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In both principle and practice, early intervention is now a well-established 
feature of service and support networks for children with documented 
developmental disabilities in the United States and around the world 
(Guralnick, 20051. In the United States. the systems nature of early inter- 
vention is firmly grounded in legislation, particularly the Education of the 
Handicapped Act Amendments of 1986 (P.L. 99-457). Over the years, the 
provisions of this act (now the Individuals with Disabilities Education Act 
IIDISAJ) have been modified and revised in an effort to further strengthen 
the early intervention system, for example, IDEA Amendments of 1991 
(P.L. 102- 1 19) and the reauthorization of IDEA (P. L. 105- 17; see Guralnick 
(1997b; Meisels & Shonkoff, 2000; Smith & McKenna, 1994, for histor- 
ical accounts of this Iegislation). Taken together, this legislation actu- 
ally created two components of an early intervention system: one focus- 
ing an infants and toddlers (birth-to-3 years of age; Part C of IDEA) and 
one addressing the needs of preschool children (3-to-5-year olds; Part B, 
section 6191. Although both components wiIl be discussed in this chapter, 
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I will emphasize the early intervention system focusing on infants and 
toddlers. 

Federal policy regarding the system serving infants and toddlers was 
quite clear, ". . .to develop and implement a statewide, comprehensive, co- 
ordinated, multidisciplinary, interagency system that provides early inter- 
vention services for infants and toddlers with disabilities and their families" 
(P. L. 105- 17, Section 63 1). To accomplish this, incen tlves were provided 
to each state to establish a set of common components. Included among 
these components was the development of a proactive system to identify 
children in conjunction with supportive referral mechanisms and a cen- 
tral resource directory, the availability of a process to ensure that com- 
prehensive and multidisciplinary evaluations and assessments occurred 
to help identify appropriate services and supports to be specified in an 
IndfvfduaIized Family Service Plan (EFSP), and the existence of a service 
coordination mechanism to facilitate interagency activities. Administrative 
requirements governing each state's definition of developmental delay (the 
basis for eligibility), designating a lead agency responsible for the program, 
ensuring procedural safeguards, and establishing and maintaining profes- 
sional standards were among other features of the system to be adopted 
by each state. When children reached 3 years of age, they were to become 
the responsibility of the local education agency and were provided wIth a 
free appropriate public education along with related services. Many of the 
same administrative requirements have applied to preschoolers, such as 
procedural safeguards. Although continuity between the infant and toddler 
and preschool systems was recognized as a critical element, and transition 
plans were to be put in place, the change from one component of the system 
to another has been nevertheless substantial, including a greater focus on 
children rather than on families for preschoolers (an Individualized Edu- 
cational Program [IEP] is required). Moreover. there has been an overall 
absence of formal service coordination at  the preschool level, especially for 
services not normally provided by school systems. 

In this chapter, I examine various aspects of this system. First, I dis- 
cuss the sources of continuing support for a system of early intervention 
programs and the core principles that have evolved to guide the system. 
This will be followed by a descriptive section focusing on the current sta- 
tus of the services provided by the system. In the next section, I consider 
the remaining and extensive challenges faced by the system of early inter- 
vention. In the final section, I present specific suggestions for addressing 
those challenges and emphasize the need to achieve greater consistency 
with respect to the principles and practices of early intervention. 

CONTINUING SCIENTIFIC SUPPORT FOR 
EARLY INTERVENTION 

Efforts to refine and further strengthen such a comprehensive and ca- 
ordinated intervention system for children birth through 5 years of age 
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continue to find strong support at many levels. Indeed, over time, continu- 
ing advances in the science of early childhood development and early inter- 
vention, knowledge obtained from experiences in the provision of services, 
and changing professional and educational phiIosophies have combined 
to influence the specific features of the system and to further strengthen 
its foundations. In particular, the developmental science of normative de- 
velopment has continued to suggest that the early years contribute in vi- 
tal and sometimes extraordinary ways to children's future development 
(National Research Council and Institute of Medicine, 20001. From this 
work, cr t t id  influences, particuIarly family influences on children's de- 
velopmental trajectories. have been thoroughly documented. Constructs 
such as parental sensitivity. reciprocity, affective warmth, scaffolding, and 
discourse-based interactions, clearly have important independent and in- 
terrelated associations with children's social and cognitive competence 
(Landry. Smith, Swank, Assel, & VelEet, 2001: Landry, Smith, Swank, & 
MiIler-Lmncar, 2000; NationaI Research Council and Institute of Medicine, 
2000). Similarly, the influence of more disM or contextual factors and the 
mechanisms through which they operate to influence early childhood de- 
velopment have become more completely understood. Factors associated 
with the availability of social support. the famlly's financid resources, or 
intergenerationally transmitted parental beliefs and attitudes about child 
development can be measured effectively and are linked to children's devel- 
opmental patterns even when development is proceeding without concern 
(e.g., Bradley, Corwyn, Burchinal, McAdoo, & Coll, 200 1). 

Corresponding research on the developmental science of risk and dis- 
ability has also continued to reveal how the developmental trajectories of 
children can be altered by conditions associated wlth a childus biological 
risk or disability and also when environmental, risk factors reach a Ievel 
where the expected course of child development is likely to be adversely 
affected (Guralnick, 1997a, 19981. Perhaps most important has been the 
growing recognltion that the organization of behavior of these vulnerable 
children (Hodapp & Zigler, 19901, and the influences on children's devel- 
opment operate in a fashion similar to that of typically developing children 
[e.g., Hauser-Cram et al., 1999). Unique and unusual developmental pat- 
terns are certainly evident in many instances, especially when consider- 
ing the heterogeneity of children wfth developmental disabilities, but this 
evolving body of research continues to emphasize the value of a dwelop- 
mental framework and the corresponding importance of the early years 
(GuraZnick, 1998). 

Rnally, intervention science has developed In the past and continues 
to develop a body of knowledge strongly suggesting that the course of devel- 
opment for children with developmental disabilities can k altered during 
the early years through well-designed interventions. Given the heterogene- 
ity of children with developmental disabilities, outcomes can be expected 
to vary, but effect sizes generally range from 0.50 to 0.75 SD for these in- 
terventions (Guralnlck, 1997a: Shonkoff & Hauser-Cram, 1987). Findings 
indicate that having a fitm structure and plan that involves both parents 



and children in the intervention is most effective. This certainly sugests 
that the planning and evaluation components that characterize the system 
of early intervention as represented in IDEA are essential. and further un- 
derscores the need for parental participation in early intervention to ensure 
its effectiveness. 

Despite weaknesses In many of the experimental designs. a consensus 
has emerged from intervention science that early intervention 'is capable 
of producing important short-term gains in children's deveIoprnent. To be 
sure, some subgroups of children such as those with.autfsm may respond 
unusually well to intensive interventions evident soon after intervention is 
completed [Lovaas, 19871, with gains retained many years later (McEachin, 
Smith, & Lovaas, 19933. Even for children with autism, however, respon- 
siveness varies substantially (Smith, Groen, & Lynn, 2000. This variability 
and lack of responsiveness of certain subgroups is apparent for children 
Mth other broadly defined disabilities as well (e.g., Hanis, 1997). 

As might be expected, community-based intervention approaches that 
have emerged are diverse, combining information based on the deve1- 
opmental science of normative development, the developmental science 
of risk and disability, intervention science, and clinical experience [see 
Guralnick, 2001b). Taken together, although much remains to be accom- 
plished, existing knowledge clearly provides support for the continuation 
and refinement of a comprehensive early intervention system. I t  is antic- 
ipated that as knowledge of developmental and intervention science in- 
creases, it can be more fully integrated to achieve the level of specificity 
and individualization requited to maximize the effectiveness of an early 
intervention sys tern. 

CORE PRINCIPLES 

Paralleling, and often interacting with, the scientific and clinical ef- 
forts that continued to generate support for the value of early interven- 
tion programs have been changes in philosophicaE approaches associated 
wlth early intervention. These philosophical issues have also strongly in- 
fluenced the nature of the evolving system itself and have produced what 
mi&t best be referred to as a set of core principles that could serve as 
further guides to practice. First, almost revolutionary changes occurred 
wtth respect to the values related to society's perceptions of children 
wtth disabilities. Concepts such as encouraging belonglngness, respect- 
ing individual differences, and ensuring that all children were accorded 
the full measure of their civil rights including due process, equal pro- 
tection, and minimum intrusion, became the foundation for establishing 
the core principle of inclusion (see Bailey, McWilliam, Buysse, & Wesley, 
1998; Guralnick, 1978, 2001d). The complexity of the principle of inclu- 
sion notwithstanding, further Iegislaffve and related changes have con- 
tinued to press the early intervention system to maximize the participa- 
tion of children with developmental disabfiffes and their families in typical 
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community settings and activities. For infants and toddlers this has meant 
that services have increasingly been provided in "natural environments" 
such as the home or other places common to children without disabilities 
(see Bruder. 20011. For preschool-age children. inclusion initiatives have 
centered around efforts to maximize involvement and interactions among 
children with and without disabilities. usudly in preschool or child care 
programs. 

Second, the powerful movement to empower families in the context 
of the early intewention system, to develop true and meaningful partner- 
ships with early intervention personnel, and to orient interventions around 
family concerns and issues, together constituted the principle of family- 
centered practices in early intervention (Bruder, 2000; Dunst, 20013. Over 
time, the concept of family centeredness became the central feature of the 
larger core principle regarding the importance of maintaining a develop- 
mentalframe~uork. Related to this developmental framework core principle 
has been an awareness of the implications of cultural differences on the 
design of early interventions and a recognition of the extraordinary diver- 
sity of families likely to encounter the early intervention system, especially 
families facing considerable challenges (Hanson & Carta, 1995). This em- 
phasized further that a focus on families and a corresponding dwelopmen- 
tal orientation must be a critical feature of any early intervention system. 
Of note, legislative requirements in Part C, in particular, reflected the prin- 
cipIe of family centeredness. Indeed, one major rationde for the law was 
to strengthen families as a means of helping them toward meeting their 
child's special needs. As a consequence, in addition to multidisciplinary 
child focused assessments, an assessment designed to enhance the fam- 
ily's ability to meet their child's needs consfderlng family resources, prior- 
ities, and concerns as identified by the family was required and continues 
to be emphasized in 1egisIation. 

Third, the movement to integrate and coordinate services and supports 
for children and families at  all levels emerged in response to the aIready 
overwhelming task that generally fell to families who were attempting to 
organize extraordinarily diverse and separate cornmuniQ resources into a 
coherent Intervention program for their children [see American Academy 
of Pediatrics, 1999; Bruder & Bologna, 1993). In addition, the fraction- 
ated, discipline-specific approaches to intervention that were dominant at  
the time the legislation was enacted were inconsistent with newer philoso- 
phies emphasizing more holistic approaches to child development and the 
similarities and continuities in development characterizing both children 
with and without disabilities (Bredekamp & Copple, 1997). Accordingly, 
legislation initidly included. and subsequently reiterated. clear gods de- 
signed to improve integration and coordination, such as requiring a service 
coordinator for fardies, ensuring the involvement of a muItIdisciplinaty 
team and, at the systems Iwel. mandating states to coordinate resources. 
Consequently, as with the other core principles. this core principle of inte- 
gration and coordlnatwn was intended to influence virtually all components 
and aspects of the early intervention system. 



SERVICES PROVIDED BY THE EARtY 
INTERVENTION SYSTEM 

Today, early intervention systems are in place in all 50 U.S. states 
following the broad principles and practices articulated in the federal leg- 
islation. Certainly from a quantitative perspective. this system has been a 
success because there has been considerable growth over time In the num- 
ber of children sewed annually, now nearing 200,000 infants and toddIers 
(1.80/6 of the G3 population) and nearly 600,000 preschoolers (5% of the 
3- to 5-year olds-U.S. Department of Education, 200 1). Moreover, in a 
recent report of a nationally representative sample of infants and toddlers 
served under Part C, it was evident that the program has been reaching 
families with diverse characteristics (Hebbeler et al., 200 1). In fact, 42%~ of 
children entering early Intervention were recipients of some form of public 
assistance and the children enrolled exhibited a wide range of delays and 
disabilities. About 20% of children entered the system within the first 6 
months of life, with the average age of referral being 15.5 months. Imps 
generally were developed shortly after referral. 

Efforts to examine the types, location, and intensity of sewices families 
received through the early intervention system have occurred frequently. 
Although differences across studies are common due to intrinsic variations 
among states as well as sampling and evaluation methods. a general pic- 
ture has nevertheless emerged. Part C, in particular, specifies the types 
of sendces to be made available to families including assistive technology, 
audiology, service coordination, transportation, translation services, Em- 
ily counseling, family training, and genetic counseling and evaluation in 
addition to more conventional health and therapeutic services. A recent 
federal report (U.S. Department of Education. 200 13 based on the National 
Early intervention Longitudinal S M y  revealed extensive use of these ser- 
aces by families even during the first 6 months of participation in early 
intervention. Most notable perhaps is that 800h of families availed them- 
selves of service coordination, reflecting the complex task facing families of 
integrating and coordinating the various senrice types. Indeed, over three- 
quarters of families received from two to six different services, with 10% 
receiving eight or more services. Family-related services. directed at ad- 
dressing the needs of family members rather than principally those of the 
child, also occurred wfth reasonable frequency, but rareIy exceeded 20% 
of the participants, Overall, the most frequently used services were special 
instruction, speech and language therapy, and physical and occupational 
therapy (Peny, Greer, Goldhammer, & Mackey-Andrews, 200 1). 

These sewice patterns are consistent with parents' expressed priori- 
ties with respect to information about their chl1d"s disability, the course of 
their child's development, and present and future services (Garshelis & 
McComell, 1993; Mahoney & FfZer, 1996). That families value these 
services is reflected further in work that has rwealed high utilization, 
rates of scheduled early intervention services for 'exemplary" programs 
(Kochanek & Buka, 19981, although utili.ztfon rates are lower when 
statewide analyses are carried out (Peny et al., 200 1). 
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Participation in the System 

Consistent with the fact that a high proportion of families with sub- 
stantial economic needs are enrolled in Part C programs is that. for the 
most part, sociodemograpbic factors do not appear to be associated with 
utilization rates or other service characteristics [Kochanek & Buka. 1998; 
Shonkoff, Hauser-Cram, Krauss, & Upshur. 1992). Clearly, the system is 
doing well here, apparently arranging services in a manner consistent with 
child and family needs (Shonkoff et al., 1992). 

This is not to say, however, that family characteristics do not matter in 
terms of systems involvement. As might be expected, some reports suggest 
that service levels are linked to the time available to families to participate 
in and competently and actively engage the service system (Mahoney & 
Filer, 1996), rather than potentid benefits from using additional services 
per se. Studies of actual parent involvement in early intervention pro- 
grams do, in fact, reveal. strong associations with family characteristics. 
Specifically, for parents already enrolled in early intervention, Gavidia- 
Payne and Stoneman (1997) indexed parent involvement or participation 
by measuring parental attendance at IFSP and IEP meetings, voluntary 
participation in workshops and related activities, knowledge about their 
child's disability, educational rights, and other relevant factors suggesting 
involvement, and their cooperation with the early intervention program on 
various projects including parent participation in goal-related activities in 
the home. Using this index. factors associated with greater parental in- 
volvement in earIy intervention included higher levels of family education, 
income, social supports, coping abilities, marital adjustment, and general 
family functioning, but lower levels of stress (hassles and depression). Not 
all of these factors applied to both mothers and fathers, but the pattern was 
clear: family well-being, including cognitive coping strategies, is associated 
with greater participation in early intervention programs. 

SerPice Intensity and Location 

The effect of increased parental involvement is certain to result in in- 
creased Intensity of child and family sewices, and perhaps their quality 
as well. For many subgroups of children and families, intensity of sewices 
dms matter (Guralnick, 1998). Recommended practices for as many as 
2-0 h a week of senices (National: Research Council, 2001: New York 
State Department of Health, 19991 for children with autism. provides an 
indication of the potential importance of intensity for an increasingly preva- 
lent subgroup of children with established disabilities. men more modest 
intervention efforts focusing on the many influential factors on child de- 
velopment can have an important cumulative impact representing a con- 
siderable level of intensity of services (see Guralnick, 2001b). 

Of importance is that. when the actual hours of service provided is eval- 
uated across the system, the number turns out to be surprisingly small. 
In the Shonkoff et al. (19921 analysis of chiEdten participating in Part C 
services, the total number of service hours ranged from as little as less 



than 1 h to as many as 2 1 h a month. On average, however, approximately 
7 h of service were provided monthly. Severity of a disability was associated 
with greater service hours, but considerable variability'was the norm, even 
among children with severe disability. Similar patterps are seen in more re- 
cent statewide analyses (Peny et al., 200 1). However, when children reach 
preschool age. service hours increase substantially as children participate 
In almost daily one-half day preschool educational programs. Servlce hours 
are also hfgher for those participating in specialized intervention programs, 
such as for many children with autism but, despite continuing legal and 
administrative efforts, overall senrice hours remain relatively modest even 
for that group of children (see Feinberg & Beyer, 1998). 

Parents have aIso sought out services beyond those provided by the 
early intervention system for both infants and toddlers and preschoolers 
[Kochanek, McGinn, & Cummins, 1998; Shonkoff et al., 19921. The range of 
such additional services I s  quite extraordinary, including child care, family 
supports. mental health, recreation, employment, and various therapies. 
It is not clear the extent to which the early intervention program either 
recommended or helped coordinate these additional services, but it ap- 
pears that many parents take the.initiative to arrange these services and, 
in many instances, pay additional costs. 

With respect to location, for infants and toddlers. most of the ser- 
vices are delivered in the family home, but services occur frequently in 
specialized centers, clinics, or offices as well (US. Department of Educa- 
tion, 2001). For preschool-age children, the dominant location for services 
is the chiId's preschool program. 

Satisfaction 

For the mast part, families have been quite satisfied with services re- 
ceived as part of the early intervention system. Surveys, interviews. and 
questionnaires related to satisfaction do tend to elicit positive responses 
in general; in part because parents wish to be supportwe and have of- 
ten established positive relationships with program staff, and in part be- 
cause there is no expectation for or awareness of other service possibilities 
(Harbin, McWilliam, & Gallagher, 2000; McWilliam et at.. 1995). Parental 
concerns that do &st usudly focus around the need for easily accessible 
information about servlces, informal facilitation of connections with other 
parents. and further refinement and enhancement of service coordination 
[see Habin et al., 2000, for a discussion of these concerns). 

C m L E N G F S  FOR THE FUTURE 

It is evident that extraordinary progress has been achieved in creating 
a system of early intenrention services and supports for children wlth de- 
velopmental disabilities. Within a period of less than 20 years, the elements 
of a comprehensive early intervention system are in place in all 50 states, 
and services continue to expand. As might be expected, however. given 
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the demands facing states to create a system of services for such diverse 
and heterogeneous groups of children and families with complex and ever 
changing needs, a number of important challenges remain. A special chal- 
lenge has been to translate the core principles discussed earlier in this 
chapter into practice to effectively meet the needs of children and famiIies. 
Accordingly, I discuss below the critical challenges for the future of early 
intervention systems in the domains of inclusion, integration and coor- 
dination, and developmental framework. In addition, I sugest  that other 
principles and practices that are central to an early intervention system 
must also be addressed in order to enhance the system's_effectiveness. 
Overall, a need exists for a coherent and commonly shared framework to 
guide states in the further development of a system of early intervention. 

Recent analyses have revealed that the early intervention system has 
not yet been able to provide universal access to incIusive programs (see 
Guralnick, 200 1 dl. Many communities simply offer few inclusive options, 
and those that are available frequently do not provide for maximum par- 
ticipation with typically developing children (e.g., CavaElaro, Ballarcl-Rosa, 
& Lynch. 1998; Kochanek & Buka, 1999). In addition, the quality of many 
inclusive programs is questionable (see Bricker. 2001), as it is dimcult to 
adjust curricula to meet the highly diverse needs of children with disabili- 
ties and to do so in a nonstigmatizing manner. Moreover, how to best Im- 
plement the concept of natural environments for infants and toddlers is far 
from clear and has even created a level of controversy narrowly focusing on 
service location and the roIe of traditional therapeutic activities. Yet, even 
for traditional, therapies, techniques are available that enable therapists 
to provide effective therapies in natural. settings (see HanEt & Pilkington, 
zooo'l . 

Indeed, this challenge has given rise to a larger issue that is now focus- 
ing on identifying learning opportunities for children in home. educational. 
recreational, and community settings that can be supported through early 
intervention (see Bruder, 2000; Dunst, 200 1). Similarly, the importance of 
working with families in the context of early intervention to support exist- 
ing family routines is compatible with a more general approach to natural 
environments in particular, and inclusion in general (Bernheimer & Keogh, 
1995). Certainly there is a place for specialized therapeutic services, but a 
major challenge remains for the early intervention system to clarify these 
issues, to determine ways to embed interventions in natural environments, 
family routines, and community activities. and. in general, to eensure the 
maximum participation of children and families in typical activities In home 
and community settings [see Guralnick. 200 1 a). 

Integration and Coordination 

Due to the involvement of numerous disciplines. service agencies, and 
administrative organations in any early intervention system, a major 



challenge continues to exist to integrate and coordinate all the elements ef- 
ficiently and effectively (see Bruder & Bologna, E 993; Roberts, Innocenti, & 
Goetze, 1999). Problems are frequently f dentffied'by families with respect 
to service coordination (see Harbin et al.. 2000). Moreover, a recent anaIy- 
sis of service coordination models in different states as part of the National 
Early Interoention Longitudinal S M g  {Spikes, Hebbeler, Wagner, Cameto, 8r 
McKenna, 2000) revealed wide variations in approaches among the states 
studied. In some instances, service coordinators remained stable as fam- 
ilies moved throughout various phases of the early intervention system, 
whereas in other instances new coordinators were assigned or selected af- 
ter referral and intake. Variations were also 5pparent with respect to the 
type of agency that employed the service coordinator or whether single 
or multiple functions (e.g., service provision as well as coordination) were 
carried out by the service coordinator. Advantages and disadvantages with 
respect to effective service coordination are likely to be associated with 
each model, but perhaps the most salient result of this analysis was the 
heterogeneity in service coordination approaches that was found and the 
lack of corresponding rationales for policies or practices. 

As noted, from a broad systems perspective. concerns with respect 
to coordination among the agencies providing services under Part C are 
many and have been discussed by Harbin et al. i20001. In the Spiker et aI. 
(2000) report. service system models varied substantially with respect to 
the comprehensiveness of the services avaiIable and the leadership and 
decislon-maklng ability of the lead agency. The report also noted that a 
high level of coordination and comprehensiveness was uncommon. Pol- 
icy direction provided at  the state level to promote interagency coordina- 
tion, along with relwant training to make integration and coordination a 
reality, was generally absent. Indeed, this study revealed not only con- 
siderable cross-state variation for a number of early intervention system 
components, but considerable within-state variation as well. In fact, many 
states delegated administrative responsibility to local communities, includ- 
ing determination of the lead agency (Spiker et al.. 20001. Although we 
have limited information about the efficiency and effectiveness of these 
different approaches, it appears Iikely that the degree of integration and 
coordination across and within elements of the service system varies sub- 
stantially and constitutes a major challenge for the future [Roberts et d., 
1999). 

In addition to broad systemic concerns, integration and coordination 
pose challenges at other levels of the system. Interdisciplinary teams con- 
stitute one such challenge both at the level of comprehensive interdis- 
ciplinary assessments [Guralnick, 20001 and in the delivery of services 
(Bruder & Bologna, 1993). Team process factors, professional training is- 
sues, and incompatible administrative requirements for different providers 
are among the challenges to integration and coordination at  this level. Mod- 
els of collaborative consultation are also emerging (McWilliam, 1996) that 
hold the promise of integrating often duplicative and inefficient services 
provided by separate disciplines, many of which appear to have only liitnted 
functional utility for the child and famiIy (Dunst, 200 1; H a f t  & Pillungton, 
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2000). Fully implementing these new models where appropriate Is a major 
challenge for the future. 

Developmental Framework 

The system of early interventian has increasingly focused on families 
as indicated by the fact that more and more family-oriented services have 
been included on IFSPs, and families are becoming increasingly satisfied 
with their involvement and participation with professionals (Mahoney & 
Filer, 1996). Although operating within a developmental framework in the 
context of earIy intervention means more than simply focusing on families, 
it is nevertheless an essential feature. 

Yet, many professionals tend to remain child-focused even during 
home visits (McBride & Peterson, 19971, professionals often are not sure 
how to approach family concerns during assessment phases (Filer & Ma- 
honey, 1996; McWilliam, Snyder, Harbin, Porter, & Munn, 2000), and fam- 
ilies may not be sufficiently aware of their role and influence on child de- 
velopmental outcomes in the context of the intewention process, expecting 
that professionals will focus on children [see Kochanek & Buka, 19981. In 
essence, what appears to be lacking is a developmental framework that can 
be utilized by both parents and professionals to conceptualize. organize, 
and guide the implementation of a program of early intervention. I have 
argued elsewhere that without such a developmental framework, one that 
clearly articulates the role of developmental processes and Influences, es- 
pecially family influences, the establishment of a coherent and effective 
early intervention system is unlikely to occur (Gusalnick, 200 1cF. 

Although many developmental models may be appropriate, the body 
of knowledge of dwelopmenta1 science has suggested that experientially 
based child developmental outcomes are a function of three family pat- 
terns of interaction: (1) the quality of parent-child transactions; (21 family- 
orchestrated child experiences; and (31 health and safety provided by the 
family. The various constructs associated with these family patterns of in- 
teraction (e.g., responsivity, social support, developmentally appropriate 
stimulation) have been well defined and measured and linked both inde- 
pendently and jointly with children's development (Guralnick, 1998; Na-  
tional Research Council and Institute of Medicine, 2000). Under a wide 
range of conditions considered typical, child developmental outcomes oc- 
cur in an optimal or near-optimal fashion. However, as a consequence of 
adverse family characteristics, such as parental mental health problems, 
absence of social supports, marital stress. or poverty, those family patterns 
of interaction are stressed to a point where nonoptimal patterns result. One 
consequence can be poor child developmentaf outcomes. 

This same developmental framework applies to children with estab- 
lished developmental disabilities (see Guralnick, 1997a, 19981. However, 
in this case, characteristics of the children themselves generate stressors 
that take different forms but dearly also impact family patterns of inter- 
action; that is, these circumstances create stressors in the form of in- 
formation needs, interpersonal and family distress, resource needs, and 



confidence threats to parenting. Although the level and course of develop- 
ment of children with established developmental disabilities will certainly 
be compromised, by definition, these stressors can act to perturb the three 
family patterns of interaction discussed above, yielding even poorer child 
developmental outcomes t h h  would otherwise occur. AccordingIy, when 
early intervention programs assess and respond to potential stressors [in 
which family patterns are stressed to a point in which adverse child de- 
velopmental outcomes become mgre likely) by providing a comprehensive 
and individualized set of resource supports, social supports, and informa- 
tion and services to families as part of the early intervention system, more 
optimal outcomes for children should result. Available evldence is consis- 
tent Wth the major features of this developmental model of family support 
and benefit for children at  risk for developmental difficulties due to fam- 
ily characterfstics (environmental risk), children at risk due to biological 
factors. and for children with established developmental disabilities (see 
Guralnick, 1998). 

FUTURE SYSTEMS DESIGN 

The future challenges associated with the core principles and related 
practices to the system of early intervention described above signal that 
a larger concern is at issue. That is. despite guidance provided by IDEA 
with respect to the rationale, design, and implementation of statewide early 
intervention systems, substantial variability is found at every level that 
does not appear to be in the best interests of children and families, and 
may adversely impact the effectiveness of these systems. The varying ap- 
proaches to early intervention seem to lack corresponding rationaIes, dif- 
fering eligibility requirements across and within states seem inconsistent 
with the intent of IDEA, and the lack of information connecting variations 
in sewices and supports to outcomes sugests an absence of thoughtful 
planning and consideration of alternatives (see Spiker et al., 20001. In gen- 
eral, a thorough analysis of the components of an effective and efficient 
system and how those components are interrelated has yet 'to occur. Of 
course. uniformity is not and should not be a goal in complex systems, 
but states should have well-articulated frameworks for the systems they 
create; arguably one's consistent with the knowledge base provided by de- 
velopmental and intervention science and informed by clinical practice. I 
have put forward one approach referred to as the Developmental Systems 
Model (Guralnick, 200 lc), which couId be used to provide such a general 
framework. This systems model is summarized In the next section. 

Developmentd Systems Model 

The major organizational features of the Developmental Systems Model 
generally folIow standard early intervention poIicfes and practices and in- 
clude the following components: (1) screening and referral: (2) surveillance 
and monitoring; (3) points of access: (4) comprehensive interdisciplinary 
assessment; 15) establishing eIigibiIity for the program; [61 assessing 
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stressors: [7) developing and implementing a comprehensive program; 
(8) monitoring and outcome evaluations; and (91 transition planning (see 
Guralnick, 2001~). Other features of the overall model include decision 
points for the various compdnents, a distinction between preventive inter- 
vention and early intervention, qnd a set of sequenced relationships among 
components. The overall model is consistent with the prescriptive elements 
defined in Part C of IDEA and is certainIy compatible with early interven- 
tion efforts for preschool-age children, although the emphasis on family 
issues is much greater. Guidance for some of the assessment components 
of the model is provided by stressors affecting family patterns of interaction 
outlined above, and the corresponding intervention activities are respon- 
sive to the various responses to those stressors in an effort to maximize 
the three family patterns of interaction. 

The organizational framework I s  guided by a set of principles includ- 
ing the three core principles of dweIopmenta1 framework, integration and 
coordination. and inclusion. Complementing these core principles are re- 
Iated principles including the importance of early detection and identffl- 
cation, the importance of sensitivity to cultural differences, especially in 
connection with their developmental implications, and the need to ensure 
that practices are evidence-based. A major challenge for the future is to 
translate this organizational framework or another weI1-articulated frame- 
work and set of principles into practice in typical community-based earIy 
intewention systems. A process for examining each component and devel- 
aping corresponding protocols (e.g., decision rules, assessment protocols) 
consistent with the Developmental Systems Model that can be adopted by 
communities is well underway [Guralnick, 2005). The hope is to be abIe 
to integrate this framework wIth the developmental science of normative 
development, the developmental science of risk and disability, intervention 
science, and cIinical experience to create as optimal a system as possible 
and, of considerable importance, one that is reasonably consistent from 
community- to-community. 

CONCLUSIQN 

Early intervention systems are now in place in virtually every commu- 
nity in the United States, providing vital services and supports to young 
vulnerable children and their families. The growth of the system has been 
quite remarkable since P.L. 99-457 was enacted in 1986. The extensive 
heterogeneity evident in the system is both a strength and a weakness. 
Its strength relates to the ability of communities to build upon existing 
resources and administrative arrangements to accomplish its goals. Its 
weakness relates to the unevenness of services and supports, not only 
across states but also across local communities within states. Moreover, it 
is difficult in many instances to identify common principles and practices: 
most of which can have direct effects on child and family outcomes. Chal- 
lenges are most apparent for core principles relating to a developmental 
framework, integration and cbordination, and inclusion. The need for some 
commonly agreed-upon framework seems to be a necessary step in the 
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further development of a truly national and effective early intervention sys- 
tem. Uniformity of systems is not the goal, as communities should decide 
what arrangements work best for them. But agreement on common points 
of reference and direction for communities can serve as a framework for 
addressing the many systemscha~lenges facing the early intervention com- 
munity in the years ahead. 
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