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For Paul, my son, and all children with special needs who
deserve the best start in life that society in general, policy makers,
professionals, and families can give them, and to those who
advocate for them, thank you.
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Preface and
Acknowledgments

early intervention or early childhood special education (EI/ECSE)
provided to young children with special needs and their fami-
lies. As the terms imply, these services provide support early in a
child’s life, even as early as birth, until the age of school entry. Specifi-
cally, early intervention as found in Part C of the IDEA 2004 Statute
(P.L. 108-446) is defined as health, educational, and/or therapeutic
services that are provided under public supervision and are designed
to meet the developmental needs of an infant or toddler who has a
developmental delay or a disability. At the discretion of each state,
services can also be provided to children who are considered to be at
risk of developing substantial delays if services are not provided.
These services must be provided by qualified personnel and, to the
maximum extent appropriate, must be provided in natural environ-
ments including the home and community settings in which children
without disabilities participate. Early childhood special education
(ECSE), as found in Part B, Section 619 of the IDEA, intends for smooth
transition of a child from EI to ECSE. It stipulates that the local educa-
tion agency will participate in the transition planning of a child from
early intervention (Part C) to early childhood special education for a
preschool-aged child the year she turns 3 years of age. The child may
receive all the early intervention services listed on her service plan
until her third birthday. Then she must be assessed as eligible for ECSE
services
Why is this field important? First, it is scientifically known that early
childhood is a time of significant brain development and substantial
growth in every domain of all children’s development. Second, it is
widely accepted that at this time, all learning takes place in the context
of relationships, and that families are central to these relationships.
Therefore, for better child outcomes, short and long term, families

T his series of three volumes is about special services known as
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must be involved at all levels. Third, professionals serving eligible
children and families must be on the same page with the families, the
children, and each other by coordinating their work and being focused
on the skills that are important in the individual child’s life. Fourth,
this field is important because it demonstrates a connection between
instruction and developmental outcomes that benefit children with
or without disabilities. For example, the design of certain curricula,
individualized educational programs, universal design for environ-
ments, tiered teaching methods, and other practices in these volumes
are good strategies for all children, not only those with special needs.

But why attend to this particular population of children and families here
and now? The prevalence of children with special needs worldwide
as well as nationally is increasing. In 1991-1992, the prevalence of chil-
dren with disabilities in the United States was estimated at 5.75 percent
(http://www.cdc.gov/mmwr/PDF/wk/mm4433.pdf). In a more
recent review (Pediatrics [2008], 121, e1503-e1509) by Rosenberg,
Zhang, and Robinson, the prevalence of developmental delays of chil-
dren born in the United States in 2001 and eligible for Part C early
intervention was indicated at 13 percent.

This growing prevalence also points to economic and public health
concerns. Developmental delay, when attended to appropriately ear-
lier in life, is shown to be lessened and thereby alleviate costs to the
public. Typically, the estimated lifetime cost for those born in 2000
with a developmental disability is expected to total (based on 2003
dollars) $51.2 billion for people with intellectual disabilities, $11.5 bil-
lion for people with cerebral palsy, $2.1 billion for people who are deaf
or have hearing loss, and $2.5 billion for people with vision impair-
ment (http://www.cdc.gov/ncbddd/dd/ddsurv.htm). Early services
work to significantly reduce these costs.

Also, as society, the economy, and all aspects of life are becoming
more globally interdependent, it is our responsibility to help all children
reach their potentials and contribute positively to our future. Our society
needs a trained, talented, and diverse workforce. We cannot afford to
lose the potential of such an important and large sector of children.

In addition to growing prevalence and the need for a diverse work-
force, special needs affect all types of families. There is no culture, eth-
nic group, gender, geographic area, or socioeconomic status group
that does not include children with special needs. Special needs and
disabilities are inordinately diverse in terms of diagnosis, variability
within a diagnosis, intensity, spectrum of characteristics, age of impact,
multiplicity, and combinations of disabilities. Further, all children,
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typically developing or not, need some individualized attention,
instruction, and care. They are not little adults. They learn by different
styles and at different rates.

Because of this diversity and the importance of the development of
this cohort of children, the editors worked diligently to be sure that the
most current and best available research is combined with profes-
sional experiences, wisdom, and values; clinical expertise; and
family-child perspectives. Although no rock was left unturned in the
selection of topics and contributors, there was some difficulty in select-
ing topics. The advisors, editors, and publishers felt strongly that this
series is to be of utility to a variety of professionals, parents, practi-
tioners, policy makers, service trainers, students, academics, and
scholars, including those not directly related to this field (e.g., a lawyer
who is interested in policy, a parent who wants to know about the best
supports for her child). Although we strongly intended to have the
three volumes provide breadth to the readers, we still wanted them
to be as comprehensive as possible. Once the topics were agreed upon,
authors were easy to select because we invited the best in the field who
could communicate the issues in an accurate, precise, and understand-
able way. Therefore, information was gathered from experience and
scientific evidence by the best in the fields of early intervention and
early childhood special education policy and law, medicine and health
sciences, and education and child welfare, among others.

So the reader will find that the scope of this series is broad but still
covers the critical components of early intervention and early child-
hood special education. It is organized into three volumes in such a
way that readers can skim through each to find the areas of particular
interest to them. The chapters within the three volumes are intended
to answer key questions regarding how this field works. For instance,
how do we identify children needing early intervention or early child-
hood special education and recognize them as early as possible?
Where does this detection and subsequent service take place? Who
works in early intervention, and what is their training? What is the
families’ role in all of this, and what are their rights? How does that
role differ in early intervention compared to early childhood special
education? Which programs, or what parts of programs, work best,
and for whom? What does it cost to provide this service, and how
effective is it? What are still some of the unknowns of this field (which
is relatively young compared to other fields of study)?

Specifically, Volume 1, Contemporary Policy and Practices Landscape,
begins with a historical perspective of this field. It then relates state
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policies and various attempts to implement them and international
laws and sample country responses to the care, education, and devel-
opment of children with disabilities. This volume also considers who
provides these services; their training, background, and experiences;
and evaluation of programs for quality and cost-effectiveness. Policies
regarding children with special needs nationally and internationally
tell us the rights of children and families. Sometimes they even tell us
what should be provided and when. However, they do not tell us
how to implement quality programs; thus, the need for Volume 2.

You will see, therefore, that the chapters in Volume 2, Proven and
Promising Practices in Early Intervention/Early Childhood Special Educa-
tion, cover the best available practices that are currently used and stud-
ied throughout the field of early intervention. These chapters include
information on programs such as Early Head Start and Head Start
and new, exciting model strategies and techniques in intervening with
children with challenging behaviors, mental health diagnoses, sensory
processing, and others. We were fortunate to find the best profes-
sionals in the fields of early intervention and early childhood special
education, including individuals from occupational therapy, speech
and language pathology, psychology, policy development, technology
use with children, early literacy and math, teacher education, English-
language learning, and specialists in visual and hearing impairments.
Yet there is always room for new knowledge and improvement. That
is what we hope we captured in Volume 3.

Volume 3, Emerging Trends in Research and Practice, creatively takes
the reader into the realm of possibilities. It helps the reader think about
needs of expanding or emerging populations such as culturally and
linguistically diverse families and the need for schools to be prepared
for learners with a wide range of needs and abilities. This volume also
invites reflection on issues that are not totally resolved, like crossing
systems in the delivery of services, how do we get over the financial
and administrative silos in these public systems, and how do we get
professionals and bureaucrats to work together to cross these systems?
However, this volume also provides solutions to current issues that
should be considered, advocated for, or debated, such as the Recogni-
tion and Response tiered model of instruction.

Finally, the chapters in Volume 3 point us in the direction of future
research and trials of models and strategies. For instance, we need to
make the best use of technology and research-based practices. Another
example includes child progress monitoring and accountability. Mon-
itoring and accountability have evolved over the years, and better
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practices actually may include simpler procedures. But are we captur-
ing the complexities of teaching and learning? Do we really under-
stand the needs of children with special needs and how to best
engage their families and integrate a variety of professional recom-
mendations for the most effective program? Finding these answers
will demand a lot from professionals (e.g., to follow professional prac-
tices such as DEC-NAEYC), from researchers (e.g., to develop and test
evidenced based practices), and from the public in general (e.g., to
advocate).

All three volumes contain special features like matrices, graphs, and
diagrams to stimulate readers not only in what is, but in what could
be. They are different from other works in that they provide the state
of the art in the field while considering the antecedents and the future
prospective in the field. They are intended to be appealing to anyone
interested in children, especially children with special needs, and to
provide enough information to continue and grow that interest.

* ok ok

I'would like to thank many people for their contributions to the cre-
ation, writing, editing, and production of this series. First, the volume
editors, Steven Eidelman, Susan P. Maude, and Louise A. Kaczmarek,
all of whom are first-rate professionals, child advocates, and early
interventionists whom I relied upon heavily for chapter ideas, finding
the best authors in the field, volume editing, writing chapters for the
volumes, and fabulous contributions to the entire enterprise. There
would be no series without them.

Second, my assistants, Mary Ellen Colella, Amy Gee, Mary Louise
Kaminski, and Kaitlin Moore, who kept me organized, edited me and
reedited me, and checked details when I could no longer see the trees
through the forest.

In addition, thank you to our illustrious advisers. They came from
so many different professions with the highest level of understanding
of the nature of the children in these services and of what is needed by
our readers. I appreciate their willingness to share their expertise
openly and candidly.

And to my students, Amber Harris-Fillius, Claudia Ovalle-Ramirez,
Robin Sweitzer, and Wen Chi Wang, thank you for their thorough
reviews of the chapters. I learned a lot from them.

Finally, thank you to my family: Brian, Patti, Stephanie, and Paul,
for teaching me about children and families and for their patience
and encouragement throughout this work.
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Chapter 1

Historical Perspectives

Barbara |. Smith and Beth Rous

and policy foundations of early childhood intervention (see

for example, Shonkoff & Meisels, 2003). This introductory
chapter attempts to provide a summary perspective on that rich
history.

There are two key terms related to early childhood intervention used
in this chapter: early intervention and early childhood special educa-
tion. In Early Childhood Education: An International Encyclopedia, edited
by New and Cochran (2007), these terms are described. Smith and
Guralnick (2007) describe early intervention as the body of “policies,
systems, programs, services, and supports provided to vulnerable young
children and/or their families to maximize a child’s development”
(pp- 329-330). Further, Smith and Guralnick point out that “the concept
of early intervention implies that: (1) acting earlier rather than later
results in important effects not gained if action is delayed, and (2) action
isneeded beyond that typically available and is based on specific circum-
stances and unique child and family characteristics” (p. 330).

Early childhood special education (ECSE) is described by Mallory
(2007) as “a field characterized by grounded theory, practices, and
applied research concerned with the causes and consequences of dis-
ability in the first eight years of life. The field has evolved since its incep-
tion in the 1960s and 1970s based on increasingly more sophisticated
understandings of the nature of early childhood disability” (p. 321).

As used in this chapter, early intervention can be viewed as a term
encompassing the array of services and policies established for
improving the developmental trajectory of young children, from birth
to age eight, with special needs and their families. Early childhood
special education (ECSE) is the profession that establishes the parame-
ters for professional standards, program standards, and approaches,
and embodies the theoretical and scientific foundations for the field.

V olumes have been written on the theoretical, scientific, social,
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This chapter provides the theoretical and scientific history as well as
the sociopolitical roots of ECSE and early intervention.

THEORETICAL FOUNDATIONS

Mallory (2007) describes ECSE as having evolved from the fields of
early childhood education (ECE) and special education, but that it is
“more than the sum of these two components; it now represents a dis-
tinct body of professional knowledge, practice, and policy” (p. 321).

EARLY CHILDHOOD EDUCATION FOUNDATIONS

ECSE and early intervention are grounded in key theoretical founda-
tions of ECE. One such foundational theory is early childhood as a dis-
tinct period of human development characterized by approaches to
learning and interpreting the world differently from those of adults.
Second, ECSE and early intervention embody the ECE notion that
development is sequential but responsive to environmental factors
that affect that sequence or trajectory. Twentieth-century writers and
theorists shifted the concept of human development as a fixed
sequence of stages to the concept that a child’s development is affected
not only by nature, or the characteristics of the child at birth, but also
by nurture, or those things the environment provides. This view of
young children was directly influenced by human ecologists. This per-
spective views human development as an interaction between the
growing human being and the contexts or environment with which it
interacts (Cochran, 2007). As we will describe later in this chapter
and in greater detail in Chapter 2, many of the key issues and practices
in the field of ECSE and early intervention today reflect this concept of
the importance of the child’s interaction with its environment, such as
inclusion (e.g., children and families having access to services and
community opportunities).

Early education movements in the early 1800s emphasized these
theories as well as the role early education could play in ensuring an
educated citizenry and transforming society (Bauer, Johnson, Ulrich,
Denno, & Carr, 1998). In the United States, the first systematic develop-
ments in ECE were the establishment of kindergartens with the goal of
supporting social and emotional readiness for formal schooling. In
1873, Susan Blow founded the first public kindergarten in St. Louis
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and by 1883, every public school in St. Louis had a kindergarten class-
room. Day nurseries were established in the mid-1800s with the goal
of providing young children of working parents with custodial care
in home-like settings. With changing values related to women working
out of the home, and particularly with the women’s suffrage move-
ment in the early 1900s, other forms of ECE developed. Nursery
schools were established in the early 1900s primarily by and for
middle-class families and focused more on education and social
emotional development of young children and to serve as informa-
tional resources for parents. As theories of the developing child and
the developing brain were advancing, so too did efforts emerge to show
effective ways of teaching young children. In the 1920s, the National
Association of Nursery School Educators (NANE) was founded. In
1927, the National Committee on Nursery Schools recommended a
four-year college degree for nursery school teachers (Darragh, 2010).

In the 1930s and 1940s, the Great Depression created high unem-
ployment, and World War II created the need for women to work out-
side the home to fill both jobs left by men who were in the military
and jobs created to support the war effort. Therefore, caring for chil-
dren outside of the home became a necessity. The Works Progress
Administration in 1933 supported nursery schools so that out-of-work
teachers could have jobs. In the 1940s, the federal government pro-
vided funding for child care so that women could work in war-related
industries (Bauer et al., 1998). Views about ECE and the availability of
ECE settings continued to evolve with the women’s equity movement.
The Equal Pay Act of 1963 and Titles VII and IX of the Civil Rights Act
of 1964 ushered in federal equal rights for women and girls in educa-
tion and employment as well as a growth in child care opportunities
(Darragh, 2010).

These historic events expanded early education as a system and as a
profession. However, during this period, young children with disabil-
ities received little attention.

SPECIAL EDUCATION FOUNDATIONS

The second theoretical foundation of ECSE and early intervention
according to Mallory (2007) is the field of special education. At roughly
the same time period in the nineteenth century that theories associated
with early childhood as a distinct period of human development with
its own learning characteristics emerged, so too emerged an interest in
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atypical human development. This interest and documentation of
developmental disabilities and mental illness led to a subsequent
movement to address the needs of these populations. Early approaches
to address or “treat” disability were to create institutions to house indi-
viduals away from society.

The eighteenth and nineteenth centuries brought theories advancing
the idea that young children’s development is not predetermined but is
influenced by environmental factors. This same notion was put forward
regarding the developmental trajectory of people with disabilities.
Seguin and Itard proposed that children with disabilities could learn
and were not possessed by demons or need to be incarcerated (Bauer
et al., 1998). Inspired by this work and Seguin’s move to the United
States from France, educational programs for people with mental retar-
dation expanded, albeit in residential institutions, and by the end of the
nineteenth century these institutions were well established and com-
mitted to education and to some degree the eventual inclusion into the
community of persons with disabilities (Shonkoff & Meisels, 2003).

However, in the early twentieth century, influenced by those who
supported the eugenics movement, the residential institutions were
refocused from training and possible social integration to custodial
care. This movement justified racist and immigration restrictions and
compulsory sterilization (Shonkoff & Meisels, 2003). Work on the
new Binet Intelligence Test involved administering the test to newly
arriving immigrants at Ellis Island to identify the “feebleminded prog-
eny of the foreign hordes” (Gilhool, 1995, p. 13, in Bauer et al., 1998),
and states supported public institutions to separate individuals with
disabilities because they were considered dangerous. Some states
went so far as to make it a criminal offense for parents to refuse institu-
tionalization (Gilhool, 1995). Thus, according to Shonkoff and Meisels
(2003), “The psychology community’s harsh rhetoric challenged the
early optimism of special education and residential institutions were
transformed into dreary warehouses for neglected and forgotten indi-
viduals” (p. 9).

With the expansion of public schooling in the United States at the
turn of the twentieth century, the field of special education reemerged
with a focus on diagnosis, and an acceptance that learning and devel-
opment are not fixed but rather can be affected by the environment
including education. Over the next four decades, testing of recruits
for World Wars I and II revealed many people were living typical lives
with disabilities, and with the return of the veterans with war-related
disabilities, the view of disability began to change, resulting in a
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growing recognition of a need to provide support and services (Bauer
et al., 1998).

In the mid-1960s, findings from researchers such as Skeels, Skeels
and Dye, and Kirk indicated that with enriched early experiences, the
learning trajectories of young children with disabilities could be dra-
matically altered for the better (Bauer et al., 1998; Shonkoff & Meisels,
2003). At the same time, other educational theorists and researchers
were looking at the relationship of children’s characteristics and the
quality of the environment. Benjamin Bloom (1964) and J. McVicker
Hunt (1961) argued that intelligence is not fixed, develops early,
and is affected by early experiences. In the 1960s, this scientific and
theoretical foundation along with strong support from the Kennedy
administration led to states enacting legislation and social values
changing resulting in expanded educational programs for children
with disabilities. However, special education and early intervention
services were largely confined to volunteer efforts and provided to
children with disabilities in settings separate from their typically
developing peers.

Caldwell (1973) described these various eras in special education as
three distinct historical periods: (1) “forget and hide,” (2) “screen and
segregate,” and (3) “identify and help.” Allen and Schwartz (1996,
p- 4) suggest that the current era could be captioned as “include and
support” as described in Chapter 2.

SOCIOPOLITICAL FOUNDATIONS

As noted above, concurrent with the theoretical and scientific advan-
ces in the mid-1960s, public policy began to play a key role in the
expansion of services and the development of systems for special edu-
cation, early childhood education, ECSE, and early intervention. While
research findings were establishing the importance of education in the
lives of young children and those with disabilities, services were vol-
untary and not part of the mainstream education systems. Advocates
began to turn to policy makers in an effort to establish more and better
services for young children with special needs. States began to enact
policies providing education for school-age children with disabilities,
special education as a profession grew, the Kennedy administration
provided strong support for services for people with disabilities, the
federal Bureau of the Education of the Handicapped (BEH) within
the Department of Health, Education, and Welfare was established,



6 Early Childhood Intervention

and federal support for research and development and personnel
preparation in special education was provided. Additionally,
an increase in concern and advocacy over marginalized populations
and a call for equal protection of the law and fairness in society
resulted in monumental advances for young children with disabilities,
and other special needs such as living in poverty.

LEVELS AND BRANCHES OF GOVERNMENT AND POLICY

ECSE and early intervention have essential roots in public policy. To
fully grasp this policy foundation, it is important to understand the
structure of public policy and government in the United States.
The U.S. Constitution outlines the governance of the United States. This
structure is comprised of levels of government as outlined in the
Constitution—federal and state levels. Each of these levels has its own
governance that creates policy. At each level, there are three branches
of government—Ilegislative, executive, and judicial—all of which are
designed to limit and balance power.

First and foremost to understanding past and present sociopolitical
issues in ECSE and early intervention, is the delineation between the
two levels of government: federal and state. The limitation of power
was key to the writing of the U.S. Constitution—limitation of power
of government over the individual, and limitation of the power of the
federal government over state governments. The 10th Amendment of
the Constitution was added to clarify that the powers not delegated
in the Constitution to the federal government “are reserved to States
respectively, or to the people.” This form of government, federal and
several sovereign states, is referred to as “federalism.” As described
below, ECSE and early intervention policy has been developed at both
the federal and state levels. It is important to note there is a tension or
balance between the federal and state governments as to the appropri-
ate role of each in education and human services. The concept of
“federalism” is important to understanding this balance and the con-
versation between policy makers at the different levels of government.
A good example of this tension is the attempt of the Reagan
administration in the early 1980s to repeal the Education for All
Handicapped Children Act, under the argument that such education
matters belonged to the states and not the federal government. Advo-
cates and supporters worked to convince the administration of the
need for a federal presence in establishing a right to an education for
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children with disabilities and persuaded the administration to with-
draw its proposal.

As described above, the U.S. governance structure at both the federal
and state levels is comprised of three branches that serve as checks and
balances on the power of each. As described in the Constitution, the
branches are legislative (which passes laws), executive (which imple-
ments the laws), and judicial (which interprets the laws). Article I of
the Constitution describes the legislative powers at the federal level as
resting with the Congress. At the state level, the legislative branch is
the state legislature. Article II describes the executive branch at the
federal level as the president, which includes the president’s cabinet
and agencies such as the Department of Education or Department of
Health and Human Services. At the state level, the executive branch is
the governor, state cabinet and agencies such as the state departments
of education, health, or human services. Article III describes the third
branch of government as the judicial branch, which at the federal level
is the Supreme Court and federal district court system. At the state
level, the judicial branch is the state court system including the state
Supreme Court.

As noted above, there is a tension about what type of policy should
rest with what level (federal or state). Policy makers and advocates
debate the appropriate role of federal and state governments in areas
such as whether the federal government should intervene in states’
delivery of services (see the legal history of services to children with
disabilities described later in this chapter) or whether the more appro-
priate role of federal policy is to entice or provide incentives to states
to meet certain goals versus mandating them. These enticements or
incentives may be voluntary grants to begin services to children, or
grants to agencies or programs to research and disseminate best prac-
tices that may eventually lead to widespread use of such services and
approaches. As described below, advocates argued that the federal
government needed to establish a right to an education for children
with disabilities because states had failed to do so even with incen-
tives, and because the federal government could provide requirements
that would cross state lines thus ensuring some continuity of services
to children and families regardless of the state in which they resided.
Throughout the following section, there are examples of the federal
role in providing: (1) resources and direction for non-mandatory serv-
ices, which we will refer to as incentives and policies directed at
improving the quality of services; and (2) mandating services, which
we will refer to as ensuring access to services. Also, below are
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examples of how the various branches of government have been used
to advance services to children with disabilities.

THE ROLE OF POLICY IN ECSE AND EARLY INTERVENTION

Public policy has played two major roles in ECSE and early intervention:
(1) encouraging states and localities to provide services and providing
resources and guidance about best practice; and (2) requiring states to
provide services and to establish systems for doing so. By the mid-
1960s, the research on the effects of early experience and child develop-
ment led to two major federal initiatives that paved the way to where we
are today in ECSE and early intervention. These two policy initiatives
represent the federal government providing incentives and guidance
to states to provide services versus requiring them to do so. The first,
Project Head Start, a federal program of early education and other sup-
portive services for young children living in poverty, was enacted in
1964 under the Economic Opportunity Act as a component of the “War
on Poverty” of the Johnson administration. Head Start was established
to provide early intervention for young children at risk for school failure
due to poverty. In 1972, Head Start programs were required to allocate
10 percent of its enrollment for children with disabilities. This require-
ment not only resulted in the first national early intervention services
for young children with disabilities, but also made a national statement
about the importance of serving young children with disabilities with
their typically developing peers rather than separately.

The second major policy milestone during this period was the
Handicapped Children’s Early Education Program (HCEEP) enacted
by Congress in 1968 to develop research and demonstration projects
aimed at discovering new and better approaches to working with
young children with disabilities. DeWeerd (1977) and Hebbeler, Smith,
and Black (1991) described the contribution the HCEEP program had
in developing a body of knowledge and effective models and interven-
tions. DeWeerd noted that by 1968, Congress recognized one reason
there were so few services for young children with disabilities was the
shortage of models of programs that were effective. Thus they estab-
lished HCEEP to provide grants to:

1. Support research on effective practices
2. Provide grants to universities for student stipends to encour-
age students to study and become ECSE providers
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3. Develop, demonstrate, and outreach information on effective
models of ECSE

4. Develop a national center to provide technical assistance to
programs and states on how to deliver ECSE

The body of research, demonstration programs, scientific literature,
and a national network of advocates that resulted from the HCEEP
program led to: (1) widespread awareness of the positive effects early
intervention could have on young children’s development and future;
(2) advocacy groups that included family members, scientists, and
program personnel; and (3) ECSE teacher degree programs established
at the university level across the nation.

A major unintended result of this comprehensive initiative was the
establishment of the professional association, the Division for Early
Childhood (DEC) of the Council for Exceptional Children (CEC).
DEC established the first research journal, the Journal of Early Interven-
tion, and an annual professional conference, and it provided a plat-
form for advancing professional standards, programs standards, and
public policies that promote best practices for optimizing the develop-
mental outcomes of young children with special needs, including chil-
dren with disabilities, children at risk for disabilities, and children
living in poverty.

While HCEEP was helping to develop the field of early intervention
and ECSE, other important sociopolitical events were happening. By
the mid-1970s it was estimated that one million school-age children
with disabilities were not receiving an education (Weintraub &
Abeson, 1976). Building on the right to education precedent set in the
1954 Brown v. Board of Education court ruling, which established a right
to equal education for all children regardless of race, the 1970s saw sev-
eral court cases and other policies advance the right to education for
children with disabilities. In 1971, the landmark Pennsylvania Associa-
tion for Retarded Children v. Commonuwealth of Pennsylvania lawsuit estab-
lished the right to an education for all school-age children with mental
retardation. In 1972, in Mills v. Board of Education, the court in the Dis-
trict of Columbia established a right to an education for all children
with disabilities of school age. These court cases found that under the
equal protection clause of the 14th Amendment to the U.S. Constitution
that if education is provided by the state to one group, it must be
provided to all. The interpretation of the equal protection clause was
evolving from ensuring equal access to the same resources, to “equal
access to differing resources for equal objectives” (Weintraub &



10 Early Childhood Intervention

Abeson, 1976, p. 8). Soon, state legislatures and other court cases
followed, and children with disabilities were winning the right to an
education, to due process during important decisions such as assess-
ment, to diagnosis and placement in special education, and to have
services provided in the “least restrictive environment.” This right to
education movement culminated in 1975 with the Education for All
Handicapped Children Act (P.L. 94-142), which was created by amend-
ment to the Education of the Handicapped Act (later named the Indi-
viduals with Disabilities Education Act, or IDEA). This new law
mandated states to provide a free, appropriate public education to all
school-age children with disabilities in the least restrictive environ-
ment and according to a written Individualized Education Program
(IEP). P.L. 94-142, while not requiring states to serve very young
children, provided financial incentives to states to provide preschool
education to children with disabilities younger than age six.

In 1984, based upon research findings on the efficacy of early inter-
vention services and the social value of supporting families and chil-
dren, Congress established a new program under HCEEP that
provided federal funds to states for planning, developing, and imple-
menting statewide services for children with disabilities from birth to
five years of age. Again, this was not a mandate, but an incentive
program. In 1984, about half the states had public policies for provid-
ing early intervention and education services to some portion of the
population of young children with disabilities, ages 3-5, with 10 states
providing some services from birth (Smith, 1988).

Building on these state efforts, and based on an accumulation of the
federally funded efficacy research and development of effective prac-
tices and services under HCEEP, Congress passed P.L. 99-457 in 1986,
the Education of the Handicapped Act Amendments of 1986. These
amendments created what is now known as IDEA, Part C for infants
and toddlers with disabilities and IDEA, Part B, Section 619 for
preschool-aged children with disabilities. This law required states to
lower the age from six to three for a free appropriate public education
to children with disabilities under Part B. It also established a voluntary
early intervention program of services for children with disabilities or
at risk for disabilities from birth through age two under Part C. One of
the architects of P.L. 99-457, Robert Silverstein, a congressional staff per-
son involved in the writing of the law, gave a speech in 1988 (Silverstein,
1988) in which he quoted from materials sent to the Congress from the
U.S. Department of Education in 1985 about the findings from the
HCEEP program. The materials said: “Studies of the effectiveness of
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preschool education for the handicapped have demonstrated beyond
doubt the economic and educational benefits of programs for young
handicapped children. In addition the studies have shown the earlier
intervention is started, the greater is the ultimate dollar savings and
the higher is the rate of educational attainment by these handicapped
children.” Silverstein went on to say that information from states at that
time indicated the number of preschool children with disabilities being
served had leveled off over the years and the current incentives were
not sufficient for all children to receive services, ... “Some members of
Congress thought that it was time to take advantage of 17 or so years
of research showing the effectiveness of early intervention and mandate
the provision of services for the birth to five population” (p. 10). Thus it
is clear that a policy mandating states to provide services to young chil-
dren with disabilities was built upon policies that provided incentives
to states and policies that supported research and development of effec-
tive practices funded under the HCEEP program under EHA.
However, it is also evident that the research funding and state incen-
tives were not adequate, and that a policy requiring services was also
needed if all children were to be served.

The effect of these policies is clear. State policies for providing serv-
ices to young children with disabilities increased dramatically over the
next decade. Smith and McKenna (1994) described the dramatic
increase in state early intervention and preschool services between
1986 and 1992:

In 1986, only 25 states had legal mandates for services to children
under the age of 6. By 1992, however, all states had established
policies that ensured that all eligible children had access to early
intervention services from birth . . . in 1986 states were reportedly
serving fewer than 30,000 infants as compared to nearly 250,000
by 1991. (p. 257)

In the 1980s and 1990s, there have been amendments to IDEA refin-
ing some of the early childhood provisions, but by and large, there
have been few major federal initiatives in the early intervention arena.
However, Early Head Start was established for birth-to-2-year-olds
and contains the same 10 percent enrollment of children with disabil-
ities requirements as the 3- to 5-year-old program. Funding for IDEA
and Head Start has increased but is still not sufficient to appropriately
serve all eligible children. A major milestone was the passage of the
Americans with Disabilities Act (ADA) in 1990. While this is not early
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childhood legislation, it bans discrimination in public services such as
child care and other early childhood settings. Therefore, children with
disabilities gained the right to entry to many natural settings and envi-
ronments through the ADA.

ISSUES AND TRENDS

Unfortunately, an unexpected turn of events occurred in the mid-1990s
that affected the available resources at the federal level that were
used to promote quality ECSE and early intervention services. A move-
ment to reduce the size of the federal government led to the repeal of
several programs, one of which was HCEEP. Therefore, there is
currently no federal program solely dedicated to funding early inter-
vention and ECSE research and development efforts. Research has
traditionally been seen as an appropriate role of the federal government
as it benefits all states and therefore should not be the burden of any
one state. There are opportunities for research funding through other
programs, but not at the level of the targeted HCEEP program. This
development challenges states to establish the policies and structures
to promote high-quality ECSE and early intervention services and
systems. While most states will not significantly support research, there
are other quality-enhancing policies and systems more likely to be
implemented by states.

One approach to enhancing quality in states is the establishment of
training, professional development, and technical assistance programs
to support the use of effective practice at the local level. However, cur-
rently many states do not provide such supportive systems. Often,
states provide support for short-term training sessions on particular
topics of interest or concern. However, a growing body of research
suggests training alone, without on-site coaching to provide opportu-
nities for application of new strategies with feedback, does not result
in a change of current practice by service providers. To achieve adop-
tion of effective practice and strategies, providers need to receive
information on the new practice, be provided with an opportunity to
apply that practice, and receive supportive feedback (Blase, 2009;
Fixsen, Naoom, Blase, Freidman, & Wallace, 2005; Joyce & Showers,
2002). To achieve this type of professional development and technical
assistance system, states will need to develop policies and resources
that may currently not be in place within the state. Further, while this
is indicated as the most effective way to achieve high-quality services
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and systems, it will require a paradigm shift for states to establish and
support such intensive technical assistance and training systems for
early childhood programs. Blase (2009) described how states can
approach building such a system, from designing basic technical assis-
tance to programs that capitalize on their current readiness for coach-
ing and other professional development approaches, to intensive
technical assistance targeted at programs and systems. However, this
approach can require a full systems-change effort, including resources,
systems, and quality assurance mechanisms such as certification and
licensing related to the evidence-based practices as well as data collec-
tion and evaluation systems tied to quality improvement efforts.

In addition to the theoretical, scientific, and policy foundations to
early intervention and ECSE, by the 1990s there was also a social value
that providing effective services and supports to young children with
special needs and their families should be conducted in settings that
are normal and include typically developing peers (Sandall, Hemmeter,
Smith, & McLean, 2005). This concept of “inclusion” has been a focal
point of early intervention and ECSE for the past 20 years. It has major
ramifications of the field on policies, on personnel preparation, and on
systems at the local, state, and federal levels. One of the major implica-
tions of the inclusion movement has been to bring the fields of ECSE
and ECE together, not as one field but as two coordinated fields
of knowledge necessary to meet the needs of all children (Smith &
Bredekamp, 1998). While ECSE emanated partly from ECE, it diverged
in many ways, not the least of which is in the development of different
pedagogical approaches to teaching young children. Research has
shown that young children with disabilities often need more struc-
tured, adult-directed teaching strategies to learn the same objectives as
their typically developing peers (Smith, Miller, & Bredekamp, 1998).
They may need adaptations to approaches, materials, and equipment,
and they may need help in accessing the same curriculum as their
peers. The two professional associations, the Division for Early Child-
hood (DEC) of the Council for Exceptional Children and the National
Association for the Education of Young Children (NAEYC), have
worked together since the early 1990s to establish a shared vision of
inclusion, and to promulgate personnel and program recommenda-
tions for how to teach all children together. In 1993, DEC and NAEYC
issued a position statement about the importance of inclusion.
Subsequently they worked together to help early educators to blend
the approaches and to see the teaching strategies as a continuum of
effective strategies depending on the needs of the child. Rous describes
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Some
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All children
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Figure 1.1 Conceptual models of individual appropriateness:
(a) Pyramid model. (b) Continuum model.

in Chapter 2 how this early position on inclusion has been revised and
built upon by the two organizations.

Smith and Bredekamp in 1998, representing the two professional
associations, described the importance of early educators and early
childhood special educators collaborating in inclusive settings to bring
the full range of teaching approaches necessary for all children. They
described two conceptual models for viewing the ECE and ECSE
teaching practices: one as a pyramid, and one as a continuum, both
representing the range of strategies from those for all children to those
specialized strategies that some children may need some of the time
(see Figure 1.1).

In addition to conceptualizing shared teaching approaches and col-
laboration of personnel to effectively teach all children in an inclusive
environment, inclusion has also presented paradigm shifts in teacher
education, service system coordination, and accountability. Chapter 2
describes these issues in more detail.

While there have been many advances for young children with dis-
abilities and their families, there remain many challenges. Young
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children with disabilities have gained access to programs and services,
but the quality and effectiveness of those services are still not funded
and supported at a level suitable to promote the optimal development
of all children. Other challenges include services in inclusive and natu-
ral environments (such as the family home or child care centers),
family centeredness, transition from one system to another, and pro-
fessional competence. While the federal role in ECSE policy has been
and will likely continue to be primarily providing access to services,
the role of states should be focused on the assurance that those serv-
ices are of the highest quality necessary to ensure optimal develop-
mental outcomes. This means states need to invest in training and
technical assistance to programs to ensure that personnel have the
skills they need to provide effective services. States need to link
accountability measures to supports to programs in an effort to estab-
lish continuous improvement based upon those measures. States and
universities need to establish personnel licensing standards that meet
national recommendations from DEC and NAEYC.

Harkening back to the beginnings of the field of ECSE and early
intervention services, it is imperative that advocates express to policy
makers the importance of the relationship of the young child’s devel-
opment and the ecology of that child: the quality of that ecology (the
knowledge and resources of the family, the health and educational
services provided to the child and family, the accessibility and level
that the community welcomes children with special needs, and profes-
sional competence) will determine the development of the child.
Therefore, not only is early intervention the right thing to do, but it is
imperative that it is done effectively.

In Chapter 2, we describe in more detail current programs and chal-
lenges in the field, particularly those related to the quality and inclu-
siveness of the early intervention and ECSE services provided to
young children and their families across multiple service systems.
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Chapter 2

Key National and State Policy
Implementation Issues

Beth Rous and Barbara |. Smith

hood special education policies and issues were traced and
described. This chapter builds on that history and describes cur-
rent policies and issues for the field.

I n Chapter 1, historical trends in early intervention and early child-

OVERVIEW OF FEDERAL SERVICES FOR YOUNG CHILDREN
WITH SPECIAL NEEDS

As discussed in Chapter 1, there are three levels of government:
federal, state, and local. At the federal level, the current system of ser-
vices for young children has been described as diverse in terms of the
focus of the various federal programs (Rous & Townley, 2010). For
example, some programs are targeted to specific populations in an
effort to prevent potential negative outcomes from known conditions
(e.g., poverty is targeted by Head Start), while others are geared
toward intervention due to existing conditions (e.g., Part C of IDEA).
Some programs are universal in focus, including everyone (e.g., public
school services), while still others are targeted (e.g., availability of
child care to support working families). This section will provide spe-
cific information on major federal programs operated out of the U.S.
Departments of Education, Health and Human Services, and Justice
that impact young children with special needs, birth to age 8.

U.S. Department of Education

The Elementary and Secondary Education Act (ESEA, federal statute
passed in 1965) provides federal support and guidance for elementary
and secondary public school programs across the country. This statute,
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reauthorized every five years, has had several names. Most recently, it
is named the No Child Left Behind Act of 2001. Funds through ESEA
flow from the federal government to states, who then distribute funds
to local school districts. ESEA does not mandate that states provide
universal services to preschool-aged children, thus states who have
public preschool programs have created and funded them on a volun-
tary basis. However, ESEA does include several programs to support
vulnerable populations within schools. Those programs are extended
to preschool populations served within the school. Examples include
Title I, which provides compensatory education grants to schools and
districts that focus on supporting students from low income families
and improving their educational opportunities, and Title III, which
focuses on supporting language instruction for students that have lim-
ited English proficiency (LEP).

In 2001, as part of the reauthorization of ESEA, a presidential initia-
tive was created known as Good Start Grow Smart (GSGS). This initia-
tive was designed to enhance accountability efforts in school-age
programs (i.e., kindergarten through grade 12) by focusing on support-
ing high-quality early childhood programs across three main areas.
First, GSGS called for strengthening Head Start programs through the
development and implementation of a new accountability system that
would emphasize early literacy development. Second, GSGS was
designed to support states in enhancing early childhood quality, in part
by supporting states in voluntarily establishing early learning guide-
lines for children ages three to five years. These guidelines are related
to language and pre-reading skills. States are to align those guidelines
with standards in place for K-12. Third, GSGS focused on improved
access to research and evidence based practice for family members
and professionals in the area of early childhood.

Within the Department of Education, the Office of Special Education
Programs (OSEP) administers programs that fall under the Individuals
with Disabilities Education Act (IDEA). Two specific components of
IDEA relate to young children with disabilities. IDEA includes provi-
sions for eligible children, birth to 3 years, to receive early intervention
services. This is known as Part C of IDEA. Part C funds are distributed
from the federal government to states. Under Part C, states have the
option of designating a lead agency for services that vary across the
Departments of Education, Health Services, or Human Services
depending on the state. The lead agency is responsible for providing
services to children who have a disability or are at substantial risk of
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developmental delay due to specific diagnosed conditions. States also
have the option of serving children through Part C who have other risk
conditions, such as biological /medical or environmental risk. The ser-
vices under Part C are targeted to both the child and his or her family
and are outlined in a document known as an Individualized Family
Service Plan (IFSP). This IFSP is intended to be developed in partner-
ship with the family by an interdisciplinary team of professionals.
Every child and family is provided with a service coordinator or case
manager to help coordinate services offered through the interdiscipli-
nary team. For children in early intervention, IDEA provides provisions
on the location of the services provided, indicating that these services
must occur in the child’s natural environment (e.g., home, child care
program) to the maximum extent appropriate. Early intervention offers
a range of services such as developmental and therapeutic services
(e.g., physical, occupation and speech/language), family training and
support, nutrition, and/or evaluation and assessment, depending on
the child and family’s level of need and as outlined in the IFSP.

IDEA also provides provisions for eligible children with disabilities
ages 3 through 21 to receive a free appropriate public education
(FAPE) through the public school system. This is known as Part B of
IDEA. Part B funds flow from the federal level to state education agen-
cies, who distribute them to local school districts. Within Part B, Sec-
tion 619 specifically addresses the funding for services for preschool
children (ages 3 to 5) who have a disability as determined by IDEA
and each state’s eligibility criteria. IDEA includes 14 disabilities defini-
tions, including autism, deafness, deaf-blindness, emotional disturb-
ance, hearing impairment, mental retardation, multiple disabilities,
orthopedic impairment, other health impairment, specific learning
disability, speech/language impairment, traumatic brain injury, and
visual impairment. For children up to age 9, states may also use devel-
opmental delay as a category of eligibility. Once determined eligible,
the specific special education and related services the child will receive
are outlined in an Individualized Education Program (IEP). This plan
is developed in collaboration with the family by a team that includes
the child’s regular education teacher, special education teacher, and
other appropriate related services personnel such as the occupation,
physical or speech/language therapist, mobility specialist, etc. Part B
requires that the services a child receives are provided in the least
restrictive environment (LRE). The goal of LRE is to support the inclu-
sion of children with disabilities with their typically developing peers.
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U.S. Department of Health and Human Services

One of the most well-known programs for young children is Head
Start. In 1964, this comprehensive child development and family sup-
port program was established as part of the Economic Opportunity
Act. The overall purpose of the program has been to support low-
income families as a way to help break the cycle of poverty. The Head
Start program is designed to serve 3- and 4-year-old children and
includes a requirement to include children with disabilities (at least
10% of enrollment) in the program. During the reauthorization of
1994, Early Head Start programs were initiated. Early Head Start pro-
grams serve children up to age 3 and also include a 10 percent enroll-
ment requirement for children with disabilities. Like ESEA and
IDEA, the Head Start Act is reauthorized every five years. However,
unlike programs through the Department of Education, Head Start
funds are grant based and flow directly from the federal government
to local grantees. Once funded, agencies are required to follow specific
standards for program operation within the community(ies) they
serve and are monitored through a regional network of offices.

In 1996, the Child Care and Development Block Grant (CCDBG),
currently referred to as the Child Care and Development Fund
(CCDF), was established. This block grant goes to states to support
low-income working families in accessing child care through a sub-
sidy program, as a way to support them in becoming and remaining
independent. Within the CCDF statute, states are required to give pri-
ority to very-low-income families and those who have children with
special needs. These funds also include provisions that focus on
improving the quality of child care programs within states, as well as
helping to ensure the availability of child care options.

Another long-standing program for young children is the Early and
Periodic Screening, Diagnosis, and Treatment (EPSDT) program.
EPSDT is a component of the Medicaid program and is designed to
improve the health of low-income children. Services are mandated
for children under the age of 18 who receive Medicaid and include
periodic health checks, screening for physical and mental conditions
(including dental, hearing, and vision), completing appropriate diag-
nostics tests if concerns are identified through screening, and provid-
ing appropriate treatment of such conditions. Another closely related
program is the Children’s Health Insurance Program (CHIP), which
is administered by states and designed to provide health coverage
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for low-income families who are above the poverty cutoff for eligibility
in Medicaid.

U.S. Department of Justice

The Americans with Disabilities Act (ADA) is a federal law designed
to protect the civil rights of people with disabilities. This act, passed
in 1990, prohibits discrimination against people with disabilities. The
ADA has undergone numerous amendments since its passage and
often has required review and interpretation through the court system
(ADA, 2008). General provisions of the act require guarantees of equal
opportunities for individuals with disabilities, including young chil-
dren with special needs that are served in child care, Head Start, pub-
lic schools, and other early childhood programs. Under Title III of
ADA, early childhood programs, including private centers, generally
cannot exclude children from programs due to their disability and
must make reasonable modifications to policies and practices to sup-
port these children and make their facilities accessible.

KEY ISSUES IN THE FIELD

There are numerous issues facing the field of early intervention,
including a move toward greater accountability for child outcomes,
an emphasis on the use of evidence-based practice, and issues related
to ensuring high-quality services and professionals who are qualified
and trained to provide high-quality services. However, these issues
must be considered within the context of the most pressing issue in
our field—the continued desire to ensure that young children with
special needs have the opportunity to participate in typical early
childhood programs and services, or inclusion. Inclusion is not a
new concept. It has been at the heart of early childhood special
education legislation (e.g., natural environments, least restrictive
environments) as well as other federal mandates in early childhood
(e.g., Head Start and 10% disability enrollment requirements). Build-
ing on a joint position statement developed in 1993, in 2009, the
Division for Early Childhood (DEC) of the Council for Exceptional
Children (CEC) and the National Association for the Education of
Young Children (NAEYC) proposed the following definition (DEC/
NAEYC, 2009):



24 Early Childhood Intervention

Early childhood inclusion embodies the values, policies, and
practices that support the right of every infant and young
child and his or her family, regardless of ability, to participate in
a broad range of activities and contexts as full members of fami-
lies, communities, and society. The desired results of inclusive
experiences for children with and without disabilities and their
families include a sense of belonging and membership, positive
social relationships and friendships, and development and learn-
ing to reach their full potential. The defining features of inclusion
that can be used to identify high quality early childhood pro-
grams and services are access, participation, and supports.

The development of this shared definition represents a defining
moment in the fields of early intervention and early childhood as it
provides clear guidelines that can positively influence research, policy,
and practice. This definition includes three key components of inclu-
sion that provide a framework for cross-sector work on increasing
opportunities for inclusion for children of all abilities: (1) access; (2)
participation, and (3) supports. From a policy perspective, several
questions should be asked to determine the extent children have
access to, can participate in, and have the supports needed to be suc-
cessful in inclusive settings.

The first important question is: Where do young children with special
needs receive early intervention services, and to what extent are services pro-
vided in inclusive settings? States report that 82 percent of those receiv-
ing early intervention services receive them in the home (Good,
Lazara, & Danaher, 2008), 3.3 percent receive services in programs that
serve typically developing children, while the remainder receive serv-
ices in provider locations, such as clinics, hospitals, or residential
facilities. Children and families are reported to receive on average
between one and three hours a week of early intervention services
(Hallam, Rous, Grove, & LoBianco, 2009; Kochanek & Buka, 1998;
Shonkoff, Hauser-Cram, Krauss, Upshur, & Sameroff, 1992) and it is
estimated that over half of children are in some type of nonparental
care (e.g., child care, family, friend, or neighbor care) by nine months
of age (Flanagan & West, 2004). At the preschool level, 25 percent of
preschoolers with special needs receive their special education ser-
vices in noninclusive settings (i.e., separate school, building, or resi-
dential facility), and only 48 percent spend at least 80 percent of their
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time in school with typically developing peers (Lazara, Dannaher,
Kraus, & Goode, 2009).

The second question is: How does the current structure of early childhood
services in the United States support opportunities for inclusion for young chil-
dren with special needs? While there is a federal mandate to serve children
with special needs (birth to 5 years), there is no federal mandate to offer
general early childhood services and supports to typically developing
children. Many states, however, do provide publicly supported pre-
school programs on a limited basis. Unlike school-age populations, pub-
licly funded programs for infant-toddlers are generally designed on
a home-visiting model, while publicly supported preschool programs
(e.g., Head Start and public pre-kindergarten) are designed for targeted
populations (i.e., economic risk, disability) and most often offered on a
half-day (3 to 4 hours), part-week (e.g., 4-day versus 5-day) basis.

Therefore, children are likely to receive early childhood services in a
combination of publicly and privately funded settings throughout a
day. For example, an infant may be receiving early intervention services
in the home for one hour a week, but is also enrolled in a child care
program five days a week so that family members can work. A 3-year-
old may spend four mornings a week in the public preschool program
and the fifth day and each afternoon in a child care program. A 4-year-
old of a single working parent may spend the early morning with family
or a friend who drops them off at a Head Start center for the morning.
The child is transported to the public preschool program in the after-
noon, then to a child care program until the parent gets off work.

At the preschool level, funding of preschool programs designed to
serve all children is left to state discretion. While there is considerable
push on states to offer universal preschool services for 4-year olds, the
National Institute for Early Education Research of the Department of
Education (NIEER) reports that in 2008, 24 percent of 4-year olds and
3 percent of 3-year olds were served in state-funded preschool pro-
grams in the United States. Only three states make preschool services
available for all 4-year olds, and no states are making universal ser-
vices available for children under age 4 (Barnett, Epstein, Friedman,
Boyd, & Hustedt, 2008). This provides a dilemma for states regarding
how to provide inclusive settings. States and localities must collabo-
rate across a variety of early childhood partners (e.g., Head Start, child
care) to ensure that children are offered opportunities to participate
with their nondisabled peers. Cross-agency collaboration requires
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communication, shared commitment to inclusion, supportive policies,
and procedures in all agencies and professional development across
agencies so that personnel can work together and share expertise
related to meeting the educational needs of all children (Smith & Rose,
1993).

The third and most complex question is: How can we ensure that serv-
ices provided in inclusive settings are of high quality and meet the needs of
children with special needs? While the concept of inclusion is not new,
the actual practice of including children with special needs in a variety
of early childhood programs remains difficult. There have been
numerous efforts over the last two decades to provide targeted sup-
port to programs in supporting children with a variety of needs in typ-
ical early childhood settings. Some have been focused on research (e.g.,
Early Childhood Research Institute on Inclusion) and some on profes-
sional development (e.g., Special Quest, Head Start Center for Inclusion,
and National Professional Development Center on Inclusion).

Recently, there has been a growing recognition that to increase the
inclusion of children in early childhood settings, we must focus atten-
tion on embedding these efforts within the national initiatives to
improve overall quality in early care and education settings. In other
words, included children with special needs in poor-quality settings
will not produce the kinds of overall outcomes that are possible. The
broader early childhood field has a long history of efforts to address
the quality of child-care settings (Rous & Townley, 2010). However,
the last decade has seen a dramatic increase of state-level efforts to
develop Quality Rating and Improvement Systems (QRIS) and other
initiatives that include specific standards of quality related to program
structure and the environments in which children spend time (e.g.,
National Association for the Education of Young Children [NAEYC],
2005). Others focus on adult-child/child-child interactions within
those environments (e.g., Pianta & Hamre, 2009). These efforts within
states have primarily focused on child care programs. Commonly
accepted elements of quality initiatives in early care and education
settings include (1) program standards, (2) accountability measures,
(3) program and practitioner outreach and support, (4) financial incen-
tives, and (5) parent education (Child Care Bureau, 2007). Although
child care programs serve young children with disabilities, few states
have explicitly included standard or elements related to children with
special needs (Child Care Bureau, 2007; Hallam, Rous, & Cox, 2008).

Another aspect of quality includes the increasing emphasis on
the use of evidence-based (also referred to as scientifically or
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research-based) practice. This has required renewed efforts to define
high-quality research, identify specific practices that have a research
evidence base, and identify processes by which providers and teachers
can choose appropriate instructional and curricular approaches for
implementation. Of particular importance for children with special
needs is the ability to implement these practices in inclusive settings.
The Institute for Educational Sciences (IES) in the U.S. Department of
Education supports this goal by providing specific research priorities
that focus on identifying new interventions (Goal 2), determining the
impact of these interventions (Goal 3), and exploring the large-scale
implementation of interventions in a variety of settings (Goal 4; IES,
2009).

Professional development plays a critical role in the implementation
of evidence-based practice to support children in inclusive settings. As
proposed by Buysse, Winton, and Rous (2009), professional develop-
ment means using evidence-based strategies to facilitate “teaching
and learning experiences that are transactional and designed to sup-
port the acquisition of professional knowledge, skills, and dispositions
as well as the application of this knowledge in practice” (p. 239). These
professional development efforts include those focused on training at
the pre-service (e.g., 2- and 4-year colleges and universities) and in-
service level (national and regional training networks), as well as tech-
nical assistance services. Training and technical assistance providers
also have the responsibility to use evidence-based practice in the
design and delivery of training and technical assistance services as
well as support practitioners and programs in identifying evidence-
based practices for implementation across settings. They must know
which practices are effective and how to teach them to providers so
that they can implement them appropriately in their work setting.
The challenge for states is to fund and support such effective technical
assistance networks. As Blasé (2009) points out, the adoption of
evidence-based practices requires on-site coaching and support.

Finally, the development of specific accountability measures within
early childhood systems can impact the level to which children with
special needs are included in programs with typically development
children and the degree to which their individual needs are supported
in these environments. Accountability for results is not a new idea in
the area of early childhood special education. Monitoring systems at
the state and local level have been in place since the passage of Public
Law 99-457 in 1986. However, passage of the Government Perfor-
mance Results Act (GPRA) in 1993 has led to increased accountability
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demands across all sectors of the federal government through require-
ments to document stated results from programs (Harbin, Rous, &
McLean, 2005). Through GPRA, Congress requires federal agencies to
identify specific goals for each program they administer, establish
indicators for those programs, and beginning in 2002, participate in
Program Assessment Rating Tool (PART). PART is an assessment pro-
cess developed and implemented through the Office of Management
and Budget (OMB) to determine the degree to which program results
can be demonstrated. This process was designed to align the GPRA
process with budget decisions.

The increased emphasis on accountability includes results at the
child/student level. This is evidenced by new requirements for
increased student achievement in ESEA and measuring impact of pro-
grams on specific child outcomes in Head Start, early intervention,
and early childhood special education. For example, in early interven-
tion and early childhood special education, OSEP requires state-level
aggregate data on the degree to which children participating in IDEA
Part C and Part B, §619 have met three specific child outcomes. These
outcomes are designed to measure children’s progress against typi-
cally developing peers in (1) positive social-emotional skills,
(2) acquisition and use of knowledge and skills, and (3) use of appro-
priate behaviors to meet their needs (Hebbeler & Barton, 2007).

EARLY INTERVENTION POLICY WITHIN THE BROADER EARLY
CHILDHOOD SYSTEM

The last two decades have seen significant growth in services pro-
vided to young children in the United States, both with and without
disabilities, through public school preschool, Head Start, and child
care programs. Despite tough economic times, the National
Conference of State Legislators reported increased funding of early
childhood efforts during 2009 (Poppe & Clothier, 2009).This expansion
of public and private early childhood programs may be attributed to
two major factors. First, the number of dual- and single-parent families
in the workforce has increased dramatically, which in turn has
increased the need for out-of-home care for working families. Second,
research findings have led to a better understanding of the relation-
ship between high-quality early childhood experiences and later
school and life success (e.g., Gormley, Phillips, & Gayer, 2008; Shonkoff &
Phillips, 2000; Wong, Cook, Barnett, & Jung, 2008).
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As discussed earlier in this chapter, the number and type of pro-
grams for young children is diverse, with program administration
across a number of federal and state agencies. With the increased sup-
port for early childhood programs, there has also been a renewed
focus on ensuring various federal and state programs for young chil-
dren engage in more collaborative efforts. Interestingly, the push for
collaboration across programs has shifted in terms of the primary ini-
tiators of the collaborative efforts. In the late 1980s and early 1990s,
there were several initiatives in early childhood special education to
bring other “early childhood partners” to the table to support the
inclusion of young children with special needs in their programs and
services. This was especially crucial in the area of transition of young
children into school programs (e.g., Rosenkoetter, Hains, & Fowler,
1994; Rous, Hemmeter, & Schuster, 1994). More recently, there have
been increased efforts to support “cross-sector” collaboration by early
childhood educators. These efforts have been spurred by recognition
of the increasing diversity of young children (e.g., cultural, ethnic,
language, and ability) in public preschool, Head Start, and child care
programs and the need to provide specific supports and expertise to
these programs for meeting these diverse needs (Smith, Miller, &
Bredekamp, 1998).

These efforts have received significant support at the federal level
through the Early Learning Challenge Fund initiative (U.S. Depart-
ment of Education, 2009), which focuses on supporting states in devel-
oping more integrated and collaborative systems for early learning
across states. This focus on cross-sector collaboration was combined
with the growth of early care, intervention, and education programs
across the country. The initiative is designed to provide new opportu-
nities at the state and local levels to engage in meaningful dialogue
around critical issues for children with special needs within the
broader early childhood systems. This is seen as especially important,
given the fragmented nature of the early care, intervention, and educa-
tion system in the United States. There is a need to ensure the inclusion
of young children with disabilities in all aspects of these systems,
including professional development, quality initiatives such as state
Quality Rating and Improvement systems and program standards,
and accountability efforts such as child outcome reporting, state data
systems, and early learning guidelines/standards (Buysse & Hollings-
worth, 2009). The specific components included in the proposed 2009
Early Learning Challenge Fund can be used as a framework for these
important conversations (as outlined in Table 2.1).
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Table 2.1

Early Childhood Intervention

Key Considerations for Children with Special Needs within

the Broader Early Childhood System Components

Early Learning Challenge Fund
Component’

Key Issues or Considerations for
Children with Special Needs

Aligned early learning and
development standards that lead to
school readiness and are integrated
with program quality to guide
curriculum and program
development

An evidence-based quality rating
system structured with progressive
levels of quality—which may be used
across early learning settings and
programs

An effective system of program
review, monitoring, and
improvement applied across all
programs and settings

An evidence-based system of
professional development to prepare

an effective and well-qualified

workforce of early educators, including
appropriate levels of training, education,
and credentials

¢ Representativeness of a range of
ability levels in standards including
children who have significant and/or
multiple disabilities

Consideration for developmental
patterns of young children with
disabilities and the range of
environments in which young children
with disabilities are served

Linkages between evidence-based
practice and intervention strategies
that have been proven effective for
young children with disabilities

Needs of young children with
disabilities are explicitly addressed in
Quality Rating and Improvement
Systems (QRIS) standards

Range of physical, social, and
developmental needs of children with
special needs are addressed
Program standards developed by
professional associations for children
with special needs included and
referenced (e.g., Division for Early
Childhood; Occupational Therapy
Association) are referenced

Indicators required for state
monitoring through the Office of
Special Education Programs (OSEP) are
integrated within the system

Guidelines/standards and evidence-
based practices are embedded across
professional development activities
implemented at both the preservice
and in-service levels across systems

* Needs of providers serving children
with special needs are considered in
core content across settings

(Continued)
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Table 2.1 (Continued)

Early Learning Challenge Fund Key Issues or Considerations for
Component’ Children with Special Needs

Strategies for families and parents to ¢ QRIS systems include specific information
better assess quality in their child’s early  on programs that provide inclusive

learning program and better support services for children across a range of
their child’s learning disabilities

Systems to facilitate screening and e Systems are in place to reduce
referrals for health, mental health, duplication of effort in screening and
disability, and family support diagnosis of children with disabilities

based on eligibility criteria

A coordinated zero-to-five data infra-  ® The needs of children with a range of
structure to collect essential information  disabilities is considered in the

on where young children spend their identification of assessments and
time and the effectiveness of programs ~ measures
that serve them e The multiple environments in which

children may be concurrently served is
considered in development of data

systems
An age- and developmentally ® Recommended practices related to
appropriate curriculum and assessment  curriculum and assessment developed
system that is used to guide practice, by professional associations for children
improve programs, and inform with special needs are included and
kindergarten readiness referenced (e.g., Division for Early

Childhood; Occupational Therapy
Association)

'Components are presented at: http://www2.ed.gov/about/inits/ed/earlylearning/elcf
-factsheet.html.

LEADERSHIP IMPLICATIONS AND RECOMMENDATIONS
FOR POLICY AND PRACTICE

State and local leaders play a critical role in designing and implement-
ing early intervention service structures that support the inclusion of
young children with special needs. Given the current context of
cross-sector services and supports, those in leadership positions have
an obligation to seek, understand, and implement evidence-based
leadership skills. However, many times, leaders in the field of early
childhood rise to leadership positions through their content knowl-
edge in early childhood and/or basic managerial skills without the
benefit of professional development in the area of leadership.
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Hundreds of books, articles, and documents provide definitions
and descriptions of quality leadership (e.g., Bolman & Deal, 2008;
Covey, 1991). Definitions of good leaders have been provided across
disciplines (e.g., business, education) and typically take the form of
descriptions of the qualities, skills, or competencies that leaders must
have. Leaders are defined as either effective or ineffective. Kagan and
Bowman (1997) defined the role of leadership in early childhood pro-
grams by presenting five dimensions of leadership: (1) pedagogical,
(2) administrative, (3) advocacy, (4) community, and (5) conceptual.
These dimensions provide a general framework, but do not differenti-
ate between administration/management, which involves the day-to-
day operation of a program, and leadership, which involves an ability
to influence stakeholders towards accomplishing organizational goals.

The U.S. Department of Education identified five dimensions of
leadership key to sustain reform efforts that can provide insights for
today’s early childhood leaders (U.S. Department of Education, 1996)
to make significant progress within the context of today’s cross-sector
early childhood environment, especially toward a goal of ensuring
more inclusive opportunities for young children, a report on leader-
ship, and school reform. These dimensions include (1) partnership
and voice; (2) vision and values; (3) knowledge and daring; (4) savvy
and persistence; and (5) recognition that personal qualities such as
passion, humor, and empathy play a role in effective leadership. The
first, partnership and voice, involves the ability of early childhood lead-
ers to gather information from a wide variety of stakeholders and
include those stakeholders in all aspects of the program. The second
dimension, vision and values, requires early childhood leaders to be
clear about the vision for early childhood services and to work with
other partners to keep that vision alive by working in partnership to
sustain the values that support it. Third, knowledge and daring requires
leaders to be willing and able to take risks, such as implementing a
new curriculum or technology. However, they need to be able to bal-
ance this risk-taking so that risks are calculated based on the develop-
ment and sustenance of evidence-based practice and emerging
knowledge in the field. Fourth, being savvy and persistent involves lead-
ers having an understanding of how the system works and the ability
to promote cooperation across the system. To this list, we would add
the important characteristics associated with effective collaborative
leadership. As noted earlier, the early childhood world is comprised
of many early childhood and early intervention systems and programs
that need to work together to ensure all children’s and families” needs
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are met and effective inclusive services are available to children with
disabilities. This requires that programs work together to build a uni-
tied system (Hayden, Frederick, & Smith, 2003).

The current approach to building leaders in the field of early inter-
vention, as well as early childhood, needs focused attention. As the
interest in supporting early childhood programs continues to grow,
the field must shift from an on-the-job training model to a more coor-
dinated and planned approach to identifying what early childhood
leaders need to know to be effective and providing clear pathways
for building leaders and ensuring they have acquired those competen-
cies, knowledge, and skills. The current approach in early childhood
stands in contrast other comparable fields, like education, in which
there are clear delineations of the skills and competencies required
for school leaders. Through the Interstate School Leaders Licensure
Consortium (ISLLC), six standards (Figure 2.1) were designed to
reflect current research in educational leadership and provide a frame-
work for research, policy, and practice, as well as professional

Figure 2.1 ISLLC Educational Leadership Policy Standards

1. An education leader promotes the success of every student by facilitating
the development, articulation, implementation, and stewardship of a
vision of learning that is shared and supported by all stakeholders.

2. An education leader promotes the success of every student by advocat-
ing, nurturing, and sustaining a school culture and instructional program
conducive to student learning and staff professional growth.

3. An education leader promotes the success of every student by ensuring
management of the organization, operation, and resources for a safe, effi-
cient, and effective learning environment.

4. An education leader promotes the success of every student by collaborat-
ing with faculty and community members, responding to diverse com-
munity interests and needs, and mobilizing community resources.

5. An education leader promotes the success of every student by acting
with integrity, fairness, and in an ethical manner.

6. An education leader promotes the success of every student by under-
standing, responding to, and influencing the political, social, economic,
legal, and cultural context.
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development and credential systems for educational leaders (Council
of Chief State School Officers, 2008).

Following a similar model in early childhood special education
would require rethinking our current certification and credentialing
systems to embed leadership content particularly at the master’s and
doctoral level. Identifying key knowledge, skills, and competencies
constitutes the first steps. One such effort in this area was Project Lead,
a leadership grant funded through the United States Department of
Education, Office of Special Education Programs (OSEP). Through this
project, a set of early intervention—early childhood leadership compe-
tencies were developed that were aligned with the ISLLC standards
(Harbin, Neal, & Malloy, 2003). These standards include knowledge,
dispositions, and practices across seven leadership dimensions: peda-
gogical, organizational, human resources, collaborative, political, sys-
tems, and symbolic.

Designing more explicit leadership standards and programs can
help us support leaders better able to address ongoing issues in the field
of early intervention at the system level. They will be able to respond to
the changing political context. They will be responsive to current
research and contribute to a research agenda that can focus on broader
issues that affect policy and practice. For example, currently in early
intervention, we have divergent structures at the state levels for ser-
vices for infants and toddlers (e.g., vendor versus agency-based
systems; primary versus team-based provider models; dedicated ver-
sus primary service coordination; Good, Lazara, & Danaher, 2008).
However, little attention has been paid to the effectiveness, advantages,
and disadvantages of these structures. These are key policy issues that
need to be addressed if we are to build an effective system of services
for young children with disabilities and their families.
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Chapter 3

Early Intervention: International
Policies and Programs
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vention as it is implemented and interpreted around the world.

This chapter reviews the international political and practice envi-
ronments for serving young children who are at risk of developing
disabilities or have diagnosed disabilities. It describes international
laws, conventions, and agreements that cover the rights of children
with disabilities and the policies and practices that provide support
and services to these populations in a diverse sample of countries.
These countries include Canada, Russia, China, New Zealand, Brazil,
and South Africa.

I n our globalized society, it is important to understand early inter-

CHILD RIGHTS-BASED INTERNATIONAL POLICIES

A common definition is useful to analyze global policies on disability.
According to the Convention on the Right of Persons with Disabili-
ties, Article 1: “Persons with disabilities include those who have long-
term physical, mental, intellectual, or sensory impairment which in
interaction with various barriers may hinder their full and effective
participation in society on an equal basis with others” (prepared by
UN Web Services Section, Department of Public Information, United
Nations, 2006). However, the definition used in each country varies.
Often there may be no universally agreed-upon definition, or the defini-
tions of disability may vary among a country’s policies. For purposes of
this chapter, we follow the standard of the Convention of the Rights of
the Child, which outlines the human rights entitlements of all children,
regardless of their abilities.
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THE CONVENTION ON THE RIGHTS OF THE CHILD

The 1989 Convention on the Rights of the Child (CRC) sets a human-
rights standard by which to judge the treatment of, and services for,
children in all countries. To date, 193 countries have ratified the CRC.
Every member of the United Nations (UN) has ratified it except the
United States and Somalia (United Nations Children’s Fund
[UNICEF], 2008). The CRC identifies minimum political, civil, social,
and economic rights to which all children are entitled. These rights
are considered by the CRC to be essential, universally accepted, and
nonnegotiable by any government. Governments that support the
CRC share responsibility to ensure the rights of all children are
guarded and respected. The CRC is based on four principles: Nondis-
crimination; devotion to the best interests of the child; the right to life,
survival, and development; and respect for the views of the child. The
CRC is the first globally recognized legal document that focuses on the
unique needs and vulnerabilities of individuals under age 18.

The CRC recognizes that a supportive and nurturing environment
is essential for a child to develop to his or her fullest potential, and this
environment is created by social, cultural, political, economic, and
civil rights (United Nations Educational, Scientific and Cultural
Organization [UNESCO], 2009). Articles 27-29 require countries that
have pledged support to the CRC to recognize a child’s right to basic
education at an appropriate level for the child, and a standard of living
that is sufficient to allow the child to develop physically, mentally,
spiritually, morally, and socially (UNICEEF, 2008).

Article 23 of the CRC pertains to children with special needs. Part I
assures that governments accepting the CRC recognize and protect the
basic rights of children with disabilities and ensure their full and active
participation in society. Part II states that any child with special needs
should be informed of, and receive, appropriate care and services,
subject to available resources. Part III removes financial barriers to care
by stating that assistance should be provided to families at no cost,
whenever possible, while “taking into account the financial resources
of the parents or others caring for the child.” This covers education,
health care, rehabilitation, employment training and assistance, re-
creation, and cultural, social, and spiritual development opportunities.
Part IV of Article 23 states that all countries supporting the CRC should
openly share knowledge and best practices, with the intention of
enhancing the capacity of under-resourced countries (United Nations
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Office of the High Commissioner for Human Rights [UNOHCHR],
1990; UNICEE, 2008).

The CRC may be either supported or ratified. Countries that sup-
port it express a commitment to recognize and protect children’s
human rights. Countries that ratify the CRC are legally bound by the
United Nations and the other supporting countries to uphold their
commitment; however, the specific policies and practices used in each
nation are subject to that country’s need and interpretation. All actions
that supporting or ratifying countries undertake must be in the best
interests of children.

The CRC is significant because it represents a global promise to rec-
ognize and protect the rights of all children. However, it also acknowl-
edges the challenges some countries may face as they attempt to meet
the needs of children with disabilities. These challenges may stem
from limited economic resources, a lack of trained professionals, pub-
lic stigma, superstitions or misinformation about disabilities, political
unwillingness, or other reasons. CRC is useful as a rallying tool that
establishes global goals for advocates and supporters of children with
all types of special needs. It focuses attention on the issues affecting
these children and the commitment all countries should make to
advance their quality of life. However, the CRC does not require or
guarantee a supporting country will implement steps to achieve these
goals. Each country that subscribes to the convention must consider
how it can meet the CRC goals given its unique population and eco-
nomic, political, and social contexts.

OTHER INTERNATIONAL POLICIES INFLUENCING
CHILD RIGHTS

International legislation specific to early intervention is rare; however,
the principle of universal human rights can be used to judge the poli-
cies and programs offered in individual countries. The following poli-
cies that frame education, health care, and access to equal public
services as human rights show an evolution in international laws and
regulations that affect children with disabilities.

The 1948 Universal Declaration of Human Rights, Article 25(2),
recognizes childhood as a time that merits special care, assistance, and
protection (United Nations, 1948). Acceptance of the Universal Declara-
tion shows political support for equality for all people of all countries,
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ethnicities, genders, religions, and socioeconomic backgrounds who
should be respected for their essential worth as human beings. A state
that accepts the Universal Declaration chooses to become legally obli-
gated by it, and the United Nations has established mechanisms that
hold governments accountable for human-rights violations.

Many international policies regarding children focus on their right to
education. In the forward to A Human Rights Based Approach to Education
for All, Vernor Mufioz, UN Special Rapporteur on the Right to Educa-
tion, describes education as the primary vehicle by which economically
and socially marginalized adults and children can lift themselves out of
poverty and obtain the means to participate fully in their communities
(UNICEEF, 2007). Similar statements appear in such treaties as the
United Nations Educational, Scientific, and Cultural Organization’s
(UNESCO) Convention against Discrimination in Education (1960),
the International Covenant on Economic, Social, and Cultural Rights
(1966), and the United Nations Convention on the Rights of the Child
(1989) (UNICEEF, 2007). These policies show the international commu-
nity that education is a human entitlement to which children with spe-
cial needs should not be excluded; indeed, education may be the only
available vehicle through which vulnerable or marginalized children
can achieve a better quality of life.

One policy specific to children with disabilities is the “Declaration
on the Rights of Disabled Persons” (the Declaration) adopted by the
United Nations General Assembly (UNGA) in 1975. The Declaration
describes the rights of persons with disabilities to receive services tail-
ored to their particular needs, the right to appropriate treatments, and
the right to environments and living conditions that are appropriate
but are as equivalent as possible to those of their contemporaries.
The Declaration also promotes integration of mixed-ability individ-
uals, thereby representing a philosophical shift towards inclusion
(United Nations, 1975; World Health Organization, 2005; World Health
Organization Regional Office for Europe, 2005). The UNGA went on to
establish 1981 as the International Year of Disabled Persons, a move
that emphasized global public awareness, disability prevention, reha-
bilitation, and equal opportunities for all (United Nations Enable
Convention on the Rights of Persons with Disabilities, 1976). The year
led to the formation of the World Program of Action Concerning
Disabled Persons (WPA), adopted in 1982. The WPA is a global strat-
egy to prevent disabilities, improve rehabilitation, and equalize oppor-
tunities. Like its predecessors, the WPA frames equality for individuals
with disabilities as a human-rights issue that requires national,
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regional, and international action and support (United Nations Enable,
1982).

In 1990, a global commitment to education was renewed by
representatives from over 300 countries and nongovernmental organi-
zations in Jomtien, Thailand, at the World Conference on Education
for All. The resulting Jomtien Declaration on Education for All
extended the right of basic education to early childhood by affirming
that learning begins at birth and that early childhood care and educa-
tion (ECCE) is an integral part of basic education. It recognized that
ECCE should be provided in multiple settings, including the home
and community (Article 5). The Jomtien Declaration cites children’s
rights and needs for educational opportunities to develop academic
skills and the values, attitudes, knowledge, and skills they will need
to survive and thrive into adulthood. The Jomtien Declaration pays
special attention to vulnerable groups such as children with disabilities
(UNESCO, 2009). The Jomtien Declaration was supported in 1993, the
48th session of the UNGA, which adopted the Standard Rules on
Equalization Opportunities for Persons with Disabilities. This agree-
ment is not legally binding, but the Standard Rules are used as a
policy-making tool and establish a political and moral commitment to
achieve equal opportunities for individuals with special needs. Several
of the Standard Rules impact young children with special needs and
mirror aspects of the modern early intervention model. For example,
Rule Two outlines the need for states to provide multidisciplinary
professional teams for the early detection, assessment, and treatment.
Rule Three focuses on appropriate rehabilitation techniques that
ensure the full and equal participation of the individual in society. Rule
Six recognizes that very young children and preschool-aged children
need special consideration in education through inclusive, culturally
sensitive, and appropriate pedagogy designed to meet individualized
needs (United Nations Enable, 1993).

International support for child rights continued throughout the
1990s. In 1994, over 300 representatives from 92 governments and 25
international organizations met in Salamanca, Spain, under the aus-
pices of UNESCO, to further the objective of Education for All. The
Conference adopted the Salamanca Statement on Principles, Policy,
and Practice in Special Needs Education and a Framework for Action.
These documents highlight the principles of inclusion and recognize
the need to work toward schools that include all children, embrace
differences, support learning, and respond to individual children’s
needs. This step was an important contribution to the goal of
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achieving Education for All and sets a standard for inclusive and equal
services. UNESCQO'’s 2009 report, Policy Guidelines on Inclusion in Educa-
tion, is an update on the movement toward inclusive education, a
major step toward universal education for all children. This document
defines inclusive education broadly, discusses its educational and
social value and cost-effectiveness, and identifies challenges to design-
ing and implementing inclusive education systems (UNESCO, 2009).

In April 2000, over 1,000 people from 164 countries attended the
World Education Forum in Dakar, Senegal, and ultimately adopted
the Dakar Framework for Action, Education for All. The Dakar Frame-
work affirms a right to free and compulsory primary education for all
children regardless of limited resources in their home country (para-
graph 10). This represented a step forward because participating coun-
tries dedicated themselves to expansion and improvement of early
childhood care and education with particular focus on the most “vul-
nerable and disadvantaged children” (paragraph 7; UNESCO, 2009).
In late 2007, UNESCO published Education for All Global Monitoring
Report on global progress toward meeting the universal education
goals that were outlined in 2000. This report indicates a significant
increase in primary school enrollment, from 647 million in 1999 to
688 million in 2005. Despite this progress, more than 50 countries will
not meet the goal of universal primary education by 2015, and gender
disparity in attendance of primary school remains a global program.
Furthermore, the focus on improving primary education has over-
shadowed efforts in early childhood education despite research sup-
porting the importance of investing in this crucial early period of a
child’s development (UNESCO, 2007).

The last major international policy covered here, the Convention on
the Rights of Persons with Disabilities (the Convention) and its
Optional Protocol (a related document that outlines procedures that
may be used by countries adopting the Convention), was adopted in
December 2006 by the United Nations. It is the first comprehensive
human rights treaty of the twenty-first century and reflects the evolu-
tion from viewing persons with disabilities as charity recipients to
accepting them as individuals who are knowledgeable of their rights,
capable of claiming those rights, and active members of society.

Each of the policies described here outlines principles that countries
should strive to follow and not contradict through national-level laws
or actions. The policies have wide-ranging goals with vast differences
in implementation and the level of achievement reached in supporting
countries. Some of them include qualifications, such as being subject to
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available resources, which provide countries a necessary means to
show support, but not meet, the ideal described by international stan-
dards. Even with their limitations, these policies are advantageous
because they draw global attention and coordination action to meet
the educational, health, social and other needs of all children. Coun-
tries that represent every geographic area of the world were chosen
to illustrate how each country has interpreted and implemented
global- and national-level policies. Although executed in disparate
cultures, political contexts, and economic conditions, all of the efforts
described in this chapter seek to improve the health, well-being, and
education of all children with unique and diverse needs.

COUNTRIES

Canada
Background and Demographics

At 3.8 million square miles, Canada is the world’s second-largest coun-
try physically. It is a highly developed industrial society with a popula-
tion of 33.5 million. The majority of the population is of British, French,
or other European descent, while smaller percentages of people identify
with Amerindian, Asian, African, Arab, or mixed background (United
States Central Intelligence Agency, 2009b). Overall, Canadians enjoy a
high quality of life, long life expectancy, and a low infant mortality rate
(United States Department of State, 2008).

Each of Canada’s provinces (similar to states in the United States)
and territories administer child care services that typically include
preschools, center-based child care, and regulated family child care.
These jurisdictions are also responsible for kindergarten starting at
age 5. While kindergarten is seen as a public responsibility, preschool
services for children under age 5 are viewed as a private matter. There
is a wide range in quality, type, and availability of early childhood
services among Canada’s regions, and it is generally agreed that no
region has a model system that meets the needs of most children and
families (Friendly, 2007).

Key Early Intervention Issues and Prevalence

The prevalence of early childhood disability is difficult to measure
because of delayed diagnosis and underreporting, but it is estimated
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that there are 26,210 Canadian children with special needs between
birth and age 4 (Max Bell Foundation, 2006). The majority of these chil-
dren are classified with a “delay,” followed by hearing and vision
impairments (McGill University & Yaldei Development Center, 2006).
The Canadian Human Resources and Skills Development program’s
2008 report Advancing the Inclusion of People with Disabilities states
that the disability rate has increased from 12.4 percent in 2001 to
14.3 percent in 2006 (affecting approximately 4,417,870 individuals in
2006). Most of this increase is due to an aging population; however,
the rate of childhood learning disabilities also increased significantly
(Government of Canada, 2008).

National Early Intervention Policies and Programs

Canada now has federal legislation specific to disabilities, leaving many
of Canada’s provinces to enact their own policy and practice (Burns and
Gordon, 2009). The national government, particularly the Department
of Justice and the Canadian Human Rights Commission, promotes
and supports the rights of individuals with disabilities to social inclu-
sion and active participation in society through a number of initiatives
and a comprehensive legal framework. In the 1980s, the government
enacted the Canadian Charter of Rights and Freedoms (1982) and the
Canadian Human Rights Act (1985), legal measures to protect equal
rights and freedom from discrimination for all, including discrimina-
tion based on physical or mental disabilities (Government of Canada,
2008). Canada supported human rights globally by drafting the United
Nations Convention of the Rights of Persons with Disabilities
(Government of Canada, 2008). It has also made a commitment to
increasing community living, but each of the 13 provinces and territo-
ries of Canada retain individual choice about institutionalization.
Currently, British Columbia, Ontario, and Newfoundland have closed
all their institutions. However, other provinces and territories are
actively funding and building them (S. Rattai, personal communication,
January 12, 2010).

Canada has a number of national policies that support prevention or
amelioration of developmental delays and disability in young children
through poverty reduction and family support. Physical and mental
health and social assistance services are viewed as part of the larger sys-
tem of economic and social supports provided to Canadian families.
Children’s preventative health services are supported by a national
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health system and insurance plan. Children receive well-baby services
by the family’s primary care physician and free home-visiting pro-
grams that are provided to all families. Mothers, and to some extent
fathers, receive six months of paid leave from employment around the
birth of a child (Kamerman, 2000).

In 2000, the national government agreed to provide $500 million
Canadian per year to provinces and territories to improve and expand
their early childhood development services for children under age 6
(Government of Canada Federal, 2004). The provincial and territorial
governments, excluding Quebec province, which manages its own
social affairs, are required to focus on four national action areas.
Each government has different approaches and programs, but all use
a common reporting measure to promote comparison. The action
areas are:

¢ Promote healthy pregnancy, birth, and infancy

¢ Improve parenting and family supports

¢ Strengthen early childhood development, learning, and care

¢ Strengthen community supports (Government of Canada
Federal, 2004)

Early childhood education services consist of child care during
parental work hours and preschool programs that teach and socially
prepare children for school. Both services are publicly subsidized
and provide preference to children from low-income families and
those with developmental delays or other special needs (Kamerman,
2000). Canada also has a Universal Child Care Plan (the Plan) and Uni-
versal Child Care Benefit, which allows parents the choice of the most
appropriate type of child care and provides financial resources for
parents regardless of their location, circumstances, or preferences
(Government of Canada, 2009).

Canada has a nationally known, community-based early interven-
tion effort, the Better Beginnings Better Futures project, which was
designed to reduce emotional and behavioral problems in young chil-
dren. The model relies on significant parent and community participa-
tion and uses strategies chosen by the beneficiaries (Peters, 2004).
Evaluations of the program have shown decreases in social and emo-
tional problems, improved health outcomes, increased preventive
health care use, and increases in linking young children with early
intervention and other services (Peters, 2000).



46 Early Childhood Intervention

Russia
Background, Demographics, and Prevalence

The Russian Federation spans the largest area of any country. As of
2009, its population is an estimated 140,041,247, with 14.8 percent
under the age of 15 (United States Central Intelligence Agency,
2009d). Poor economic conditions are widespread in Russia, especially
in rural areas. According to UNICEEF statistics, Russia has one of the
highest infant mortality rates (under age 1) in Eastern Europe at 13
per 1,000 live births in 2007 (UNICEEF, 2009).

There are special considerations in Russia with regard to vulnerable
children. The first is the number of children living in state-run institu-
tions and on the streets. Although labeled as orphans, many of these
children have been abandoned by their parents or live on the streets
due to domestic abuse. USAID reports that in 2007, there were almost
732,000 children in orphanages, and 2 million to 4 million street or
neglected (“unsupervised”) children in Russia (Telyukov & Paterson,
2009).

The second special consideration is the high number of children
with disabilities. UNICEF reports that 2.5 percent of Russian children
are registered as having a disability with the health and social security
authorities. There are over 62,000 children with disabilities in Russian
state institutions as of 2002. However, many institutionalized children
with disabilities are not registered with the social security admini-
stration. In actuality, UNICEF estimates that there were 174,432
children with disabilities in Russian institutions in 2002 (UNICEF,
2005).

Key Early Intervention Issues

The national framework for special education was conceived in Russia
when the first schools for children with vision and hearing disorders
were founded by Alexander I in 1806. After the 1917 revolution,
church and state separated, and any kind of charity was forbidden.
As a result, all special education schools and shelters for people with
disabilities, which were usually church-based, lost financial and politi-
cal support (Malofeev, 1996, 2000).

At that time, Russia was experiencing a unique and drastic change in
its political and economic systems, ideology, values, and cultural norms,
along with deep economic crisis and civil war. The new government
took responsibility to educate children with developmental disorders.
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The conditions on which the system of special education in the Soviet
Russia was being formed were tough: there was no education-for-all
legislation and no Individuals with Disabilities Education Act, no
possibility to interact with parents and civil movements, and no philan-
thropy. The only financial resource was the government (Malofeev,
2000).

During the late 1920s and early 1930s, the need for a special educa-
tion system for people with hearing, vision, and mental disabilities
was recognized. This policy was the “General Compulsory Education
Act” created by a resolution passed on July 25, 1930. However, this
document applied only to public schools; therefore, special education
schools were required to follow common school standards that were
applied to all children regardless of their abilities. Those with mental
and physical disabilities were considered “uneducable” and excluded
from public schools. Special boarding schools without any education
programs were founded for these children.

During the 1950s-1990s, a system was established that included
eight types of special education schools and 15 types of special educa-
tion programs. Nevertheless, in reality, not more than 3 percent of all
schoolchildren had the ability to study there. In addition, special edu-
cation schools and properly trained teachers were spread unevenly
throughout the country.

When the Soviet Union collapsed, the country and its people once
again faced fundamental changes in culture, economics, and society.
In 1991, the Russian Federation proclaimed itself a democratic country
and ratified the CRC, the Convention of the Rights of Persons with
Disabilities, and the Rights of Mentally Retarded Persons. Upon ratifi-
cation, attitudes toward people with disabilities were expected to
change. However, the system of care and education for children with
special needs continued to lack the integration of care and education,
identification of children at risk, and early intervention programs.
A great number of children with developmental disabilities were sent
to orphanages and later were raised in boarding schools.

By the time the first early intervention program was established in
Russia, the national demographics, health conditions and quality of life
of children had reached dire states. According to data in the Govern-
mental Report, “On Childhood Conditions in the Russian Federation”
(1994), there was a decrease in the birthrate from 17.2 to 9.4 per 1,000
inhabitants in Russia from 1987 to 1993; an increase in the morbidity
of neonates (173.7 babies per 1,000 live births in 1991 as compared to
82.4 in 1980); and an increased infant mortality rate.
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Until recently, Russian infant facilities in general, and particularly
those for at-risk babies, provided medical assistance but no educa-
tional, psychological, or social-work supports. Therefore, when left in
the family, high-risk children had no access to medical assistance,
and families of babies with special needs had virtually no choice
between a segregated institution and keeping the child at home.
High-risk babies were often taken away from the family and placed
in special, medically oriented institutions. Infant facilities lacked
screening and assessment techniques for infants” development. In
addition, limited current research on infant development was avail-
able for parents or professionals. Until recently, the universities and
pedagogical institutes have focused on training specialists to work
with children over the age of 3. There were no preservice programs
for teachers (including special education) or psychologists for children
in early childhood, and no professional training in such specialties as
motor development or organizing the settings for very young children
(physical and occupational therapy; Muhamedrahimov, 2000).

National Policies and Programs

Since 1991, the government of the Russian Federation passed more
than 300 regulatory acts protecting the rights of children with disabil-
ities. Legislative possibilities for formulating the Early Intervention
Act were created. However, the project itself is in the process of discus-
sion, and modifications are being made according to early intervention
and inclusive education practices since 1992. Russia is one of the few
developed countries that have not yet adopted a nondiscrimination
law that guarantees citizens with disabilities the right to special educa-
tion (extract from a letter to the Government of Russia from the Educa-
tion Academy, 2007). On April 24, 2006, in the course of Parliament
proceedings, three obstacles were outlined: (1) no common system of
early diagnosis or child and family psychological follow-up, (2) diffi-
culties in creating proper conditions for the development of early
intervention programs in state institutions, and (3) teachers were not
trained properly and systematically to work in this field (Policy Brief
of the Russian Academy of Education to the Government of the
Russian Federation, 2007). In 2006, the right to develop policies in the
field of early intervention and the creation of necessary conditions
for them was legalized (122 Federal Law, 22.08.2004) and was pro-
vided to the local and regional governments. Depending on the social



Early Intervention: International Policies and Programs 49

and economic status of the region, the social politics, and the number
of specialists available, several key trends exist (Razenkova, 2009):

1. Integrating professional training initiatives into regional laws
and distribution of evidence-based early intervention models.
This trend has existed in St. Petersburg since 1991.

2. Initiatives to legally require early intervention programs stem
from the regional government. During this time, various mod-
els of serving children and their parents are being created
(Moscow, Samara region, Krasnoyarsk region). In these cases,
programs are opened as branches of existing state institutions
of the education, health, and social defense systems.

3. The development of separate non-state initiatives serving chil-
dren with special needs and their parents is essentially
financed by international grants. Usually, non-state initiatives
are a cooperation of the nongovernmental organization
(NGO) and the government institutions (Downside Up, the
charity fund, Moscow; The National Foundation for the
Prevention of Cruelty to Children [NFPCC], Moscow).

In November 2009, the Russian government, in cooperation with
UNICEF Russia, launched a series of Children’s Rights public service
announcements (PSAs). These PSAs were broadcast via video, bill-
boards, and magazines and were scheduled to run through March 1,
2010, in commemoration of the 20th anniversary of the Convention of
the Rights of the Child (UNICEF, 2009). The announcements empha-
size societal responsibility to all children, especially children at risk.

China
Background and Demographics

The People’s Republic of China (PRC) is a vast and diverse country cul-
turally, economically, and geographically, which is influenced by both
Eastern and Western traditions. Many ethnic groups comprise its popu-
lation of about 1.3 billion (United States Central Intelligence Agency,
2009c). The country is divided into 22 provinces, 5 autonomous areas,
4 municipalities, and a special administrative region. National reforms
since the late 1970s have improved the standard of living throughout
PRC, but disparities between regions are great. The coastal areas and
eastern provinces are more populated and developed than the eastern
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and rural areas (Tsai-Hsing, McCabe, & Bao-Jen, 2003). Many children
live in rural and underresourced communities (McLoughlin, Zhou, &
Clark, 2005).

Historically in PRC, children with disabilities were viewed as soci-
ety’s responsibility and were accorded public sympathy, yet these chil-
dren rarely received education outside of the home until the first
schools for the blind and deaf were built by Western missionaries in
the late 1800s (Chen, 1996). Prior to their creation, cultural norms and
government policies often excluded children with disabilities from
public education. In the last 60 years, dramatic and fundamental eco-
nomic, social, and cultural changes occurred in PRC that affected the
availability of services for children with a range of abilities. Social,
political, and economic reforms in the late 1970s resulted in a growing
acceptance of differences of ability, which led to changes in the educa-
tion system that offered more support for children with special needs
(McCabe, 2003).

Key Early Intervention Issues/Prevalence

The contemporary concept of disability is defined in the 1987 National
Survey on the Status of Disability (NSSD). A number of factors make
accurate estimation of prevalence of childhood disability difficult.
PRC lacks well-designed, large-scale studies and an organized collec-
tion of national statistics on early childhood disabilities. There is no
standard measure of child development in PRC, and the data from
Western tools that have been adapted to the local culture are not
always interpreted correctly, and few professionals are trained to
administer these tests (McLoughlin et al., 2005). Many children with
disabilities are delayed in receiving diagnosis and treatment due to
the cultural perception that a medical professional should identify a
disability rather than a caregiver or educator (McLoughlin et al., 2005).

The prevalence of disabilities in children birth to 4 years is 2.9 percent,
and the most common disabilities are hearing impairment, intellectual
disability, and physical impairment (Asia-Pacific Development Center
on Disability, 2002). The NSSD estimated there were 2.46 million special
needs children under age 6 (Epstein, 1992; Gargiulo, 1996, Odom, 2003;
Tsai-Hsing et al., 2003). Preliminary findings of the second National
Survey (2006-2007) show the proportion of disabled persons to the
total population has increased since 1987 (China Disabled Persons’
Federation, 2006). A 2002 survey estimated that 4.3 million people live
with disabilities in PRC. Its immense population makes PRC the
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country with the most individuals with special needs. Stratford and
Ng (2000) estimate that a child with a disability is born in PRC every
40 seconds, or about 2,000 births per day. This is striking, considering
the United States Census Bureau estimates that one child—with or
without a disability—is born every seven seconds the United States.
A reported 62.5 percent of the country’s children with special needs
receive education (Asia-Pacific Development Center on Disability,
2002). About 15 percent of those students attended special education
schools, 8 percent attended specialized classes, and over 77 percent
were educated in regular classes. However, many children with special
needs did not attend any school due to a lack of sufficient school place-
ments and teachers, classrooms, and trained teachers (McCabe, 2003).

National Early Intervention Policies and Programs

The value placed on education by Chinese culture and the push for
compulsory education has led to policies that increase access to appro-
priate early education for children with special needs. The Compul-
sory Education Act of 1986 required all levels of government to
provide nine years of education to all children in general or special-
ized schools or classes (Chen, 1996; Disability Rights Education and
Defense Fund, Seventh National People’s Congress, 1986).

The 1990 Law of the People’s Republic of China on the Basic Protec-
tion of Disabled Persons was the first legislation to encourage special
education programs in early childhood in addition to elementary
schools (Disability Rights Education and Defense Fund, Seventh
National People’s Congress, 1990). Article 25 states that preschools
and primary and junior high schools must accept students with dis-
abilities who are “able to adapt themselves to life there.” For children
who do require specialized services or classrooms, Article 26 adds that
preschools and schools must provide for those children’s needs
through schools dedicated to children with disabilities or specialized
classrooms attached to general education schools or welfare institu-
tions (Disability Rights Education and Defense Fund, 1990).

The Compulsory Education Law (1986) led to better integration of
children with special needs into general education classrooms. Often,
basic education is achieved in inclusive classrooms to due to practical
necessity. The concept of inclusion is called Suiban Jinudo, and initially
resulted from the inability of many schools in resource-constrained
or rural areas to build special schools. Thus, these villages integrated
all children into general education classrooms. However, few teachers
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are trained in special needs instruction techniques, and there is little
oversight of the implementation of Suiban Jiudu in schools (Pang,
2006).

Many localities have begun the integration in preschool (atage 31/2),
believing earlier integration will assist primary schools to better
educate all children with minimal modifications necessary (McCabe,
2003; Pang, 2006). To integrate at the preschool level, a variety of
approaches have been used, including: completely integrated class-
rooms; integrated classrooms that use instructional modifications or
segregate children for some activities; and others that have developed
counterpart arrangements between general education schools and
those with special education programs (McCabe, 2003).

Children’s rights were extended into early childhood through the
Law on the Basic Protection for the Disabled and the Regulations on
Education for Persons with Disabilities (1994), which identified
national policy goals to develop and improve services for individuals
with special needs and prioritized the development of early interven-
tion programs (Chen, 1996). Together, these policies led to an increase
in the number of children with special needs attending preschools
(Pang, 2006; McCabe, 2003). Early intervention services are delivered
in a variety of ways, including public or private schools, rehabilitation
centers, and other organizations. Currently, many services are deliv-
ered in early intervention classes within special education schools,
but more and more schools are integrating general education and spe-
cial needs students (Tsai-Hsing et al., 2003; McLoughlin et al., 2005).

PRC uses some of the early intervention models developed in the
United States and other Western countries, such as the Head Start
model, to intervene on behalf of young children with disabilities and
those who are at risk (Tsai-Hsing et al., 2003). However, economic
and material resources can be scarce, especially in rural areas that
often lack trained professionals and interdisciplinary agencies to con-
duct interventions (Tsai-Hsing et al., 2003). However, since the 1980s,
PRC has made substantial progress toward developing early interven-
tion and special education programs in rural and resource-constrained
areas (Deng, 2004; Tsai-Hsing et al., 2003). Since then, more commun-
ities have begun to offer preschool programs for children with special
needs, and many children with mild to moderate disabilities were
included in general preschool classes. While the number of early child-
hood intervention and special education services is growing, there is
much work to be done to increase the capacity and quality of services
(Odom, 2003; Tsai-Hsing et al., 2003; Zhao, Guo, & Zhou, 1997).
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Parents have played an important role in improving early interven-
tion and special education services in PRC, but on the whole, parents
and providers could improve their partnership. Parents have lobbied
effectively for the creation of community schools for children with dis-
abilities, yet special education teachers often struggle to establish rela-
tionships with some parents due to the parental perception that
teachers are the authorities whose expertise should be respected. Some
parents also feel shame at having a child with a disability and do
not draw attention to it (McCabe, 2003). As in other countries, many
Chinese households have two working parents or face economic hard-
ship, making parental involvement challenging (Tsai-Hsing et al.,
2003). Some programs also offer education and support for parents of
children with special needs.

PRC’s policy of limiting the majority of couples to having only one
child (known as the “One Child Policy”) has influenced some parents’
relationships with their children. When a firstborn child has a disabil-
ity, parents may apply for permission to have a second child. Although
some families have abandoned a child born with disabilities, many
others have been able to devote significant time, attention, and re-
sources to their child with special needs. In many families, four grand-
parents and two parents are all available to offer one child a wealth of
care and support (Tsai-Hsing et al., 2003).

New Zealand
Background and Demographics

New Zealand is a small but growing agricultural country with a pop-
ulation of 4,280,000 and a beautiful and diverse terrain. The majority
of the population is descended from Europeans, Maori, Asian, and
other Polynesian Pacific heritages. Education is compulsory from ages
6 to 16. The country enjoys a low infant mortality rate and high life
expectancy. New Zealand is led by a prime minister and is an indepen-
dent member of the Commonwealth of Nations, a group of countries
that were formerly British colonies (New Zealand Statistics, 2006).

Incidence and Prevalence

The 2006 census reports the population birth to age 4 was approxi-
mately 286,000, with an estimated 5.2 percent prevalence of all disabil-
ity in this group. About four-fifths of these children receive supportive
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services (New Zealand Statistics, 2006; Dalziel, 2001). The most
common types of disability are chronic conditions and diseases that
existed at birth, which affect 4 percent of children, and psychiatric or
psychological disorders, affecting 2 percent. An estimated 5 percent of
children required special educational considerations due to a chronic
health problem, or a learning or developmental disorder. Data are also
kept on other common disability types such as speech, sight, hearing,
and intellectual disorders. Fifty-two percent of children had a single
disability, while 48 percent had multiple disabilities. Eighty-six percent
of these children require “low” (41%) to “medium” (45%) level sup-
ports (Bascand, 2006).

The New Zealand Disability Strategy

The New Zealand Disability Strategy (the Strategy) outlines steps to
achieve an inclusive society that supports full participation of all peo-
ple with any type of disability. The Strategy was developed by the
Ministry of Health in consultation with people living with disabilities,
their families, and a group of organizations working on disability-
related issues. A committee of experts on disability, the Sector Refer-
ence Group, was established by the minister for disability to advise
the content and development of the strategy. This group and the Min-
istry of Health first drafted and produced a discussion document,
which was released and debated at 68 public meetings throughout
New Zealand. Over 700 people responded, including individuals with
disabilities, their families, extended familial networks, service provid-
ers, and advocates for people with disabilities. The Sector Reference
Group analyzed the findings and presented their recommendations
to the minister for disability issues. The revised draft later became
the Strategy, launched on April 30, 2001.

In 15 objectives and 113 actions, the Strategy outlines objectives cov-
ering all aspects of life including education; human and legal rights;
lifestyle choices; access to information; inclusion of minority groups;
special attention to children, youth, and women; and the value of fami-
lies and other sources of support (New Zealand Office of Disability
Issues, 2009). The scope of the Strategy goes beyond providing high-
quality support services, although that is an integral component. The
developers of the Strategy recognize that most of the barriers encoun-
tered by individuals with disabilities are associated with public igno-
rance or stigmas, violations of human rights, and unequal access to
educational and employment opportunities. The vision proposed in
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the Strategy is a society that places high value on the lives of people
with disabilities and strives to enhance their participation (New
Zealand Office of Disability Issues, 2009).

To this end, the Strategy requires government agencies to consider the
implications of their decision making on people with disabilities. The
document is organized around five key themes: upholding citizenship,
building government capacity, improving support services, promoting
participation in all areas of life, and addressing diversity of need
(Dalziel, 2001). Fifteen objectives that embody a rights-based approach
to disability are enumerated in the Strategy; several directly affect chil-
dren with special needs (New Zealand Office of Disability Issues, 2008a).

The first step of implementation focused on government agencies
incorporating the Strategy objectives in their services, funding, and
policy development. The Office of Disability Issues also works with
public agencies to reduce stigma surrounding people with disabilities.
Local authorities have the responsibility to improve access to commu-
nity resources. The Strategy operates across sectors and complements
other national policies such as the New Zealand Health Strategy
(New Zealand Office of Disability Issues, 2009). Progress in implemen-
tation is monitored through required reports submitted by all
government agencies. The minister for disability issues oversees
progress and reports yearly to Parliament on progress and challenges.
The Office for Disability is responsible for promoting the Strategy and
monitoring implementation. Nongovernmental organizations, a non-
profit organization with an international focus, are invited to partici-
pate as well (New Zealand Office of Disability Issues, 2008b).

Some objectives of the Strategy are pertinent to children. Objective 3
of the Strategy focuses on eight actions designed to ensure a quality
education. The action steps promote the right of all persons to educa-
tion, use of communication techniques to enhance learning, trained
and knowledgeable instructors who are sensitive to the needs of dis-
abled students, equitable access to resources, the right to appropriate
and effective inclusive education, access to peer interaction among
students with disabilities, school accountability, and development of
higher education options for students with disabilities (Dalziel, 2001).
In New Zealand, inclusive education means the right of every student
to learn and fully participate in an integrated classroom with other
children his or her age (Ballard, 1996).

Objective 13 outlines 10 action steps to enable children and youth to
lead full and active lives. These actions embody the values of early
intervention in New Zealand. Action 1 notes the importance of
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interdisciplinary coordination, collaboration, and leadership among
agencies working with children, youth, and families, which are neces-
sary to provide appropriate services that recognize the particular
needs of children with disabilities. Other action steps include con-
ducting public education and antidiscrimination campaigns, develop-
ing family-focused support services, including the input of disabled
people in policy and program formulation, and taking other steps to
promote independent living and greater control in the lives of persons
with disabilities (Dalziel, 2001).

In addition to the Strategy, the New Zealand Public Health and Dis-
ability Act 2000 (NZPHD Act) guides the organization and funding of
health and disability services in New Zealand. Its goals include improv-
ing health outcomes, reducing health disparities, disseminating infor-
mation, fully including people with disabilities, and providing
opportunity for all New Zealanders to provide input into public health
and disability services (New Zealand Ministry of Health, 2000).

Brazil
Background and Demographics

At over three million square miles, Brazil is the world’s fifth-largest
country by geography, comprising almost half of the South American
continent. It is a federal republic, which means the country is led by
a national government and constitution, with 26 self-governing states,
1 federal district, and more than 5,500 local municipalities. The 2000
census shows a population over 170 million. About 23 million chil-
dren, or 13.5 percent of the population, are preschool aged (Freitas,
Shelton, & Tudge, 2008). The census estimates 14.5 percent of the pop-
ulation live with a disability (Mont, 2007).

Brazil’s people are experiencing a major shift in age and demo-
graphics and a rapidly declining fertility rate. Poverty affects all urban
areas, especially those in the northeast region, and nonwhite individ-
uals and those living in rural areas experience higher rates of poverty
(Lumpkin & Aranha, 2003). Brazil is reported to have the most unequal
distribution of wealth among its citizens of any county in the world,
resulting in dramatic imbalances in the ability to access education and
social services (Lumpkin & Aranha, 2003; Celia, 2004).

In 1988, Brazil ended military rule, adopted a constitution, and began
national decentralization in which more authority and responsibility
shifted from the national to local governments. Many municipalities
struggle to fill their new responsibilities of providing health and human
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services; however, the country is making an effort to build the capacity
of local governments. Article 227 of the national constitution ensures
that the human rights of all children shall be upheld and protected by
families, society, and the government at all levels. The adoption of the
new constitution coincided with the Convention on the Rights of the
Child and the passing of two seminal laws in 1990 (Statute of the Child
and Adolescent and the Lei Organica da Suade) to form an era of recog-
nition and support for child rights (Lumpkin & Aranha, 2003).

Brazil is part of a regional movement in Latin America and the
Caribbean (LAC) to coordinate the efforts to protect child rights and
guarantee their healthy development and active participation in soci-
ety. Marked improvements have occurred since the 1990s, yet the
progress among countries varies widely. Often the neglected areas or
those last addressed by reform are services for the youngest children
and children at risk for or with disabilities.

Brazil’s education system is decentralized, with clear domains
drawn among levels of government. Local municipalities are respon-
sible for providing and guaranteeing access to early childhood develop-
ment services, such as child care, preschool, and kindergarten.
Increasingly, municipalities are also responsible for primary education,
formerly shared between state and local authorities. Secondary educa-
tion is provided by states, while the federal government devises educa-
tion standards and attempts to reduce educational disparities through
equalizing material and funding distribution (Lumpkin & Aranha,
2003). The majority of children receive a free public education. Primary
education is guaranteed for all, and special education has shifted
toward an inclusive model. In 1998, about 87 percent of children with
disabilities received education services in special schools. By 2000,
79 percent attended special schools and 21 percent attended inclusive
schools (Lumpkin & Aranha, 2003). Education at all ages has increased,
including the rate of preschool enrollment (Celia, 2004). Because Brazil
is a large, populous, and diverse country, it is challenging to design
and implement public policies that meet the needs of all children while
implementing quality standards and maintaining respect for cultural,
ethnic, and regional diversity (Freitas et al., 2008).

Key Early Intervention Issues and Prevalence

Brazil’s new constitution recognized children’s and their families’
rights from birth. The 1991 Statute of the Child and Adolescent (often
referred to as the Children’s Constitution) also declared children’s
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rights as citizens who are entitled to protection and free education.
Public Law on the Rights and Basis of Education (Public Law), created
in 1996, integrated education from birth to age 6 into the public educa-
tion system. The Public Law recognized early childhood as the foun-
dation of basic education; supported the coordination of school,
community, and family-based socialization efforts; and established a
minimum standard of early childhood development knowledge for
teachers of young children. In 2004, an estimated 1.3 million children
(10%) from birth to age 3 attended day care, and another 5.6 million
(56%) aged 4 to 6 attended preschool. The majority of these programs
are located in urban areas, reflecting the 86 percent of the population
that lives there (United States Central Intelligence Agency, 2009a),
but resulting in unequal distribution of early childhood education
(Freitas et al., 2008). The constitution also gave legal legitimacy to the
social norm that parents and extended families are considered the first
providers of care and support to children (Lumpkin & Aranha, 2003).

National Early Intervention Policies and National-Level Programs

Brazil has taken a unique approach to early intervention while increas-
ing primary school enrollment and reducing child labor rates. Guided
by the Federal Secretariat of Social Assistance (SEAS), state and
municipal governments collaborate on numerous programs designed
to enhance family support and capacity and increase primary educa-
tion through financial incentives based on school attendance. These
early intervention programs exist for children with disabilities and
children at risk. SEAS’s main objectives are to coordinate services
and provide all levels of government and nongovernmental agencies
with technical and financial support that promotes protective mea-
sures and social inclusion. SEAS partners with other funding agencies
to enhance institutional capacity at child care centers, and community-
based primary health care initiatives targeting pregnant women and
children under age 6 are supported and prioritized at all levels of
government. There, identification of children with special needs is fre-
quently done through community health outreach workers and volun-
teers (Lumpkin & Aranha, 2003).

Legally, all children have the right to education from birth, resulting
in a large percentage of children enrolled in early childhood education
programs (Freitas et al., 2008). The inclusion model is becoming more
common in primary school, but organized early intervention
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programs are few. Many parents are not informed of their child’s
rights and are unable or unwilling to dedicate the necessary time to
fight for those rights. Most groups working on behalf of children with
disabilities focus on a few key issues, resulting in fragmentation
among early intervention and childhood disability efforts (Freitas
et al., 2008).

A lack of coordination among the health, education, and social
services sectors hampers early childhood initiatives, family support
services, and early intervention efforts. Add to that redundancy of
service and conflict among public agencies, nongovernmental organi-
zations, and parent-led groups. While progress to include individuals
with disabilities into the policy process has been made, many families
still lack knowledge of, and access to, preventive and early intervention
services (Lumpkin & Aranha, 2003).

South Africa
Background and Demographics

South Africa, population 49 million, is a middle-income country that
has well-developed business, legal, and communications sectors; is rich
in natural resources; and is a strong player in the global market. The
population is comprised of four self-classified groups: black African,
colored, Indian or Asian, and white. Among these groups, significant
disparities in living conditions, opportunity, and social circumstances
persist. Poverty, unemployment, and political and social marginaliza-
tion are persistent effects of South Africa’s history of legal racial segre-
gation and discrimination that perpetuate disparities in many aspects
of life, including early childhood services (United States Central Intelli-
gence Agency, 2009e). Persons with disabilities are more likely to expe-
rience poverty, social isolation, and unemployment during all phases of
life, and great disparities in access to and use of social services exist
(McClain et al., 1997).

South Africa’s policy objectives regarding disability issues include
raising awareness, decreasing discrimination, and valuing diversity
among citizens. Its movement toward a “social model” values the par-
ticipation of individuals with disabilities and proposes increased
inclusion in decision-making processes (McClain et al., 1997). Insuffi-
cient coordination exists among government agencies to properly
implement preventive measures, early identification, or early
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intervention for children. Public awareness and political support is
increasing, but there is an ongoing failure to implement policies
created to support them (Saloojee, Phohole, Saloojee, & Ijsselmuiden,
2006).

Key El issues and Prevalence

The most commonly cited prevalence estimates of motor, sensory,
and intellectual impairments in children birth to age 9 are 5.2 to
6.4 percent (Anderson, 1991; Case, 1999; Christianson, et al. 2002;
Corneljie, 1991; Couper, 2002, as cited in Saloojee et al., 2006), but
some estimates put the prevalence rate of moderate-to-severe impair-
ments as high as 12 percent (McClain et al., 1997). The President’s
Integrated Disability Strategy (the Strategy) acknowledges a lack of
reliable information on the prevalence and type of disabilities experi-
enced by South African children. Data gathering on disability is
hindered by multiple definitions of disability, lack of common
data-gathering techniques, discrimination, poor infrastructure, and
periodic violence that interrupts data collection and service provision
(McClain et al., 1997).

Historically, disability has been framed as a medical rather than a
social issue, resulting in social isolation and a lack of national statistics
on disability. Reflecting changing global attitudes, South Africa is
working to reframe its cultural and social perceptions of disability to
create a more inclusive environment. One key aspect of this change is
participation of persons with special needs in policy development
(McClain et al., 1997). Secondly, there has been a professional ideologi-
cal shift toward understanding the context in which children develop,
considering parent-child interactions, building collaborations between
families and professionals, and developing multi-sector responses to
early childhood issues (Eloff, 2006).

Early childhood intervention services face a number of challenges
including poverty, high unemployment, low literacy rates, and urgent
public health concerns such as HIV /AIDS. There are also a large number
of young children in the population, yet few early childhood services for
them. The national government has recently made a commitment to
early childhood education that will require a national-level social
reconstruction that addresses poverty and disparities in access to health
care and education (Eloff, 2006). To improve access to services, profes-
sionals must also understand family perceptions of disability. Often,
families take a fatalistic view of any type of impairment a child may be
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born with or develop in course of life, a belief that may decrease their
likelihood to seek intervention. Families and professionals must partner
to achieve the best outcomes, and professionals must have culturally
specific knowledge and techniques.

National Policies and Programs

In South Africa, “educare” is the term commonly used by nongovern-
mental organizations to refer to services for young children. It conveys
that there is no formal line between education and caregiving services,
yet government agencies divide education and care services between
different departments and funding streams, resulting in a lack of co-
ordination and consistency between communities and among the levels
of government. “Day care” is controlled by the Department of Health,
but “preschool education” falls under Department of Education. Each
department operates independently (Liddell & Kemp, 1995).

The quality of ECD services varies greatly throughout the country.
Children under age 5 are served through both public and independent
ECD programs. Most public programs are funded by the provincial
Department of Education and provide pre-primary schools for chil-
dren aged 3 to 5. Independent programs offer a wider variety of ser-
vices and are funded through a combination of fees, fund-raising,
and limited governmental support. Independent services are usually
provided in community-based sites or independent pre-primary
schools. After a review of nearly 22,000 ECD sites, the Ministry of Edu-
cation estimates 49 percent are community-based, 34 percent are
home-based, and 17 percent are school-based (Asmal, 2001a).

One of the challenges facing postapartheid South Africa is overcom-
ing the history of discrimination and realizing the constitutional value
of equity provided to all learners. Historically, services for children were
segregated based on race and special need (Walton, Nel, Hugo, &
Muller, 2009). Since 2004, all individuals with disabilities were also enti-
tled to free health services as well as basic education guaranteed by the
constitution. The families of children with special needs may also
receive a “care dependency grant” of about $110 USD (Saloojee et al.,
2006, page 231). The Office on the Status of Disabled Persons in the
Office of the Deputy President works with state departments and
nongovernmental organizations to promote, create, and maintain an
environment that encourages acceptance of and equal participation
by individuals with special needs (McClain et al., 1997). The country’s
Integrated Disability Strategy White Paper asserts South Africa will
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follow the precedent set in the United Nations Standard Rules for the
Equalization of Opportunities for Persons with Disabilities and the
World Program of Action Concerning Disabled Persons, thereby follow-
ing a rights-based philosophy (McClain et al., 1997).

This approach requires major changes in many of South Africa’s
education sites. Historically, children were classified and segregated
into special schools or rooms according to their ability. Many schools,
especially those in rural areas, were neither able nor willing to accom-
modate special needs children. As of the late 1990s, an estimated
70 percent of children with special needs did not attend school.
Government publications since then have proposed to integrate all
children in both traditional and dedicated service centers (McClain
etal., 1997). The public education sector is currently enacting a 20-year
plan to promote inclusion and full participation of children with spe-
cial needs into general education schools (Saloojee et al., 2006), and
also plans to improve out-of-classroom opportunities that promote life
skills development, independent living, and workforce training
(McClain et al., 1997).

Early intervention services in South Africa are influenced by a num-
ber of postapartheid national policies. In 1998, the Department of Edu-
cation reviewed national health, education, and social welfare policies
and programs that impact early childhood development and con-
cluded that policies and programs had been adopted at all levels of
government. Some of the major policies are mentioned below.

The Child Care Act 74 (1983) guided the first early childhood devel-
opment policies. The Early Childhood Development White Paper from
the Department of Education (2001) updated the country’s early child-
hood development philosophy and is the guiding document for
implementation of early childhood programs (UNESCO, 2006). It
established the National Early Childhood Program, largely focused
on 4- to 5-year olds transitioning into school. The program and policy
goals set in this document and applicable to children birth to age 5
include a national curriculum, professional development and career-
track planning programs for providers, an accreditation program for
providers, and a national information and advocacy outreach program
for parents and communities (UNESCO, 2006). The White Paper iden-
tifies a need to develop services and programs for children under age 4
with special education needs, among other “special populations” in
need of more focused attention and service provision at the local, state,
and national levels (Asmal, 2001a).
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In 1997, the Integrated National Disability Strategy (the Strategy)
was published, which frames inclusive education as the foundation
on which to build an integrated society. The Strategy proposes
that all early childhood education be provided in an environment that
acknowledges, accepts, and values diversity. Furthermore, to meet the
country’s goal of forming an integrated society, education must be
equally accessible to all children regardless of the nature of their
needs. If the existing school system cannot appropriately serve a child
with special needs, the child should have access to a school that can.
Finally, parents’ rights and preferences for their children should be
given consideration. The Strategy proposes to have children with spe-
cial needs access education services earlier, and it targets vulnerable
populations, such as black African children, girls, very young chil-
dren, those with multiple disabilities, and those living in rural areas
(McClain et al., 1997).

Also in 1997, the report Quality Education for All: Overcoming Barriers
to Learning and Development was published. This document recom-
mended increased focus on early identification, assessment, and inter-
vention for children with special education needs. Another document,
the Inter-Ministerial Committee on Young People at Risk, made policy rec-
ommendations for increased focus on prevention, building child resil-
ience, and early intervention (Asmal, 2001a).

Despite these policies, approximately 82 percent of early childhood
programs designed for children up to age 5 serve only 3- to 5-year
olds. Services for children under age 3 are lacking, despite acknowl-
edgement from the Ministry of Education that this is the most crucial
time of child development (Asmal, 2001a). Early childhood develop-
ment programs are viewed as a form of investment in human and
economic development for the country; however, the primary respon-
sibility for the care of children rests with families. The Early Child-
hood Development strategic plan focuses on delivering inclusive and
appropriate services, prioritizes the development of a national early
childhood curriculum, advancing professional development for teach-
ers and caregivers, and improving the physical conditions in schools
and child care centers (Asmal, 2001b).

In 2008, the Parliament enacted the Children’s Act to reflect the con-
temporary views of children’s rights that appear in the constitution
and the CRC. This act protects the most vulnerable groups of children
and encourages the creation of a national policy model for children’s
social development. The legislation provides families with policy and
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Figure 3.1 The key aspects of policies related to early childhood
intervention and the approaches to these policies taken by Brazil,
Canada, China, New Zealand, Russia, and South Africa.
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service coordination among the relevant government departments and
nonprofit services, with public or nongovernmental agencies interven-
ing only when necessary (Stout, 2009).

COUNTRY MATRIX

Figure 3.1 outlines the key aspects of policies related to early child-
hood intervention and the approaches to these policies taken by each
of the countries examined in this chapter.

CONCLUSION

Children of all countries and ability levels are our future. They will
make decisions that keep nations at peace or bring us to war. They will
discover cures for disease, invent new technology for good or evil, and
raise future generations. Therefore, all countries will benefit from
awareness of global policies and programs that improve children’s
opportunities and help them progress personally, academically, and
socially so that they succeed in life. Furthermore, this information
would be an asset in countries where policy and practice for children
with special needs has not developed or been implemented to the
standards proposed by international human rights agreements. This
is clearly recommended in the Convention on the Rights of Children,
where Part Four of Article 23 states that all countries supporting the
CRC should engage in the open sharing of knowledge and best prac-
tices for the care of children with disabilities, with the intention of
enhancing the capacity of underresourced countries (UNOHCHR,
1990; UNICEE, 2008).

This chapter reviews international laws and policies to provide a
foundation for fair and equal treatment of all children. Yet, as evident
in the country profile section, there is vast diversity in supports and
services available to children, especially children with special needs.
This discrepancy among nations challenges professionals to work
across cultures to develop standards of care and service for these chil-
dren. We can begin by creating a common language of terms, defini-
tions, measurements, and standards to identify children in need and
raise their education, health care, and welfare to the forefront of the
political agendas of their countries.
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Chapter 4

Reflections on Early Identification

Bruce K. Shapiro

able to mental and/or physical impairments that are likely to

continue indefinitely, resulting in substantial functional limita-
tions in three or more life activity areas: self-care, receptive and
expressive language, learning, mobility, self-direction, capacity for in-
dependent living, and economic self-sufficiency. These disorders dis-
close themselves before age 22 and require care, treatment, or other
services of lifelong or extended duration. Children younger than age
9 may be considered to have a developmental disability without show-
ing limitations in three or more life activity areas if they have a high
likelihood of meeting those criteria in later life without services and
supports (Public Law 106-402, 2000).

Please be aware that different states in the United States may use
different definitions in state law for the term developmental disability.
Table 4.1 lists the definitions of the developmental disabilities.

Developmental disabilities are a group of conditions that are due to
abnormal brain function or to metabolism or degenerative processes.
They limit typical activities. The disorders outlined in Table 4.1 are
defined by the nature of the limitation. The degree of the limitation,
the process that results in the limitation, or the cause of the brain mal-
function is not required for the diagnosis. However, understanding the
underlying brain malfunction is important. Brain malfunction in child-
hood can result from many causes. Genetic disorders, infection, nutri-
tional and metabolic disorders, trauma, hypoxia (lack of oxygen) or
ischemia (lack of blood flow), and toxins (tobacco, lead, alcohol) are
some of the more common etiologies of brain malfunction. These
causes may give rise to widespread brain malfunction that result in
multiple diagnoses for children with developmental disabilities. For
example, many children with cerebral palsy also have epilepsy and
intellectual disability. It is the multiple combinations of disorders of

g developmental disability is a severe, chronic disability attribut-
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Table 4.1 Developmental Disabilities: Definitions and Prevalence

Attention Deficit Hyperactivity Disorder (ADHD): ADHD is a brain disorder
that is characterized by developmentally inappropriate levels of inattention,
distractibility, impulsivity, and hyperactivity. Many children with ADHD will not
meet the full criteria for developmental disabilities, but those who are more severely
affected will. The prevalence of ADHD is between 5% and 8% of school-aged children.

Autism: Autism is a brain development disorder that is characterized by impaired
social interaction and communication and by restricted and repetitive behavior.
Children who do not manifest these characteristics by age 3 or who do not fully
meet the diagnostic criteria for autism are called “autism spectrum disorder.”
Approximately 1% of children have autism spectrum disorder.

Blindness: Best corrected visual acuity of 20/400 or less or restricted field of
vision to 10 degrees. The prevalence of legal blindness is 0.07%.

Cerebral Palsy (CP): CP is a disorder of movement or posture that is due to a
brain disorder or defect that occurs in the developing fetal or infant brain. The
disorder does not worsen, but the symptoms may change as the child ages. The
prevalence of cerebral palsy is 0.1-0.3% of children.

Deafness: There is no uniformly accepted threshold for deafness. The term
“deaf” is sometimes used to describe someone who has an approximately 90 dB
or greater hearing loss or who cannot use hearing to process speech and
language information, even with the use of hearing aids. The prevalence of
communicatively handicapping hearing loss (moderate to profound) is 0.1-0.2%
in the general population.

Epilepsy: Epilepsy is a brain disorder involving repeated, spontaneous seizures of
any type. The prevalence of epilepsy in children is 0.4-0.9%.

Intellectual Disability: Significantly sub-average general intellectual function
accompanied by deficits in adaptive behavior that commences before 18 years of
age. The prevalence of intellectual disability is approximately 1.2%.

Receptive Expressive Language Disorder: This is a group of disorders
distinguished by the child’s inability to understand language or express it. A child
with mixed receptive expressive language disorder is not able to communicate
thoughts, needs, or wants at the same level or with the same complexity as his or
her peers. They have difficulty understanding what is being said to them and
often have a smaller vocabulary than their peers. Receptive Expressive Language
Disorder is found in about 3% of school-aged children.

Specific Learning Disabilities (Including Dyslexia): “A disorder in one or
more of the basic psychological processes involved in understanding or in using
language, spoken or written, which may manifest in the imperfect ability to listen,
think, speak, read, write, spell, or do mathematical calculations” (PL 108-446,
2004). Many children with specific learning disabilities will not meet the full criteria
for developmental disabilities, but those who are more severely affected will. The
prevalence of specific learning disabilities is 5% of the school-aged population.

Source: Prevalence statistics derived from Centers for Disease Control and Prevention,
National Center on Birth Defects and Developmental Disabilities Web site.
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varying degrees that call for individualized treatment programs for
people with developmental disabilities.

Understanding that brain malfunction shows itself in many ways
may be useful for early identification. A child with a developmental
dysfunction in one area is likely to have a developmental dysfunction
in another area. As an example, children who are late walkers often
have disordered language development.

EARLY IDENTIFICATION

What Is Early Identification?

Early identification is the prelude to early intervention. The object of
early identification is to identify a disorder at a stage before it is fully
evident and to undertake interventions that will either prevent or sub-
stantially modify the natural progression of the disorder. Identification
is not an end, but the beginning of a process that leads to the provision
of care and, hopefully, a better outcome for the child.

Early identification seeks to detect children who are likely to have a
disorder and enables further evaluation to determine whether the dis-
order is present. Early identification describes a series of techniques
that result in diagnosis. Methods used for early identification range
from using public service advertisements on radio and television to
reach the general population, to the measurement of biochemical pro-
cesses in the body fluids of an individual. Defining conditions that
place one at greater risk for developmental disability and assessing/
evaluating those at risk are other means that might be employed.

Why Is Early Identification Beneficial?

The justification for early identification is that it leads to better out-
comes for the child. Basically, early identification is the first step in
the therapeutic process. Early identification facilitates evaluation,
assessment, and diagnosis and leads to early intervention.

Early identification may allow for interventions that cure or prevent
a disorder. Some disorders that previously damaged the developing
brain can now be treated and developmental disability averted. This
is the justification for newborn bloodspot screening (see below). In
the case of metabolic disorders, such as congenital hypothyroidism
or phenylketonuria, supplying deficient hormones or applying a
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special diet prevents the developmental dysfunction associated with
these disorders in the past.

Early intervention may alter the character and severity of the develop-
mental disorder. There is a general perception that starting therapy at an
earlier age is associated with better outcomes. This is supported by stud-
ies that show that younger animals have increased ability to recover
from brain injury (plasticity) and suggest critical periods (National
Research Council and Institute of Medicine, 2000). However, the data
that directly link the age that intervention commences and outcomes
are few, and the studies have not consistently supported the assertion
that earlier intervention results in better outcomes (Bruer, 1999).

Early identification leads to evaluation, assessment, and diagnosis.
Establishing a diagnosis allows for development of a management
program, enables long-term planning, and may lead to improved fam-
ily functioning. Families often recognize developmental issues before
the problem is identified by professionals. Many families experience
substantial anxiety until a diagnosis is established and a management
plan developed.

Secondary problems may result from failure to identify a develop-
mental disorder. Children with cerebral palsy who maintain a fixed
position may be at increased risk of scoliosis (i.e., curvature of the
spine) and hip problems. Children with autism spectrum disorder
may not respond to discipline in an expected fashion and may become
severely anxious or aggressive. A child with vocal tic disorder may be
misperceived as intentionally making noises to disrupt the class and
gain attention. Early identification leads to recognition of the disorder,
better understanding of its character, and utilization of treatments that
minimize secondary problems.

Early identification holds the promise of developing interventions
that are more effective than the ones that are used currently. Most of
the interventions that are utilized for developmental disabilities were
developed for older children and now are used for younger and youn-
ger children. The child who is identified at a younger age may be bet-
ter served by a different treatment than those that have been
established for older children. One example is the use of occupational
therapy for young children with sensory integrative disorder and the
use of cognitive behavioral therapy (CBT) for older children with
the same symptom complex. Occupational therapy seeks to decrease
the response to sensory stimuli by addressing the sensory systems
directly; whereas cognitive behavioral therapy, as the name implies,
uses cognitive and behavioral approaches to alter the response to
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sensory stimuli and requires children to be of an age such that they can
understand and employ the techniques.

How Early Is Early?

This question is usually asked in an open-ended fashion. The implica-
tion is that if identification at 6 months is good, then identification at
5 months is better. The extension of that argument is that there is no
limit to how early developmental disabilities can be identified. As a
result, there could be no limit to the resources that would be expended
on the identification process. Early identification becomes the end
product and not a step in a process to early intervention.

Reframing the question to “How early is early enough?” results in an
achievable outcome. “Enough” is a point at which substantial damage
has not occurred and allows sufficient time for the rest of the processes
to be implemented. It permits some flexibility in the system and allows
for assessment and implementation of the intervention. Universal new-
born screening programs (see below) have identification of hearing loss
by one month as their goal but allow five more months for the confirma-
tory evaluation and intervention processes to be implemented.

Preconceptual Identification

Current technology allows for identification before conception for
some disorders. Having this knowledge allows carriers of the condi-
tions to make informed decisions about marriage and reproduction.
It also allows for prenatal diagnosis. Two such examples are Fragile
X syndrome and Tay-Sachs disease.

Fragile X syndrome is a chromosomal disorder that is the most com-
monly inherited form of intellectual disability in males and is found in
approximately 8 percent of children with autism. Sisters of children
with Fragile X syndrome may be screened to determine if they are car-
riers of the syndrome.

Tay-Sachs disease is an inherited disorder that causes a child’s brain
to lose function because of an enzyme deficiency. Approximately 1 in
30 Ashkenazi Jews have the gene for this disorder. Carriers of the dis-
order may be identified by a blood test.

Identification during Pregnancy

Many developmental disorders are the result of events that occur
before delivery. Our abilities to detect developmental disorders in
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utero are limited, but this is an area of future growth. In-utero proce-
dures may focus on delineating variations from normal pregnancy or
focus on specific entities.

One example of procedures that are nonspecific is the non-stress
test. The non-stress test is usually performed near the end of preg-
nancy. It may be used if there is concern about fetal well-being, if the
mother has diabetes, if the fetus has not grown as well as expected,
or if the pregnancy is extending beyond term. The non-stress test mea-
sures the fetal heart rate when the fetus is moving and compares it to
the heart rate when the fetus is resting. A reactive non-stress test
means that the blood flow to the fetus is adequate. A nonreactive
non-stress test suggests that the fetus may be at risk.

A number of blood tests may be used in the first or second trimester to
detect spina bifida/anencephaly or Down syndrome and other chromo-
somal disorders. Amniocentesis and chorionic villus sampling are tech-
niques that obtain amniotic fluid or a piece of the placenta so that
genetic and metabolic studies can be performed. Ultrasound is used to
determine the number of fetuses, assess fetal growth, and identify struc-
tural abnormalities such as hydrocephalus or urological abnormalities.
Fetal MRI imaging is a relatively new procedure that is increasingly used
in clinical settings to augment the information provided by ultrasound.

Neonatal Identification

Newborn screening has expanded as new technologies have been
developed. For example, at present, the state of Maryland screens
newborns for hearing loss and 54 rare diseases. Blood samples are col-
lected on filter paper and sent to the state laboratory for analysis. The
diseases screened include disorders of the metabolism of amino acids,
organic acids, urea cycle, fatty acid oxidation, carbohydrates, hor-
mones, hemoglobin, and cystic fibrosis. (See State of Maryland Family
Health Administration [http://fha.maryland.gov/pdf/genetics/
Pamphlet_NBS.pdf] for details.) Most of these disorders can be effec-
tively managed if detected early. For information on your state law, see
http://www.ncsl.org/IssuesResearch/Health /NewbornGeneticand
MetabolicScreeningLaws/tabid /14416 /Default.aspx

Postnatal Identification

The most common techniques used to identify developmental
disabilities are (1) risk registries, (2) population screening, and
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Table 4.2 Calculation of Sensitivity and Specificity

Disorder Present Disorder Absent
Test Positive A C
Test Negative B D
Total A+B C+D

Sensitivity is A/(A + B)
Specificity is D/(C + D)

(3) developmental failure/maternal referral. Each of these techniques
attempts to classify children as being more or less likely to have a
developmental disability. The ideal approach to early identification
would identify all of the children with developmental disabilities in
the most efficient manner. The likelihood ratios that describe the effi-
ciency of classification are sensitivity and specificity. Sensitivity is the
ability to correctly identify children with the disorder of interest.
Specificity is the ability to correctly identify children who do not have
the disorder of interest (see Table 4.2).

The American Academy of Pediatrics (AAP) endorses instruments
that have sensitivity and specificity abilities of 70-80 percent. Using a
hypothetical instrument with those classification abilities and apply-
ing to a population of 10,000 children who have a 1 percent rate of a
disorder would yield Table 4.3. The results show that for each positive
test, only 31 percent of children will have the disorder. This means that
almost twice as many confirmatory evaluations are required. For each
negative test, 97 percent of children will not have the disorder, but
3 percent of children would. Depending on the disorder, this could be
a very meaningful shortcoming of the method used. Overall, 20 percent
of children will be misclassified.

Table 4.3 lllustration of the Performance of a Hypothetical Instrument

Disorder Present Disorder Absent
Test Positive 800 1,800
Test Negative 200 7,200

Total 1,000 9,000
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Risk

Risk is a statistical concept that says that a person is more or less likely
to have a condition. Risk may be based on group status or by perfor-
mance. An example of the former is being born prematurely with a
birth weight less than 1,500 grams, while an example of the latter is
not walking until 20 months.

When risk is assigned, it is most often relative risk. Relative risk com-
pares the frequency of a disorder seen in people who have been exposed
to a condition to the frequency of the disorder in people who have
not been exposed to the condition. For example, the National Perinatal
Collaborative Project (NPCP) was a longitudinal research project that
followed approximately 50,000 women’s pregnancies from identification
until the children were 7% years old. Perinatal refers to the time from the
tifth month of pregnancy until one month after birth. Extensive data
were collected on the mother’s pregnancies, perinatal period, and the
child’s early development. One factor, the overall impression of brain
abnormality at the time of discharge from the hospital, carried a 99-fold
increased risk of cerebral palsy at age 7.

While the first impression is that this is a strongly predictive factor,
further analysis suggests otherwise (Shapiro & Gwynn, 2008). First, this
factor occurred rarely in the study population. Only 1.2 percent of
the population had the factor. Second, most of the children with cerebral
palsy did not have the factor. Only 23 percent of the children with cerebral
palsy had the factor. Third, the factor predicted other outcomes more than
the targeted outcome. Fifty-three percent of those who had the factor died
before age 7. Finally, high relative risk for conditions that occur infre-
quently does not predict the presence of the disorder well. Of the children
in the NPCP, the prevalence of cerebral palsy at age 7 was 0.153 percent
(1.53 in 1,000). Applying the relative risk of 99-fold meant that 15 percent
of the children who had the factor manifested cerebral palsy at age 7 (99 x
0.153%). It also means that 85 percent did not. Establishing a treatment
program based on relative risk is destined to be successful because most
children do not demonstrate the condition they are “at risk” of develop-
ing. This is why we sometimes think treatment strategies have worked
because they were “treating” something that did not exist.

Risk Registries

Risk registries identify children as “at risk” when they have character-
istics that are associated with the disorder of interest. Most risk regis-
tries use historic risk to identify children who require evaluations to



Reflections on Early Identification 79

confirm the diagnosis. They are used because the risk factors are easily
identified—for example, birth weight less than 1,500 grams—but they
are limited when applied to individuals. First, as noted above, most
children do not have the condition that they are “at risk” of having.
In addition, most children with developmental disabilities do not
come from an “at risk” population. While prematurity is associated
with cerebral palsy, most cerebral palsy is found in children who were
delivered at full term. Similarly, while Down syndrome is associated
with advanced maternal age, most children with Down syndrome
are born to mothers less than 35 years old.

Expanding risk registries beyond the most basic information may
prove challenging. Some risk factors may be difficult to define, such
as hyperactivity or colic. Some factors may have poor classification
abilities (sensitivity and specificity) and poorly distinguish those with
the condition of interest (e.g., teenage pregnancy). Some risk factors
may not exert their effect directly, or may do so on many different lev-
els. For example, low socioeconomic status is associated with develop-
mental disability, but the mechanisms by which low socioeconomic
status causes developmental disability remain to be defined. Finally,
risk registries can be expanded to the point that they cannot be imple-
mented. To establish a risk registry that focuses on prematurity would
require evaluating approximately 10 percent of the population.

Risk registries established on the basis of performance are more
likely to better classify children who are at risk for developmental dis-
abilities because performance-based classification is more specific than
risk assigned by historical risk. Performance-based registries require
more initial effort than historic risk registries because a larger number
of children need to have their performance evaluated. However, the
total effort expended might be less because fewer children would
require confirmatory evaluations based on performance rather than
group status. Assigning risk based on performance is the foundation
for screening.

Screening

Screening is the application of procedures to a population without
symptoms to identify people who have a high likelihood of having the
disorder of interest. Screening is the first step in the diagnostic process.
Screening does not yield a diagnosis. The result of screening is “risk.”
A child who “fails” a screen requires an evaluation to confirm the disor-
der. Even the biochemical tests performed as part of the newborn
screening require confirmatory testing before treatment is initiated.



80 Early Childhood Intervention

Screening is justified if the condition will benefit from early diagno-
sis and treatment and that the cost-benefit ratio is positive. This
assumes that the condition exists without symptoms or that early
intervention will alter the natural history of the disorder. To accom-
plish this assumes that the condition of interest can be identified in
measurable terms and that the instruments used to screen have accept-
able psychometric properties. Finally, for screening to be justified,
diagnostic and treatment services must be available to confirm the
screen results.

The American Academy of Pediatrics has developed a system of
surveillance and screening to guide the identification processes (AAP
Council on Children with Disabilities et al., 2006). Surveillance is a
flexible, longitudinal, continuous, and cumulative process whereby
knowledgeable health care professionals identify children who may
have developmental problems. Screening is used at 9, 18, and
30 months, or if surveillance raises questions. The tests that are recom-
mended are listed in Table 4.4 and are widely available. Other groups
may recommend different instruments. Other instruments exist but
were not recommended because of their screening characteristics. This
system is being implemented, and data about the efficacy of this
process should be forthcoming in the near future.

Developmental Failure

Developmental disabilities present in many different ways, but the
way they come to attention is not random. Many of these presentations
are readily observed by early childhood personnel. They include the
most common ones of abnormal physical appearance, physiological
instability, poor interaction with the environment, motor or language
delays, behavioral disturbances, and poor school performance. What
these wide ranges of presenting symptoms have in common is that
they represent failure to meet age-appropriate expectations. The age
at which it is recognized that appropriate expectations are not being
met is closely related to the child’s ultimate diagnosis (Lock, Shapiro,
Ross, & Capute, 1986). Table 4.5 lists the age-related developmental
expectations. Parents identify most children with developmental
disabilities. They raise concerns when children do not meet age-
appropriate expectations. Mothers observe their children and compare
them to the children of friends, neighbors, relatives, and play groups.
By the time a mother has decided that her child is not meeting age-
appropriate expectations, she has conducted a study that controls for
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Table 4.4 Developmental Screening Tools Endorsed by the AAP

General Developmental Screening Tools

Ages and Stages Questionnaires

Battelle Developmental Inventory Screening Tool, 2nd ed.
Bayley Infant Neurodevelopmental Screener

Brigance Screens-I|

Child Development Inventory

Child Development Review-Parent Questionnaire
Denver-Il Developmental Screening Test

Infant Development Inventory

Parents’ Evaluation of Developmental Status

Language and Cognitive Screening Tools

The Capute Scales
Communication and Symbolic Behavior Scales-Developmental Profile
Early Language Milestone Scale

Motor Screening Tools

Early Motor Pattern Profile
Motor Quotient

Autism Screening Tools

The Checklist for Autism in Toddlers

Modified Checklist for Autism in Toddlers

Pervasive Developmental Disorders Screening Test-I|
1. Primary Care Screener

2. Developmental Clinic Screener

Screening Tool for Autism in Two-Year-Olds

Social Communication Questionnaire

Source: AAP Council on Children with Disabilities et al., 2006.

all the demographic and Table 4.5 confounding variables. Mothers
cannot only identify children who are substantially different, but they
can also estimate their child’s functional level with great accuracy
(Pulsifer, Hoon, Palmer, Gopalan, & Capute, 1994).

Assessment

Risk registries, screening, and recognition of developmental delay are
techniques that place a child “at risk.” They are the first steps in the
diagnostic process. Assessment takes the process beyond assignment
of “risk” to diagnosis.

Diagnosis is of major importance with developmental disabilities.
Diagnosis facilitates treatment. It defines the parameters of the treatment
and allows goals to be established. Diagnosis allows prognosis.
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Table 4.5 Age-Related Developmental Expectations

Age Function Questions

Newborn Cute Whom does he look like?
Major organ systems work
2-6 Months Interacts with the environment Does she see?
Does she hear?
Does she recognize you?

6-15 Months Motor achievement Does he sit, crawl, walk?
18-30 Months Language achievement How many words does
she have?

Is she intelligible?

30-48 Months Fine motor Is she overactive?
Behavior How well does she play?
Self-help skills What is the quality of

her work—cutting,
coloring, pasting?

Can she feed, dress, or
toilet by herself?

Source: Modified from Shapiro & Gwynn (2008).

Understanding the nature and potential outcomes of a disorder enables
the long-term planning that is critical to successful management
programs. A specific diagnosis is required to determine the cause of the
developmental disability. If an etiology can be determined, then research
may enhance understanding of the disorder and open the possibilities of
effective treatments or prevention of the disorder for future children.
Diagnosis is important for planning and the development of policy.
Knowing the number of children with condition X enables planners to
determine the services that are required in the community to meet the
needs of those families.

Developmental Assessment

The purpose of developmental assessment is to establish a diagnosis,
delineate other disorders, and generate hypotheses about the possible
causes of the dysfunction. While there are many tools for assessing devel-
opment, the basic principles derive from the work of Arnold Gesell.
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Figure 4.1 Developmental quotients compare the age of achievement
(functional age) to chronological age.

Gesell developed an empirical system of developmental assessment
that was based on his observations of children (Gesell & Amatruda,
1947). Gesell held that development was an extension of neurological
function, and that if a child was developing normally, the brain was
functioning normally, or that the compensatory mechanisms were
working. He noted that development did not occur randomly. Chil-
dren followed an ordered sequence—in the motor area they rolled,
sat, crawled, and then walked. One of his most important observations
was that children who were delayed followed the same sequences, but
their achievements occurred at a later age. Gesell’s definition of devel-
opmental sequences or milestones could be described as rates that
compared the age of achievement to chronological age. This was called
developmental quotient. For example, a 3-year-old who has achieved
an 18-month level would have a developmental quotient of 50 percent
(18 months/36 months = 50%).

Delay is what brings children to the attention of caregivers. (For a
listing of developmental disabilities, including definitions and preva-
lence, see Figure 4.1.) The definition of delay may be arbitrary and
may be established by the state (P.L.108-446, 2004). Traditionally it
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Table 4.6 Developmental Dissociation

Fine Motor/ Personal-
Gross motor Problem Solving Language Social

Cerebral Palsy Decreased + + +
Intellectual + Decreased Decreased Decreased
Disability
Receptive + + Decreased +
Expressive
Language
Disorder or
Hearing Loss
Autism + + Decreased Decreased
Spectrum

Table of dissociation: + does not always imply typical development. It refers to relative sparing of
this domain of development. Delay may be in + areas but not to the degree that is “decreased.”

was a quotient of 70 percent or less (two standard deviations if 100 was
the average and a standard deviation was 15 points). Some practi-
tioners felt that one standard deviation (DQ of 85 or less) would merit
attention. Current practice uses 75 percent. Development may be asyn-
chronous, meaning that different aspects of development such as gross
motor, fine motor (hand function), problem solving, language, and
personal-social (activities of daily living, play) may develop at differ-
ent rates. These differences in development can be used to achieve
early diagnosis. Developmental quotients can be calculated for each
aspect of development. Differences of more than 15 percent are signifi-
cant. Table 4.6 demonstrates developmental dissociation. Of particular
note is the primacy of delayed language in developmental disabilities.

Finally, deviation from the sequence is not typical. This may be seen
in children who violate the developmental sequence, as in the case of
walking before crawling. Deviance may also be noted in children
who evidence uncoupled development. They do some things that are
age appropriate but not others (e.g., the child who has 75 words but
does not use spontaneous two-word phrases). Deviance is often noted
in autism spectrum disorder.

Uses of Developmental Milestones

Developmental assessment is a system used to define development in
children. The ability of developmental assessment to diagnose and
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Table 4.7 Developmental Milestones

Language Milestones

First word 11 months
Second word 12 months
Third word 13 months
4-6 words 15 months
7-10 words 17 months
50 words 21 months
Two-word phrases 21 months

Gross Motor Milestones

Roll tummy to back 4 months
Roll back to tummy 5 months
Sits alone 6 months
Crawls 8 months
Walks 12 months

Source: Adapted from Shapiro & Gwynn (2008).

predict outcomes is based on the milestones chosen, the precision with
which they are applied, and the child’s degree of delay. Deviations
from what is typical are predicted with much greater accuracy than
degrees of normality. Developmental assessment cannot predict
whether, or which, college a child will attend.

Developmental milestones are not equal in their ability to predict.
To be useful, milestones must be observed with ease. They must be
present in most of the population. They have to appear within a nar-
row time frame (milestones that occur between 4 and 14 months [a
10-month span] are not useful for early identification). The milestones
must be able to predict the disorder of interest.

Language milestones are most useful for the early diagnosis of intel-
lectual disability, receptive-expressive language disorders, or autism
spectrum disorders. Gross motor milestones include activities such
as rolling, sitting, crawling, and cruising. They are important for the
diagnosis of cerebral palsy. Given that many young children choose
not to perform in the evaluation session, language, gross-motor, and
personal-social milestones may be obtained historically by interview-
ing parents or other caregivers. Table 4.7 lists a number of language
and motor milestones and their usual age of appearance.
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Techniques of Milestone Usage

Developmental milestones may be used in many different ways. Mile-
stones may be plotted on a graph. Ongoing monitoring and collection
of milestone attainment allows for a curve to be developed that reflects
the child’s development. The curve shows changes in function (mile-
stone achievement) over time (the child’s age).

Criterion-referenced use of milestones is a cross-sectional sampling
that samples behavior at a single point in time. Criteria-referenced
methods hold the child’s age or the function of interest constant. For
example, a criterion-referenced use of milestones might ask that all
children who were not walking (function) by 21 months (age) be fur-
ther evaluated. Children who do not meet the criterion are identified
for further evaluation. This is the mechanism of screening and does
not result in a diagnosis.

Best performance is another method of cross-sectional sampling of a
child’s behavior. This technique is used by most standard evaluation
instruments. A child is asked to perform on a test. The results, which
reflect the child’s performance at a single point in time, are compared
to the performance of similarly aged children. Standard evaluation
instruments assume that the child’s performance on an assessment
instrument is reflective of his abilities. Best performance allows both
the age and function to vary.

Finally, retrospective analysis attempts to capture the dynamic
aspects of development by sampling the age of achievement of several
milestones and develop a summary quotient that reflects the child’s
development. For example, a child may have their first word at
22 months, have three words at 3 years, and start to use two-word
phrases at 4 years. The developmental quotients are 50 percent (11/22),
42 percent (15/36), and 50 percent (24/48), respectively, leading one to
conclude that the child is developing at about half of the typical rate.
Using multiple milestones to derive a quotient improves diagnostic
precision because it lessens the impact of single milestones.

Vision
Vision problems occur in 5 to 10 percent of preschoolers. While there
are many different eye disorders, most fall into three categories: refrac-
tive error, strabismus, or amblyopia.
Refractive errors include nearsightedness (myopia), farsightedness

(hyperopia), and astigmatism. Refractive errors rarely delay early
development, save in extreme cases. Blindness is defined as best
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corrected visual acuity of less than 20/400 in the best eye or a field of
vision that is restricted to 10 degrees. Blindness that is seen in infants
and young children may be associated with other developmental
disorders. Children who are blind often have residual visual ability,
but blindness creates challenges for assessment in other developmental
areas.

Strabismus, commonly called crossed or wandering eye, is a mis-
alignment of the eyes. The misalignment may be intermittent or fixed.
Strabismus occurs in approximately 2 to 4 percent of children. Early
intervention for strabismus is important to prevent amblyopia.

Amblyopia is a loss of visual acuity due to brain suppression of the
visual signal from an eye. It may be seen in strabismus that is not
treated, where the visual signal from one eye is suppressed to prevent
double vision. It may be seen as a result of marked differences in the
visual acuity between the eyes. Rarely, amblyopia may result from
obstruction of the visual signal coming into the eye, as in the case of
a congenital cataract (deprivational amblyopia). Amblyopia may
cause reduced vision to the level of functional blindness if the affected
eye is untreated.

Visual screening commences in the newborn nursery. Newborn
screening assesses the eye structures, responses to visual stimuli (such
as eye closure to a bright light), and alignment. The ability to fix, fol-
low objects, and alignment are the foci of the first few months. Ideally,
this should be evaluated for each eye independently. The ability to see
and obtain small objects (e.g., a piece of lint on the carpet) is appropri-
ate for children in the first half-year of life.

Assessment of visual acuity that uses behavioral methods begins at
3 years of age, although estimates of visual acuity can be measured
earlier. Techniques that measure pursuit of novel stimuli of graded
sizes, or preferential looking, yield reliable measures of visual acuity
but have not been widely adopted in the primary care setting.

The American Academy of Pediatrics Committee on Practice and
Ambulatory Medicine (2003) endorsed the following tests for use in
children who are 3 to 5 years of age: Snellen letters, Snellen numbers,
Tumbling E, HOTV, and the Allen or LH test. The Tumbling E test
requires the child to show which way the E is pointing. The HOTV
tests uses letters that are more easily distinguished by preschool chil-
dren because they are not affected by rotation. The Allen and LH tests
are presented in picture format for children who do not know their let-
ters. Asking younger children to match the stimuli they see to a testing
board that contains all of the stimuli may increase their performance.
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Details of specific visual screening tests have been reviewed recently
(American Academy of Pediatrics Committee on Practice and Ambu-
latory Medicine, 2003; Tingley, 2007). Criteria for referral for additional
evaluation include (1) structural abnormality at any age, (2) failure to
show light appreciation in either eye at any age, (3) misalignment of
the eyes, (4) visual acuity of 20/50 or worse or more than two lines dif-
ference between the eyes in 3-year olds, and (5) visual acuity of 20/40
or worse or more than two lines difference between the eyes in 4-year
olds.

Screening for visual problems in preschool children is far from uni-
versal (Hartmann et al., 2006). A large multisite study revealed that
successful screening for 3-year-olds was completed far less often than
in 4-year olds (80% versus 94%). The authors also reported substantial
variation in following the recommended protocol, referral rates, and
follow-up. They concluded that all aspects of preschool vision screen-
ing need to be reviewed before an effective system can be achieved.

Hearing

Hearing loss may be viewed in several different ways. The nature of
the hearing loss (conductive, sensorineural, mixed, or central), the
degree of hearing loss, and the cause of the hearing loss are but several
of the ways that hearing loss may be categorized.

Conductive hearing losses occur when sound is not transmitted to
the hearing system. This type of hearing loss is quite common in pre-
school children and is associated with otitis media and fluid in the
middle ear (effusion). The effusion blunts the transmittal of the sound
signal and affects hearing. Conductive hearing losses are not usually
permanent, but persistent effusions are treated by insertion of tympa-
nostomy tubes. Although concern has been expressed about the rela-
tionship between persisting middle-ear effusions and developmental
outcome, a number of studies have failed to show adverse develop-
mental outcomes at school age in otherwise healthy children who have
persisting middle-ear effusions (McCormick, Johnson, & Baldwin,
2006; Paradise et al., 2005).

Sensorineural hearing loss is the focus of universal newborn screen-
ing efforts. It is the type of hearing loss that affects the function of the
auditory nerve. Sensorineural hearing loss may not be evident at birth
and may develop later in childhood. Sensorineural hearing loss may
have its onset after the newborn period, and it may progress as the
child ages and becomes communicatively disabled. Consequently,
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sensorineural hearing losses require regular monitoring. Mixed hear-
ing losses have elements of conductive and sensorineural dysfunction.

Central hearing loss is the result of the brain’s inability to interpret
the incoming sound stimuli. It does not affect the hearing apparatus.
Landau Kleffner is a syndrome seen in preschool children that has lan-
guage regression, seizures, central hearing loss, and atypical electroen-
cephalogram as key components.

Hearing loss, like visual loss, may be categorized by the severity of
the impairment. It is grouped by the loudness of the sound (dB)
required to effect a response. Hearing loss may range from minimal
(16-25 dB) to profound (more than 90 dB). Hearing loss in the moderate
to profound range (more than 40 dB) occurs in 1 to 3/1,000 newborns.

There are many causes of hearing loss. Sensorineural hearing loss
may result from infection, toxins, genetic, trauma, or structural causes
(Nance, 2003; Roizen, 2003). Congenital cytomegalovirus infection
(CMV), a viral infection that may be acquired during gestation, is a
common cause of hearing loss. Some of the sensorineural hearing
losses are associated with structural or functional abnormalities (e.g.,
Stickler syndrome or Alport syndrome), while others (e.g., connexin
26) are not.

The methods used for evaluating hearing are dependent on the abil-
ity of the child to cooperate. Physiologic measures, such as auditory
brainstem responses or otoacoustic emissions, do not require the
child’s cooperation (see American Academy of Pediatrics, Joint Com-
mittee on Infant Hearing, 2007). Impedance audiometry provides use-
ful information about the status of the middle ear and is used most
often in the evaluation of conductive hearing loss. Visual reinforced
audiometry may be used in children as young as 6 to 9 months to
approximate hearing acuity. For those children who can be condi-
tioned for visual reinforcement audiometry (VRA), the American
Speech-Hearing-Language Association (ASHA) recommends screen-
ing with earphones to test each ear with 1,000, 2,000, and 4,000 Hz
tones at 30 dB HL (American Speech-Language-Hearing Association,
1997). If the child cannot be conditioned to earphones, evaluation in
sound field conditions may provide sufficient information to answer
the question of whether the child has sufficient hearing for develop-
ment of language. Conditioned play audiometry and use of head-
phones may be used in somewhat older children. For those children
who can be conditioned for play audiometry (CPA), screening each
ear (with 1,000, 2,000, and 4,000 Hz tones at 20 dB HL) is recom-
mended. Referral should be made for children who show no response
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or no reliable response at level at 30 dB for VRA or 20 dB for CPA at
any frequency in either ear.

Failed hearing screens are frequently seen in preschool children. In
one study (Allen, Stuart, Everett, & Elangovan, 2004) only 54 percent
of 3- and 4-year-old children who attended passed the initial screening
that included pure tone audiometry, impedance tympanometry, and
direct visualization of the ear drum and external structures (otoscopy).
About 30 percent of children failed pure tone audiometry. Thirty per-
cent of study children also failed impedance tympanometry. After a
rescreening, 76 percent of children passed. Follow-up assessment com-
pliance after the rescreening was poor, approximating 10 percent. The
hearing status of 18.3 percent of the eligible children was never ascer-
tained. While the number of failed screens was high, the number of
children with confirmed hearing loss was not. Of the children who
completed the audiologic screening and/or received diagnostic audio-
logic assessment, 0.5 percent were confirmed to have hearing loss.

Universal Newborn Screening

As a result of concerns about the long-term developmental implica-
tions of delayed identification, evaluation, and treatment of hearing
loss in children, Congress authorized the development of a system of
early hearing detection and intervention programs. By 2005, all states
had operational programs. The programs seek to identify congenital,
permanent bilateral or unilateral sensory, or permanent conductive
hearing loss and neural hearing loss. Children are initially screened
in the hospital using physiological techniques (automated auditory
brainstem responses or otoacoustic emissions). Those who were born
outside of a hospital or who missed or failed the initial screen are
screened /rescreened by 1 month of age. Those who do not pass the
rescreening are referred for audiologic evaluation by 3 months and, if
they are found to have a hearing loss, referred for aural rehabilitation,
medical, and early intervention services by 6 months of age.

Initial screening has proved to be very successful. The Centers for
Disease Control and Prevention (CDC) reported that in 2007, approxi-
mately 95 percent of eligible infants were screened by early hearing
and intervention programs. However, a significant number of children
who required further evaluation did not receive appropriate follow-up
evaluations. Of the 1.8 percent of children who did not pass their initial
screen, 37 percent were found to have normal hearing, and 6.3 percent
of children who failed the screen had a hearing loss. Unfortunately,
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56.6 percent of children who failed the initial screen did not have a
documented diagnosis. Of this group, 79 percent were either lost to
follow-up or lost to documentation, 13 percent were in process, and
the remainder had parents who declined further evaluation or moved
to another state, or the child died.

Of the children with hearing loss, 85.5 percent were referred for
early intervention services (Part C of IDEA). Of concern was that
35.7 percent of children with hearing loss were not receiving early
intervention, the vast majority of whom were lost to follow-up/docu-
mentation.

The AAP Joint Committee on Infant Hearing (2007) identified a
number of challenges to the success of the Early Hearing Detection
and Intervention (EHDI) systems. Among them were (1) too many
children were lost between the failed screening and rescreening and
between the failed rescreening and the diagnostic evaluation, (2) often
there is a lack of timely referral for diagnosis of and intervention for
suspected hearing loss in children, (3) access to Part C services is inad-
equate among states and within states, (4) there is a lack of specialized
services for children with multiple disabilities and hearing loss, and
(5) there is a shortage of professionals with skills and expertise in both
pediatrics and hearing loss and a lack of in-service education for key
professionals. Early childhood personnel can play an important role
in assuring that children who fail a screen receive the necessary evalu-
ation to confirm or exclude the diagnosis of hearing impairment.

WHAT ARE THE LIMITS OF EARLY IDENTIFICATION?

Early identification is part of a process that leads to early intervention
and better outcomes for the individual. Systems for identifying devel-
opmental disabilities have improved significantly over the past quar-
ter century, but still there are limits to achieving the goals of early
identification of all children with developmental disabilities. Among
the factors that limit early identification efforts are the need to have
multiple evaluations to detect all of the disorders of interest, the lim-
ited ability of current instruments to classify children successfully,
and insufficient efforts to ensure that children who are identified with
early identification techniques receive confirmatory testing and, ulti-
mately, intervention.

Early identification does not take place at a single time. It is not pos-
sible to identify all possible conditions of interest at a single time.
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Sometimes time must pass before the symptoms of a disorder show
themselves well enough to be identified. Our current instruments for
identification are limited in their ability to identify children with
developmental disabilities. Consequently, children may have to “grow
into” a disorder. Identification of developmental disabilities is a con-
tinuing process. Recognition of this led the AAP to develop a system
that includes ongoing surveillance and screening at multiple ages
(AAP Committee on Children with Disabilities et al., 2006).

Early identification does not always result in early intervention. The
Early Hearing Detection and Intervention Program is a model for
identification, but it is limited. Systems that bridge identification and
intervention programs are often inefficient. Families may be difficult
to follow or may not appreciate the potential of early intervention.
Again, early childhood personnel can be key advocates to assure that
children receive the follow-up evaluations and, when necessary, refer-
rals for services that they need.

The costs of early identification programs are not trivial. Among the
costs are contacting and gaining permission for screening, informing
those who fail the screening tests and ensuring that they receive con-
firmatory screening, provision of counseling relative to the disorder
of interest, and linking to early intervention services. Decisions must
be made by policy makers as to how much to expend in early identifi-
cation and how much to allow for other programs.

Early identification is not independent of the other processes that
affect the outcome of individuals with developmental disabilities.
While it focuses on the individual, early identification is dependent
on processes that affect the community and family environments.
Unless it is coupled with research that focuses on better techniques
for identification, improved methods of intervention, increased under-
standing of the roles of families in identification and intervention, and
successful ways of preventing developmental disabilities, early identi-
fication will not meet its objectives.

REFERENCES

Allen, R. L., Stuart, A., Everett, D., & Elangovan, S. (2004). Preschool hearing
screening: Pass/refer rates for children enrolled in a head start program in
eastern North Carolina. American Journal of Audiology, 13(1), 29-38.

American Academy of Pediatrics Committee on Practice and Ambulatory Medicine
of American Academy of Pediatrics, Section on Ophthalmology of American
Academy of Pediatrics, American Association of Certified Orthoptists, American



Reflections on Early Identification 93

Association for Pediatric Ophthalmology and Strabismus, and American Acad-
emy of Ophthalmology. (2003). Eye examination in infants, children, and young
adults by pediatricians. Pediatrics, 111, 902-907.

American Academy of Pediatrics Council on Children with Disabilities, Section on
Developmental Behavioral Pediatrics, Bright Futures Steering Committee,
Medical Home Initiatives for Children with Special Needs Project Advisory.
(2006). Identifying infants and young children with developmental disorders
in the medical home: an algorithm for developmental surveillance and screen-
ing. Pediatrics, 118(1), 405-420.

American Academy of Pediatrics Joint Committee on Infant Hearing. (2007). Year
2007 position statement: Principles and guidelines for early hearing detection
and intervention programs. Pediatrics, 120(4), 898-921.

American Speech-Language-Hearing Association (ASHA). (1997). Guidelines for
audiologic screening. Retrieved December 17, 2010, from http://www
.asha.org/docs/html/GL1997-00199.html doi:10.1044/ policy.GL1997-00199

Bruer, J. T. (1999). The myth of the first three years. New York: The Free Press.

Centers for Disease Control and Prevention. Summary of 2007 National EHDI
Data (Version 1). Retrieved December 17, 2010, from http://www.cdc.gov/
ncbddd/ehdi/documents/DataSource2007.pdf

Centers for Disease Control and Prevention. http://www.cdc.gov/ncbddd/dd/
default.htm

Committee on Practice and Ambulatory Medicine, Section on Ophthalmology,
American Association of Certified Orthoptists; American Association for Pedi-
atric Ophthalmology and Strabismus; American Academy of Ophthalmology.
(2003). Eye examination in infants, children, and young adults by pediatricians.
Pediatrics, 111(4, pt. 1), 902-907.

Gesell, A., & Amatruda, C.S. (1947). Developmental diagnosis (2nd ed.). New York:
Hoeber.

Hartmann, E. E., Bradford, G. E., Chaplin, P. K., Johnson, T., Kemper, A.R., Kim,
S., & Marsh-Tootle, W. (2006). PUPVS panel for the American Academy of Pedi-
atrics. Project. Universal Preschool Vision Screening: A demonstration project.
Pediatrics, 117(2), 226-237.

Lock, T. M., Shapiro, B. K., Ross, & Capute A. J. (1986). Age of presentation in devel-
opmental disability. Journal of Developmental and Behavioral Pediatrics, 7(6),
340-345.

McCormick, D. P, Johnson, D. L., & Baldwin, C. D. (2006). Early middle ear effu-
sion and school achievement at age seven years. Ambulatory Pediatrics, 6(5),
280-287.

Nance, W. E. (2003) The genetics of deafness. Mental Retardation Developmental Dis-
abilities: Research Reviews, 9(2), 109-119.

National Research Council and Institute of Medicine. (2000). From neurons to
neighborhoods: The science of early child development. In J. P. Shonkoff & D.
A. Phillips (Eds.), Board on Children, Youth, and Families, Commission on Behav-
ioral and Social Science and Education. Washington, DC: National Academy Press.

Paradise, J. L., Campbell, T. F.,, Dollaghan, C. A., Feldman, H. M., Bernard, B.S.,
Colborn, D. K., et al. (2005). Developmental outcomes after early or delayed
insertion of tympanostomy tubes. New England Journal of Medicine, 353(6),
576-586.



94 Early Childhood Intervention

P.L. 106-402. (2000). Developmental Disabilities Assistance and Bill of Rights Act
of 2000. 114 stat.1683-1684.

P.L. 108-446. (2004). Individuals with Disabilities Education Act of 2004. 118 Stat
2657-2658.

Pulsifer, M. B., Hoon, A. H., Palmer, F. B., Gopalan R., & Capute, A.]. (1994).
Maternal estimates of developmental age in preschool children. Journal of Pedi-
atrics, 125(1), S18-24.

Roizen, N.]. (2003). Nongenetic causes of hearing loss. Mental Retardation Develop-
mental Disabilities: Research Reviews, 9(2), 120-127.

Shapiro, B. K., & Gwynn, H. (2008). Neurodevelopmental assessment of infants
and young children. In A.J. Capute & J. A. Accardo (Eds.) Neurodevelopmental
disabilities in infancy and childhood. Baltimore: Paul H. Brookes.

State of Maryland Family Health Administration. Newborn Blood Spot Screening
Program. http://fha.maryland.gov/genetics/nbs_bloodspot.cfm

Tingley, D. H. (2007). Vision screening essentials: Screening today for eye disorders
in the pediatric patient. Pediatrics in Review, 28, 54-61.



Chapter 5

Professional Development for
Early Childhood Intervention:
Current Status and Future
Directions

Susan A. Fowler, Tweety Yates, and Michaelene M. Ostrosky

cation, with many hotly debated questions at the core of this

issue. For example, what constitutes a highly qualified teacher
or provider who can serve all young children, including those with
special needs (e.g., developmental delays) or those at risk for later
school difficulties (e.g., living in poverty, English-language learners)?
What professional preparation should early childhood educators
receive before they work with young children? Should their prepara-
tion include a college degree, license, certificate, credential, or
endorsement? What ongoing professional development would benefit
early childhood educators after they begin working with young chil-
dren and families? Across the United States, these questions are not
easily or consistently answered. The philosophy that young children
with special needs and their families are full members of their commu-
nity, and that they should receive services in their natural environ-
ments or in programs that serve typically developing children, is an
important piece of any discussion of personnel preparation. However,
the issue of who provides what services for young children and where
these services are provided is complex for several reasons.

First, the personnel who work with young children during the early
years (before kindergarten) come from many different disciplines and
begin their careers in early education with varying levels of prepara-
tion. Whether personnel are licensed, credentialed, or meet minimum
training requirements depend on a variety of factors, including place
of employment, services provided, characteristics of the children

P rofessional preparation is a central issue in early childhood edu-
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served, state regulations, and even sources of funding. Their titles and
training vary by position (teacher, aide, therapist, provider, early inter-
ventionist) as well as by specialization (e.g., developmental therapist,
speech therapist, early childhood special education teacher, infant tod-
dler specialist, child care provider). Their preparation may or may not
have included a focus on working with young children with special
needs or diverse abilities.

Second, the number of children who enter group care or receive care
outside of the home has increased dramatically in the past few deca-
des, as more parents are involved in the workforce. This has placed a
great demand on the need for personnel in early care and education,
making it one of the fastest-growing sectors in the workforce (Bartsch,
2009). National surveys currently estimate that over 11 million chil-
dren receive some form of early care and education outside of the
home annually during their first five years of life (Burton et al., 2002).
To meet this need, an estimated 2.2 million individuals are paid annu-
ally to provide care and education to society’s youngest members
(Brandon, Weiss, & Dugger, 2010).

Third, there is no single service system or model for meeting the
educational, therapeutic, or child care needs of young children below
the age of 5. Instead we have a variety of services that include publicly
funded programs, such as Head Start, state funded prekindergarten,
and early childhood special education, as well as private programs
(for profit and not for profit), such as nursery schools and part-day
and full-day child care. Some programs are licensed by a state regula-
tory agency, and others are licensed exempt. Some programs are
located in community settings (e.g., park districts), while others reside
in religious settings (e.g., churches), corporate settings, or local school
districts. In total, half of the early care and education teachers and staff
(1.1 million) work within center-based contexts. Family child care is
yet another source of care, which may be provided for a fee or through
less formal avenues such as kith and kin systems of exchange. Family
child care likewise can be licensed or unlicensed, and annually,
300,000 individuals provide family child care (care for small groups
of children who are not related and receive service in the provider’s
home). Yet another option used by many families is paid relatives
and non-relatives who provide care; of these, an estimated 600,000
are relatives and 200,000 are non-relatives or neighbors (Brandon
et al., 2010). The level of preparation and formal training for early care
and education providers varies greatly, especially given the setting.
Those who work in regulated settings, such as community-based
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centers, tend to have the greatest level of education and may hold
licenses, certificates, or credentials. Each state sets its own licensing
standards and regulates child care training. Requirements may range
from less than a high school diploma to college degree. Thus, where
personnel work and what they do in their work also dictates their level
of preparation (U.S. Department of Labor, Bureau of Labor Statistics,
2010).

PERSONNEL WHO PROVIDE SPECIAL EDUCATION
AND RELATED SERVICES TO YOUNG CHILDREN

It is within this larger context of early care and education that services
for children with developmental delays and disabilities must be consid-
ered. The number of children identified as eligible for early intervention
(birth to age 3) and early childhood special education (ages 3-5) ser-
vices has doubled over the past 20 years since all states were required
to provide services to all eligible preschool-aged children and to have
a system of early intervention in place for infants and toddlers. Recent
federal data indicate that over one million children received special
education and related services during their first five years. In 2008,
710,000 children between the ages of 3 and kindergarten entry were
served through early childhood special education services. Approxi-
mately 322,000 infants and toddlers with developmental delays
received early intervention services during their first three years of life
(USDE 28th Annual Report to Congress, 2009), and increasingly, many
children with disabilities or developmental delays receive early care
and education services alongside their typically developing peers. In
fact, 2006 data indicate that approximately one-third of preschool-
aged children with disabilities receive all of their special education
and related services in typical early childhood settings, and an addi-
tional 17 percent of children attend a typical early childhood program
at least part of the time while also attending a specialized program.
Figure 5.1 presents the distribution of educational environments where
3- to 5-year-olds received special education and related services in 2006.
The most recent reauthorization of the Individuals with Education
Improvement Act (2004) emphasized the importance of educating
children with disabilities in the same settings in which their typically
developing peers are educated. As a result, the percentage of children
with disabilities who are enrolled in programs that also serve typically
developing children is likely to increase even more.
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Figure 5.1 Pie chart from USDE 28th Annual Report to Congress (Fig-
ure 1-13; distribution of educational environments where children
ages 3 through 5 are receiving special education and related services
under IDEA, Part B: Fall 2004, p. 35).

The location of services for the very youngest children, newborns
through age 2, have also been addressed through policy and statute,
which require that services be delivered in natural environments,
defined as settings in which children without disabilities are most
likely to be served. In many instances, the natural environment is the
home, and services are provided through home visits or in community
locations requested by the family. This is a shift away from the deliv-
ery of services in clinical or medical settings or in programs designed
solely for children with disabilities. It is also a shift toward providing
intervention in the context of a family’s daily routine, so that families
or other caregivers are likely to participate in the intervention and
apply the strategies or practices throughout typical daily activities.

With these demographic and contextual variables in mind, the pur-
pose of this chapter is to discuss the current state of professional prepa-
ration for the array of personnel who work directly with very young
children (birth to age 5) who have developmental delays or disabilities
and with their families. The focus of the chapter is primarily on those
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who are certified, licensed, or credentialed to work with children with
special needs. However some attention is given to personnel who have
not been prepared to work with children with disabilities, but who play
a central role in their care and education in community programs.

EARLY INTERVENTION SERVICES FOR INFANTS
AND TODDLERS AND THEIR FAMILIES (EI)

The goal of Early Intervention (EI) is to provide support to infants, tod-
dlers, and young children and their primary caregivers to promote
optimal development during the first three years of life. An essential
philosophical element of EI is to strengthen and support the parents’
or caregivers’ capacity to meet their child’s needs and design services
within the context of the family (Dunst, 2007). To optimize state re-
sources, the original legislation (EHA, 1986) identified the basic com-
ponents that should be included in EI systems, while allowing states
the flexibility of determining the population served as well as the
structure of their service delivery system. Given this flexibility, how
services are provided as well as who provides these services can vary
greatly from state to state (Bruder, 2010). Table 5.1 presents the profes-
sional fields originally identified within early intervention. Current
research indicates that the most commonly provided services are: spe-
cial instruction and child development, speech therapy, occupational
therapy, physical therapy, developmental therapy, and service
coordination (Hebbeler, Spiker, Morrison, & Mallik, 2008).

Table 5.1 Disciplines Identified by PL 99-457 as Eligible Providers of
Services for Infants and Toddlers with Exceptionalities and Their Families

Audiology

Medicine

Nursing

Nutrition
Occupational Therapy
Physical Therapy
Psychology

Special Education
Speech Therapy
Social Work
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Development of Early Intervention Credential
and Preparation Systems

The original 1986 legislation gave states a five-year window to develop
a coordinated and comprehensive infrastructure for providing early
intervention services. Two components of this system included the
development of personnel standards and a comprehensive system of
personnel development (CSPD) that included both preservice and in-
service preparation of personnel (McCollum & Bailey, 1991). While
most states already had professional preparation standards and state
licensure for teachers in early childhood special education, the majority
did not have standards or credentials for providers serving infants and
toddlers. Many states saw the opportunity for the development of an
early intervention credential as a way to improve the quality of their
El services and personnel development systems. The credential would
provide a method for a state-identified entity to review providers’
experiences and qualifications related to serving very young children
as well as ensure an understanding of the EI system. A primary ques-
tion became how to create a credentialing system that encompassed
multiple disciplines from different training programs, with varying
licensure requirements and philosophies for delivering services
(Bruder, Mogro-Wilson, Stayton, & Dietrich, 2009; Campbell, Sawyer, &
Muhlenhaupt, 2009).

Despite these challenges, recent reports indicate that approximately
half of the states either have or are developing a credential specific to
early intervention (the Center to Inform Personnel Preparation Policy
and Practice in Early Intervention and Preschool Education, 2007).
The primary method for obtaining a credential in early intervention
involves meeting competency standards (as developed by individual
states). The credential attests that personnel have demonstrated com-
petencies related to working with infants and toddlers with disabil-
ities and their families. These standards may be met by attending in-
service trainings, completing coursework, or through a recognized
program of preservice preparation. An example of South Carolina’s
core competencies for early intervention providers can be found in
Table 5.2. The core competencies are listed as well as one example of
a required skill under each competency area.

Many states have added systems overview trainings as a prerequi-
site before personnel could begin providing services. These trainings
typically include an overview of the state philosophy and principles
around early intervention and legal requirements of early intervention.
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Table 5.2 Sample Competencies in El

South Carolina Early Intervention Core Competencies (http://www.scfirststeps.org/
BabyNet/Policies%20and%20Procedures/Appendix7d.pdf)

1. Early Intervention Foundations

Example: Know and apply relevant policies and procedures regarding the
components of a Part C system: Interagency collaboration, public awareness and
child find, referral and intake, evaluation, assessment and determination of
eligibility, IFSP development, implementation, and monitoring transition, service
coordination training, teaming, and consultation, and procedural safeguards, due
process, and mediation.

2. Child Development and Learning

Example: Understand typical and atypical child development and the implications
for development and learning.

3. Family and Community Relationships and Supports

Example: Establish and maintain collaborative partnerships with families that build
families’ sense of parenting competence and confidence.

4. Evaluation and Assessment

Example: Use a variety of screening, evaluation, and assessment methods and
tools in a family-centered and culturally sensitive manner.

5. Service Coordination, Delivery, and Implementation

Example: Implement and monitor an Individualized Family Service Plan (IFSP) that
incorporates child and family outcomes within the context of the family’s home
and community routines and activities.

6. Professional Development Standards

Example: Incorporate current scientifically based research findings/trends and
peer-reviewed literature relevant to early intervention systems and services to
solve problems and/or modify existing practices with families, infants, and toddlers.

Trainings may also include information on the operation of the system
(e.g., billing procedures for services, processes for family referral and
evaluation). Another major training focus is how early intervention is
conducted between families and professionals within natural environ-
ments. Professional development efforts increasingly have focused on
providing services in natural environments using a family-centered
philosophy and a transdisciplinary approach (Bruder, Mogro-Wilsom,
Stayton, & Dietrich, 2009; Campbell, Sawyer, & Muhlenhaupt, 2009).
Traditionally, early intervention had been viewed as child-focused,
with the major purpose being to enhance the developmental outcomes
for young children with disabilities. This shift in practice was based
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primarily on two interrelated reasons: the child is a member of the
family, and the family has significant impact on the child’s develop-
ment. Thus, the primary role of service providers in EI became to work
with and support family members and caregivers in children’s lives.
In addition, a new emphasis was placed on providing EI services in
natural environments as defined by individual states. This change
resulted from research showing that it is during routine activities and
everyday interactions with familiar people in familiar contexts that
learning opportunities occur for children. In addition, special instruc-
tion by early interventionists seemed to be most effective within the
context of natural environments using a team approach among profes-
sionals and parents (Dunst, 2007). This shift to providing services in
natural environments presented not only a change in where services
were provided but also a change in how they were provided. A set of
guiding principles was developed to illustrate these beliefs and how
these practices should support intervention with all children and fam-
ilies within natural environments. These principles can be found in
Table 5.3 (NECTAC Workgroup on Principles and Practices in Natural
Environments, 2008).

Use of natural environments represents a significant philosophical
shift in service orientation for those specialists whose preparation may

Table 5.3 NECTAC Work Group Principles and Practices for Providing
Early Intervention in Natural Environments (2008)

Seven Principles for Providing Early Intervention in Natural Environments

1. Infants and toddlers learn best through everyday experiences and interactions
with familiar people in familiar contexts.

2. All families, with the necessary supports and resources, can enhance their
children’s learning and development.

3. The primary role of the service provider in early intervention is to work with
and support the family members and caregivers in a child’s life.

4. The early intervention process, from initial contacts through transition, must be
dynamic and individualized to reflect the child’s and family members’
preferences, learning styles, and cultural beliefs.

5. IFSP outcomes must be functional and based on children’s and families’ needs
and priorities.

6. The family’s priorities, needs, and interests are addressed most appropriately by
a primary provider who represents and receives team and community support.

7. Interventions with young children and family members must be based on
explicit principles, validated practices, best available research, and relevant
laws and regulations.
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have focused on the delivery of services to older children or even adults
in school, clinical, and medical settings. In fact, a recent study of service
delivery combinations in early intervention found that when children
received services from multiple therapists, the therapists were “less
likely to provide services in the home only and more likely to offer a
combination of group and one-on-one. Furthermore, these families
were most likely to receive the highest intensity of services per week
(i.e, more than 2 hours)” (Raspa, Hebbeler, Bailey, & Scarborough,
2010, p. 140-141). This finding was also true with speech therapist ser-
vices. This study identified the five most typical teams of providers
who worked with families in EI. The five teams included (1) speech lan-
guage pathologist, (2) occupational-physical therapist, (3) educator
team, (4) multiple-therapist team, and (5) other provider teams. They
found that the educator team and the occupational-physical therapist
teams were most likely to provide services one-on-one and in the home
(Raspa, Hebbeler, Bailey, &Scarborough, 2010). The majority of states
have established EI technical assistance systems to support the training
of providers. Many states are relying on in-service development to pro-
vide additional training to specialists to prepare them for the specific
concerns and issues of meeting the needs of very young children and
their families through natural environments.

A Growing Profession

A shortage of personnel in many of the identified disciplines has fur-
ther exacerbated state efforts to develop and support their credential-
ing systems and professional development plans. States reported
shortages of speech therapists, occupational therapists, physical thera-
pists, and special educators. As a way to address personnel shortages,
about half of the states reported adding new professional categories,
particularly at the paraprofessional level including speech language
therapist assistants, physical therapist assistants, and occupational
therapist assistants. In addition, several states reported adding profes-
sional parent roles such as parent facilitators and parent liaisons.
Other states added bilingual and sign-language interpreters, not only
to improve the number and quality of EI personnel, but also to meet
the growing need for more diverse and culturally competent staff.
While there is no question that much progress has been made as
states have put systems into place to ensure that EI providers have
the knowledge, skills, and abilities to work with infants and toddlers
with disabilities and their families, there are still several important
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issues to be addressed. Among these are the different ways in which
states fund services for families and their young children. A number
of states have moved to a system of fee-for-service, in which individ-
ual therapists or providers are reimbursed for the time that they spend
working directly with a family. Although their services may be coordi-
nated through a local office, they work as independent contractors.
This means that supervision is minimal and the opportunity to partici-
pate in reimbursed professional development is missing (Peterson,
Luze, Eshbaugh, Jeon, & Kantz, 2007). Fee-for-service structures also
may interfere with the opportunity for providers to meet and engage
in transdisciplinary planning and the development of interventions
that can address multiple areas of growth and development for the
family and reduce the number of providers in their lives.

Challenges for El Personnel

First, while many states have developed credentialing systems and
training requirements, few have created an avenue or career ladder
for early intervention providers to advance within the system based
on training and performance. This would not only strengthen the qual-
ity of services provided in the system, but also help in retaining quality
personnel. Secondly, with the ongoing challenge of personnel short-
ages, states will need to determine how to maintain their standards of
excellence while meeting the increased need for additional personnel.
Lastly, support is needed to increase the number of higher-education
programs and qualified faculty offering EI coursework. Results from
the Center to Inform Personnel Preparation Policy and Practice in Early
Intervention and Preschool Education (2005) showed that while only a
little over half of the states reported having higher education programs
that prepared professionals to work in the field of EI.

EARLY CHILDHOOD SPECIAL EDUCATION (ECSE): SERVICES
FOR CHILDREN FROM BIRTH TO AGE 8

While Early Intervention is defined as a service field for children from
birth through age 2, the age range of children served within early
childhood education and early childhood special education can vary
considerably based on state definitions. As in Early Intervention, per-
sonnel from several disciplines are involved in the delivery of services



Professional Development for Early Childhood Intervention 105

to preschool-aged children with disabilities. These include early child-
hood special educators (ECSE), early childhood educators (ECE), para-
professionals, speech and language therapists, occupational
therapists, physical therapists, and other related services (e.g., nurs-
ing, nutrition). Shortages have been reported in most of these disci-
plines for serving preschool-aged children (Center to Support
Personnel Preparation and Practice, 2007). This section of the chapter
will address the role of ECSE and ECE teachers and their current sta-
tus. In general, early childhood special education refers to free, appro-
priate, specially designed instruction to meet the unique needs of a
young child with a disability. Common to all states with some form
of ECSE preparation program is the delivery of services to children
between three years of age and the age of eligibility for kindergarten.
The instruction and services can be delivered in a preschool classroom,
in the home, in child care, or in other settings in which preschool-aged
children typically are found (http://www.isbe.state.il.us/earlychi/
pdf/ECSE_LRE_guidance.pdf). The majority of children with disabil-
ities between the ages of 3 and 5 are served in classroom settings,
with only 3 percent receiving services at home (Carlson, et al., 2008;
Markowitz et al., 2006; USDE 28th Annual Report to Congress, 2009).
However, many states may provide certification or endorsements in
ECSE that allow educators to work with children across a variety of
age ranges (e.g., birth to age 8, age 3 to 21). Certification is acquired
through the completion of a baccalaureate degree or an advanced
degree. Endorsements are considered as add-on requirements beyond
the initial certification, which expand the range of children a teacher
may serve. The variability in age ranges across states, as well as the
use of endorsements and certifications, creates a complicated context
for the preparation of personnel who seek to work primarily with
young children.

The need for personnel in ECSE increased dramatically 25 years ago
when federal legislation and funding expanded services to all children
between ages 3 and 5 who were identified as having a disability or devel-
opmental delay. Prior legislation had permitted services for younger
children but had not required them. As a result, over half of the states
did not have services in place for all preschool-aged children
with disabilities; and of these, many did not have teacher preparation
programs or certification requirements for early childhood special edu-
cation. Most states had requirements in place for special education (often
crossing the age range of 3-21) and for early childhood education (ECE),
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but not for the intersection of the two professions. The need to certify a
sufficient pool of ECSE teachers quickly outpaced efforts to develop
policies that might create a uniform certificate for all teachers in early
childhood, whether special education or general education. The early
requirement for meeting the least restrictive environment for serving
children with disabilities allowed for (1) locating classes for preschool
children with disabilities in regular elementary schools; (2) linking
classes for children with disabilities part time with other public pro-
grams, such as Head Start; and (3) placing children with disabilities in
private community programs (USDE Federal Register, 1989). This initial
flexibility with which service could be provided resulted in many school
districts adding self-contained classes in neighborhood elementary
schools, although the second and third options also were used, but with
less frequency.

With the increased demand for ECSE teachers, new personnel prepa-
ration programs were developed across the country; some emerged from
special education programs, others from early childhood education
programs, and a few from a blending of the two programs. Currently,
80 percent of the states require an ECSE certificate to teach preschool-
aged children with disabilities, in the role of either co-teacher, consultant,
itinerant, or primary teacher (Geiger, Crutchfield, & Mainzer, 2003). The
route to certification, however, can vary considerably from state to state,
as can the age ranges served through the certification. Although teachers
are required to be certified to teach preschoolers with disabilities, the
most recent federal report on certification indicates that as many as
12 percent of teachers employed to provide special education and related
services to preschoolers are not fully certified (USDE 28th Annual Report
to Congress, 2009).

In an effort to create greater uniformity and consistency in prepara-
tion programs, the major association for early childhood education,
the National Association for the Education of Young Children
(NAEYC), and the primary association for early childhood special
education, the Division of Early Childhood of the Council of Excep-
tional Children (DEC), both recommended that states develop free-
standing certificates for professionals who work with young children
from birth through 8 years of age. Their statements advocate that pro-
fessionals be certified for the same age ranges and that states adopt the
same standards for certification to increase reciprocity (Hyson, 2003;
Sandell, McLean, & Smith, 2000).

A basic element of their shared approach is the delineation of three
age ranges for children who are taught within ECE and ECSE: infants
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and toddlers (birth through age 2), preschool (ages 3 to 5 or kindergar-
ten entry), and primary (kindergarten to third grade). The statement
recommends that certification programs allow personnel to choose
specializations in two of the three age spans. Such specialization sup-
ports the idea that personnel should gain the knowledge and skills
most appropriate for promoting learning and development in very
young children (birth to age 5) or children entering their early years
of education (ages 3 to 8). This recommendation that all states support
a congruent age range for certification is intended not only to increase
reciprocity among states, but also to create a uniform and distinctive
certificate that addresses the skills and knowledge around assess-
ments, curriculum, and teaching strategies needed for supporting
young children.

A review of state certification requirements for ECSE teachers indi-
cates that states are far from meeting the ideals of shared certification
standards and consistent age ranges. A recent study of requirements
indicates that six certification models are used across the country
(Stayton et al., 2009) and that at least 11 age ranges are represented
across these models within the United States.

Models of Certification for Early Childhood Special Education

Table 5.4 reflects the emerging nature of ECSE as a specialized content
area and the extent to which it may be most closely associated with spe-
cial education, early childhood education, or both. As such, some states
have certification in ECSE, and others have endorsements in ECSE. The
distinctions impact the model of preparation. States with ECSE certifi-
cation have adopted a set of regulated requirements that prepare teach-
ers to work specifically with young children who have disabilities or
developmental delays. States with the ECSE endorsement, in contrast,
have teachers complete a set of requirements that are added to an
existing teaching certificate, which could be early childhood education

Table 5.4 Models of Certification for Early Childhood Special Education

. ECSE certification

. ECSE endorsement

. Blended ECE and ECSE certification

. Special education certification

. ECSE and special education endorsement
. ECE and special education endorsement

AL DA WN =
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or special education. Endorsements are “add-ons” to a program and
typically involve additional coursework and practice teaching. The
extent to which endorsement programs actually integrate information
on teaching children with and without disabilities into the same course-
work, or present them as separate courses, varies.

The blended ECE and ECSE certification ideally is a program that
prepares teachers to work with typically developing children as well
as those with disabilities, and addresses the range of child abilities
throughout shared coursework and field experiences. This is the
model that approximates the joint position statement on inclusion
developed by DEC and NAEYC and enables teachers to work in class-
rooms that are inclusive of all children. The blended certificate also
allows teachers the flexibility to teach within the general education
system or special education system. It supports the inclusion of chil-
dren with disabilities with typically developing peers. A teacher with
the blended certification may be the primary teacher or co-teacher
within an inclusive early care and education program, or serve as a
consultant to a number of programs that include children with disabil-
ities. They might also teach in an inclusive class in elementary schools,
such as first grade. Interviews with state directors of ECSE services
identified three themes behind the development of the blended certifi-
cate. The first was to provide inclusion opportunities for children, the
second was to enhance collaboration between general and special
education in teaching children, and the third was to increase the
professional status of early childhood and early childhood special
educators in the field (Stayton et al., 2009).

The fourth model, special education certificate, reflects an extension
of teacher preparation in special education to include preschoolers
along with students enrolled in kindergarten through grade 12. Some
states have a special education certificate that covers the full range of
children with disabilities from age 3 to age 18 or 21. Teachers prepared
in these programs may subsequently teach a variety of age groups and
are less likely to have much coursework and experience with young
children. The fifth and sixth models identified are ones in which teach-
ers have a certificate but hold multiple endorsements, whether in spe-
cial education or in early childhood. Interestingly, some states follow a
single certification route, while others use several of the models as
pathways for teachers to become certified. This may reflect a need for
flexibility in hiring personnel for programs as well as the patchwork
pattern in which routes to certification or endorsement have devel-
oped over time.
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The core content of preparation programs is another way in which
the national associations are working toward consensus and a shared
approach to accreditation of college and university preparation pro-
grams. The Council of Exceptional Children (CEC), which is the parent
organization of DEC, has identified 10 common core standards that all
special educators must meet. DEC has added six standards specific to
ECSE preparation in addition to the core standards (Council for Excep-
tional Children, 2009). If a higher education program offers a blended
ECE and ECSE degree, then NAEYC standards also are included in
the program. Table 5.5 presents the standards developed by CEC for
all special education teachers, the DEC standards added specifically
for early childhood special education, and the NAEYC standards for
early childhood care and education. The standards share a focus on
(1) promoting child learning, (2) linking child assessment with teach-
ing or instruction, and (3) professional development. Collaboration is
clearly identified in CEC and DEC as an important standard represent-
ing the need to build relationships with professionals in related
specialties (e.g., speech therapy) and in general education for the
inclusion of students. This standard also includes collaboration with
families, which likewise is emphasized in several of the NAEYC
standards.

In a recent study, 17 states were sampled to determine if state early
childhood special education standards were congruent with nationally
recommended standards. Again, the variability across states in meeting
the standards was striking. Three of the 17 states met or nearly met all
ECSE standards and the CEC common core, while another two states
met more than half of the standards. These five states indicated that
they either adopted the national standards or aligned their state stan-
dards directly with the national standards. In contrast, three states met
none of the standards, and the remaining nine ranged from meeting
slightly more than 10 percent to fewer than 50 percent. (Center to
Inform Personnel Preparation Policy and Practice in Early Intervention
& Preschool Education, 2008). This lack of convergence between state
and national standards indicates that most states are working in isola-
tion in developing and revising their certification requirements. Many
do not appear prepared or able to adopt nationally advocated stan-
dards. In fact, interviews conducted with state policy makers suggest
that experts in ECSE may not even be at the table for discussion of
certification and endorsement standards related to early childhood
education. One policy maker was quoted as saying, “certification
development and implementation is a slow, cumbersome process in
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Table 5.5 Standards for Professional Development in Special
Education, Early Childhood Special Education, and Early Childhood
Education

Council for Exceptional Division for Early National Association for
Children: Core Childhood of CEC: the Education of Young
Standards for All Standards for ECSE Children: Standards for
Special Educators ECE
1. Foundations 1. Leadership and policy 1. Promoting child
development and
learning
2. Development and 2. Program development 2. Building family and
characteristics of and organization community relationships
learners
3. Individual learning 3. Research and Inquiry 3. Observing, documenting
differences and assessing to support
young children and
families
4. Instructional strategies 4. Individual and program 4. Using developmentally
evaluation effective approaches to
connect with children
and families
5. Learning environments 5. Professional 5. Using content
and social interaction development and knowledge to build
ethical practice meaningful curriculum
6. Language 6. Collaboration 6. Becoming a professional
7. Instructional planning
8. Assessment
9. Professional and ethical

practice
10. Collaboration

Source: CEC, 2009; NAEYC, 2009

which key stakeholders in the state with expertise in ECSE may not be
integrally involved in the process” (p. 11). This is in direct contrast to
the national associations” recommendation that personnel standards
be developed within a collaborative framework including representa-
tion of key stakeholders and representatives of professional organiza-
tions, policy makers, and families. Given the small percentage of state
certification efforts that align with national standards, most states may
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take years to reach the ideals established by the national professional
associations. The lack of alignment between states, and with national
standards, will continue to create barriers to reciprocity of certifications
and endorsements for highly qualified teachers, making it impractical
to recruit across state lines. Nonetheless, national organizations
continue to advocate for more consistency in philosophy and approach.

Inclusive Early Childhood Programs

The blended model of ECE and ECSE, or the ability for teachers to
have an endorsement in one area and certification in the other, will
increase in popularity and demand due to other educational changes
in the nation. In 2004, the Individuals with Disabilities Education Act
was reauthorized and included language that explicitly stated that
young children with disabilities were to be served in the same settings
that children without disabilities are served. This clarification of the
least restrictive environment option for children, preschool and school
aged, has increased significantly the percentage of children who are
served in the general education environment with access to the gen-
eral education curriculum. The U.S. Department of Education
reported in 2009 that half of preschool-aged children were enrolled
either full time or part time in early childhood settings (USDE 28th
Annual Report to Congress, 2009).

Perhaps just as important as the legislative direction was the devel-
opment and adoption in 2009 by DEC and NAEYC of their first joint
position statement entitled Early Childhood Inclusion (see Tables 5.5
and 5.6). The organizations noted:

[TThe lack of a shared national definition has contributed to mis-
understandings about inclusion ... and that having a common
understanding . ..is fundamentally important for determining
what types of practices and supports are necessary to achieve
high-quality inclusion. (DEC/NAEYC, 2009, p. 1)

The publication of this statement places even more pressure on
states to create professional development programs so that all teachers
have the skills and competencies to work with all children, including
those with and without disabilities. In fact, the organizations call for
a revision of program and professional standards, stating: “A defini-
tion of inclusion could be used as the basis for revising programs and
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Table 5.6 Definition of Early Childhood Inclusion from the DEC/
NAEYC Joint Position Statement on Inclusion

Early childhood inclusion embodies the values, policies, and practices that
support the right of every infant and young child and his or her family, regardless
of ability, to participate in a broad range of activities and contexts as full members
of families, communities, and society. The desired results of inclusive experiences
for children with and without disabilities and their families include a sense of
belonging and membership, positive social relationships and friendships, and
development and learning to reach their full potential. The defining features of
inclusion that can be used to identify high-quality early childhood programs and
services are access, participation, and supports.

professional standards to incorporate high-quality inclusive practices”
(p- 4). Likewise, it also calls for “an integrated system of high-quality
professional development to support the inclusion of young children
with and without disabilities” (p. 4). The joint statement on inclusion
has the potential to push states to develop both preservice, in-service,
and technical assistance programs that will prepare early childhood
educators to work with all children.

The emergence of the pre-K or universal preschool movement in the
last decade also has increased opportunities for the inclusion of chil-
dren with IEPs, providing a more normalized or natural environment
for children with disabilities. As of 2010, 38 states provide publicly
funded pre-K services for 3- and 4-year-olds. In fact, the 2009 Report
on “The State of Preschool” in the United States indicates that “30 per-
cent of children attend a state-funded preschool program at age 4,
including those receiving special education. When Head Start is
added, enrollment in public programs is nearly 40 percent at age 4”
(Barnett, Epstein, Friedman, Sansanelli, & Huestedt, 2009, p. 1). As a
result, many states and their local districts are including children with
IEPs in their pre-K classes using a model in which ECSE and ECE
teachers team-teach, or in which an ECSE teacher oversees the imple-
mentation of the IEP by consulting with the ECE teacher, who is the
lead teacher for the classroom. This is a dramatic shift from the use
of self-contained ECSE classes in neighborhood schools, initially
allowed in 1988.

Recent research has focused on identifying the factors likely to in-
fluence the successful inclusion of children with disabilities in com-
munity preschool programs designed for typically developing
children or children at risk due to poverty. Access to ongoing



Professional Development for Early Childhood Intervention 113

professional development has been identified as a key factor (Lieber et
al., 2000). One study of 16 preschool programs across four states found
that training was critical for staff to address the particular needs of a
child with disabilities as well as to include the child in typical activ-
ities, whether by adapting materials or using supports, such as a peer
or staff member. Another study identified limited qualified personnel
as a barrier to inclusion (Brotherson, Sherriff, Milburn, & Schertz,
2001). Not surprisingly other issues that influenced successful inclu-
sion included the opportunity for staff to have time to plan and coordi-
nate services, the development of respectful relationships among the
early care and education teachers, and the specialized therapists and
teachers. Having a shared vision for inclusion and the transformations
in classrooms and teacher roles to support inclusion likewise is often
cited (e.g., Buysee, Wesley, & Keyes, 1998).

Because inclusive child care and education is not universally avail-
able for all families with a young child with a disability, many have
to put together two or more programs to meet their child’s special edu-
cation needs as well as the family’s need for child care. Their children
make a daily transition between a half-day ECSE program designed to
meet their special needs and a child care. These transitions may range
from simple and almost seamless to difficult to negotiate, depending
on the child and the relationships between program staff and family.
For example, if there are no links between home, preschool, and child
care, then only the child knows what happens in each setting and
may or may not be able to convey critical events. Programs that have
regularly scheduled communication (such as notebooks that travel,
phone calls, and e-mail) can improve the quality and consistency of
services that children receive and at the very least keep each other
and the family well informed about each day. Research on the extent
to and ways in which teachers communicate across programs for chil-
dren who are dually enrolled is limited. But one research study indi-
cates that several barriers can impact sharing of information. They
range from time constraints and logistics of communication to atti-
tudes in which teachers report lack of willingness or respect on the
part of one program. Interestingly, communication was most likely to
occur in response to a child’s behavior problems in one program and
the desire to identify a common and effective way of intervening or
circumventing the undesirable behaviors (Donegan, Ostrosky, &
Fowler, 1996). Again, joint in-service training opportunities could
address issues of attitude and respect by providing opportunities for
ECSE teachers and ECE and child care providers to learn about ways
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of collaborating and ways of supporting the child and family in the
two programs and addressing specific strengths and needs.

INCREASED DEMAND FOR CERTIFIED ECE TEACHERS

The increase in publicly funded prekindergarten programs, the recent
expansion of Head Start services, and the professionalization of its
teaching force are among several factors that are leading to increased
professionalization of early care and education teachers—those teachers
who work outside of the public school sector. Most early childhood
teachers who are not certified have at least an associate of arts degree
(Kagan, Kauerz, & Tarrant, 2008). Teachers who hold the title of lead
teacher typically have more education than assistant teachers. Teachers
in state-funded prekindergarten programs or those certified to work
with preschool children with disabilities tend to be the most educated,
holding baccalaureate or graduate degrees and certifications.
Increased education, along with employment in state or federally
funded preschool programs, has led to significantly higher salaries
for teachers, with ECSE teachers and certified ECE teachers in public
pre-K programs being paid at school-district salary levels. According
to the U.S. Department of Labor, National Bureau of Labor Statistics
(2007), salary figures nationally averaged $51,160 for ECSE teachers.
In contrast, licensed or certified preschool teachers who work outside
of pre-K programs were likely to earn half as much, or $25,800. Those
who were employed as child care providers were likely to earn even
less, averaging $19,670. Preschool teachers earn less than any other
teacher in the field of education, and child care workers are among
the lowest paid in the service care industry. The degree to which eco-
nomic and educational improvements in one sector of early care and
education improve the conditions for other sectors is yet unknown.
However, the knowledge and skills of teachers in early care and educa-
tion are important factors to consider, as children with disabilities are
increasingly spending all or part of their day in early care and educa-
tion programs, where their peers without disabilities are served.
Significant disparities in pay and status among teachers who hold
certification and those who do not may also impact their successful
collaboration in community programs (Fink & Fowler, 1997). Con-
versely, the higher status and salary of certified teachers may lead to
changes in the status of noncertified teachers and promote a focus on
a career ladder within the field that will enable teachers to move
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toward higher credentials or certification based on continued profes-
sional development and ultimately to more competitive salaries.

THE FUTURE OF EI/ECSE PROFESSIONALS

The fields of EI/ECSE continue to evolve, developing primarily in the
past 25 years. Empirical research has shown that high-quality early
childhood programs for infants, toddlers, and preschoolers result in
positive outcomes for children as well as later success in school and
the community (Raver, 2002). Early childhood is recognized as the
critical period for brain development; this time in young children’s
lives establishes the foundations of language development, social
and emotional development, and a predisposition to learning and
curiosity. Standards and benchmarks for early child learning and
development have been established in states throughout the country.
Teacher preparation standards have been proposed by international
and national organizations (i.e., DEC, NAEYC, Head Start) and licen-
sures, certifications, and credentials have been developed to ensure
quality early childhood programming and to advance professionalism
in an area that has not been traditionally valued by society at large (as
evidenced by low salaries in child care and high turnover rates). Even
with these improvements in standards and professionalism, the fields
of ECSE and EI still face challenges, including shortages. For instance,
the numbers of professionals and paraprofessionals who provide early
intervention services for infants, toddlers, and young children number
around 63,000, and the number of teachers with ECSE endorsements
and/or certifications number near 31,000 (USDE 28th Annual Report
to Congress, 2009). States have developed a greater capacity to serve
young children and their families, and they have improved their
processes for identifying eligible children. Over the past 20 years,
the number of children receiving services has doubled to more than a
million.

Concurrent with the changes in early intervention and special educa-
tion have been dramatic changes in the population of young children
born in the United States. Advances in medical technology have enabled
more very low-birth-weight, premature infants to survive, many of
whom will require early intervention services. The demographic
changes in the child population are dramatic, with 20 percent of all
children living in homes with at least one immigrant parent, with many
children speaking a first language other than English.
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In contrast, most teachers and providers in early care and education
are likely to be white, female, and in their 30s or 40s. Greater diversity
in terms of race and ethnicity can be found in programs in which at
least 75 percent of the children are from an underrepresented group.
However, there is a significant ethnic, racial, gender, and linguistic
gap between the increasingly diverse population of children and the
primarily white, female, and English-speaking professionals who
serve young children (Saluja, Early, & Clifford, 2002). This mismatch
in demographics can be problematic as the diversity of the early child-
hood population is not represented in the adults who teach and care
for them. Acknowledging and celebrating families” cultures, home lan-
guages, and values are critical when creating partnerships and facili-
tating young children’s development and learning. Cultural clashes
are more likely to occur when those who teach our youngest members
of society have backgrounds that are different from the families of
those in their care. Misunderstanding may arise around family and
professional roles, child-rearing practices, and cultural traditions and
values. For example, a common myth held by many educators is that
children should learn one language at a time and that speaking multi-
ple languages will confuse or delay young children’s acquisition of
English (Tabor, 2008). Yet, globally, most people are multilingual. Cul-
tural competence and an appreciation of multilingual homes must be
part of the awareness and skill set of all beginning and practicing early
educators. The extent to which cultural and linguistic diversity is
addressed in depth in preparation programs is very uneven (Sanchez
& Thorpe, 2008) Professional preparation programs, whether pre-
service or in-service will need to address the changing demographics
and infuse diversity constructs into all aspects of early education
(Maude et al., 2010).

Another topic receiving considerable attention in special education is
the use of scientifically based or evidence-based practices (EBP), which
has emerged from the medical field. With the introduction of No Child
Left Behind legislation, the U.S. Department of Education began
emphasizing the importance of considering the research evidence
behind intervention strategies and instructional practices (Buysee &
Wesley, 2006). As the fields of general and special education struggle
to define EBPs (and what type of information counts as evidence for
good practice), a second hurdle facing the fields is to prepare
and support teachers in implementing EBPs. Translating research
to practice cannot be achieved without close attention to the fidelity
with which any particular practice is implemented by professionals
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(Odom, 2009). If we believe that EBPs and high-quality teachers are
linked, then professional development must include an emphasis on
defining, implementing, and evaluating EBPs.

The current emphasis on EBP is impacting the field of early childhood
special education as teachers are pushed to critically evaluate the evi-
dence behind the practices they consider embracing. Administrators
also are challenged to provide teachers with the time, tools (i.e., coaching
and mentoring in using a practice correctly), and resources (i.e., access to
professional journals, involvement in research projects) necessary to
implement evidence-based practices. Professional organizations (e.g.,
Division of Early Childhood of the Council for Exceptional Children)
and Web sites (e.g., the What Works Clearinghouse) are excellent
resources for learning about EBPs in early childhood special education.

Technology may represent another challenge and area of growth for
personnel in EI and ECSE. As new technologies emerge, early inter-
ventionists and early childhood special education professionals
should be encouraged (and expected) to master these tools as they
would other tools of their trade. The ways we communicate, access
information, and connect with one another are changing. Young adults
often turn first to technology for obtaining new information and for
networking with peers and other professionals (e.g., the Internet,
Facebook, Twitter, and mobile devices that provide access to many
resources and offer opportunity for collaborative work). Young fami-
lies may turn first to Web resources for advice and information and
find competing recommendations or explanations for their questions.
Helping families to navigate resources may become another part of
the job for EI providers and early childhood teachers.

Technology also has implications for the preparation of future
teachers and therapists. Researchers have already begun investigating
the use of technology to provide immediate feedback to student
interns (Barton & Wolery, 2007) and to provide consultative support
when implementing interventions (Gibson, Pennington, Stenhoff, &
Hopper, 2010). In fact, technology may provide part of the solution to
preparing more teachers and in supporting advancement on the career
ladder as online classes and distance education provide access to con-
tinuing education for a broad range of individuals.

Retaining new teachers and therapists in their positions can be as
much of a challenge as preparing a sufficient supply. One strategy is
to provide mentoring and induction to novice teachers, including those
in El and ECSE. Smith and Ingersoll (2004) note that new teacher induc-
tion programs are “designed to assist novice teachers to move from
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their role as a pre-service ‘student of teaching’ to their new role as a
‘teacher of students’ ” (p. 683). Induction programs may include “work-
shops, collaborations, support systems, orientation seminars, and espe-
cially mentoring” (Smith & Ingersoll, 2004, p. 683). Although induction
has been discussed in the teacher education literature for many years
(Feiman-Nemser, Schwille, Carver, & Yusko, 1999; Wong, 2004), atten-
tion to the design and implementation of meaningful induction activ-
ities for novice teachers is critical at this time when U.S. public schools
are faced with growing demands to recruit and prepare teachers to
address the needs of an increasingly diverse student population.

Keeping teachers employed at the same school or in the same early
childhood program (as well as keeping early interventionists
employed in their role, such as independent developmental thera-
pists) provides stability for students and their families and reduces
costs for schools and communities. Teacher stability is especially prob-
lematic for the field of special education. Darling-Hammond and col-
leagues (2005) describe four factors that influence the retention of
new teachers: (1) salaries, (2) working conditions, (3) preparation,
and (4) mentoring support.

As the fields of EI and ECSE move out of the infancy stage, high-
quality preservice training, professional development, opportunities
for planning and collaborating with peers, the availability of mentor-
ing and induction programs, and other such resources are necessary.
They are critical to increasing the diversity of the professionals who
enter the field and in preparing them to work with and meet the
unique needs of our youngest members of society and their families.
Those who provide professional preparation to future generations of
early childhood educators must continue to refine and improve pre-
service and in-service offerings so the most current information,
reflecting evidence-based practices, is available to practitioners. Early
interventionists and early childhood special educators who provide
an array of services to infants, toddlers, and young children with and
without disabilities in a variety of settings deserve nothing less than
the best preparation and support available so that they in turn can pro-
vide the optimal services to young children and their families.
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Chapter 6

Trends in Contemporary American
Families and Their Significance
for Young Children

Bahira Sherif Trask and Steven Eidelman

crucial role in American children’s lives. For children with dis-

abilities, this is even more true. Many of the systems of services
and supports, especially Part C of the Individuals with Disabilities
Education Act (IDEA) and Head Start programs have strong family
components. For children with significant disabilities, there is fre-
quently more interaction with the health care system, further placing
additional responsibilities on families.

Recent surveys indicate that, despite media portrayals to the con-
trary, most Americans still place a high value on finding a significant
other, marrying for love, and having children (Saad, 2006). Histori-
cally, families were formed through marriage. Marriage marked the
formation of a new household, the initiation of a sexual relationship,
and the birth of children. With the increasing social acceptance of pre-
marital sex, cohabitation, childbirth outside of marriage, and same-sex
partnerships, fundamental notions about who or what is a family are
increasingly debated. The institution of family is being redefined.
These debates around the public and private roles of families have
brought to the forefront a series of policy concerns, many of which
center specifically on improving the welfare of children and their
development. Moreover, contemporary discourses around families
increasingly acknowledge the critical role that other structures and
institutions in society play. These discourses have served to highlight
the fact that “family” can be experienced differently by children
depending on their social class, race, ethnicity, gender, disabilities,
and even regional location.

F rom a practice, research, and policy perspective, families play a
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The current financial downturn has highlighted the realization that
although some families and their children are more vulnerable than
others to economic marginalization, none are immune from the deep
structural changes undermining “traditional” families. Contemporary
adaptation in families has taken varying forms including renegotiated
gender roles, increasing divorce rates, the increase in single-parent
households, and more nonfamilial household units. Moreover, as social
and economic changes produce new family arrangements, some of
these alternatives are becoming more accepted, in the face of rhetoric
to the contrary. Rather than being an expression of group-specific differ-
ences alone, family diversity is an outgrowth of distinctive patterns in
the way families and their members are embedded in environments
with varying access to opportunities, resources, and rewards.

THE MYTH OF THE MONOLITHIC FAMILY

The term “the family” has become increasingly controversial over the
last several decades. It is associated with a specific composition of
members and their associated roles. To most Americans, the term
“family” conjures up an image of a father, mother, and children, with
the father gainfully employed and the mother, ideally, a homemaker
available to her children at all times. Critics argue that most individ-
uals in U.S. society do not live in that arrangement anymore, and
that, thus, the term “the family” has lost its functional meaning. Later
in this chapter, data are presented related to this point. For these
critics, the concept of the family is also problematic because it is under-
stood to be prescriptive (i.e., it implies how people should live and does
not reflect the reality of most Americans’ lives). Smith (1993) has
referred to this as the Standard North American Family (SNAF), and
maintains that this image is still powerful even though the realities
for most American families are quite different. According to the U.S.
Census Bureau (2008), approximately 7 percent of households in the
United States consist of a father gainfully employed in the labor force,
a mother who is a homemaker, and their children. If divorce and
remarriage were factored in, the percentage of families who fit this
particular family type would be even smaller.

Currently, the legal definition of family, used by the U.S. Census
Bureau, refers to two or more people who live together in a household
and are related to each other by blood, marriage, or adoption. This
definition of families is structural; it focuses on the requirements for
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membership and the spatial arrangements (where they are living
together or in separate physical locations) of its members. In 2007, there
were 116 million U.S. households. Of those, approximately, 67.8 percent
(78.4 million) of all households fit this U.S. Census Bureau definition of
family. This statistic indicates a decrease in family households from
85 percent in 1960, which can be attributed to various factors including;:
individuals are marrying later, they are less likely to have children, and
they are more likely to live alone or with an unrelated person. The num-
ber of households composed of married couples with children under
the age of 18 dropped from 40 percent in 1970 to 23 percent in 2007,
while the number of individuals living alone doubled from 13.1 percent
to 26.8 percent. Male-headed households with a child or other depen-
dent family member jumped from 2.4 percent in 1960 to 4.4 percent in
2007. Female-headed households with a child or dependent family
member climbed from 8.4 percent to 12.4 percent (U.S. Census Bureau,
2008), an increase of nearly 50 percent. There has also been an increase
in the number of nonfamily households that contain more than one
individual, more than doubling from 1.9 percent to 5.6 percent. This
number may conceal gay or heterosexual couples who are living
together without being formally married as well as renters or boarders
in homes. These statistics indicate that while married households are
still in the majority, an increasing number of young and old individuals
are living in arrangements that are not officially defined as family,
though the people in these arrangements may consider themselves to
be in a family.

While household composition has changed, so has the average size
of families and households. In 2007, the average American household
is estimated to have about 2.56 individuals. This figure represents a
significant reduction when compared to some of the earliest census
figures. Census figures from 1890 indicate that the average American
household at that time contained 5.4 individuals, more than double
the average size of today’s households.

Statistics on households and families, however, are deceptive.
Families are not just defined by their structures. Most Americans
now consider any group of emotionally bonded individuals as a fam-
ily (Stacey, 1996). Families are linked to societal ideologies and reflect
certain values and behaviors that are considered important in a cul-
ture. Understanding these behaviors and values is critical because
they provide an explanation for why certain types of families are
legitimized. They also set the criteria for what is considered deviant.
Social arrangements that are considered deviant are not supported
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through public opinion or through social policies. This occurs to main-
tain a specific type of social order. For example, over the last several
years, we have witnessed strident debates around same-sex marriage
in the United States. While same-sex marriage is legitimized by law
in many European countries, we in the United States have been slow
to accept the formal union of gay and lesbian couples. The debates
over same-sex marriage provide an example of the relative power of
different interest groups—in this case, heterosexual versus homosex-
ual individuals. These disputes also give us insight into the fundamen-
tal values that many Americans still hold when it comes to the
institution of family—that families are created through marriage
between a man and a woman.

Despite controversies around the definition and meaning of family,
families in the United States continue to enjoy significant symbolic
value. Politicians run for office emphasizing their strong “family
values.” Commercial ventures such as the Disney Channel promote
“family programming,” implying that they are geared toward promot-
ing the psychological health and well-being of children. Countless
other products and services are marketed as being “family friendly.”
Much of this symbolism implies that families are wholesome units,
united with respect to goals, and sharing uniform experiences. These
idealized versions of family life have been challenged in particular
by feminists, who have revealed that the internal workings of families
are not necessarily in line with public representations. For example,
Heidi Hartmann introduced the idea that families are often wrought
with conflict and represent conflicting interests.

Such a view assumes the unity of interests among family mem-
bers: it stresses the role of the family as a unit and tends to down-
play conflicts or differences of interest among family members. I
offer an alternative concept of the family as a locus of struggles.
In my view, the family cannot be understood solely or even pri-
marily as a unit shaped by affection or kinship, but must be seen
as a location where production and redistribution take place. As
such, it is a location where people with different activities and
interests in these processes often come into conflict with one
another. (Hartmann, 1981, p. 368)

Hartmann'’s perspective highlighted the notion that families are pla-
ces where individuals negotiate their different relationships and
desires. Different members will have varied perspectives on their
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experiences in their families. Thus, some members may feel that their
families are “happy families” though other members may feel quite
negatively about their experiences within the same family. This per-
spective allows us to understand that the internal dynamics of families
are often quite different depending on the vantage point of different
individuals. Different children may have very diverse experiences
within the same family, depending on birth order, gender, disabilities,
and a myriad of other factors.

CHANGES IN AMERICAN FAMILIES

Much of the contemporary controversy around families centers on
perceived or suspected transformations in American families. How-
ever, what is often not clearly understood is that much of the change
with respect to families is actually the result of demographic transfor-
mations, and not necessarily just the consequence of family dissolu-
tion and family intimacy, as is so often believed (Fischer & Hout,
2010). For example, one major change over the last 100 years is that
Americans are living longer. In 1900, an American white male was
expected to live until approximately the age of 62 or 63. Today, an
American white male can expect to live until his mid-70s, and the esti-
mates for middle- and upper-class males is quite a bit higher. The
same facts hold true for women. This greater longevity has significant
implications for family life and for social policies pertaining to fami-
lies. Children today are much more likely to know their grandparents,
and even their great-grandparents, than at any other time in human
history (Buck, Van Wel, Knijn, & Hagendoorn, 2008). However, the
greater longevity of family members has also introduced significant
concerns around caretaking responsibilities for adult children, and at
times even for younger children and children with disabilities, in fam-
ilies (Bengston & Allen, 1993). Many families raising young children
are also providing care to aged parents.

Moreover, another demographic shift, the declining fertility of
women, has had a profound impact on families. While in 1900 the
average American woman bore about four children, today’s mother
averages about two children (with some differences between different
ethnic and religious groups). These extensions of the life span and the
reduced fertility of women have contributed to a large number of
Americans over 50 living in the “empty nest” with just a spouse, and
an increasing number of older individuals living alone (Fischer &
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Hout, 2010). Thus, the most profound change in contemporary American
family life has been experienced by the elderly, who are the most likely to
have ended their parenting at an earlier stage in life, have fewer children,
and are living longer than past generations.

Another profound family change in the United States centers
around the large proportion of mothers with young children now
working in the paid labor force. In 1920, approximately 10 percent of
married women worked outside of the home. In 2008, 60 percent of
mothers with preschool children were employed outside of the home,
with the rate for low-income women higher than for middle-class
women. This trend has significant implications for the raising of chil-
dren, the relationship between spouses, and for community and social
life. Mothers have more pressure on their time, are significantly
responsible for child care arrangements, and are still expected to
perform household duties (U.S. Department of Labor, 2009, Table 7).

Families who have a child with a significant disability are more
likely to be poor and more likely to experience material hardship than
families without a child with a disability (Parish et. al., 2009). These
same families, with higher costs for raising their child (or children)
with disabilities, are also more likely to work fewer hours due to care-
giving burdens, though the evidence for this is not as strong as the cost
of caregiving evidence, and therefore have fewer financial resources
available to them (Rupp & Ressler, 2009).

Other significant family trends include the rising age of marriage
for both women and men and the continued high divorce rate. The
age of first marriage has fluctuated somewhat over the last 100 years,
with a dip in marriage age occurring in the 1950s but rising steadily
to about 25 years for women and 28 years for men in 2009 (U.S. Census
Bureau, 2009). With respect to divorce, it is important to note that, his-
torically, marriages were more likely to be dissolved through the death
of a spouse than through the legal termination of a marriage. Today,
while divorce has become commonplace, so has remarriage and
cohabitation. As will be discussed later, there is a great deal of aca-
demic and popular dispute around the effects of divorce on children;
however, in reality, we know little about the processes of divorce on
the development of children when coupled with remarriage and peri-
ods of cohabitation.

There has been a great deal of misinformation about the divorce rate
in families where there is a child with a disability. The research dem-
onstrates mixed impacts, with some studies showing a higher divorce
rate when there is a child who was born with low birth weight,
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cerebral palsy (Joesch & Smith, 1997), attention deficit hyperactivity
disorder (ADHD), and oppositional defiant disorder (Wymbs et. al.,
2008), though the impact is not high. Other studies on children with
intellectual disability or children with autism do not show a significant
difference, though a lot has been written about stress on the family and
emotional stress on the parents (Bromley, Hare, Davison, & Emerson,
2004; Yamada et al., 2007). While beyond the scope of this chapter,
the impact of a child on families is something early childhood provid-
ers should be aware of in their work.

Interestingly, marriage remains as popular an option as always in
the United States. When polled, over 90 percent of Americans claim
that they want to marry—and actually do marry (Fischer & Hout,
2010). From an historical perspective, it is actually simpler to create a
stable nuclear family for children in the contemporary context because
premature death and unplanned pregnancies, while still over
40 percent of all pregnancies, have become less common.

A BRIEF OVERVIEW OF HISTORICAL ASPECTS
OF AMERICAN FAMILIES

The transition from subsistence farming to wage labor that began in the
late 1700s marked the origins of many of the trends witnessed in today’s
American families. As commercial capitalism with its emphasis on
the buying, selling, and distribution of goods such as tobacco, grain,
and cotton took hold, new types of jobs became available that drew
men, primarily sons, off their family farms and undermined the author-
ity of fathers. As children attained a greater degree of economic indepen-
dence, they were also able to subscribe to more individualistic notions of
family life. By the mid-1800s, as industrial capitalism spread, increased
factory work had changed the nature of both work and family life.

In agrarian times, women and men worked together to maintain the
farm and the household. Then, industrialization moved work out of the
home. The industrial form of wage labor became increasingly valued as
society moved predominantly toward a market economy (Hattery,
2001). The movement toward industrialization was accompanied by a
growing distinction between men’s (paid) work and women’s (unpaid)
work. As the need for factory labor grew, men’s work became more
valuable and led to a societal belief in the “natural” roles of men and
women. This pervasive belief in a “natural” division of labor became
legitimized by emphasizing the biological differences between the
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sexes. Women’s biological ability to bear children became equated with
an equivalently important ability to rear children. Among the American
middle and upper class, this was thought to make women more suited
to attending to the private sphere of the household and family. Men,
on the other hand, were believed to be biologically better disposed to
working in the harsh environments of factories and, in general, in the
public arenas of work and finance. This economic transformation cre-
ated a context in which the contributions of men came to be perceived
as more valuable for families and society due to the primacy given to
the importance of earning money (Moen & Sweet, 2003). Women’s most
important input became their domestic one. Feminists have pointed out
that by working for “free,” women’s labor became undervalued, creat-
ing inequalities in families. These eighteenth- and nineteenth-century
developments gave birth to an ideology about gender roles and the
division of labor in families that continues to persist in U.S. culture.

Contemporary feminist scholarship on families has exposed this
inequality between the sexes in families and questioned the arrange-
ment of “traditional” families with respect to the roles of women
(Hattery, 2001). In much of this literature, family arrangements that
foster the well-being of children have been virtually ignored. Instead,
the primary emphasis in much of the research on families has contin-
ued to focus on issues around the perpetuation of traditional models
of gender. Despite a lack of interest specifically in children, much of
this work has revealed that popular conceptualizations of historically
stable, breadwinner-homemaker families with happy, well-adjusted
children has no real foundation in reality! Instead, historically, most
American families were not able to adhere to a model of family life
with two parents who were biologically related to their children, clear
gender roles, and a father employed in the labor force. Instead, death
often left children without one or both parents, and poverty often
forced all members of the family, including the children, to work to
survive. For low-income, immigrant, and minority men and women,
family constellations that deviated from the mainstream ideal were
the norm, not the exception. In these families, women most commonly
worked outside of the home to help make ends meet, and men and
children shared in domestic household activities including caretaking
(Coontz, 1992).

From an historical perspective, there were several other noteworthy
developments in American families that continue to play a role in con-
temporary social life. Throughout much of American history, love and
sex were not a significant aspect of marriage and the founding of
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families. In fact, until about 1900, passion was thought to be a danger-
ous emotion that should not be part of the marriage process. Instead,
parents played a critical role in helping choose a mate for their chil-
dren. Criteria for marriage included a suitable family background,
economics, sympathy, and understanding. Men and women married
for economic reasons, social stability, social acceptance, and to have
children (Cherlin, 2010).

Between 1890 and 1960, attitudes towards families, marriage, and sex
underwent a profound transformation. Increasingly during this period,
sexual attraction and love came to be seen as the most important criteria
in choosing a mate. Individuals no longer married just to produce
children anymore. Moreover, with the introduction of birth control
and better health practices, childhood mortality sank, and men and
women were able to have fewer children. The life span of family mem-
bers also increased. The shift toward smaller families that were living
longer allowed men and women to focus their attention on each other
and to emphasize the psycho-social development of their children.

Changes within families were also accompanied by new attitudes
toward children. In colonial times, children were to have been born
“in sin” and were, thus, raised very strictly. It was only in the late
1800s that attitudes toward children began to shift. Children were
now believed to be morally pure and closer to God than adults, which
led to a new way of viewing parenting. Children were now consigned
to the “women’s sphere” as they were believed to need their mother’s
nurturance and guidance. This was, again, a significant shift in family
life. During colonial times, men had been believed to be the better, more
appropriate parent and spiritual guide of their children. It is important
to note that these conceptualizations of the purity and innocence of chil-
dren were reserved again, however, for white middle-class children.
African American, working-class, and immigrant children were
expected to work and assume adult roles from a very early age. They
did not participate in the new conceptualizations of children as moral
and pure, worthy of a labor- and worry-free childhood.

The 1960s introduced new social perspectives on families that had
their roots in the civil rights movement, the expansion of sexual behav-
ior outside of marriage, the Vietham War, the revival of feminism, and a
general anti-authoritarian stance. The divorce rate started to climb to
unprecedented rates, and women with children flocked into the work
force. While statistics indicate an increase in the percentage of two-
parent families during the decades of the 1950s, 1960s, and 1970s
(Seward, 1978), Masnick and Bane (1980) point out that it was only in
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the late 1970s that the number of nuclear families affected by divorce
began to exceed those disrupted by death. As the prevalence of divorce
and mothers with children under age 18 entering the work force
increased, American families began to deviate from the 1950s and
1960s concept of the “typical” or “traditional” family. The general shift
away from the family as a unit of production to a unit characterized
by emotional intimacy is today seen by many scholars as the primary
transformation in American family life (Coontz, 1992).

In the late twentieth and early twenty-first centuries, other notable
family trends have accompanied ideological changes. Fertility has
decreased while cohabitation has increased, and “other” forms of fam-
ilies such as step-families, female-headed households, and grandpar-
ents raising children have become increasingly visible. In particular,
gay and lesbian families have become a recognized, if controversial,
family form in Western families. Nevertheless, research indicates that
gay and lesbian couples look for the same things that other men and
women search for in their relationships: commitment, stability, and
companionship as well as satisfying sexual relationships. Gay and les-
bian couples, however, tend to be more egalitarian than heterosexual
couples. Gay and lesbian families share similar goals and expectations
for family life. Many individuals and couples are choosing to become
parents; however, current legislation preventing legal marriage and
same-sex adoptions in many states present unique challenges to fam-
ily formation (see http://gaylife.about.com/od/gayparentingadop
tion/a/gaycoupleadopt.htm). Regardless of the legal obstacles that face
many gay and lesbian couples, a sociological phenomenon labeled the
“gayby boom” has led to significant number of same-sex partners and
gay and lesbian individuals choosing to have children and providing a
supportive and healthy environment for child rearing. Currently,
approximately one in three lesbian women has given birth to a child,
and one in six gay men has either adopted or fathered a child (Gates,
Badgett, Macomber, & Chambers, 2007). It is important to acknowl-
edge, however, that gay and lesbian families continue to face discrimi-
nation despite the growing number of individuals and families
advocating for social equity regardless of sexual orientation.

THE FAMILY VALUES DEBATE

The contemporary trend of high numbers of women working outside
of the home has set the stage for an unprecedented degree of debate



Trends in Contemporary American Families 133

about the appropriate distribution of roles in families. From an histori-
cal perspective, in the United States until the early 1960s, most women
who sought employment outside of the home were poor and women
of color. White women participated in the labor force only during their
early 20s, leaving once they married and had children. A short
deviation from this pattern occurred during World War II, when
women were needed in the labor force due to a shortage of men. How-
ever, with the return of large numbers of men from the military after
World War II, women were encouraged to once again take up their
domestic roles. Beginning in the late 1960s, a new trend emerged:
women entered into the labor force and remained through their child-
bearing years (Bianchi, Robinson, & Milkie, 2007).

In the United States, the debate about women’s and men’s roles has
taken on strong political connotations. It is primarily referred to as the
“family values” debate even though, in reality, it focuses on women’s
paid employment and the resultant changes in family life. For exam-
ple, one prominent scholar has suggested that “families have lost func-
tions, power, and authority; that familism as a cultural value has
diminished, and that people have become less willing to invest time,
money, and energy in family life, turning instead to investments in
themselves” (Popenoe, 1993, p. 527). This particular scholar has gone
on to perpetuate the argument that the institution of family is in
decline. To strengthen families, he suggests that we need to return to
a traditional model of one partner being a wage earner and the other
caring for the children and other dependent family members. What
this model of family life does not adequately address is the concern
that one family member will, thus, be economically vulnerable. Most
households in the United States are either dependent on multiple
incomes or are composed of only one head of household who needs
to be in the paid labor force (McGraw & Walker, 2004). Embedded in
the suggestion that we need to return to more “traditional” arrange-
ments is the notion that women are at fault for the “decay” of society,
as their appropriate role should be as primary caretakers of the home
and family.

In the United States, opponents of a traditional distribution of roles
in families advocate a family institution that is less hierarchically
organized, that allows for greater personal growth for its members,
and that encourages women to pursue educational and employment
opportunities that benefit both individuals and society as a whole.
From this perspective, public policy needs to be restructured to pro-
vide greater social benefits such as adequate child care, universal
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health insurance and flexible work schedules to accommodate caregiv-
ing and formal labor-force participation.

Much of this debate has ignored some other complicated issues that
characterize contemporary times. For example, both advocates for
“traditional” families and their critics have ignored the reality that
increased educational opportunities and participation in the formal
and informal labor force have allowed only certain groups of women
to acquire the necessary economic resources to postpone marriage, to
gain greater power vis-a-vis their spouse in marriage, and to leave
abusive and exploitive marriages. For many other women, particularly
those at the lower end of the socioeconomic scale, participating in the
formal and informal labor force has not led to self-empowerment and
autonomy. Instead, their employment outside of the home or away
from traditional means of subsistence has translated into low-paying
and, at times, risky jobs with schedules that interfere with child rear-
ing. At times, their economic engagement has come at a high personal
cost. Men socialized into “traditional” social roles may become embit-
tered and downright abusive due to feelings of inadequacy about not
tulfilling their provider role. This leads to violence toward women
and their children in families and is an often overlooked phenomenon.

The “family values” debates combined with statistics on the high
number of women in the paid labor force has spurred strident debates
around parenting issues, social policies to support working parents,
optimal conditions for child development, and socialization into
“appropriate” gender roles. However, the cultural, political, and eco-
nomic contexts within which these debates are held differ widely
and elicit at times very diverse responses. It is thus impossible to speak
just of one type of family experience as normative for all children.

THE SOCIALIZATION OF CHILDREN IN FAMILIES

Families are the primary vehicles of socialization for children, and
virtually every aspect of their future lives is affected by these initial
experiences (Karoly, Kilburn, & Cannon, 2005). Socialization involves
learning the roles, norms, and values of a certain culture and society.
Extensive research indicates that very early experiences are formative
for individual development. Infants attain their first sense of self, other
people, and social relationships through their initial interactions with
their primary caregivers. While in the United States, we have empha-
sized the role of the mother in early socialization and development,
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there is an increasing scholarly and popular realization that fathers,
siblings, and other closely involved individuals also provide crucial
role models as well as nurturance for young children (Palkovitz, 2002).

An extensive literature around the socialization of children in fami-
lies has centered on parenting styles, children’s psychological
makeup, intensive mothering, and father involvement. But perhaps
none has been more controversial in recent years in the United States
than the issue of gender socialization. Gender socialization refers to
the process, assumed to start at birth, whereby cultural roles are
learned according to one’s sex. Cross-cultural evidence indicates that
at times, even pre-birth, the fetus is treated differently if it is a boy or
a girl (McHale, Crouter, & Tucker, 2003). Research indicates that
depending on its sex, parents, caregivers, siblings, and other commu-
nity members react to the young infant child differently, teaching it
from birth that there are gender differences and that this behavior is
accompanied by differing societal expectations for girls and boys.
Children are directed into specific gender roles that impact their daily
activities, the course of their lives, and their future potential. Extensive
research indicates that despite dramatic changes, socialization differ-
entiated by gender remains intact and, in fact, increases as young
people enter adolescence (McHale, Crouter, & Tucker, 2003).

As children transition from childhood into adolescence, parents
continue to play a significant role with respect to socialization. How-
ever, during this period, most teens also tend to seek out others, and
peer influence grows in importance. While recent years have wit-
nessed much debate about the significance of peers on adolescents,
recent work indicates that effective parenting is directly related to
decreased negative influence of peers and delinquency among adoles-
cents (Simons, Chao, Conger, & Elder, 2001). Furstenberg (2000) has
pointed out that much of the work on adolescents has approached this
period of time in individuals’ lives from a problem perspective, con-
centrating on deviant behavior creating the impression that all teens
are plagued by problem behaviors. He points out that this is not neces-
sarily the case, and that we need to look at the teenage years also as a
period of positive development and growth. During this time in their
lives, adolescents increasingly spend more time with peers, in school,
and community settings, and are thus influenced by new ideas and
perspectives. Today, more than ever before, teens are also inundated
by media messages and communication technologies that facilitate
networking across cultural and geographic boundaries. This connec-
tivity translates into parental and familial socialization influences
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being in direct competition with other messages from external sources.
However, there is much variation among adolescents with respect to
personality and receptivity to multiple stimuli. It thus behooves us
not to generalize and assume that all teens are vulnerable to negative
messages or that family influence necessarily diminishes during
this period. As with all other parts of the life course, a great deal of
individual differences and situational experiences play a critical part
in development.

Another significant aspect of socialization and an issue of major
concern to many researchers and policy makers is the number of chil-
dren being raised in single-parent homes. As of 2009, approximately
40 percent of children in the United States were born to unmarried
mothers. The 2009 Statistical Abstract of the United States illustrates that
about 30 percent, or 22 million, children under the age of 18 were not
living with both parents last year. Most of these children lived with
their mothers, while 3.5 percent lived not with either parent, but
instead most probably with other relatives. Statistics also indicate that
while most white children are born into two-parent households,
divorce or an absent parent leads to about 21 percent of children not
living with both parents. In comparison, 62 percent of black children
were born to single mothers. About 30 percent of Hispanic children
lived with only one parent; some of these parents were divorced, some
were never married, and some had an absent father. These statistics
indicate that for children born in the 1990s and 2000s, the likelihood
is high that they will experience one-parent families at some point in
their lives before they turn 18. One-parent families differ significantly
from two-parent families due to changes in parenting styles and an
increase in domestic and caretaking responsibilities for children
(Jayakody & Kalil, 2002). Moreover, economics often play an impor-
tant detrimental role in single-parent families as there is usually less
money available to the mother and her children after the divorce.

In particular, single parenthood combined with poverty affects the
lives of too many American children, and this is particularly true for
children with disabilities. Approximately 29 percent of families headed
specifically by single mothers live below the poverty line, compared to
8 percent of children living in two-parent families (Amato & Maynard,
2007), making their children more vulnerable to a wide array of risk
factors (DeNavas-Walt, Proctor, & Smith, 2009). Analysis of longitudi-
nal data indicates that approximately 34 percent of American children
will spend at least one year of their lives living under the poverty level
(Rank & Hirschi, 1999). It is important to note that, as multiple studies
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indicate, it is not necessarily single parenthood that is detrimental
for children’s development, but instead it is the combination of factors
such as single parenthood combined with poverty, bad neighborhoods,
and poor schools that influence child outcomes (Repetti, Taylor, &
Seeman, 2002).

CHILDREN AND THE CHILD CARE CONTROVERSY

As the number of dual-earner families grows and single parenthood
becomes more prevalent, child care arrangements have become one
of the primary concerns for many American families. Approximately
76 percent of children under the age of 5 with working parents partici-
pate in some type of nonparental care, and two out of five have multi-
ple care arrangements. Thus, parents and children negotiate a complex
web of child care arrangements that include babysitters, child care
centers, relatives, and friends. Moreover, about 41 percent of these
children are in nonparental care at least 35 hours per week. A third
of these children are put into non-arental care by the time they are
3 months old (Capizzano & Adams, 2000). These statistics, combined
with the high percentage of women in the labor force, have fueled an
intense debate in the United States about the role of families, specifi-
cally mothers, in children’s lives, the effects of child care on children’s
development, and the role that the government should play with
respect to the public financing of child care programs.

Complicating this debate is that studies on the effects of child care
on children have proven that it is not necessarily the mother’s working
or nonparental child care that is problematic, but instead the quality of
the programming that children are exposed to that matters most. For
example, one national study found that only 10 percent of child care
facilities for very young children could be rated as “excellent” (U.S.
Consumer Product Safety Commission, 2001). These types of findings
continue to raise parental concerns about the safety and the effects of
nonparental care on children. In contrast, other studies have illus-
trated that when children from low-income families are placed in
high-quality child care, they tend to outperform all children who have
not been exposed to this type of learning situation by the time they
enter kindergarten (NICHD, 2000). For example, high-quality child
care in the first three years of a child’s life leads to significant improve-
ments in language ability and school readiness (NICHD, 2003). Early
intervention programs such as Head Start also have been proven
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effective in mitigating some of the detrimental influences that young
children in poverty experience. Children who have participated in
high-quality child care are less likely to drop out of school once they
are older and exhibit stronger language and mathematical skills than
their counterparts who have attended programs of lesser quality
(Reynolds, Temple, Robertson, & Mann, 2001). Extensive research
continues on this question.

Those child care facilities that are associated with the strongest pos-
itive results for child outcomes tend to be small in size and to have a
high adult-to-child ratio. However, two significant issues influence
the provision of quality child care: (1) good child care is extremely
expensive, making it inaccessible to the majority of American families;
and (2), child care providers are among the poorest-paid professionals
in U.S. society, often earning minimum wage with no retirement and
health care benefits, though with the passage of health reform in
2010, these workers were intended to have health insurance by 2014.
The impact on acquiring health insurance on the cost of child care is
currently not known; however, it is believed that costs will increase
in many instances and decrease in others. This leads to high turnover
in child care facilities (by some estimates about 30 percent leave every
year), affecting the quality of programming that is delivered to chil-
dren (Zuckerman, 2000). These various issues make affordable, quality
child care one of the primary problems facing contemporary American
families.

CHILDREN AND DIVORCE

It has now become commonplace for children in the United States to
experience the divorce of their parents and to live apart usually from
their father. Approximately 40 percent of children under the age of 18
will experience the divorce of their parents, and another subset will
experience a remarriage and subsequent divorce. Many of these fami-
lies are or become economically vulnerable, and they are represented
disproportionally by ethnic and racial minorities. Many studies have
found that while not necessarily permanently damaging, divorce does
have a significant impact on children’s academic success and social
development (Amato, 2002). What is often not clearly explained
through demographic studies of divorce is that it is the actual long-
term divorce process that can prove to be so detrimental for children.
Divorce is usually the culmination of a whole series of family
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problems rather than just the starting point. Research indicates that
boys in particular tend to suffer from familial conflict long before the
actual divorce occurs. Moreover, many couples that ultimately sepa-
rate engage in a series of detrimental behaviors before the divorce,
such as poor parenting practices and high levels of conflict. They are
often less involved in their children’s educational and social lives,
leading to behavior problems in their offspring (Furstenberg, 2009).
Problem behaviors in children are often compounded after a
divorce primarily because of poor parenting practices, financial issues,
and multiple transitions. A primary factor that influences children’s
negative behaviors is that many parents do not supervise their chil-
dren properly once they leave their marriage, engage in poor parent-
child relationships, and expose their children to open conflicts with
their ex-spouse. Research has shown that when parents make a con-
scious effort, they can minimize the effects of divorce on their children
by keeping both parents engaged with the children, offering guidance
and advice, and limiting their exposure to conflict and negativity
about the nonresidential parent (Amato, 2002). Finances also seriously
affect the divorce process. Mothers are often hardest hit, as their
income drops by about a third after a divorce due to women’s lesser
earnings and often a lack of child support. Financial and emotional
strains compound after a divorce, taking a toll particularly on the
parent with whom the child or children live and their children. Many
women and their children also move from their residential home,
causing a disruption of social support networks. Research indicates
that responses to divorce differ by gender, with boys acting out
through arguments and anger, and girls becoming more depressed
and anxious (Morrison & Cherlin, 1995). Over time, many children
also lose contact with their nonresidential parent, usually the father.
Over the long term, most children recover from the negative reper-
cussions of divorce. While Judith Wallerstein’s work (Wallerstein,
Lewis, & Blakeslee, 2000) has received much media press for its find-
ings that divorce irreparably harms a significant number of children
as they move into adulthood, many other studies have disproven her
thesis and have suggested instead that it is the coming together of fac-
tors such as poverty and parental negativity that can harm children
over the long term. For example, Hetherington and Kelly (2002) report
from their investigations that approximately 80 percent of children of
divorce eventually adapt to the situation and proceed to have success-
ful lives. This is not to suggest that divorce is not immensely difficult
for all those involved, but only to point out that most individuals are



140 Early Childhood Intervention

able to cope with the changed familial circumstances and to move on
in life. The research on the resilience of children is encouraging. More-
over, a small subset of studies has found that the consequences for
children experiencing continued conflict between their parents is
actually more detrimental to their long-term development than had
their parents divorced (Amato & Booth, 1997).

Children who seem to fare best after a divorce are those who have
been exposed to a minimum of conflict pre- and post-divorce and
who receive a great deal of social support from their families and
friends. Custodial and noncustodial parents need to provide emo-
tional responsiveness, show involvement in the children’s activities,
and keep their children out of their battles (Leon, 2003).

Interestingly, research indicates that there is no real benefit for chil-
dren when parents remarry. While remarriage introduces a new
parental figure into the household and may enhance financial well-
being, children in remarried families exhibit the same degree of behav-
ioral problems as children in single-parent families and often deal
with more interpersonal conflicts than children being raised in their
original two-parent families (Garnefski & Diekstra, 1997).

CONCLUDING THOUGHTS AND POLICY IMPLICATIONS

Empirical evidence indicates that families continue to function as a
source of resilience for children, and that the extent to which families
mitigate risk factors plays a crucial role in children’s developmental
outcomes. Despite some claims that environmental and peer influences
are stronger influences on children’s development, research indicates
that parents provide material and social capital for their children, act
as buffers between their children and harmful environmental influen-
ces, and continue throughout a child’s life course to influence its emo-
tional, physical, and social well-being. This crucial relationship is
basic to understanding any aspect of a child’s life and needs to be con-
sidered in analyses that attempt to posit that race, ethnicity, socioeco-
nomic status, religion, and disabilities are equal or more important
variables.

Clarke-Stewart (2006) identifies the following factors as basic to
rethinking policies that would further children’s development: (1) it is
not necessarily just poverty that is a risk factor for children, but instead
it is the number of risks that a child is exposed to that is detrimental;
(2) fathers matter as much as mothers with respect to child outcomes;
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(3) family dynamics are closely correlated with child outcomes no mat-
ter how much time a child spends in child care; (4) divorce combined
with poor parenting can have long-term detrimental effects on children;
and (5) consistent conflict in families has negative repercussions for
children. She goes on to explain that research findings such as these
need to be viewed through a policy lens that promotes protective qual-
ities in children themselves (such as academic achievement, strong
attachments to caregivers, and positive relationship skills) and that give
children the chance to find support and success in a range of settings
and experiences (such as home, school, community, and peers). This
strengths-based perspective advocates that instead of intervening only
once problems have set in, we need to develop and encourage new
perspectives and policies that have broad holistic impacts and that
implement a preventative approach. Instead of targeting specific
groups of children, or just schools or families, policies need to be put
in place that support and encourage the competencies of all children.
Moreover, if limited resources are at issue, the scholarly literature on
risk and resilience suggests that policies that target young children
at risk tend to be more effective than intervening later on in life
(Clarke-Stewart, 2006).

We also need to be aware of the fact that different families are going
to have varying needs and be exposed to a range of risk factors. This
makes it difficult to speak of one specific family policy or set of poli-
cies. However, we can identify social or life domains that need to be
reorganized in such a manner that they will enhance the quality of life
for families and their children. For example, work needs to be restruc-
tured to allow parents to have more control over their time, to allow
for job sharing, and/or to work from home. In addition, since child
care has become such a crucial part of most American families’ lives,
it would be immensely beneficial if government were to regulate and
support quality child care. Current regulatory policy and practice is
divided between state and federal governments, and there is enor-
mous variation among and between the states. Children who grow
up in high-risk areas are now known to profit from an array of social
services with respect to health care and education. Thus, we need
to subsidize and build up these structures so that they can assist
families with their quest to raise children with positive developmental
outcomes.

What the scholarship on children and families ultimately tells us is
that while family forms and risk factors differ, as long as children have
loving, involved caregivers, they flourish. In the final analysis, the
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single most important factor that can optimize child outcomes is the
quality of the parent-child relationship. Thus, we need to aim our pol-
icies toward promoting supportive environments that give parents the
tools to promote the positive well-being of their children. This requires
supporting families from an economic and social perspective, espe-
cially those who are most vulnerable and who have severe financial
needs. Investing in children and their families right from the start is
actually more cost-effective than attempting to intervene further on
down the road when severe problems have set in. In sum, supporting
families allows us to create more optimal environments for children
and to mitigate so many of the factors that can ultimately undermine
the healthy development of young people in our society.
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Chapter 7

Program Evaluation in Early
Intervention and Early
Childhood Special Education

Susan P. Maude and Lizanne DeStefano

tion about a program or some aspect of a program to guide

improvement, judge its quality or impact, or make management
decisions (McNamara, 2010; Raizen & Rossi, 1981; Wholey, Hatry, &
Newcomer, 1994; Weiss, 1997). In this chapter, we will refer to early
childhood programs including, but not limited to, those funded by
public schools, public state agencies (Departments of Education,
Health and Human Services), private and/or not-for-profit, corporate
funding operations, and community organizations. Furthermore, this
chapter will focus on the assessment of programs not on individual
child or family assessment.

Program evaluation includes a wide array of approaches, such as
needs assessments, accreditation, cost-benefit analysis, effectiveness,
formative (during the operation of a program), summative (at the end
of a program), goal-based, process, outcomes, impact, and so on (Chen,
2005; Donaldson, Christie, & Mark, 2009; Killion, 2007; Stake, 2003;
Worthen & Sanders, 1987). The type of evaluation approach one chooses
depends on what one wants to learn about a program and the use to
which evaluation information will be put. In the past decade, evaluation
efforts in early intervention and early childhood special education
(EI/ECSE) have focused heavily on accountability and accreditation.
One reason for the emphasis on accountability was the priority placed
on outcomes data by the Office of Management and Budget (OMB),
one of the largest agencies within the Executive Office, as well as the

P rogram evaluation is the process of carefully collecting informa-
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Government Performance and Results Act (GPRA) of 1993 (Harbin,
Rous, & McLean, 2005). These federal initiatives were one of the first
to require all federal programs to report “data on progress toward meet-
ing the goals of the program, which in turn are used to help determine
federal budget allocations” (Rous, McCormick, Gooden, & Townley,
2007, p. 20). In this chapter, we move beyond that focus and encourage
additional uses for program evaluation and building the capacity of
and climate for evaluation in EI/ECSE programs.

Many practical factors shape the evaluation, including the con-
sumer or client (family, funder, board of directors) need for informa-
tion, timeline for use of results, resources available, access to
evaluation expertise, audience and stakeholder expectations, data col-
lection, and analysis capacity. Before beginning an evaluation, these
factors should be thoroughly explored by the client in collaboration
with key stakeholders including program staff, and considered in
every aspect of evaluation planning. For example, if evaluation infor-
mation is needed in six months to serve as the basis for an application
for refunding, then the design of the evaluation must ensure that the
evaluation will produce findings for use by that date. Elaborate
designs that will take longer than six months to produce results,
though attractive, are not appropriate for this purpose. Likewise, if
local capacity to collect and report data is limited, evaluation planning
must take that into consideration by either building in data collection
training and support into the design, bringing in external expertise,
or employing data collection methods that are aligned with local
capacity.

This chapter will argue for the need for a conceptual framework to
help guide an evaluation, provide a brief overview of five evaluation
frameworks that have strong applicability to early childhood pro-
grams, discuss issues in planning and conducting evaluation of EI/
ECSE programs, and provide information about participatory designs.
Our purpose is to encourage EI/ECSE programs to expand upon
accountability efforts currently mandated by state or federal funding
agencies to collect information on program effectiveness and program
quality that is more useful for program improvement and impact
assessment. As reported by Meisels (2007), evaluation in early child-
hood must move beyond mere outcome assessment for accountability
purposes to a fuller analysis of the effectiveness of program elements,
pedagogy, curriculum, and child outcomes to determine what works
for whom and to guide program improvement.
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USE OF A CONCEPTUAL FRAMEWORK TO DRIVE
AN EVALUATION

Whether you are evaluating local, regional, state, national, and/or
international programs, a conceptual framework is essential to a coher-
ent, transparent, rigorous evaluation. A conceptual framework can
show relationships among the components of the EI/ECSE program
(e.g., philosophical underpinnings, screening, assessment, curricula,
staffing, family support, fee structure for peers with typical develop-
ment) and the intended outcomes. As such, the conceptual framework
guides the choices to be made at each step in an evaluation. Develop-
ment of the framework forces the evaluation team to be explicit from
the outset about their assumptions regarding what will be measured,
why it is being measured, and how the data will be analyzed and
reported. Therefore, this step ensures that, at the end of the process,
findings will meet the intended information needs. Moreover, a concep-
tual framework provides a structure for understanding, interpreting,
and manipulating outcome measures. It answers the question of why
a particular outcome is important, and identifies factors that must be
taken into account to be able to interpret results appropriately. The con-
ceptual framework is critical to the success of an evaluation and should
be specified in as much detail as possible (DeStefano & Wagner, 1992;
Greene, Caracelli, & Graham, 1989; Stecher & Davis, 1987). Studies have
been conducted reviewing evaluation of human services (Halpern,
1987) and found that despite the recommendation that they begin with
the articulation of a conceptual model that describes the major elements
of the program and guides the development of the evaluation design,
many studies continue to fail to make explicit the conceptual frame-
works underlying the program theory and operations.

Advantages for using a conceptual framework include the follow-
ing: (1) it identifies advance organizers and any major questions the
evaluation should address (individual and overall), thereby guiding
the evaluation; (2) it provides a visual or graphic representation of
process and product portions of your efforts and any possible causal
connections; (3) it clarifies each element of your EI/ECSE program
and/or efforts; (4) it helps insure that what is being evaluated is indeed
what should be evaluated; and (5) it serves as a means to share with
others the complexities of your work.

The lack of a conceptual framework can seriously limit the useful-
ness of the evaluation findings. Time and effort can be expended on
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the collection of data that may not relate to what the “stakeholders”
are trying to measure or impact. A stakeholder is defined as any indi-
vidual who may have a vested interest or “stake” in the program.
Stakeholders in an EI/ECSE program could include but are not limited
to administrators, staff, children, family members, funders, and com-
munity partners. Stakeholders or funders may experience frustration
when the questions for which they need answers are not addressed.

The next section of this chapter will focus on five particular evalu-
ation approaches or frameworks that assist EI/ECSE programs in
making decisions about their program: (1) goal-based, (2) standards-
based, (3) outcome-impact, (4) consumer-oriented or participatory,
and (5) cost-benefit analysis.

Goal-Based Evaluation

Goal-based evaluations are a useful framework to implement when
determining if an EI/ECSE program has met its predetermined goals
or objectives (McNamara, 2010; Stecher & Davis, 1987). This approach
to evaluation is also referred to as goal-oriented evaluation and has
similarities to the outcomes-based evaluation to be reviewed later in
this chapter. Often EI/ECSE programs are established to meet one or
more specific goals. These goals are often described in the original pro-
gram plans. Table 7.1 provides a good overview of questions to ask in
developing your goal-based evaluation.

Methods

Goal-based evaluation can use a variety of methods to assess the
extent to which the program is making progress toward attaining its

Table 7.1 An overview of questions to consider when developing a
goal-based evaluation.

1. Implementation: Is the EI/ECSE program being implemented on schedule and
as planned?

2. Effectiveness: Are key components of the EI/ECSE program operating
effectively? How might they be improved?

3. Impact: What outcomes are associated with participation in the EI/ECSE
program? How do these compare with a comparable group of children/families
in other EC programs? What is the value-added of participation in the program?

4. Sustainability: How and to what extent are elements of the EI/ECSE program
becoming a part of the regular operations and how will they be sustained?
What opportunities and barriers exist?
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stated goals, including surveys, interviews, direct assessments, obser-
vation, document review, and secondary analysis of existing data.
The key to effective goal-based evaluation is that the program goals
must be explicit, understood, and valued by key stakeholders. Goals
must be measurable. If the goals are not stated in measurable terms
or if there is no consensus around the goals, then goal-based evalu-
ation is not a good choice to frame the evaluation.

Strengths and Limitations

Goal-based evaluation is a good choice for many EI/ECSE programs
because it is straightforward and easily understood by those within
and outside the program. It is an appropriate evaluation approach
for programs at all stages of development. Formative information on
progress toward stated goals is useful for program management and
improvement, while summative information on program outcomes
and impact can attest to program quality and effectiveness. As stated
earlier, goal-based evaluation requires clear, agreed-upon, measurable
goals. If these do not exist, goal-based evaluation should not be
attempted until goals have been developed and adopted by an EI/
ECSE program. A limitation to this type of program evaluation is that
the focus of the evaluation is very narrow, specifically focused on the
program goals, and other unintended goals may not be identified.

Exemplars in EI/ECSE

Prior to the emphasis on outcomes or standards, EI/ECSE programs
were typically designed around particular goals (to support the EI/
ECSE program in engaging parents as partners in their child’s educa-
tion) and subsequent activities to meet or obtain that goal (conduct a
needs assessment survey, identify priorities from the results of the
survey, and implement activities in support of those activities). The
activities were then evaluated to determine how best they met the origi-
nally stated goals. Head Start and programs funded by not-for-profit
agencies (The ARC) have typically utilized goal-based evaluations.
Furthermore, professional development plans for educators and teach-
ers may also embrace a goal-based evaluation approach.

Standards-Based Evaluation

Standards-based evaluation measures a program against a set of com-
monly accepted standards in the field. Pre-K Now (2009) defines
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standards as “a broad term referring to structural guidelines and
requirements that form the basis of a pre-k system, all of which are
important and inter-related” (para. 1). The structural guidelines and
requirements from federal, state, and professional policy typically
addresses the use of standards in EI/ECSE across three levels: (1) pro-
gram, (2) professional, and (3) child or early learning.

The firstlevel, program standards, includes the regulations that guide
how EI/ECSE programs operate. The Division for Early Childhood
(DEC) of the Council for Exceptional Children (CEC) is the leading pro-
fessional organization for young children with diverse abilities and their
families. In the 1980s, DEC identified recommended practices to guide
service delivery in EI/ECSE. Little to no evidence exists that these prac-
tices are being used by practitioners in the field or have been embedded
into higher education personnel preparation programs (Bruder & Dunst,
2005; Campbell, Chiarelo, Wilcox, & Milbourne, 2009; Dunst & Bruder,
2006). In 2003, the Early Childhood Outcomes (ECO) Center was funded
by the U.S. Department of Education to assist states in developing high-
quality EI/ECSE state systems (Early Childhood Outcomes Center,
2010). Accreditation or monitoring, sometimes referred to as continuous
improvement, is a common evaluation approach in which a program is
compared against a set of program standards.

The second level, professional standards, articulates the competen-
cies and credentials needed by service providers and educators within
the EI/ECSE programs. The Division for Early Childhood (DEC) of the
Council for Exceptional Children (CEC) is the leading professional
organization for young children with diverse abilities and their fami-
lies. DEC has identified specific competencies or standards for educa-
tors who work in EI/ECSE settings at the initial or entry and
advanced levels (DEC, 2008a,b). Institutes of higher education (IHEs)
utilize these standards to design their professional development pro-
grams of study at the undergraduate and graduate levels. Further-
more, state departments of education have developed their state
licensure and standards built upon these DEC competencies. Unfortu-
nately, Bruder and her colleagues working from the Center to Inform
Personnel Preparation, Policy, and Practice (2008) reported that IHEs
and states responsible for licensure are inconsistent in their utilization
of these competencies. Furthermore, she advocates for a national set of
competencies in EI/ECSE (Bruder, 2010).

The third level, child or early learning standards, describe what
children should know as a result of participating in an early childhood
program (Pre-K Now, 2010).
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Early learning standards are “widely accepted statements of expec-
tations for children’s learning” (Council of Chief State School Officers
[CSSO], 2009). Scott-Little and her colleagues identified the content
addressed by states in the development of infant-toddler early learn-
ing guidelines (Scott-Little, Kagan, Frelow, & Reid, 2009).

Standards-based evaluation differs from normative evaluation tech-
niques because rather than comparing programs or schools to other
programs or schools, they are measured against a standard of
excellence. There are several types of standards. Content standards
describe what a child should know or be able to do at a particular
age or grade level in a particular content area. Curriculum standards
specify what should be taught at a specific age or grade level rather
than what students should know. Performance standards describe
knowledge or skills that are assessed through the observation, descrip-
tion, or documentation of child behavior or performance in connection
with broadly stated content standards. Standards are typically aligned
to instruction, learning, and assessment in the classroom (CSSO, 2009;
Kagan & Scott-Little, 2004).

Early learning standards are “statements that describe expectations
for the learning and development of young children.” These expec-
tations may relate to several domains, such as physical well-being,
social and emotional well-being, language development, approaches
to learning, and general knowledge. These standards describe what
knowledge, skills, and dispositions children at a certain age or devel-
opmental period are expected to know. They are designed to under-
stand what knowledge teachers, programs, parents, and the
community are expected to know so that they can help the children
learn. Early learning standards are developed through researching
early learning and development processes, sequences, and long-term
consequences. They should be appropriate for and inclusive of the
widest range of life situations and experiences possible (CSSO, 2009).

Methods

Standards-based evaluation generally comes with a set of prescribed
methods to assess the extent to which the program is aligned with a
particular set of standards. The key to effective standards-based evalu-
ation is that the selected standards must be appropriate for achieving
the intended goals of the program, aligned with program context,
including populations served, and valued by key stakeholders and
measurable.
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Strengths and Limitations

Standards-based evaluation is a good choice for many EI/ECSE programs
because it is straightforward, easily understood by those within and out-
side the program, and is appropriate for programs at all stages of develop-
ment. Formative information on how a program embodies a common set
of standards is useful for program management and improvement, while
summative information on standards alignment is commonly accepted
evidence of program quality and effectiveness. Programs may be con-
fused by the proliferation of standards and have difficulty selecting those
that are most appropriate for their evaluation needs.

Exemplar in EI/ECSE

Much effort has been expended by state departments of education to
develop early learning standards for both the 0-3 age group of children
with disabilities and the 3-5 age group of children with and without
disabilities (Kagan & Scott-Little, 2004; Scott-Little et al., 2009). One par-
ticular state to highlight here has been Vermont. The Vermont Early
Learning Standards, or VELS (2003), were developed by a subcommit-
tee of the Vermont Early Childhood Work Group. Similar to work in
other states, the standards were written using a four-tiered structure
around (1) domains, (2) learning goals and definitions, (3) examples,
and (4) supports for learning. Their strong commitment to the value
and importance of play as a key component in the learning process is
unique. Their statement about play and how they embedded its impor-
tance can be found on the first pages of the VELS document:

The Role of Play in Addressing the Standards: The sub-
committee acknowledged the important role of play in how chil-
dren learn by including it as a guiding principle and as the first
Learning Goal in each of the domains. There is abundant evi-
dence that children learn best through play. The sub-committee
based its thinking about each domain on the understanding that
children should be provided with opportunities to play in a
learning environment that addresses their developmental needs
for movement, problem-solving, creativity, and social interaction
with adults and other children. Teachers and families can best
guide learning in all domains by providing opportunities for chil-
dren to explore and apply new skills in natural contexts. Respon-
sive adults teach young children by interacting through play
with each child according to the child’s interests, abilities, and
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cultural preferences. Through play, children enhance the learning
of skills, knowledge and dispositions that guarantees success in
later schooling. In VELS, therefore, play is one way that children
can achieve the Examples described in each of the eight learning
Domains. (VELS, 2003, 2)

Outcome or Impact-Based Evaluation

Outcome evaluation is defined as the systematic collection of informa-
tion to assess the impact of a program, present conclusions about the
merit or worth of a program, and make recommendations about future
program directions or improvements (CDC, 2007; Reisman, 1994;
Reisman & Clegg, 2000; United Way of America, 1996; W. K. Kellogg
Foundation [WKKF], 2004). Outcome-based evaluations are focused
on determining, exploring, and describing changes that occur as a
result of a program being implemented (Fitzpatrick, Sanders, &
Worthen, 2004). An outcome is defined as a change in behavior,
knowledge, understanding, ability, skill, or attitudes resulting from
participation in a program or course, the receipt of services, or the use
of a particular product (CSSO, 2009).

Outcome or impact evaluations may be either formative or summa-
tive and include consideration of outcomes that are immediate effects,
expected final outcomes, and unintended outcomes (Fitzpatrick, Sanders,
& Worthen, 2004; Hatry & Kopczynski, 1997; Westmoreland, Lopez, &
Rosenberg, 2009). For example, formative outcome evaluations may
determine what changes should be made to EI services or ECSE cur-
ricula to achieve desired outcomes, while summative evaluations
determine whether goals are being sufficiently met to justify the con-
tinuation of funding to an innovative EI/ECSE program.

A preliminary step to a good evaluation is clearly articulating
expected outcomes. As shown in Figure 7.1, a logic model is a useful
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Figure 7.1 Logic model components.
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mechanism for designing an evaluation based on an impact hypothe-
sis. It is grounded in the assumption that, for an impact to be achieved,
there are enabling conditions in the form of resources, inputs, activ-
ities, and outputs (Corso & Maude, 2008).

The use of the logic model framework for outcome evaluation is
well documented' and has been applied to assess government proj-
ects, private industry, and human service programs. This approach
has also been applied to early childhood programs and advocated by
national early childhood technical assistance systems (NECTAC,
OSEP). As the logic model illustrates, some of the initiative’s outcomes
pertain to expected changes at the individual level (generally immedi-
ate outcomes). Other outcomes pertain to changes at the community
and workforce levels (generally termed intermediate outcomes).

The ability of program stakeholders to utilize the logic model
throughout multiple stages of the program’s “life” makes it even more
valuable. The logic model may be used in program design, program
implementation, and program evaluation. In program design, the
model may be used to develop a program strategy and illuminate pro-
gram concepts and goals for stakeholders, and guide the examination
of research that may contribute to program development. In program
implementation, the logic model provides focus on desired results and
helps to identify information needs for program monitoring and
enhancement for achieving these results. Finally, in program evalu-
ation, the logic model provides a guide to the evaluative information
needed to assess program impacts. Table 7.2 provides the basic termi-
nology used in outcome evaluation, including the following: inputs/
resources, activities, outputs, outcomes, outcome indicator, outcome
targets, and benchmarks.

Methods

The logic model framework is used to develop an understanding of
the relationship between program resources, activities, and expected

!There are well over 100 references to logic model design and use in assessment in
the literature. The Kellogg Foundation published and recently updated a compre-
hensive logic model development handbook, “Logic Model Development Guide:
Logic models to bring together planning, evaluation & action” (2004). In addition,
multiple government and research agencies, including the Centers for Disease
Control, RAND, and United Way, have published evaluations and guidelines
based on logic model theory.
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Table 7.2 Glossary of Selected Outcome Measurement Terms

e Inputs are resources a program uses to achieve program objectives. Examples
are the early childhood staff (early childhood teachers, para-educators, service
providers, director), volunteers (foster grandparents, high school or college stu-
dents), facilities, equipment, curricula, and money. An early childhood program
uses its inputs to support its activities.

Activities are what a program does with its inputs—the services it provides—
to fulfill its mission. Examples are facilitating a half-day, four-day-a-week early
childhood program, home visits, screening and assessment services, family edu-
cation nights, adult education services, and/or providing adult mentors for
youth. Program activities result in outputs.

e Outputs are products of a program’s activities, such as the number of class
sessions provided, number of adult education classes taught, number of
children screened, or number of children/families served. Another term for
“outputs” is “units of service.” A program’s outputs should produce desired
outcomes for the program’s participants.

e Outcomes are benefits for participants during or after their involvement with a
program. Outcomes may relate to knowledge, skills, attitudes, values, behavior,
condition, or status. Examples of outcomes include greater knowledge of
nutritional needs, improved reading skills, more effective responses to conflict,
getting a job, and having greater financial stability.

For a particular program, there can be various “levels” of outcomes, with initial
outcomes or proximal outcomes leading to longer-term or distal ones. For exam-
ple, a youth in a mentoring program who receives one-to-one encouragement to
improve academic performance may attend school more regularly, which can
lead to getting better grades, which can lead to graduating.

e Outcome Indicators are the specific items of information that track a
program’s success on outcomes. Many states have already identified key
outcomes for communities to address by the time the child begins school at age
5. For instance, in lowa there is a statewide “result” that children are ready to
succeed in school. Two indicators of this “result” are (1) preliteracy skills, and
(2) children in quality preschools.

They describe observable, measurable characteristics or changes that represent
achievement of an outcome. For example, a program whose desired outcome is
that participants pursue a healthy lifestyle could define “healthy lifestyle” as not
smoking; maintaining a recommended weight, blood pressure, and cholesterol
level; getting at least two hours of exercise each week; and wearing seat belts
consistently. The number and percentage of program participants who
demonstrate these behaviors, then, is an indicator of how well the program is
doing with respect to the outcome.

* Outcome Targets are numerical objectives for a program’s level of
achievement on its outcomes. After a program has had experience with
measuring outcomes, it can use its findings to set targets for the number and
percentage of participants expected to achieve desired outcomes in the next

(Continued)
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Table 7.2 (Continued)

reporting period. It also can set targets for the amount of change it expects
participants to experience.

e Benchmarks are performance data that are used for comparative purposes.
A program can use its own data as a baseline benchmark against which to
compare future performance. It also can use data from another program as a
benchmark. In the latter case, the other program often is chosen because it is
exemplary and its data are used as a target to strive for, rather than as a baseline
(United Way, 1996).*

*This list was modified from the United Way of America Model (1996) for an EI/ECSE setting.

outcomes using a systematic, visual representation (Kaplan & Garrett,
2005; WKKE, 2004). It provides stakeholders with a clearer understanding
of how investments, both human and financial, may contribute to achiev-
ing program goals. There are five components to the basic logic model:

1. Resources, which include human, financial, organizational, and

community inputs directed towards program use. In EI/ECSE
settings, this could include early childhood personnel (years of
experience, levels of education, types of education licenses or
certifications, number of years in current position, ongoing pro-
fessional development plans).

. Program activities, which relate to how these inputs are used.

This includes processes, events, actions, tools, and technology
associated with implementation of the EI/ECSE program.
Examples could include facilitating a half-day, four-day-a-
week early childhood program, home visits, screening and
assessment services, and family education nights.

. Direct outputs, which may include multiple types and targets of

service, are produced by the activities. Outputs are typically
reported by numbers (number of home visits conducted, num-
ber of children screened and found eligible, number of families
attending the family education nights). Previously, program
evaluation efforts in EI/ECSE settings stopped at this level with
the recording of outputs and numbers. However, the logic
model proposes two additional components.

. Outcomes, which identify specific changes in participant

behavior, knowledge, status, skill, and level of functioning.
Examples could include positive changes in child and/or adult
behavior, knowledge, and skills as a result of the activities con-
ducted and outputs achieved. These outcomes may be either
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short term or long term, but generally occur within about seven
years.

5. The final component of the basic logic model is program impact
or the fundamental change occurring as a result of program
activities. This impact may be either intended or unintended
(references). An example of a program impact can be children
prepared to enter kindergarten ready to learn.

Strengths and Limitations

Measurement of outcomes for evaluation is useful for four reasons:

1. Outcome evaluation allows EI/ECSE programs to track their
own progress and identify possible weaknesses in need of
improvement or additional focus.

2. EI/ECSE programs may use outcome information to develop
budgets and justify spending.

3. Outcome information may also be used for public purposes in
establishing educational accountability.

4. EI/ECSE programs may use the measurement of progress to
communicate to families and the community the program’s suc-
cesses.

Benefits to conducting an outcome evaluation of an EI/ECSE program
or services include the following: (1) strengthening of existing services;
(2) targeting effective services for expansion; (3) identifying professional
development needs; (4) developing and justifying budgets; and (5) pre-
paring long-range plans. Limitations to using an outcome evaluation
approach include the following: (1) findings of the outcome measure-
ment does not reveal whether the outcomes being measured are the right
ones; (2) without experimental or statistical controls, outcome measure-
ments do not prove that the program caused the outcomes; (3) if an out-
comes evaluation shows that participants are not experiencing benefits,
it may not show where the problems lie; (4) some outcomes are difficult
to measure, and (5) extra burden is placed on participants by having
them complete surveys, participate in focus groups, etc.

Exemplar in EI/ECSE

This section will share two exemplars of a logic model. The first logic
model is from a national parent involvement and education program
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entitled, Parents as Teachers (PAT). PAT is an early childhood parent
education and family support system designed to empower families
with the key outcome of helping all children to be healthy, safe, and
ready to learn (PAT, 2010). PAT is a home visiting program and is repli-
cated in nearly every state. The reader is guided to their Web site to
review the logic model framework (http: //www.parentsasteachers
.org). The logic model graphic developed by PAT (found at http://
www.parentsasteachers.org/images/stories /documents /LogicModel
2006.pdf) clearly guides the reader and stakeholders with a snapshot of
the entire PAT program, beginning with key assumptions and values
and ending with their intended outcomes.

The second logic model to showcase is currently utilized by a state-
wide ECSE professional development system in Illinois. Illinois STAR
NET is a Support and Technical Assistance Regional NETwork that
provides training, consultation, and resources to the early childhood
community in Illinois. STAR NET has been in existence since the early
1990s, supported by funds from the U.S. Department of Education
through the Illinois State Board of Education (Maude & Corso, in
development). These professional development supports are targeted
for families, educators, and related specialists who care for or provide
services to young children with diverse abilities or disabilities. An
additional graphic (see the first author, Susan Maude) captures the
mission and activities of the STAR NET system as well as the immedi-
ate, intermediate, and long-term outcomes (Maude & Corso, 2010).

PAT and STAR NET provide very comprehensive yet different serv-
ices with similar outcomes—better outcomes for young children and/
or their families. The former program provides supports through
home visitors who then work directly with families while the latter
program offers ongoing professional development to families and
other key early education and care providers to help children. These
visuals serve as a means to clarify to others the very complicated yet
value-added importance of these supports in the improvement of the
lives of young children and their families.

Participatory/Consumer-Oriented Evaluation

The consumer-oriented approach assesses the extent to which a pro-
gram meets the stated needs or concerns of consumers (children and
families) rather than focusing on the extent to which a program meets
its stated goals or aligns with a set of standards (Scriven, 1967; Vedung,
2000). In participatory evaluation, consumers and program staff are
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directly involved in planning and/or carrying out the evaluation as a
means of ensuring that their needs are addressed and increasing their
use of evaluation information. The consumer-oriented approach to
evaluation is directed toward assessing educational programs, prac-
tices, and products with the informational needs of the consumer in
mind (Fitzpatrick, Sanders, & Worthen, 2004; Scriven, 1973).

Methods

Consumer-oriented and participatory approaches generally involve
collecting information directly from those served by the program
using surveys, interviews, observations, and direct assessment of stu-
dents, professionals, and families. A key aspect of data collection is
to ensure that consumers are free to offer their perceptions of the pro-
gram without consequence. This often involves the use of anonymous
data collection procedures or third-party evaluators. In participatory
evaluation, stakeholders may be involved in choosing methods,
designing instruments, and collecting and reporting data.

Strengths and Limitations

One strength of the consumer-oriented approach is its unique focus on
the consumer’s information needs. Most evaluation approaches focus
on the needs and expectations of those designing or administering
the program, not those who consume the product being assessed
(Fitzpatrick, Sanders, & Worthen, 2004). This approach is well aligned
with the philosophy of family-centered practice and consumer
involvement in EI/ECSE service provision. Consumer-oriented and
participatory approaches also build capacity and empower consumers
to take an active role in promoting quality services. Limitations of the
consumer-oriented approach includes additional costs to the program
and/or participants (time, money) in the development and implemen-
tation of the evaluation.

Exemplars in EI/ECSE

The Technical Assistance ALLIANCE for Parent Centers (the ALLI-
ANCE) is an innovative partnership of one national and six regional
parent technical assistance centers, each funded by the U.S. Depart-
ment of Education’s Office of Special Education Programs (OSEP).
These seven projects comprise a unified technical assistance system
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for the purpose of developing, assisting, and coordinating the over 100
Parent Training and Information Centers (PTIs) and Community
Parent Resource Centers (CPRCs) under the Individuals with Disabil-
ities Education (IDEA) Act P.L. 108-446 (2004). The national and
regional parent technical assistance centers work to strengthen the
connections to the larger OSEP Technical Assistance and Dissemina-
tion Network and fortify partnerships between Parent Centers and
education systems at local, state, and national levels (Alliance National
Center, 2010).

Each state is home to at least one Parent Training and Information
Center (PTIC). These centers serve families of children and young
adults from birth to age 22 with all disabilities: physical, cognitive,
emotional, and learning. “They help families obtain appropriate edu-
cation and services for their children with disabilities; work to
improve education results for all children; train and inform parents
and professionals on a variety of topics; resolve problems between
families and schools or other agencies; and connect children with dis-
abilities to community resources that address their needs” (Alliance
National Center, 2010).

The Alliance National Center uses a multi-level consumer oriented
evaluation approach in which the six regional centers are surveyed
and interviewed to determine the extent to which their needs are being
met by the Alliance and randomly sampled state centers are inter-
viewed to assess their level of interaction and satisfaction with the
regional center. This consumer-oriented strategy is consistent with
the needs-driven, service-oriented philosophy of the Parent Training
Centers. National and regional centers used the evaluation results to
improve consumer satisfaction and target services to meet expressed
needs. Please see the Alliance Web site for more information (http://
www.taalliance.org).

Cost-Benefit Analysis

Cost-benefit analysis involves identifying and determining the mon-
etary value of the various costs and benefits associated with two or
more well-defined alternatives (Fitzpatrick, Sanders, & Worthen,
2004; Goetze, 2007; Trefler, 2009). These costs and benefits are com-
pared to determine which is greater, the costs or the benefits, and to
what extent. This is then used to develop a benefit-to-cost ratio for
each, the highest of which is then selected. A cost-benefit analysis
may be conducted for two purposes (Gupta, 2001). First, one may
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assess whether the use of one program or activity yields greater benefit
than an alternative program or activity. Second, one may also compare
a particular project versus the option of making no changes or doing
nothing (Gupta, 2001).

Since governments typically fund EI/ECSE programs (Barnett,
2000), it makes sense to evaluate the costs involved in operationalizing
diverse early childhood delivery systems. A common argument in the
tield is that investment in early childhood development programs yield
high levels of benefit to families and in state and federal spending. Early
studies in the early childhood literature (Garland, Stone, Swanson, &
Woodruff, 1981; Masse & Barnett, 2002; Schweinhart, Barnes, &
Weikart, 1993) have documented positive benefits of early childhood
programs, especially when programs that were of high quality, studies
used a longitudinal design, and multiple effects were explored. It is
interesting to note that in the last decade, more cost-benefit studies have
emerged from researchers in the field of economics.

For example, a report published in 2003 reported an annual return
of 16 percent for program participants and a 12 percent return for non-
participants (Rolnick & Grunewald, 2003). These returns can be cat-
egorized into three groups: government budget benefits; increased
earning and compensation; and decreased crime-associated cost for
individuals. These returns vary in their level of immediacy. For example,
decreased spending in special education is experienced sooner
than decreased spending on crime, often found much later (Rolnick &
Grunewald, 2003). It has also been found that programs directed at
economically disadvantaged or impoverished families result in more
immediate returns (Grunewald & Markeson, 2007; Lynch, 2007). These
programs begin paying for themselves within six years in comparison
to nine years for universal programs for 3- and 4-year-olds. This is
because children from low-income environments are more likely to
require special education and more likely to commit crimes (Grunewald
& Markeson, 2007; Lynch, 2007).

Methods

Cost-benefit analyses are commonly done using six steps, as described
by Gupta (2001). The first step, defining the goals of the project, is most
easily done when the goals of the organization are clearly stated. This
is because the evaluator can then more easily determine what action
is required to achieve them. The second step is the identification
of the alternatives to be evaluated. More difficult is determining



164 Early Childhood Intervention

what costs and benefits are associated with each alternative. The third
step is to consider not only those costs and benefits that are both
tangible and intangible, but also those that are direct and those that
are indirect. Indirect costs and benefits affect the surrounding commu-
nity or those outside of the participating group and often tend to be
intangible.

The fourth and perhaps most difficult step in conducting a cost-
benefit analysis is the estimation and valuation of costs and benefits.
Accurately quantifying all costs and benefits related to the program
is vital as it allows an evaluative conclusion to be reached once the
assessment is completed. Unfortunately, many judgments and fallible
estimates must be made.

The fifth and another difficult step relates to changes in these values
over time. An assessor must determine whether each cost or benefit
will change over time and, if so, to what extent. This requires a strong
background in economics, such as an understanding of forecasted
changes in supply and demand in specific markets in the future.
Lastly, the sixth step builds upon information gathered in the past five
steps, and requires the evaluator to determine which alternative yields
the largest benefit to be ultimately recommended as the most favorable
action to take (Gupta, 2001).

Strengths and Weakness

Having actual or “hard” data to support the financial commitment in
support of EI/ECSE programs is a key strength for choosing a cost-
benefit analysis. Knowing this information can assist policy makers
when determining what level of funding is needed to obtain what types
of impact (Barnett, 2000). Conducting a cost-benefit analysis poses cer-
tain challenges. There are many estimates of costs, benefits, and
judgment calls to make, which often result in increased opportunity
for error by the evaluator (Fitzpatrick, Sanders, & Worthen, 2004). Also,
assessing the costs and benefits of a program often requires a strong
knowledge of both the particular discipline of the program being evalu-
ated and an understanding of technical issues and economic concepts.
The assessor must understand the discipline to accurately identify all
potential costs and benefits and to better understand how to convert
these into monetary values. One must also understand the economic
concepts to incorporate vital information such as current market condi-
tions, economic trends in that time period or geographic area, and
depreciation (Fitzpatrick, Sanders, & Worthen, 2004). Critical steps
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include asking the right questions and using the appropriate financial
methods to yield accurate information (H. Meeks, personal communi-
cation, September 1, 2010).

Exemplars

Several states have conducted longitudinal cost-benefit analysis to
determine what may be gained through increased investment in early
childhood development programs. Between 1962 and 1989, over 100
families were tracked in a study conducted at the HighScope Perry
Preschool Project in Ypsilanti, Michigan (Rolnick & Grunewald,
2003). The program paired daily 2%-hour classroom sessions with
1%-hour home visits and lasted 30 weeks annually. Teachers were well
trained and paid 10 percent more than the standard pay for teachers in
that school district. Furthermore, there was a 6:1 child-to-teacher ratio.
At the age of 27, program participants were compared with a control
group of nonparticipants, and significant results were found.
Although cognitive advantages in the participating group leveled out
within several years, participants were 20 percent more likely to com-
plete high school, four times more likely to earn $2,000 or more
monthly, and far less likely to be arrested five or more times.

A similar study was conducted at a Chicago Parent-Child (CPC)
Center for families who are economically disadvantaged (Lynch,
2007; Reynolds, Temple, Robertson, & Mann, 2001). A study con-
ducted between 1980 and 2004 investigated the long-term effects of
program participation on participants with a comparable population
of nonparticipants. Results showed that participants were less likely
to be retained in a grade, require special education, be arrested, or
experience abuse or neglect (Lynch, 2007). The author argues that
these positive outcomes are in part a result of having well-trained
teachers and a program emphasis on parental involvement. Ulti-
mately, it was determined that the CPC program benefit-cost ratio is
about 10-1. This means that every $1 spent on the program results in
$10 of benefit. These benefits were calculated in the form of increased
school performance and earning power and decreased crime and pain
and suffering of crime victims.

Goetz and her colleagues at the Center for Persons with Disabilities
in Utah have been evaluating the costs of both early intervention serv-
ices (Part C) and most recently have begun investigating the impact of
pre-K programs in New Mexico (2007). Having a background in eco-
nomics certainly assists in this type of program evaluation.



166 Early Childhood Intervention

OTHER ISSUES IN PLANNING AND CONDUCTING
EVALUATIONS OF EARLY INTERVENTION AND EARLY
CHILDHOOD SPECIAL EDUCATION PROGRAMS

In this chapter, we encourage those responsible for EI/ECSE programs
to think beyond program evaluation for accountability purposes and
to expand their program evaluation repertoire. Including conceptual
frameworks and well-chosen evaluation approaches will provide
more relevant information to guide program improvement or assess
program quality, to communicate more effectively with stakeholders
within and outside the program, and to build evaluation capacity
among program staff, families, and other consumers. In these chal-
lenging economic times, EI/ECSE program administrators are likely
to see evaluation as a necessary burden, rather than a way to engage
program staff and build support for their program. However, when
competition for funds is high, those programs with robust, useful
evaluation strategies will be well positioned to argue for their effec-
tiveness and well informed as to the best ways to restructure and
respond to fiscal challenges.

Too often in early childhood programs and in education in general,
we conduct evaluation because of external requirements and not
because we see a real need or because we are truly interested in empir-
ical answers to the questions, “How are we doing?” or “How can we
improve?” A noble goal for an early childhood program is to embody
the reflective practice that we try to instill in our teachers by embed-
ding an effective and useful evaluation approach into the day-to-day
functioning of the program. A routine question at staff meetings, plan-
ning sessions, and leadership retreats should be “What do we want to
know about our program?” and to find ways to collect and review a
variety of data (e.g., student progress, family involvement, consumer
satisfaction, standards alignment) as a regular part of program man-
agement. Staff and administrators need support in developing their
capacity to obtain data as well as learn how to utilize the data for con-
tinuous improvement efforts—not just to meet a funding requirement.

Program administrators who want to embed this kind of evaluation
into their programs are quickly faced with challenges such as limited
funding, lack of evaluation expertise, and time constraints. Creative
solutions such as partnering with a university evaluation training pro-
gram to involve graduate students in cost-effective evaluation proj-
ects, pooling evaluation resources with other EI/ECSE programs in
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your area to develop common instruments, databases, and other
shared evaluation resources, and trading time and expertise by serv-
ing as “third-party” evaluators for other programs in exchange for
their serving as evaluators for your program.

In programs that have a “culture of evaluation,” program manag-
ers, board of directors, and staff engage regularly in evaluation as a
vital part of program operations. Evaluation data are used routinely
to guide planning and decision making. Key program stakeholders
understand the theory or conceptual model that underlies the pro-
gram and continually monitor the extent to which desired outcomes
are attained. Building a “culture of evaluation” into early childhood
programs takes considerable work, but can yield impressive benefits
such as more effective, data-based decision making, continuous
improvement resulting in enhanced outcomes and effectiveness, and
greater collective understanding of and investment in high-quality
programming for young children. Finally, existing resources are used
more effectively in this framework.

It is important to acknowledge that some of the most important
questions in early childhood programming cannot be answered by
short-term, simplistic local evaluations. Seminal questions like, “Does
this program make a difference in future educational outcomes for
children in this community?” require longitudinal, development,
multi-institutional collaborations, shared databases, and considerable
analytic capacity. With the ESEA reauthorization, Race to the Top and
State Fiscal Stabilization funding, and state and federal efforts to
develop P-20 longitudinal data systems, we are beginning to develop
an infrastructure within which these more ambitious and much-
needed studies will become feasible in communities across the United
States. Despite this promising development, it remains critical that
early childhood professionals are actively involved in the creation
and use of longitudinal data systems. Advocacy with local educational
agencies, regional educational service centers, the state department of
education, and state chapters of national professional associations is
critical to ensuring that early childhood programs are represented
accurately, that young child outcomes are well assessed, and that
mechanisms for tracking children as they move from early interven-
tion and preschool programs into K-12 and beyond yield desired
results.

In summary, in recent years, the evaluation of early childhood edu-
cation has been heavily dominated by accountability demands
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focused upon regulatory compliance and assessment of child out-
comes, particularly academic and cognitive measures. In a time of
greater competition for resources and increased demand for efficiency
and effectiveness, new approaches to evaluation that promote high-
quality programs, inform decision making, and demonstrate the
impact and value-added of early childhood programming are essen-
tial. Partnerships with universities, K-12 schools, and professional
associations can enhance local EI/ECSE programs capacity to enhance
their evaluation capacity and adopt new approaches to formative and
summative assessment. Advocacy at local, state, and federal levels is
needed to ensure that early childhood programming is included in
large-scale, longitudinal evaluation systems.
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Chapter 8

Cost-Effectiveness and Efficacy
of Programs

Kathleen Hebbeler and Donna Spiker

Education Act (IDEA) in the 2004 amendments involved a

rather minor word change. The amendment indicated that
the primary focus of federal and state monitoring of the law was to
be on improving educational results and functional outcomes for all
children with disabilities. Although this may seem like common sense,
this directive to monitor results was the culmination of a gradual reali-
zation that monitoring the process aspects of IDEA alone was not
enough to ensure successful outcomes for children with disabilities.
IDEA has its historical roots in assuring the right to a free, appropriate
public education for children with disabilities. Earlier versions of the
law emphasized the importance of access to education because the
law was enacted in response to children with disabilities being denied
an education. After several decades of focusing on access, a national
study revealed that outcomes for students who had received special
education services were problematic, with high dropout rates for some
groups and others not being able to live independently after secondary
school (Wagner, Blackorby, Cameto, Hebbeler, & Newman, 1993).
These findings alerted the nation that a focus on access was not
enough. In 2002, the President’s Commission on Excellence in Special
Education strongly supported the need for a stronger focus on results.
Their first recommendation emphasized the importance of looking at
results:

O ne of the changes made to the Individuals with Disabilities

IDEA will only fulfill its intended purpose if it raises expectations
for students and becomes result-oriented—not driven by process,
litigation, regulation and confrontation. In short, the system must
be judged by the opportunities it provides and the outcomes



174 Early Childhood Intervention

achieved for each child. (President’s Commission on Excellence
in Special Education, 2002, p. 8)

When the 2004 amendment to IDEA codified the focus on results, it
represented a minor word change, but it was a significant policy shift
in what constitutes effective special education and early intervention
services. The need to monitor results was accompanied in the law by
strong emphasis on the use of evidence-based practices. Research has
been conducted for many years to examine what works for children
with disabilities. In 2004, IDEA made the use of effective practices for
children with disabilities and the attainment of outcomes a matter of
federal policy.

This chapter summarizes what is known and what we need to know
about producing results for young children with special needs, includ-
ing the costs of those services. We begin the chapter by introducing the
reader to some basic terms from the literature that we will use
throughout the chapter. Some of these terms, especially those related
to economic analyses, are sometimes used interchangeably in discus-
sions of programs for young children. Our goal is to provide and use
commonly accepted definitions in hopes of increasing the sophistica-
tion of the discussion about costs and cost-effectiveness of services.
The research on the cost savings associated with providing services
to young children whose families live in poverty has been extensively
presented in both the professional literature and the popular press and
is often cited by advocates as part of the rationale for providing or
expanding services for young children. The chapter provides a brief
summary of this literature because it has played such a crucial role in
the recent expansion of services for children under 5. The applicability
of this research to services for young children with disabilities is lim-
ited, as will be discussed. Our discussion of costs and results for young
children with disabilities addresses what we know about costs of serv-
ices, efficacy and effectiveness, and cost-effectiveness. The chapter
closes with a discussion of future trends and what additional informa-
tion is needed to make good decisions about programs and services to
improve outcomes. A critical distinction for serving children with dis-
abilities that will be referenced throughout the chapter is the differ-
ence between research on improving child outcomes through the
study of a particular intervention or practice, and data about the
national system of early intervention (EI) services and early childhood
special education (ECSE) services being provided to children and fam-
ilies under the auspices of IDEA. Research on practices and studies on



Cost-Effectiveness and Efficacy of Programs 175

the implementation of IDEA are both important, but knowing the for-
mer does not provide knowledge of the latter, and this is central to the
difference between efficacy and effectiveness.

BASIC CONCEPTS

What does it cost to provide early intervention in Program A? How
does this compare to the costs of Program B? Is didactic instruction
more effective at promoting language than embedded interventions?
What is the total cost of early childhood special education in Minne-
sota? What would be the cost of implementing a different service
delivery model? Is providing two two-hour home visits a month more
cost-effective than four one-hour visits? Is early intervention a good
investment? Is it more cost-effective to serve preschoolers with disabil-
ities in community child care or in preschools operated by their school
district?

These represent just a small sample of the many important questions
that can be asked about costs and outcomes for programs for young
children with disabilities. They are the kind of questions that some
administrators and policy makers are asking, and that many more
should be asking. Families, as consumers of services, also have a right
to know what interventions work and whether their child’s program
is effective. Teachers and therapists need to know what works so they
can make informed decisions in selecting and modifying interventions.
If two interventions are equally effective, then there is no justification
for implementing one that costs more. Public resources for education,
health, and social programs have always been scarce and almost
certainly will continue to be so. Neither families nor taxpayers are well
served if programs are spending more money than they need to or are
not maximizing the results from the dollars being spent.

Having accurate information on the costs of programs is essential to
providing effective and efficient services for young children with dis-
abilities and their families. The goal of a cost analysis is to determine
the economic value of all the resources used to provide the services
in a given program (Escobar, Barnett, & Goetze, 1994). Identifying the
full cost of EI and ECSE can be challenging because there are multiple
costs to operating a program, some of which are paid for with public
or private funds and others which are not. A common mistake in cost
analysis is using a program’s budget as a source of cost information,
which will tend to miss some important costs. If a preschool program
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has two parent volunteers in the classroom at all times, then part of the
cost of providing that program is the cost of the parents’ time, even
though the program may not be paying for it. Assuming the program
is effective and another program wanted to replicate it, one could not
ignore the hours of parent time that are a resource required to operate
the program. Unpacking the costs of a program allows for a determi-
nation of the overall costs and also permits identification of who is
incurring costs while providing information on the necessary support
required if a program is to be transported to a new site (Hummel-Rossi
& Ashdown, 2002). Other costs that may be overlooked are the costs of
parents providing transportation to the program or the costs of class-
room space when a preschool is housed in an elementary school. An
alternative to calculating costs is to calculate expenditures, which is
sometimes the only feasible option (see e.g., Erickson, 1992). Expendi-
tures refer to resources that the program expends.

Many cost analyses use a resource cost model that involves estimat-
ing costs for all of the program’s resources. This approach requires a
complete description of all of the program’s components, including
personnel, supplies, materials, equipment, transportation, and facili-
ties. Other resources such as using volunteers and parent time must
also be included in the costs (Chambers & Parrish, 1994; Levin, 1983;
Levin & McEwan, 2000). The first step in this approach involves iden-
tifying all of the program activities or ingredients, and the second step
is to determine the cost of each one (Barnett, 2000).

Another issue related to costs is the identification of the funding
sources the programs draws on. Both EI and ECSE, for example, are
supported by a variety of funding sources, including a variety of
federal funds along with state funds and, in some places, local funds.
Another possible funding source for early intervention is private
insurance and parent fees. IDEA allows states to charge parents for
early intervention services, which is a funding option with both
strengths and weaknesses (Mackey-Andrews & Taylor, 2007).

Both cost-benefit analyses and cost-effectiveness analyses are
intended to present information to assist in decision-making. A cost-
benefit or benefit-cost analysis (the terms are used interchangeably)
refers to an analysis of the resources used and the results produced
by a program or policy. In a cost-benefit analysis, monetary values are
estimated for both the resources used (which are the costs) and the
results produced (the benefits). A cost-benefit analysis considers
the benefits and costs to both the government and to society. The goal



Cost-Effectiveness and Efficacy of Programs 177

is to provide information about whether the programs, services, and
practices are paying off economically: are there lasting positive out-
comes for children and their families, and do the savings outweigh
the costs? (National Research Council and Institute of Medicine,
2009). One of the challenges in cost-benefit analysis is the difficulty in
assigning monetary value to some of the outcomes (Barnett, 2000).
For example, assigning a dollar value to an increase in parenting confi-
dence produced by an early intervention program will be difficult.
Cost-effectiveness analysis differs from a benefit-cost analysis in that a
dollar value is not placed on the outcome in a cost-effectiveness
outcome. The costs and outcomes of one intervention or service can
be compared with the costs and outcomes of another treatment. The
results of the analysis are reported in terms of how much must be
invested to achieve a given level of the outcome (National Research
Council and Institute of Medicine, 2009). For example, a cost-
effectiveness analysis could identify the cost associated with improv-
ing a preschooler’s communication skills by five standard scores points
on a developmental assessment using a particular intervention. A
cost-effectiveness analysis allows a comparison of the relative costs of
different approaches required to reach the same level of outcome or of
the relative level of outcomes achieved by different interventions with
the same costs.

Cost-effectiveness studies require two distinct kinds of information:
information on costs, and information on outcomes. Research makes a
distinction between two kinds of studies that look at outcomes. Efficacy
studies examine whether or not interventions, practices, or programs
can work in the ideal, highly controlled situation in which interventions
are implemented as intended by practitioners or researchers who
have been highly trained in the procedures. Effectiveness studies are
designed to look at interventions in real-life situations and address
whether the intervention works when it is implemented in programs
as they operate in day-to-day life (Blackman, 2000). Not surprisingly,
interventions shown to be efficacious may not turn out to be effective
because, for example, they are too difficult or cumbersome for practi-
tioners to implement faithfully. Both kinds of studies are important to
understanding and promoting improved outcomes for children and
families. Cost-effectiveness analysis can use data from either efficacy
or effectiveness studies depending on whether the outcome data is
collected from a controlled implementation or implementation in
real-world programs.
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ECONOMIC ANALYSES OF PROGRAMS FOR YOUNG
CHILDREN AT ENVIRONMENTAL RISK

In 1999, the National Academy of Sciences convened a national panel
to consider the science behind the notion that the early years of life
are critical in laying the foundation for the optimal development of
our nation’s children. In reviewing the extensive research about early
childhood development in the neurobiological, behavioral, and social
sciences (National Research Council and Institute of Medicine, 2000),
the panel concluded that the early years are indeed critical for setting
the stage for long-term favorable or unfavorable developmental out-
comes of all children. Furthermore, they concluded that much can be
done to increase the chances that more children will experience favor-
able outcomes.

Several of the panel’s recommendations were in response to the
well-documented and unfortunate reality that young children
exposed to environmental risk, most notably poverty, are likely to
acquire new skills and behaviors at a much slower rate than their more
advantaged peers in the years leading up to kindergarten (Hart &
Risley, 1995; Lee & Burkam, 2002). In turn, poor school readiness at
kindergarten entry has been shown to lead to long-term consequences
including poor school achievement. New research on the importance
of the early years for brain development combined with the significant
achievement gap at kindergarten entry for children from low-income
families has resulted in substantial interest in policies and programs
to address this problem. A sizable body of research has shown that
high-quality ECE programs can be successful in promoting school
readiness of young children, particularly those living in low-income
families (Karoly et al., 1998). Programs for children at risk of poor
developmental outcomes have been heavily promoted to policy
makers by presenting a body of research demonstrating the costs and
benefits of early childhood programs, services, and practices (Barnett,
2000; Karoly & Bigelow, 2005; Karoly et al., 1998; Karoly, Kilburn,
Bigelow, Caulkins, & Cannon, 2001; National Research Council and
Institute of Medicine, 2009). Providing programs to address the devel-
opmental needs of young children living in poverty is not a new idea;
Head Start, for example, was created in the 1960s based on the existing
evidence of poor school performance for children in poverty. The
rationale for providing programs to address this problem was signifi-
cantly strengthened with the new research on brain development and
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the very conclusive evidence that the long-term benefits of such pro-
grams far outweigh the costs.

In particular, policy makers have been impressed by cost-benefit
data from three model programs—the Perry Preschool Program, the
Abecedarian Project, and the Chicago Child-Parent Centers. Research
on these programs indicates significant short- and long-term benefits
that include increased school achievement and educational attain-
ment, reduced juvenile delinquency and criminality, and better adult
workforce participation (Karoly et al., 1998). Longitudinal outcomes
studies that followed program participants into adulthood indicate
that the benefits calculated outweigh program costs while boosting
long-term academic, social, and occupational achievement, particu-
larly for children from low-income families who are at greatest risk
for poor school readiness and subsequent school failure (Barnett &
Masse, 2007; Heckman & Masterov, 2004; Karoly & Bigelow, 2005;
Reynolds, Temple, Robertson, & Mann, 2002; Schweinhart, 2004).
Across cost-benefit studies of high-quality preschool programs for
children with low-income families, the cost savings estimates have
ranged from just under $3 up to $17 for every dollar spent (Barnett &
Masse, 2007; Belfield, Nores, Barnett, & Schweinhart, 2006; Schweinhart
et al., 2005; Temple & Reynolds, 2007).

Such cost-benefit findings have led states all over the country to
increase their investments in state-funded preschool programs, even
with huge state budget deficits (Gallagher, Clayton, & Heinemeier,
2001; Kauerz, 2001; National Governors Association, 2005). In an influ-
ential report, Karoly (2005) estimated that California would receive
$2.7 billion in present value net benefits for implementing high-
quality, one-year voluntary universal preschool attended by 70 percent
of eligible 4-year-olds (i.e., for every dollar spent on preschool pro-
grams, there would be a savings of $2.62).

Despite the prominence of a small set of cost-benefit analyses and
the growing support for the importance of early childhood programs,
very few program models have actually been subjected to a cost-
benefit analysis (Karoly, Kilburn, & Cannon, 2005). Cost savings may
be far less for less well-resourced program models. The programs that
produced the impressive benefits and cost savings were very well
implemented, comprehensive, intensive programs with highly trained
staff. Not all preschool programs match the level of quality in these
model programs. Accordingly, the magnitude of the benefits has not
been as large for other preschool programs such as Head Start and
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state-funded preschool programs (Howes et al., 2008; Zill et al., 2003).
Nevertheless, preschool programs judged to have high-quality instruc-
tion have been shown to yield positive impacts on low-income child-
ren’s school readiness in cognitive, language, and social skills
(Anderson et al., 2003; Barnett & Hustedt, 2005; Currie & Thomas, 1995).

We have presented a brief overview of the findings from this select set
of cost-benefit studies because they have had a significant impact on early
childhood policy in the last decade. The findings tend to be cited to justify
many different kinds of investments in programs for young children. It is
important to remember that these programs were implemented with
young children in poverty, and that is the only population to which the
findings apply. These programs were not designed to address the needs
of children with disabilities, nor were they implemented with this popu-
lation. It is interesting that children with disabilities have certainly bene-
titted from this body of work because it has helped alert policy makers
to the importance of a child’s early years, and also because it has resulted
in an increase in preschool programs providing more options for inclu-
sive settings for preschoolers with disabilities.

One can reasonably maintain that these programs did indeed prevent
developmental delay by significantly improving the development and
learning of children who were already or were on their way to being
very low functioning. Some researchers maintain that the children in
the Perry Preschool Project met the criteria for mental retardation, and
even though these children might not have received that diagnosis today
with more sophisticated assessment procedures, the data do suggest the
children were fairly low functioning with regard to intellectual develop-
ment (Barnett & Escobar, 1988). Children with developmental delays,
however, make up only one segment of the population of children with
disabilities. We cannot conclude that programs for children with disabil-
ities would return the same kind of economic benefits because programs
for children from low-income families show such benefits. To reach
conclusions about the benefits and cost-effectiveness of programs for
children with disabilities, we need to look to the research on programs
and interventions designed for this population.

COSTS OF PROVIDING SERVICES TO YOUNG
CHILDREN WITH DISABILITIES

Widespread agreement exists about both the need for and challenges
associated with obtaining good data on the cost of programs for young
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children with disabilities (Macy & Schafer, 1985; Roberts, Innocenti,
& Goetze, 1999; Tarr & Barnett, 2001). Some past studies have relied
on budgets that provide incomplete data on the full cost of services
(Barnett & Escobar, 2002). Other challenges include the diversity in
the children served and the diversity in the programs themselves.
Neither early intervention nor early childhood special education is a
well-defined program model. Rather, each is a collection of services
delivered in different ways, in different settings, by different profes-
sionals at individually determined intensities. How programs are
staffed and stuctured varies across the country, making it difficult to
generalize cost findings from one locality or state to another. Finally,
cost analyses that focus on producing a total per-program cost or a
per-child cost may become dated very quickly as costs change with
inflation or programmatic changes. All of these challenges have prob-
ably contributed to having very few studies on the costs of serving
young children with disabilities.

Cost analyses can produce the total cost to operate a program, or
costs to serve a particular type of child, or both. An interesting analysis
of total cost was completed by Chambers (1991) to assist California in
projecting the costs to the state of participating in Part C (then referred
to as Part H). The analysis made projections about the number of chil-
dren likely to be identified and calculated service costs, along with
costs for all the program components such as the development of the
IFSP, outreach and public awareness, and the cost of the Interagency
Coordinating Council. In the spirit of a cost-benefit analysis, Cham-
bers noted that the state needed to consider whether the costs are out-
weighed by the long-term benefits of providing services to this
population.

A study in Massachusetts based on data from 1988 calculated the
hourly cost of various kinds of services. The study found that home
visits cost $53.68 per hour; a center-based individual session, $45.28
per hour; a child-focused group session, $21.52 per hour; and a parent
support group session, $14.72 per hour (Warfield, 1994). Escobar et al.
(1994) calculated costs for 11 home-based and center-based early inter-
vention programs in seven states. In 1990 dollars, the range in costs for
the home-based programs was from $3,617 to $7,693 per child, and the
range for the center-based programs was from $3,228 to $14,123.
Across programs, personnel costs ranged from 35 to 65 percent of total
program costs. An analysis of early intervention in New Jersey in 1996
found an average cost of $7,933 per year per IFSP with substantial
variation across programs (Tarr & Barnett, 2001). The authors note that
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at time the data were collected, the state was providing center-based
services and that shortly thereafter, the state had begun serving more
children and families in natural environments, an example of a pro-
grammatic change with a high likelihood of impacting costs.

The only national data on the cost of early intervention comes from
the National Early Intervention Longitudinal Study (NEILS). This
study followed a nationally representative sample from the time they
began early intervention in 1997 or 1998 until the end of their kinder-
garten year. Applying a resource-cost-model approach to data for a
subsample of 2,195 children with adequate service data, the study cal-
culated per-child expenditures for the child’s total time in early inter-
vention. The estimates were expenditures for services received from
the initial IFSP through program exit, did not include costs for service
coordination, and represented only the agencies’ cost, not any costs
incurred by the family. The average total spending for the average
total stay in early intervention of 17.2 months was estimated to be
$15,740 per child or $916 per month (Hebbeler, Levin, Perez, Lam,
& Chambers, 2009; Levin, Perez, Lam, Chambers, & Hebbeler, 2004).

Cost analyses also look at how costs differ for different groups or
what explains variation in costs. NEILS found substantial variation in
expenditure for children with different disabilities. Monthly expendi-
tures for children with risk conditions were $549; for children with
only communication delays, $642; for children with developmental
delay, $948; and for children with diagnosed conditions, $1,103. NEILS
also found substantial variation within these groups. For example, for
children with developmental delays, the median expenditure was
$588 (compared to a mean of $948), the 25th percentile was $282, and
the 75th was $1,128 (Hebbeler et al., 2009). Looking at variation across
ElI programs, Tarr & Barnett (2001) found that programs where staff
spent a greater proportion of time in direct service delivery had lower
costs. Programs with more aides had lower costs as did programs
where more time was spent delivering services in a group. Escobar
et al. (1994), in their study of 11 programs, found that the factors with
the greatest impact on costs were program duration and frequency of
service (measured in hours per year), intensity of service, geographic
location, and contributed resources.

Other cost analyses for services for young children with disabilities
have examined costs of particular models or practices Odom and his
colleagues (2001) studied the costs of preschool inclusion by compar-
ing instructional costs (not total costs) of community-based and Head
Start-inclusive programs with the costs of more traditional preschool
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special education classrooms. Across the 14 programs in 5 states, there
were 9 possible within local education agency (LEA) comparisons of
inclusive to traditional programs. In six of the nine comparisons, the
inclusive programs were less expensive than the traditional program.
Costs to the LEA ranged from $1,576 to $4,963 for the traditional pro-
grams, and from $941 to $6,886 for the inclusive programs.

Studies such as these, although relatively rare, provide a foundation
for understanding what it costs to provide services and what are some
of the factors that lead services to go up or down. Far more informa-
tion would be helpful, particularly related to the implementation of
early intervention and early childhood special education across the
country. More information on cost would be helpful as new practices
or program models are being developed, so potential adopters could
make more informed decisions.

RESEARCH ON THE EFFICACY AND EFFECTIVENESS
OF EI AND ECSE

There is a clear need for continuing to expand the knowledge base on
interventions and practices to promote good outcomes for young chil-
dren with disabilities, and we need to know more about what works,
for whom, and under what circumstances (Guralnick, 1989, 2005b).
However, there is actually a fairly large body of research on the effi-
cacy and effectiveness of early intervention (EI) and early childhood
special education (ECSE) that has grown steadily over the past five
decades (Guralnick, 1997, 2005b; Shonkoff & Meisels, 2000). To under-
stand efficacy research, it is important to understand what EI and
ECSE are trying to do. The goals of these programs have remained
the same: (1) to promote and advance the development and skills of
infants, toddlers, and preschoolers, and (2) to support and assist fami-
lies in promoting the development and skills of infants, toddlers, and
preschoolers. The outcomes for children have become broader and
more functional (Spiker, Hebbeler, & Mallik, 2005). Parents, practi-
tioners, and researchers agree that EI and ECSE services help to lay a
foundation for the child’s lifelong learning. This foundation is
expected to help the child achieve higher levels of functioning that will
support full participation in family, school, and community life, and
lead to a good quality of life. Similarly, EI and ECSE provide a founda-
tion for the family to be able to help the child learn and grow; partici-
pate fully in family, school, and community; and have a good quality
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of life as a family. It is also important to note that as recently as the
1970s, children with disabilities were institutionalized based on low
expectations about their ability to participate in home, school, and
community life. Such low expectations and the tremendous costs of
institutionalization were unfortunate, and they also served to limit
educational policies, available services and programs, and the kind
of research that was funded and conducted. IDEA changed the land-
scape of education for children with disabilities, including infants,
toddlers, and preschoolers. The law raised expectations for what chil-
dren could achieve and also increased the importance of using effec-
tive practices in the service of promoting good outcomes.

Given the changing historical landscape, what does the research tell
us about the effectiveness of EI and ECSE for infants, toddlers, and
preschoolers with disabilities? Understanding the efficacy research
on programs or services for young children with disabilities requires
appreciating the implications of three characteristics of this population
and the programs provided. First, EI and ECSE consist of a wide range
of services. These services range from special instruction for the child
to therapies (e.g., physical, occupational, speech), family training,
and a variety of specialized services (e.g., audiology, vision or assistive
technology services, diagnosis and evaluation) that are delivered in a
variety of settings by many different kinds of professionals and para-
professionals (Guralnick, 1997, 2005b; Hebbeler, Barton, & Mallik,
2008; Hebbeler, Spiker, Morrison, & Mallik, 2008; Spiker & Hebbeler,
1999). As will be described below, some studies have focused on the
effects of receiving or not receiving a specific type of service (e.g.,
physical therapy). Most efficacy studies are about specific practices or
strategies to promote children’s learning or development.

Second, there is considerable variability among young children
with disabilities with regard to their types of disabilities; the severity
of their delays and functioning levels; their rates of skill acquisition;
their health status and conditions; social, behavioral and temperamen-
tal characteristics; and ultimately, their developmental and educa-
tional outcomes (Scarborough et al., 2004; Scarborough, Hebbeler, &
Spiker, 2006) and chapters on specific disabilities in Guralnick (1997).
Many studies focus on effectiveness of a practice or intervention for
children with specific types of disabilities.

Third, related to this child variability, EI and ECSE services are by
design expected to be individualized to address the very different
needs and functioning levels of the children served. Children receive
different constellations of services, with different intensity over
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differing durations. Even when the service is ostensibly the same,
providers will implement adaptations when providing services that
accommodate the needs of the particular children (e.g., different chil-
dren with gross motor delays receive physical therapy, but the charac-
teristics of the therapy will vary to meet the child’s specific needs). The
implication of the diversity of the children, the diversity of the serv-
ices, and individualization based on need is that much of what we
know about the efficacy of practices or interventions under circum-
scribed conditions has not been tested in the full range of programs
and populations that make up EI and ECSE in the “real world.”

Overview of Efficacy Studies with Young
Children with Disabilities

Efficacy research has demonstrated many benefits of intervention for
infants, toddlers, and preschoolers with disabilities (Bailey et al.,
2006; Guralnick, 1997, 2001, 2005b; Spiker, Hebbeler, & Mallik, 2005)
that include the following;:

¢ Acceleration of skills and behaviors that eliminates delay and
leads to normal functioning

¢ Acceleration of skill acquisition and improved functioning that
improves the child’s developmental trajectory without attaining
normal functioning

* Prevention of abnormal patterns or functioning that would lead
to greater delay and dysfunction

¢ Promotion of optimal parent-child interactions that facilitate the
child’s development and functioning

* Provision of helpful parent support to allow parents to better
facilitate the child’s development and functioning

* Encouragement of the child’s participation in inclusive settings

Some of the earliest EI and ECSE programs were research demonstra-
tion projects in the 1960s, 1970s, and 1980s. These early programs
tended to be broad-based parent training and center-based programs
that focused on promoting cognitive, language, communication, and
motor skills. “Training” strategies were used that emphasized
stimulus-response learning models and behavior modification strate-
gies, with the parents being trained to “stimulate” the child. These stud-
ies showed benefits of these programs compared with control groups in
the United States, England, Canada, and Australia (Farran, 1990;
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Farran, 2000; Gibson & Harris, 1988; Guralnick & Bricker, 1987; Spiker &
Hopmann, 1997). The results showed increased rates of development of
skills and milestones and slower declines in the rate of development as
measured by global developmental or IQ tests. It is worth noting that
these and many subsequent efficacy studies actually test the effect of
specific practices, strategies, or program models for teaching children
or assisting parents to help them learn rather than testing the impact
of a type of service per se (e.g., speech therapy).

By the 1990s, a body of research on interventions for this population
showed benefits for both children and families (Guralnick, 1997;
Spiker & Hopmann, 1997). IDEA had created a national program for
early intervention and for early childhood special education and ser-
vice provision had moved toward individual intervention plans that
involved a combination of services and supports. A recent review
(Spiker, Hebbeler, & Mallik, 2005) noted that the “constellation of serv-
ices and supports might include:

¢ Information about the child’s disability

* Ongoing health monitoring to meet both routine and specialized
medical needs

¢ Individualized one-to-one services and therapies targeted to pro-
mote specific skill acquisition and improvements in functioning

¢ Parent education and training focused on optimal responsivity to
promote the child’s learning and participation in daily activities
and routines

* Opportunities for interactions with peers in group settings”
(p. 316-317).

The research documenting benefits of these kinds of services and
supports have been extensively reviewed, including reviews that
focus on specific types of disabilities (Guralnick, 1997, 2005b; Lord
et al., 2005; Shonkoff & Meisels, 2000). Here again, many of the more
recent studies document the effectiveness of specific interventions or
services for specific outcomes or children (e.g., physical therapy for
children with motor delays), or applied behavior analysis (ABA)
teaching methods (described below), or strategies for promoting opti-
mal parent-child interactions by providing parents with information
about children’s specific disability or delay and early development,
by modeling of stimulating interactions, and by providing positive
emotional support (Dunst, Trivette, & Jodry, 1997; Kelly, Booth-
LaForce, & Spieker, 2005; Spiker, Boyce, & Boyce, 2002). Implementing
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rigorous study designs (e.g., randomized trials) for a population for
whom individualized services are required by law raises many chal-
lenges, and even studies with random assignment using a treatment-
as-usual control group are logistically difficult to implement fully
when knowledgeable parents seek out potentially beneficial treat-
ments and researchers cannot control treatment switching (described
by Lord et al. [2005] in treatment studies about autism).

Four common areas of research are summarized briefly in the next
sections to illustrate the types of efficacy studies that have been done.

Efficacy of Applied Behavior Analysis

The earliest studies from the 1960s to the 1980s mainly examined
effects of behavior modification or stimulus-response approaches, also
known as applied behavior analysis (ABA; Gardner, 2006). ABA has
been extensively researched, with many studies showing how ABA
techniques can help establish behaviors as well as consolidate and
generalize them, using reinforcement principles and stimulus-
response models of learning (Cooper, Heron, & Heward, 2007). These
kinds of studies were highly controlled investigations of specific prac-
tices, not a type of service or a program. Many of these early efficacy
studies focused on discrete behaviors of individuals that often were
decontextualized, and these results have been criticized for leading
to skills learned in this way did not generalize and were not easily
used by the child in everyday situations.

More recent ABA approaches that have been the focus of efficacy
studies involve more contextualized learning and focus on more
meaningful behaviors such as errorless learning, chaining, functional
analysis, naturalistic teaching, and pivotal response training (Koegel
& Koegel, 2006). For instance, pivotal response training, particularly
developed for use with young children with autism but applicable to
all young children with disabilities, aims to intentionally teach chil-
dren key behaviors that help them “learn to learn,” emphasizing a
child’s motivation to learn by explicitly teaching behaviors relevant
for initiating and maintaining social interactions, using joint attention
skills, being responsive to multiple cues, and learning other attention
and self-regulation behaviors (Koegel & Koegel, 2006). This and other
recent naturalistic learning approaches (1) emphasize teaching func-
tional behaviors in natural settings rather than using isolated, rote
learning approaches; (2) have a large and growing research base to
support their efficacy for promoting children’s early academic,
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language, and social skills; and (3) have as an explicit goal supporting
the inclusion of young children with disabilities in settings with typi-
cal peers (Wolery, 2000). It is also noteworthy that many of the ABA
studies focused on a single type of disability, such as autism; many
focus on a specific curriculum; and some practices are supported by
single subject study designs.

Efficacy of Interventions with Parents

Strategies for working with parents have been the focus of many stud-
ies because it is well recognized that the amount of time that children
actually receive a professionally delivered intervention is small com-
pared to the amount of time and the number of learning opportunities
that parents have with their young children. As described above, some
of the early EI and ECSE programs were parent training programs,
teaching parents how to apply ABA methods with their children
(at the time referred to as behavior modification; reviewed by Spiker &
Hopmann, 1997). Based on a large body of basic research about how
children’s earliest interactions with adults provide the basis for their
language acquisition and cognitive development, more recent studies
show positive impacts of parent-child interaction intervention models
to promote children’s language, communication, and cognitive devel-
opment (Mahoney & Perales, 2005; Roper & Dunst, 2003; Warren,
2000; Yoder & Warren, 2004). A review of effectiveness studies con-
cluded that there is strong evidence that highly responsive adult-child
interactions promote language acquisition and learning (Mahoney,
Boyce, Fewell, Spiker, & Wheeden, 1998). Parent training studies also
showing the effectiveness of strategies to help parents learn effective
ways to handle and manage children’s behavior to prevent or remedi-
ate behavior problems that interfere with learning (Webster-Stratton,
1997).

Efficacy Studies about Practices for Promoting Language,
Communication, and Social Development

Because language and communication delays and difficulties are
common across most young children with disabilities, and these skills
are essential for school and life success and to promote the goal of full
participation (inclusion), practices and strategies to address them have
been the subject of a great number of studies. The earliest studies
examining how to promote speech and communication skills tended
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to focus on interventions to teach children sounds, words, etc., and use
operant or stimulus-response training methods. Recent advances in
understanding of prelinguistic and language and communication
acquisition have led the field away from using decontextualized, non-
functional approaches for teaching and supporting young children’s
communication skills. The rich research base about prelinguistic com-
munication with infants and toddlers has emerged relatively recently.
Research also has demonstrated that the amount and quality of lan-
guage input are important for children’s language development (Hart
& Risley, 1995). Furthermore, the movement toward inclusion in set-
tings with typical peers gives children with disabilities opportunities
for peer interactions that are beneficial to acquiring and using lan-
guage. Drawing on this basic developmental research, newer studies
have demonstrated the positive impact of strategies that support
highly responsive and functional conversations, both with peers and
adults, in natural contexts in promoting children’s communication
and cognitive skills (McCathren, Yoder, & Warren, 1995; Roper &
Dunst, 2003) Many of the findings from parent-child interaction inter-
ventions (described above) are relevant to how teachers interact with
young children in classroom settings.

Efficacy Studies about Inclusive Educational Programming

Many recent studies have looked how to promote participation of
young children with disabilities in inclusive settings (Guralnick,
2001, 2005b). The inclusion of children with disabilities in programs
that serve typically developing children is perhaps the most remark-
able change in education over the past several decades—brought
about by parent advocacy and a legislative requirement that children
with disabilities are to be educated in the least restrictive environment
(DEC/NAEYC, 2009; Fuchs & Fuchs, 1994). Inclusion gives young
children with disabilities access to the general early childhood curricu-
lum, typical peers, and more of the typical activities available to other
children, holding a promise of achieving better child outcomes.
Beginning in the 1980s, experimental inclusion programs began to
demonstrate that it was possible to offer inclusive programs and that
children with disabilities could make good progress in them (Bricker,
2000; Guralnick, 2005a). By the 1990s, some research was demonstrat-
ing how inclusive early childhood programs could be implemented
successfully (e.g., Wolery & Wilbers, 1994). A review of 22 studies
found that preschool-age children with disabilities have better
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outcomes on standard measures of development, social competence,
play behavior, and engagement when served in inclusive rather than
segregated settings (Buysse & Bailey, 1993). These findings are sup-
ported by more recent data as well (Guralnick, 2001). Others have
argued that the evidence base for the efficacy of inclusive programs
to produce good child outcomes is still relatively meager, although
the practice has proliferated (Bricker, 2000). Responding to the myriad
of definitions of inclusion in the research literature, a recently released
joint position statement by the Division for Early Childhood and the
National Association for the Education of Young Children (DEC/
NAEYC, 2009) defines inclusion as consisting of (1) access, i.e., a wide
range of typical environments and use of universal design to support
full access; (2) participation, i.e., suggested approaches to support
and promote the child’s full participation, such as embedded instruc-
tional approaches; and (3) supports, i.e., infrastructure to support staff,
such as appropriate professional development opportunities and spe-
cialized services in the setting. Currently, many infants, toddlers, and
preschoolers with disabilities participate in a wide range of early care
and education programs, some of which also serve typically develop-
ing children (e.g., center-based and family-based child care, Head
Start, state-funded preschool programs) and some of which serve chil-
dren with disabilities exclusively (e.g., school-based preschool special
education programs). More research is needed about the effectiveness
of any of these kinds of programs to improve child outcomes over the
short and long term. A recent research study showed that a significant
number of children with mild developmental delays who were fully
included in preschool and kindergarten were not in an inclusive place-
ment by first and second grade (Guralnick, Neville, Hammond, &
Connor, 2008).

Implications of Efficacy and Effectiveness Studies
for Cost-Effectiveness Research

This brief review suggests that at a general level, we know a great deal
about how to intervene to change the developmental trajectories of
young children with delays and disabilities. There is still much to be
learned about tailoring interventions or practices to particular types
of children or to particular settings with an as yet unknown level of
intensity. Much of what is known focuses on specific services or prac-
tices, often studied with specific populations. Other studies yield child
outcome data based on one feature of the program (e.g., receiving
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services in an inclusive preschool program). We have a strong theory
for developing new interventions and a good overall picture of what
works but that still needs more evidence about the application to the
full range of children with delays and disabilities. Furthermore, much
of the research is focused on a practice or intervention strategy, not a
complete program model.

A critical and as yet unanswered question is the extent to which
what we have learned from efficacy studies is reflected in the imple-
mentation of EI and ECSE programs around the country. The types of
interventions, services, or practices that have been studied represent
experiences that children may have in the real world (Hemmeter,
2000), but we do not know the extent to which children are actually
having them. Many findings are based on highly controlled experi-
mental or quasi-experimental studies that show what can work under
ideal conditions. More research is needed to learn how typical practi-
tioners implement evidence-based practices in a typical program and
the kind of outcomes achieved in these circumstances. As described
earlier, EI/ECSE is not a singular “program” in the sense that it is
one consistent set of interventions that can be described with precision
so they are replicable. In addition, children receive combinations of
services that can vary considerably across groups of children, making
it hard to define and therefore study the “treatment.” Finally, different
levels of outcomes attainment are appropriate for different popula-
tions (e.g., what can be expected for children with mild versus severe
delays in functioning). Taking these differences into account in any
cost-benefit analysis is necessary and reasonable, and similar to cost-
benefit analysis in medicine, which takes into account the types and
severity of a condition when examining costs of health care and health
outcomes (Murray, Evans, Acharya, & Baltussen, 2000).

LOOKING AT THE COSTS AND OUTCOMES OF SERVICES FOR
YOUNG CHILDREN WITH SPECIAL NEEDS

Data on costs of services is interesting, but these data alone provide
limited information for decision making in policy or practice (Barnett
& Escobar, 2002). Similarly, identifying and implementing effective
practices and program models is critical for making short- and long-
term differences in children’s lives. The true power in designing effec-
tive programs comes from combining information on costs with infor-
mation on effective practices so that resources can be allocated wisely.
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The need for research on cost-effectiveness is widely acknowledged
and has been for many years. In 1984, Senator Orrin Hatch wrote about
the limited resources and difficult decisions that must be made in serv-
ing young children with disabilities. He asserted that cost-
effectiveness must be a criterion in deciding how best to serve these
children (Hatch, 1984). “Is the system cost-effective for the type and
level of early intervention services provided for the eligible popula-
tion?” was one of the key questions for Part C implementation identi-
tied by a group of evaluation professionals (Roberts et al., 1999). It is
hard to argue with the importance of implementing cost-effective serv-
ices. Unfortunately, the research relating costs to outcomes of pro-
grams or practices for children with disabilities is relatively sparse,
and much of it is dated or not methodologically sound. Our knowl-
edge about what works has been advancing; our knowledge of what
works at what cost remains rather primitive.

One of the largest reviews of cost-effectiveness studies in EI and
ECSE was conducted by Barnett and Escobar (1988). They reviewed
15 early studies of cost-benefit or cost-effectiveness of programs for
young children with disabilities and found significant methodological
flaws in nearly all of them, including omitting important elements
from the cost analysis. They concluded their review by noting that
the existing evidence provided a weak basis for making decisions on
economic grounds about early intervention and called for methodo-
logically stronger studies that follow standard economic analysis
procedures.

One of these early studies compared the cost and outcomes of half-
day and full-day programs for matched pairs of children in seven half-
day and eight full-day classrooms (Taylor, White, & Pezzino, 1984).
The study concluded that half-day programs were more cost-
effective for children with cognitive impairments, and that full-day
programs were more cost-effective for children with communication
impairments. Conclusions about the effectiveness of the classroom
were based on the performance of two children in each classroom,
and no information was collected about the quality of the instruction
or the qualification of the personnel in any of the classrooms. In addi-
tion, as noted by Barnett and Escobar (1988), the length of day was
confounded with other program differences, and the study drew con-
clusions based on differences that were not statistically significant
and were too small to be meaningful.

A few published studies have compared the costs of two specific
services for specific types of children. In a prospective randomized trial
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comparing a large group community-based parent training program
versus a clinic-based individual parent training program for children
with disruptive behavior problems, better child behavioral outcomes
were found for the community-based program. A cost analysis with
matched groups of 18 participating families found the community-
based intervention was more than six times as cost effective as
the clinic-based treatment (Cunningham, Bremner, & Boyle, 1995).
Likewise, another study that compared costs and outcomes of parent
training versus clinic-based treatment for preschoolers with speech
delays found no difference on costs (when parent time was excluded
from the cost analysis), but the parent training program resulted in
better child outcomes (Eiserman, McCoun, & Escobar, 1996).

A study conducted by Taylor, White, & Kusmierek (1993) in the late
1980s provides a good example of the challenges in conducting good
cost-effectiveness research on important program features with this
population. This study used random assignment to examine the bene-
tits of more intensive early intervention services. One group was
assigned to the typical EI program of one hour a week, and the exper-
imental groups were assigned to three hours of service a week for
24 weeks. Not surprisingly, the three-hour program cost nearly three
times as much as the usual program of one hour per week. The
researchers collected data verifying the comparability of the two
groups of children (although they did not provide information on their
disabilities). They also videotaped treatment sessions, from which
they determined that the interventions being provided represented
best practice. The study found no difference in child outcomes across
the two levels of intensity. Although this study was carefully executed
from a methodological perspective, the design is inconsistent with the
principle of individualized services. What went on during the session
might have met the standard of best practice, but assigning all families
the same amount of service would not be considered best practice. It is
quite possible that in both the experimental and control groups, some
families were receiving more or less service than they needed. Ran-
domly assigning families to an arbitrary amount of service bears no
resemblance to actual practice, so the findings are of limited utility to
early intervention as it is practiced in the real world.

The rise in the number of young children being diagnosed with
autism or autism spectrum disorders and the high cost of some inter-
vention approaches has led to a few recent studies examining the costs
of providing services to this population. For instance, a recent analysis
of data from Texas estimated that providing an average of three years
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of intensive discrete trial training to preschoolers with autism would
save about $208,000 per child when compared with the costs of
18 years of special education (Chasson, Harris, & Neely, 2007). Using
data from Pennsylvania, the costs of three years of intensive behav-
ioral treatments for children with autism between ages 2 and 5 were
estimated to be between $33,000 and $50,000 per year (Jacobson,
Mulick, & Green, 1998). These same researchers went on to do a cost-
benefit analysis in which they assumed that 40-50 percent of the
treated children achieved normal functioning by school entry, based
on one widely cited randomized study (Lovaas, 1987). Their analysis
estimated that the lifetime cost savings would range from about
$650,000 to about $1 million per child.

Some cost-effectiveness work has been carried out on methods of
identifying children in need of special services. Cost-effectiveness
data and arguments have been put forward to support investments
in early and periodic developmental screening (American Academy
of Pediatrics Committee on Children with Disabilities, 2001; Squires,
Nickels, & Eisart, 1996). Most available data addresses actual costs of
developmental screenings, but are limited in showing cost benefits
(Dobrez et al., 2001; Glascoe, Foster, & Wolraich, 1997). As with any
type of screening service, the rationale is that by identifying a condi-
tion earlier, it can be effectively treated, thus saving the future costs
associated with the condition (Murray et al., 2000). For children with
mild delays detected early, the expected benefit of developmental
screening is earlier access to beneficial early intervention services,
which in turn will prevent the development of more significant delays
or disabilities, lead to a much improved or even typical developmental
trajectory prior to entering kindergarten, and avoid the increased costs
associated with special education. For children with more significant
delays, early detection and service receipt is considered to prevent
the development of even more significant delays and give these chil-
dren and their families the specialized assistance needed to maximize
their development (Farran, 1990; 2000).

An example of a cost-effectiveness study of identification methods
compared the costs and results of four methods of identifying devel-
opmental problems in young children (Glascoe, Foster, & Wolraich,
1997). They estimated the costs for each of the methods, collected data
on how successful each was in correctly identifying children with
problems, and then projected out the long-term savings associated
with each method. They concluded that none of the methods
was superior with regard to long-term benefits, but that the use of a
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two-item questionnaire to identify parents’ concerns was far less
costly because it required less time for physicians to administer and
interpret. As the researchers point out, this kind of analysis requires
making many assumptions, especially around the percentage of chil-
dren who will have a given level of disability, future outcomes such
as high school graduation rates for certain populations with disabil-
ities, and whether they will require group homes as adults. Verifying
that a less expensive screening method is no less effective than a more
costly approach for the short-term outcome of detection of develop-
mental problems rests on far fewer assumptions.

As with developmental screening, cost-effectiveness arguments
have been made for newborn and periodic hearing screening, but
with limited actual cost-benefit data (Mehl & Thomson, 1998). Early
detection of hearing impairment or deafness should lead to referral to
appropriate El services, and earlier treatments with assistive devices,
which in turn should promote more optimal language acquisition
(Yoshinaga-Itano, 2004). Because early childhood is a critical period
for language acquisition, it is predicted that anything that promotes a
more typical early language acquisition trajectory will have beneficial
effects on preventing subsequent school failure and later poor occupa-
tional performance. Especially with universal newborn screening,
however, the limited available data are mixed in supporting arguments
of lifetime cost savings, partly because severe and profound deafness
detected in the newborn period is such a low-incidence condition,
and many infants later identified with a congenital moderate-to-
severe hearing loss actually were born with normal hearing and pro-
gressed to have hearing loss in early infancy (Karen, Helfand, Homer,
McPhillips, & Lieu, 2002; Mehl & Thomson, 1998; Yoshinaga-Itano,
2004). Two studies of newborn-hearing screening have reported cost
savings for the procedure. Mehl and Thomson (1998) used data on
nearly 42,000 newborns screened in Colorado to conclude that all costs
associated with newborn hearing screening would be recovered by the
state after 10 years. Using a hypothetical birth cohort of 80,000 infants
and data assembled from many different sources, Karen et al. (2002)
concluded that newborn hearing screening was more cost-effective
than no screening or selective screening because it resulted in better
outcomes and reduced costs. As these authors note, better evidence is
needed because studies have not yet quantified the true impact of early
intervention on language production and subsequent productivity.
Screening high-risk newborns in neonatal intensive care units (NICUs)
has been suggested as a more cost-effective approach given the greater
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chance of secondary disability for this population (Yoshinaga-Itano,
2004). A stronger cost-benefit case has been made for periodic hearing
screening throughout early childhood to detect conductive hearing
losses that can usually be completely corrected and for which EI
services can set the child back on a normal developmental trajectory
for language development (Yoshinaga-Itano, 2004).

RECENT DEVELOPMENTS WITH IMPLICATIONS FOR
STUDYING COST-EFFECTIVENESS

The review of information on cost-effectiveness for services for young
children with disabilities indicates that there is much more we need to
know. New contributions to the knowledge base may come in the
future from state agencies. The last several years have seen substantial
growth in state capacity to report data on outcomes for young children
with disabilities. Spurred by a requirement from the federal
government, all states have undertaken to implement statewide proce-
dures for measuring the progress of children who receive EI or ECSE
services. This development has occurred independently of, but simul-
taneously with, strong federal support for building longitudinal data
systems in states to track children’s progress across time, and some
states are opting to include early childhood programs in their data-
bases. The combination of these two forces has the potential to pro-
duce an ongoing source of data on child outcomes and, in states with
sophisticated data systems, cost of these services as well, which sets
the stage for future cost-effectiveness analyses.

As part of ongoing accountability, the federal government requires
data on outcomes for all federally funded programs. Not unique to
the federal government, the importance of promoting and monitoring
outcomes is widely recognized across a variety of public and private
funding sources (Hogan, 2001; Morley, Vinson, & Hatry, 2000). Since
the early 1990s, all federal programs have been required by the
Government Performance and Results Act (GPRA) to report on the
outcomes being achieved by their program. Despite this requirement,
no data on outcomes for two federal programs serving young children
with disabilities, Part C (early intervention for birth to 2-year-olds) and
Part B Preschool Grants Program (early childhood special education
for 3- to 5-year-olds) of IDEA were reported for many years. No data
collection mechanism was in place that could regularly produce data
on child outcomes, nor was it clear how such data collection could
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ever be implemented given the numerous challenges associated with
assessing a population that was very young and extremely hetero-
geneous in development (National Research Council, 2008). To better
align spending with demonstrated program effectiveness, the federal
Office of Management and Budget instituted a new review process in
2002 that involved giving scores to programs based on the kinds of
data the program had available. Both the Part C and the Part B Pre-
school Grants Program received a score of zero for results and
accountability and a summative assessment of “Results Not Demon-
strated.” Given that the rationale for the review was to guide future
budgeting decisions, the outcome of this review led the federal agency
responsible for overseeing these two programs to immediately under-
take action to obtain data on child outcomes. The federal government
required that each state provide data on progress toward three child
outcomes (social relationships, acquisition of knowledge and skills,
and the taking of appropriate action to take needs) for all children
receiving services through EI or ECSE programs. States submitted data
to address this requirement for the first time in 2007. As states build
their measurement systems, they have been able to report data on a
higher percentage of children participating in these two programs
with each subsequent year. More detailed information about the data
requirements and state approaches to the data collection can be found
in Hebbeler, Barton, and Mallik (2008) and Hebbeler and Rooney
(2009), and at —http://www.the-ECO-Center.org.

Once state measurement systems are fully developed, data on out-
comes for young children with disabilities will be available for over
one million children nationally. These data will be available for each
state and for local programs within states. Since some state databases
also include data on cost of services, calculating the cost-effectiveness
of services for children in a variety of programs in some states could
be a relatively straightforward analysis. The availability of good data
on child outcomes will allow programs to carry out the requirement of
IDEA 2004 for states to monitor on child outcomes. The child outcomes
data has the potential to help identify weak areas in the state system of
services; the data could pinpoint less effective programs or weak
components of the statewide system such as insufficient support for
promoting children’s independence through assistive technology. It
also has the potential to be misused in some of the same ways that
accountability data has been misused in K-12 education, which is why
states and programs have been cautioned on appropriate interpretation
and use (Early Childhood Outcomes Center, 2004) The burgeoning
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capacity of states to reach conclusions about cost-effectiveness is not
imminent and depends on the quality of the outcomes data and the
availability of cost data in the states. A recent survey of states found that
only 20 of the 38 states responding had data on the amount of services
delivered in early intervention (IDEA Infant and Toddlers Coordinators
Association, 2009), suggesting it will be many years before states rou-
tinely are able to link data on service costs to outcomes. As states build
their systems for ongoing child outcomes measurement and move to
better and more thorough information on services, the groundwork is
being laid for the creation of much-needed information about the cost-
effectiveness of services, Unlike the cost-effectiveness information of
the past, which was time-limited and available only for a small set of
program models or features, this will be ongoing information available
from year to year for use in building more effective and efficient serv-
ices delivery systems.

One other emerging trend with the potential to substantially
increase the ongoing availability of data on outcomes is the develop-
ment of longitudinal data systems in education. Supported by federal
funds, nearly all states are now undertaking to build data systems that
allow the state education agency to track student progress across years
(Data Quality Campaign, 2008). More recently, states are moving to
add information from early childhood programs to these data systems
(Early Childhood Data Collaborative, 2010). A small number of states
can already track children from early intervention through high school
graduation. Longitudinal data systems that link EI and ECSE informa-
tion to K-12 will allow states to calculate the proportion of children
who no longer need special services and track their educational
achievement in future years as well as address a variety of questions
about the relationship between program participation in early child-
hood and long-term outcomes. This kind of information also will pro-
vide the necessary information for economic analyses that examine
cost savings associated with early childhood services or look at the
cost-effectiveness of alternate programming approaches provided
before age 5.

CONCLUSIONS

The strong interest of policymakers and the general public in knowing
more about the costs and outcomes of a full range of social service,
health and education programs is likely to continue. As there has been
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for many years now, there is a pressing need to move beyond justify-
ing budget requests for programs for children with disabilities with
anecdotal evidence and generic research on brain development or
even efficacy studies of what can work. We need data on how funded
programs are improving outcomes and what kinds of approaches are
cost-effective. Although we would want to believe that all components
of the service delivery system are working in a highly effective manner
for all children and families being served, it is not likely to be the case.
And if it is not the case, then the only way to address this situation is
with better information to pinpoint and address weaknesses. Both
families and taxpayers are entitled to services that are cost-effective.

This overview of what is known about costs, efficacy, and cost-
effectiveness of programs for young children with disability reveals a
persistent need for new and better information. Although there are
several challenges to conducting good studies in this area, that is no
reason not to make progress in this area. The need for the information
is not lessened by challenges such as the diversity of the population,
mandated individualized services, and the variety of service delivery
approaches. We have tried to elucidate the distinctions between the
knowledge of what works that is acquired in controlled settings,
which constitutes our research literature on efficacy, and the knowl-
edge of how these practices are implemented in programs across the
country. We need to continue to do more research to validate new
promising practices and identify the children and families with whom
they are successful. We also need to do much more to learn about what
can work, what is being implemented, and what is working in the
hundreds of early intervention and early childhood special education
programs across the country. We need ongoing data on the outcomes
children are realizing through their participation in these programs.
Collecting this information will not involve random assignment to
conditions, nor should it, because we need information on the out-
comes being realized in programs as they operate day to day. The effi-
cacy literature demonstrates that programs can be effective. The
current need is for ongoing data to identify which programs are and
are not effective. Information on child outcomes is needed at many
levels to support good decision making by teachers and other practi-
tioners, administrators, and policy makers.

Cost of programs, services, and practices is another area about
which we currently know very little. For cost data to be usable and
useful, it needs to be current, which means it needs to be produced
regularly. Cost data on programs from 5 or 10 years ago might be
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useful for a onetime exploration of what is driving costs, but we would
argue that both outcomes and cost data need to be tracked from year to
year. The cost-effectiveness data that results from combining these two
pieces of information may be a long way off, but represent the strong-
est kind of information for effective program management. Currently,
we have no way of knowing which of our EI and ECSE dollars are
good investments and which are not. There are far too few resources
and far too many families who need quality services and supports
for this to be acceptable.

Calling for cost-effectiveness to strengthen our investments in pro-
grams for young children is not the same as calling for a cost-benefit
analysis to justify those investments. Barnett and Escobar (2002) com-
mented that the time had come for analysis of programs for children
with environmental risks to move from showing that programs are
economically efficient to looking at how programs can produce the
greatest benefit at the lowest cost. Similarly, the question for services
for children with disabilities should not be whether the short- and
long-term outcomes justify the investment (although the data would
indicate that the answer to this question is yes). The critical cost ques-
tion for programs for young children with disabilities is, how do we
provide effective services for the greatest number of children at the
least cost? This should not be misconstrued as a justification for auto-
matically providing the least expensive services because a low-cost
(or high-cost) service that does not result in a good outcome is not
cost-effective. Examining cost-effectiveness means looks at the amount
of gain achieved for a given level of investment, which is what deci-
sion makers need to know to make choices among options. Obtaining
valid data on cost-effectiveness will not be easy, but if we do not start
investing soon to build the infrastructure in states to collect it, another
25 years will go by and the field will still be writing about the need for
data on cost-effectiveness.

The European Academy of Child Disability presents an interesting
position on the effectiveness of services: “Health providers have a
responsibility to try to measure the effectiveness of any programs set
up for children with disabilities and to identify which treatments are
ineffective. On the other hand the availability of certain services such
as early intervention is now an accepted right, even though appropri-
ate evaluation methods may be lacking” (McConachie, Smyth, & Bax,
1997; Blackman, 2000, p. 14). We know enough to know that programs
for young children with disabilities can make a substantial difference
in their lives, and for that reason alone, these programs need to be
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funded. Now we need to learn enough to ensure that every program
and service lives up to that potential.
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For Paul, my son, and all children with special needs who
deserve the best start in life that society in general, policy makers,
professionals, and families can give them, and to those who
advocate for them, thank you.
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early intervention or early childhood special education (EI/ECSE)
provided to young children with special needs and their fami-
lies. As the terms imply, these services provide support early in a
child’s life, even as early as birth, until the age of school entry. Specifi-
cally, early intervention as found in Part C of the IDEA 2004 Statute
(P.L. 108-446) is defined as health, educational, and/or therapeutic
services that are provided under public supervision and are designed
to meet the developmental needs of an infant or toddler who has a
developmental delay or a disability. At the discretion of each state,
services can also be provided to children who are considered to be at
risk of developing substantial delays if services are not provided.
These services must be provided by qualified personnel and, to the
maximum extent appropriate, must be provided in natural environ-
ments including the home and community settings in which children
without disabilities participate. Early childhood special education
(ECSE), as found in Part B, Section 619 of the IDEA, intends for smooth
transition of a child from EI to ECSE. It stipulates that the local educa-
tion agency will participate in the transition planning of a child from
early intervention (Part C) to early childhood special education for a
preschool-aged child the year she turns 3 years of age. The child may
receive all the early intervention services listed on her service plan
until her third birthday. Then she must be assessed as eligible for ECSE
services
Why is this field important? First, it is scientifically known that early
childhood is a time of significant brain development and substantial
growth in every domain of all children’s development. Second, it is
widely accepted that at this time, all learning takes place in the context
of relationships, and that families are central to these relationships.
Therefore, for better child outcomes, short and long term, families

T his series of three volumes is about special services known as
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must be involved at all levels. Third, professionals serving eligible
children and families must be on the same page with the families, the
children, and each other by coordinating their work and being focused
on the skills that are important in the individual child’s life. Fourth,
this field is important because it demonstrates a connection between
instruction and developmental outcomes that benefit children with
or without disabilities. For example, the design of certain curricula,
individualized educational programs, universal design for environ-
ments, tiered teaching methods, and other practices in these volumes
are good strategies for all children, not only those with special needs.

But why attend to this particular population of children and families here
and now? The prevalence of children with special needs worldwide
as well as nationally is increasing. In 1991-1992, the prevalence of chil-
dren with disabilities in the United States was estimated at 5.75 percent
(http://www.cdc.gov/mmwr/PDF/wk/mm4433.pdf). In a more
recent review (Pediatrics [2008], 121, e1503-e1509) by Rosenberg,
Zhang, and Robinson, the prevalence of developmental delays of chil-
dren born in the United States in 2001 and eligible for Part C early
intervention was indicated at 13 percent.

This growing prevalence also points to economic and public health
concerns. Developmental delay, when attended to appropriately ear-
lier in life, is shown to be lessened and thereby alleviate costs to the
public. Typically, the estimated lifetime cost for those born in 2000
with a developmental disability is expected to total (based on 2003
dollars) $51.2 billion for people with intellectual disabilities, $11.5 bil-
lion for people with cerebral palsy, $2.1 billion for people who are deaf
or have hearing loss, and $2.5 billion for people with vision impair-
ment (http://www.cdc.gov/ncbddd/dd/ddsurv.htm). Early services
work to significantly reduce these costs.

Also, as society, the economy, and all aspects of life are becoming
more globally interdependent, it is our responsibility to help all children
reach their potentials and contribute positively to our future. Our society
needs a trained, talented, and diverse workforce. We cannot afford to
lose the potential of such an important and large sector of children.

In addition to growing prevalence and the need for a diverse work-
force, special needs affect all types of families. There is no culture, eth-
nic group, gender, geographic area, or socioeconomic status group
that does not include children with special needs. Special needs and
disabilities are inordinately diverse in terms of diagnosis, variability
within a diagnosis, intensity, spectrum of characteristics, age of impact,
multiplicity, and combinations of disabilities. Further, all children,
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typically developing or not, need some individualized attention,
instruction, and care. They are not little adults. They learn by different
styles and at different rates.

Because of this diversity and the importance of the development of
this cohort of children, the editors worked diligently to be sure that the
most current and best available research is combined with profes-
sional experiences, wisdom, and values; clinical expertise; and
family-child perspectives. Although no rock was left unturned in the
selection of topics and contributors, there was some difficulty in select-
ing topics. The advisors, editors, and publishers felt strongly that this
series is to be of utility to a variety of professionals, parents, practi-
tioners, policy makers, service trainers, students, academics, and
scholars, including those not directly related to this field (e.g., a lawyer
who is interested in policy, a parent who wants to know about the best
supports for her child). Although we strongly intended to have the
three volumes provide breadth to the readers, we still wanted them
to be as comprehensive as possible. Once the topics were agreed upon,
authors were easy to select because we invited the best in the field who
could communicate the issues in an accurate, precise, and understand-
able way. Therefore, information was gathered from experience and
scientific evidence by the best in the fields of early intervention and
early childhood special education policy and law, medicine and health
sciences, and education and child welfare, among others.

So the reader will find that the scope of this series is broad but still
covers the critical components of early intervention and early child-
hood special education. It is organized into three volumes in such a
way that readers can skim through each to find the areas of particular
interest to them. The chapters within the three volumes are intended
to answer key questions regarding how this field works. For instance,
how do we identify children needing early intervention or early child-
hood special education and recognize them as early as possible?
Where does this detection and subsequent service take place? Who
works in early intervention, and what is their training? What is the
families’ role in all of this, and what are their rights? How does that
role differ in early intervention compared to early childhood special
education? Which programs, or what parts of programs, work best,
and for whom? What does it cost to provide this service, and how
effective is it? What are still some of the unknowns of this field (which
is relatively young compared to other fields of study)?

Specifically, Volume 1, Contemporary Policy and Practices Landscape,
begins with a historical perspective of this field. It then relates state
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policies and various attempts to implement them and international
laws and sample country responses to the care, education, and devel-
opment of children with disabilities. This volume also considers who
provides these services; their training, background, and experiences;
and evaluation of programs for quality and cost-effectiveness. Policies
regarding children with special needs nationally and internationally
tell us the rights of children and families. Sometimes they even tell us
what should be provided and when. However, they do not tell us
how to implement quality programs; thus, the need for Volume 2.

You will see, therefore, that the chapters in Volume 2, Proven and
Promising Practices in Early Intervention/Early Childhood Special Educa-
tion, cover the best available practices that are currently used and stud-
ied throughout the field of early intervention. These chapters include
information on programs such as Early Head Start and Head Start
and new, exciting model strategies and techniques in intervening with
children with challenging behaviors, mental health diagnoses, sensory
processing, and others. We were fortunate to find the best profes-
sionals in the fields of early intervention and early childhood special
education, including individuals from occupational therapy, speech
and language pathology, psychology, policy development, technology
use with children, early literacy and math, teacher education, English-
language learning, and specialists in visual and hearing impairments.
Yet there is always room for new knowledge and improvement. That
is what we hope we captured in Volume 3.

Volume 3, Emerging Trends in Research and Practice, creatively takes
the reader into the realm of possibilities. It helps the reader think about
needs of expanding or emerging populations such as culturally and
linguistically diverse families and the need for schools to be prepared
for learners with a wide range of needs and abilities. This volume also
invites reflection on issues that are not totally resolved, like crossing
systems in the delivery of services, how do we get over the financial
and administrative silos in these public systems, and how do we get
professionals and bureaucrats to work together to cross these systems?
However, this volume also provides solutions to current issues that
should be considered, advocated for, or debated, such as the Recogni-
tion and Response tiered model of instruction.

Finally, the chapters in Volume 3 point us in the direction of future
research and trials of models and strategies. For instance, we need to
make the best use of technology and research-based practices. Another
example includes child progress monitoring and accountability. Mon-
itoring and accountability have evolved over the years, and better
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practices actually may include simpler procedures. But are we captur-
ing the complexities of teaching and learning? Do we really under-
stand the needs of children with special needs and how to best
engage their families and integrate a variety of professional recom-
mendations for the most effective program? Finding these answers
will demand a lot from professionals (e.g., to follow professional prac-
tices such as DEC-NAEYC), from researchers (e.g., to develop and test
evidenced based practices), and from the public in general (e.g., to
advocate).

All three volumes contain special features like matrices, graphs, and
diagrams to stimulate readers not only in what is, but in what could
be. They are different from other works in that they provide the state
of the art in the field while considering the antecedents and the future
prospective in the field. They are intended to be appealing to anyone
interested in children, especially children with special needs, and to
provide enough information to continue and grow that interest.

* ok ok

I'would like to thank many people for their contributions to the cre-
ation, writing, editing, and production of this series. First, the volume
editors, Steven Eidelman, Susan P. Maude, and Louise A. Kaczmarek,
all of whom are first-rate professionals, child advocates, and early
interventionists whom I relied upon heavily for chapter ideas, finding
the best authors in the field, volume editing, writing chapters for the
volumes, and fabulous contributions to the entire enterprise. There
would be no series without them.

Second, my assistants, Mary Ellen Colella, Amy Gee, Mary Louise
Kaminski, and Kaitlin Moore, who kept me organized, edited me and
reedited me, and checked details when I could no longer see the trees
through the forest.

In addition, thank you to our illustrious advisers. They came from
so many different professions with the highest level of understanding
of the nature of the children in these services and of what is needed by
our readers. I appreciate their willingness to share their expertise
openly and candidly.

And to my students, Amber Harris-Fillius, Claudia Ovalle-Ramirez,
Robin Sweitzer, and Wen Chi Wang, thank you for their thorough
reviews of the chapters. I learned a lot from them.

Finally, thank you to my family: Brian, Patti, Stephanie, and Paul,
for teaching me about children and families and for their patience
and encouragement throughout this work.
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Chapter 1

Early Intervention—IDEA Part C:
Service Delivery Approaches
and Practices

Lynda Cook Pletcher and Naomi Younggren

THE CHILDREN AND FAMILIES

mother has expressed concern to AJ that Damien, now 14 months old,

is not talking or walking. She feels that compared to other
children, Damien is “behind.” After seeing a brochure for the Happy Steps
program, she gave information to AJ to schedule a free evaluation of Damien’s
development. AJ called Happy Steps and spoke with an intake coordinator,
who gave him information about Happy Steps and how to schedule a screening
of Damien’s overall development. If the screening indicates there may be
delays, Damien will be referred for a more in-depth evaluation. Based upon
those results, Damien and his family may be eligible for services and supports
either through early intervention or other community programs. A then made
an appointment for a developmental screening of Damien at the family home.
For the past two years, 2-1/2-year-old Jessica has received early intervention
services to help her and her family adapt to her hearing loss. Jessica wears aids
in both ears and now uses whole sentences in both verbal and signed communi-
cation. Although her services were first at home, she also receives services now
at the same child care center she attends with her baby sister. A primary service
provider (PSP) from the early intervention program, a speech language
pathologist (SLP), visits with the family monthly. They (family and PSP) dis-
cuss Jessica’s Individualized Family Service Plan (IFSP) outcomes and how
things are going, as well as identifying new outcomes and activities. The PSP
also makes consultative visits to the child care center three times a month to
assist Jessica’s service providers on her IFSP activities. There, he models activ-
ities for the staff, helps them design learning activities, and works directly with

q ] is the single dad of Damien, and they both live with AJ’s mother. AJ’s



2 Early Childhood Intervention

Jessica as she engages in play with her peers. Altogether, they have bequn to
plan for her transition out of early intervention into preschool special education
when Jessica turns 3 years old.

These are just two examples of the many types of families and chil-
dren who receive early intervention services under the Individuals
with Disabilities Education Act (IDEA) Part C Infants and Toddlers
program. In 2006, the families of approximately 298,000 infants and
toddlers were enrolled in Early Intervention programs across the
United States (Goode, Lazara, & Danaher, 2008). This chapter will fur-
ther discuss these key underpinnings to the section of IDEA that sup-
ports our very youngest children and their families.

CONCEPTUAL FRAMEWORK: PRINCIPLES AND POLICIES,
PRACTICES, AND PROGRAM DESIGN

Figure 1.1 shows a conceptual framework of the Early Intervention
system under Part C of IDEA and the organizational content for this

PRINCIPLES &
POLICIES

Why we do
(Values, beliefs, laws, rules,
policy)

PROGRAM

sl PRACTICES

Howwp &9 What/how we do
organized i
(State, regional (Eligibility, IFSP,
Seal |;1fastru Ctlj i services, transition)
service models, TA,
QA)

Figure 1.1 Early Intervention System Framework.
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chapter. Collectively, the system is designed to achieve positive
impacts, also known as desired results, for children like Damien and
Jessica and their families.

The three concentric circles signify the system’s necessary compo-
nents. The top circle representing Principles and Policies is comprised
of the values, beliefs, laws, and rules that define why a state Part C
program delivers the services it provides. Values and beliefs should
influence programs and practices. In turn, principles and policy should
facilitate demonstration of essential values and beliefs.

The practices circle represents the ways in which service providers
work with children and families. Practices are the day-to-day interac-
tions between a service provider and a family, as well as broader prac-
tices used by the state for activities such as child-find, assessment, or
other activities related to service delivery. Practices also demonstrate
what a system does and what children and families actually receive
as they participate in early intervention services. The values and
beliefs of the early intervention system and the federal and state poli-
cies all directly influence practices that are operationalized within
homes and communities.

The program design circle encompasses how a state or local program
is organized to deliver services. There is wide variation from state to
state and even within states as to their organization and administrative
structures. However, the federal law does require specific systemic
components that must be in place for a state to receive federal funding
for early intervention, but allows for flexibility in how these program-
matic functions are carried out.

External to these three core components are contextual features
such as current research and evidence, funding reductions or
increases, and new laws or regulations, which can have an impact on
these intermingled early intervention system components. For exam-
ple, new research and evidence can drive changes in practices, which
simultaneously influence reflection and revision of values and beliefs
and necessitate revision of the policies and procedures that are guided
by those ideals. Concurrently, organizational structures might require
realignment to complement the desired new practice approach. The
momentum of such change also demands ongoing professional devel-
opment to promote the knowledge, skills, dispositions, and confidence
of service providers to implement such changes in service delivery
approaches.

In this chapter, we examine the driving federal policy, major key prin-
ciples, and resulting practices for approaching the delivery of services
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to infants, toddlers, and families enrolled in state early intervention
programs. More than 40 years of research, demonstration projects, and
direct service provision have contributed to variations in the way serv-
ices are organized and delivered under the Individuals with Disabilities
Education Improvement Act Part C (IDEA, 2004) and the Early Inter-
vention Program for Infants and Toddlers with Disabilities and their
Families. The intent of this chapter is not to promote one particular ser-
vice delivery model or approach, but rather to supply the reader with
pertinent information to understand service delivery approaches
widely used today and to realize the influences of policy, practice, and
research in their promotion.

PRINCIPLES: VALUES AND BELIEFS

Individual values and beliefs of service providers, administrators, and
family members influence what they feel is a good or bad idea. People
are shaped by their assumptions and expectations (Manning, Curtis, &
McMillen, 1996). Often, events such as being exposed to new life expe-
riences, gaining new knowledge, putting beliefs into practice, and en-
gaging in self-reflection can influence individual discovery. Changing
personal values and beliefs is not easy. This is important to recognize
as the legislation, themes, approaches, and models explored in this
chapter have evolved over the past three decades and are heavily
value-laden and call for personal change. The changes in early inter-
vention service delivery has been fueled by the articulation of values
and beliefs through research, publications, training events, demonstra-
tion projects, position statements from advocacy groups, and families
sharing personal stories. Changing practice is in part confounded by
what an individual thinks about the ideas at a core level.

POLICIES: FEDERAL LEGISLATION

In 1968, almost 20 years prior to the federal legislation that created the
Program for Infants and Toddlers with Disabilities, the Bureau of Edu-
cation for the Handicapped (BEH), the precursor to the current Office
of Special Education Programs (OSEP), provided competitive federal
dollars to fund 20 centers across the country. These centers used the
funds to explore and demonstrate best practice ideas and to develop
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models for working with young children with disabilities (Gallagher,
Danaher, & Clifford, 2009). These efforts marked the beginning of
what continues today as competitive federal grant opportunities for
research, model demonstration projects, and technical assistance, all
contributing toward the pool of sound research supporting evidence-
based practices.

During this same time period, with an emphasis provided by
President Johnson’s War on Poverty, other federal bureaus and divi-
sions promoted significant legislation affecting young children,
including the Head Start and Economic Opportunity Act (1965) and
the Early and Periodic Screening Diagnosis and Treatment Act (Title
XIX of the Social Security Act, 1967). Federal funding in these areas
added emphasis on the importance of helping young children to “get
a good start” on their health and development, thereby providing pre-
vention and treatment services for the most vulnerable populations.
Federal funds were used to establish the network of University
Disability Centers, once referred to as University Affiliated Programs
(UAPs), and now called the University Centers for Excellence in
Developmental Disabilities (UCEDD). The Division of Maternal Child
Heath provided funding for hospital programs around the country for
children with disabilities, thereby establishing the Children’s Special
Health Clinics (CSHC) network. Although these important programs
focused on life span issues of the population with disabilities, they
also provided valuable research, demonstration models, and services
for very young children with disabilities.

In the following decades, federal dollars and interest in young chil-
dren with disabilities, and families, continued to increase. This created
a plethora of research, treatment options, and new ways of providing
services outside institutional settings. These early programs and cen-
ters were instrumental in developing many of the underlying themes
that became the foundational principles for the initial legislation and
subsequent reauthorizations. This initial legislation (Part H of Public
Law 99-457), passed in 1986, set in place the system of services for
infants and toddlers with disabilities (birth to age 3) and their families.
The 1997 Amendments renamed the legislation the Individuals with
Disabilities Education Act (IDEA), and the Infants and Toddlers sec-
tion was moved from Part H of the legislation to Part C of the bill. In
2004, IDEA was once again reauthorized and renamed the Individuals
with Disabilities Education Improvement Act (IDEIA). The Infant and
Toddlers section remained in Part C of the Act.
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Unique Features of the Legislation

A number of features in the federal legislation support the direction
taken by particular approaches to service delivery. It is important to
understand these features of the law in order to have the broad view of
what early intervention services are to be and provide before exploring
specific concepts and practice models. The following section highlights
a few of the unique features of IDEA Part C, early intervention services.

Variation in State and Local Design

From its inception, Part C was not intended to be a new and separate
program. The intent of the law was to use federal dollars to fill gaps
by creating coordinated, interagency systems building upon what was
already in place within each state. Federal dollars are used to pay for
the services that are not provided by another federal or state program
such as Head Start; Title V; Early Periodic Screening, Diagnosis, and
Treatment (EPSDT); Child Health Specialty Clinics (CHSCs); Supple-
mental Social Security Insurance (SSI); Medicaid; Women, Infants, and
Children (WIC) Program; or special education services provided by
the state education agency. Another variation found among the states
applies to the lead agency requirement of the law. The governor from
each state is required to name one state agency to be the single line of
authority responsible for the implementation, maintenance, and over-
sight of the system. Lead agencies could be the Department of Educa-
tion, Health, Developmental Disabilities, Human Services, or a
combination of departments and bureaus. The lead agency and the
partners involved in providing services vary from state to state.

Who Receives Services?

Children and families are the focus of Part C. The law specifies this
dual focus by stating that “services means services that are designed
to meet the developmental needs of each child eligible ... and the needs
of the family related to enhancing the child’s development” (IDEA Reg-
ulations, 1999, 34 C.FR. § 303.12 [a] [1]; emphasis added). Eligibility
for the program is required, and each state defines its own eligibility
criteria. At a minimum, states must serve children who demonstrate
a state-defined measure of delay in one or more areas of development,
or have a known condition that has a high probability of resulting in a
later delay. The term early intervention, used to describe the policy
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and services of Part C, reinforces and recognizes the critical impor-
tance of providing assistance as soon as possible.

Over time, the focus on helping families enhance their child’s devel-
opment has evolved. In the 1970s, parents often played a subordinate
role in early intervention as the professionals took charge (Peterander,
2000). In the 1980s, parents became recognized as co-therapists follow-
ing the professionally prescribed regime of treatment. Partnership
became the focus in the 1990s and into the twenty-first century. Today,
a focus remains on building quality relationships with families and
recognizing that it is through this relationship that effective early inter-
vention services are provided (Kelly & Barnard, 1999; McWilliam,
2010; Rush, Shelden, & Hanft, 2003; Turnbull & Turnbull, 2001).

The law specifies the active participation of families in all aspects of
service delivery. Parents are listed as a primary referral source and can
ask for an eligibility evaluation without having to have a professional
make the referral. The Federal regulations introduce the term family-
directed (20 U.S.C. 635 [a] [3]) as families are to be involved in the
evaluation and assessment of their child as well as identification of
their own needs and concerns. Families are listed as team members
and are active participants in determining services during the Indi-
vidualized Family Service Plan (IFSP) meeting. Procedural safeguards
support parent rights to receive appropriate, individualized services
as the law stipulates. Therefore, families as well as the child are key
recipients of services.

What Services Are Included?

There are 16 specified early intervention services that each state sys-
tem must make available to children and their families. Multidiscipli-
nary teams, with active parent participation, determine how to
address the identified concerns and document the agreed-upon serv-
ices on the IFSP. The general role of all service providers includes con-
sulting with parents and other community partners, as well as
providing developmental services to the child. Table 1.1 provides a
listing of the services, based on the needs of the child and family as
outlined on their IFSP, specified in the law. Table 1.2 provides a list of
the professionals that may provide those services.

Every child and family receives service coordination beginning at
referral and continuing until the child exits early intervention. Service
coordination is an active, ongoing process that involves helping fami-
lies gain access to early intervention and other needed community
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Table 1.1 Early Intervention Services

I Family training, counseling and home visits

Il. Special instruction

. Speech-language pathology and audiology services, and sign language
and cued language services

IV. Occupational therapy

V. Physical therapy

VI. Psychological services

VII. Service coordination

VIII. Medical services for diagnostic or evaluation purpose only

IX. Early identification, screening and assessment services

X. Health services necessary to enable the child to benefit from other Early
intervention services

XI. Social work

XIl. Vision

Xl Assistive technology devices and AT services

XIV.  Transportation and related cost that are necessary to enable the child and
child’s family to receive another services listed above

Source: 20 U.S.C.S. 1432(E).

services. Service coordination activities include assisting the family to
be part of the entire process from referral through evaluation, eligibil-
ity determination, IFSP development, service delivery, and transition.

Where Services Occur

All services the child receives are to be provided in the natural environ-
ment, described as the “home or community settings in which children

Table 1.2 Qualified Personnel in Early Intervention

I Special educators

Il Speech language pathologists and audiologists
. Occupational therapists

IV. Psychologist

V. Social workers

VI. Nurses

VII. Registered dietitians

VIII. Family therapist

IX. Vision specialists including ophthalmologists and optometrists
X. Orientation and mobility specialist

XI. Pediatricians and other physicians

Source: 20 U.S.C.S. 1432(F).
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of the same age without disabilities participate” (20 U.S.C. 632 [4] [G]).
This term, supported by the concept of full inclusion, appeared in the
original legislation in 1986. Services go to where each child and family
is actively engaged within their own community. This may include the
family’s home, grandparents” home, child care center, preschool, park,
or other community settings. This construct of natural environments
extends beyond the location of service provision to the methodology
of using natural family and community routines and activities as
opportunities for children’s learning (Dunst & Bruder, 1999; Dunst,
Trivette, Humphries, Raab, & Roper, 2001; Hanft, Rush, & Shelden,
2004; McWilliam, 2000; Sandall, McLean, & Smith, 2000; Tisot &
Thurman, 2002). All of these environments are thought to be rich in
learning opportunities from which children with disabilities can
benefit. The concept of natural environment as more than a location
of service provision is explored later in this chapter.

How Services Are Provided

The services and supports needed by very young children and their
families are delivered from state health, human services, and educa-
tion programs. These could be public and/or privately funded agen-
cies and from formal (e.g., programs, agencies, organizations) and
informal (e.g., family members, friends, churches) sources of help.
No single professional or program can be the sole source of meeting
the needs of the child and family. Infants and toddlers at risk for or
with disabilities need the combined expertise from a variety of profes-
sionals, disciplines, and types of agencies (Bruder & Bologna, 1993).
The expectation in the law is that service providers within and across
the specified agencies and programs work as a team with the family
in meeting both the child’s and the family’s identified needs. Teams
(made up of two or more disciplines and the family) evaluate the
child, conduct the IFSP team meeting, develop the IFSP, provide direct
and ongoing services, and meet at least every six months and annually
to evaluate and rewrite the IFSP.

MAJOR FOUNDATIONAL CONCEPTS UNDERGIRDING EARLY
INTERVENTION PRACTICES

As the field of early intervention has evolved over the past three deca-
des, a number of key concepts have resulted from contributions in
research, advances in practice, and modifications in policy. Although
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each are interrelated, they also have individual influences on current
thinking guiding practice. The following section briefly addresses the
major key concepts that represent a major shift in the design and direc-
tion of the service system over the last 20 years, based upon research
and evidence and supported by the intent of the federal legislation.

FAMILY-CENTERED PRACTICES

The term family-centered generally implies the use of “a set of intercon-
nected beliefs and attitudes that shape program philosophy and
behavior of personnel as they organize and deliver services” (Pletcher &
McBride, 2000, p. 1). This term appears in almost all help-giving
tields with slightly differing definitions (Adams & Nelson, 1995; Allen,
Brown, & Finlay, 1992; Cohen & Syme, 1985; Kretzmann & McKnight,
1993; Schorr, 1988). However, there are common descriptions, including
terms such as strengths-based, consumer-driven, family support,
empowerment, proactive service delivery, competency-focused, partner-
ships, collaborative relationships, and family-driven, that distinctly
define family-centered practices in early intervention (Baird & Peterson,
1997; Dunst, 2002; McWilliam, 2010; Mahoney & Wheeden, 1997;
McWilliam, Snyder, Harbin, Porter, & Munn, 2000; Pletcher & McBride,
2000).

Family-centered practices draw from social system theory, ecologi-
cal perspective to human growth and development, positive proactive
help-giving, and empowerment principles. Dunst, Trivette, and Deal
(1988) developed an early intervention model in which service provid-
ers use specific help-giving practices that are tied to positive results.
These practices include skills such as building trust and rapport with
families, using active reflective listening, providing open and positive
communication, displaying nonjudgmental attitudes about the family,
providing assistance that is wanted or desired by the family, and help-
ing the family learn or display capabilities and new competences. In
addition to the use of specific skills of positive help-giving, family-
centered early intervention practices provide assistance that are based
upon family-identified needs and concerns, use specific family
strengths and functioning styles, and employ both formal and infor-
mal support available to the family from their own community to
mobilize resources to meet the unique needs of the child and family
(Dunst, Johanson, Trivette, & Hamby, 1991; Pletcher, 1997).
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Building upon the work of Dunst and his colleagues, other researchers
and authors also describe family-centeredness as a set of principles
or specific attitudes and beliefs. These descriptions include treating
families with respect; tailoring supports and services to each family;
being flexible, and responsive to family concerns, priorities and
cultures; building upon strengths; including families as equal partners;
providing information in clear, concise ways; and using the families’
activities and interests to encourage child learning (Bruder, 2000;
Bruder & Dunst, 2008; Jung & McWilliam, 2005; McWilliam et al.,
2000).

RELATIONSHIP-BASED APPROACH

Working with families who are caring for infants and toddlers is all
about relationships. Every domain of development is affected by
the caring and nurturing relationships that happen in the early
childhood years (Shonkoff & Phillips, 2000). These relationships
first apply to immediate family members but then extend to
others, including family members, friends, child care providers, and
other significant people in the child’s immediate community. The
relationship-based approach is built upon the premise that all chil-
dren learn and grow from supportive relationships with family and
caregivers. In turn, families and caregivers grow and learn from sup-
portive relations with service providers and other community mem-
bers. This approach focuses on early learning theory and theories of
social and emotional development in young children (Greenspan &
Wieder, 1998; Kelly & Barnard, 1999; Mahoney, Boyce, Fewell, Spiker, &
Wheeden, 1998).

There are similarities between relationship-based and family-
centered practices as both approaches have common foundations.
Many of the skills that service providers use with families to build pos-
itive relationships are similar to those described in family-centered
practices. Service providers use strategies that support parents in their
relationships with their child as the vehicle for intervention. Service
providers support parents’ competence and confidence to increase
their child’s learning and participation in daily life (Bruder & Dunst,
2000). In essence, to be family-centered requires relationship-based
practices, and to have relationship-based practices, one must be
family-centered.
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NATURAL ENVIRONMENTS

The term natural environment was first introduced in the original 1986
federal legislation to refer to a location where early intervention serv-
ices should be provided, the home or community setting, and to state
that infants and toddlers should not be separated from their same-
age peers without disabilities. Prior to the passage of initial legislation,
federally funded research studies and model demonstration projects—
often housed on university campuses—demonstrated the benefits of
inclusion and reinforce the premise that young children with disabil-
ities did not need to be removed from their home or community and
placed in special purpose schools or private clinics to benefit from
help, as was often the norm in 1986. The evidence obtained from these
studies and projects guided and shaped policy in support of inclusion.
It is not a choice or a philosophical belief for early intervention pro-
grams to provide services in natural environments; it has been a legal
requirement since 1986. Only when the child’s goals cannot be
achieved satisfactorily in the home or community setting can another
location be used. When this does occur, there must be written justifica-
tion on the IFSP as to why this other setting is more appropriate for
meeting the outcome or goal.

The construct of natural environments extends beyond the location
of service provision to using natural family and community routines
and activities as opportunities for children’s learning. Traditional
intervention services were child-centered and typically occurred
within the context of lesson plans designed and implemented by edu-
cators and therapists (Mahoney & Filer, 1996; McBride & Peterson,
1997; Peterander, 2000; Weston & Ivins, 2001). The provision of early
intervention services in natural environments involves working in
partnership with families and caregivers to encourage naturally occur-
ring activities that promote learning and to apply agreed-upon
development-enhancing modifications that fit into existing family or
child care everyday routines and typical activities. Conceptualized in
this way, families, caregivers, and early intervention service providers
work side by side to discover and to build upon children’s interests
that occur naturally throughout the day.

Moving services out of already established clinics or programs into
a family’s home or their community presents challenges for service
providers and for parents. Professional organizations such as the
American Speech-Language-Hearing Association (ASHA), American
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Physical Therapy Association (APTA), American Occupational
Therapy Association (AOTA), and Infant and Toddler Coordinator
Association (ITCA) have developed clear statements and position
papers endorsing the benefits of providing services in natural environ-
ments (ITCA, 2000, Pilkington, 2007; Vanderholf, 2004; Woods, 2008a,
2008b). However, early intervention service providers continue to
describe challenges, such as time spent driving, visits to homes and
neighborhoods they feel are not safe, availability of team members
for consultation, transporting equipment, and feeling that the activ-
ities they provide in a family’s home are not as effective as those they
could provide in a clinic (Campbell, Sawyer, & Muhlenhapt, 2009).
Administrators describe challenges in supervising staff, providing
professional development, rewriting policy, and funding difficulties
also attributed to the limitations of or barriers in providing services
in natural environments (Campbell et al., 2009).

Parents generally express satisfaction with services provided in natu-
ral environments as it is often more convenient (Campbell et al., 2009).
Doing so minimizes the need to take children to many appointments in
a variety of places. Parents understood that natural environments pro-
vided many opportunities for learning but, most importantly, that the
home and community afford the child and family with full inclusions,
places to make friends, and opportunities to become active participants
in community life (Campbell et al., 2009).

ACTIVITY-BASED APPROACH

In an activity-based approach, behavioral learning principles are used
to encourage children to interact in meaningful daily activities that
have the specific purpose of helping a child to gain, generalize,
strengthen, and use skills to meet functional goals and objectives
(Pretti-Frontczak & Bricker, 2004). The activities are child-directed with
multiple learning opportunities embedded into the real daily activities
in which the child is involved. The activity-based approach follows
the child’s lead rather than directing a child through adult-created
and adult-presented activities designed to address specific instruc-
tional objectives or a sequence of curriculum goals in a preset order.
In an activity-based approach, the learning objectives are designed
for each child based upon the individual child’s strengths, needs,
and interests. Research supports that children’s learning and develop-
ment occurs more rapidly when their interests engage them in social
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and nonsocial interactions. This provides them with opportunities to
practice existing abilities, explore their environments, and learn new
competencies through all opportunities that occur naturally through-
out each child’s day (Dunst, Hamby, Trivette, Raab, & Bruder, 2000;
Hanft & Pilkington, 2000; McWilliam, 2010).

NATURAL LEARNING OPPORTUNITIES

Natural learning opportunities help families and service providers
understand that services provided in natural environments are not just
about the locations where the service provider goes, but what occurs
in those places constitutes meaningful engagement and learning for
the child (Bronfenbrenner, 1979). Dunst and Bruder (1999, 2002) have
conducted extensive research on the effects of personal interactions
and environmental settings on children’s opportunities for learning.
They have helped the early intervention field recognize that families’
lives are filled with natural opportunities for a child’s learning (Dunst
et al., 2000). Using natural learning opportunities also reinforces learn-
ing in contexts where the competencies are necessary and desired
(Bricker, Pretti-Frontczak, & McComas, 1998; Dunst, Bruder, et al.,
2001; Woods, Kashinath, & Goldstein, 2004).

The use of natural learning opportunities shifts the focus from inter-
ventionists working directly with the child and implementing profes-
sionally prescribed activities, to interventionists partnering with
parents and caregivers to identify and enhance opportunities occur-
ring within the family’s and caregivers’ daily activities. By supporting
families to embed the child’s learning goals within the family routines
and activities, the frequency of intervention extends beyond periodic
sessions with the early intervention service providers (Mayhew, Scott,
& McWilliam, 1999). Mayhew and colleagues specifically reinforce the
concept that “all intervention occurs between visits” (p. 16). This focus
reinforces family involvement and heightens families” confidence and
competence, which, in turn, positively influences the entire family
(Ketelaar, Vermeer, Helders, & Hart, 1998).

FUNCTIONAL OUTCOMES AND GOALS

Functional outcomes represent integrated skills across the develop-
mental domains. Functional outcomes improve the child’s ability to
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participate in activities that are relevant to the child and family, capi-
talize on natural motivations, and lead to practical improvements in
child and family life. Identifying functional outcomes require under-
standing of the family’s routine-based concern (e.g., mealtime is diffi-
cult and hectic because it is hard to feed the twins; bedtime is a
challenge because he will not stay in his bed) or outcomes they want
to accomplish. Listening to the family’s descriptions of their routines
and activities provides valuable information about what is most
important to the family and helps to plan intervention that is func-
tional, realistic, and relevant to the family (Bernheimer & Keogh,
1995; Dunst et al., 2000; McCormick & Noonan, 2002; Roper & Dunst,
2003; Schuck & Bucy, 1997).

For children involved in child care, it is also indispensable to take
the time to learn about the caregiver routines and any routine-based
concerns they may have. Involving caregivers in the development of
the IFSP is vital for success in identifying and developing appropriate
and “doable” strategies to accomplish key outcomes. Through their
participation, caregivers can provide valuable input, thereby assisting
with the buy-in needed to accomplish the agreed-upon strategies.
Without their investment and involvement, it is difficult to ascertain
if strategies will be implemented. Acknowledging and capitalizing
on caregivers’ expertise is a central construct needed to include them
as valued team members.

To ensure development of a functional IFSP, outcomes must be
grounded on family priorities and framed in the context of family life,
not based upon the child’s developmental deficits from standardized
evaluation. IFSP outcomes that are written to address functional goals
look different from traditional service-driven outcomes. The early
intervention services listed on the IFSP are specific to the outcomes
and provide information, resources, and support to the family and
other caregivers.

TEAM-BASED SERVICE DELIVERY

Teamwork is a cornerstone component of early intervention because
by design, it represents multiple professionals and agencies coming
together to meet the diverse needs of eligible infants and toddlers
and their families. The interrelated nature of early intervention
requires that support personnel and agencies work together while
embracing each family they meet as equal members of the team
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(Sandall et al., 2000). To achieve this collaboration, multidisciplinary,
interdisciplinary, and/or transdisciplinary teaming models are struc-
tures most frequently implemented when delivering early interven-
tion services.

A multidisciplinary team is characterized as a group of profes-
sionals working independently of each other, yet sharing a common
goal (Gargiulo & Kilgo, 2000; Woodruff & McGonigel, 1988). The pro-
fessionals work as specialists focusing on domain-specific aspects of
the child (e.g., the speech therapist designs and delivers services
focused on the communication goals for the child, while the physical
therapist separately attends to the child’s gross motor goals). Service
delivery is often professionally driven, with the professionals identify-
ing the problems and designing the ameliorating intervention. Family
input is primarily for sharing information specific to the child, rather
than giving ideas, solving problems collaboratively, or discussing con-
cerns. In this model, professionals are essentially the key decision
makers, and intervention focuses on the child.

The difference between the multidisciplinary and interdisciplinary
teaming models is most evident in the interaction among team mem-
bers (Gargiulo & Kilgo, 2000; Woodruff & McGonigel, 1988). In the
interdisciplinary team, the professionals conduct independent evalua-
tions but come together to share results. Intervention strategies are col-
laboratively designed but separately implemented by domain-specific
specialists (e.g., the physical therapist [PT] supports the child on his/
her crawling; the speech and language pathologist [SLP] supports the
child on his/her requesting food by pointing). Although the family is
more readily involved as a team member, its input remains secondary
to that of the professionals. This model sees families as involved, but it
is limited in the application of family-centered practices.

The transdisciplinary model involves professionals sharing roles
and seeing the child as a whole within the context of the family
(Gargiulo & Kilgo, 2000; Mayhew et al., 1999; Woodruff & McGonigel,
1988). Within this type of teaming model, it is believed that sharing the
expertise of all team members, including the family, provides a well-
rounded approach without fragmenting services by professional
specialty area or developmental domain (Dinnebeil, Hale, & Rule,
1999). The family on the transdisciplinary team is valued as an active
member with a recognized and respected decision-making role.

Transdisciplinary team members accept and build upon each
other’s knowledge and skills. Often the term role release is used in
describing the actions of team members, as any member of the team
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may be working with the child and family or with other caregivers.
Members of a transdisciplinary team cross professional discipline
boundaries to achieve service integration by consulting or coaching
one another. They do not abandon their discipline, but blend specific
skills with other team members to focus on achieving integrated out-
comes.

One member on a transdisciplinary team works the most frequently
with the family. In the approaches described later in this chapter, this
person is referred to as the primary service provider (PSP). This indi-
vidual works collaboratively with the other team members to integrate
information to deliver efficient and comprehensive services to a child
and family. The assignment of a primary service provider to a specific
child and family should be based upon the IFSP outcomes. They must
have access to all other team members on a regular basis to receive
information, consultation, and coaching from their other team mem-
bers related to child and family outcomes and intervention strategies.
The use of a PSP on a transdisciplinary team is not a watered-down
version of services but, rather, a method that emphasizes service deliv-
ery that is unified around functional family needs, uses specialists as
effectively as possible, and allows for families to form a close and help-
ful relationship with one primary person (McWilliam, 2004).

The dual focus in early intervention of providing services to young
children and assisting families requires service providers to under-
stand and use adult learning principles as they work with family
members and caregivers. Adult learning principles are also important
for team members to use with one another and to use in the design of
staff development activities. Principles of adult learning theory focus
on practices such as involving adults in all aspects of learning, includ-
ing planning, practicing, evaluating, and reflecting, which lead to mas-
tery (Trivette, 2009).

For adults, all life experiences (including mistakes) provide oppor-
tunities for learning. Adult learning can be formal or informal,
planned or unplanned, and can take place in an endless array of set-
tings. Adults’ desires to learn new skills or strategies for handling cer-
tain situations are often influenced by external occurrences, such as
having a child with a disability or a need to learn new skills to partici-
pate on a transdisciplinary team. Adult learning is an interactive pro-
cess, which not only encompasses the relationship between a teacher
and learner, but also the environmental influences and the social situa-
tion at the particular time (Knowles, 1980). Many early intervention
service providers have not received formal coursework or experiences
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in their personnel preparation programs about adult learning. Yet, it is
essential to gain an understanding of how adults learn to engage fam-
ilies and other caregivers or team members in acquisition and use of
new skills.

COMMUNITY OF PRACTICE—CONSENSUS THINKING:
AGREED-UPON PRINCIPLES

A national community of practice (CoP) was formed in 2005 to study
the various service delivery approaches and models advocated by lead
researchers in early intervention and to develop a consensus set of
evidence-based practices (Buysee & Wesley, 2006). The purpose of this
work was to focus not on the differences in the models and
approaches, but on the points of agreement, and to provide national
guidance in the form of agreed-upon principles and practices. The
workgroup developed a mission statement and articulated seven key
principles as the necessary foundation to support the system of
family-centered early intervention (see Table 1.3).

Table 1.3 includes the mission of early intervention services and key
principles developed by this workgroup. Table 1.4 further clarifies one
of the seven key principles noted in Table 1.3: the role of the primary
service provider. This table identifies the key concepts behind the prin-
ciple and provides a sample of indicators or what it might “look like /
doesn’t look like” in practice.

MOST COMMONLY NAMED APPROACHES OR MODELS FOR
DELIVERING EARLY INTERVENTION SERVICES

Terminology Confusion

The field of early intervention currently uses various words to describe
how early intervention services are structured and delivered. A myriad
of terminology is also used to discuss the changes state systems and
programs are making or would like to make to advance their service
delivery structure and practices. Just as Peterson (1987) noted about
early childhood and early childhood special education programs can
vary across the state, city, and/or the hallway from one another, so do
the terms and practices used in early intervention vary across and often
within states. This discrepancy adds to the confusion about what is
being operationalized. Furthermore, sometimes a term such as “model”
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Table 1.3 Mission of Early Intervention Services and Key Principles

Mission

Part C early intervention builds upon and provides supports and resources to assist
family members and caregivers to enhance children’s learning and development
through everyday learning opportunities.

Key Principles

e Infants and toddlers learn best through everyday experiences and interactions
with familiar people in familiar contexts.

e All families, with the necessary supports and resources, can enhance their
children’s learning and development.

e The primary role of a service provider in early intervention is to work with and
support family members and caregivers in children’s lives.

e The early intervention process, from initial contacts through transition, must

be dynamic and individualized to reflect the child’s and family members’

preferences, learning styles and cultural beliefs.

IFSP outcomes must be functional and based on children’s and families’ needs

and family-identified priorities.

e The family’s priorities, needs and interests are addressed most appropriately by
a primary service provider who represents and receives team and community
support.

e Interventions with young children and family members must be based on
explicit principles, validated practices, best available research, and relevant laws
and regulations.

Source: Workgroup on Principles and Practices in Natural Environments (2008b).

i

is used, and other times the word “approach,” “concept,” “philoso-
phy,” or “theme” is used to describe the particular ways a state system
or program delivers their early intervention services.

State-Named Approaches

In 2009, the National Early Childhood Technical Assistance Center
(NECTAC) gathered information from states describing their early
intervention approaches or models in practice or in development
(Pletcher, 2009). This information was gathered through a review of
state Web sites, documents, and results from a survey sent to all state
Part C coordinators asking them to name currently endorsed practice
models or models toward which they were considering moving. Each
state coordinator was given the opportunity to review and validate
compiled state-specific information for accurate representation. States
could name more than one approach if there was not a statewide
endorsement of one particular approach. The aggregate of this
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Table 1.4 Exemplar of One of the 7 Principles: Looks Like/Does
Not Look Like

The primary role of the service provider in early intervention is to work with and
support the family members and caregivers in a child’s life.

Key Concepts

e El service providers engage with the adults to enhance confidence and com-
petence in their inherent role as the people who teach and foster the child’s
development

e Families are equal partners in the relationship with service providers

* Mutual trust, respect, honesty, and open communication characterize the
family—service provider relationship

This principle DOES look like this

e Using professional behaviors that build trust and rapport and establish a
working “partnership” with families

e Valuing and understanding the service provider’s role as a collaborative coach
working to support family members as they help their child; incorporating
principles of adult learning styles

* Providing information, materials, and emotional support to enhance families’
natural role as the people who foster their child’s learning and development

Source: Workgroup on Principles and Practices in Natural Environments (February 2008c).

information, presented in Table 1.5, provides a comprehensive look at
how states describe their service delivery approach. This table reports
the approaches identified by states and frequency of occurrences. As
indicated, the primary service provider approach is the most fre-
quently cited as either an approach under investigation by a state or
used at varying degrees as a practice within the state.

All states that mentioned endorsing a particular approach, com-
mented that it was not standard or consistent practice across the state.
Based upon these data, it appears that rather than adopting one par-
ticular model, states are adapting multiple concepts and various sub-
components of a range of approaches to make practices work within
their state structures. States reporting similar words in their named
approaches (e.g., primary service provider) may in fact have differing
practice interpretations, perhaps depending upon which national
leader has been assisting the state in policy and/or professional devel-
opment efforts. In the next section, several of the nationally recognized
approaches or models will be briefly explained.

Twenty-three states did not name a specific approach, yet their Web
sites and statewide professional development materials included
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Table 1.5 Service Delivery Approaches Identified by Part C
Coordinators

State-Named Approaches Frequency

Primary Service Provider 8

Primary Service Provider/Coaching 6
Model

Transdisciplinary Team with a Primary 6
Service Provider

Consultative Team Model
Multidisciplinary Team Model

RBI with a Primary Service Provider
Everyday routines and activities
Relationship-based approach

Direct Therapy—consultative model

- =2 2 NN N A

Interdisciplinary Model with
independent providers or vendor system

Early Intervention Teams (EIT) with a 1
Primary Service Provider approach

Everyday Routines and Activities and 1
Places (ERAP)/Transdisciplinary Team

No approach named 23

Source: Pletcher (2009).

reference to specific concepts or practices, such as family-centered,
relationship-based, transdisciplinary teaming, routines-based inter-
view (RBI), routines-based assessment, functional outcomes, eco-
mapping, and use of the CoP principles described earlier in this chap-
ter. Many of these terms appear as specific descriptors included in the
nationally recognized approaches described below.

FIVE MOST COMMON RECOGNIZED OR USED
APPROACHES OR MODELS

The five approaches or models and their components explored in this
section are the ones most frequently mentioned in the previous
NECTAC-sponsored survey of states (2009). Please note, these are not
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the only approaches of or models for working with children and
families in early intervention, nor is it our intent to imply endorsement
of any particular approach. All of these approaches have foundational
links to the major principles discussed earlier in this chapter; therefore,
similar concepts and words are evident. However, each approach has
distinct practices, tools, or processes that define how it is put into prac-
tice in the context of early intervention. Recognizing that each of the
approaches is built upon a strong line of research and many support-
ing and defining principles, it would be impossible to address all the
nuances of these highly regarded approaches in the context of this
chapter. We believe it is important to provide the reader with a brief
overview of each model or approach as well as resource links
for learning more about the specifics of each model or approach
presented.

Approach #1: Primary Coach Approach to Teaming
or PSP with Coaching

Hanft, Rush, and Shelden (2004) are credited with describing the pri-
mary coach approach to teaming, or the PSP with coaching approach,
in their research and publication Coaching Families and Colleagues in
Early Intervention (2004). Shelden and Rush (2009) define the primary
coach approach as “the use of a geographical based team, where one
member is selected as the primary coach (to the family), receives coach-
ing support from other team members and provides direct support to
the parents and other care providers using coaching and natural learn-
ing environments practices to strengthen parenting competence and
confidence and promote child learning and development” (p. 2). This
approach is further described as a family-centered, capacity-building
method of intervention with young children who have disabilities or
developmental delays. In addition, there is a significant emphasis on
natural learning environment practices and functional outcomes. The
two major definers of this approach, coaching and primary coach, are
described in the next section.

Coaching

The methodology of “coaching” is focal to this approach. Hanft et al.
(2004) reinforce the value of a coaching approach and define it as “an
interactive process of observation, reflection, and action in which a coach
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promotes, directly and/or indirectly, a learner’s ability to support a
child’s participation in family and community contexts” (p. 4). The early
interventionist works side by side with the family or other caregivers, to
focus on building the confidence and competence of the parent/caregiver
to ultimately identify, refine, and reflect on development-enhancing strat-
egies so that they can be used throughout the family’s daily activities.
Emphasis on respecting parents and caregivers as adult learners and
applying principles of adult learning are cornerstone to this model,
which reinforces a support-based approach that empowers families and
caregivers. It is important to note that any team member or service pro-
vider can use coaching strategies in their work, not only with families
and other caregivers, but also with colleagues.

Primary Coach

There is one team member who works most closely with all the family
members and other caregivers, called the primary coach. This person
can be a team member of any discipline. In partnership with the family,
the primary coach works collaboratively with other members of the
team to coordinate consultation and joint visits and to receive coaching
support as needed from other team members. This ensures that each
family has the right mix of direct and/or indirect access to all team
members. Intervention is recognized as a dynamic practice requiring
active involvement of the coaching and collaborating team members
to facilitate creative solutions by pooling the knowledge and expertise
of all partnership members (Hanft et al., 2004; Turnbull & Turnbull,
2001). The reader is also directed to http://www.coachinginearly
childhood.org/index.php to learn more about the specifics of this
model.

Approach #2: Family-Centered Intervention in NATural
Environments (FACINATE)

The Family-Centered Intervention in NATural Environments (FACI-
NATE) model, developed by McWilliam (2010), is grounded by phi-
losophy and research and designed for practical application.
Although FACINATE was not specifically named as a state approach,
several components associated with the model were named (e.g., RBI,
eco-mapping, routine-based intervention). This model contains the fol-
lowing five components and associated practices.
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. Understanding the Family Ecology: The eco-map is the practice

used to implement this component. An eco-map is a visual
illustration of who is in the family’s life and the degree of sup-
port (or stress) they provide. It is used to identify all the support
networks available to the family.

. Functional Intervention Planning: The Routines Based Interview

(RBI) is a detailed interview focusing on the family and their
unique mix of routines and activities that can be used to pro-
mote functional growth and development of the child. Its three
purposes are to develop a list of functional outcomes, to assess
child and family functioning, and to establish a positive rela-
tionship with families (McWilliam, Casey, & Sims, 2009). When
the RBI is implemented as designed, it results in a list of con-
crete goals and outcomes for the child that can be used to write
the IFSP outcomes.

. Integrated Services: Within the FACINATE model, the primary

service provider (PSP) is the assigned professional who pro-
vides ongoing support to the family with backing and assis-
tance from a team of other professionals, in the form of
consultation and joint visits. The PSP, who can be a generalist
or a specialist, ultimately addresses the IFSP outcomes with
the family.

. Support-Based Home Visits: During ongoing visits with the fam-

ily, the PSP uses the Vanderbilt Home Visiting Script (VHVS)
(McWilliam, 2010) to provide emotional, material, or informa-
tional support to the family. The VHVS offers a template for ser-
vice providers to use in conjunction with the IFSP functional
outcomes and activities.

. Collaborative Child Care Consultation: This component of the

model refers to the support between the early intervention ser-
vice providers and the child care staff in the program where
the child is enrolled. The goal of consultation is to model inci-
dental teaching methods and embedding interventions within
daily routines in the early care and education setting, thus
increasing child engagement and learning (McWilliam & Casey,
2008).

The reader is also directed to http://www.siskin.org/www/docs/
112.180 to learn more about this model.
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Approach #3: Therapists as Collaborative Team Members for
Infant/Toddler Community Services (TaCTICS), Family Guided
Approaches to Early Intervention (FACETS), and Family Guided
Routines Based Intervention (FGRBI)

These three models were developed by Dr. Juliann Woods and build
upon family-centered practices through natural routines and by col-
laborative teaming. The first two models, TaCTICS (Therapists as Col-
laborative Team members for Infant/Toddler Community Services)
and FACETS (Family-guided Approaches to Collaborative Early-
intervention Training and Services) reinforce the values that families
are the center point of intervention, and children learn functional skills
through daily routine activities and interactions. These models sup-
port team collaboration, including cross-agency integration. They
acknowledge the importance of understanding sociocultural diversity
as service providers work with families. Professional development re-
sources and topical modules provide practical tools for service provid-
ers and can be found online at http://tactics.fsu.edu and http://
www.facets.lIsi.ku.edu.

The third model developed by Woods, FGRBI (Family Guided
Routines Based Intervention) draws upon the resources included in
TaCTICS and FACETS and adds five distinct processes with resources
for each process (Bricker & Cripe, 1992; Cripe & Venn, 1997). This
model integrates embedded intervention with the day-to-day chal-
lenges of implementing interventions that meet the spirit of natural
environment legislation. The basic premises of the five processes are
as follows:

1. Introduction of Natural Environments and Welcoming the Family:
Within this process, the interventionist welcomes the family,
introduces the early intervention steps, and describes and
defines how daily routines can be used to promote children’s
learning.

2. Routines Based Assessment in Natural Environments: The assess-
ment process includes gathering information about families’
daily routines and children’s activities. In doing so, the inter-
ventionists gain a concrete understanding of the family’s con-
cerns, priorities, and resources.

3. Linking Assessment to Intervention: Using the information gath-
ered through the routines based assessment, the team develops
a plan that addresses the priorities that are most meaningful
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and pertinent to the child and family. The outcomes are contex-
tually relevant to the family’s routines and activities, and learn-
ing opportunities correspond to the family’s current events and
interactions.

4. Involving Caregivers in Teaching and Learning: This process rein-
forces the importance of meeting parents and caregivers where
they are, respecting their individual learning styles, and creat-
ing opportunities to actively engage them in the teaching and
learning that is a natural part of early intervention.

5. Monitoring Progress: Continuous monitoring ensures that inter-
vention is effectively meeting the dynamic needs of the child
and family. Without progress monitoring, the team runs the risk
of intervention slippage away from family needs and priorities.

Information and staff development resources for this model can be
found at http://fgrbi.fsu.edu.

Approach #4: Everyday Routines and Activities

Dunst and Bruder (1999, 2002) organized their ideas from social system
and activity-learning theory for conceptualizing a way of using every-
day family and community opportunities, experiences, and events to
help young children with disabilities develop everyday knowledge
and skills. Figure 1.2 conceptualizes this model and extends beyond
the narrow focus of locations represented at the top of the triangle, to
activity settings, at the midsection, and then to the wealth of learning
opportunities, at the broad base of the triangle. Within this framework,
the focus of intervention moves from delivering service provider-
directed and child-centered intervention to promoting children’s
functional participation in development-enhancing activity settings.
Locations are defined as the physical places and social contexts in
which the child and family find themselves each day. Each location
provides for multiple activity settings for learning. Activity settings
are defined as happening whenever a child is in a particular situation
where people, materials, or objects in those settings either encourage
or discourage a child from “doing something” (Dunst & Bruder,
1999). Activity settings can be identified in everyday family routines
such as mealtimes, bedtimes, or through special routines such as going
to the beach or weekly swimming lessons. Activity settings offer many
more opportunities for learning and for enjoyable mastery of a new
skill through meaningful practice (Dunst, Bruder, Trivette, Raab, &
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park,
neighbors,
restaurant,
commissary, car,
church, driveway

swings, slides, playing in
sand, car rides, play group,
riding in wagon, eating,
shopping cart ride

%
70,,,.0\9 making sounds, vocalizing for a push, moving
”é@ arms, taking turns with toys, making sounds to

music, gesturing to go, drinking from a cup,
reaching and pointing, making choices

Figure 1.2 Learning opportunities in everyday locations and activ-
ities (http://www.ssa.gov/OP_Home/ssact/title19/1900.htm); family
and community as a source of learning (http://www.everydaylearning
.info/lov1-2php).

McLean, 2001). The learning opportunities that happen in activity set-
tings can be planned or happen spontaneously. Figure 1.2 provides
exemplars of a plethora of learning opportunities that can emerge in
activity settings.

Research conducted by Dunst and Bruder found that although all
families have activity settings and routines, they are not all the same.
Family routines, activities, and the places where they spend time are
unique to each family. Children experience different kinds of learning
opportunities depending on where they live, the cultural and rituals of
their families, and the unique activities that different families partici-
pate in and enjoy (Dunst, Trivette, et al., 2001). Therefore, the triangle
framework representing everyday routines, activities, and learning
opportunities will be unique for each family and will be different over
time as changes occur in the child’s life and their family’s life.

Early intervention service providers can use this concept as a tool as
they work with families to identify the places families go, the activity
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settings within these locations, and the potential learning opportuni-
ties afforded to their child. Everyday family and community settings
are the real-life natural environments for each family. The Everyday
Children’s Learning Opportunities Institute provides a broad range
of information on young children’s everyday learning opportunities
and natural learning environments. More information about the insti-
tute and additional resources can be found at http://www.everyday
learning.info/index.php.

Approach #5: Community of Practice (CoP):
The Agreed-upon Practices

While each of the above-mentioned approaches share similarities, they
each advocate different tools and processes to implement the particu-
lar model or approach. The Community of Practice (CoP), previously
explained in this chapter, brought the nationally recognized researchers
who developed the models presented with other key stakeholders to
focus on the commonalities of delivering services. The third document
produced by this group, “The Agreed-upon Practices,” is built upon the
work outlined in their first two companion documents (see Tables 1.3
and 1.4) and should be utilized in conjunction with them to be fully
understood. This third document reflects an extensive list of model
neutral implementation practices. Model neutral means that the practices
do not align with or endorse any one particular model or approach;
rather, they reflect the consensus opinion of the nationally recognized
workgroup members. Although not an exhaustive list of everything that
should happen while a family is in early intervention, and not intended
as a sequential checklist, the practices suggest a flow of best practice—
endorsed activities, beginning with the first contacts between the family
and the service provider through the family’s transition out of Part C
services. All together, the document suggests 37 practices and 166 activ-
ities to support the provision of quality early intervention services in
natural environments.

Table 1.6 provides an example of 4 of the 10 suggested practices
included in section three of the document entitled “Ongoing interven-
tion with families and other caregivers.” Even within this partial
example, it is possible to see many of the foundational principles
defined earlier in the chapter as well as a blending of implementation
practices from various models and approaches just described.
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Table 1.6 Example from Agreed-Upon Practices

Section 3: Providing Ongoing Intervention

1. Build on or establish trust and rapport.

* Before each visit, reflect on your own beliefs and values and how they might
influence your suggestions and strategies with this particular family or
caregiver.

e Use communication styles and social behaviors that are warm and welcoming
and respectful of family culture and circumstances.

e Conduct yourself as a guest in the family’s home or caregiver’s setting.

e Respectfully provide complete and unbiased information in response to requests
or questions.

* Be credible and follow through on plans you made with the family.

e If you don’t know the answer to a question, tell the family you do not know
but will find out for them. Tell them when you will get back to them with
the information.

2. During the first visit, review the IFSP and plan together how the time can be

spent.

¢ Describe the practical aspects of a visit and what the family or caregiver can
expect. For example: the length of the typical visit, that other people are
always welcome at the family’s invitation, the variety of places in which
visits can occur, the program’s cancellation policy, etc.

e Describe examples of visits in various home and community settings where
the family participates. You might want to offer to share clips from
commercial or videos produced by your program.

e Invite the family to reflect on their experience with the IFSP process to date
and share any concerns or questions.

¢ Review the IFSP document and assessment information.

e Consider each agreed-upon outcome—is it what the family is still interested
in? Prioritize again, if necessary, where to begin; change wording if needed;
provide any explanations to help family understand purpose, etc.

e Discuss how outcomes, activities, and strategies can be a starting place for
each home visit.

e Clarify who will work on each outcome—family, friends, other caregivers, service
providers.

* Talk about community activities and events that can be used to support practice
and mastery for the specific outcomes.

e If not previously done, ask the family to sign the IFSP, consent forms, and any
other necessary documentation.

e Provide information about family-to-family support and parent groups that
are available.

3. For ongoing visits, use the IFSP as a guide to plan how to spend the time

together.

* Begin each visit by asking open-ended questions to identify any significant
family events or activities and how well the planned routines and activities
have been going.

(Continued)
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Table 1.6 (Continued)

* Ask if there are any new issues and concerns the family wants to talk about.
Explore if these concerns need to be addressed as new outcomes; if so,
plan an IFSP review.

¢ Decide which outcomes and activities to focus on during the visit.

4. Participate with the family or other caregivers and the child in the activity
and/or routine as the context for promoting new skills and behaviors.

e Offer a variety of options to families for receiving new information or refining
their routines and activities, such as face-to-face demonstrations, video, con-
versations, written information, audios, CDs, diaries, etc.

e Gather any needed toys and materials and begin the selected activity or
routine.

e Listen, observe, model, teach, coach, and/or join the ongoing interactions
of the family and child.

e Encourage the family to observe and assess the child’s skills, behaviors, and
interests (a continual part of ongoing functional assessment). For example,
ask the family if behaviors are typical, if they’ve seen new behaviors
(suggesting emerging skills), or how much the child seems to enjoy the
activity.

e Use a variety of consulting or coaching strategies throughout the activity,
including: observing, listening, attending, acknowledging, expanding,
responding, probing, summarizing, etc.

e Reflect with the family on what went well, what they want to continue doing,
and what they would like to do differently at the next visit.

Source: Workgroup on Principles and Practices in Natural Environments (February 2008a).

CONSIDERATIONS OR CHALLENGES FOR IMPLEMENTING A
PARTICULAR STATEWIDE MODEL OR APPROACH

Exploring and implementing these approaches is all about change.
Although there is an abundance of literature about change, it is not
our intent in these final paragraphs to review system change theory.
Rather, this concluding section shares a few thoughts about imple-
menting and sustaining statewide change of new practices. “Change”
can be thought of as a verb encompassing all the actions necessary
for developing and adopting new ideas associated with an alternative
practice and for establishing reorganization necessary to support the
changes (Smale, 1998). Implementation of change is all about people;
what they believe and value, what they understand and can do in
practice, and how they feel supported to manage the required
changes. Changing a service delivery approach and putting in place
all the infrastructures needed to support the change and sustain
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implementation is no quick or simple task (Fixsen, Naoom, Blasé,
Friedman, & Wallace, 2005; Smale, 1998).

“Implementation” is the terminology and science of putting a new
idea, model, or practice into actual use at a program level. Fixsen et
al. (2005) define implementation as “a specific set of activities designed
to put into practice an activity or program of known dimensions”
(p. 5). They define six stages of implementation, which include: explo-
ration and adoption, program installation, initial implementation, full
operation, innovation, and sustainability. Each stage has specific activ-
ities or processes. If a state is endorsing a particular approach and
desiring all early intervention programs to use this endorsed approach
when delivering services, the state would need to carefully address
each of these six stages.

Taking a model that has been put into practice in one program or
location and replicating it broadly throughout a geographical area or
state is referred to as going to scale or scaling-up. This too often requires
changes in program design, new policy or even laws, and new funding
mechanisms to support the changes (Harris, 2010; Weiss & HFRP,
1988). As states move to adopt or adapt a new service delivery
approach, it will require a working knowledge of both implementation
and scaling-up procedures if their efforts are to improve their service
delivery system and result in positive sustainable change.

Whether it is one particular agency or an entire state that is perusing
service delivery change, it is essential to keep the Early Intervention
System Framework (see Figure 1.1) clearly in mind as the three inter-
connected circles, Principles, Practices, and Program Design, must be
examined, addressed, and aligned to develop and/or maintain an
effective and coherent system. Any change in one component will
impact the other components. Programs or states will need to clearly
articulate the purpose and supporting principles of their early inter-
vention system to service providers, families, referral sources, and
other community partnership agencies. Statements such as those
proposed by the consensus work of the CoP may prove helpful as
programs or states embark upon service delivery change.

As noted above, this work will require multifaceted actions. From a
principles and policies perspective, there will likely be a need to
realign or even rewrite state rules and regulations that support the
direction of their work. At a practices level, there will be a need for
many concrete examples of practice and procedural guidance on what
the approach will look like or not look like as it is put into practice. This
will require ongoing professional development and support on the
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tools suggested by the approach being adopted and/or on the use of
best practices described in the CoP Agreed-upon Practices documents.
Early intervention service providers will not only need ongoing
opportunities to gain and refine their knowledge and skills for their
day-to-day work with children and families; they will also need
ongoing support, mentoring, reflective supervision, and encourage-
ment to put these practices into action competently and confidently
within the context of early intervention processes from referral
through transition.

Finally, at a systems design level, both local and state early interven-
tion programs will need adjustments to support the changes in princi-
ples and practices. Team delivery, consultation time, new funding
structures to support the changes in service delivery, new public
awareness materials, supervision, and ongoing professional develop-
ment are just a few of the program design system components that will
need attention. Collectively, early intervention system principles,
practice, and program design must be grounded on research-based
evidence and function harmoniously if children like Damian and
Jessica and the millions of other current and future families participat-
ing in early intervention are to truly benefit from early intervention
services.

We believe the complexity and ultimate value of service delivery sys-
tem change can be summed up by a final comment made by a State Part
C Coordinator at the 2009 National Early Childhood Conference in the
session on “Service Delivery Models” when she challenged others by
stating, “This is no easy task to implement change in practice consistently
across the state. This will take years. You must plan carefully and make that
plan known to others throughout the state. It is hard but very exciting work.
To know that we will have service providers using practices that have years of
research and evidence supporting them, based on values and beliefs we feel
are fundamental, and that all families will receive services and supports
consistently across our state will be worth it in the end. Yes!!” (Part C
Coordinator).
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Early Childhood Special
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HISTORICAL PERSPECTIVE OF EARLY CHILDHOOD
SPECIAL EDUCATION

school-aged students with exceptionalities, behavior analysis,

and early childhood education. It has been influenced by a vari-
ety of theories and philosophies regarding child development and
learning and by initiatives to support the learning and development
of young children.

E CSE has roots in several fields, including special education for

Special Education and Behavior Analysis

Special education and behavior analysis research has documented the
significant influence of the environment in promoting learning and
development. Variables within the environment set the occasion for
behavior to occur, and the consequences that follow behavior influence
how well behavior is learned. Behavioral theorists emphasize the
importance of positive consequences (positive reinforcement) in pro-
moting skill acquisition, maintaining learned skills, and generalization
of learned skills to different situations. Skills and behaviors that are
followed by positive reinforcement are strengthened and will be more
likely to occur again in similar environmental situations.

Behaviorists and special educators believe that adults and peers are
critical components of the child’s environment and that adults directly
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influence learning in two ways. First, they purposefully arrange envi-
ronmental variables to draw out and then reinforce new and appropri-
ate skills and behaviors (Chandler & Dahlquist, 2009). Second, adults
directly teach and reinforce skills using research-based teaching strat-
egies and adapting materials and activities to meet the needs of each
child. Many of the research-based practices currently used in ECSE
have been adapted from those employed with older individuals with
disabilities and will be discussed later in this chapter. Examples of
these are task analysis (Carter & Kemp, 1996), shaping (Peterson,
2004), tiered models of instruction (Stewart, Martella, Marchand-
Martella, & Benner, 2005), positive behavior support (Carr et al.,
1999), and universal design for learning (CAST, 2008).

Early Childhood Education

Early childhood education and the constructivist theory of learning
have contributed much to the current practices in ECSE. Central to the
theory is the belief that learning is an active, constructive process that
occurs through self-initiated actions within activities and interactions
with peers and adults. Children construct an understanding of and
knowledge about their worlds through experiences and reflections
about those experiences (Darragh, 2010; Grennon Brooks, n.d.). Several
theorists have contributed to the theory. Piaget (1937/1954) believed
that children are self-motivated to discover and construct knowledge
from their own actions on and experiences within their world. Learning
occurs through processes of assimilation and accommodation of new
information that alters mental schemes or existing knowledge. As chil-
dren interact with their environments, they assimilate new concepts
into an existing scheme. When they acquire information that does not
fit within the current scheme, they accommodate the new information,
leading to new or expanded schemes. Piaget also described stages of
cognitive development during early childhood, positing that each stage
provides a foundation for subsequent learning. The role of the teacher
or other practitioners within Piaget’s approach is to develop effective
physical environments to support assimilation and accommodation at
each stage of learning.

John Dewey (2004) underscored the importance of using children’s
interests in effective teaching. He advocated for the use of child-
centered curricula that built on children’s interests and incorporated
“hands-on” experiences rather than predetermined, inflexible,
teacher-directed instruction. Dewey felt that it was important to teach
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children “how to learn” and problem-solving skills versus simply
teaching academic content. The role of the practitioner is to observe,
guide, and encourage as needed.

Maria Montessori believed that intelligence was influenced by child-
ren’s interactions with their environments, and that sensory-based
learning was especially critical for young children (Edwards, 2002).
Montessori focused on the individualized nature of learning, recogniz-
ing that all children were capable of learning, but they needed to learn
at their own pace. This could be accomplished by allowing children to
repeat activities until concepts and skills were mastered. She described
a strong relationship among children’s innate drive to interact with
their environment, adults’ facilitation of learning, and the environment.
The role of the practitioner is to observe individual children and pre-
pare activities and materials for each child based on those observations
(Hull, Goldhaber, & Capone, 2002; Malaguzzi, 1996).

Vygotsky explored sociocultural theory, which pointed to the impor-
tance of social interactions and interpersonal relationships in learning
and development. He stressed the importance of adults and peers and
reciprocal relationships in the child’s environment. Vygotsky’s focus
on social relationships as well as information from attachment theory,
which asserts that the quality of early relationships influences lifelong
social competence, helped early childhood educators recognize positive
social-emotional development as a significant outcome of early child-
hood. Another contribution from Vygotsky is the concept of the Zone
of Proximal Development (ZPD): the distance between what a child
can do independently and what a child can do with support or the next
skill to be learned. The teacher’s role is to guide and support learning
through scaffolding (e.g., prompting, assistance, feedback) to help the
child move from one level or skill to another. Vygotsky also believed
that children with disabilities were capable of learning, and that they
would learn best by participating in environments that were designed
to facilitate learning for typically developing children (Gargiulo &
Kilgo, 2005).

Compensatory Programs Initiatives

Toward the end of the twentieth century, the federal government
provided funding for several programs for young children who were
at risk for academic failure and their families. These compensatory
programs were designed to minimize the effects of poverty and other
risk factors on development and to promote success in school. Three
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well-known research initiatives are the Perry Preschool Project
(High Scope, 2005), the Chicago Child-Parent Center (CPC) Program
(Reynolds, 2008), and the Abecedarian Project (Campbell, Ramey,
Pungello, Sparling, & Miller Johnson, 2002). Each of these initiatives
provided center-based preschool programs for children living in pov-
erty and evaluated the effects of their preschool experiences through
high school and into adulthood. These programs documented positive
short- and long-term effects. Children who participated in these pro-
grams had higher IQ scores and academic achievement, had fewer
grade retentions, and received fewer special education services than
children who did not receive preschool services. Evaluation of stu-
dents in the Perry Preschool project at ages 27 and 40 revealed that
these children had lower rates of teen pregnancy, fewer arrests, and
use of social services, and they were more likely to graduate from high
school, attend college, own a home, and have higher incomes and
more positive work histories than children who did not participate in
the program (Darragh, 2010). Moreover, the programs were cost-
effective in terms of the amount of money invested in preschool and
the outcomes obtained (Parks, 2000). For example, a recent study of
prekindergarten (pre-K) programs in New Mexico estimated that
$5.00 in benefits was generated for every dollar invested in pre-K
programs (Hustedt, Barnett, Jung, & Goetze, 2009). Current research
regarding preschool programs continues to document both short-
and long-term benefits of high-quality preschool programs (Partner-
ship for America’s Economic Success, 2010).

In the 1960s, Head Start programs were designed to address multi-
ple influences that can negatively impact child development. These
comprehensive programs focused on nutrition, health, and safety;
development across domains (e.g., physical, cognitive, social-
emotional, communication, and adaptive) and academic areas (e.g.,
early literacy and math); parent involvement and support; economic
issues; and other areas of family need (Peterson, 1987). Services were
provided by multiple disciplines, including teachers, therapists, psy-
chologists, and social services personnel. In 1972, federal law required
Head Start programs to reserve 10 percent of their slots for children
with disabilities. Head Start programs now have disability service
plans that include strategies for identifying and meeting the needs of
children with disabilities.

The compensatory programs demonstrated that early intervention
can have a positive and enduring impact on child development and
learning (Borman, n.d.). They also underscored the importance of
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involving parents as partners in their child’s program and collaborative
team-based service delivery, two values that guide ECSE today.

CURRENT INFLUENCES ON EARLY CHILDHOOD
SPECIAL EDUCATION

ECSE incorporates philosophies, values, and practices from each of the
fields and theories described above to create a distinct discipline that
addresses the needs of young children who have or are at risk for
developmental disabilities from birth to 8 years of age and their fami-
lies. ECSE also is influenced by (1) federal and state laws and regula-
tions; (2) federal, state, and local initiatives; (3) national organizations
and their recommended practices, frameworks for learning, and posi-
tion statements; and (4) research on effective practices.

FEDERAL AND STATE LAWS AND REGULATIONS
AND INITIATIVES

Individuals with Disabilities Education Act

The primary federal legislation related to ECSE is the Individuals with
Disabilities Education Act (IDEA). The IDEA law and clarifying regu-
lations identify state requirements and responsibilities for providing a
free and appropriate education (FAPE) to children and youth with dis-
abilities, and delineate the rights of children with disabilities and their
families. This chapter is limited to our discussion to those aspects of
IDEA that influence early childhood special education practices at
the preschool level (also see Council for Exceptional Children [CEC],
2006; IDEA, 2004).

IDEA establishes procedures and criteria for determining eligibility
to receive special education and related services. States are mandated
by IDEA to provide special education and related services to eligible
children from ages 3 through 21. Special education services are
defined as specially designed instructional services to meet the needs
of the child and to allow access to the general education curriculum
(e.g., adaptations and modifications of materials, teaching strategies,
and goals and alternative assessment methods). Related services are
additional supports that allow a child to benefit from special education
services (e.g., speech, occupational, or physical therapy, assistive tech-
nology, transportation, and counseling).
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Special education and related services can be delivered to preschool-
aged children in a variety of early childhood settings, including commu-
nity child care, Head Start programs, and preschool programs provided
by local school districts or cooperatives (Dinnebeil, McInerney, & Hale,
2006). IDEA requires that special education and related services be
delivered in the Least Restrictive Environment (LRE). LRE is defined as
providing services to children with disabilities in settings that are as close
as possible to the general education environment, that include peers who
are typically developing, and that meet the needs of the individual child
(Grisham-Brown, Hemmeter, & Pretti-Frontczak, 2005). The LRE deci-
sion is made by a team that includes school-based professionals and the
child’s parents or guardians. This team first reviews information
obtained from assessment about the child’s strengths and needs and then
determines the annual developmental, educational, and early academic
and behavioral goals to be addressed and the special education and
related services that will be provided. Only then does the team determine
which type of setting would best meet the needs of the child.

Although IDEA does not require that all children receive services in
inclusive settings or programs (i.e., settings that blend children with dis-
abilities and children who are typically developing into heterogeneous
groups), the team must first consider if an inclusive setting would be
appropriate for the child (i.e., is the child likely to make adequate
progress on annual goals in an inclusive setting?) (CONNECT, 2009).
If the team agrees that the child is not likely to make adequate progress
in an inclusive placement, even with special education and related
services and supports, then the team may consider a continuum of
placement options such as dual placement in an inclusive classroom
and a segregated classroom or resource room or full-time placement
in a segregated classroom (Etscheidt, 2006). When an alternative
placement option is identified as the LRE, the team must justify the
placement decision and identify opportunities for the child to interact
with peers who are typically developing.

IDEA requires teams to identify parent concerns related to their
child and to consider those concerns when making decisions about
the child’s program. Teams must document parent participation in
making decisions and describe procedures for informing parents
about their child’s progress. The team documents decisions about the
frequency and type of special education and related services and the
LRE on an Individualized Education Plan (IEP). The IEP also (1) iden-
tifies annual developmental, educational, and behavioral goals for the
child; (2) documents the link between child goals and the general
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education curriculum and state standards; and (3) specifies how the
team will evaluate child progress.

Finally, the use of person-first language as a recommended practice is
reflected in the title of this law. Person-first language is based on the
philosophy that individuals with disabilities are not defined by their
disabilities. Disability is just one of many characteristics of an individ-
ual, and children with disabilities are more like their same-age peers
than they are different. Person-first language dictates that when we
refer to a child who has a disability, we refer to the child first instead
of labeling the child by his or her disability (Snow, 2009). So, for exam-
ple, a teacher would say that she has a child with autism in her class
versus an autistic child. Person-first language has been embraced by
early childhood special education and professional organizations such
as the Division for Early Childhood as a recommended practice that
focuses on the whole child and his or her abilities.

State Initiatives for Universal Preschool

Demonstrations of the effectiveness of early intervention provided
by compensatory programs and current research demonstrating the
effectiveness of high-quality preschool programs has led to Preschool
for All or Universal Preschool initiatives across the country. Many states
have developed or are developing state-sponsored programs for
preschool-aged children. In 2008, more than 80 percent of 4-year-olds
in the United States were enrolled in some type of preschool program.
Almost 40 percent of those children attended public programs such as
Head Start or school-based programs. Thirty-eight states currently
provide state-funded preschool programs for almost 1.4 million
4-year-old children with and without disabilities (Barnett, Epstein,
Friedman, Stevenson Boyd, & Hustedt, 2008). The growth of state-
funded programs has provided new opportunities for serving children
with disabilities in settings with peers who are typically developing or
are at risk. For example, in 2007, almost half of the preschoolers
with disabilities spent more than 80 percent of their day and received
special education services in inclusive early childhood programs
(IDEAdata, 2007).

The development of early learning standards also can be traced to the
universal preschool or Pre-K movement and other federal initiatives.
For example, Head Start developed the Child Outcomes Framework,
which identifies skills, abilities, knowledge, and behaviors that young
children should acquire before they enter kindergarten programs
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(Head Start Bureau, 2003). The federally funded Good Start, Grow
Smart initiative sought to improve program quality through the devel-
opment of state standards for early learning and support for profes-
sional development (Grisham-Brown, Pretti-Frontczak, Hawkins, &
Winchell, 2009). The No Child Left Behind law requires states to estab-
lish standards for early literacy and math for 4-year-old children.

Standards are statements of the knowledge and skills that children
should achieve across developmental domains (physical, cognitive,
communication, social-emotional, and adaptive) or academic content
areas (e.g., early literacy, math, science) at various ages or grades
(Brovoda, Leong, Payner, & Seminov, 2000). Standards guide (1) the
identification of general education goals for all children, (2) the selec-
tion or development of early childhood curricula and teaching strate-
gies to meet those goals, and (3) the development of assessment
procedures to determine progress in meeting goals (McCormick,
Grisham-Brown, & Hallam, 2007). Thirty-five of the 38 states with
pre-K programs have developed early learning standards (Barnett
et al., 2008).

NATIONAL ORGANIZATIONS

Two organizations have greatly influenced the philosophies and prac-
tices within early childhood special education. The National Associa-
tion for the Education of Young Children (NAEYC) is the largest
national organization focusing on early childhood education. It is
“dedicated to improving the well-being of all young children, with
particular focus on the quality of educational and developmental serv-
ices for all children from birth through age 8” (NAEYC, 2010). NAEYC
membership is available to individuals who “desire to serve and act
on behalf of the needs and rights of all young children” (NAEYC,
2010). The Division for Early Childhood (DEC) of the Council for
Exceptional Children is an international organization whose members
include individuals who work with or on behalf of young children
with disabilities and other special needs, birth through age 8, and their
families. The mission statement indicates that “DEC promotes policies
and evidence-based practices that support families and enhance the
optimal development of young children who have or are at-risk for
developmental delays and disabilities” (DEC, 2010).

Both NAEYC and DEC believe that early childhood education should
be available to all children; children who are typically developing,
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children with special needs and/or who are at risk, and children with
cultural and linguistic diversity. These two organizations frequently col-
laborate in advocacy and legislative efforts. They have developed
several joint position statements and other publications, and often
endorse publications and position statements developed by each
organization.

Developmentally Appropriate Practice

NAEYC and DEC have developed two important documents that
work together to guide the philosophy, values, and practices in ECSE.
The first is Developmentally Appropriate Practice (DAP), written by
NAEYC (Copple & Bredekamp, 2009). DAP provides a framework of
principles and practices that promote learning and development for
young children and that guide the development of early childhood
programs and services. The goals of DAP are to teach in ways that
“meet children where they are as individuals and as a group; and help
each child reach challenging and achievable goals that contribute to
his or her ongoing development and learning” (Copple & Bredekamp,
2006, p. 3). To meet these goals, DAP must be age appropriate, indi-
vidually appropriate, and appropriate to children’s social and cultural
contexts.

Age appropriate refers to developing goals, providing experiences,
and selecting teaching strategies based on knowledge of the scope
and sequence of child development and likely interests of children
across different ages. DAP preschool programs provide materials and
activities that are of interest to 3- and 4-year-olds and that address
skills that are typically attained during the preschool years. For exam-
ple, children begin to develop early literacy skills such as rhyming,
writing their name, and retelling a story during the preschool years.
Therefore, it would not be developmentally appropriate to expect pre-
schoolers to write an essay about a book they read. It would be devel-
opmentally appropriate, however, to ask children to talk about a field
trip taken by the class or to provide materials that children can use to
draw a picture about the field trip and write or scribble their name
on their picture.

Individually appropriate practices are responsive to the unique
needs of individual children with and without disabilities, regardless
of their chronological age. There can be great variability across chil-
dren in their interests and abilities, learning style, rate of learning,
and amount of support needed to learn. Goals for learning and
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materials, activities, and experiences should address the range of
interests and abilities of children in a program, and teaching strategies
must provide the level and type of support needed to foster learning
for individual children (Horn, Lieber, Sandall, Schwartz, & Wolery,
2002; Copple & Bredekamp, 2009). For example, while many of the 4-
year-olds in a classroom enjoy playing together and sharing materials,
a few children are not developmentally ready to share with their peers.
Rather than forcing these children to share, the teacher provides each
child with his or her own set of materials. She also plans activities that
promote cooperation or turn-taking so that the children experience the
joy of playing with peers. For instance, she introduces a board game,
helps small groups of children make props for the class play, and
praises children when they play together. Strategies and activities such
as these will support children as they move from parallel (side by side)
to cooperative play and sharing with peers (Chandler & Maude, 2009).

Culturally appropriate practices are responsive to the social and
cultural contexts of the children in a program. Teachers learn about
social, linguistic, and cultural contexts from children’s families and
by observing each child during daily activities and routines. They con-
sider children’s linguistic and cultural backgrounds and experiences
as they develop activities and routines, select materials, and provide
instructional and emotional supports (Copple & Bredekamp, 2006).
For example, a teacher posts common words in Spanish in each center
so that adults can use those words when interacting with a child who
speaks Spanish.

DEC Recommended Practices

The Division for Early Childhood supports the use of DAP and
believes that high-quality, developmentally appropriate environments
and experiences are necessary for all children and should be the foun-
dation of all early childhood programs. However, for some children,
high-quality DAP environments and experiences may not be sufficient
to meet their unique needs (Clawson & Luze, 2008; Horn et al., 2002).
For these children, individualized strategies and varying levels and
types of supports may be needed. DEC builds on the work of NAEYC
and the DAP framework by providing a set of Recommended Practices
for working with children with disabilities and children at risk
(Sandall, Hemmeter, Smith, & McLean, 2005). The DEC Recommended
Practices (DEC RPs) provide practitioners with guidelines and effec-
tive practices that can be used to meet the unique needs of children
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with disabilities and to support their families. DEC RPs are divided
into five direct-service areas—Assessment, Child-Focused Practices,
Family-Based Practices, Interdisciplinary Models, and Technology
Applications—and two areas of indirect service—Policies, Procedures,
and Systems Change and Personnel Preparation.

The DEC RPs are derived from research evidence regarding the
effectiveness of specific practices, the experience or wisdom of practi-
tioners and families regarding the effectiveness of strategies for which
there is not yet sufficient research support, and core values regarding
children and families. Some of these core values are (1) all children
have the right to participate actively and meaningfully within their
families and communities; (2) children have the right to participate in
high-quality programs that provide individualized experiences to pro-
mote the development of each child; and (3) services and supports
should be family-centered, recognizing the importance of the family
in the child’s life and the importance of family-professional relation-
ships to achieving optional outcomes for children and their families.
Examples of the DEC RPs will be presented later in this chapter.

There is general consensus between early childhood and early
childhood special educators that DAP and DEC RPs are applicable to
meeting the needs of all children within early childhood settings
(Buysse & Hollingsworth, 2009; Odom & Wolery, 2003). Thus, the
DAP guidelines and DEC RPs work together to support the needs of
all young children, including those with developmental disabilities,
children who are gifted, children at risk, and children who present
social, cultural, and linguistic diversity. Both of these guidelines and
practices, and a shared philosophy that values the right of all children
to participate in experiences that maximize their learning and devel-
opment, must be part of any program that serves preschool-aged chil-
dren. This focus on meeting the needs of all children within their
families and communities is congruent with the movement to provide
supports and services in inclusive settings.

INCLUSION

In the past, children with disabilities were largely taught in segregated
settings that served only children with disabilities. There were few
opportunities for children with disabilities to participate in settings
and activities with peers who are typically developing (Odom, 2000).
In situations in which children did attend the same programs as their
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peers, they routinely were taken out of the classroom for varying
amounts of time to receive special education services, or they were iso-
lated from peers for large parts of the day to work on individual goals.
Over time, practitioners, families, and researchers began to explore
alternatives to segregated classrooms, calling for all children to have
opportunities to participate in inclusive settings. Support for inclusion
has increased in recent years, and today many children with disabil-
ities participate in settings and activities together with peers who are
typically developing, and they receive special education services in
those inclusive settings (DEC/NAEYC, 2009). Although increasing
numbers of children with disabilities have access to inclusive pro-
grams, full access to inclusive programs has not yet occurred (National
Professional Development Center on Inclusion [NPDCI], 2007).

Inclusion is a core value that is supported by DEC and NAEYC.
Both organizations believe that children with disabilities and special
needs should have access to classrooms and programs that they would
attend if they did not have a disability. Both organizations believe that
all children should have access to the general education curricula, be
included in meaningful experiences with same-age peers, and receive
individualized supports to help them reach their full potential. Inclu-
sion also is supported by IDEA legislation, which requires teams to
consider inclusive settings when determining the LRE and to provide
opportunities for children with disabilities to interact with peers who
are typically developing if an inclusion setting is not selected. The
effectiveness of inclusion has been confirmed by research docu-
menting positive outcomes for children with and without disabilities,
families, and practitioners who participate in high-quality inclusive
programs (Guralnick, 2001; NPDCI, 2007; Odom, 2002; Odom,
Schwartz, & ECRII Investigators, 2002).

DEC and NAEYC recently developed a joint position statement
regarding early childhood inclusion (2009). The definition of inclusion
from this position statement is presented in Box 2.1. The definition
focuses on three features of inclusion: access, participation, and sup-
ports. Access refers to assuring that children and families have access
to a range of learning environments and settings within their commu-
nity; that they have opportunities to participate in daily activities,
routines, and experiences; and that they have access to the general
education curriculum. Participation refers to using individualized sup-
ports to help each child actively and meaningfully participate in the
settings and activities to which they have access. The greatest benefits
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Box 2.1 Definition of Inclusion

Early childhood inclusion embodies the values, policies, and practices
that support the right of every infant and young child and his or her
family, regardless of ability, to participate in a broad range of activities
and contexts as full members of family, communities, and society.
The desired results of inclusive experiences for children with and
without disabilities and their families include a sense of belonging
and membership, positive social relationships and friendships, and
development and learning to reach their full potential. The defining
features of inclusion that can be used to identify high-quality early
childhood programs and services are access, participation, and sup-
ports (DEC/NAEYC, 2009, p. 2).

from inclusion occur when practitioners plan for and support partici-
pation; they promote a sense of belonging and membership, help
children engage in positive interactions and develop friendships with
peers, and foster the development of each child through individual-
ized adaptations, accommodations, and supports (Chandler & Maude,
2009; Horn et al., 2002). Fiscal and administrative supports provide the
foundation for inclusive programs that promote a shared vision and
philosophy for inclusion and that provide resources and guidance to
practitioners and families as they design, implement, and evaluate
inclusive services.

Each of these features contributes to high-quality inclusive experi-
ences for all children and families, as indicated in Figure 2.1, and they
can be used for developing and identifying high-quality inclusive pro-
grams. Inclusive preschool programs may occur in a variety of settings
(e.g., public school, community child care, and Head Start) and there
can be considerable differences across programs based on resources,
values, community standards, and personnel. There is no single model
for developing an inclusion program or for delivering services within
inclusive settings. The challenge for staff is to develop and maintain
high-quality, developmentally appropriate programs that are indi-
vidually appropriate and promote access and participation for all chil-
dren. Fortunately, there are evidence-based strategies and practices
within each of the defining features of inclusion to guide our efforts
to develop high-quality inclusive programs.
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Participation

Figure 2.1 Defining features of high-quality inclusive programs.

Access

Children with disabilities and those who are at risk for developing dis-
abilities or experiencing problems in school are more alike than they
are different from their same-age peers. They generally are interested
in and learn from the same types of experiences, activities, and materi-
als as preschoolers who are typically developing and have the same or
similar learning needs and goals (Strain, Bovey, Wilson, & Roybal,
2009). Therefore, one of the first steps in developing high-quality pro-
grams is to provide all children with access to the learning environ-
ment, including the physical setting; general education curricula,
materials, activities, and routines; teacher-guided instruction and
experiences; and interactions with peers and adults. One of the most
effective strategies for providing access to all children is universal
design.

Universal Design

Universal design is a proactive practice employed in the field of archi-
tecture that considers the needs of diverse individuals in the conceptu-
alization, design, and construction of products and environments so
that they are accessible to those who might use them. For example,
buildings are designed to include wide hallways, ramps, and elevators
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to accommodate wheelchairs and building elevators, and rooms often
include Braille next to printed words and numbers so that individuals
with vision impairments or who are blind can identify their floors and
rooms. These same considerations are used to design preschool envi-
ronments so that they are accessible to all children, including those
with vision impairments, who are deaf/hard of hearing, have motor
disabilities, or a combination of these. A universally designed setting
provides all children with access to materials and all indoor and out-
door areas (Center for Community Inclusion & Disability Studies,
2007; Orkwis, 2003).

The practice of universal design also can be applied to educational
activities and adult-guided instruction to address the diverse needs of
children who may attend the program (Kame’enui & Simmons, 1999).
The Universal Design for Learning (UDL) is a proactive approach that
promotes access to and participation in the general education curricu-
lum by considering the diverse abilities and needs of all children when
developing centers, selecting materials, planning activities and rou-
tines, establishing expectations and learning goals for children, and
identifying teaching and assessment strategies (CEC, 2005). The UDL
approach is the opposite of a “one-size-fits-all” approach to education.
Rather, it is based on differentiation; consideration of the differences
between children and adjusting the curriculum, goals, and teaching
strategies to meet the unique needs of each child. Differentiation allows
teachers to respond to the learning needs of increasingly diverse class-
rooms of children.

In a UDL program, the teacher’s job is to provide multiple and
diverse paths to learning by (1) providing a variety of carefully
selected materials, activities, and experiences; (2) developing and sup-
porting alternative ways of using materials and participating in activ-
ities and routines; and (3) using a variety of instructional strategies
that are responsive to the range of abilities, interests, and needs of chil-
dren in their classrooms (Orkwis, 2003). As stated in the DEC/NAEYC
joint position statement on inclusion (2009), UDL procedures help pro-
vide every child with access to learning environments, the general
education curriculum, daily activities, routines, and experiences that
provide opportunities for child-guided and teacher-guided learning.

Participation

While providing children with access to inclusive settings and experi-
ences is an essential first step in developing high-quality inclusive
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programs, access alone does not guarantee that children will benefit
from inclusive settings and experiences. Many children will need spe-
cialized and individualized instructional strategies and supports to
help them actively and meaningfully participate in the settings and
experiences to which they have access (Buysse & Hollingsworth,
2009; Wolery, 2005). This requires educators to be intentional in plan-
ning and providing instructional strategies and supports for all chil-
dren, especially those with unique needs and abilities. Intentional
teaching and other evidence-based strategies work together to pro-
mote participation for all children. These strategies are described in
the sections that follow.

Intentional Teaching

Intentional teaching is based on the understanding that both children
and teachers actively contribute to children’s learning (Copple &
Bredekamp, 2006). Intentional teachers use their knowledge about
the scope and sequence of skill acquisition during the preschool years
to identify goals for learning, and they select classroom activities and
teaching strategies that will enable children to achieve those goals
(Notari-Syverson & Sadler, 2008). This is the essence of intentional
teaching. Intentional teachers first identify what to teach. Then they
plan when, where, and how they will teach and support learning.
Finally, they design a system for monitoring children’s progress in
meeting goals and using progress-monitoring outcomes to make deci-
sions during subsequent planning (Grisham-Brown et al., 2005).

This is not to say that all experiences need to be planned and guided
by adults. Intentional teachers recognize that children learn much
from child-initiated exploration and engagement with materials and
peers (Epstein, 2007; Wolery, 2005). For example, children learn many
social, play, and communication skills such as taking turns, holding
conversations, problem solving and persistence, and pretend play
through engagement in child-initiated activities and interactions with
peers during those activities. However, children also learn much from
teacher-initiated and guided activities in which teachers use specific
instructional strategies and supports to promote engagement and
learning. For example, children learn many early literacy skills such
as naming letters of the alphabet, identifying the sounds letters make,
and how to write their name through adult-guided instruction and
support in developmentally appropriate activities. An intentional
teacher determines which type of skills are best learned through
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teacher-initiated and guided instruction and which type of skills are
best learned through child-initiated exploration with strategic adult
support. Intentional teachers use a blend of child-initiated and
teacher-initiated and guided activities, and they vary these based on
the content or skills being addressed as well as the unique needs of
individual children (Copple & Bredekamp, 2009; Epstein, 2007). An
important part of intentional planning and teaching is developing
children’s sense of belonging and positive social relationships with
peers and adults (Ostrosky, McCollum, & SeonYeong, 2007). These,
too, require active planning. Simply placing children with and without
special needs in the same setting does not guarantee that they will
interact with each other, be successful in their interactions, or acquire
a sense of belonging. Adults must demonstrate positive attitudes
regarding all children in the program; arrange opportunities for chil-
dren to interact with each other; and provide guidance and support
to make those interactions positive, effective, and mutually rewarding
(Guralnick, 2001). Many children may benefit from teacher-guided
instruction to facilitate learning positive social-emotional skills that
are necessary for developing and maintaining reciprocal, satisfying
relationships with peers and adults (Fox, Carta, Strain, Dunlap, &
Hemmeter, 2010).

Embedded Instruction

This strategy builds on intentional teaching by strategically embed-
ding instruction and opportunities for children to acquire and practice
functional and meaningful skills within daily activities and routines
throughout the day (NPDCI, 2007; Odom & Wolery, 2003). Embedded
instruction reflects the belief (and evidence from research) that chil-
dren learn some skills best when they are taught and practiced during
authentic activities or contexts in which the skills are useful and
should naturally occur and that provide natural reinforcement or log-
ical consequences for learning (Pretti-Frontczak & Bricker, 2004;
Wolery, 2005). Natural reinforcement or logical consequences are those
events that logically follow a behavior and affect the future occur-
rences of a behavior. Consequences that are desired will increase
future occurrences, and consequences that are punishing will decrease
future occurrences of behavior. For instance, the natural consequence
for Ann when she asks a peer to share is receipt of the desired item.
On the other hand, the natural punishing consequence for Ann when
she takes a friend’s toy without asking might be that the child hits her.
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Embedding instruction provides children with multiple opportuni-
ties to practice skills during a variety of activities and routines, includ-
ing circle time, centers activities, caretaking routines, snack or
mealtime, outdoor play, and teacher-planned activities (Chandler
etal., 2008; Grisham-Brown et al., 2009). For example, children can prac-
tice counting during dramatic play when they count the number of play
dollars needed to buy a pizza, during a group activity in which they
count how many cups of flour are needed to make brownies, and when
they count the number of circles on the dice and the number of spaces
their pawn gets to move in a board game. In another example, children
in the Bunny classroom practice early writing (or scribbling) when they
sign in and out of the classroom at the beginning and end of the day, put
their name on art work, and write a grocery list while playing in the
housekeeping center. Opportunities to practice skills in a variety of
activities and over time will strengthen skill acquisition and mastery,
and promote generalization of the skill to new activities and routines.

Teachers often plan embedded activities by examining the daily
schedule to determine which activities and routines could provide
authentic opportunities to apply knowledge and practice important
skills and behaviors. They then plan specific strategies and instruc-
tional procedures to assure that children have opportunities to prac-
tice skills during selected activities and routines (Pretti-Frontczak &
Bricker, 2004; Sandall, Giacomini, Smith, & Hemmeter, 2006). This
can be done for a class of children as well as for individual children.
For example, Jodi has an IEP goal to talk to her peers. Her teacher,
Mr. Burke, decides that this skill could be practiced during arrival,
snack, and science-center time. Mr. Burke helps Jodi say hello to peers
and adults when she arrives in the morning. As snack helper, Jodi asks
each friend if they want crackers or cereal and then gives each peer the
requested item. Finally, Mr. Burke limits the number of magnifying
glasses in the science center and then models sharing by asking
another child to share with him, and he praises peers when they ask
each other to share the magnifying glass. If Jodi does not imitate these
models, Mr. Burke reminds her to ask a friend to share.

Embedding also facilitates the teacher’s ability to address multiple
goals for one child as well as different goals for several children during
activities. For instance, when the teaching assistant (TA) is in the block
center, she helps Jacob work on his goal of color identification by
asking for a red block or a blue block. She poses strategic questions
to Enrique to help him describe what he is building. The TA prompts
Wendy to interact with peers by suggesting she ask Enrique for a
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block, and she prompts Wendy to share when peers ask for materials
that she is using. The TA also models oral language by describing what
she and they are building, and she expands on the children’s words
(e.g., Jacob says “blue” when asked what color block he wants, and
the TA says “here is a big blue block”).

A final defining feature of embedded or activity-based practices is
the provision of specialized services within the classroom setting.
Rather than removing a child from the classroom to address IEP goals
or working individually with a child in a segregated area of the class-
room, early childhood special educators, therapists, and other special-
ists now are more likely to address IEP goals within the classroom
during meaningful and functional activities (Childress, 2004). For
example, the speech and language pathologist sits at Rory’s table
during snack and provides multiple opportunities for Rory to practice
pronouncing “s”-blends correctly (e.g., sn-ack, sp-oon, and sc-oop).
She also joins Rory in the book center and helps Rory and other chil-
dren in the center pronounce and describe new vocabulary words.

Evidence-Based Instructional Strategies and Supports

Educators promote participation in the general education curriculum
and daily activities and routines, acquisition of individualized (e.g.,
IEP) and general goals, and the development of positive social rela-
tionships and a sense of belonging by using evidence-based, special-
ized instructional strategies and supports (Odom et al., 2002). These
are selected and individualized for each child based on the child’s
characteristics and learning style, current skills, and unique needs
and abilities. Several of these are described in Box 2.2 (Chandler &
Dahlquist, 2009; Chandler & Maude, 2009; Milbourne & Campbell,
2007; NPDCI, 2007; Odom & Wolery, 2003; Wolery, 2005).

Response to Intervention

A relatively new practice for promoting participation and supporting
learning and development is Response to Intervention (RtI) (Barnett,
VanDerHeyden, & Witt, 2007; VanDerHeyden & Snyder, 2006). Rtl is
a proactive, preventative, collaborative, multitiered assessment and
instructional approach for identifying and meeting the needs of all
children (Coleman, Buysse, & Neitzel, 2006). Rtl programs are
designed to “catch” children as early as possible who are at risk or
have delays in developmental domains, early academic skills, and
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Box 2.2 Evidence-Based Instructional Strategies to Promote
Learning and Development

Instructional
Strategy

Definitions and Examples

Accommodations
and Modifications

Partial Participation

Adjustments to and modification of the
environment, activities and routines and
tasks, materials, instructional strategies, and
expectations and goals that maximize access
and participation for each child. Environment:
Ms. Carter rearranges furniture in the
housekeeping area so that Serafina can move
about the area with her wheelchair. Activities,
routines, and tasks: Alec has a hard time
paying attention and sitting through circle.
So Ms. Nancy makes circle more active by
adding movement opportunities and giving
Alec frequent turns to participate. She also
assures that he is one of the first children to
move to activity centers to reduce waiting at
the end of circle. Materials: Ms. Gingerich
puts pictures of the steps to be followed in
conducting the science experiment to the
science center and she adds rubber grips to
pencils so that children can better grasp the
pencils as they record experiment results.
Instructional strategies: Ms. Julia uses pre-
teaching to help Les understand new vocabu-
lary in a book that she will read to the whole
class. She reads the book with Les the day
before and sends the book home for Les's
parents to read with her. Expectations and
goals: Most children are expected to request
objects using 3-5 word sentences (e.g., | want
more red paint). The goal for Jared, whose
primary language is Spanish, is to request in
English by naming the object (e.g., paint).
Adapting the degree to which a child
participates in an activity or how a child
participates in an activity. This strategy is
(Continued)
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based on the belief that children should not
be excluded from an activity if they are not
able to participate in the same way as other
children. Rather, all children should be allowed
to participate to some degree in all activities.
For instance, Colleen, who has health pro-
blems, is not able to dance with her peers
during the “stop and freeze when the music
stops” activity. Rather than excluding Colleen
from this activity, her teacher puts her in
charge of starting and stopping the music.

Providing the amount and type of assistance
a child needs to acquire and practice a new
skill or perform a task at a higher level. Sca-
ffolding entails identifying what a child
knows and is able to do, identifying the
next skill the child should learn, and then
providing support to help the child achieve
the new skill or perform the skill at a higher
level. Teachers provide the least amount and
most helpful type of scaffolding that the
child needs. As the child is able to do the skill
independently, the teacher reduces the
amount and type of scaffolding provided.
Scaffolding includes open-ended questions to
help a child make connections between
events and problem-solve (“What is going
to happen in this story? “How are we going
to fix this?”); expansions of a child’s utteran-
ces by adding new information; feedback
that helps a child perform the skill correctly
(“remember to ask your friend to play”);
and positive reinforcement that provides a
desired consequence following appropriate
behavior and identifies appropriate skills or
behavior (“That’s great; you asked Al for
help, and he helped you”).

Cues that provide assistance or information
to support learning. Prompts can be
provided before or during an activity. They

(Continued)
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Prompting
Strategies
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may be verbal (“ask your friend to open the
door”), visual (the teacher points to the
item she requests, Luke follows the
sequence card that shows a picture of each
step in hand washing), modeled (the
teacher claps two times as she says Sasha'’s
name and tells children that “Sasha” has
two parts (Sasha), physical (the teacher uses
hand-over-hand assistance to help Mariah
hold the fishing pole). Prompts also can be
combined as they are in social stories that
are developed to address specific problems
a child might be experiencing. They use pic-
tures (visual) and words (vocal, written) to
describe a challenging social situation and
what a child can try to do in that situation
(Gray, 2000). For example, Mr. Bolen devel-
oped a social story with Shawn that
describes how Shawn feels when a peer has
his favorite toy, suggests that he can try ask-
ing his friend for a turn, and then shows
Shawn and his friend taking turns with the
toy. The story also indicates that if his friend
says no, Shawn can try waiting or find a dif-
ferent toy to use. Teachers provide only as
much prompting as is necessary to help the
child be successful. They then withdraw or
fade prompts as the child is able to perform
the skill independently. Mr. Bolen and
Shawn initially read his social story daily.
When Shawn was consistently asking friends
for a turn and waiting for a turn, Mr. Bolen
faded the frequency of reading the story to
every other day, then weekly, and so forth
until it was no longer needed.

This includes a variety of strategies in which
adults use specialized prompting strategies
to help children acquire and practice com-
munication skills in the natural envi-
ronment. Incidental teaching involves
arranging the environment so that a child is

(Continued)
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Peer Mediation or
Support

likely to initiate, and then requesting an
expanded or more sophisticated response.
For example, the juice is visible during snack
but out of reach of the child. Luke says
“juice.” The teacher says, “You want orange
juice?” If Luke elaborates by saying “orange
juice,” the teacher gives him the juice. If he
does not elaborate, the teacher prompts
and then reinforces elaboration (e.g., “tell
me orange juice”). The Mand-Model strat-
egy often is used with children who do not
initiate. The teacher asks the child a ques-
tion or tells the child what to do and then
waits for a response. If the child responds,
the teacher provides reinforcement. If the
child does not respond, the teacher models
the skill and reinforces if the child responds
to the model. For instance, the teacher sees
Garret looking at the slide. She tells him to
ask for help climbing the slide. If Garret asks
for help, she helps him. If he does not ask
for help, the teacher models, “I want help
please.” She helps Garret if he imitates her
model. Time delay strategies begin with
adults providing prompts until a child is able
to perform a skill. After this, the adult waits
for a specific amount of time before provid-
ing a prompt. For instance, the teacher
prompts Hannah to request a ride on the
swing. Once Hannah is able to do this, the
teacher waits a few seconds before prompt-
ing Hannah to request a ride. As Hannah'’s
requesting skills improve, the amount of
time the teacher waits before prompting
increases. Eventually, Hannah does not need
a prompt to request rides on the swing.

Peers provide support to help children
participate in activities and routines. Peers
may model skills or behavior and provide
scaffolding and reinforcement. In some
cases, peers are taught specific strategies

(Continued)
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Specialized
Equipment
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to support their friends. For instance, Alexis
uses a wheelchair, has poor grasping
abilities, holds her head upright for short
periods of time, and uses pictures to
communicate. Alexis’s teacher taught several
peers specific strategies for interacting with
Alexis, including responding to her requests
when she points to pictures, laying materials
flat on her tray so she can see them, and
helping her with fine motor tasks such as
turning the pages of a book.

This includes a variety of materials and
equipment that increase, maintain, or
improve the capabilities of a child with
disabilities. Assistive technology (AT) can
include simple, low-cost materials such as
adaptive grips that make it easier for chil-
dren to grasp objects such as crayons and
spoons, and the Picture Exchange Commu-
nication System (PECS), in which children
use pictures to communicate with other indi-
viduals. AT also can include high-cost equip-
ment such as touch screens that allow access
to computer programs without operating a
mouse or keyboard.

Reinforcing small steps or successive
approximations of a skill or behavior. Teachers
identify a child’s current skill and abilities and
then build on these to achieve a final goal. For
example, Sheela is able to participate in circle
for about three minutes before she becomes
disruptive and is removed from circle. The
teacher identifies staying in circle for four
minutes as her first goal. She allows Sheela to
leave circle after four minutes, before she is
disruptive. When Sheela is able to participate
in circle for four minutes, the teacher
gradually increases her expectations to 5, 7,
10 minutes, and so forth until finally, Sheela
participates throughout the entire circle.

(Continued)




Early Childhood Special Education Methods 63

Task Analysis Dividing a task into small steps, teaching one
step at a time, and providing assistance with
the remaining steps that are not currently
being taught. For example, Ms. Valor
develops a task analysis of hand washing
(e.g., turn on the water, wet hands, put soap
on hands, rub hands, rinse hands in water,
turn off water, grab towel, and dry hands).
She first teaches Grady to turn on the water
and then helps Grady complete the
remaining steps in the task. When Grady is
able to turn on the water independently,
Ms. Valor next teaches Grady the next step
in the task analysis. As Grady is able to
perform each step, Ms. Valor adds a new
step to the sequence. By the end, Grady is
performing each step in the task.

social-emotional skills, and to intervene early by providing additional
instructional supports and strategies to meet children’s needs (Buysse &
Hollingsworth, 2009).

Many programs using Rtl employ two or more tiers of instruction in
which the intensity of supports and services and the frequency of
progress monitoring increases with each ensuing tier (Young, Shields,
& Chandler, 2009). RtI begins with Tier 1, which addresses early child-
hood standards or outcomes for all children. Tier 1 includes practices
that are fundamental to high-quality early childhood programs, such
as accessible environments, evidence-based and developmentally
appropriate curriculum, embedded experiences, intentional planning
and teaching, scaffolding, and child goals linked to early learning stan-
dards and progress monitoring outcomes (Chandler et al., 2008). Tier 1
also includes universal screening and progress monitoring to identify
individual children who are not making adequate progress and might
benefit from more intensive and frequent instruction and support pro-
vided through subsequent tiers. Tiers 2 and 3 might include additional
small-group instruction; additional practice on goals embedded within
activities and routines; more teacher-initiated and guided instruction;
modification of curriculum, materials, teaching methods, and goals;
increased collaboration with and use of specialists; frequent progress
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monitoring; and collaborative problem-solving (VanDerHeyden &
Snyder, 2006).

The RtI framework links goal identification, universal screening and
progress monitoring assessment outcomes, and instruction through a
collaborative problem-solving approach conducted by a team of prac-
titioners and family members. Teams (1) examine child outcome data
to determine progress; (2) analyze concerns for individual and small
groups of children, develop individualized goals, and plan the type
and intensity of instructional strategies and supports to be used in
Tiers 2 and 3; (3) implement instructional strategies within tiers; and
(4) examine child outcome data to determine child progress and next
steps within the Rt program (Center for Response to Intervention in
Early Childhood [CRTIEC], 2009).

Many preschool programs have implemented Rtl models to address
early language and literacy, early math skills, and social-emotional lit-
eracy. Currently, there is no single RtI model that has been adopted
across programs in the United States. Many programs are developing
RtI models (Buysse, Winton, & Zimmerman, 2007), some are adopting
existing models such as Recognition and Response, and others are
adapting models that have been implemented in elementary school
programs (e.g., lllinois ASPIRE, 2010). It is up to individual programs
to develop, adapt, or adopt an Rtl model that best meets the needs of
children, families, and staff and that makes best use of existing re-
sources. Future guidance may come from the joint position statement
on RtI that is being developed by DEC, NAEYC, and Head Start. An
example of an RtI process for two children is included in Box 2.3.

Community-based and public school preschool programs should
use the practices and strategies previously discussed to promote
access to and meaningful participation in preschool settings for all
children, including those with disabilities and who are at risk for
developmental delays. However, the ability of staff to provide access
and promote participation is largely dependent on the resources and
support they receive from their administration and programs.

Support

Effective inclusion programs are built on a strong foundation of
administrative infrastructure and program supports (DEC/NAEYC,
2009). Lieber and her colleagues (2002) identified several system-level
supports that are critical to effective inclusion programs. These
include (1) shared philosophy and vision regarding inclusion,
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Box 2.3 The Rtl Process at Happy Days Preschool

The Happy Days preschool has developed an Rtl model to meet
the needs of all children. For Tier 1, they provide a high-quality pro-
gram using an evidence-based general education curriculum and
activities designed to promote early language and literacy and early
math skills and social-emotional development. After three months
of participating in the Tier 1 curriculum, Reggie and Eric both were
identified as not making adequate progress in early math skills
because they scored below the 25% on the universal screening
assessment. They were selected to receive Tier 2 instruction in addi-
tion to continuing to participate in Tier 1. The problem-solving team
analyzed each child’s strengths and needs and developed a Tier 2
plan that consisted of daily adult-guided small-group games that
targeted early math skills and additional targeted opportunities to
practice math skills were embedded throughout daily activities and
routines. The boys’ families also provided practice on early math
skills during family activities and routines. The team collected
weekly progress monitoring data during the math games and
administered a general early math progress monitoring assessment
every six weeks. They used information from weekly progress moni-
toring to make changes to Tier 2 interventions. For example, they
added additional prompting strategies for Reggie during the math
game and increased the number of embedded practice opportuni-
ties he received each day. At the end of the second six-week
progress monitoring period, Eric had made great progress and the
team decided that he no longer needed Tier 2 instruction. Reggie’s
progress was not as great as the team had hoped. As a result, they
decided that Reggie would receive Tier 3 interventions. The team
developed a Tier 3 plan that included teacher-guided instruction
provided individually to Reggie on a daily basis. The team also modi-
fied goals for Reggie so that he was expected to learn a smaller
number of early math skills. The team collected daily progress
monitoring data and planned to administer the general progress
monitoring assessment at the end of four weeks. At that point, the
team would make decisions about next steps for Reggie. He might
continue to receive Tier 3 intervention, return to Tier 2 instruction,
return to Tier-1-only instruction, or be referred to determine eligibil-
ity for special education services.
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(2) shared instructional approaches and strategies for teaching and
supporting all children, (3) administrative support, (4) collaboration
among team members, and (5) positive relationships with families.

Program Philosophy

A program-wide philosophy that celebrates inclusion is the core of a
sound inclusive program. Shared philosophies, beliefs, and values
regarding inclusion foster a sense of “ownership” across staff
(DeStefano, Maude, Crews, & Mabry, 1992; Peterson, 1987). Program
staff believe that all children and families belong and are welcomed
members of the school and classroom, and that educating all children
well is everyone’s responsibility (DEC/NAEYC, 2009). A strong inclu-
sion philosophy emphasizes that children with disabilities and who
are at risk do not have to meet prerequisite developmental and educa-
tional skills and behavior before they are accepted into an inclusive
program (Odom et al., 2002). Rather, programs and staff must be ready
to teach all children based on the concept of social equity (Schwartz,
Sandall, Odom, Horn, & Beckman, 2002). A program philosophy that
supports inclusion also promotes similar beliefs regarding how chil-
dren learn and the teacher’s role in supporting learning for children
with and without disabilities (Lieber et al., 2002). Staff hold similar
beliefs about DAP and strategies to promote access and participation
for all children as well as specialized knowledge to meet the needs
of diverse children. A program philosophy also sets the stage
for parent/family and staff relationships and family options for par-
ticipation.

Administrative Support

Administrative support is the key to effective inclusion programs.
Administrators provide leadership in establishing a program-wide
philosophy and ensuring that the philosophy is reflected in all parts
of the program, including the mission statement and action plan to
support inclusion (Lieber et al., 2002; Odom et al., 2002). Administra-
tors also are important to fostering positive attitudes and dispositions
regarding diversity and inclusion. Administrator attitudes influence
staff attitudes and acceptance of children with ability, linguistic, and
cultural diversity. In turn, staff attitudes and acceptance influence the
reactions of children and families.
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Administrators are responsible for ensuring that staff are prepared
to meet the needs of all children by providing or arranging for ongoing
professional development followed with in-class coaching, mentoring,
and/or consultation (Chandler & Maude, 2009; Odom, 2009). Admin-
istrators make sure that teams have sufficient time to engage in plan-
ning, collaboration, and evaluation (Horn & Jones, 2005). They also
allocate fiscal and other resources and staffing patterns and assign
children to classrooms based on the concept of natural proportions
(Schwartz et al., 2002). Natural proportions suggest that the propor-
tion of children with disabilities in the preschool classroom should
match the proportion of individuals with disabilities in the general
population. Finally, administrators develop and institutionalize evalu-
ation systems to identify (1) the impact of the program on general
child outcomes, (2) the impact of the program on individual children,
(3) how well the curriculum and instructional strategies are imple-
mented (fidelity), and (4) staff and family satisfaction (Hollingsworth,
Able Boone, & Crais, 2009).

Collaboration

Many children with disabilities and children who are at risk for devel-
opmental delays are likely to receive services from a variety of staff
including early childhood and early childhood special educators,
bilingual educators, teaching assistants, and related services person-
nel. In some inclusive programs, classrooms may be co-taught by an
early childhood educator and an early childhood special educator,
with support provided by a number of teaching assistants. When this
occurs, both teachers generally are responsible for working with all
children, and both collaborate in planning the general education cur-
riculum and individualized strategies for children.

More often than not, however, inclusive classrooms are staffed by
an early childhood teacher and teaching assistants, and the special
education teacher and related services personnel work as itinerant
staff who provide services for a number of children across different
programs, schools, and classrooms (Dinnebeil et al., 2006). During vis-
its to a preschool setting, itinerant staff may work directly with one
child or a small or large group of children, as well as provide consulta-
tion to early childhood classroom staff. When itinerant staff work
directly with children, they typically do so for brief periods of time
(e.g., Samantha receives speech therapy for 20 minutes, two times per
week). If that were the only time that IEP or other individualized goals
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were addressed, it is unlikely that the dosage (40 minutes per week)
would be sufficient to result in expected levels or rates of progress.
One way to address this is for all team members to collaborate in
developing plans for early childhood staff to employ specialized
teaching strategies and to embed practice on IEP and other goals
throughout daily activities and routines between itinerant visits
(Childress, 2004; Dinnebeil et al., 2006; Lieber et al., 2002; McWilliam,
2005). This is consistent with the practice of embedding multiple
opportunities to practice skills during meaningful and functional
activities and routines throughout the day.

Collaboration in preschool programs should be reciprocal. Each
member of the team, including family members, contributes to the
development of child goals, instructional strategies, and evaluation
of progress in meeting goals. Collaboration helps team members focus
on the “whole child” and the use of skills within functional activities
in the classroom setting rather than focusing only on their narrow area
of expertise (e.g., motor skills, communication skills). Team members
may share information, jointly plan lessons and adaptations for indi-
vidual children, teach each other specific strategies, provide coaching
and mentoring, and examine progress monitoring and assessment out-
comes, engage in problem solving, and make decisions about goals
and strategies (Chandler & Maude, 2009).

Collaboration is not always easy to do. The ability to function as an
effective member on various teams is an essential skill for early child-
hood staff members. Team members must develop trusting relation-
ships so they (1) are willing to share information with others about
their area of expertise and teach others to implement specific strategies,
(2) are flexible in adopting new roles and using new strategies, and (3)
are able to give and receive feedback from one another. Collaboration
also takes time, and as mentioned above, administrators must assure
that teams have time to engage in team building and collaborative
planning.

Collaboration with Families

The importance of collaborating with families and the development of
positive relationships with families is supported by federal law
(IDEA) and DEC and NAEYC. DEC promotes the use of a family-
centered approach that recognizes that families are the constant in a
child’s life and that families and homes are the primary nurturing con-
texts for learning and development (Trivette & Dunst, 2005). Program
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staff should interact with families in ways that are respectful and
responsive to cultural and linguistic diversity, socioeconomic and edu-
cation backgrounds, and family beliefs, values, and priorities for their
child and family.

Families and service providers should develop partnerships in
which they work together to determine and achieve child and family
goals. Families are important members of their child’s team. They
can provide valuable information about their child’s strengths and
needs, the family’s priorities, and strategies that have been effective
at home and in the community (Chandler & Dahlquist, 2009). In light
of this, IDEA requires teams to consider parent concerns for their child
when determining IEP goals, and it supports the parent’s right to par-
ticipate in making decisions about their child’s program (Stowe &
Turnbull, 2001). Families also have many opportunities to extend prac-
tice on goals from the preschool setting to home and community set-
tings. This is supported by both IDEA and the DEC RPs. IDEA
stipulates that families can request training to assist them in address-
ing their child’s IEP goals, and the DEC RPs indicate that program
staff should provide families with resources and supports that enable
them to promote their child’s development (Trivette & Dunst, 2005).
The practice of embedding applies to teaching and providing practice
on skills within home and community settings as well as classroom
settings. Families and other team members can examine the activities
and routines in which the family participates and embed practice on
goals within those natural learning opportunities.

Family experiences with inclusion are more positive when (1) they are
included as important members of the team and participate in making
decisions about their child’s program, (2) they receive information that is
understandable (i.e., without jargon) and that helps them make informed
decisions, (3) they feel that their child receives services that meet his or her
needs, (4) they have options for participation versus expectations
imposed by program staff, and (5) there is honest and ongoing communi-
cation between families and other team members (Beckman, Hanson, &
Horn, 2002; Erwin, Soodak, Winton, & Turnbull, 2001).

Inclusion at the preschool level is successful to the extent that teach-
ers and other practitioners, caregivers, and families are supported and
have access to appropriate resources (Dinnebeil et al., 2006). When
these supports are in effect, they lead to effective inclusive preschool
programs. When they are not in effect, they may serve as barriers to
providing access and promoting meaningful participation within
inclusive programs (Chandler & Maude, 2009).
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SUMMARY

Although inclusion is not available or provided for every preschooler
with disabilities in the United States, the option to participate in inclu-
sive programs to the extent that it is beneficial for the child and family
is supported by federal and state laws and the DEC and NAEYC profes-
sional organizations. Research has documented that children with dis-
abilities can and do benefit from participation in inclusive settings, as
do children who are typically developing and children at risk (NPDCI,
2007; Odom, 2002). The outcomes for children with disabilities in early
academic and developmental areas generally are equal to or exceed
those obtained in self-contained settings, and some children make
greater gains in communication, play, and social-emotional skills and
appropriate behavior (Guralnick, 2001; Hollingsworth et al., 2009;
Odom et al., 2002). As stated earlier, positive outcomes for children
who participate in inclusive programs are not guaranteed. Optimal out-
comes are most often associated with high-quality programs that pro-
vide systems-level supports to develop and sustain inclusion efforts
and in which service providers actively plan for inclusion and employ
the types of strategies and recommended and evidence-based practices
that promote access and participation for children and families.
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Chapter 3

Services for Children with Special
Needs in Head Start
and Early Head Start

Amanda C. Quesenberry and Patricia Morris Clark

“AND HOW ARE THE CHILDREN?”

treats its children. This is epitomized through a traditional

Masai greeting acknowledging the high value that the semino-
madic African tribe places on their children. Because the Masai under-
stand the well-being of their society depends upon the health of their
children, even the fiercest warriors without children ask the question,
“And How Are the Children?” The traditional answer is, “All the chil-
dren are well” (O’Neill, 1991). The future of every great society
depends on fostering the safety, health, and welfare of its children.

Although the United States is arguably the most powerful nation in
the world, do we prioritize the needs of our youngest to ensure their
health, safety, education, and overall well-being? Some would argue
that attempting to meet the needs of our children is too expensive
and is the responsibility of parents, not those of society. Ultimately
though, who pays the cost when we as a society do not invest in the
needs of our young children?

Research has shown that over time, investments in early care and
education programs, especially those that target the needs of children
with multiple risk factors such as special needs, families from low-
income settings, households with one parent, etc. do, indeed, pay off
(Lynch, 2005). Long-term studies of early childhood education pro-
grams like the Chicago Child-Parent Center Project, the Perry Preschool
Project, and the Prenatal /Early Infancy Project show that everyone
benefits when we invest in early childhood programs. Specifically, these

T he hallmark of a strong and stable society can be seen in how it
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studies found that when children participate in high-quality early
childhood programs, they have greater academic success in school,
are less likely to need special education services, have lower rates of
dropout, are more likely to graduate from high school, obtain postsec-
ondary education, become employed, make higher wages, and take
part in less criminal acts (Karoly et al., 1998; Lynch, 2005; Masse &
Barnett, 2002; Reynolds, Temple, Robertson, & Mann, 2002). In fact, the
calculated benefit-cost analysis for each child participating in the Perry
Preschool Project alone has been estimated at 17.01 to 1 (Schweinhart,
2004). That means that for every dollar spent on a child in that program,
there was a return of over $17.00 in benefits to society. Given the over-
whelming evidence that high-quality early childhood experiences for
young children at risk are sound investments, it is hard to believe that
we are still struggling to find adequate funding for programs such as
Head Start, an early childhood program that serves nearly one million
children living in poverty every year.

Head Start, the nation’s only large-scale, comprehensive preschool
program, has proven to be worth the investment over the past four
decades. Services provided in Head Start are much more than those
in a regular preschool program, including educational, medical, den-
tal, nutritional, mental health, and family support to children and fam-
ilies living at or below poverty level and children with special needs.
The main goal of Head Start has always been to lessen the effects of
poverty on children and families who are at risk of delays (Zigler &
Muenchow, 1992). Since the project was launched in 1965, over 25 mil-
lion children have benefited from Head Start’s comprehensive services
(Administration of Children and Families [ACF], 2008a).

In the landmark book, From Neurons to Neighborhoods, Shonkoff and
Phillips (2000) suggest that the first months and years of a child’s life
are critical to their later development. Environmental influences greatly
impact brain development, especially in the first three years of life.
They also explain that a child’s health, development, and overall
well-being are closely linked to the well-being of their parents. When
children and families are living under stressful and perhaps dangerous
conditions, this impacts the well-being of parents and children. Despite
efforts to curb poverty and negative environmental influences, young
children remain the poorest members of society in America, with
25.8 percent living in poverty (Children’s Defense Fund, 2008).
Research has shown that growing up in poverty significantly increases
the odds that children will be exposed to environments and other
circumstances that could negatively impact their overall well-being
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and later outcomes and school success (Brooks-Gunn & Duncan, 1997;
Shonkoff & Phillips, 2000). In From Neurons to Neighborhoods, Shonkoff
and Phillips call us to action by stating that:

Striking disparities in what children know and can do are evident
well before they enter kindergarten. These differences are
strongly associated with social and economic circumstances and
are predictive of subsequent academic performance. Redressing
these disparities is critical, whose goals demand that children be
prepared to begin school, achieve academic success, and ulti-
mately sustain economic independence and engage construc-
tively with others as adult citizens. (p. 5)

Fortunately, we know that there are programs that are successful in
intervening to make a difference in the lives of children and families
who face multiple risk factors. The most successful programs, how-
ever, are comprehensive and expensive (Shonkoff & Phillips, 2002).
Early childhood research has markedly increased over the past
40 years, especially in the areas of school readiness and quality early
childhood programs. Long-term follow-up studies from other com-
pensatory programs, including the HighScope Perry Preschool Project,
Chicago Parent-Child Centers, and the Abecedarian Project, have pro-
vided documentation for the importance of high-quality early experi-
ences in homes and classrooms. All three model programs involved
children from low-income households who were primarily or entirely
African American. They all had a parent education component and
involved highly trained staff (Barnett, 2007). In an analysis of 10 major
studies of preschool, Wat (2007) found that high-quality preschool sets
the course for a lifetime of positive outcomes for children as well as
families and entire communities. He also discovered that the teachers
in these studies had bachelor’s degrees or above and training in early
childhood education, human development, or a related field.
According to a study conducted in 2003 by the National Institute for
Early Education Research (NIEER), children attending high-quality
preschools scored at least 31 percent higher in vocabulary assessments
than their peers who did not attend preschool. Researchers have found
that vocabulary scores have a high correlation with cognitive abilities
and later success in reading (Barnett, Lamy, & Jung, 2005). Other stud-
ies have shown a higher graduation rate, by as much as 29 percent,
for students who participated in high-quality preschool programs.
Gilliam and Zigler (2004) found a 44 percent reduction in grade
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retentions and vast improvements in standardized test scores in read-
ing and math for children attending high-quality preschool programs.

Head Start is the oldest federal preschool and is the last remaining
project from President Johnson’s War on Poverty launched in the
mid-1960s. One reason for the program’s success is its concentration
on the family and individual needs of the parents. Besides assisting
parents to go back to school, get a job, or learn new skills, Head Start
has encouraged families to participate fully in their child’s educational
program (Zigler & Muenchow, 1992). Parents are encouraged not only
to volunteer in their children’s classrooms, but also to assist in operat-
ing the program (Reight-Parker, 2007).

In addition to parental involvement as a critical component of Head
Start, community involvement and collaboration are also critical to the
success of the Head Start model. One of the programs’ greatest
strengths and weaknesses lie in the flexibility in guidelines that allow
each individual program to develop program delivery options and
educational strategies based on the needs of the community (Zigler &
Muenchow, 1992). The strength resides in the local program’s ability
to evolve over time, often changing the programmatic options avail-
able to meet the changing needs of the children and families in a
service area. On the other hand, local flexibility can be perceived as a
weakness because some feel that there is a lack of oversight at the state
level.

Head Start began as an eight-week summer program for 3- to 5-year-
olds who were primarily served in public school buildings and were
typically operated by community action agencies or other local commu-
nity organizations (Zigler & Muenchow, 1992). As more programs con-
verted to the nine-month and half-day option, the need for space
outside of public schools and more comprehensive curricula increased.
Throughout the years, Head Start programs have continued to evolve
to meet the needs of the children and families that they serve. Recently,
additional funding and other considerations have been at the forefront
as programs meet the needs of working parents and convert from
part-day, part-year to full-day, full-year options. To be clear, major
programmatic modifications cannot be made without approval; if a
program decides it would like to modify their service delivery model,
they must prove that the change would fulfill a substantial need in their
community. Other branches of Head Start, including Early Head Start,
Migrant and Seasonal, and American Indian Alaskan Native programs,
also must follow these guidelines when making programmatic revi-
sions. Of utmost importance is ensuring that the programmatic options
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that are available are meeting the needs of those within the community
or service area.

This chapter will provide information related to services provided
to children with special needs in Head Start and Early Head Start.
The first portion of the chapter provides a historical view of Head Start
and services for children with special needs from the 1960s through
the present. The next section describes services provided for children
with special needs in Head Start and Early Head Start. The following
section will review research that has been done in Head Start and
Early Head Start programs. Finally, the chapter ends with a discussion
of future directions for Head Start and the field.

HISTORICAL PERSPECTIVES

The War on Poverty

The modern roots of early childhood intervention were born in the
1960s in an era of optimism, creativity, and broad public support for
social services (Meisels & Shonkoff, 2000). Three important social
issues coalesced under two presidents that would lay the foundation
for early childhood education and intervention for the next 40 years.
The three issues included: President John Kennedy’s desire to prevent
mental retardation, President Lyndon Johnson’s quest to wipe out
poverty, and a movement in the country to promote civil rights
(Meisels & Shonkoff, 2000).

Given Kennedy’s personal family history with mental retardation,
this was an issue close to his heart. In 1961, Kennedy formed a commis-
sion to study issues surrounding mental retardation, including preven-
tion and research, and in 1963, P.L. 88-156 was passed to provide
funding through Title V of the Social Security Act for special projects
for children with mental retardation. As a former teacher in a one-
room schoolhouse in rural Texas, President Lyndon Johnson saw first-
hand the effects of poverty and illness on children’s learning. President
Johnson shared views with the director of the Office of Economic
Opportunity, Sargent Shriver. In 1964, the Economic Opportunity Act
(EOA) of 1964 was passed by Congress and a year later, Head Start
was born.

Project Head Start emerged in an era when many Americans
believed poverty could be eliminated or, at least, the effects could be
mediated with education (Meisels & Shonkoff, 2000). As a part of the



82 Early Childhood Intervention

War on Poverty, President Johnson convened a panel of 14 early child-
hood and medical experts to create a comprehensive early childhood
program, later to be known as Project Head Start, to combat impover-
ishment and the ensuing problems associated with it. It was thought
that the circle of generational poverty contributed to mental retarda-
tion, and that by intervening with education and environmental
changes, the cycle could be broken (Zigler & Valentine, 1979). The
panel knew that children from low-income households can face
immense barriers to success in school and later in life. All of these fac-
tors can put children behind before they can even begin school (Lybolt,
Armstrong, Techmanski, & Gottfred, 2007). As one of the first compen-
satory programs in the 1960s, Head Start played a leading role in early
childhood special education from the beginning without using the
term “special education” (Garguilo & Kilgo, 2000). The compensatory
education programs were created to offset the debilitating forces of
poverty and “cultural deprivation” (Gearhart, Mullen, & Gearhart,
1993).

In its inception in 1965, Project Head Start was an eight-week
summer pilot program directed toward the nation’s poorest pre-
schoolers. That summer, it served approximately 550,000 4- and 5-
year-olds throughout the country (Garguilo & Kilgo, 2000). Teachers
and other leaders quickly saw that eight weeks in the summer was
not enough time to provide the “head start” they were hoping the chil-
dren would get before entering kindergarten. Therefore, despite ques-
tions about whether or not there was enough funding or support to do
so, Head Start changed to a nine-month program in most areas.

Head Start was designed to be a multifaceted program, offering
children education, two meals a day, and psychological, social, medi-
cal, and dental care. Parents were encouraged to volunteer, create
goals, learn about their children’s development and nutrition, and
continue their education or obtain a job. Families were referred to
social services and resources as needed (Zigler & Muenchow, 1992).
Although one of the founding principles for Head Start was to prevent
mental retardation and raise IQ scores, in the early days of Head Start,
no special efforts were made to serve children with special needs.

Throughout the remainder of the 1960s, Head Start rode a roller
coaster of waxing and waning support. Two controversial and unique
facets of Project Head Start were funding and administration. Unlike
many other federal programs, Head Start was designed to be overseen
by organizations in a community, many times a community action
agency. By doing this, money was given directly to the local groups



Services for Children with Special Needs in Head Start 83

who were running the programs, bypassing the usual route through
state government. Head Start administration also included parents
and community members rather than state and local government or
educational officials. Therefore, much of the power and funding in
Head Start was given to minority groups. The Head Start funding and
administrative structure remains controversial to this day (Zigler &
Styfco, 2004).

Federal Support for Children with Special Needs

Although serving children with special needs was not a part of the
original Head Start program design, President Johnson nevertheless
encouraged Head Start programs to begin serving children with spe-
cial needs. Then, in 1968, P.L. 90-538, the Handicapped Children’s
Early Education Assistance Act, was passed. This act provided fund-
ing for university education programs as well as early education
experimental programs serving children with disabilities from birth
through age 5 (Garguilo & Kilgo, 2000). Pilot and demonstration proj-
ects soon began to appear across the nation, which, in turn, produced
home visitors to work with young children with special needs (Meisels
& Shonkoff, 2000). Many Head Start sites offered training programs in
home visiting, parent support, and quality early childhood education
for children in underprivileged areas (Martin, 1989). These programs
helped to meet the increasing demands for teachers who specialized
in early childhood special education.

Then in 1972, P.L. 92-424, the Economic Opportunity Amendments
(EOA), were passed, requiring all Head Start programs to serve chil-
dren with identified special needs. This law laid the groundwork for
other laws providing services to students with special needs (Zigler &
Muenchow, 1992). Around the same time, Head Start began providing
home visits to children in rural areas and in areas without public trans-
portation through a program called Home Start (Garguilo & Kilgo,
2005). Similar to Head Start, this program focused on providing com-
prehensive services for families from low-income backgrounds and
preschool children in the home setting.

The educational system in the United States would be forever
changed with the passage of P.L. 94-142, the Education for All Handi-
capped Children Act, in 1975. This law required states to provide a
free and appropriate public education (FAPE) for students over 6 years
of age (Wright & Wright, 2003). Although states were not required to
serve children under the age of 6, financial incentives were given to
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states to serve children from ages 3 to 5. At that time, little support was
given to research or provide services for children under the age of 3.

Surviving Through Slashing of Social Service

The 1980s were dark years for federally funded children’s programs.
President Reagan campaigned on and carried through with promises
to reduce the number of social services paid by the federal
government. Basically, he believed that the state and local govern-
ments, rather than the federal government, should be providing direct
services to citizens (Ginsberg & Miller-Cribbs, 2005). As a result,
federal funding for many social service programs were cut drastically,
or the programs were totally dismantled. Somehow, despite massive
cuts to other federal programs, Head Start found its way into the
Reagan administration’s “safety net” of programs that continued to
receive federal funds throughout his time in office.

In 1986, the Education for All Handicapped Children Act was
amended to include more comprehensive and coordinated effort at
the state level for children under the age of 3 and their families.
Although this statute was not fully implemented until the early
1990s, it did provide further incentives to states to serve children ages
3 through 5 and established a foundation for services to be provided to
children under the age of 3. Some argue that many of the provisions in
P.L. 99-457 resulted from Head Start’s success in serving young chil-
dren with special needs (Zigler & Muenchow, 1992).

Public Support versus Individual Responsibility

The 1990s were the “glory days” for Head Start and early intervention.
In 1990, when President George H. W. Bush entered office, he pledged
full funding for Head Start, and soon after, the program received a
budget increase of $2.4 billion. Throughout the decade, Head Start
enjoyed bipartisan support. By 2000, funding levels had more than
doubled, and the program was serving almost twice as many children.
Part of the growth in funding and numbers came from the creation of
Early Head Start.

Since the early days of Head Start in the 1960s, there were conversa-
tions about Head Start serving children under the age of 3. In the 1970s,
Migrant Head Start programs began serving children under age 3, but
the concept did not come to fruition until the 1990s (Lombardi & Bogle,
2004). On May 18, 1994, the Head Start Reauthorization Bill was signed,
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which included a “set-aside of Head Start funds to provide family-
centered services for low-income families with very young children
and for pregnant women” (Lombardi & Bogle, 2004, p. xiv). Over the
summer of 1994, an Advisory Committee met a number of times to care-
fully plan the development and implementation of what became known
as Early Head Start. Early Head Start espoused all of the founding prin-
ciples of Head Start with a special focus on family involvement. In 1995,
68 Early Head Start programs were funded, with an appropriation of
$106 million. Additional programs continued to be funded through the
mid-2000s, with 741 programs in existence as of 2009.

The 1990s also brought welfare reform. In 1996, the Personal
Responsibility and Work Opportunity Act was passed, which dramati-
cally changed our nation’s welfare system. This act eliminated the
entitlement of federal aid to impoverished children and families, con-
verting the system to a welfare-to-work format. Aid to Families with
Dependent Children (AFDC) was changed to Temporary Assistance
to Needy Families (TANF), offering a time-limited assistance to fami-
lies for two years as parents found training and work.

Although this was meant to act as an incentive to some, it served as
a hardship to parents with children with disabilities who were unable
to find and pay for care for their children, especially after benefits ran
out. Those who were impacted most were parents who had special
needs themselves and their children who often had or were at risk
for developmental delays. Children with disabilities and children at
risk developmentally were affected the most as well as parents who
had disabilities. Ohlson (1998) explained that the new system imposed
harsh sanctions on families from low socioeconomic status who were
already stressed by their situations. Besides reductions in funding for
Social Security, Income Insurance, and redefined eligibility for Medic-
aid, funding was eliminated covering child care for parents participat-
ing in welfare-to-work or for those who were transitioning from
welfare to school programs or to employment. Welfare reform also
meant that thousands of parents who had been staying at home with
their children were now required to go to work or school. For many
families, child care became a patchwork of options that did not always
include high-quality programs.

Even though some families were struggling to find high-quality
child care options, early intervention received a major boost with the
1997 reauthorization of the Individuals with Disabilities Education
Act (IDEA). For the first time ever, states were required to develop
comprehensive and coordinated services for infants and toddlers with
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developmental delays. The act also mandated states to provide free
and appropriate services to children ages 3 to 5 in the least restrictive
environment. States were granted considerable freedom in program
design and implementation, which led to a myriad of service delivery
systems across the 50 states and territories.

Increased Accountability

We are nearing the end of another interesting decade in providing
services to children at risk. The new millennium began with massive
reforms to the American education system through the No Child Left
Behind Act of 2001. No Child Left Behind impacted every level of edu-
cation, including early childhood. In April 2002, President George W.
Bush formally announced his plans regarding the early childhood pro-
grams in No Child Left Behind in a program called Good Start, Grow
Smart (GSGS). GSGS outlines three major goals for early childhood
programs: (1) strengthening Head Start, (2) partnering with states to
improve early childhood education, and (3) providing information to
teachers, caregivers, and parents (Department of Health and Human
Services [DHHS] & Department of Education [DOE], 2006). As a result
of GSGS, states were required to develop early learning standards for
educating young children in the areas of language, literacy, and math-
ematics (National Association for the Education of Young Children
[NAEYC], 2009). These standards were intended to provide a frame-
work of indicators by which programs could judge the quality of the
curriculum in their program, with the ultimate goal of implementing
evidence-based practices to narrow achievement gaps often found
among young preschool children (DHHS & DOE, 2006).

A significant focus of GSGS was to “strengthen Head Start.” In the
spring of 2003, the Head Start Act came up for reauthorization by
Congress. For the next four years, Head Start programs stood in limbo
as the House and Senate debated details of the Head Start Act. Finally,
on December 12, 2007, President Bush signed P.L. 110-134, the Improv-
ing Head Start for School Readiness Act. This legislation ended the
long and bitter debate over where Head Start would reside and if pro-
grams would continue testing all Head Start children with the
National Reporting System. Head Start would remain a part of the
Department of Health and Human Services, not in the Department of
Education, and the act mandated that programs no longer administer
or use data from the National Reporting System. Although the Head
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Start Act of 2007 provides a number of new mandates for programs,
just 14 days after signing it into law, President Bush signed an appro-
priations bill that significantly cut funding for Head Start rather than
providing increases needed so programs could meet new require-
ments (Parrott, 2008).

Just as early care and education programs were feeling the major
crunch of the economic downturn, in February 2009, President Obama
signed P.L. 111-5 into law, the American Recovery and Reinvestment
Act (ARRA). This bill included in the ARRA was a funding increase
of $2.1 billion for Head Start, $1.1 billion of which is for Early Head
Start expansion and $1 billion of which is to be allocated in accordance
with the Head Start Act. In addition, as part of the FY 2009 appropria-
tions process, Congress provided a $234.8 million funding increase for
Head Start, of which up to 10 percent of awards was available for
training and technical assistance for Early Head Start grants (Office
of Head Start, 2009). In addition, over $2 billion was allotted to states
through the Child Care Development Block Grants (CCDBG) to pro-
vide funding to improve quality in child care programs (National
Association of Child Care Resource and Referral Agencies
[NACCRRA], 2009). Early childhood special education programs
gained nearly $1 billion, with Part B (Section 619) for preschool chil-
dren receiving $400 million and Part C for infants and toddlers in early
intervention receiving $500 million over two years (Samuels, 2009).

Many uncertainties lay ahead on the horizon for early childhood
programs. Although record funding increases were born with the eco-
nomic stimulus package, many states still face major budget chal-
lenges, which could cause cuts to early care and education programs.
Debates on the reauthorization of IDEA and No Child Left Behind
are sure to continue in the near future.

Advancements in the area of brain research with infants and young
children offer even greater knowledge about the critical importance of
early intervention for children with special needs or who are at risk,
and preschool education to children’s later cognitive, social, emo-
tional, and physical development (Bowman, Donovan, & Burns,
2001; Shonkoff & Phillips, 2000; Whitehurst & Lonigan, 2001). This
research, along with a rising number of children being cared for out-
side of the home, has placed early childhood education at the center
of public and policy deliberations. This is especially true in regard to
Head Start and public pre-K (Neuman, Copple, & Bredekamp, 2000;
Pianta, Cox, & Snow, 2007; Scott-Little, Kagan, & Frelow, 2006;
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Strickland & Riley-Ayers, 2007). As we discuss in the next section of
this chapter, Head Start has long been a leader in the field for provid-
ing services to young children with special needs and for children
who are at risk.

WHAT DO WE KNOW ABOUT SERVICES FOR CHILDREN WITH
SPECIAL NEEDS IN HEAD START AND EARLY HEAD START?

Overview

Head Start was the first large-scale program to actively recruit, enroll,
and serve young children with special needs (Zigler & Muenchow,
1992). Prior to 1972, most Head Start programs were not including chil-
dren with special needs because there were no mandates or supports to
do so. However, in 1972 with the passage of Public Law 92-424, the Eco-
nomic Opportunity Amendments, all Head Start programs were
required to reserve at least 10 percent of enrollment opportunities for
children with special needs (Meisels & Shonkoff, 2000). At that time in
our nation’s history, very few programs were serving children with spe-
cial needs in inclusive settings, and certainly none were including chil-
dren on such a large scale (Zigler & Muenchow, 1992). Suddenly, a
program that might be serving 379,000 children was now required to
recruit and enroll 37,900 children with diagnosed special needs (ACF,
2008a). Local programs undertook this challenge, and by 1977, 13 per-
cent of children enrolled in Head Start were children with diagnosed
special needs (Health, Education, & Welfare [HEW] Report, 1978).
Because serving children with special needs in inclusive settings,
such as Head Start classrooms, was a new concept, 14 Resource Access
Projects (RAPs) were funded in 1976 by Head Start and the Office of
Education’s Bureau of Education for the Handicapped to support local
programs in their efforts to serve young children with special needs
(Zigler & Muenchow, 1992). These RAP programs were housed in uni-
versities and colleges across the country to provide training and tech-
nical assistance to teachers in Head Start programs. The staff at the
RAP programs worked with professional organizations like the Divi-
sion for Early Childhood (DEC) of the Council for Exceptional Chil-
dren (CEC) to develop training manuals for Head Start teachers to
support children with special needs enrolled in the program and their
families (Meisels & Shonkoff, 2000; Zigler & Muenchow, 1992).
Although RAP programs no longer exist, programs still work closely
with regional training and technical assistance providers to ensure
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high-quality services are provided to children with special needs and
their families.

Over time, Head Start has continued to provide inclusive services
for young children with special needs. In 1995, Head Start expanded
to begin providing services for infants, toddlers, and pregnant women
through Early Head Start. Both Head Start and Early Head Start pro-
grams are also obligated to follow other federal laws of nondiscrimina-
tion, including the Americans with Disabilities Act (ADA) and the
Individuals with Disabilities Education Act (IDEA). The Head Start
Act (2007) requires that, beginning October 1, 2008, “not less than
10% of the total number of children actually enrolled by each Head
Start agency and each delegate agency will be children with disabil-
ities who are determined to be eligible for special education and
related services, or early intervention services ... by the state or local
agency providing services under section 619 or part C of the Individ-
uals with Disabilities Education Act [IDEA]” (p. 19).

All Head Start and Early Head Start programs are required to have
a written Disabilities Service Plan that outlines how services are pro-
vided for children with special needs and their families (ACEF, 1993).
The purpose of this plan is to ensure “that all components of Head
Start are appropriately involved in the integration of children with dis-
abilities and their parents and that resources are used efficiently”
(ACF, 1993, p. 257). Each Head Start and Early Head Start program
must have a disabilities coordinator to make sure that the plan is
updated annually and addresses all of the essential components of
the plan, including (1) community involvement, (2) recruitment and
enrollment of children with special needs, (3) the referral process,
(4) identification and evaluation of children with suspected special
needs, (5) planning and implementing services for children with spe-
cial needs, and (6) transition of children from Head Start or Early Head
Start into their next placement (OHS, 2008). Throughout the following
sections, each of these areas will be discussed in further detail, citing
examples of how Head Start and Early Head Start programs recruit,
enroll, and serve children with special needs.

Community Involvement and Interagency Agreements

Oftentimes, services for children with special needs in early childhood
programs can be disconnected and disorganized (Shonkoff & Phillips,
2000). For that reason, Head Start and Early Head Start programs are
required to collaborate with local schools and organizations to provide
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appropriate services for children with special needs. Head Start pro-
grams must develop written interagency agreements with local educa-
tion agencies (LEAs), and likewise, Early Head Start programs must
partner with programs that provide early intervention (EI) services.
LEAs and EI programs are ultimately responsible under IDEA to serve
children with special needs in a given service area; however, Head
Start and Early Head Start programs are required to partner with these
programs to ensure that quality, seamless services are provided to the
children enrolled in both programs in a timely manner.

Written interagency agreements between Head Start/Early Head Start
programs and LEA /EI programs must include, but are not limited to:

dates and times that are specific to (a) joint training of staff and
parents, (b) procedures for referral for evaluations, (c) planning
and implementation of Individualized Family Service Plans
(IFSP) for children ages birth to three and Individualized Educa-
tion Programs (IEP) for children three and over, (d) transition
planning, (e) sharing resources, (f) Head Start’s participation in
Child Find efforts, and any other items agreed to by both parties.
(OHS, 2008, p. 13)

Ultimately, the goal of all community partnerships in Head Start and
Early Head Start programs is to guarantee that all agencies in a com-
munity or service area are working together to provide the highest
level of comprehensive, developmentally and culturally appropriate
services possible for the children and families who reside in a given
area (ACF, 2008b).

Recruitment and Enrollment of Children with Special Needs

Because of the Head Start Act’s requirements regarding the percentage
of children with disabilities enrolled in Head Start and Early Head
Start, programs must continuously and actively recruit children with
special needs. Each program must have a recruitment plan that spells
out efforts to recruit and enroll children with special needs, including
children with significant special needs. When recruiting and enrolling
children with special needs, a Head Start program

must not deny placement on the basis of a disability or its
severity to any child when: (a) the parents wish to enroll the
child, (b) the child meets the Head Start age and income



Services for Children with Special Needs in Head Start 91

eligibility criteria, (c) Head Start is an appropriate placement
according to the child’s IEP, and (d) the program has space to
enroll more children, even though the program has made ten per-
cent of its enrollment opportunities available to children with
disabilities. (ACF, 1993, p. 275)

Screening, Referral, and Evaluation

One way to enroll children with special needs in the program is to
recruit children with identified special needs. However, because Head
Start and/or Early Head Start may be the first program-based care a
child receives, some children are identified with special needs after
they are enrolled in the program. Within the first 45 days of entry into
a Head Start or Early Head Start program, each child must take part in
a series of developmental screenings to detect any concerns that may
warrant further evaluations to determine if a child has a special need.
The written interagency agreement between each program and the
LEA or EI program should outline processes for timely evaluations
that meet mandates described in IDEA.

Planning and Implementing Services for Children
with Special Needs

Once a child is determined to have a special need, or if a child is
enrolled in the program with a diagnosed special need, it is the
responsibility of the Head Start or Early Head Start program to ensure
that each child is “included in the full range of services normally pro-
vided to all children and provisions for any modifications necessary to
meet special needs of the children with disabilities” are made (ACF,
1993, p. 259). A number of models for providing services to children
with special needs in Head Start and Early Head Start have been used
to ensure that comprehensive, individualized services are provided to
all children. Ideally, children with special needs who are enrolled in
Head Start or Early Head Start would receive specialized services,
such as occupational, physical, or speech therapy, during daily rou-
tines and activities. In some cases, a child may spend a part of their
day in the Head Start or Early Head Start program and another por-
tion in a different program that provides specialized services.

When including children with special needs, early childhood pro-
grams must take into consideration the individual needs of each child
and family as well as local, state, and national guidelines for
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developmentally and culturally appropriate practices. National organ-
izations such as the Division for Early Childhood (DEC) of the Council
for Exceptional Children (CEC) and the National Association for the
Education of Young Children (NAEYC) have guidelines for support-
ing children with special needs in inclusive settings. In 2009, DEC
and NAEYC released a joint statement, including the following defini-
tion of early childhood inclusion:

Early childhood inclusion embodies the values, policies, and
practices that support the right of every infant and young child
and his or her family, regardless of ability, to participate in a
broad range of activities and contexts as full members of families,
communities, and society. The desired results of inclusive experi-
ences for children with and without disabilities and their families
include a sense of belonging and membership, positive social
relationships and friendships, and development and learning to
reach their full potential. The defining features of inclusion that
can be used to identify high-quality early childhood programs
and services are access, participation, and supports. (Division
for Early Childhood [DEC]/NAEYC, 2009)

This definition reflects the importance of collaborative and coordi-
nated supports to promote inclusion in early childhood settings. A
key aspect of services for all children in Head Start, including those
with special needs, is individualized services. Individualization refers
to “tailoring an approach that best engages and supports each child’s
and family’s Head Start experience” (OHS, 2008, p. 29). When indi-
vidualizing for children with special needs, Head Start staff should
be part of the team that develops goals and objectives for each child’s
IEP or IFSP. In addition to setting goals, the team should work together
to determine strategies to meet these goals in the program and at home
and develop a system of ongoing assessment to track child progress
toward goals over time. See Chapter 10 for more information about
inclusive options for young children.

Including a child with special needs in a Head Start or Early Head
Start program requires collaboration among the program, the family,
and the LEA/EI and other agencies who may serve the child. Head
Start and Early Head Start staff must work in tandem with the LEA or
EI program to coordinate schedules and to ensure that each child
receives therapy or other needed services in the least restrictive envi-
ronment in a timely manner. Ongoing professional development and
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support is to be provided to teachers and teaching assistants to best
meet the needs of each child. Programs must also collaborate to deter-
mine how transportation will be provided between agencies. Within
Head Start and Early Head Start, staff members are required to modify
the curriculum, the environment, and materials as needed to best sup-
port and accommodate the optimal development of each child.

Supporting Families of Children with Special Needs

Head Start has always recognized the importance of family involve-
ment. When developing the Head Start program in the mid-1960s, Urie
Bronfenbrenner, a member of the National Advisory Council for the
National Institute of Child Health and Human Development during
that time, insisted that for any program for young children to be effec-
tive, it would have to involve the child’s family and community (Zigler
& Muenchow, 1992). Since then, family involvement has been one of the
hallmarks of the program. Today, family involvement is still a central
part of services to children in Head Start and Early Head Start, and is
especially crucial when including a child with special needs. Family
services, disabilities services, and other staff should receive profes-
sional development on communicating with families to help them
understand their child’s special needs and to be an advocate for them-
selves and for their child. Of course, the level of involvement and sup-
port will vary depending on the needs and wishes of each family.

Each Head Start program is required to complete a Family Partner-
ship Agreement to help them collaborate with families according to
their unique circumstances and desires (ACF, 2008b). As a part of the
Family Needs Assessment, family members are often asked to set
goals for themselves and for their child over the coming year. This
plan, along with the child’s IEP or IFSP, should be used to guide serv-
ices that are provided to the child and family.

Transition Planning for Children with Special Needs

Comprehensive planning is needed to support children with special
needs and their families as they transition into and out of Early Head
Start and/or Head Start programs. When a child is transitioning into
the Head Start program, the disability coordinator must ensure that
the child’s teacher /home visitor and other pertinent program staff
receive professional development on how to best meet the
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individualized needs of the child and family. There are also a number of
supports that can be provided to the parents of children with special
needs entering Head Start. Staff members should (1) provide materials
and information on how to best support the development of their child
athome, (2) describe the goals and objectives in their child’s IEP /IFSP if
unclear, (3) inform parents of their rights under IDEA, and (4) refer
parents to support groups if agreed upon with parents (OHS, 2008).
During the time a child is enrolled in Head Start or Early Head Start,
the goal is for parents to increase their own skills, knowledge, and con-
tidence so they are better able to access resources and advocate for their
child(ren).

Transition planning for children with special needs who will be exit-
ing the program requires collaboration among the Head Start program
staff, the parents, the other agencies providing services for the child
and family, and the receiving program. Support for children and fam-
ilies through the transition process should be individualized to meet
the needs and requests of each family. In some cases, exiting programs
will arrange to go on visits to new programs with parents while other
exiting programs take a more hands-off approach by sending packets
of information (with parental permission) to the child’s new program.
Most importantly, Head Start programs should provide resources,
materials, and opportunities for parents to better understand the
options that are available to them and their child and support them
through the process of moving from one program to another.

Summary

For over four decades, Head Start has been at the forefront of provid-
ing services to children with special needs. Although all Head Start
and Early Head Start programs must follow federal, state, and local
mandates, each program must develop a plan for providing services
based on the unique needs of the children and families who reside in
their communities. While a child is enrolled in a Head Start or Early
Head Start program, teachers and other program staff collaborate with
other agencies, supplying services to each child and family to ensure
that appropriate, individualized services are provided that support
the family’s wishes for their child as well as the goals and objectives
in the child’s IEP or IFSP. The ultimate goal is for the children to grow
and develop as a result of their time in the program and for parents to
better understand their rights and responsibilities as their child enters
school or other future educational opportunities.
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RESEARCH IN HEAD START AND EARLY HEAD START

As long as Head Start has existed, so too have questions about its effec-
tiveness. Indeed, over the years, Head Start has been referred to as the
nation’s largest educational experiment and as a national laboratory
(Zigler & Muenchow, 1992). From the very earliest days, research has
been carried out to determine the effectiveness of the program. Most
frequently, effectiveness has been determined by some measure of
child and/or family outcomes.

After the first cohort of children went through the eight-week
summer course in 1965, the Center for Urban Education conducted a
study on the children who attended Head Start in New York City
(Zigler & Muenchow, 1992). At first, the results seemed promising.
The children who had attended Head Start scored higher on measures
of school readiness than did a group of similar children who had not
attended Head Start. Unfortunately, after several months in the public
school, the two groups of children scored similarly on an achievement
test. This was the first of many studies of Head Start in which the
impact of time spent in Head Start appears to fade over time. In
1968-69, the first large-scale evaluation of Head Start was conducted
by the Westinghouse Corporation and Ohio University. Despite argu-
ments from many that it was too early to conduct a study of this mag-
nitude on such a new program, the study went forward. The study
found, as with the Center for Urban Education study, that regardless
of early gains, long-term effects were not detected by grade 3
(Cicerelli, Evans, & Schiller, 1969). This report sparked a debate that
continues today: Does the impact of Head Start fade over time, or are
the public schools failing our children?

Since the Westinghouse Report was released, thousands of studies
have been conducted in Head Start programs across the country by
individual researchers, university groups, and federally funded evalua-
tors. Head Start has undeniably become a national laboratory for edu-
cating young children. In recent years, several large-scale evaluations
of Head Start and Early Head Start have been conducted with federal
funds through the Office of Planning, Research and Evaluation (OPRE)
housed within the Administration of Children and Families (ACF). The
main goals of OPRE are spelled out in their mission statement:

OPRE is responsible for advising the Assistant Secretary for Chil-
dren and Families on increasing the effectiveness and efficiency
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of programs to improve the economic and social well-being of
children and families.

In collaboration with ACF program offices and others, OPRE is
responsible for performance management for ACF, conducts
research and policy analyses, and develops and oversees research
and evaluation projects to assess program performance and
inform policy and practice. The Office provides guidance, analy-
sis, technical assistance, and oversight to ACF programs on: stra-
tegic planning; performance measurement; research and
evaluation methods; statistical, policy, and program analysis; and
synthesis and dissemination of research and demonstration find-
ings. (Office of Planning, Research and Evaluation [OPRE], n.d.)

Two longitudinal studies have unearthed substantial data on the long-
term impacts of Head Start for children and families. These two stud-
ies are the Family and Child Experiences Study and the Head Start
Impact Study.

The Family and Child Experiences Study (FACES) gathers data
from a nationally representative sample of Head Start programs, class-
rooms, teachers, parents, and children using a large battery of mea-
sures to better understand the quality and impacts of Head Start
(ACF, 2006b). Measures used in FACES are gathered through class-
room observation, parental interview, direct child assessment, and
teacher-completed questionnaires. Data collection for FACES occurs
in waves as information is gathered from programs over time. The first
cohort of FACES began in 1997, the second in 2000, the third in 2003,
and the last cohort in 2006. Most recently, the summary report for the
2003 cohort was released, sharing findings related to the children, fam-
ilies, and classrooms in 63 Head Start programs across the country.

FACES 2003 findings indicate that children in Head Start enter the
program with below-average skills in mathematics and early literacy.
However, over the program year, children in the program make sig-
nificant gains in early mathematics, early writing, and in expansion
of vocabulary skills (ACEF, 2006b). Children also showed considerable
growth in letter recognition, recognizing an average of four letters at
the beginning of the year and 10 before leaving the program. Finally,
FACES findings also showed that most children in the cohort showed
gains in levels of social skills demonstrated throughout the program
year, especially in the area of cooperative classroom behavior.

The FACES 2003 report (ACFE, 2006b) showed that the average fam-
ily participating in the FACES 2003 study consisted of four members
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with a median household income of $13,200 per year. One-third of
Head Start children live with two parents who are married, and a sim-
ilar percentage of families speak languages other than English in the
home. Over 26 different languages are spoken by families of children
in Head Start. A majority of families taking part in the FACES study
(74%) indicated that they read to their child three or more times per
week. The study also found that children whose parents read to them
every day had higher vocabulary scores than did children whose
parents read to them less often. Further, findings reveal that parental
involvement in school is related to the improved child outcomes in a
number of academic and social indicators.

Regarding classroom quality, FACES 2003 findings indicated that
overall Head Start classroom quality is good, scoring an average of
4.8 on a 7-point scale on the Early Childhood Environmental Rating
Scale (ECERS). Ratings on the ECERS also showed that 80 percent of
teachers encouraged the development of positive interactions with
mutual respect between children and adults and that 70 percent of
teachers facilitated positive interactions among children and their
peers. Ratings also demonstrated that 75 percent of teachers had a
high level of integration of children with special needs in the class-
room as indicated in the Provisions for Children with Disabilities section
on the ECERS. Findings indicated that “In the spring of 2004, 19% of
Head Start children had a special need identified ... and that teachers
reported that children received a variety of services to meet their
needs” (ACF, 2006b).

Another longitudinal study of the impact of Head Start over time is
the National Head Start Impact Study. This congressionally mandated
study was conducted in 84 nationally representative Head Start agen-
cies with approximately 5,000 children, using parental interviews,
direct child assessments, classroom observational assessments, and
teacher ratings of children (ACEF, 2005). As applications were accepted
for these 3- and 4-year-olds, the children were randomly assigned
either to a group of children who would receive Head Start services,
or to a “non-Head Start” comparison group in which their parents
could enroll them in any community-based preschool other than Head
Start. Data collection began in 2002 and continued on through 2006,
when the children in the study entered the first grade. In addition, a
third-grade follow-up was conducted last year to track progress for
these students over time. The major goals of the Impact study were
“to determine on a national basis how Head Start affects the school
readiness of children participating in the program as compared to
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children not enrolled in Head Start and to determine under which con-
ditions Head Start works best and for which children” (ACEF, 2005,
para. 2).

A summary of findings after the first year of the Impact Study indi-
cate that both 3- and 4-year olds in the Head Start group showed mod-
erately significant positive impacts in several cognitive constructs,
including pre-reading, pre-writing, vocabulary, and parental reports
of their child’s literacy skills. When looking at parenting practices,
the study found that parents of the children in the 3-year-old group
had small statistically significant positive impacts on parenting skills,
including increased use of educational activities in the home and a
decreased use of physical discipline with their children (ACF, 2005).

Although it is a much younger program, a number of large-scale
longitudinal studies have also been conducted in Early Head Start.
Most notably, the congressionally mandated Early Head Start
Research and Evaluation Project (EHSREP) was launched in 1996,
one year after the first Early Head Start programs were funded. This
large-scale study included a thorough examination of the implementa-
tion of Early Head Start and the impact on child and family outcomes
in 17 nationally representative programs (ACF, 2006¢). In this study,
over 3,000 children were randomly assigned to either a group that
would receive Early Head Start services or a comparison group who
could participate in any program other than Early Head Start. A series
of measures, including direct child assessments, parent reports of
child development, parental observations, and parent interviews,
were assessed periodically over the time that children were in either
the Early Head Start program or comparison group.

Findings from this study demonstrated that children who partici-
pated in Early Head Start scored higher on cognitive, language, and
social emotional measures than children in the non-Early Head Start
comparison group. Regarding family outcomes, the strongest positive
impacts were found in African American families who enrolled
during pregnancy and had low-to-moderate demographic risks. Only
families at the highest level of demographic risks showed no positive
gains in parenting skills. In addition to overall results for children
and families participating in the ESHREP, several findings had specific
relevance to children with special needs. The study found that chil-
dren who participated in Early Head Start had fewer delays in lan-
guage and cognitive functions than children in the comparison
group. Also, children who were in Early Head Start were much more
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likely to receive Part C services for diagnosed developmental delays
(ACE, 2006¢).

As a part of the EHSREP, a follow-up study was conducted with the
children and families two years after participation. After leaving Early
Head Start, many children moved on to some form of preschool or a
prekindergarten program. Of the children who participated in the
Early Head Start program, 47 percent were enrolled in formal pre-
school programs at ages 3 and 4. This compared to 42 percent of chil-
dren in the comparison group. The follow-up data showed that many
of the positive impacts on child and family outcomes shown at the
end of Early Head Start were still present two years later. The main
areas of continued favorable impacts were in children’s social emo-
tional development and approaches to learning, parents’ daily reading
to their children, the overall home environment, and parent-child
teaching activities (ACF, 2006¢). African American parents whose chil-
dren were enrolled in Early Head Start continued to demonstrate the
most positive impacts from participating in the program. A fifth-
grade follow-up study is currently underway with these children and
families.

A number of other studies on the implementation and impact of
Early Head Start are also in progress. Baby FACES (Family and Child
Experiences Study), a longitudinal study with a cohort design, began
in 2007 and will continue through 2012 (ACF, n.d.). This study builds
on the findings from the EHSREP and uses a similar design as the
Head Start FACES study. Another study building on these findings is
the Survey of Early Head Start programs. This was the first of several
descriptive studies to be conducted on the state of Early Head Start
programs and how the program has changed over time to meet the
needs of children and families. Research questions for this study
included: (1) What are the characteristics of Early Head Start pro-
grams? (2) Who is served by Early Head Start programs? (3) What
services do Early Head Start programs provide? (4) How are Early
Head Start programs managed and staffed? (5) Do key program sub-
groups differ in their characteristics? If so, how? (ACF, 2006a,
Pp- Xix—xX).

From their beginnings, both Head Start and Early Head Start have
been examined closely to determine the impact the program has on
outcomes for children and families. Large-scale studies like FACES,
Baby FACES, the Head Start Impact Study, and the Early Head Start
Research and Evaluation Project provide vital information on how
Head Start and Early Head Start programs are continuously
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improving to meet the needs of the children and families in their pro-
grams. Over time, it will be critical to continue asking questions like
these and others to get the most accurate depiction of how these pro-
grams are meeting the needs of the nation’s neediest children and
families.

FUTURE DIRECTIONS

Standing on Shaky Ground

Attempting to predict future directions is an extremely formidable task
given the extremely uncertain times in which we are living. In an
address to the joint session of Congress on February 24, 2009, President
Barack Obama stated, “I know that for many Americans watching right
now, the state of our economy is a concern that rises above all others.
And rightly so ... The impact of this recession is real, and it is every-
where” (Obama, 2009). As a result of the economic crisis, many state
and local programs have been forced to slash budgets, which in turn
have impacted services provided to the most disadvantaged among
us. However, at the same time that many local and state budgets are
diminishing, federal money has been flowing out to programs by way
of the American Recovery and Reinvestment Act (ARRA).

President Obama signed P.L. 111-5 into law, the American Recovery
and Reinvestment Act (ARRA), on February 17, 2009. The ARRA
appropriated a total of $5.1 billion for the Administration for Children
and Families (ACF), apportioned among the Child Care and Develop-
ment Block Grant, Head Start, Early Head Start, and the Community
Services Block Grant. This funding offered the opportunity for Head
Start to collaborate with child care through cross training, implement-
ing wraparound services, and other activities to benefit both programs
by maximizing the dollars spent and helping families (OHS, 2009). Of
this total figure, $2.3 billion was allocated to the Child Care and Devel-
opment Block Grant to make up for shortfalls in state child care assis-
tance programs for low-income families.

After years of budget cuts, increased federal appropriations came as
welcome news for the Head Start community, especially in light of
deep state and local budget cuts. Increases in Head Start funding
through the ARRA appropriations provided opportunities to Head
Start programs to convert part-day enrollment slots to full-day pro-
grams, which better accommodate working parents. As a result of
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increases in funding in Head Start and Early Head Start, record num-
bers of grant applications were submitted to the Office of Head Start
in the summer of 2009 from organizations seeking money for newly
funded Early Head Start programs as well as program expansion
within current grantees.

Standing Firm on Our Promises to Young
Children and Families

As a field, we have come a long way ov