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he PACT: Helping Children With Special Needs’
Therapeutic Nursery (the Nursery) serves families who
have at least one child from birth to 3 years old and who
are living in a Baltimore City shelter. High quality day
care services are provided in partnership with Early Head
Start while parents look for housing and employment. In
addition, the center offers a mental health program and
several other services including speech and language therapy, occupational
and physical therapy, and nurse practitioner services. Parents are encouraged to stay in the Nursery with their children whenever they are able and
to take advantage of the parent–child activities that are offered. The goal
is to improve the child’s resilience during and after the stress of homelessness and shelter living by increasing parents’ sensitivity to the needs of
their child.

T

Consistent with national statistics
(National Alliance to End Homelessness,
2007), the families in the Nursery are primarily headed by young single mothers, typically
with less than a high school education. The
mothers are often caring for more than one
child and have difficulty meeting basic needs

for themselves and their children. In a 2006
study, of 99 children from the Nursery, we
found that 42% showed significant language
delays and 40% showed delays in play development (Norris-Shortle et al., 2006). The same
study showed that 32% of parents and children were identified as having a “problematic”

Abstract
Sensitive parenting and secure
attachment can serve as protective
factors against developmental risks
associated with high-risk environments
such as homelessness and shelter
living. This article describes a program
for mothers with children from birth to
3 years old whose families are living
in shelters and who are enrolled in
PACT: Helping Children With Special
Needs’ Therapeutic Nursery program.
The authors describe the interventions
designed to increase positive parenting
behaviors to foster healthy parent–
child interaction and then present
a research study that examined
how maternal participation in these
interventions is related to improved
parent–child interaction.
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Separation Practice
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Children who are experiencing separation
anxiety are engaged in separation practice
with their parent to help the child learn that
their parent will return. This is a two-clinician
model in which parents are coached to say a
clear good-bye, then accompanied by a clinician to leave for 30 seconds while another
clinician comforts the child. Upon reunion,
the parent gives a warm welcome and parent
and child are comforted. Another slightly longer separation is attempted, and then again a
third time, depending on the level of distress
the child experiences.
The remaining four interventions
described below are held on the same morning once a week, and were developed based
on Kiser’s (2001) Strengthening Family
Traditions group intervention model.

Family Ties Breakfast

The challenges of homelessness and shelter living can be buffered by positive parenting
behaviors.

attachment relationship. These early challenges that homeless and shelter-housed
children encounter have immediate and
long-term consequences for young children,
(Koplow, 1996; Rubin, Bukowski, & Parker,
1998; Schaefer, 1980) but might be buffered by
positive parenting behaviors (Pettit, Bates, &
Dodge, 1997). Interventions built into the therapeutic environment at the Nursery address
these and other needs for parents and young
children.

Mental Health Interventions

T

he overarching goals of the Nursery’s mental health program are to
enhance the parent–child relationship and to support and create rituals and
routines within the family unit. In the early
childhood intervention literature, a consensus exists among researchers that parenting
and family home environment are considered the most important influences in the
child’s emotional development (Davenport &
Bourgeois, 2008; National Research Council
& Institute of Medicine, 2000). In addition,
there is strong empirical evidence demonstrating that the constructive use of family
rituals is linked to family health and resilience
and to psychosocial adjustment in children
(Braithwaite, Baxter & Harper, 1998; Markson
& Fiese, 2000; Viere 2001). In families who
are living in shelters, the continuity of family
rituals can act as an emotional scaffold during a time of adversity. Through its routines
and supportive family rituals, the Nursery
provides a safe physical and emotional envi4 0 Z e ro to Three January 2010

ronment designed to decrease separation
anxiety and allow for exploration and predictability (Koplow, 1996). Child care staff
provide opportunities for children to learn to
anticipate events through structure and routines, and they coach parents and children in
skills that will foster positive interactions. For
example, staff coach all parents to say a clear
good-bye to their child when leaving, not to
sneak out, and to greet their children with a
warm welcome upon return.
All activities and interventions in the
Nursery are focused on strengthening family rituals and routines and on demonstrating
sensitive, responsive, and growth-fostering
parenting behaviors. Formal interventions
are individualized to benefit families who
often experience the stress of homelessness in a variety of different ways. With this
population it is especially important to be
family-centered and to tailor interventions
to the individual strengths and needs of each
parent and child (Bassuk, Weinreb, Dawson,
Perloff, & Buckner, 1997; Kelly, Buehlman, &
Caldwell, 2000). The current paper focuses
on six interventions that are utilized most frequently with the families in the Nursery.

Weekly Parent–Child Therapy Sessions
Each family has the opportunity to work
with a licensed clinical social worker, at a time
that is convenient for the parent. This intervention uses video-feedback with the Nursing
Child Assessment Satellite Training (NCAST,
Sumner & Spietz, 1994), and was described in
more detail in Norris-Shortle et al. (2006).

In order to provide parents and children
with an opportunity to enjoy the ritual of
the family meal, breakfast is provided once
a week in the Nursery. Family members sit
together, the parents serve their children,
and then the staff and clinicians serve the
parents (nurturing the parents). To help
parents increase their skills in engaging their
young children in table conversation, staff
and clinicians sit with each family group and
use strategies to stimulate conversations
between parents and their pre- or early-verbal
children. For example, staff leaders will
encourage a parent to talk about the food they
are offering or about what they are going to
do that day. In addition, staff members focus
attention on the child’s cues with comments
such as “Ms. Smith, it looks like your toddler
is sneaking up on that new fruit and tasting
it.” Finally, staff members might talk for
the child, for example, “Mommy, I love it
when you sit beside me and eat. It makes my
breakfast taste better.” Parents experience
how talking to their young child and listening
to the responsive babbling can be important
in promoting cognitive and language skills.

Attachment-Based Circle Time
The goals of circle time include both
enhancing the parent–child attachment as
well as increasing learning and language
development. Children and parents use photographs of themselves to promote both their
attachment and self-identity. The children
choose the songs to be sung, many of which
are centered on relationships. The songs are
paired with hand gestures or symbols that
the children can hold and explore. Another
opportunity for strengthening attachment
exists when the parent learns the hand gesturing along with her child. The children also
choose the storybook to be read. One of the
children’s favorites is the Nursery’s Beautiful
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Children Book, featuring an 8 x 10 photo inch
of each parent and child, inscribed with the
parent’s loving description of her child. This
book is particularly comforting for the children who are going through separation
anxiety, as an important visual reminder that
their parent comes back.

Parent–Child Activity
The goal for the parent–child activity is to
provide an experience for the child of receiving their parent’s full positive attention. The
parent has a rare opportunity to focus on
her child and take the time to delight in her
child’s interests and abilities. These goals are
accomplished by providing the parent–child
dyad with a very simple stimulus activity such
as collage, sculpting clay, peek-a-boo, painting, or mirror play. Staff members encourage
the parent to sit face-to-face with the child
and to follow the child’s lead and label the
child’s actions (watching then replicating the
child’s movements). A clinician sits with each
parent–child dyad to provide guidance and
support during what can be a difficult task
for a parent. The therapist’s role is to hold
the focus on the child’s lead, highlighting the
engagement and disengagement cues that
might be overlooked by the parent. Concepts
from Bell and Eyberg’s (2002) Parent Child
Interaction Therapy and Proulx’s (2002)
Parent–Child-Dyad Art Therapy are incorporated into this activity time. The conclusion
for this activity occurs when the parent,
with support of the therapist, recognizes the
child’s subtle disengagement cues and stops
the activity with a clear statement like “you
are all done now,” which is an important step
in helping the child make a smooth transition
to his next activity.

given the opportunity to create and share a
Mandala that represents what family means
to them.

How Does Program Participation
Affect Parent–Child Interaction?

R

esearchers at the PACT Nursery
are interested in finding out how the
intervention affects the quality of
parent–child interaction because the parent–
child relationship is expected to impact
children’s development (Administration
for Children and Families, 2002). Results
of the first outcome study (Norris-Shortle
et al., 2006) showed that, during the few
months families were enrolled, parent–child
interaction scores improved and that the
families with the lowest scores improved
the most. Mothers were able to acquire and
demonstrate increased positive parenting
behaviors. There is great variability, however,
in maternal participation in the mental
health program and in the level of parent–
child relationship improvement. In the study
described below, we wanted to know whether
the amount of time mothers spent engaging
in the mental health program is an important
factor in treatment outcome, and we wanted
to investigate further the finding that the
families with lower parent–child interaction
scores at enrollment improved the most.
We expected that the more time mothers
spent participating in interventions, the
more their parent–child interaction scores
would improve. We expected that time spent
in parent–child therapy sessions would have
the strongest relationship to improvement

because during these sessions clinicians
focus specifically on increasing the skills
that are measured on the parent–child
interaction assessment. We also predicted
that parent–child interaction scores would
increase in all of the different areas of parent–
child interaction but would improve the
most in parenting behavior subscales. This
prediction was based on the fact that Nursery
interventions are focused mostly on coaching
mothers to change their behavior to benefit
their children.

Participants
We invited mothers to participate in the
study shortly after they enrolled their children in the Nursery. The current study
included data from 87 caregiver–child dyads.
Children ranged in age from 2 weeks to 3
years, and mothers’ ages ranged from 17 to
39 years. Of the children in the study, 57%
were males, and 95% were African-American.
Twelve of the mothers were currently pregnant, and 61% of families had more than one
child living with them in the shelter. In addition, 38% of mothers had at least one child
who was not living with them, and 37% of
fathers of the children in the study were at
least minimally involved in the child’s life
(according to mother). Maternal education
ranged from 8 years (through 8th grade) to
16 years. The average length of stay in the
Nursery is 11 weeks.

Measures
The measures used in our research are
part of typical care in the Nursery. The goal

A parent psychotherapy group, held
weekly, allows parents the opportunity to
explore topics related to their own family traditions and daily life struggles as well as to
gain confidence in their own ability to successfully read their child’s cues. The group
facilitators are licensed clinicians who ensure
the group’s environment is safe to promote
positive parent-t0-parent support. Calming
music is played in the background to help
stressed parents feel more relaxed, and the
group begins with a general discussion about
being respectful and supportive of the other
group members. Facilitators use brainstorming techniques to help families learn from
each other and hands-on activities to provide
parents an opportunity to learn and explore.
Topics might be specific to concepts such as
engagement/disengagement cues or keeping the parent’s family safe, or they might
be broader to allow for exploration of the
meaning of family. For example, parents are
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Parent Group

The continuity of family rituals can act as an emotional scaffold during a time of
adversity.
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of the research project was to make use of
the data that were already being recorded in
order to understand and improve upon our
therapeutic work.
Parent–child interaction quality.

Nursery staff assessed parent–child interaction quality with the NCAST (Sumner &
Speitz, 1994). The NCAST is an assessment
and clinical tool that involves a videotaped
teaching session with the parent and child.
Mother and child behavior is videotaped during the first and last parent–child therapy
sessions. Behavior is coded by clinicians and
researchers who have been trained in the use
of the NCAST and certified reliable with the
developers of the instrument. Coders are randomly assigned, the same coder does not
score both pre- and post-intervention videotapes, and the majority of coders do not work
with the families in the Nursery.
Coders can calculate a single NCAST
Total score for the mother and child, both
separately or in combination. The coders
can also calculate subscale scores, consisting of six components of the parent–child
interaction. Caregiver subscales are based
on the mothers’ behavior only and include
(a) Sensitivity to Child’s Cues, (b) Response
to Child’s Distress, (c) Social–Emotional
Growth Fostering, and (d) Cognitive Growth
Fostering. Child subscales are based on the
child’s behavior only and include (a) Clarity
of Cues and (b) Responsiveness to Parent.
The Contingency subscale considers behaviors of both mother and child—one must
display a cue and the other must respond in
order to score positively on this scale. Higher
scores indicate that more positive behaviors
were displayed.
Maternal participation. We defined
maternal participation as the number of
hours spent engaging in Nursery interventions. The number of hours included
parent–child therapy sessions, separation
practice, attachment-based circle time, family ties breakfast, parent–child activity, and
parent group.
NCAST change scores. We calculated
a change score by dividing the change in parent–child interaction NCAST scores by the
pre-intervention score: (i.e., [ |(post-intervention score – pre-intervention score) ⫼
pre-intervention score| ]).

Results
We used the above measures to study the
relationship between the amount of time
mothers spent in the interventions and their
NCAST change scores.
CHANGE IN PARENT–CHILD INTERACTION
SCORES (NCAST)

At the first parent–child therapy session
(pre-intervention), 40% of mothers and 3%
4 2 Z e ro to Three January 2010

Results of the regression
analysis showed that the
pre-intervention NCAST
scores “explain” 65%
of the NCAST change
scores and that all
parental participation
variables together
“explain” an additional
8% of the NCAST change
scores.

of children scored below the 10th percentile
on the NCAST, which has been defined as the
clinically relevant cutoff to identify “worrisome” cases by the developers of the NCAST
(Sumner & Speitz, 1994). At the final therapy session (mean of five 1-hour sessions),
only 9% of mothers and 1% of children scored
below the 10th percentile. We divided the
mothers into two groups: low scorers were
those who scored below the 10th percentile
cutoff score on the NCAST Caregiver scale at
pre-intervention (the bottom 40% of the distribution), and high scorers were those who
scored in the highest 40% of the distribution. We divided the groups this way to obtain
equal comparison groups and to prevent
mid-range scores from obscuring differences
between groups. High and low scorers did not
differ on demographic characteristics such as
maternal or child age, child gender, or maternal education.
Caregiver NCAST scores increased significantly more for the low scorers than for the
high scorers. Child NCAST scores repeated
this finding, with low scorers improving more
than the high scorers. Because we are most
interested in caregiver behavior in this analysis and only 3% of the children were in the
10th percentile cutoff group (the highest risk
group) at pre-intervention, we utilized the
Caregiver NCAST scores for further analyses
(rather than Child-only or Child–Caregiver
Total NCAST scores).
MATERNAL PARTICIPATION

Overall, mothers spent the most time in
the family ties breakfast, with parent-child
therapy sessions a close second. Because the
high- and low-scoring mothers differed considerably in their outcome in the Nursery, we

wondered whether they also differed in their
use of the interventions. We found that the
low-scoring group spent significantly more
time at the family ties breakfast and attachment-based circle time.
The amount of time that mothers spent
in the family ties breakfast, attachmentbased circle time, parent–child activity, and
parent groups was significantly correlated
with change scores, indicating that those
who spent more time in these interventions
showed more improvement in their parent–
child interactions. The Caregiver NCAST
scores at pre-intervention had the strongest
correlation with change scores, confirming
the finding that those with the lowest initial
Caregiver NCAST scores improved the most.
MATERNAL PARTICIPATION AND NCAST
CHANGE SCORES

Simple correlations, as described above,
cannot tell the full story because they can use
only two variables at a time. For example, correlations told us that time in the family ties
breakfast is related to change and also that
time in parent group is related to change but
not how time spent in the two interventions
are together related to the NCAST change
scores. Multiple regression analysis is a statistical tool that allowed us to analyze how
several variables together are related to the
NCAST change score, and we calculated how
much each variable contributed to “explaining” the change score.
Results of the regression analysis showed
that the pre-intervention NCAST scores
“explain” 65% of the NCAST change scores
and that all parental participation variables
together “explain” an additional 8% of the
NCAST change scores. Participation in
parent–child therapy and parent group were
the most significant contributors to change.
Further analyses using the NCAST subscale scores revealed that the high-scoring
group showed almost no change in subscale
scores, with the exception of the Cognitive
Growth Fostering scale. The low-scoring
group, however, showed improvement in
all subscales, but especially on Cognitive
Growth Fostering and Parent–Child
Contingency.

Discussion

T

he results of the current study
generally supported the hypotheses.
As expected, all parent–child
interaction scores improve with time, and
those dyads with lower initial scores improved
the most. We had not anticipated the strength
of this last result, however. When we split the
mothers into two groups—those with the
lowest initial parent–child interaction scores
and those with the highest scores—we found
that the groups were quite different.
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The low-scoring group showed improvement
in all subscales while the high scoring
group showed almost no improvement in
their scores. The parents with the lowest
parent–child interaction scores when they
first enrolled did spend significantly more
time in the interventions, specifically in
family ties breakfast and the attachmentbased circle time. However, this difference
in participation does not fully explain the
differences in improvement, because parent–
child therapy sessions and parent group were
the most strongly related to improvement
in parent–child interaction. Also, although
the correlations with just two variables
indicated a strong association between
maternal participation and improvement
in parent–child interaction scores, when we
used regression analysis to consider all of
the variables together, the contribution of
maternal participation was diminished.
There are several possible explanations for
the differences in the high- and low-scoring
groups. At pre-intervention, the high-scoring
mothers were already demonstrating many
parenting behaviors that were sensitive,
responsive, and stimulating, as evidenced by
their NCAST scores. The low scorers on the
other hand, had more room for improvement.
With intervention, the low-scoring mothers
increased their positive parenting behaviors,
thus dramatically increasing their NCAST
scores. The high-scoring parents might
also have increased their positive parenting
behaviors, but the assessment instrument
requires only that the parent display a behavior
once to score positively, and multiple similar
behaviors during a session are not considered.
In fact, at post-intervention, scores are very
similar for the high- and low-scoring groups. At
post-intervention, very few mothers fell below
the 10th percentile cutoff score.
Another explanation might be that mothers with fewer positive parenting behaviors at
enrollment also had more needs of their own,
leading them to spend more time participating in interventions. Mothers were nurtured
themselves while in the Nursery, and those
with more needs may have engaged in the
mental health program because their own
needs were being met. It is also possible that,
although child care staff do not have access
to parent–child interaction scores, they may
intuitively have known which parents and
children needed more attention and might
have spent more time engaging those parents.
Finally, a more practical explanation is that
parents with higher parent–child interaction
scores might also have had higher functioning in other areas of their lives. For example,
they might be employed or have appointments
that keep them from attending weekly breakfast and the following activities. It is important
to note that there were no differences between

Parents are encouraged to say a clear good-bye to their children when leaving and to
greet them warmly upon return.
the groups in their attendance at parent–child
therapy sessions or separation practice. The
clinicians are able to be more flexible in scheduling these sessions—offering to work around
a parent’s obligations in order to fit in several
sessions during their time in the Nursery.
It is plausible that all three of these
explanations contributed to the differences
between the high- and low-scoring groups. Data
on mothers’ individual needs and obligations—
such as their own stress, depression, or
relationship needs as well as employment
status and appointment schedule—would shed
some light on whether these are factors in the
differences between groups. The good news is
that the staff successfully engaged the families
with the most problematic parent–child
relationships, and these families responded to
the interventions. Typically, parents who could
benefit most from interventions experience
many barriers to obtaining treatment (as
described by Kazdin, Holland, & Crowley,
1997). The Nursery program is structured to
make it as accessible as possible in order to
decrease barriers. The family ties breakfast
draws parents in and then they are encouraged
to stay. It is likely that the reason the breakfast
and circle time have the highest attendance is
because attachment-based circle time is held
immediately following the breakfast. Some
mothers may be unable or unwilling to stay for
the more intimate interventions of parent–child
activity and parent group.
In exploring the contribution of maternal
participation to improvements in parent–
child interaction, we must consider what

happens during the intervention. For example, during parent–child therapy sessions,
mothers and clinicians watch the videotapes
that are scored for the NCAST. There are
two components to this—an opportunity for
mothers to directly observe themselves in the
parenting role plus feedback from a clinician.
Both aspects likely contributed to the effectiveness of the intervention (Koniak-Griffin,
Verzemnieks, & Cahill, 1992). Direct observation increases self-awareness (Crittenden
& Snell, 1983). Clinicians coach mothers in
specific behaviors such as positioning their
children so that eye contact is possible, soothing their children when distressed, decreasing
negative comments to children, and focusing their own and the children’s attention on
the task. These behaviors also earn higher
parent–child interaction scores when displayed during their final videotaped session.
Therefore we would expect that when parents engage in more therapy sessions, their
scores would increase. The data support this
and suggest that the clinicians are effectively
helping parents to increase their positive
parenting behaviors. It is especially encouraging that scores on the Contingency subscale
score are improved for the low-scoring group,
as this scale is a good measure of a mother’s
skill in recognizing and responding to her
child’s cues and also of her abilities supporting the children in displaying clear behavioral
cues that communicate their needs.
During the parent group, mothers were
able to focus on parenting and other aspects
of their lives without the distraction of
January 2010 Z e ro to Three 4 3
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children. This is a unique component in the
Nursery program, as existing studies regarding interventions with high-risk families
do not include a component with parentsonly other than parent training (Kelly et al.,
2000; Koniak-Griffin et al., 1992). Shelter living can be stressful as multiple families often
share one large living space. The lack of personal space can be disorienting for adults and
children alike, and means that all parenting
becomes public and subject to critique and
criticism by other families and shelter staff,
increasing the anxiety and pressure the parents feel. Therefore having a time of calm and
positive time with other parents during the
parent group can be very therapeutic.
Although the scores of some parents did
not change from pre- to post-intervention,
even stable scores should be considered a
measure of success. Unpublished data using
the NCAST have shown that it is typical for
parents in highly stressed situations such as
homelessness to show declines in NCAST
scores (K. Barnard, personal communication, May 2005). As such, scores that did not
decline were seen as a positive response to
intervention.
In interpreting these findings,
consideration must be given to the
limitations of the study, including the fact
that it is a retrospective study of typical care,
without research controls. A comparison
group of low-income, poorly housed families
would be helpful in determining whether
the results are specific to homelessness

Learn More
PACT: Helping Children With Special
Needs
www.pact.kennedykrieger.org
PACT: Helping Children With Special Needs
is a private, nonprofit organization, affiliated
with Kennedy Krieger Institute in Baltimore,
MD. PACT provides services to address the
physical, cognitive, emotional, and social
needs of children with special needs and to
provide support for their families.
Circle of Security
www.circleofsecurity.org
Circle of Security is an early intervention
program for parents and children. The videobased intervention is based on attachment
theory and research and is designed to improve
parent–child relationships.
National Health Care for the Homeless
www.nhchc.org
NHCH is a membership organization involved
in advocacy, research, and training for the
needs and rights of the homeless.
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rather than the stresses of living in poverty.
Additional outcome measures, especially
another measure of parenting behavior would
be informative in determining whether the
improved parenting behaviors generalize to
other situations. Further, we know that many
of the children in the Nursery show delays in
development of language and play skills upon
enrollment. Outcome measures in these
areas could determine if increasing cognitive
growth-fostering behaviors in parents has an
effect on child developmental outcomes.
Another limitation is the inability to evaluate the long-term effects of the Nursery
program. Families leave the Nursery after a
few months, and although some are followed
during a transition period, contact is lost with
most families. Follow-up evaluations would
determine whether the changes persisted
over an extended time period and would also
gain information regarding the effects of early
intervention on later child outcomes. Finally,
the sample size of this study does somewhat
limit its generalizability. The differences in
the low- and high-scoring parents forced a
decision to conduct analyses using groups,
thus decreasing sample size even further.
Anecdotally, clinicians in the Nursery
attribute changes to the interventions not
just of parents but also of both clinical and
child care staff. The guiding philosophy
in the Nursery, along with being strengthfocused and family-centered, includes
the “continuum of nurturance” which is
most credited by staff for the success of the
interventions in the Nursery. This refers to
an effort to provide nurturing support at
every level: the funding agency and the YWCA
support the administrators of the Nursery,
the administrators nurture the clinical and
child care staff, and the child care and clinical
staff nurture the parents. The children
receive the final benefit in this chain, in that
parents, when their emotional needs are met,
are more available to nurture their children.
It may not be possible to measure the effects
of this philosophy, other than the evidence
that parents engage in the interventions
and improve their parent–child interactions
while in the Nursery. There is also very low
staff turnover at the Nursery. The continuum
of nurturance may play a part in retaining
staff in what could be a high “burnout”
position. The staff continuity allows for
increased training and experience, which very
likely contribute to the effectiveness of the
program.
There is a need for continued research
into parenting and homelessness, and program philosophy may play a part in future
research. The current results should inform
program development for young children and
their parents who are experiencing homelessness. Video feedback is an effective individual

intervention, and the parent psychotherapy
group offers an intervention for mothers while their children are being cared for.
Mothers seem to enjoy the family meal time
offered at the family ties breakfast, and this is
a way to encourage them to stay for parent–
child activities. These and other unmeasured
variables contribute to improved parent–
child interaction while in the Nursery, and, we
hope, to increased resilience in the Nursery’s
families. A
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