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Abstract
Background
Early childhood is a critical period of development for infants, young children, and their families. An array of services, programs, and interventions exist to support families during this life stage, often delivered by a diverse range of professionals. Overlap in early years services exists between healthcare, social care, childcare, education, and not-for-profit organizations. Such diversity in services has the potential to add a rich experience to early childhood development, or without collaboration, widen service gaps, risking providers’ ability to meet the needs of families.


Methods
In northern British Columbia (BC), Canada, a group of individuals came together to approach building relationships and engagement across sectors in early years services using compassionate systems leadership (CSL). A virtual summit was hosted with early childhood service providers including peer support workers and parents/caregivers using a hybrid model of pre-recorded asynchronous sessions combined with a live workshop. The purpose of the event was to find common ground, celebrate local success, and build understanding of how to work collaboratively across the region to identify and address early years priorities.


Results
The event was successful in engaging 121 providers across early years services from a broad geographic region. Applying CSL principles for engagement allowed the team to examine how all partners could address silos in early years services across northern BC. Using a reflexive thematic approach, four key themes were identified at the Summit: (1) early years services are a patchwork but there are dreams of weaving a new blanket together, (2) an ideal model of service is family-centred and inclusive, (3) all sectors are needed at the table, and (4) compassion is the thread that weaves this work together.

Conclusions
The application of CSL principles can be used to guide engagement and develop supportive spaces for open conversation about creating systems change. In facilitating a space that allowed for vulnerability and relational ways of engaging across sectors we discovered commitment and a willingness for those present to consider new ideas and partnerships that would allow for greater integration of early years services in northern BC.

Plain English summary:
For children aged zero to eight years old there are a wide range of community services geared to supporting health, pre-school education, and parenting skills and knowledge. Getting the right services at the right time in early childhood can make a major difference to a child’s health and development and influence their physical and mental health outcomes into adulthood. We know there are individuals from a wide range of sectors working with families during early childhood. Sectors include the health system, education, government ministries, childcare centres, and community programs. Despite working with many of the same families, each sector’s services are often seen as separate which means that the opportunity to develop shared, family centred goals can be missed. In northern British Columbia, Canada we hosted a virtual event with 121 people who work in roles that support children between the ages of zero to eight and their families living in smaller, more rural communities. Using a blend of pre-recorded videos and a live online workshop we drew together a community of providers to learn about the work they are doing. Specifically, we were interested in exploring ways in which we can improve working together to support positive early childhood experiences for children and their families.
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Background
The early years are traditionally considered the stage of development in childhood from birth to age eight [1]. This period in early childhood is a critical time for brain development, self-concept, and identity formation [2]. The effects of the early environment, both positive and negative, are long-lasting and critical in future life-outcomes, with links between early-life circumstances, school performance, adult literacy, health status, and life expectancy [3–5]. Research suggests that one of the best ways for us to improve the health of the whole population is to focus on evidence-based policies and interventions that optimize both early childhood health and development, as well as early years education [5]. Evaluation demonstrates that early childhood services, when delivered effectively, can result in a wide range of positive long-term health and wellbeing outcomes for children and families [6–11]. A diverse range of professionals from many sectors such as health, social care, childcare, education, and not-for-profit organizations are engaged in working with children and families in the early years. Such diversity has the potential to add a rich experience to early childhood development and address interrelated medical, social, behavioural, educational, and financial needs of families. However, it can also lead to service gaps and wider systems failure when coordination of care does not occur [12, 13].
To break down barriers that exist in early years services, we must purposefully look at how we work together. Building relational ways of engaging within a model of compassion can allow for individual service models to explore congruence, respectful of the unique aspect each service brings to early childhood. While individual programs can offer positive and culturally appropriate engagement, working in partnership within the context of communities can help to identify interrelated and integrated approaches that balance time, resources, and energy [14]. When taking a multi-sectoral approach, the collective impact can manifest in different ways. The process and outcomes of collective impact are emergent rather than predetermined; the necessary resources and innovations are often available but are not always recognized; learning is continuous; and adoption occurs simultaneously across a wide range of organizations [15]. Community connection and awareness of early years programming across all sectors can support financial strategies that have been noted to limit programming [14] and help address overuse, misuse, and underuse of services in ways that maximize the potential in early years work. Overall, the potential benefit in focused attention and prevention efforts in the early years is greater if shared priorities and outcomes can be determined between sectors.
Geographical context
Northern British Columbia (BC), Canada is a large geographical area with over 30 municipalities and approximately 54 First Nations’ groups [16]. Each community has its own set of challenges in terms of early childhood health and development, however across the region we have shared concerns regarding poor outcomes on indicators of early childhood health and wellbeing. In BC, the early development instrument (EDI) is completed by kindergarten teachers for each student in their class and data is reported regularly by the Human Early Learning Partnership to provide insight on the health and development of children. The EDI collects data on five domains of development: physical health and wellbeing, social competence, emotional maturity, language and cognitive development, and communication skills [17]. Vulnerability on one or more of the five scales has consistently increased in northern BC. In the most recent set of data collected, 37% of children entering kindergarten were reported as vulnerable on one or more of the scales [18]. In some communities in northern BC this rate reaches nearly 50% [18]. Despite educational materials, tools, programs, and other resources that exist to support families and service providers, we are not making measurable and sustained changes in these outcomes.
Compassionate systems leadership and innovation
Aware of the current early childhood context in northern BC, our team came together to explore building community among early years service providers in the region. The team was interested in using Compassionate Systems Leadership (CSL) to bring individuals across sectors together to learn as a community, nurture local partnership systems, and to build capacity and infrastructure for early years collaboration. Our small group had learned about CSL through a year long program delivered in 2018 by the Human Early Learning Partnership. We had come to value connections, learning, and resources as interconnected CSL antecedents that we could creatively apply in addressing early years priorities in our communities.
The CSL framework looks to develop capabilities and knowledge that strengthen the capacity of both individuals and collectives to effectively progress systems change initiatives [19]. The three key components are personal mastery (self-leadership), interpersonal skills (leading relationally), and systems thinking (connections between individuals, groups, and the wider community) [19]. Practicing CSL involves personal journey, starting with inner change and then working towards creating outer change that can support new ways of thinking. Often this combines mindfulness at a personal level, and respect in recognising leadership potential in others at every level within a system and across systems. CSL embraces continuous learning to develop knowledge and skills in ways that can be applied to practice. West et al. report four key elements that need to be in place across systems for innovation to occur under compassionate leadership. These are (1) inspiring vision and strategy, (2) positive inclusion and participation, (3) enthusiastic team and cross-boundary working, and (4) support and autonomy [20]. These CSL principles foster an environment that can provide space to think differently, unincumbered by system barriers and prior beliefs of how organizations should act, which in turn allows individuals and groups to advocate for systems change and innovation. The interest in applying CSL to guide this work evolved into an initiative titled Sharing to change Early childhood Experiences and promote healthy Development in northern BC (SEED BC) [21]. The launching point for this work was focused on connection and engagement, which resulted in the SEED BC Summit.
Objectives
The purpose of the Summit was to bring together child and family sectors (health, education, social care, and not-for-profit) to build connections, learn about work happening in communities and to celebrate successes. We aimed to find common ground and develop understanding of shared needs and priorities in the early years across northern BC using a CSL approach. The aim of this article is to share a descriptive summary of the Summit and key learnings from this multi-sectoral engagement approach.
Methods
Planning the summit
A regional advisory committee was convened with diverse representatives to guide the Summit planning. Representatives included: researcher and research trainees, population health and child health leaders from the regional health authority, nurse practitioner, family physician, child and adolescent psychiatrist, early childhood educators and childcare providers, municipal government planner, administrators from child development centres, parent peer support workers, and program leads from an Indigenous agency and not-for-profit organization. The advisory committee was engaged in all aspects of the Summit planning. Such a diverse committee was possible because of existing relationships between some members and the prior shared learning in compassionate leadership. These relationships and training helped us reach out broadly to others in our network who we knew shared our belief in the value of early childhood and allowed us to develop friendships that have lasted in building this advisory committee.
The Summit was initially planned as a face-to-face event in April 2020, however due to the COVID-19 pandemic, it was redesigned and remained a free event that took place virtually in February 2021 and ran over five days. It was delivered using a hybrid model of pre-recorded asynchronous sessions combined with a live full day workshop on the final day. Participants were offered the option to register to access asynchronous sessions only, or asynchronous sessions combined with the live workshop. The workshop was split into a morning session and afternoon session. The morning was comprised of a live one-hour presentation on CSL to introduce participants to the framework followed by a panel discussion. The panel membership consisted of eight individuals, three of whom were Indigenous, and was comprised of individuals who had received training in CSL and integrated this into their way of working in the early years. This was followed by facilitated breakout groups and reflection sessions in the afternoon. Woven throughout the day were mindfulness practices including breathing breaks, reflection questions, and moments for individual celebration of the work participants are a part of in their community. While the Summit was focused on northern BC and targeted individuals living and working in this region, registration was inclusive and allowed others who were interested to participate.
Northern BC has a small population, yet it is home to approximately 35.6% of the province’s Indigenous population [22]. Across all services in the region care providers work with Indigenous children and families in the early years. Paying careful attention to ensure inclusion and representation of people and communities, in particular Indigenous partners, was a critical aspect of our planning. In Canada, supporting Indigenous children and families in the early years requires developing approaches that are rooted in Indigenous cultures and knowledge, and focusing holistically on protecting language, identity, and rights [23]. As care providers and researchers, we are personally and professionally committed to the Calls to Action of the Truth and Reconciliation Commission of Canada [24] and acknowledge that the current gaps in early childhood outcomes between Indigenous and non-Indigenous populations are a direct result of colonization, government policies, systemic inequities and racism [25, 26]. It is essential that equitable and culturally appropriate early childhood programs and services are developed in partnership with Indigenous families and communities [24, 27]. In planning the Summit, we committed to using the platform to amplify the voices and cultural practices of Indigenous partners and presenters, creating a space to share their expertise, knowledge, experience, and guidance as it relates to early childhood and to incorporate and normalise the use of Indigenous languages into the event. The Summit embraced both Indigenous and Western pedagogies, acknowledging that both are necessary to improve health and wellbeing of children and families in our region.
Engagement approach
Preceding and throughout the Summit week we created multiple avenues for engagement through sharing of stories, experiences, and ideas, and space for reflective feedback. In advance of the Summit, we leveraged the Thought Exchange platform to ask individuals, “What is needed to improve early childhood health, education, and wellbeing in your community?”. Thought Exchange is a crowd sourcing platform used to engage groups by gathering ideas and focusing on alignment and prioritization of these thoughts. An Exchange is created asking an open-ended question to which participants confidentially provide their responses. Responses are then randomized so participants can objectively rate other responses. During the Summit week an online engagement space was created using Padlet which served as a "community whiteboard". It was primarily used as a space for participants to connect, share comments, learning from the day, and resources. To facilitate discussion, each day a question or engagement suggestion was posed to encourage participants to share their thoughts for example, “how do we keep the early years near the top of the pile when we are faced with many demanding priorities?”. Finally, facilitated breakout groups took place during the virtual workshop. Participants were divided into six small groups led by facilitators equipped with a set of discussion questions the to guide the conversation. The facilitator guide was developed with support from the Centre for Teaching and Learning at the University of Northern British Columbia and reviewed by the Summit advisory committee. Facilitator training was provided pre-Summit with the planning team and their assigned note taker. This training covered a range of topics in preparation for the breakout groups including ground rules (such as muting microphones when others are talking, using the raise hand function to indicate they have something to add, waiting ones turn), maintaining anonymity in dialogue in the small groups, and fostering inclusion in the conversation. The first breakout focused on ‘Dreaming with partners about what could be’ and discussion questions included, “What would an ideal model of health and wellness in the early years (0–8 years) in northern BC look like?” and “Describe an example of what positive partnership looks like in your community. How did you get there?.” The second breakout was a focused discussion on understanding and applying compassionate leadership. Discussion questions included “how do you understand compassion as a platform to build community?” and “what are you motivated to change or continue in your community?”. Each group had a note taker, who also had pre-Summit training and a guide that outlined ethical principles in documenting the discussion. Following each breakout session, a member from each group reported back to the larger workshop audience the key takeaways from their discussion. This was an opportunity for reflection, exploring shared findings across groups, and learning about differing or challenging ideas. At the end of the workshop, space was reserved for real time evaluation and feedback as the group reflected on the day, specifically what had been successful and valued in the Summit approach and what did not work. A short evaluation survey was distributed to all asynchronous and live participants via email the week following the event, followed by a postcard mailed to participants in the month after the event.
Analysis
Descriptive statistics were used to summarize participation and Thought Exchange data. A reflexive thematic approach was selected for analysis of all qualitative data. This iterative approach to analysis allowed for data immersion and conceptualization of shared meaning to support interpretation of the data [28]. Thematic analysis was conducted by three team members with backgrounds in health service planning and public health (EK), paediatric nursing and qualitative inquiry (CS), and early childhood education (LP). Team members first familiarized themselves with the data by reading and re-reading field notes from each small discussion group. Initial themes were generated by each team member and then reviewed and discussed as a team to reflect on the meaning, interpretation, and naming. Each team member brought a unique perspective from their experience that supported reflexivity through rich discussion during theme development, and interpretation of meaning from varying perspectives of health, education, and social care. These themes were then discussed and mapped in relation to the four key cultural elements that support innovation to occur under compassionate leadership: (1) Inspiring vision and strategy, (2) Positive inclusion and participation, (3) Enthusiastic team and cross-boundary working, and (4) Support and autonomy [20].
Results
Participation
One hundred and twenty-one individuals registered to participate in the Summit with representation across child and family serving sectors. 96% of participants were from BC, with 90% living and working in the northern region of the province. Table 1 presents the characteristics of Summit participants.Table 1Characteristics of Summit participants


	Self-identified participant demographics
	n = 121
n (%)

	Region of community where participant primarily lives and works
	 
	Northern interior BC
	71 (59)

	Northwest BC
	37 (22)

	Northeast BC
	11 (9)

	Other region of BC
	7 (6)

	Outside of BC
	5 (4)

	Primary role of Summit participants
	 
	Educator (e.g., early childhood educator, teacher)
	36 (30)

	Early childhood program coordinator or facilitator
	20 (17)

	Healthcare provider (e.g., physician, nurse practitioner, nurse, physiotherapist)
	15 (12)

	Peer support worker, outreach worker, or parent/caregiver
	12 (10)

	Mental health clinician
	11 (9)

	Manager, administrator, or policy maker
	9 (7)

	Student
	5 (4)

	Childcare provider
	5 (4)

	Researcher
	4 (3)

	Behaviour analyst
	2 (2)

	Social worker
	2 (2)




During the week there were 863 video views of asynchronous sessions from 142 unique viewers. The most viewed asynchronous sessions were focused on trauma and childhood development; the regional health authority’s approach to early childhood services; and an overview of supporting families in communities of compassionate practice. The live full day workshop had 51 participants and 10 facilitators. Completion of the follow-up evaluation survey was limited (n = 9).
Thought exchange
Forty-eight participants submitted a total of 71 key thoughts via the Thought Exchange platform to the question “What is needed to improve early childhood health, education, and wellbeing in your community?”. 643 ratings were provided, and the top five ranked needs for early childhood health, education, and wellbeing are presented in Fig. 1. These five needs in conjunction with the learnings from the Summit build an understanding of needs and priorities in the early years across northern BC.[image: ]
Fig. 1Top ranked needs for early childhood health, education, and wellbeing in northern BC communities


Summit experience
The Summit welcoming was led by a Lheidli T’enneh Elder in the Dakelh language. Our commitment to using the Summit platform to give space to listen to the voices of Indigenous partners resulted in 48% (10/21) of presentations being delivered by Indigenous leaders or focused on presenting partnered research or initiatives with Indigenous populations. This included presentations on northern Indigenous pedagogy; Indigenous perspectives on fatherhood and parenting; experiences of Indigenous caregivers who have children with attention-deficit/hyperactivity disorder; and the delivery of trauma and violence-informed early intervention with Indigenous families and children. Further, many leaders from northern Indigenous organisations presented at the Summit covering a range of topics e.g., mental health access and support (Native Friendship Centre) and primary health care (Indigenous health service organization). Overall participants expressed excitement at having the opportunity to convene with others from across northern BC to focus on early childhood wellbeing. There was appreciation for the space to reflect on the knowledge being shared and to learn about what was happening in other communities around all aspects of early childhood, specifically, what had been successful elsewhere, or attempted with lessons learned. There was also appreciation for a virtual space that supported equitable access to participate regardless of geography. Participants reported that the asynchronous delivery and engagement opportunities were an effective approach given the COVID-19 pandemic. Recommendations for improvement included a time limit for asynchronous presentations to keep them brief and to split the full day virtual workshop into two half day sessions.
Summit learnings
Inspiring vision and strategy
Early years services are patchwork but there are dreams of weaving a new blanket together. Participants described the current state of early years services as fragmented, delivered in patches or pockets of work, resulting in limited or inconsistent family support. Parents and primary caregivers were noted to be the relational ties between pockets of care, often left trying to weave a blanket of care to support themselves as a family. Reflecting on the experiences of trying to support families in rural and small urban communities in northern BC, participants expressed that there needed to be a “new weaving of the blanket.” There was interest in greater cross-sector communication, coordination, and collaboration, and in the development of a more cohesive or integrated approach to supporting families and children in the early years. The new blanket was described as a holistic, multidisciplinary team that could result in a “seamless service.” Many described a hub model or a one-stop shop being an ideal approach for provision of cross-sector supports from pregnancy through to eight years old. The proposed hub approach was described as more than a physical space and drew on the value of building community relationships and networks of family voices, as well as physical spaces. Participants provided examples of some communities already undertaking this approach in northern BC. This hub model was highlighted by several Indigenous participants whose communities were moving forward with this approach. They described the hub as a place for to community to gather and the importance of Elders being included in this holistic work. One participant described in their community they are developing a wellness centre attached to the current health centre where Elders will be present to provide support and guidance to families. They described how Elders will be helping to make decisions within the new centre that will foster family preservation and support.
Positive inclusion and participation
An ideal model of service is family centred and inclusive. Children and families were central to all discussions. An ideal model of service was described as family centred and inclusive, unpacking what this meant for participants was a critical dimension of the workshop process. With support from the facilitators, participants explained how they had a deep understanding of families, developed through community connection, trust, and compassion. Participants offered examples that evidenced how families demonstrate experiential ‘knowing’ as experts framed around their family's needs. Such experiences allowed them to set their goals and not become hidden, forgotten, or lost within the present system of early years work. As described by one participant “trusting that families in communities, no matter [the] type, know their needs – helps them to interpret, share their knowledge and grow and build upon that.” Participants also emphasized that services need to be culturally responsive and include options for the diversity of primary caregivers in our communities including fathers, grandparents, aunts, uncles, and foster or adoptive parents. Participants identified there are often gaps in supports for these specific individuals as caregivers in early childhood, particularly fathers. Any system that is co-created, adopted, or adapted must be driven by the community and have the voices of the families and the children involved - at its heart, paying specific attention to cultural sensitivity and support for diversity, accessibility, and inclusivity. This can be accomplished in many ways. For example, one participant described how a field survey took place in their small community asking about the current strengths of the community, resources available, and the existing gaps. These results were then put into a booklet that was available to decision makers across sectors to hear from the community what was missing and where change could be made from the community perspective. They described that sometimes excuses are made such as “we’re in the north and are missing so many things – the thing is we’re always going to be in north – so having individual and community areas for action is useful”. This was one shared example of how family and community voices can be used but families need to be engaged at all stages when decisions are made around approaches and actions to drive change.
Enthusiastic team and cross-boundary (multi-sectoral) working
All sectors are needed at the table. Participants acknowledged the current demands on health providers due to the changing and ongoing nature of the COVID-19 pandemic, however, participants lamented on the absence of the health sector pre-pandemic. Many participants expressed difficulties engaging healthcare practitioners in early years meetings, community groups, and program planning. A lack of clarity as to the role of public health and primary health care in the early years and a lack of primary care providers was evident within many of the conversations. Significant service redesign in public health and primary health care across northern BC was believed to have influenced both short- and longer-term losses of connection between health care providers and early years community groups, often referred to as “early childhood tables”. One participant described that “when public health left the early years table that was a loss”. Participants expressed that this resulted in uncertainty as to what the healthcare sector, specifically the regional health authority, can provide or how health services support the early years work in northern BC. Some participants situated in smaller communities didn’t feel this same sense of loss, describing it was more difficult for healthcare services to leave or say no to supporting early years initiatives when there was an existing relationship outside of work roles. While healthcare was seen as a ‘major player’, education and child serving government ministries were also highlighted as significant partners in both day-to-day work, and drivers of change within community settings.
Support and autonomy
Compassion is the thread that weaves this work together. Across sectors, individuals emphasized they are in this work because they care about the children and families they work with. Compassion was described as a flexible practice that starts with listening deeply to what people are sharing, meeting people where they are at, and being inclusive and open to their diverse needs. There was consensus across participants that compassion starts within our teams, leadership, and workplaces. Participants explained when leaders were compassionate in organizations, it created a supportive culture that then translated into how they worked alongside families. Compassionate leadership was described as promoting a climate of trust and encouragement whereby those working together can become a cooperative and collaborative team, listen carefully to each other, empathize, work to understand the challenges, and help each other. Supportive and compassionate work environments recognized the staff as professionals equipped for the job but also as humans with lives outside of work dealing with personal demands. Some described that being in a smaller community lends itself well to the compassionate process, as relationships are diverse and dual, as you get to know people across their ‘role’ boundaries.
Participants spoke to autonomy as having the ability to make independent decisions in their work and direction of the services. One way this was expressed was in service changes during the COVID-19 pandemic where individuals expressed finally having the ability and decision-making power to be able to act on ideas and not carry on with the same way of providing services. Stories were shared of the initial disappointment and concern when programs were cancelled due to lockdowns and social distancing restrictions and the loss of connection with families. However, out of these emerged new ways to care for families and newfound autonomy for providers through the flexibility and rapid innovation that was required. The need to make decisions quickly bypassed slow processes or “we’ve always done it this way” attitudes which often prevented change prior to COVID-19. This autonomy fostered innovation. Some participants described that they had the courage to change and try new things because everyone was in a process of learning how to re-structure services. One example included establishing virtual programs which were now accessible across multiple communities. These virtual programs increased access to supports that some communities never had before the pandemic and staff were supported to provide this to families beyond their local community. Despite the challenges of the pandemic, many found it accelerated self-reflection, mindfulness, courage, innovation, and creativity in the early years sectors by giving individuals and teams options to try something new or apply traditional knowledge that may have been set aside as a means of restoring the ways things had been done in the past. Applying CSL principles and activities helped people to ‘step away’ and then re-engage in the work. This allowed for non-judgmental rest and recovery time, which resulted in the strengthening of supportive and effective team and inter-team working.
Discussion
In facilitating a space that allowed for vulnerability and relational ways of engaging we discovered commitment and a willingness to consider new ideas and partnerships. The learnings from this event were twofold. While we gathered valuable learning about early years services and collaboration in northern BC that will support greater integration of early years services through shared priorities and efforts, we also had rich learning on applying CSL principles for the purpose of engagement and fostering innovation across sectors, and the use of an online, virtual space.
In early years work settings, the busy nature of the work can limit the perceived opportunity for mindfulness and self-compassion practices. The virtual asynchronous and synchronous approach allowed for the practice of mindfulness as a foundational element as participants were able to make thoughtful and informed decisions about when to attend, how to engage, and when to re-visit the asynchronous material provided in the Summit based on their own needs. We intentionally provided multiple avenues for engagement to allow individuals to be autonomous in how they chose to participate and engage. The online setting also allowed for individuals to listen to their physical and emotional needs in ways that in-person contexts might not allow. For example, individuals were encouraged to mindfully care for themselves during the day by turning their cameras off as needed, making a cup of tea, or stretching. Applying a CSL approach allowed a space for mindfulness to be transparent and encouraged by finally giving participants the time to work through what is happening in themselves and their local spaces. This was fostered through breathing breaks, reflection questions, and moments for celebration of individual work. The exercises allowed for the creation of fellowship, support, and attention to self – which then helped to bring people together and allow time for reflection in the ‘activities’ of the moment.
In our planning we looked to demonstrate the diversity and value of different perspectives by opening the Summit widely to participants with no restrictive eligibility criteria for registration. The transition to a virtual event also allowed us to broaden our reach and supported equitable opportunity for individuals to participate since no travel was required. The online nature created opportunity for participants to join from a wide range of physical spaces geographically, but also supported inclusion of less able-bodied individuals who may struggle with travel, new spaces and their accessibility, or feeling well enough to participate in person. This resulted in a diverse group. CSL looks to foster inclusion, by acknowledging that individuals arrive with diversity in culture, education, experience, and discipline (professional background). As an active process CSL recognises hierarchy exists yet concurrently works to dismantle this by creating and maintaining psychological safety and valuing diversity and positive attitudes to differences, to support a space where all voices can be heard. At the live workshop, the breakout facilitators played an important role to (1) ensure all participants were invited into the conversation and had opportunity to share their experiences, and (2) to create both a safe and brave space where participants could validate and challenge each other. CSL principles pay attention to uncomfortable, complicated, or charged conversations and open a space in which discomfort and disappointments between sectors can be shared. Not only did applying the CSL principles facilitate a safe space where individuals were supported to talk about their experiences, errors, problems, and uncertainties without fear of judgment [20]; it created a ‘brave space’ that actively encouraged dialogue and sharing of experiences to bring about new understandings. For example, participants felt brave enough to say who they felt was not showing up at the table, in this case, the health sector, but also encouraged dialogue on what could be done to change this. This brave space can support innovation and development of ideas for new and improved ways of conceptualizing and delivery programs and services [20].
The Summit objectives emphasized that this was a learning event with the purpose of building shared understanding and priorities for future work. By inviting individuals to share their knowledge and experiences of work happening to support children and families in the early years across the north and celebrate successes, the Summit promoted a culture of learning and exploration. Approaching it in this manner we found that participants were excited to be involved as the Summit offered a space where the surge of compassion, enthusiasm, and creativity in working in the early years was heard, understood, and celebrated. Literature on CSL and innovation describe that compassion involves creating space and freedom for individuals to experiment, discover and apply [20, 29, 30]. The shared experiences and vision of participants allowed for empathic conversations in the virtual space. Literature on the use of digital spaces cites shared experience as critical to facilitating empathic connections online [31]. Everyone who showed up to the Summit had an interest in healthy early childhood development and an assumed desire for change in this area. This created a common bond across the group and when they heard from other individuals who share similar experiences or feelings, this created a space to build relationships.
At the conclusion of the event, many participants expressed their responsibility in participating as an active process and shared a desire to remain connected and involved in future opportunities. Moving forward, participants spoke to the desire for knowledge exchange. Summit participants identified the value of an online knowledge hub that could house resources and local information both from and for communities. There was also interest in the development of a northern community of self-compassionate practice and leadership specifically focused on early childhood education, health, and wellness. A wise action was the idea of mentoring compassionate leaders and developing a ‘connection’ between champions in communities. It was proposed that a regional table with representatives from each sector could function as compassionate leaders in this work to deepen learning and share knowledge in ways that could transform the early years sectors vision of a ‘new blanket’. Ultimately, in applying CSL principles for engagement we began to develop collective, compassionate leadership to support a culture of improvement and innovation within and across organizations [20].
Next steps
Following the Summit, the findings were shared with participants, the project advisory committee, and leaders across northern BC organizations. These groups were asked to identify further opportunities to share findings across their organizations. Building on the feedback from participants, the advisory committee is recruiting additional members, representative of sectors across the regions of northern BC to form a regional SEED table. This table will be responsible for bringing together leadership from across the north to further this work by refining regional priorities, exploring additional funding and research opportunities, and developing resources that can be used at the local level by champions to foster community multi-sectoral early childhood tables. Further, this group is focusing on how we address the ‘ranked’ needs (Fig. 1) with the themes we drew from the synchronous workshop during the Summit. The SEED BC website has been established as an ongoing knowledge hub where resources, local information for communities, as well as the materials from the Summit are stored and new opportunities can be shared by all partners from across our region.
The current patchwork approach to early years services described by participants notably creates gaps and leaves the onus of weaving together support on the family. This may leave many children and families without access to comprehensive services that would support healthy development and promote early learning, particularly before they enter the school system. Weaving a new blanket will require further communication, coordination, and collaboration across sectors to develop an integrated approach to supporting families and children in the early years, but also requires the engagement of families. This Summit was designed to engage providers and leaders in early years care and services. While some parent/caregivers or parent peer support workers participated and others expressed duality as a professional and parent, this was not solely a patient engagement focused event. We acknowledge it is critical to better understand patients’ (in this case children and primary caregivers) experiences as well. These voices need to be engaged in future work to support enhanced service delivery and to inform patient and provider education and policies [32].
Limitations
Completion of the evaluation survey for the Summit was poor despite being distributed to all participants via email in the week following the Summit and re-distributed in a postcard reminder by mail. We anticipate many felt they already shared their feedback in the workshop reflection sessions but acknowledge this as a limitation. We also acknowledge that the voices of families were largely absent from this event other than participants who recognized their dual positionality as both care providers and parents/caregivers or grandparents. We recognized the value of including families but at this stage we did not have a network to ‘find them’ or advice on ‘how to best’ engage families meaningfully, respectfully, and with compassion. This project provided a starting conversation with those working directly with families to explore what family engagement could look like in the region and when and how best to involve busy families who are already often burdened with demands. This conversation is continuing with the regional advisory table which has since been established.
Conclusions
Regardless of the population of interest, shifting from siloed work to collaboration and integration across sectors is complex. For any team or group CSL principles can facilitate a supportive space for individuals to gather and be vulnerable with a view to holding innovative conversations that could lead to systems change. This was also possible in an online, virtual space. In our context this was focused on beginning to understand ways to better support children and families in the early years in both inclusive and culturally aware ways. The opportunity to share and exchange information, feel listened to, and discover meaningful similarities and differences across services, geographies, cultures, and disciplines was a positive experience. The relational ways of being helped providers see different perspectives and in our experience in using this to come together across sectors we discovered commitment, and a willingness for those present to consider new ideas and partnerships that would allow for greater integration of early years services in northern BC. Within a CSL approach, personal mastery, reflective conversations, and systems thinking offer space for authentic interpersonal relationship building, a deep and shared understanding of how and where current systems are perpetuating tension and stress [33]. Taking care of self-and others allows us to shift away from the ‘cycle’ of doing things the same way and work towards different futures.
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