tantrum he
or she saw a friend have the previous day, wave bye-bye remembering Grandma has gone to the shops.

From one year to two years

@ The child understands the names of objects and can follow simple instructions.

@ The child learns about things through trial and error.

@ The child uses toys or objects to represent things in real life (e.g. using a doll as a baby, or a large cardboard box as
acar or a garage).

@ The child begins to scribble on paper.

@ The child often ‘talks’ to him- or herself while playing.

From two years

@ The child has improved memory skills, which help his or her understanding of concepts (e.g. the child can often
name and match two or three colours — usually yellow and red).

@ The child can hold a crayon and move it up and down.

The child understands cause and effect (e.g. if something is dropped, he or she understands it might break).

@ The child talks about an absent object when reminded of it (e.g. he or she may say ‘biscuit’ when seeing an empty
plate or bowl). =
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Figure 1.12 Holistic child development can be thought of as a web





