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' 
Upon completion of this chapter, the reader will 
* Know the rationale for early intervention services 

Understand the principles of early intervention 

* Be aware of the services provided 

T he commitment to provide early inter- 
vention services and suppons far infants 
and toddlers with estabIished develop 

mental disabilities and their families is now evi- 
dent in virtually every community in the United 
States. as well &, ma& other na& of the world 
(~ura in ick ,  200Sa). ~ o r n r n d i ~  programs are 
now well organized to provide earty interven- 
tion in the f i rm of comirehensive services and 
supports to enhance children's development, 
usuaIly provided in the context of federal early 
intervention 1egisIation (initially passed as the 
Edumtion of the Handicapped Act Amendments 
of 1986, PL 99-457) in which all states panici- 
pate. Services and supports available through 
this legislation include various therapies, family 
counseling and support, and special instruction, 
among many others. This array of services can 
be provided at home, atdinics, a t  child care pro- 
grams, or at specialized early intervention ;en- 
ters with numerous agencies and professiona1 
disciplines involved. As discussed shortly, h i s  
legislation defines the many srmctllral compo- 
nents and principles governing state-based early 
intervention systems for infants and toddlers 
with disabiIities. 

CARL 

Carl is a 6-month-old who was born at a gem- 
tional age of 26 weeks. After a difficult &month 
hospitalization in the neonatal intensive care unit, 
he was discharged home. Neurodevelopmental 
assessment just prior to discharge showed that he 
had cognitive function at a newborn level and 
markedly increased tone in his legs. Carl was con- 
sidered to have significant developmental delays 

and was referred to the local ear& intervention 
program. After a comprehensive, multidisciplinary 
assessment, he was found to be eligible for ser- 
vices, and a treatment plan (individualized fam- 
ily service plan, or IFSP) was developed. Because 
both of Carl's parents worked outside the home, a 
physical therapist and early ch~ldhood educator 
cane to Carl's child care center once a week to 
provide early intervention services. Carlf parents 
arranged their work schedules so that at least one 
of them could meet with the early intervention 
professional every other week a t  the child care 
center. Together, Carl's parents. educators, and 
child care workers have come up with creative ac- 
tivities that encourage Carl to develop his motor 
skills. As a result of these interactions. both par- 
ents are feeling increasingly comfortable in caring 
for Carl and in playing with him at home. 

DISABILITY-RELATED 
DEVELOPMENTAL SCIENCE 
Within a larger context of support for early 
childhood development in genem-dl, a comspon- 
ding science a5 disability-related knowledge has 
emerged. For exampIe, it was found t h a t  par- 
ents of children with developmental disabilities 
often experience difficulties in establishing de- 
velopmentaIly enhancing interactions with their 
children due to their chiIdren's frequent lack of 
emotional expressiveness, a general inability to 
initiate, and an uneven and, in certain instances, 
highly atypical developmental pattern (Splker, 
Boyce, & Boyce, 2002). Joint attention routines 
between parents and children, a critical activity 
for promoting many aspects of development, is 
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a good example of a process easily disrupted 
(Mundy & Stella, 2000). One consequence of 
this growing body of knowledge was to create a 
sense of urgency to apply this information and 
to encourage intervention approaches to center 
on families and to consider the value and rele- 
vance of a general dwelopmental framework. 
This was underscored by reIated research that 
documented that many families of children 
with an established disability experienced con- 
siderable stress and even disruption during the 
early childhood period (Orsmond, 2005). T h e  
prospects for families becoming isolated were 
real, making it even more difficult to optimize 
their chiIdren's development. This awareness 
occurred in parallel with philosophical move- 
ments in the disability community intended to 
maximize the integration and inclusion of indi- 
viduals with disabilities (Guralnick, 2001b). 

AN INVESTMENT ISU EFFECTIVENESS 

T h e  provision of early intervention programs 
also came to be seen as an "invesment" in the 
future. The exwectation was that a focus on the 
early years would achieve immediate and sus- 
tained child developmenwl benefits and that 
many of those benefits wouId be cost effective 
as well (Guralnick, 2004). This argument also 
helped establish a positive political climate for a 
national agenda for early intervention pro- 
m m s  for children with established disabiIities, 
i s  represented in the Education of the Handi- 
capped Act Amendments of 1986. In point of 
fact, a large body of scientific knowledge, often 
involving highly specific forms of intervention, 
existed suggesting that early intervention pro- 
grams had the potential to generate important 
benefits for young children at risk for disability 
as well as for those with established disabilities 
(Faman, 2000; Guralnick, 1997). ConsideraSTe 
research also w a s  conducted focusing on intel- 
lectual development involving children from 
heterogeneous etiologic groups, as evidence sug- 
gested that the intellectual development of these 
children declines in the absence of early inter- 
vention across the first few years of life (Gural- 
nick, 1998). Numerous studies have now re- 
vealed that this decline in development can be 
prevented or at least mitigated through the 
provision of comprehensive early intervention 
programs. For example, consistent evidence for 
children with Down syndrome from model 
early intervention programs in many countries 
demonstrated that a l thou~h these children still 

u 

manifested significant jntellectua1 and related 

disabilities, declines in intellectual develop- 
ment could be prevented (Guralnick, 200%). It 
should also be pointed out that despite these 
positive findings for children with disabilities, 
considerable individual and subgroup varjabil- 
iry in responsiveness to early intimention exists 
and consistent evidence for long-term effective- 
ness is lacking. Increasing evidence suggests, 
however, that the intensity of an early interven- 
tion program can substantially affect outcome 
effectiveness, sometimes dramatically increas- 
ing effect sizes for children and families partic- 
ipating in the most intensive programs (Hill, 
Brooks-Gunn, & Waldfogel, 2003). 

STRUCTURAL COMPONENTS OF 
THE EARLY INTERVENTION SYSTEM 

T h e  first early intervention (previously referred 
to as infnlrr kim~ilntion) programs focused on 
improving the function of children with jntel- 
lectual disability, cerebral palsy, and genetic 
conditions/syndromes such as Down syndrome 
(Denhoff, 198 1). Subsequently, these programs 
have evolved into including not only children 
with established disabiIjties bur also those at 
hi& risk for develo~rnental disabilities because 

V 

of other biologicaI conditions (e.g., prematurity, 
perjnatal asphyxia, certain congenital malfoma- 
tions, abnormal or arypical neuromuscular find- 
ings). Certain environmental risk factors, such 
as parental intellectual disability and psychiatric 
disorders, child malmeament, and drug expo- 
sure of infants and toddlers, have also been used 
to define populations a t  risk (lMeisels & Wasik, 
1990). 

The national amnda for an earlv interven- 
V 

tion system for infants and toddlers with estab- 
lished disabilities culminated with the passage of 
the Education of the Handicapped Act Amend- 
ments of 1986, with continuing refinements 
over time incorporated into the Individuals 
with Disabilities Education Act (IDEA), which 
was reauthorized in 2004 (IDEA 2004, PL 108- 
446). Part C of that Act makes the national 
agenda quite clear: "to develop and implement a 
statewide, comprehensive, coordinated, multi- 
disciplinary, interagency system that provides 
early intervention services for infants and tod- 
dlers with disabilities and their hrnilies" (5 63 1, 
161, [I]). Structural components of the system 
incIuded establishing eligibility criteria and a 
process to ensure that all children meeting those 
criteria in a state were indeed served. To maxi- 
mize participation in the program, a "Child 
Find" system and public awareness program 
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were included in the required stsuctui*al com- 
ponents designed to promote awareness of chil- 
dren's developmental problems by parents and 
professionals and to encourage early detection 
and identification. Once a referral was made, a 
timely multidisciplinary assessment component 
was required to evaluate the child's strength 
and weaknesses in major developmental do- 
mains. A corresponding component was an as- 
sessment of needs and priorities of the family, 
relevant to their child's development. These are 
further discussed next. 

identification and Referral 

Child Find efforts are most effective when m- 
ordinated with other early identification pro- 
grams such as Medicaid's Early and Periodic 
Screening, Diagnosis, and Treaiment (EPSDT) 
program. Primary care providers (e.g., phyi- 
cians, nurses, social workers) are in a key posi- 
tian to identify young children who are a t  risk 
for or who have developmental delays or disabil- 
ities (American Academy of Pediatrics [AAP], 
Committee on Children with Disabilities, 2001; 
Sand et al., 2005). 

Often the first step in the identif cation 
and referraI of infants a i d  toddlers who could 
benefit from earlw intervention services is de- 
velopmental screening. When this occurs in the 
coiltext of a well-child visit. it reinforces the 
concept that health and development are inter- 
related. An equally valid approach is to recognize 
parental concerns about a child's development 
as an effective method for earlv identif cation. 
Parental concern has, in fact. been shown to be 
as effective in identifying developmental delay 
as is professional opinion and/or standardized 
screening (Glascoe, 2000). Thus, an infant or 
toddler can be referred to the local early inter- 
vention program directly by anyone (including 
a relarive or h e n d l  who susnecrs that the child 
has a developmental deIav or disabili~.  

Developmental. screening is mandated in 
Part C of IDEA 2004. It shouId involve the fam- 
ily and other sources of information, using a 
process that is culturally sensitive. It should be 
reliable, valid, cost effective, and time efficient. 
I t  should be seen not onlv as a means of earlv 
identification but also as a service that belns the 
family understand the child's developAental 
progress. Several developmental screeningtests 
are commercialiy available. The fdlowing are 
some of the commonly used screening tools: 1) 
the Denver I1 (Frankenburg ec al., 1992), 2 )  the 
Ages 8r Stages Questionnaires@ (ASQ; Rricker 

& Squires, 19991, and 3) Parents' Evaluations of 
Developmental Status (PEDS; Glascoe, 1997). 

Assessment for 
Early interwention Services 
Assessment is the process used to identify a 
child's strengths and needs. It often begins when 
the family first calls the infant and toddler pro- 
grain for assistance and is the link co develop an 
effective treatment plan. Once a referral is made 
to the Iocal agency that coordinates earIy inter- 
vention services, assessment, eIigibility deter- 
mination, and the IFSP meeting must be com- 
pleted within 45 calendar days. After a family is 
referred, a senrice coordinator is assigned to 
help plan and coordinate all ofthe steps leading 
to the development of a service plan (provided 
that the child is found to be eligible for earIy in- 
tervention). 

Each assessment must be timely, compre- 
hensive, and multidisciplinary. Pertinent rec- 
ords relating to the child's mrrenc health status 
as well as medical history must be reviewed. The 
assessment should be comprehensive and in- 
clude the child's level of functioning in five de- 
velopment domains: physical (including vision/ 
hearing and gross and fine motor developmenr), 
cognition, communication, social-emotional, 
and adaptive. The multidisciplinary assessment 
team must include a family member and two 
prokssionals representing different djscipli- 
nary expertise (Bagnato & Neisworth, 1999). 
For example, the professionals might include an 
early childhood special educator and a speech- 
Ianguage pathologist or perhaps a motor thera- 
pist such as an occupational therapist o r  a phys- 
ical therapist. T h e  assessment must reflect the 
unique strengths and needs of the child. In ad- 
dition, family members provide information 
about their circumstances, priorities, and re- 
sources that may have an impact on their child. 

Development of an 
Individualized Family Service Plan 
Followir-lg these child and family assessments, 
an IFSP is developed by a multidisciplinary 
team including the parents, ensuring that the 
diverse services identified are coordinated as 
much as possible. In fact, the array of services 
available in Part C is quite extraordinary, in- 
~Iudingspeech, physical, and occupational ther- 
apies; psychological services; family training; 
counseling; home visits; medical services for di- 
agnostic or evaluation purposes; social work 
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services; and assistive technology devices and 
services. Also stipulated is that services identi- 
fied in che IFSP be provided in environments 
that are as natural as possible for the child and 
famiIy. Clearly, minimizing isolation and maxi- 
mizing inclusion is important. 

T h e  importance of the IFSP can be seen in 
the law's detailed requirements regarding the 
plan's contents. These requirements are as fol- 
lows (IDEA 2004; 5 636 [dl, [I-81): 

(1) a statement of the infant's or toddler's present 
levels of physical development, cognitive de- 
velopment, communiation development, so- 
cial o r  emotional development, and adaptive 
development, based on objeaive criteria; 

(2)a statement of the family's resonrces, priori- 
ties, and concerns relating to enhancing the 
deveiopment of the family's infant or toddler 
with a disability; 

(3) a statement of the major outcomes expecred to 
be achieved for the infant or toddler and the 
family, and the criteria, procedures, and time- 
lines used to determine the degree to which 
progress toward achieving the outcomes is 
being made and whether modifications or revi- 
sions of the outcomes or services are necessary; 

(4) a statement of specific early intervention ser- 
vices necessary to meet the unique needs of rhe 
infant or toddler and the family, including the 
frequency, intensity, and method of delivering 
services; 

(5) a statement of the natural environments in 
which early intervention services shall appro- 
priately be provided, inchding a justification 
of the extent, if any, to which the services will 
not be provided in a natural environment; 

(6) the projected dates for initiation of services 
and the anticipated duration of the services; 

(7) the identification of the service ooordinator 
from the professional most immediately rele- 
vant to the infant's or toddler's or family's 
needs (or who is  otherwise qualified to carry 
out all applicable responsibilities under this 
part) who wilI be responsible for the imple- 
mentation of the pIan and coordination with 
other agencies and persons; and 

(8) the steps to be taken to support the transition 
of the roddler with a disability to preschool or 
other appropriate services. 

States also are required to ensure that those 
providing the services are appropriately quali- 
fied and that a central directory is availabIe to 
help identify resources of  all kinds relevant to 
early intervention. Other structural cornpo- 
nents are administrative in nature, addressing 

interagency cooperation, reimbursement, and 
procedural safeguards, among others. %ken to- 
gether, Part C defines the critical. structural 
components for an early intervention system 
required of each state, components that should 
be found in each Iocal community as well. 

Provided Services 

The frequency and intensity of early interven- 
tion services continue to be controversial top- 
ics. Frequent hands-on intervention, similar to 
a medical rehabilitation model, is often ex- 
pected by families as well as by some early in- 
tervention providers. Yet, choosing services to 
assist young children and families to achieve 
specific outcomes is a complex process. It re- 
quires that meaningful outcomes be identified 
and that early intervention professionals pro- 
vide a n  array of consultative and direct services. 
This approach ofren departs from the tradi- 
tional frequency and inrensity model of '$0 
many times per week.'WeananingfuE outcomes 
should go beyond specific disciplinary goals 
(e.g., increasing the mean length of utterance, 
reducing limb spasticity) t a  effectively address 
the child's and family's functioning within the 
home and/or in a child care setting and during 
play or while the child is learning in any envi- 
ronment. 

Different services as well as service levels 
may be needed depending on the number of 
caregivers and the number of locations of care. 
O n  the one hand, a biweekIy visit with a parent 
and child w h o  spend the day together a t  home 
maybe sufficient co accomplish the desired out- 
come. On the other hand, a multiple caregiver 
situation often requires more frequent contacts 
to demonstrate strategies and allow for more 
collaboration with key aduIts. It should be 
noted that not a11 goals can Be worked on at the 
same time. A flexible model might emphasize 
sequential rather than simultaneous services; 
for example, once one goal is accomplished, a 
new one can be introduced. Each goal should 
have distinct services, frequency, intensity, and 
location identified prior to its implementation. 
Frequency and intensity of services are not as 
important  as what providers do with heir time 
in guiding the child and family. Shifting to a 
flexible, outcomes-guided model that is family 
directed increases the likelihood that the rec- 
ommendations for services will emerge from a 
thorough analysis of child and family priorities. 
This contrasts with the traditional medical 
model of providing a predetermined group of 
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services by specific disciplines that are driven by 
a particular disabiliry rather than by the specific 
goals of the family (Hanft & Feinberg, 1997). 

TRANSlTlON FROM 
EARLY INTERVE NTlON 
TO PRESCHOOL SERVICES 

Transition is a process that children and f m i -  
lies go through as they move from one program 
or setting to another. Families of young chil- 
dren with developmental delays and disabilities 
may need to move between home and hospital 
or from one community-based program to an- 
other. At about 3 years of age, the child will need 
to make the transition from early intervention 
to early childhood special education services, 
such as an inclusive preschool or child care pro- 
gram or to other appropriate services. Some 
children may be exiting the early intervention 
program. Careful planning and preparation for 
each transition can ensure that change occurs in 
a timely and effective manner. Transition plan- 
ning may also help to alleviate parental stress 
and may be an opportunity for famiIy growth as 
new skills are developed that can be applied to 
new settings. To ensure a seamless move from 
early intervention to preschool services, the 
IFSP must inchde a transition plan. 

STATUS OF EARLY 
INTERVENTION SERVICES 
It  has now been approximately 20 years since 
the establishment of a formal earIy intervention 
system in the United States. Judged by the usual 
standards, this program has been highly suc- 
cessful. All 50 states are participating in f art C, 
providing evidence that each of the required 
structural components is in place. Moreover, 
rhe number of children served continues to 
grow on an annual basis. Including those a t  risk, 
approximately 250,000 children received ser- 
vices in 2001 (U.S. Department of Education, 
2002). This constitutes approximately 2% of 
h e  U.S. population in this age group. An analy- 
sis utilizing a nationalIy representative sample 
IN = 3,338) from the National Early Interven- 
tion Longitudinal Study W I L S )  also sug- 
gested that Part C was achievingits intended ef- 
fects. Overall, approximately 62% of children 
became eligible because of a developmental 
delay, 22% as a result of a diagnosed medical 
condition, and 17% were enrolled due to bio- 
medical and/or environmenml risk factors (Smr- 
borough et al., 2004). It was also clear chat the 

early intervention system was reaching disad- 
vantaged groups, as 26% of families served re- 
ceived welfare payments around the time ofser- 
vices, and 32% were at or below the poverty 
level. Given the well-estahtished association be- 
tween disadvantaged status and disability (Park, 
Turnbull, & Turnbull, 2002), the abiliry of the 
system to enroll large numbers of these families 
is consistent wjth a national aattern. Previous 
research has also suggested that service utiliza- 
tion patterns are generally not consmined by 
sociodemographic factors (Kochanek & Buka, 
1998). Yet, it is reasonable to expect thar, con- 
servatively, 5% of children in this age group in 
the general population would experience a de- 
velopmental problem that could benefic from 
early intervention services. Wherher this dis- 
crepancy with the actual number of children re- 
ceivingservices (2%) is due to children receiving 
services outside of Part C, to parent decisions to 
delay services, or to difficulties in early detec- 
tion and identification awaits further studv. 

In many respects, the early intervention 
system has proven to be highly responsive. In 
the hWLS study, for example, the average time 
intervaIs (indicated within parentheses) for crit- 
ical points in the process were as follows: first 
concern about child's health or development 
(7.4 months), first diagnosis or identification 
(8.8 months), first looked for early intervention 
(I  1.9 months), first referred for early interven- 
tion (14.0 months), and age at which IFSP was 
developed (15.7 months) (Bailey, Hebbeler, 
Scarborough, et al., 2004). Moreover, most fam- 
ilies found an early intervention program easily, 
with 79% of children receiving an IFSP within 
10 weeks of referral (Bailey et a!., 2004). The 
NEILS data also revealed that families received 
numerous services offered in Part C. wjth more 
than rhree quarters receiving two to six differ- 
ent services and 10% receiving eight or more 
services (U.S. Deparment of Education, 2001). 
Of note, the vast majority (80%) utilized the 
service coordination component of Parr C. As 
might be expected, the most frequentIy utilized 
specific services were special instruction, speech 
and language therapy, and physical and accupa- 
tional therapy (Perry, Greer, Gold hammer, et 
a!., 2001). An interesting finding was that the 
array of family support services available was not 
usually provided to more than 20% of families. 
Despite t h ~ e  impressive senrice utilization rates, 
it is imnortant to note that the number of actual 
service hours turns out to be actually quite 
small. Although considerable variability can be 
found, the average intensity of services is ap- 
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proximately 7 hours per month (e.g., Feinberg 
& Beyer, 1998; Perry et al., 2001). 

From the perspective of parents, the ser- 
vices received have been consistently highly 
rated in terms of satisfaction (see Harbin, Mc- 
William, & Gallagher, 2000). The NEILS study 
addressed this issue in depth as well, finding that 
the overwhelming majority of families (approx- 
imately 80%) noted that their child received 
sufficient theraaies and other earlv intervention 
services, consiiered them to be h~dividualized 
with adequate parent input into the plan, indi- 
cated that the services were of high quality, and 
said that the professionals they interacted wirh 
were positively perceived (Bailey et al., 2004). 
Approximately 14% of families t h o u ~ h t  char ad- 
d&Ional needed services were not being pro- 
vided. 

Taken together, it is evident that a compre- 
hensive early intervention system composed of 
wel1-defined structural components can be 
found in states and communities in the United 
States, providing services and supports to in- 
creasing numbers of infants and toddlers with 
established disabilities and their families. There 
is, however, also a recognition that such corn- 
plex and evoIving systems can be substantidly 
improved to more effectively and efficiently 
meet the needs of children and families (Gural- 
nick, 2000a). T h e  next section discusses some 
directions for the future. This discussion is or- 
ganized by considering each of rhe 10 prin- 
ciples that represent the Developmental Systems 
Model of Early Intervention (GuraInjck, 2 OOSc), 
an approach that  integrates the developmental 
science of normative development, the develop- 
mental science of risk and disability, and inter- 
vention science (Guralnick, 2006). 

DIRECTtOWS FOR THE FUTURE: 
PRINCIPLES OF EARLY INTERVENTION 

1. A deueIopntmtnl fi.mmo7-k infirms nll 
cmpmmts of the earb mtmention systrng nnd m2- 
r m  m families. Based on research from the de- 
velopmental science ofnormative development, 
three family patterns of interaction have been 
shown to be critical for optimal child develop- 
ment: 1) parent-child transactions-including 
relationship patterns such as sensitivity, re- 
sponsivity, reciprocity, scaffolding, affective 
warmth, and nonintrusive interactions; 2) 
family-orchestrated chiId experiences-includ- 
ing providing developmentally appropriate toys 
and materials, identifying high-quality chiId 
care, establishing family routines and related 

activities involving all members, and arranging 
play dates; and 3) ensuring the chiId's health and 
safety-including proper nutrition, organizing 
the environment to protect the chiId from harm, 
and maintaining immunization schedules (see 
Guralnick. 1998). 

~ o r r & ~ o n d i n ~ l y ,  when a child with an es- 
tablished disability becomes part of a family, the 
developmental science of risk and disability has 
demonstrated how children's characteristics can 
perturb or exert stress on one or more of these 
three family patterns of interaction leading to 
nonoptimal child development. Stressors to 
these family patterns of interaction come in 
many forms but can be categorized into four do- 
mains. First. a child with a disabjlitv creates an 
extraordinary need for information. Details re- 
garding a child's diagnosis, prognosis, respond- 
ing to uneven or atypical developmental pat- 
terns, or emerging behavioral issues are among 
the seemingly never-ending series of issues that 
arise, especially over the first 3 years of the 
child's life (see Bailey & Powell, 2005; Gural- 
nick, 2 001 a). Second, interpersonal and family 
distress is often created by a child with an es- 
tablished disability (Orsrnond, 2005). Among 
other issues. families need to rethink their as& 
rations for heir child and standard family rdu- 
tines frequently must be modified, often sub- 
stantially. Social isolation can easily follow, 
including families feeling stigmatized by their 
child with a disability. 'Third, even with re- 
sources provided by Part C, a considerable re- 
source burden falls to families. In narticular. 
financial costs mount and respite care is always 
a concern (Shannon, Grinde, & Cox, 2003; 
Spiker, Hebbeler, & Mallik, 2005). Finally, op- 
timal family patterns of interaction are fre- 
quently stressed by parents'self-doubts wirh re- 
spect to their ability to properly parent their 
child. Moreover, all of these stressors can easilv 
be exacerbated by families who are stressed b; 
poverty, mental health problems, a lack of social 
support from spouse or other family members, 
or the absence of helpful social networks, among 
others (GuraInick, 1998). 

It is annacent that for earlv intervention 
L I 

programs to be consisrent with this develop- 
m e n d  framework it requires that programs 
center on families, seeking to strengthen them 
and heln them address the manv stkessors that 
may be adversely affecting family patterns of in- 
teraction. Yet, available evidence suggests that a 
developmental approach centering70n families 
has nor yet been well integrated into the early 
intervention system (e.g., Bruder, 2000; Harbin 
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e t  al., 2000). Even family-directed assessments, 
especiaIly guided by a developmental frame- 
work, are difficult to accomplish (McWiIliarn, 
Snyder, Harbin, ec aL, 2000), and many inter- 
vention efforts remain in the professional com- 
fort zone of being primarily child focused (e.g., 
McBride & Peterson, 1997). Clearly, encourag- 
ing she early intervention system to more fully 
understand and effectively implement this crit- 
ical principle remains a major task for the f eld. 

2. bategv-ation and ~ d f m t i o ~ a  at alj levels 
m lappamt. This inclrtdes intdiscipl inq dssrss- 
mmts, ~ ~ s s e s m e n t ~  for pmgrmm planning, devehp- 
ing nnd implmmting conzprebmive intovmtim 
plnns, find synm leuel integmtioion. Numerous 
problems regarding team processes factors 
and collaborative problem-solving difficulties, 
among others, have been identified and provide 
clear directions for improvement (Guralnick, 
2000b). From an impSe-menration perspective, 
the importance of service coordination was 
clearly recognized in Part C, and i t  was identi- 
fied as a s e ~ k t e  and reouired service in the law. 
However, for this to be most effective, simply 
coordinating independent services, with the 
potential for duplication and redundancy, may 
not be optimal. Rather, new approaches, such as 
collaborative consultation models (McWilliam, 
1996) that attempt to truly integrate services, 
will achieve outcomes that are more likely to 
be of Functional value for the child and family 
(Dunst, Trivette, Humphries, et al., 200E.; Hanft 
& Pilkington, 2000). 

Moreover, similar dificulties are azloarent . . 
at the systems level, where only limited leader- 
ship is being displayed by states and communi- 
ties to address these issues (Spjker, Hebbeler, 
Wagner, et  al., 2000). T h e  leadership issue is 
clearly urgent in view of the increasingly diverse 
and complex array of services and supports re- 
quired by children and families. Integrating and 
coordinating services from agencies not com- 
monly part of the early intervention system, 
such as those related to the mental heaIth of chil- 
dren and families, pose special challenges (Na- 
tional Research Council & Institute of Medi- 
cine, 2000). 

3. The inclusion and participation of ckildrm 
and fmilirs in typicd mmzmi~pmgr-am m d  fit- 
tivities is nraximizd For infants and toddlers, 
Parr C requires that children and families re- 
ceive services in "natural environments" to the 
extent possible. Although this has been a very 
difficult principle to implement due to barriers 

related to financing, finding the proper service 
setting, definitional issues, and parent prefer- 
ences, among others (see Bruder, 2 00 1 ; Rabb & 
Dunst. 5004). much has been accorn~lished. , , 

Focusing intervention an a c t i v i ~  routines in 
the horn; and plans to take advan& of natural 
learning activities in community environments 
have been important directions-for earlv inter- 
vention, prompted in part by the principle of in- 
clusion, and wiIl continue as a major future di- 
rection (see Bruder, 2001; Dunst, 2001). 

me in p h l  This principle is based &I the as- 
sumption that the sooner children and families 
receive intervention the better. Yet, the rela- 
tively low percentage of infants and toddlers 
served by Part C compared with expected prev- 
alence rates of children with disabilities, even 
correcting for Iater acquired or emerging dis- 
ability, suggests that earIy detection and iden- 
tification processes may be inadequate (see 
Gilliam, Meisels, & Mayes, 2005). Despite dra- 
matic imwrevemencs jn the reliabilirv and valid- 
ity of screening instruments for infants and the 
existence of expIicic guidance from critical pro- 
fessional groups such as pediatricians (AAP, 
Committee on Children with Disabilities. 2001). , . 
a comprehensive early detection and identifica- 
tion system is not yes in place. Hospiwl person- 
nel, primary care physicians, child care staff, 
and parents are all essential parmers. Important 
technical, cost, and coordination problems rt- 
main to be addressed. Problems are further 
compounded by the fact that states can and do 
establish different eligbility requirements for 
services. Nevertheless, models of communiry- 
based screening are emerging, birth defect reg- 
istry models can be effective (see Farel, Meyer, 
Hicken, et al., 2003), and the validity and relia- 
bility of instruments continues to increase, sug- 
gesting important h t u r e  directions (Gilliarn 
et al., 2005). 

5. Smeillance m d  monitoring me l j ltegrsl 
p a m  oftbe ryaenr. This principle is intended to 
maximize the possibility that a chiEd who I)  ex- 
hibits some develonrneneal concerns but does 
not meet state eligibility requirements for ser- 
vice, 2) does not meet criteria for standard diag- 
nostic categories, or 3) is at risk for a disability 
(e.g., has a sibling with an autism spectrum dis- 
order) will receive special attention by the sys- 
tem. Methods of developmental surveillance can 
be of value (Dworkin, 2000) but require sub- 
stantial, continuous, and knowledgeable panic- 
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ipation of a pediatrician or other health profes- 
sf onal. 

6. Ail prim of thc systm~ ore individ~tnIized. 
Even children sharing a simiIar etiology, such as 
Down syndrome, often vary substantially in 
their individual characteristics, developmental 
trajectories, and responsiveness to intervention 
(Spiker & Hopmann, 1997). T h e  IFSP process 
of part C is thk maior structural corn~oien t  of 
the system within which this pinciJe is seal- 
ized. Its success, howwer, hinges on the abiIjty 
of the system to comprehensively and accu- 
rately assess stressors that a n  affect optimal 
child development, a problem noted in the pre- 
vious section. Similarly, although Part C has 
been successful in obtaining resources for fam- 
ilies, the NEILS data suggest that the scope of 
these services and supports needs to be ex- 
panded (Spiker et  al., 2005). 

7. A shrrng mnlriatim md$edback system is 
midmt. Research on the effectiveness of early 
intervention indicates that a structured pro- 
gram with explicit goals and objectives and reg- 
ular feedback are essential to achieve positive 
outcomes (Shonkoff & Houser-Cram, 1987). 
Consequently, careful attention to ensure t h a t  
evaluation and feedback occur at every level and 
for every component of the system is vitaI. A 
multitiered evaluation system will likely be re- 
quired. Leaders in the field have suggested such 
an evaluation must encompass needs assess- 
ments, monitoring and accountability of ser- 
vices and supports, quality reviews and program 
clarifications, and evaluating specific outcomes 
(Wafield & Hauser-Cram, 2 005). 

8. It is recognized that t n l c  pmtnersbip.r with 
famiiies cannot omcr witboat smn'tiuiq to rrsltztr~i 
dz$m-nce.r nnd m u~demaizdiltg of thir dmdop- 
wrmtd implicntims. Valuable pidelines for ad- 
dressing these issues have been published (lynch 
& Hanson, 2004), and professionals' ability to 
display cultural competence is essential to Part 
C. Available evidence suggests, however, that 
more work needs to be carried out for this prin- 
ciple to be fully implemented. For example, 
data from the N E E S  analysis and related stud- 
ies on parent saltisfaction with early interven- 
tion services suggest that minority families are 
less Iikely to have positive experiences with the 
early intervention system (Bailey et  al., 2004; 
Bailey et al., 1999). 

9. R ~ r n z ~ e n d ~ t i o n s  to fnmiiies md prnctices 
should be evidcwcr based. The increase in scientific 
knowledge based on evidence from numerous 

sources has been able to identify best practices 
and weed out those practices that have little va- 
lidity. The early intervention field has been sub- 
ject to many claims of dramatic success, often 
demanding enormous resources from families 
and communities, tha t  have failed to be sup- 
ported by the evidence (Nickel, 1996; Starrett, 
1996). PartC notes that interventions should be 
based on peer-reviewed, scientifically based 
findings. Accomplishing this continues to re- 
main a major challenge for the early interven- 
tion field, as the research-to-practice gap is 
considerabIe ('National Research Council & Ln- 
stitute of Medicine, 2000; Rule et al., 1998). 
The recent publication of cijnical guidelines 
and best practice manuals based on careful re- 
views of the available scientific literature for 
screening, diagnosis, and intervention in the 
field of early intervention has been a weIcome 
addition (e.g., Filipek et  al., 2000; Sandall, 
McLean, & Smith, 2000; National Research 
Council, 2001). 

10. A rystm perspective is mlaintked, recog- 
nizing in~rtemiutiombips among afi compmmts~ A 
major issue for the future is to determine 
whether the ultimate aspiration of the early in- 
tervention svscem should be to retain its mainiv 
s~ecialized iocus on children with disabilities dr 
de embedded in a larger early chiIdhood system 
(Harbin et al., 2000). As Harbin (2005) pointed 
out, such a systems perspective is relevant to the 
many concerns associated with the various prin- 
ciples that have been previously discussed. The 
early intervention system must have the vision- 
ary leadership to be responsive to the changing 
needs of children and families and to develop 
strategies and organizational structures that ad- 
vance the field. 

SUMMARY 

Infants and toddlers with disabilities and their 
families now have access to a well-designed 
early intervention system with all important 
structural components effectively in place. In- 
creasing numbers of children and families con- 
tinue gaining access to the system, experiencing 
high levels of parental satisfaction while receiv- 
ing an extensive array of services and supports. 
Research on the effectiveness of early interven- 
tion has demonstrated the potential for achiev- 
ing important benefits for children and fami- 
lies. NevertheIess, the full implementation of 
the principles that guide early intervention 
within a developmental systems framework that 
maximize intervention effectiveness has not 
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been achieved. As noted, this circumstance is to 
be expected in complex, evolving systems. For- 
tunatelv. there now exists a better underswnd- 

I' 

ing of the meaning of those critical principles 
and a recognition of the interconnections 
among the principles, providing clear direc- 
tions to ensure that the svstern will continue to 
evolve to meet the needs of young vulnerable 
children and their families. 
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