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ABSTRACT
The infant’s complete dependence
on others for protection and the
young child’s desire to explore the
world puts them in harm’s way
without the caregiver’s vigilance
and commitment to practices that
promote safety. Using a car seat,
placing an infant in the supine posi-
tion for sleep, and watching and
monitoring a child’s activities within
the home are just a few of the safety
practices required of a young child’s
caregiver. Safety information alone
may not be adequate to develop a
caregiver’s competencies for safe
practice. A process of clinician-
caregiver co-participation to sup-
port competency development for
current and future caregiving safety
practice is described for clinicians
who are in a position to support de-
velopment of these competencies,
including public health nurses and
nurse practitioners.
J Pediatr Health Care. (2003). 17,
245-251.
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Clinicians who see young children are concerned that family care-
givers provide a safe environment for them. Child safety is a critical com-
ponent of health supervision, whether done by public health nurses in a
home or by nurse practitioners in a clinic (American Academy of Pediatrics
Injury and Prevention Committee, 1994; Grossman, 2000; Klass, 1996). In-
jury prevention by both clinicians and the media has relied heavily on pro-
viding information about risk and means of reducing it—for example, au-
tomobile injuries, suffocation, poisoning, and drowning (Cohen, Runyan,
Downs, & Bowling, 1997). Despite clinical and media efforts, one out of five
infants and children younger than 4 years sustain nonintentional injury
every year (Grossman, 2000). Furthermore, the emphasis of these efforts is
likely to be injury prevention through reduction of risk, both behavioral
and environmental. However, caregiver competencies are a protective force
for safety promotion that must be developed along with risk-reducing
measures (Ginsburg et al., 2002). Safety promotion includes a caregiver’s
developmentally oriented response to and anticipation of a child’s need for
protection and support of a child’s capacities for participating in injury pre-
vention and promoting his or her own safety.

The purpose of this article is to describe a clinical model, Guided Partici-
pation, intended to aid family caregivers in developing competencies to
keep infants and young children safe. Family caregivers include parents,
relatives, friends, and others who take responsibility, at the very least, for
nurturing, regulating arousal and response to stimulation, protecting, and
guiding an infant or young child (Bowlby, 1988; Sroufe, 1996). 
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Anticipatory guidance is the tool tra-
ditionally used by clinicians for injury
prevention and safety promotion goals
(Green, 2000). However, anticipatory
guidance is often interpreted in sources
for clinical practice as giving informa-
tion to caregivers about what to expect
as risks to safety and how to reduce in-
jury prevention. This approach to antic-
ipatory guidance may assume rather
than engage a caregiver’s interest and
attention and do little more to enhance a
caregiver’s competencies for safety prac-
tice than extend a caregiver’s memory
bank of information. This information is
not likely to be organized in terms of a
specific caregiver’s expectations, inten-
tions, tools, and resources for safety pro-
motion and, therefore, may not influence
action (Pridham, Hansen, & Conrad,
1979; Pridham, 1993).

Informational anticipatory guidance
for injury prevention was examined in a
clinic setting by Gielen, McDonald, For-
rest, Harvilchuck, and Wissow (1997).
These investigators found that more
than 40% of pediatric residents pro-
vided information about injury preven-
tion without eliciting a response from
the caregiver. Later, Gielen et al. (2001)
examined in a randomized clinical trial
the effectiveness of anticipatory guid-
ance that extended information-giving
to interactive counseling about safety.
This trial demonstrated that families
who received care from pediatric resi-
dents trained in interactive counseling
skills received more information about
injury prevention and were more satis-
fied with the help they received than
comparison group families. Although
interactive counseling is an important
move toward engaging a caregiver’s in-
terest and attention, a theoretical base
and conceptual tools are needed for de-
veloping a clinical practice for safety
promotion.

The theoretical underpinnings and
empirical studies of guided participa-
tion (Dewey, 1916, 1936; Dewey & Bent-
ley, 1949; Rogoff, 1990, 1997; Rogoff, Mis-
try, Goncu, & Mosier, 1993; Vygotsky,
1978) provide a foundation for clinically
supporting development of caregiver
competencies for safe practice. Guided
participation is a method widely used in
informal, everyday settings and some-
times in formal educational settings for
aiding novices in learning a practice (eg,
learning to brush one’s teeth, driving a
car, and managing credit).

Guided participation takes tradition-
ally practiced anticipatory guidance to a
higher level of application in four ways.
First, guidance is provided in the con-
text of a socially important practice (eg,
caregiving) and an ongoing relation-
ship. Caregiving in general and safety in
particular are personal and culturally
sensitive practices. Caregiving practice
is driven by values and beliefs about
what is needed and will give best re-
sults, implemented through technique
and technology, and sustained by com-
mitment to the relationships and goals
that are the reason for the practice (Lave,
1996). Acaregiver must feel trusted and,
in return, trust the good will of the clin-
ician in order to reveal safety-related ex-
pectations and intentions that are fun-
damental to guidance toward increased
competency in safety promotion. 

Second, guidance is oriented to needs
or ends-in-view (eg, safe practice) and
to constructing meaning or tools (eg,
competencies, which are constructed of
expectations, intentions, and skills) to
reach these ends (Dewey, 1936; Dewey
& Bentley, 1949; Garrison, 1995). Com-
petencies for developing and sustaining
relationships, for accomplishing the
tasks of the practice both directly and
through problem solving with others,
and for regulating emotions that are ex-

perienced in the course of the practice
are all important tools of the practice
(Pridham, Limbo, Schroeder, Thoyre, &
Van Riper, 1998). Third, information is of-
fered as interest is engaged, understand-
ing of needs is shared, and attention is
jointly applied by the guide and person
guided to making connections, anticipat-
ing, and problem solving (Voss &
Schauble, 1992). Fourth, guidance is con-
structed through participation of the
person guided and the guide. The guide
creates ways and uses opportunities to
help the one who is guided to operate at
a higher level of competency (Vygotsky,
1978). With time and experience, the
person who is guided takes greater re-
sponsibility and accountability for antic-
ipating and planning for the tasks of the
practice (Lave & Wenger, 1991).

The generic form of guided partici-
pation has been developed for clinical
practice through research, including 
a randomized clinical trial (Pridham,
Clark, & Brown, 2001). The clinical
practice model of guided participation
is referred to as Guided Participation.

Achild’s social and physical environ-
ments are key to both safety risk and
caregiver protection (Deal, Gomby,
Zippiroli, & Behrman, 2000). Risk stems
from physical hazard (eg, placement of
an infant on a hazardous surface) and
from inadequately developed caregiver
competencies. These competencies in-
clude being with the child (eg, commit-
ment, attentiveness, and pleasure); know-
ing the child’s capacities and needs for
protection; having the technical know-
how to provide protection; anticipat-
ing, problem solving, and communicat-
ing with others about the child’s safety;
and regulating emotion that could in-
terfere with protection of the child. 

Apublic health nurse or nurse practi-
tioner must understand a child’s physi-
cal and social environments to support
a caregiver’s development of safety
competencies. Understanding includes
both perception and interpretation (Voss
& Schauble, 1992). This understanding is
often difficult to acquire, whether or not
the child’s environments can be directly
observed or must be mentally con-
structed. A public health nurse, for ex-
ample, having observed unprotected
electrical outlets in a home, informed a
mother about the importance to her al-
most creeping infant of keeping outlets
covered and provided a bag of safety
caps. The nurse, when she returned the
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next week, found the untouched bag.
The outcome—lack of follow through—
may have been the same for a nurse
practitioner who anticipated with a
mother the need for protected outlets
and prescribed safety caps.

Public health nurses who visit homes
are more likely than nurse practitioners
to have opportunities to observe inter-
actions of the primary caregiver and
other caregivers that indicate conflict or
potential conflict concerning injury pre-
vention or safety promotion. A public
health nurse, for example, who was
reaffirming the “back to sleep” position
with a young mother, was told by the
child’s maternal grandmother that she
did not care what anyone thought
about the sleep position that the nurse
was recommending. The grandmother
exclaimed, “All of my children slept on
their stomach and none of them died.”
The nurse observed that the mother re-
mained quiet in the presence of her
mother.

All pediatric health care providers
need means to support caregivers in
promoting a child’s safety that are
likely to engage interest and commit-
ment, that afford shared understanding
and joint attention to anticipating and
problem solving of safety issues, and
that offer caregivers opportunities for
increasingly greater responsibility in
safety promotion. Guided Participation
has been tested only with mothers of
very prematurely born and low–birth-
weight infants (Pridham et al., 2001). It
is proposed here, however, as a method
for supporting caregivers in develop-
ing safety competencies. Guided partic-
ipation, from which Guided Participa-
tion was derived, has been extensively
explored in informal, educational set-
tings by Rogoff and her colleagues (Ro-
goff, 1990, 1997; Rogoff et al., 1993).

MAJOR GUIDED
PARTICIPATION PROCESSES
Although public health nurses and nurse
practitioners, subsequently referred to as
“clinicians,” have different opportunities
to observe a child’s physical and social
environments, the processes of Guided
Participation are similar for both. Four
major Guided Participation processes
support competency development: (a)
bringing the other into the caregiving
activity (engaging interest and eliciting
commitment to competency develop-
ment); (b) structuring settings, oppor-

tunities, and events to support applica-
tion of interest and commitment in an-
ticipating and problem solving caregiv-
ing issues; (c) sharing understanding
through jointly making connections (eg,
gaining insights or new perspectives),
anticipating, and problem solving; and
(d) transferring and sharing responsi-
bility.

Guided Participation processes do
not necessarily occur in sequence. They
are not phases of Guided Participation
but rather processes that are used as in-
dicated by the needs of the caregiver for
support in addressing issues, learning,
and taking responsibility. As Guided
Participation proceeds, the clinician
and caregiver move back and forth
through the processes toward evolu-
tion of greater caregiver competency
and responsibility for turning decisions
and learning into action. The applica-
tion of the processes described below is
intended for the different settings in
which both public health nurses and
nurse practitioners may work with
caregivers.

Bringing the Other Into 
the Activity
Bringing the other into the activity is
best begun at the first encounter with a
caregiver when an agenda and expecta-
tions together are being set. These ex-
pectations include safety as an impor-
tant ongoing topic for caregiving. The
expectation of a safe environment high-
lights the child’s value and essential na-
ture of caregiver participation in deal-
ing with safety. When a clinician and

caregiver reflect on and wonder about
how things are for the caregiver and
child in a typical day, they are develop-
ing shared understanding about the
child’s environments and how to create
conditions that will promote the child’s
safety. Guided Participation proceeds
with an understanding that the clini-
cian, like any committed and trustwor-
thy guide, will give the caregiver infor-
mation needed to prevent serious injury
and even death and that is in the best in-
terests of child and caregiver. One of
these issues is placing the child on his or
her back for sleep. At the same time,
caregivers are oriented to the clinician’s
exploration with them of barriers to im-
plementing needed practices and means
of removing them.

Moving beyond an overall orienta-
tion to Guided Participation for safety,
interest in, and commitment to learning
(ie, developing expectations, inten-
tions, and tools) for safety that is spe-
cific to a child’s present and immediate
future requires exploration of what is
on the caregiver’s mind about safety.
This exploration could focus on goals
from the perspective of fears, concerns,
and worries. For a caregiver who needs
prompts, the clinician could provide a
brief list of safety issues specific to the
child’s age for wondering together
about safety expectations and inten-
tions, the tools the caregiver has for tak-
ing action, and the resources, including
social supports, the caregiver has and
needs.

Exploration of what is on a care-
giver’s mind about safety is essential
for developing for both the clinician
and caregiver an explicit sense of a care-
giver’s safety competencies and the
safety issues inherent in the child’s
physical and social environments. The
exploration reveals elements and de-
gree of caregiver interest and commit-
ment that can be used as a foundation
for jointly attending to anticipating and
problem solving. Furthermore, the ex-
ploration may indicate the need for
constructing and reconstructing expec-
tations and intentions. A young, first-
time mother may state that her infant’s
safety will not be a problem because her
child will never leave her sight. A state-
ment like this suggests a need for struc-
turing opportunities for increasing inter-
est and commitment and for enlarging
caregiver perspective or interpretation
of experience. An aim of both bringing
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the other into the activity and of struc-
turing is understanding of the reality of
a child’s safety needs that is shared by
caregiver and clinician. Joint attention
to immediate and future issues through
anticipation and problem solving re-
quires shared understanding (Rogoff,
1990).

Structuring to Support Shared
Understanding and Joint
Attention
A clinician’s structuring to support
shared understanding rests on respect
for the caregiver’s expectations and in-
tentions while, at the same time, ex-
pressing a perspective that values being
prepared for what one did not expect or
intend. Structuring may take a number
of forms, depending on what is feasible
and reasonable with regard to required
time and effort, including scheduling
additional visits or appointments to ac-
complish needed support. The goal of
structuring is to make the clinician’s
work more efficient and effective in the
long run. Approaches to structuring in-

clude gathering information, setting up
information-gathering tasks for a care-
giver, using simulated situations, refer-
ring to experienced and credible peers
or clinician experts, and using informa-

tional sources. A public health nurse
could take a tour of a child’s environ-
ment with the caregiver for identifica-
tion of ways to promote safety in con-
trast to identifying risks for injury (see
the Box for a guide for this exploration).
A nurse practitioner in a clinic could
take a descriptive tour of a home with a
caregiver using a diagram of the rooms
and immediate neighborhood. This tour
could provide opportunities for the
nurse to affirm and appreciate the safety
conditions that are already in place. The
aim of this tour is to elicit interest in
caregiving activities for promotion of
safety, to enhance a mother’s confi-
dence in her capacity to protect her
child, and to develop a sense of part-
nership with the clinician in developing
competence. The functions of the tour
are made clear in the example of a
mother with both a 1-year-old and 1-
month-old infant. This family lived in
an apartment with a half-flight of stairs
between the living/bedroom and the
kitchen and bathroom. The mother had
blocked the stairway entrance with a
coffee table. Although this table was
only a partial barrier, its use indicated
that the mother was concerned about
preventing a fall down the stairs. The
nurse’s expression of appreciation of
the mother’s attempt at preventing in-
jury encouraged the mother to move to
problem solve how she could obtain an
easy-to-use barrier that completely
blocked the stairs and did not have
sharp corners like the coffee table.

A caregiver who is convinced that
safety will not be an issue for her could
be asked to identify in the next week
times or circumstances when it is par-
ticularly difficult for her to be attentive
to her child. The clinician’s empathetic
interest in this list (written or recalled),
recognition of the significant effort and
contribution a caregiver makes toward
promoting her child’s safety, and sin-
cere offer of helping the caregiver to ac-
complish safety goals are likely to sup-
port the caregiver in exploring the
child’s environment with the clinician
and in sharing the difficulties she has
had.

Although most caregivers may be
able to visualize injury risks and pro-
tective measures without having to rely
on graphic means, more subtle aspects
of safety may benefit from or even re-
quire them. For example, features of
high chairs, cribs, bedding, sleep posi-
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BOX  Guide for exploring safety practices in the context of a young
child’s environment and activities

Living, in general
• Smoke alarms are installed and working
• The temperature of the home is comfortable
• The home is well ventilated
Sleeping
• The child sleeps alone in a safe crib or other safe place
• The crib is free of pillows, blankets, stuffed animals, or other potentially smoth-

ering materials
Riding
• The child rides in a car seat that is appropriate for size and age
Playing
• The child has a safe place to be and play when awake
• When awake, the infant is secured in a safe seat located on a safe surface
• A safety gate is in place and used to barricade stairs and to prevent access to 

unsafe areas of the home
• Electrical outlets are covered
• No small, sharp, or other harmful objects are within reach of children
• Medications and other poisonous products are stored out of the reach of 

children
• Windows are securely screened
• Lead-free paint is used in the home and is not peeling on any surfaces
• Trash is kept picked up
• Stair surfaces are kept free of objects
Eating
• The child has a sturdy high chair or securely fastened booster chair for eating
Bathing
• The temperature of hot water is safe
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tion, or equipment used for a child’s en-
tertainment or confinement that pre-
sent risks may need to be pictured to
help a caregiver identify a safety issue.
Pictorial presentation of risk conditions
is perhaps best coupled with presenta-
tion of desired conditions and move-
ment into making connections, antici-
pating, and problem solving process,
described below.

Caregivers may participate in simu-
lated situations as a means of revealing
safety challenges and as a vehicle of re-
flecting on what the meaning of these
challenges are. For example, a caregiver
may be asked to imagine that she is
very fatigued or ill or that, because of an
unexpected event or emergency, she
needs to leave her child in the care of
someone who is not familiar with her
child. The caregiver’s response to three
questions or statements could help the
clinician better understand the care-
giver’s expectations and intentions for
safety as well as strengthen bases for
shared understanding: (a) I wonder
what you would make of this situation.
What would it mean to you? (b) What
would you do? (c) How would you
know that you had done the right thing
(or were on the right track in thinking
that)? The clinician needs to be pre-
pared to raise “What if…?” types of
questions to extend, if needed, the care-
giver’s perception and interpretation of
circumstances.

Structuring has been effective when
interest and commitment have been in-
creased or renewed, and when both
clinician and caregiver have under-
stood the child’s safety needs in light of
the child’s physical and social environ-
ments. Structuring may need to be done
when caregiver circumstances and child
safety needs change.

Sharing Understanding: Making
Connections, Anticipating and
Problem Solving
The third Guided Participation process
is sharing understanding, making con-
nections, anticipating, and problem
solving. This process is directly con-
cerned with development of caregiver
competencies for safety promotion. As-
pects of this process may start with
bringing the other into the activity or be
interspersed with structuring, includ-
ing making connections with current
and desired practice. Sustained antici-
pating and problem solving, however,

requires interest, commitment, shared
understanding and environments, and
joint attention to an issue. The aims of
this process are making connections
(establishing similarities and differ-
ences) to clarify a safety issue, making
connections from the past and present
to the anticipated future, and problem
solving immediate or anticipated is-
sues. These aims rely on the construc-
tion or reconstruction of expectations
and intentions. Through clarifying, an-
ticipating, and problem solving, new
meanings or tools for safety promotion
are created (Garrison, 1995).

Clarifying safety issues includes
making connections between child and
caregiver attributes and environmental
conditions of risk and between a care-
giver’s current and desired safety prac-
tice. The mother, for example, who ex-
pected that she would continually
monitor her child’s well being, reported
to the clinician a near fall of her infant
from an unprotected sofa when she was
asked about difficulties that she had en-
countered in protecting her infant since
the last clinical encounter. The mother
was assisted in making a connection be-
tween the child’s developing motor
skills (eg, rolling over) and the need for

physical protection beyond the mother’s
presence. Anticipating helped this mother
project the child’s developmental attrib-
utes, risk conditions, and protection
into the future, including the child’s
creeping and need for gated stairs.

Anticipating what things may be like
is not always easy for a caregiver. An-
ticipating for safety promotion requires
having a sense of a child in more ad-
vanced stage of development and of
oneself in relation to the child and to the
child’s environments. A clinician may
help a caregiver imagine what things
may be like for the child and for herself
in relation to the child by asking her to
describe in detail what things she
thinks the child may be doing in the
next few weeks or month and what she,
herself, could do that would make a dif-
ference for the child’s safety. The care-
giver may need information about ex-
pected developmental changes and the
safety implications of these changes. If
a caregiver does not recognize what she
could personally contribute to safety,
the clinician may need to support re-
flection on possible contributions. A
clinician may say, for example, “Even
though you and your child live with
your parents, I wonder what changes
you could make or ask your parents to
make that would make your child
safe.” When the contribution made by
the child or by the child’s environ-
ments, including the caregiver’s contri-
bution, is a concern, a source of dissat-
isfaction, or a problem to be solved, the
Guided Participation process extends
beyond anticipating what the future
may be like and enters a problem-solv-
ing mode.

In problem solving concerning safety,
three major types of expectations are
pertinent: (a) what is happening; (b)
what should happen; and (c) how con-
ditions should be for safety, including
who and what resources are needed.
Reflecting on what is happening often
results in concurrently clarifying what
should happen (ie, what conditions are
safe conditions). Caregivers may be
helped to problem solve a specific safety
issue and, at the same time, learn a
process for problem solving safety issues
in general. This learning may be aided
by a clinician’s naming the aspects of
the process as they are dealt with (eg,
“First, we can think about what may be
going on that puts your baby at risk for
injury.” “Now that we have an idea
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about what may happen and what
things should be like, we can think
about what can be done to make things
safe for your child.”) Agoal of the prob-
lem solving is the caregiver’s expres-
sion of her intentions for her own ac-
tion. These intentions may concern any
of the arenas of caregiving, including
being with the child and knowing the
child’s needs, having the means of pro-
tecting the child, communicating and
problem solving with others about the
child’s safety needs, and regulating
emotions that may make a difference
for safety promotion.

A problem that a caregiver may be re-
luctant to reveal, even in private, is her
own inconsistent safety practice, a dif-
ference of opinion among family mem-
bers, or objections of an influential fam-
ily member to a recommended safety
activity. Although dealing with this
problem may best include, in some way,
the objecting family member, it may not
be feasible or expedient. Whenever
problem solving occurs that entails a
change in a caregiver’s safety activities,
exploration of the effect of the recom-
mended change on the caregiver herself
and on other family members is indi-
cated. The clinician can explore differ-
ences in perspectives with statements
like the following to guide the discourse:

I know the recommended sleep po-
sition for infants used to be on the ab-
domen. What meaning does the back
to sleep position have for you? What
will it take for you to use this position
all the time? Who in your family will
need help to use this sleep position?
Many young mothers have difficul-
ties in protecting their babies the way
they have been taught because an im-
portant family member has a different
idea. It often helps mothers to discuss
with the family member why new
ways of taking care of a baby are
needed. It isn’t easy to change ways of
taking care of a baby because it makes
mothers and family members feel that
they have been doing the wrong thing
and have not been good caregivers.
What could you say to your mother
that would help her to put your baby
on his back to sleep? What is she likely
to say to you? Here are some things
we now know about the back-to-sleep
position and the deaths of infants that
have been prevented. You could prac-
tice saying these things with me.

Transferring and Sharing
Responsibility
A caregiver’s sense of responsibility for
promoting her child’s safety is revealed
whenever she initiates discussion of a
safety issue. The process of transferring
or sharing responsibility must be deliber-
ately managed by clinician and caregiver
whenever intentions are stated. In gen-
eral, intentions must be woven into a
plan that specifies who will be involved,
when, where, and with what. The plan,
for example, for a mother who intends to
cover electrical outlets, could include fig-
uring out which electrical outlets need to
be covered. Or the plan for a mother who
intends that her baby sleep in a safe place
may include establishing a safe place at
the home of the grandmother who pro-
vides day care. Unsafe conditions that

are beyond the caregiver’s resources to
address may require social or family ser-
vice. The clinician may take responsibil-
ity for arranging this service or assist the
caregiver in arranging it. The responsi-
bility for carrying out the plan for safety
promotion may be given in entirety to
the caregiver to carry out, or the clinician
may determine with the caregiver that
she will follow up to learn how well the
plan is working. The extent to which a
caregiver needs a clinician’s follow-up
may depend, in part, on the caregiver’s
competencies for regulating emotion, in-
cluding how positive the caregiver feels
about her capacity to make a difference
and to follow through.

Once the caregiver and clinician have
participated in problem solving and in
transferring or sharing responsibility,
the clinician will have a better sense of
the caregiver’s problem-solving com-
petencies and environmental resources
for promoting the child’s safety. When
caregivers demonstrate competency in
identifying what is happening or could
happen and in figuring out what needs
to be done and how, clinicians could pe-
riodically give them a list of safety is-
sues pertinent to the child’s age, briefly
explore the caregiver’s identification of
other safety issues and barriers to pro-
moting safety, and determine with the
caregiver her needs for assistance in
dealing with safety issues.

From a Guided Participation perspec-
tive, assessing development of safety pro-
motion competencies requires criteria be-
yond a caregiver’s supplying needed
equipment or consistently taking steps to
prevent injury. Assessment of caregiving
competencies in safety promotion in-
cludes exploration of how being with
and knowing the child’s capabilities and
needs for safety are going for the care-
giver, how well the caregiver is problem
solving and communicating about safety
issues, and what regulating emotion has
required of the caregiver. An assessment
of compliance is inadequate for the range
of these competencies. But more impor-
tantly, the idea of caregiver compliance is
inconsistent with the practice of Guided
Participation. In this practice, both clini-
cian and client construct expectations, in-
tentions, and tools or resources that en-
hance (but do not guarantee) safe
physical and social environments.

In sum, guided participation is a so-
cial-cultural practice. Clinicians who
practice Guided Participation are likely
to become increasingly sensitive and re-
sponsive to social and cultural facets of
a caregiver’s competencies for safety
promotion. Furthermore, these clini-
cians are likely to become increasingly
creative in means of supporting care-
giver participation in safety promotion.

Guided participation for the devel-
opment of any practice concerned with
the well being of persons relies on a
community that values and supports
the practice. In addition, the develop-
ment of caregiving practice for promo-
tion of a child’s safety requires stability,
support, and resources within a family.
Clinicians may need to collaborate with
staff of social and family service agen-
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cies for development of a context for ef-
fective Guided Participation and devel-
opment of caregiver competencies. The
practice of Guided Participation is of
necessity likely to be interdisciplinary
and inter-agency. Public health nurses
and nurse practitioners may find ways
to collaborate for enhancement of a
caregiver’s competencies in safety pro-
motion. The result may be more effec-
tive clinical practice and greater satis-
faction for clinicians.
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