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Abstract

Being developed within the Early Intervention (EI) Structure of Aveiro, this project consists on implementing a
method where the video recording of interactions, further analysis and feedback, supervised by a VHT/VIG
specialist, aims to promote relational competences in all dyads present in El: family—child; EI professional-family;
El supervisor—EI professional. Assuming that higher quality relationships will result, in children, in better growth
and development; in families, in better competences to identify needs and resources and in lower levels of
depression; in El professionals and supervisors, in better intervention and supervision competences, and in lower
stress levels.
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1. Introduction

The project “Promoting Relational Competences in Early Intervention through the Video Home Training/Video
Interaction Guidance (VHT/VIG) Method” intends to address the need to support professional development of El
supervisors and home visitors, in order to implement an approach focused on relationship, based on strengths,
family centred, ecological and reflective, in the EI Structure of Aveiro [included in the Portuguese National System
of El in Childhood (SNIPI), created by the Decree Law 281/2009, 06-10].

It is assumed that the quality of the relationships experienced by the child with the main caregivers has a crucial
impact on his/hers development (Nugent, 2005; McWilliam, 2010; Siegel, 1999). The VHT/VIG, whose main object
of intervention is the set of relational competences occurring within the dyads family—child, family—professionals,
supervisors—home visitors and between home visitors, has been identified as an excellent method for the analysis
and promotion of ongoing transactions in the EI dynamic. Trained and supervised by a Portuguese specialist on
VHT/VIG (the VIGer Supervisor Fatima Feliciano), the intervention group of the project has been limited to fifteen
elements, due to the specificity of the work to be done. In order to ensure collective empowerment (Turnbull,
Turbiville & Turnbull, 2000), and a cascade intervention, the group includes elements of the Technical Supervision
Nucleus and Local Intervention Teams (LIT) (Aveiro EI Structure).

In November 2008, with a lecture open to the academic community in the University of Aveiro, the VHT/VIG
method was presented and linked to EI for the first time; some EIl professionals from Aveiro, Coimbra and
Portalegre were present, too. Afterwards, in the framework of the dynamics and procedures proposed by VHT/VIG,
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and in the context of El, a research project was envisioned, aiming to promote the quality of the relationships going
on between families and children under El support, LIT professionals and families, LIT professionals and their peers
and, lastly, between supervisors and LIT professionals. Two grants awarded by the Calouste Gulbenkian Foundation
made it possible to carry out the pilot study and establish procedures that were consolidated with the funding
awarded by the Portuguese Science and Technology Foundation (PTDC/CPE-CED/113484/2009), starting on 1%
March 2011.

2. Literature review

Parents and early childhood education professionals know that babies need affectionate and responsive care for
the development of attachment relationship, through which they’ll make sense of the world. They also know that
good learning opportunities take place in the context of inter-personal relationships between children and the people
who are significant to them. If the best way to help very young children to grow up into curious, self-confident and
capable learners is to provide them with consistent and affectionate care (the basis of safe bonding relationships,
with adults who are important to them), the quality of this care and relationships also seems to affect their future
ability for empathy, emotional regulation and behavioral control (Shonkoff & Phillips, 2000).

Children at risk of developmental delay are exposed to conditions of biological risk (e.g. the mother and child’s
physical health condition) and/or environmental risk (e.g. attachment issues) and need specialized support
(Graminha & Martins, 1997). Knowing that the family holds the relational dynamics and the necessary potential
context to allow and promote the child’s adequate development, EI aims to maximize the support given to families
with minimal intrusion, converting the existing knowledge on human development into a better environment for the
growth and development of the child, optimizing his/hers learning opportunities. This is also the directive of The
International Initiative (l.1.), an organization that encourages families to find at home solutions that help rebuilding
their lives and the responsibility of its elements — equivalent to the “parent empowerment” referred by Meisels and
Shonkoff (1990), and Santos (2009), where parents are specialists in knowing and supporting their children. I.I.
assumes the absence of value judgments and the maximization of family time, in order to attain the emotional
strengthening of its elements, as a means to strengthen family cohesion (Ancona, in I.1., 1992). It aims, in practice,
to work at home and in the community; helping parents to become aware of their competences; promoting self-
esteem and the ability to develop change strategies; outlining work methods in which the family is the leader and the
professional partners with the family and the child, as opposed to acting as a figure of authority. In this initiative,
Video Home Training (VHT), defined as a “therapeutic instrument used in some residential institutions™, has been
highly useful to parents at home, “especially to those who have difficulty in dealing with their children’s needs”
(1.1, op. cit., p.6). However, VHT may also be applied to other contexts; when video is used as a basis to promote
the relationship between parents and professionals and between professionals, it is called “Video Interaction
Guidance” (VIG). In this type of intervention, specific communication moments are recorded and then reviewed
under the supervision of the VIGer. The use of video at home is innovative and helps parents to recognize the
child’s communication initiatives and to become self-aware of functional behaviours, thus promoting pleasure and
self-confidence. Similarly, the act of acknowledging and becoming aware of the communication potentials that eases
and enables interaction, enhance the skills and satisfaction in the relational process, that encourages and promotes
development (Feliciano, 2002).

Besides the family, the professionals who are responsible for providing support will also benefit from the
reinforcement of enhancing communication. “Giving the direct intervention professional the opportunity to reflect
upon his/her work, to think and talk about the interactions occurring with children and families, in a context of work
meetings that are psychologically comfortable and safe, under the coordination of a supervisor, is crucial for the
success of the intervention” (Santos, 2007, p. 170). Thus, it is important to build up the competences of these
professionals in the “dimensions of stimulation, sensitivity and in the (promotion of) families’ autonomy (...), in the
context of the five core values that compose a desirable approach in El: family centered, focused on relationships,
based on strengths, ecological and reflective, and building the Competences Profile in El Supervision” (op. cit., p.
172). Given the need to ensure that supervision is encouraging and based on strengths, VIG is an adequate
instrument to develop enabling competences both in the team and the family (Spinusa, 2004).

Vermeulen (2006), reflecting on the occurrence of positive change, mentions Lambert’s common factors,
attributing 40% to the “client factor’, 30% to the ‘relationship factor’, 15% to the ‘hope and expectations factor’ and
15% to the ‘model and techniques factor’. Because video allows one to view a social reality objectively, it allows for
a second chance to understand and reflect deeply on the positive change, enabling the understanding and agreement
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between participants, benefitting the relationships between parent and child, parents and professional and between
professionals. The frame-by-frame analysis of communication promotes a positive effect in the relationship with the
client, affecting the ‘relationship factor’. The intervention promotes the positive awareness of parents’ interaction
competences, as well as of the verbal and non-verbal signs involved in the way the child and parents communicate,
resulting in an enhancement of the understanding between parents and their children, and in a more positive self-
evaluation that encourages active work towards change, favouring the ‘client factor’. Positive change in the
perception of the child, of his/hers pedagogic competences, benefits, in parents, the ‘hope and expectation factor’.
Given the fact that the importance of the quality of communication existing in any model or program is universal,
VHT/VIG becomes a high quality instrument used in support programs, its impact falling on the ‘model and
techniques factor’.

Feliciano (2002) assessed and confirmed the benefits of VHT/VIG in a Portuguese sample. In the
(experimental) study, with intervention in maternity wards and at home, the effects in dimensions of parents and
premature babies were assessed, with measures in T, (pre-intervention), T, (medical discharge) and T (three months
after medical discharge). The results confirm the existence of parental leadership and communication competences
between parents and premature baby; benefits in depression (> mothers T3), perceptions (> VHT), self-esteem (>
mothers), feelings and attitudes (> mothers), weight gain and maternal feeding (at Neonatal Intensive Care Unit) in
the intervention sub-groups. She concluded that VHT/VIG is pertinent and that there is a need for a multifaceted
intervention, articulating relevant El focal points: infants, family, professionals and the surrounding community.

3. Main goal and expected results

To carry out research in order to promote professional and relational competences in EI (direct intervention
and supervision) using the VHT/VIG method, is the general goal we intend to attain with this project.

Given that in VHT/VIG the video feedback allows for the discussion and demonstration of how to enrich and
develop basic communication, reinforcing it in parents, children and professionals (Feliciano, 2002), and that some
values that guide it — partnerships with families, interventions in the home context, focusing on existing relational
competences and respect for cultural diversity (I.1., 1992, p. 2-3) — are common to those of El [develop a family
centred, focused on relationships, based on strengths, ecological and reflective approach (Wollenburg, Campbell &
Doan-Sampon, 1999; Santos, 2007)], the method is an excellent means to achieve this goal.

Thus, having in mind the objective of promoting an assessment culture and the consequent development of
competences at all structural levels of El, the intention is to create a research project in which the intervention
focuses on three main subjects: supervisors and El professionals, as reflective leaders and supervisors of local
intervention teams (LIT), as well as interventionists in families; families, who promote conditions that enable the
development of their children; and children, who enjoy the enabling conditions that are created. Firstly, we will
focus on the training and direct supervision of supervisors and LIT professionals who participate directly in the
intervention/training/supervision group; and indirectly on professionals who will be supervised. Secondly, we will
focus on (indirect) intervention with the families who will be brought for supervision by their respective home
visitors. Thirdly, we will focus on indirect intervention on children at risk of developmental delay — these being our
main, final and emotionally dearest objective.

Thus, we hope to promote the development of competences of identification and analysis of the EI
professionals/supervisors’ communicational behaviours — in themselves, in professionals with whom they work and
in the families for whose support they are responsible. Following the analysis and self-analysis of the
situations/behaviours of communication seen at the various structural levels of El (supervision and home visiting)
and brought into the context of VHT/VIG training/supervision though video recordings, it is expected that:

e EI LIT supervisors and professionals participating in the group, will become aware of their communication
potential, resulting in an increase of its actual use, both with other El professionals who don’t participate directly in
the group, as well as with families to whom they provide support; these results will lead to better competences in
Reflective Leadership (Parlakian, 2001) and in EI Supervision (Portugal & Santos, 2003a, 2003b; Santos, 2007), in
higher levels of EI competences in the dimensions of stimulation, sensitivity and promotion of families’ autonomy
(Santos, 2007), as well as in lower levels of Vulnerability to Stress (23 QVS);

« LIT professionals will develop meta-cognition (self-awareness of the rituals of contact and micro-analysis
of communication) about their own communication competences with families and their peers, thus promoting the
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quality of their work, both in the team of peers and in the direct work with families being supported. These results
will be made clear through the achievement of higher results in the dimensions of stimulation, sensitivity and
promotion of families’ autonomy (“EI professional’s style”), as well as in lower levels of Vulnerability to Stress (23
QVS);

e When supported by better trained professionals, who are capable of handling the most important issues
related to interpersonal communication and its use, the families of children at risk of developmental delay may
develop communication and responsiveness competences which will better meet the needs of their children. These
changes will be visible through empowerment and a higher ability to identify the needs and resources that are
necessary to ensure the family’s well being and functioning and in fewer symptoms of depression;

e Children at risk of developmental delay, involved with their main caregivers/families in relationships that
are psychologically more nourishing (aligned with their emotional and cognitive needs), will have better
opportunities for learning and development, resulting in higher developmental competences and levels of psycho-
emotional and motor growth. Regarding these variables and bearing in mind that positive results in the “families
subject” lead to positive results in child’s development, we will aim to collect the available growth and development
data from the respective individual records.

4. Methodology

4.1 General dispositions and hypotheses

As children at risk of developmental delay are usually subject to conditions of biological and environmental
risk, there is clinical, social and political interest in preventing developmental delays. Families emerge as a major
focus of the intervention in partnership, aiming for the empowerment and awareness of the competences that need to
be promoted in a non-invasive, non-imposing way. This methodology uses the family’s own resources and the
relationship with the professional, and is facilitated by technical supervision on professional development, which
helps to promote parental competences in an escalation of continuous efforts: the child is reinforced by parents, who
are reinforced by professionals, who are reinforced by the EI supervisor, who in turn is reinforced by a VHT/VIG
supervisor.

We outlined a Quasi-Experimental study, pre-test-post-test, with two non-equivalent control groups, with a
sample conveniently organised by the EI structure of the district it belongs to, and an assessment carried out during
the intervention. We used two control groups (one from the centre of the country, another from the southern region),
allowing for two baseline measurements for the assessment of the intensity of the effects of VIG and VHT and an
assessment done halfway through the intervention. Both measurements allow for the decrease in invalidity factors
such as the selection and maturation of the subjects included in the sample (given that we have a group sample
organised according to professional training and families involved and flagged as being at risk in a given
geographical area, with distinct evolutional, intervention and training processes) (Fortin, 2009). Thus, we have an
intervention group (EI Aveiro), two control groups (EI Coimbra and EI Portalegre) and a selection of instruments
that are adequate for each dimension to be measured according to the following hypotheses:

a. VIG supervisors present favourable changes when compared to those in the control groups, in terms of
vulnerability to stress, reflective leadership and in El supervision competences;

b. VHT and VIG professionals present favourable changes when compared to those in the control groups, in
terms of vulnerability to stress and in the dimensions of stimulation, sensitivity and promotion of families’
autonomy;

c. Parents in VHT present favourable changes when compared to those in the control groups, in terms of
depression symptoms and in the identification of relevant needs and resources for their families;

d. Children in VHT present favourable changes when compared to those in the control groups, in terms of
growth and development.

We started VHT/VIG [studied and under implementation in Portugal by Feliciano (2002)] with families,
professionals and EI supervisors, after guaranteeing participation and research ethics and applying the instruments
in To. The high instability and mobility of the elements of the EI Structures, both in the intervention and in the
control groups, reflecting deep changes in Portuguese policies relevant to El, led to consider what occurred
previously to the 1%. March 2011, as pilot study. Then, in the first year and in the intervention group, we’re having
an initial training course, followed by practice, supervision and deepening of the knowledge on VHT/VIG in EI.
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Afterwards, training and supervision will continue and the participants in the group will have the opportunity to
improve their skills and competences having the institutional certification as VIGer in mind (participants will be
able to request certification as VHT/VIG specialists).

4.2 Methods and Instruments

We will use questionnaires the 23 QVS (Serra, 2008), Self Assessment of Reflective Leadership (Parlakian,
2001) and EI Supervision Competences Profile (Santos, 2007) to collect the data for the assessment of the
dimensions identified in supervisors.

In order to assess the variables identified in home visitors, we will use the questionnaires 23 QVS (Serra, 2008)
and Parameters for Self Assessment of Performance in El, in an Experiential Perspective (Santos, 2007).

The variables and dimensions identified in families will be assessed through the Depression Scale of the
Centre for Epidemiologic Studies (CES-D) (Gongalves et al., 2003), Family Resources Scale (Serra, Firmino,
Ramalheira and Canavarro, 1983) and the Inventory of Family Needs (INF) (Bailey and Sieonsson, 1990).

Data on growth and development of children supported by EI professionals involved in the study are,
respectively, those included in the individual health record (weight, height and head circumference) and those
resulting from the application of the Schedule of Growing Skills 1l (Bellman, Lingam and Aukett, 2003), depending
on availability.

The questionnaire 23 QVS is a Likert-type scale with some reversed items. A value of 43 is the cut-off point
above which a person is considered to be vulnerable to stress (Simdes et al., 2008).

The Self Assessment of Reflective Leadership (Parlakian, 2001) is assessed using a questionnaire comprising 19
questions, distributed in a Likert-type scale from 1 to 3; in it, it is evaluated whether the answers are mostly 1’s
(related to new reflective supervision), 2’s (not entirely related to new reflective supervision) or 3’s (related to
proficiency in the reflective exercise) (Parlakian, 2001).

The EI Supervision Competences Profile (Santos, 2007) is also a Likert-type scale, from 1 to 3, and comprises
a minimum value of 34 and a maximum of 112.

The questionnaire Parameters for Self Assessment of Performance in El, in an Experiential Perspective
(Santos, 2007), consists of three categories, namely, stimulation, sensitivity and autonomy and, in each,
professionals are graded on a scale of 1 to 5, assessing their perceptions of performance; the minimum value is 3 and
the maximum is 15.

CES-D is a Likert-type scale from 0 to 4, comprising 20 items with four reversed items. It assesses the index of
symptomatology and provides a cut-off point at a value of 20 (Gongalves et al., 2003).

The Scale of Family Resources is a Likert-type instrument, from 1 to 5, comprising 12 items with 5 reversed
items, and its grading is made so that the higher the score is, the better the family resources are (Canavarro, et al.,
1993).

The Inventory of Family Needs (INF), also composed of a Likert-scale from 1 to 3, has a minimum value of 32
and a maximum of 96. The result obtained in the questionnaire corresponds to the value of the needs identified by
families (Bailey & Simeonsson, 1990).

5. Results

Distributed among families and professionals of the EI Structures of Aveiro (intervention), Coimbra and
Portalegre (both control), a set of data were obtained in the pilot study phase, which was then processed and
analysed using the Statistical Package for the Social Sciences, 18" version (SPSS), being presented below:

5.1 Families

Regarding the number of families, there is a large mismatch between the number of families in Coimbra
(n=93) when compared to Aveiro (n=28) and Portalegre (n=18): the number of families in Coimbra is more than
twice the sum of Aveiro and Portalegre. Since the number of families in each district is not the same, the data will
not be compared equitably and a record of descriptive statistics will be kept instead.

According to an analysis of figure 1, and comparing the mean value of CES-D for the three districts, we
conclude that the district with the highest average of symptoms of depression among families is Aveiro, with
Portalegre having the lowest average. All values are below the cut-off point that would indicate depression.
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Figure 1. Distribution of results of CES-D in the three districts

Regarding the test of Family Resources, and according to the analysis of chart on figure 2, we find that
Coimbra is the district where families higher and better identify resources, followed by Portalegre and finally

Aveiro.
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Figure 2. Distribution of results of Family Resources in the three districts
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Regarding the survey carried out using the Inventory of Family Needs (INF), and according to the analysis of

chart on figure 3, we find that Coimbra is the district where families achieve a higher rating, followed by Aveiro and
finally Portalegre.

61
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Figure 3. Distribution of results of the Inventory of Family Needs in the three districts

Analysing the data in each district, we find that, regarding Coimbra, where there was a sample of 93

responsible caregivers (mainly mothers) with a median 32 years of age (table 1) with regards to CES-D, the average
(17.63) is below the cut-off point (20). Regarding the Family Resources questionnaire, the average of the perceived
value (42.21) is above what would be a result of 3 on the Likert-type scale, a value that is between what would be an
unfavourable and a favourable self-perception of the resources available to the family, therefore it corresponds to a
perception leaning towards the positive side in the families from Coimbra. Regarding INF, the minimum value is 32
and the maximum is 96, showing that there are families for whom needs are very high and others that state they
don’t feel any kind of need. The average value of this questionnaire (60.78) is below the middle of the total needs

that is possible to record through this instrument (64).
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Table 1. Analysis of the results in the district of Coimbra

CES-D (n=90) RecFam (n=92) INF (n=93) Age (n=75) Kinship (n=85)
Average = 17.63 | Average =42.21 | Average =60.78 | Average = 32.36 Mode = mother
Median=14 Median=43 Median=62 Median=32
S.D.=11.448 S.D.=7.812 S.D.=16.727 S.D.=6.945
Min. =0 Min. =18 Min. = 32 Min. =18
Max. = 54 Max. = 55 Max. = 96 Max. = 56

In the district of Aveiro, with a sample of 28 responsible caregivers (mostly mothers), and a median of 26.5
years of age (table 2), we find that the CES-D average (19) is a little lower than the cut-off point (20). Regarding the
Family Resources questionnaire, the average of the perceived value (39.46) is also above a result of mainly 3 on the
Likert-type scale previously mentioned — therefore corresponding to a perception leaning towards the positive side
for the families from Aveiro. Regarding INF, here the minimum value is 32 and the maximum is 85, showing that
there are families whose needs are very high, though not reaching the maximum (96) and others that don’t feel any

kind of needs. The average value (59.81) is below half of the total needs that are possible to record with this
instrument (64).

Table 2. Analysis of the results in the district of Aveiro

CES-D (n=26) RecFam (n=28) INF (n=26) Age (n=26) Kinship (n=28)
Average = 19 Average = 39.46 Average = 59.81 Average = 29.54 Mode = mother
Median = 20.50 Median = 40 Median = 59.50 Median = 26.50
S.D.=12.050 S.D.=6.478 S.D. =13.903 S.D. =10.238
Min. =3 Min. = 22 Min. = 32 Min. = 16
Max. = 46 Max. = 51 Max. = 85 Max. =46

In the district of Portalegre, with a sample of 17 responsible caregivers (mainly mothers) and without data on
kinship and age (table 3), we find that the average (13.35) is further below the cut-off point (20) when compared to
the other districts. Regarding the Family Resources questionnaire, the average of the perceived value (41.59) is,
again, above what would be a 3 on a Likert-type scale already mentioned — therefore corresponding to a perception
leaning towards the positive side for the families of Portalegre. Regarding INF, here the minimum value is 32 and
the maximum is 88, showing that there are families whose needs are high, though not reaching the maximum (96),
and others who don’t refer any kind of needs. The average value of this questionnaire (59.35) is below half of the
total needs that are possible to record with this instrument (64), as in the other districts.

Table 3. Analysis of the results in the district of Portalegre

CES-D (n=17) Rec.Fam. (n=17) INF (n=17)
Average = 13.35 Average = 41.59 Average = 59.35
Median =11 Median = 45 Median = 62
S.D.=10.173 S.D. =10.032 S.D. =15.692
Min. =1 Min. =21 Min. = 32
Max. = 43 Max. = 56 Max. = 88

The data, following an analysis of descriptive statistics with the limitations of non-equivalent samples, present
results which are generally within the average values and which do not indicate worrying changes in the three
dimensions that were measured with the families residing in the three districts.

5.2 El Professionals (home visitors and supervisors)

With regards to the home visitors, concerning the Coimbra group, only the questionnaire Parameters for Self
Assessment of Performance in El, in an Experiential Perspective was filled, with n=19 in this phase of the pilot
study. We reached a minimum value of 12 and a maximum of 15 (table 4). This means there are technicians who
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evaluate their performance as being at the maximum level, and others who evaluate their performance as being
above the average value. Overall, the average value (13.95) is perceived to be almost at the maximum limit.

Table 4. Analysis of the results of technicians from Coimbra

Performance in El (n=19)
Mean = 13.95
Median = 14.50
Std. Deviation = 3.354
Min. = 12
Max. =15

Regarding the group from Portalegre, there were 42 elements of which only 23 filled the questionnaire
Parameters for Self Assessment of Performance in El, in an Experiential Perspective. We find that the minimum
value is 10 and the maximum is 15 — the latter being the highest possible value for performance (table 5). The
average result for performance (14.22) almost reaches the maximum level.

Table 5. Analysis of the results of technicians from Portalegre

23 QVS (n=21) Performance in El (n=23)
Average = 32,10 Average = 14,22
Median = 31 Median = 13
S.D.=7.860 S.D. =4.400
Min. =19 Min. =10
Max. = 56 Max. =15

We conclude that the self assessment made by the professionals with regards to EI performance on situation,
sensitivity and (promoting) families’ autonomy is very high in the districts of Coimbra and Portalegre.

Regarding the group of home visitors from Aveiro, there were only replies to the 23 QVS questionnaire, with
n=15 (table 6). This questionnaire has a cut-off point at 43, and this group reached a minimum value of 25 and a
maximum of 52. Regarding the average value (35.73), it is slightly below the cut-off point and, according to
Adriano Vaz Serra (2008), this is due to an individual with a perception of “reasonable” regarding stress.

Table 6. Analysis of the results of technicians from Aveiro

23 QVS (n=15)
Average = 35.73
Median = 33
S.D.=8.413
Min. =25
Max. =52

Regarding the group of Aveiro El supervisors, we have a very small n (=3) (table 7), where the average reply
to 23 QVS (27.33) is below the cut-off point (43). According to Adriano Vaz Serra (op. cit.), this average
corresponds to individuals with a “reasonable” level of vulnerability to stress. Regarding the questionnaire
Reflective Leadership, we find a supervisor whose replies consist mostly of 2’s (reflective supervision not entirely
new) and two supervisors whose replies consist mostly of 3’s (proficient in reflective leadership). Only one
supervisor from Aveiro filled the EI Supervision Competences Profile and obtained a score of 88, which is slightly
below what is considered to be the maximum (112).
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Table 7. Analysis of results of Supervisors from Aveiro

23 QVS (n=3) Reflective Leadership (n=3) Competences Profile (n=1)
Average = 27.33 1 = mainly 2’s Average = 88
Median = 30 2 = mainly 3’s Median = 88
S.D.=9.292 Min. = 88
Min. = 17 Max. = 88
Max. =35

In the group of EI supervisors from Portalegre, we have an n which is also very low (=4) (table 8), where the
average reply to the 23 QVS (33.5) is below the cut-off point (43). According to Adriano Vaz Serra (2008), this
average corresponds to individuals with a “reasonable” level of vulnerability to stress. Regarding the questionnaire
of Reflective Leadership, two supervisors replied mostly 2’s (reflective supervision not entirely new) and two
supervisors replied mostly 3’s (proficient in reflective leadership). In EI Supervision Competences Profile, which
comprises a minimum value of 34 and a maximum of 112, the values obtained are far from the minimum and
maximum and the average reply is 74, which is a little above the average value for this questionnaire.

Table 8. Analysis of results of Supervisors from Portalegre

23 QVS (n=4) Reflective Leadership (n=4) | Competences Profile (n=4)
Average = 33.50 | 2 =mostly2’s Average = 74
Median = 31.50 2 =mostly 3’s Median =72
S.D. =13.675 S.D. =8.386
Min. =17 Min. = 63
Max. = 35 Max. = 89

These data indicate that the self assessment carried out by this small sample of supervisors does not reveal the
existence of any indicators showing concern or important difficulties in fulfilling their supervisory role as measured
in the three dimensions throughout this phase of the pilot study.

6. Conclusion

This action-research project has been allowing for the intertwining of the rationale and praxis of the Video
Home Training / Video Interaction Guidance method with those of Early Intervention, thus confirming the original
insight, which prompted us to conceive the project: the analysis and (re)construction of relational competences is a
very exciting process and it is very relevant in terms of Early Intervention. The VHT/VIG method is revealed as
assertive in this process of training and empowerment of professionals and families, putting into practice principles
and values that had been formulated a long time ago but which need to be further explained through the practice
with children at risk and their families. At this turning point in Early Intervention in Portugal, this sort of research
may be revealing and leading the way for the construction of qualitatively superior practices in EI.
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A importancia de dormir bem

» Sono e saude fisica (ex.: pico libertagdo hormona de
crescimento durante o sono profundo)

» Sono, salide mental e bem estar

» Sono, desempenho cognitivo e resultados escolares

Sono — o que é?

diferente de mera auséncia de vigilia
muito mais que periodo de descanso ou repouso
ndo é um estado uniforme ou homogéneo

Concepgdo activa:
... um comportamento dinamico, ciclico e reversivel (Cursio et al., 2006)

... um estado activo do cérebro (Hobson, 1995)

Estado com caracteristicas proprias e complexas variagoes da actividade
cerebral ao longo de varios estadios 3

U estadios do sono W
¥ NREM
Estadio 1
Estadio 2 sono leve

Estadio 3 sono profundo / delta /
Fstadio 4 de ondas lentas

¥ REM (Rapid Eye Movement) ou SONO PARADOXAL

Hipnograma /histograma do sono
num jovem adulto saudavel
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O ritmo sono-vigilia e seu acerto
‘ Crianca ‘
Aoordada

REM |

ritmo  circadiano (no adulto):
Gerado espontaneamente Periodicidade de
pelo organismo cercade 1 dia
(origem enddgena (no adulto)
- relogio: NSQ)
H_/

Acerto /sincronizagdo por influéncias exdgenas

E stadios do Sono

sincronizadores (ou zejitgebers) mais importantes no ser humano:

« Ritmos ambientais, sobretudo ciclo natural luz - escuro
: « Psicossociais e comportamentais: rotinas sociais, domésticas,
Hatas darote profissionais, habitos de vida, ciclos de actividade-repouso

(Silva et. al, 1996)

Mais sono lento
profundo

Diferencas inter-individuais normais

SONO e VIGILIA adequados dependem de quanto e quando

Quanto ao n° de horas de sono:
ie,

« padrdo de sono longo
 padrdo de sono médio (o mais frequente) [7-8 hr /noite no ADULTO]
 padrdo de sono curto

n° de horas adequado

no momento certo

Quanto a posigéo das acrofases nas 24 horas - tipo diurno:
* matutinos / madrugadores / cotivias
« intermédios [maioria da populagao]
Contudo, h variages... « vespertinos / noctivagos / mochos
. de pessoa para pessoa associagdes demonstradas com as horas dos picos maximos (acrofases) de
... e na mesma pessoa, ao longo da vida varios ritmos circadianos
- sono-vigilia
- temperatura corporal
- alerta subjectivo

- melatonina
Sono-vigilia ao longo do ciclo de vida
RESUMO das principais modificagées intra-individuais: . s s
princip “ [ do nascimento a idade escolar }

Duragdo de sono:

« \ progressiva desde infancia até idade adulta, excepto: Nota prévia: As diferencas de sono de crianca para crianga sdo
2 adolescéncia bastante marcadas (Benoit, 1991; Webb, 1990)

» Ao longo do desenvolvimento da crianga ha modificagdes do

Momento / fase nas 24 horas: padrdo de sono-vigilia em vérios pardmetros:

« na adolescéncia: atraso de fase => M vespertinidade - ritmo :
= fases e arquitectura
« na idade avangada: avanco de fase => A matutinidade = duragdo

Ritmo:

« polifasico no recém-nascido ----> circadiano ----> ...
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do nascimento a idade escolar }

RITMO

Recém-nascido: ritmo sono-vigilia polifasico /ultradiano

» estados de sono e de vigilia alternam ciclicamente varias vezes nas 24
horas (2-3 hr a dormir; cerca 4 hr acordado);

» Ao longo de 24 horas cerca de 18 a 20 ciclos de sono

» Sem relagdo com ciclo natural dia-noite nem com rotina familiar de
actividade-respouso.

Seis primeiros meses:

» desenvolve-se gradualmente um padrdo circadiano, em que o sono
nocturno passa a predominar em relagdo ao diurno

-

Ritmo
— ultradiano

! [Z5horas
- | Ritmo endégeno

24 horas

(acertoatravés dos

il

L
18h z4h Bh 12Zh

(Adapt. de: Challamel & Thirion, 1995, p. 74, baseando-se em Kleitman e Martin Du Pan)

RITMO

» entre os 6-9 meses e os 4 anos: gradualmente, sono concentra-
se claramente a noite.

» Até aos 5-6 anos, as sestas vdo-se tornando pouco a pouco mais
curtas e menos frequentes, até desaparecerem.

» Apds os 6 anos, a crianga mostra-se claramente
vigilante durante o dia e o sono esta concentrado a
noite

(cf. e.g., Benoit, 1991; Clemente, 1997; Thirion & Challamel, 1995; Webb, 1990).

do nascimento a idade escolar }

ESTADIOS & ARQUITECTURA

Nascimento

Tipos de sono  (e.g., Brazelton & Sparrow, 2004; Clemente, 1997;
Thirion & Challamel, 1995):

i. sono calmo - precursor sono NREM (duragdo média ~ 20 min)

ii. sono agitado / activo - precursor sono NREM (duragdo variavel,
10 a 45 min, média ~ 25 min)

iii. um terceiro tipo, /ndiferenciado (apenas 10% do tempo de
sono), em que é dificil discernir se o bebé esta acordado ou a
dormir. Observa-se uma desorganizagdo dos sonos calmo e
agitado. Também ¢é designado por sono de "transicdo”. Vai
diminuindo a medida que o desenvolvimento avanga.

ESTADIOS & ARQUITECTURA

Ao longo dos seis primeiros meses de vida, a medida que se da a
maturacgao do SNC:

» gradualmente, a estrutura do sono consolida-se e os estadios do
sono NREM diferenciam-se

» a % de sono REM ¢ muito elevada a nascenca e vai diminuindo
nos primeiros 6 meses de vida.
= O decréscimo acentua-se entre os 2 e 0s 6 anos

ESTADIOS & ARQUITECTURA

» Pelos 4-6 anos, sono profundo / de ondas lentas (E3
e E4 do sono NREM) torna-se predominante

= 0 que ajuda a compreender que, pelos 3 anos, deixem praticamente de ocorrer
acordares nocturnos, tdo frequentes nos primeiros meses de vida, passando a
constituir motivo de preocupagdo para os cuidadores fenémenos como os terrores
nocturnos e o sonambulismo, durante o sono profundo (Clemente, 1997).




27/01/2011

do nascimento a idade escolar ]

DURAGAO

N.B.: valores médios (pode diferir mt® de uma crianca p2 outra)

» Nascimento: duragdo de sono + elevada, 70% por 24 horas (vs. 25-
30% no adulto)

» O tempo de sono diminui gradualmente ao longo de toda a infancia

» Clemente (1997, citando Ferber, 1985) indica as seguintes médias
aproximadas (duragGes diarias, i.e., por 24 horas):

= _16-17hr nascenga
=_15hr ~34M
=_11-12 hr 3-5A

= _10-11hr 6-9A*
=_9-10hr ~10-11 A

*Ja Benoit (1991) e Crépon (1985) apontam para 11-13 hr de sono pelos 6-9 A

Duragéo média @ Big
de sono
mes | NI W V7 VAL 7 s v
ameses | | 1z

Gmeses|[ | [ FAVA Bsnonas
[ vand[] 717/ R
sawos[ ] T Jerens

| =

| SRR PRI IR . |
18h Meia- &h Meio 18h
noite -dia

Adapt. de Challamel & Thirion (1995, p. 103)

DURAGAO

» sono profundo e duragdo de sono: claramente superiores
em criangas em idade escolar (e adolescentes) do que no
adulto - talvez porque o pico de libertacao da Hormona
do Crescimento ocorre durante o sono profundo.

» A diminuigdo da duragdo de sono do nascimento a idade
adulta ndo é uniforme, p. ex.:

= dos 2 aos 6 anos a duragdo do sono nocturno mantém-se
praticamente igual, pois 0 que muda é o sono diurno
(Benoit, 1991), i.e., a duragdo das sestas

= adolescéncia: manutengdo ou mesmo aumento (e ndo
diminuicdo) da necessidade de sono

Sestas

» 3-4 M: vérias sestas durante o dia, total ~ 5 hr sono diurno
» 6M: 1 de manhd e 1 a tarde (de 1-2 hr cada)
» 1A: =, mas sestas mais curtas.

» Até aos 2A, muitas criangas deixam a sesta da manha

» A sesta da tarde mantém-se até aos 3-5 A, conforme a
necessidade de cada crianga

» Apos deixar sestas, a crianga continua a necessitar de
espacos regulares de descanso, especialmente depois de
almogo — recomenda-se actividades calmas, sem grande
actividade fisica (ex.: ler, brincar sozinha)

[ na adolescéncia ]

principais transformagbes no ritmo de sono-vigilia na adolescéncia

N necessidade de duragédo de sono: média ~ 9hr30min

A vespertinidade / ¥ matutinidade, com tendéncia a deitar e
levantar mais tarde do que anteriormente

Na3o esquecer...

» Num mesmo momento do desenvolvimento,
existem enormes variagdes de individuo
para individuo

» Ha grandes diferencas no ritmo do desenvolvimento de um
individuo para outro (Webb, 1990), por exemplo, um bebé
que inicialmente apresente uma elevada necessidade de sono
podera a partir de determinado momento mostrar uma
maturagdo rapida e manifestar menor necessidade,
comparativamente com outro que apresentava uma
necessidade de sono média mas cuja maturagdo se fez de
modo mais lento
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Regras de Higiene do Sono e outras
estratégias para dormir melhor

A listagem de regras a seguir apresentada aplica-se a ADULTOS,
ADOLESCENTES e CRIANCAS de idade escolar (ndo
necessariamente a bebés nem a criangas pequenas*)

SONO e VIGILIA adequados dependem do quanto e do quando,

i.e.,, n® de horas e momento correctos

* Ha um conjunto de regrasde promogdo de um bom sono em bebés e
criangas pequenas (2, 3, 4 anos), nem sempre concordantes com as que a
seguir se apresentam.

Regras de Higiene do Sono e outras estratégias

= ESSENCIAL: Criar uma rotina agradavel a hora de deitar e
segui-la de modo consistente todas as noites (ex.: vestir o pijama,
lavar os dentes, ler / contar uma histéria)

= Deitar-se a horas certas todos os dias, mas...
= Nao ir para a cama sem sono, ou seja:

Adultos / Adolescentes: se tiver dificuldades em adormecer, é melhor
ir para a cama s quando tiver sono e ndo porque sdo horas de ir
dormir

Criangas (o que os pais devem fazer):

1. se a crianga ja esta ha cerca de meia hora na cama as
reviravoltas, € melhor sair da cama, realizar uma actividade pouco
estimulante (ex.: ler; ouvir uma histdria calma) e voltar a cama
passados uns 20 mins. Isto impede que a cama se associe a

. . P, 26
insénia. Repetir as vezes que forem necessarias.

Regras de Higiene do Sono e outras estratégias

CONTINUAGAO
o Criangas (o que os pais devem fazer):

2. Se a crianga nunca mostra cansago ou sonoléncia a hora planeada
de deitar, experimente temporariamente o seguinte:

© numa 12 fase, passar a H.D. para 30 min mais tarde, até
encontrar a hora em que a crianga mostra sonoléncia, para
que ela possa entdo adormecer mais rapidamente quando
chega a cama;

© numa 22 fase, ja podera gradualmente ir colocando a crianga
na cama mais cedo (ex: 15 min mais cedo a cada noite), até
alcangar o horario desejado

Regras de Higiene do Sono e outras estratégias

Outras dicas para criangas a hora deitar (o que os pais devem
fazer):

= Nem sempre a crianga quer ir para a cama. Cabe aos pais definir
limites razoaveis a hora de deitar (tal como o fazem para as
refeigGes, p.ex) e ajudar a crianga na transigdo da vigilia para o sono.

= A crianga deve ser colocada na cama sonolenta, mas ndo
adormecida. Ou seja, é bom que a crianga associe sistematicamente o
adormecimento a sua cama (deixar a crianca adormecer noutros
locais, como sala ou cama dos pais, pode criar habitos dificeis de
eliminar)

= As criangas mais novas podem dormir melhor tendo um objecto de
conforto (ex.: ursinho, boneca), que as faga sentir em seguranga
quando estdo sozinhas na cama sem os pais. %

Regras de Higiene do Sono e outras estratégias

= Levantar-se a horas certas todos os dias

(marcar o despertador para a mesma hora). NOTAR: ritmo sono-
vigilia é acertado pela hora de acordar.

= Nao prolongar excessivamente o tempo na cama

O nlmero de horas na cama deve ser equivalente ao nimero de
horas de sono que precisa (regra a ajustar no caso dos insones)

Regras de Higiene do Sono e outras estratégias

= Reservar a cama (se possivel quarto) apenas para dormir

ndo fazer actividades que nada tém a ver com o sono (ex.: estudo,
trabalho, computador, telemaével, jogos play-station), incluindo ver TV
na cama

Antes da hora de deitar interromper actividades activadoras (ex.:
jogos de computador), ou que exijam esforgo mental ou fisico,
bem como situagdes emocionalmente perturbadoras (ex.:
conflitos familiares, problemas na escola)

Desligar telemdveis, computadores, etc (ou pelo menos, em modo de
siléncio)

N&o permitir que ocorram na cama actividades cognitivas
activadoras, como pensar em preocupagdes, ruminar, rever o dia,
planear coisas, procurar solugoes, etc. e
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Regras de Higiene do Sono e outras estratégias

= Nao se esforgar por dormir (incompativel com o sono).

m Procurar pensar em coisas agradaveis e relaxantes, ou
até aplicar uma técnica de relaxamento a hora de deitar

w Se acordar durante a noite e ndo conseguir re-adormecer,
sair da cama/quarto, ocupar-se com uma actividade
mondtona, voltar a cama quando sentir sono.

>>> Repetir tantas vezes quantas as necessarias

= N&o ver as horas

Regras de Higiene do Sono e outras estratégias

DURANTE O DIA:

» Praticar regularmente exercicio fisico

... mas N.B.: ndo perto da hora deitar (ideal: até 6hr antes, no max até
3hr antes)

= Manter-se activo/a

» Expor-se a luz solar, no momento certo (Manha: antecipa o ritmo.
Tarde: atrasa ritmo )

= Deve-se dormir sesta? ---

-- [ver diapositivo seguinte] ---

Regras de Higiene do Sono e outras estratégias

SESTAS DURANTE O DIA:

ADULTOS, ADOLESCENTES, CRIANGAS MAIS VELHAS:
= Evitar sestas. Nio repousarna cama/sofa durante dia
(regra indispensavel p@ insones).

CRIANGAS DE IDADE PRE-ESCOLAR ATE AOS 5-6 ANOS:

= Respeitar a necessidade individual de cada crianga: umas criangas
precisam e devem dormir sesta. Outras ndo.

N.B.: Tal como o sono nocturno, também a sesta deve seguir horarios
certos de dia para dia. E

Regras de Higiene do Sono e outras estratégias

w  Meio ambiente de dormir : cama e almofada confortaveis;
temperatura, ruido e iluminagdo adequados, i.e.:

= Local de dormir com temperatura constante e nem
demasiado quente, nem demasiado frio;

= Reduzido ruido

= Iluminagdo: a noite, para preparar para o sono, reduzir ao
maximo a iluminaggo artificial de casa (ex.: desligando
luzes; usando iluminagdo de baixa poténcia)

Regras de Higiene do Sono e outras estratégias

= Evitar alcool, tabaco, cafeina/teina (café, cha preto, coca-
cola, «icetea», chocolate preto),... a noite.

» Evitarrefeigbes “pesadas” a noite.
w Diminuir ingestéo de liquidos a partir do final da tarde.

As regras de higiene de sono podem fazer milagres pelo seu sono.
Contudo, se acha que tem dificuldades de sono procure uma
consulta especializada.

Regras de Higiene do Sono e outras estratégias

Notas Finais:

A higiene de sono tem de ser cuidadosamente adaptada a cada
pessoa, pois determinadas regras ndo sdo aplicaveis a todos os casos.

De acordo com os especialistas de sono, apenas devem ser
aplicadas, de cada vez, 3-4 regras de sono, bem adaptadas ao

caso em particular da pessoa
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Livros muito Uteis para pais, em portugués (ou em lingua acessivel...)

Bebés, criangas de idade pré-escolar e escolar

oM ETUDD Dr. Eduard Estivill
BRAZELTON ¥ Sylvia de Béjar
ACRIANGAE O Duérmete, nifio

Coma sotucionarel problema
el imsomnic intansl

T BIERY BRAIELTON
EMSHUA 3, 557

Ll

De autores portugueses

Alguns sitios Uteis na Internet

Sleep Home Pages

National Sleep Foundation

ESRS (European Sleep Research Society)
AASM (American Academy of Sleep Medicine)
Associagdo Portuguesa de Sono

Obrigada pela vossa atencao!

Nota Curricular

Ana Cardoso Allen Gomes ¢ Licenciada e Mestre em Psicologia (area de especializagdo em
Psicologia Clinica) pela Universidade de Coimbra e Doutorada em Ciéncias da Educagdo pela
Universidade de Aveiro, onde realizou uma tese sobre o ritmo de sono-vigilia dos estudantes
universitarios e sua relagdo com o sucesso académico e o bem estar psicoldgico. Actualmente é
Professora Auxiliar na Universidade de Aveiro (UA), onde tem leccionado disciplinas sobre
psicologia da educagdo e do desenvolvimento, processos psicoldgicos basicos (atengdo,
percepgdo, memoéria, emogdo, motivagdo) e metodologia da investigagdo. De momento é
directora da comiss@o de curso da Licenciatura em Psicologia da UA. Durante cinco anos
colaborou com a Consulta de Disturbios do Sono dos Hospitais da Universidade de Coimbra.
Entre os seus interesses de investigagdo, o sono ocupa um lugar central. Tem integrado
projectos de investigagdo financiados neste campo e é autora/co-autora de dezenas de trabalhos
apresentados em congressos de sono, nacionais e sobretudo internacionais, muitos dos quais
publicados em livros de actas e em revistas cientificas, sob a forma de abstract ou de artigo
cientifico. Pertence a Associagdo Portuguesa do Sono (actualmente é membro da direcgdo) e &
Sociedade Europeia de Investigagdo sobre o Sono (European Sleep Research Society).
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(@] ORIGENS DO SER
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i
FALAR (de) CRESCER

A Terapia da Fala na Infancia

Falar /Crescer
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O que faz o Terapeuta da Fala?

* O Terapeuta da Fala é o profissional
responsavel pela prevencéo, avaliacio,
tratamento e estudo cientifico da
comunicacdo humana e perturbacoes

relacionadas.

(CPLOL)

Com quem trabalha?

Adultos Criangas
Voz Linguagem
Leitura e
Escrita
Motricidade
Gaguez
oral
Fala

Comunicagao

Interacdo Degluticdo

O que trabalha com as criancas?

Fala

+ Capacidade de produzir sons e sequéncias de

sons, através de ar modelado pelos articuladores:
+ Lingua
« Dentes
* Bochechas

 Labios
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O que trabalha com as criancas?

Linguagem

+ Permite-nos organizar os sons da fala em
sequéncias com significado.

+ Capacidade de exprimir os nossos desejos,
necessidades, pensamentos e

sentimentos.

O que trabalha com as criancas?

Comunicagao

Interagdo -4

* Meio através do qual os individuos expressam,

partilham, aprendem, informam, descobrem...

+ Implica a interagcao com um interlocutor e pode ser:
+ oral
 escrita

« através de olh gestos e exp oes faciais e/ou

corporais.

O que trabalha com as criancas?

Leitura e
Escrita

+ Vertente escrita da linguagem; permite
representar por signos graficos os sons da
lingua e assim transmitir ideias,

sentimentos, pensamentos no papel.

O que trabalha com as criancas?

Motricidade @
oral

+ Capacidade motora das estruturas
responsaveis pelas funcoes orais: lingua,

labios, bochechas, mandibula ...

O que trabalha com as criancas?

Voz AW

* Meio pelo qual o ser humano produz
alguns sons da fala, que consiste na
passagem de ar pulmonar pelas pregas

vocais.

O que trabalha com as criancas?

Gaguez

* Producao de discurso nao fluente; pode
ser uma fase transitoria no
desenvolvimento da linguagem ou

permanente
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O que trabalha com as criancas?

Degluticao

+ Ato de mastigar e engolir os alimentos

para uma nutricao eficiente.

Quais as causas das perturbacoes?

* Perturbacao de Fala

— Perturbacao articulatoéria
— O som é produzido incorretamente em todos os
contextos
— Perturbacao fonolégica

— Dificuldade em aprender e organizar os sons

necessarios para uma articulacao clara

« Alteracgoes da motricidade oral

0 « Deficit auditivo
* Meio ambiente pouco estimulante

Quais as causas das perturbacoes?

* Perturbacao de Linguagem

» Deficit auditivo

» Atraso Global do Desenvolvimento

» Deficiéncia Mental/Sindromes

» Meio ambiente pouco estimulante
« Pais ausentes

« Pais superprotetores

Quais as causas das perturbacoes?

* Perturbacao de Interacao/comunicacao

» Autismo

» Cegueira

» Deficit auditivo

» Meio ambiente pouco estimulante

» Pais ausentes

Q « Pais superprotetores

Quais as causas das perturbacoes?

* Perturbacao da Leitura e Escrita

» Deficit de Consciéncia Fonolégica
» Perturbacéo da Articulacdo dos sons
» Ma Discriminacao auditiva

» Perturbagdo/atraso da linguagem

Quais as causas das perturbacoes?
» Alteracoes de Motricidade Oral

* Alteracoes das funcdes orais
» Respiracao

» Degluticao

* Maus habitos orais

» Succao do dedo ou chupeta

@ » Roer as unhas
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Quais as causas das perturbacoes?
+ Alteracoes de Voz

» Maus habitos vocais
» Esforco vocal
» Alteracoes de ressonancia

« exemplo: fenda palatina

>

Quais as causas das perturbacoes?
* Perturbacao da Fluéncia - Gaguez

» Pressao dos cuidadores
» Medo de errar

» Evolugao rapida na linguagem

Quais as causas das perturbacoes?
* Perturbacao da Degluticao

» Introducéao tardia da alimentacao solida
» Hipersensibilidade

» Alteracoes da funcao

» Fenda palatina

» Traumas com determinados tipos de alimentos

Sinais de Alerta

* 0-6 meses
* Nao reage aos sons
« Nao faz contacto ocular

« Nao sorri

* 6-12 meses
* Néo reage ao seu nome
« Nao produz sons (ex: silabas com “m” e “p”)

« Nao reage a sons familiares (som do telefone...)

(Rebelo, 2006; CPLOL,2012)]

Sinais de Alerta

* 12-18 meses
» Nao usa palavras isoladas
» Nao reage quando interagem com ele

* Nao imita a¢oes do adulto

* 18-24 meses
* Nao produz mais do que 5 palavras
* Nao compreende ordens simples

» Nao diz o seu nome

Rebelo, 2006; CPLOL,2012)

Sinais de Alerta

* 2-3 anos
« Nao combina 2 palavras para fazer uma frase (ex: quero
pao)
« Nao brinca ao faz de conta
« Nao conhece os conceitos grande, pequeno e muito

« Nao identifica as fung¢oes dos objetos do dia-a-dia

(Rebelo, 2006; CPLOL,2012)]
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. . . .
Sinais de Alerta Sinais de Alerta
* 3-4 anos * 4-5 anos
« Utiliza um discurso nao percetivel pela generalidade « Nao descreve acontecimentos do dia-a-dia
das pessoas « Omite, substitui ou distorce sons de silabas simples
» Usa mais gestos do que palavras para comunicar (ex: trocar “f” por “t”, “b” por “p”...)
» Nao conhece as cores primarias « Nao compreende perguntas com os pronomes “Quem”,
» Nao sabe contar até 5 “Onde” e “O que”.
(Rebelo, 2006; CPLOL,2012) (Rebelo, 2006; CPLOL,2012)
. . . .
Sinais de Alerta Sinais de Alerta
* 5-6 anos * Perturbacio de Voz
» Nao descreve uma histéria
« Utiliza frases mal estruturadas « Fica facilmente rouca O RL
» Nao se exprime de forma fluente (Gaguez) * Fala no limite expiratério
* Pronuncia mal as palavras * Perda de poténcia na voz

« Tosse/pigarreio constante

* Dor de garganta

Rebelo, 2006; CPLOL,2012)

Sinais de Alerta Conclusao
* Degluticao + A crianca imita o que vé, e cresce 4 nossa
* Primeiros meses imagem, por isso somos responsaveis pelo seu
» A crianga nao pega ao peito desenvolvimento e por lhe dar as ferramentas

necessarias

* Mais de1l2 meses .
« Estimulos
» A crianca nao come de “tudo”
* Responsabilidades
» Engasga-se frequentemente

» Tem hipersensibilidade a determinados

alimentos
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_ PROGRAMA DE
ANIMACAO DE RECREIOS

Divisao Municipal de Educagéo | Municipio de Oliveira de Azeméis

| Congresso de Psicologia
Cine Teatro de Estarreja | 11 de abril de 2012

&

Programa de Animacéo de Recreios A‘z';méis

¢ educagia

Realizado desde 2007 com a colaboragdo da escola Basica e
Secundaria Ferreira de Castro de Oliveira de Azeméis, o Programa
de Animagao de Recreios surge como resposta a necessidade de
tornar estes momentos mais atrativos e pedagogicamente mais
ricos, nomeadamente ao nivel do desenvolvimento de

competéncias sociais, evitando comportamentos agressivos.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

&

Programa de Animacao de Recreios A;méis

é educacha

Para a animagao destes tempos recorremos aos jogos tradicionais
reconhecendo a sua forte componente dindmica de valorizagdo do
espirito de equipa, da comunicagao, da concentracdo e da relagdo
interpessoal.

Pretende-se proporcionar momentos de divertimento e de prazer
através de propostas ludicas que recuperam os jogos tradicionais,
enquanto espagos e praticas da meméria da cultura popular.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

&

Programa de Animacéo de Recreios A‘z-;méis

¢ educachs

Objetivos

- Quebrar a rotina face as atividades letivas;

- Valorizar a cultura popular e as tradigdes;

- Promover o convivio saudavel e responsavel entre alunos;

- Estimular a aprendizagem de competéncias sociais a partir do jogo;

- Contribuir para o decréscimo da violéncia no espago escolar.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

&

Programa de Animacao de Recreios Azeméis

& educagic

|

Duracao
Desde 2007 que o programa é realizado todas as tergas-feiras do 2°
periodo, no intervalo da manha. No total sdo cerca de 10/11 dias

destinados a implementagdo do programa.

Destinatarios

Alunos das escolas do 1° ciclo do Municipio de Oliveira de Azeméis.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

Programa de Animacéo de Recreios A‘z?méis

& educagio

|

Regulamento Geral (2007 a 2011)

- Realiza-se um circuito constituido por 4 jogos tradicionais;

« As equipas deverao ter um total de 6 elementos, em representacao
de todo o grupo escolar. A Divisdo Municipal de Educagao sugere a
realizacdo de um sorteio, a ser efetuado atempadamente pelo(s)
professor(es);

- As criangas que nao participam diretamente nos jogos deverdo, com
0 apoio dos professores e auxiliares, formar claques de apoio as
equipas;

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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&

Programa de Animacéo de Recreios A‘;;méis

& educagia

Regulamento Geral (2007 a 2011) (cont.)

- Cada equipa deve ter um nome para identificagao e devera ser

acompanhada por um professor e/ou auxiliar;
- No final do circuito, ganha a equipa que contabilizar mais pontos;

- Em caso de empate, as equipas realizam o jogo da corda para

apurar a equipa vencedora.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

&

Programa de Animacéo de Recreios A‘z';méis

s educahs
Regulamento Geral (2012)

- Realiza-se um circuito constituido por 4 jogos tradicionais;

« As equipas deverao ter um total de 5/6 elementos (uma sesséo por
turma);

- Cada turma devera ser acompanhada por um professor e/ou
auxiliar;

- No final do circuito, ganha a equipa que contabilizar mais pontos;

- Em caso de empate, as equipas realizam o jogo da corda para
apurar a equipa vencedora.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

&

Programa de Animacao de Recreios A;méis

@ educacic

Parceria

Colaboracéo da turma do 22 ano do curso profissional Animador

Sociocultural da Escola Bésica e Secundaria Ferreira de Castro.

Constituicdo de quatro grupos de alunos distribuidos pelos dias

calendarizados para a realizagdo da atividade.

&

Programa de Animacéo de Recreios A‘z-;méis

s educacis
Divulgacao
Através da plataforma de comunicagdo www.edveduca.com é

enviada a informagao para todas as escolas do municipio, com a

ficha de inscricdo e o regulamento do programa.

As escolas interessadas em participar fazem-nos chegar a respetiva
ficha de inscrigdo.

Estando estabelecido um nimero méaximo de dias/sessdes para a

dinamizagdo da atividade, sao deferidas as inscrigdes por ordem de

chegada.
Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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Programa de Animagio de Recreios Azeméis Programa de Animacé&o de Recreios Azeméis
& wducagic & educais
| |
Jogos Tradicionais
Materiais
2 Sacos de corrida; 1 Lengo; Corrida de Sacos
1 Conjunto de malhas; 3 Marcadores amarelos; 3 ;
. Os elementos do grupo ficam na partida do
10 Arcos; 4 Marcadores laranjas; . ) L
1 Cone: 1 Apito; jogo, em fila. O primeiro coloca-se dentro do
2 Skis de verao; 4 Quadros/registos de

2 Cordas; pontuagao.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

saco. Ao sinal do controlador, percorre a % a é &
distancia marcada e volta a partida. Quando - -
chegar, entrega o saco ao elemento seguinte

que deve efetuar o mesmo trajeto. Cada

volta vale um ponto.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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Programa de Animacéo de Recreios A‘;;méis

& educagia

Jogo da Malha
Os elementos do grupo ficam na partida

do jogo, em fila. O primeiro langa a malha
tentando derrubar o meco. Sempre que o ! f/“\ '% . a‘ %

meco é derrubado o controlador conta

como um ponto.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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Programa de Animacéo de Recreios A‘z';méis

¢ educagia

Skis de Verédo

Formam-se pares com todos os
elementos do grupo. Ao sinal do
controlador, cada par, na sua vez,
realiza as seguintes habilidades: o o% 3 i
coloca os pés em cima dos skis e L

tenta caminhar sem perder o
equilibrio, percorrendo a distancia
marcada voltando a partida. Cada
volta vale um ponto.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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Programa de Animacéo de Recreios A;méis

éeducacha

Jogo dos Arcos

Os elementos da equipa encontram-
se em fila, atrés da sua linha de
partida. O primeiro elemento da /"’“\O% % %
equipa tera de atirar o arco com o @ -
objetivo de acertar no cone. Cada

arco a volta do cone vale um ponto.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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Programa de Animacéo de Recreios A‘z-;méis

& educachs

Jogo da corda (em caso de empate)

Neste jogo estardo as 2 equipas frente a frente segurando uma
corda, na qual sera pendurado um lengo de cor para demarcar o
meio. Ambas as equipas terdo de puxar a corda para o seu lado,
de modo a que o lengo ultrapasse o limite marcado no chéo.

Ganha a equipa que conseguir transpor o lengo para o seu lado.

Divisao Municipal de Educagéo | Municipio de Oliveira de Azeméis

Programa de Animacao de Recreios A‘{c;méis

& educagic

|

Calendarizacao

Nede sessdes/| Datada

Escola Turmas N2 Alunos dias sessdo Responsavel
1°ano - 14
EB1UI plano-16 | 57 2/1dia 10-01-2012|M2 Ercilia Silval
3%ano - 13
4° ano - 14
EB1 Cruzeiro ||° a"0~22 22 dal
alina
22ano- 14 atdia 7012012 kaenda
EB1 Ao 32ano - 16 44
4° ano - 14
12ano - 19
EB1 Fariade [2°ano - 11 24-01-2012| Francisco
Baixo 5 ano - 16 62 42dia 131012012 Fonseca
32 ano - 17

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis

&

Programa de Animacéo de Recreios Azeméis
@ educagio
[
Calendarizagao (cont.)
N IN2de sessoes/| Datada R
Escola Turmas IN2 Alunos| Dias sessdo Responsavel
EBiAeal (L 20A-16 30 2/1da | 07-02-2012 | Clara Ameida
l2°ano B - 14
12ano - 18
EB1Macieia e 3°an0-19) g, 3/da | 14-02-2012 | Clara Ameida
lde Sarnes 42ano-17
1°A-23
EB1 B°A-21 28-02-2012
(Casalmarinho [3°B - 23 89 4l2ds | 6 03.9012 | Clara Almeida
4°A-22
T2-20
EB1 Pindelo  [T3-19 61 3/1 dia 13-03-2012 |Sandra Milheiro
T4-22
o T-20
EB1 Madail T2 21 l 2/1 dia 20-03-2012 | Vera Tavares

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis
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Programa de Animacéao de Recreios Azemaéis Programa de Animacéo de Recreios Azemaéis
6 educagic & educagin

I I

Resumo da participacédo Avaliacao

9 escolas inscritas; Aplicacdo de um questionario que visa avaliar o grau de satisfacdo

10 dias; relativamente ao projeto.

22 sessoes;

461 participantes.

Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis Divisao Municipal de Educagéo | Municipio de Oliveira de Azeméis
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Programa de Animacéo de Recreios Azeméis
é educacic
Totaimente || oistatorio | Satisfatério | Joamente
la) A organizagéo da atividade 8
Qualidade do
projetojevento |B) A0 espaco em que decorrey a atividade 8
¢) Ao diashora de realizagao 8
/a) Aos métodos e meios de divulgagéo do s
projeto / atividade
Avaliagao da | b e iean 8
'¢) A informagéo prestada na preparagéo e da s
atividade
/a) Ao desempenho dos participantes 8
Avaliagéo da  —
participagéo e da |b) A satisfagdo pela participagao 8
motivagao
/¢) Ao interesse em continuar a participar 8
Total 0 0 0 72
Percentagem 0,00% 0,00% 0,00% 88,88%
Divisao Municipal de Educagao | Municipio de Oliveira de Azeméis




	9
	10
	11
	12

