
ED 372 563

AUTHOR
TITLE
INSTITUTION

REPORT NO
PUB DATE
NOTE
AVAILABLE FROM

PUB TYPE
JOURNAL CIT

EDRS PRICE
DESCRIPTORS

IDENTIFIERS

ABSTRACT

DOCUMENT RESUME

EC 303 195

Fenichel, Emily, Ed.
[Developmental Assessment.]
Zero to Three/National Center for Clinical Infant
Programs, Arlington, VA.
ISSN-0736-8083
Jul 94
50p.
Zero to Three/National Center for Clinical Infant
Programs, P.O. Box 25494, Richmond, VA 23260-5494
($37 per year).
Collected Works Serials (022)
Zero to Three; v14 n6 Jun-Jul 1994

MF01/PCO2 Plus Postage.
Adaptive Behavior (of Disabled); *At Risk Persons;
*Child Development; Classification; Clinical
Diagnosis; Cultural Differences; Developmental
Disabilities; *Developmental Stages; *Disabilities;
Early Childhood Education; Emotional Disturbances;
*Evaluation Methods; Family Involvement; Infants;
Models; Parent Attitudes; Toddlers
*Developmental Assessment

This newsletter theme issue contains contributions by
parents, prac;itioners, researchers, administrators, and providers of
technical assistance, which explore aspects of the complex process of
developmental assessment of infants and young children. They describe
what is helpful and what can be harmful in current assessment
practice. They offer guidelines for assessing development of young
children from diverse sociocultural backgrounds, implementing
family-directed evaluation and assessment, assessing adaptive
competence, and formulating a systematic developmentally-based
approach to the diagnostic classification of mental health and
developmental disorders of infancy and early childhood. Feature
articles include: "Toward a New Vision for the Developmental
Assessment of Infants and Young Children" (Stanley I. Greenspan and
others); "Thoughts on the Assessment of Young Children Whose
Sociocultural Background Is Unfamiliar to the Assessor" (Isaura
Barrera); "New Visions for the Developmental Assessment of Infants
and Young Children: A Parent's Perspective" (Susan Rocco);
"Family-Directed Evaluation and Assessment under the Individuals with
Disabilities Education Act (IDEA): Lessons learned from Experiences
of Programs and Parents" (Carol Berman and others); "Journey to a
Desirable Future: A Values-Based Model of Infant and Toddler
Assessment" (Lucy Jane Miller and Brian A. McNulty); "Assessment of
Adaptive Competence" (G. Gordon Williamson); and "Diagnostic
Classification of Mental Health and Developmental DisL.ders of
Infancy and Early Childhood" (Stanley I. Greenspan and Serena
Wieder). Annotations for 2 videotapes and 10 publications conclude
the issue. (JDD)



U.S. DEPARTMENT Of EDUCATION
()Noce of Educahonal Reeeerch and Improvem.nt

EDUCATIONAL RESOURCES INFORMATION
CENTER (ERIC)

lechis document has been rePrOduCed as
received from the person or o(ganization
originating it.

0 Minor changes have been made to improve
reproduction Quality

Points of view Of opinions stated in this doe°.
ment do not necessarily represent official
()ER) position or policy

[Developmental Assessment.]

Emily Fenichel, Editor

Zero To Three
National Center for Clinical Infant Programs
2000 14th Street North
Suite 380
Arlington, VA 22201-2500

BEST COPY AVAILABLE

2

"PERMISSION TO REPRODUCE THIS
MATERIAL HAS BEEN GRANTED BY

TO THE EDUCATIONAL RESOURCES
INFORMATION CENTER (ERICI



Toward a New Vision for the Developmental
Assessment of Infants and Young Children
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Stanley I. Greenspan, M.D. and Samuel Meisels, Ed.D.,with
the ZERO TO THREE Work Group on Developmental As-
sessment: Kathryn E. Barnard, R.N., Ph.D., Isaura Barrera,
Ph.D., Carol Berman, Ph.D., Diane Bricker, Ph.D., Diana
Cuthbertson, Asa G. Hilliard, III, Ed.D., Lucy Jane Miller,
Ph.D., OTR, Cordelia Robinson, Ph.D., Rebecca Shahmoon

(43 Shanok, M.S.W., Ph.D., Jack P. Shonkoff, M.D., Eleanor S.

Szanton, Ph.D., Amy Wetherby, Ph.D., Serena Wieder,
Ph.D., Mark Wolery, Ph.D., Barry Zuckerman, M.D.,

N F.A.A.P.

evelopmental assessment is a process designed
`C) to deepen understanding of a child's compe-

\41.) tencies and resources, and of the caregiving
and learning environments most likely to help a child

, make fullest use of his or her developmental potential.
Assessment should be an ongoing, collabor ve pro-

\ cess of systematic observation and analysis. This pro-
cess involves formulating questions, gathering infor-

mation, sharing observations,
and making interpretations in
order to form new questions.

The systematic assess-
ment of various aspects of
children's knowledge, skill, or
personality involves some of
the most difficult questions
that early childhood research-
ers, practitioners, and policy
makers must face. For ex-
ample:

Which features of a child's
kA011- knowledge, skills, or personal-

ity can and should be mea-
sured?

Can the rapidly changing
characteristics of infants, tod-
dlers, and preschoolers be
measured reliaoly?

How can we enhance the ac-
curacy of the measurements
that are conducted in early
childhood?

Are assessment approaches
in early childhood meaningful
when conducted in isolation

from the child's family and living conditions?
Does information from early childhood assessments

successfully predict long-term developmental status?
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Critical issues in the assessment of infants and
young children

Assessment is the process of obtaining informa-
tion for the purpose of making evaluative decisions.
The choice of a given assessment tool or approach de-
pends on the type of decision that is required. Assess-
ments may be performed in order to:

identify children who are likely to be members
of groups at risk for health or developmental
problems (screening);
confirm the presence and extent of a disability
(diagnosis);
determine appropriate remediation (program
planning);

ascertain a child's relative knowledge of specific
skills and information (readiness tests); or

demonstrate the extent of a child's previous ac-
complishments (achievement tests).

Some assessment approaches are quite circum-
scribed in their goals. For example, assessing how long
a child will look at a picture as part of a research study
on preferential looking behavior has very limited goals
and highly standardized parameters. Most assessment
approaches, however, are part of a larger "clinical" de-
cision-making process, having to do with diagnosing
emotional, cognitive or other developmental problems,
and/or planning and monitoring intervention. This
discussion addresses developmental assessment in this
broader context.

Any specific assessment approach is primarily a
sampling process. It consists of a "snapshot," or series
of snapshots, of a child's knowledge, skills, abilities, or
personality characteristics taken at a particular point in
time, from a particular vantage point, and with a par-
ticular instrument or recording device. A measure-
ment or assessment approach that is not representative
of a child's usual functioning will not be meaningful.
This is a particularly important concern since the first
three years of life constitute a period of such immense
modification, growth and development.

The constructs and phenomena that are assessed
should be closely related to core processes of human
growth and development. For assessment approaches
to be meaningful, therefore, they must be informed by
knowledge of how development tr.nspires, and how
children's growth in the first years of life is enhanced.
Central to this task is the recognition that children's de-
velopment is complex and is determined by multiple
factors from the very beginning of life. Although areas
of development can be addressed separately, they are
not necessarily independent. Rather, they are interde-
pendent.

Related to the interactivity among areas of devel-
opment is the fact that both biological and environmen-
tal influences operate to support, facilitate, or impede
the development of infants and young children. Thus,
interpretations of data from assessments should con-
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sider both the child's biological status and the impact
of environmental factors on the aspect of development
assessed. For example, when one is assessing general
cognitive functioning of a two-year-old, one must look
at observational or test data in the context of the child's
experience. Is the child being assessed challenged by
premature birth or a medical condition, living in pov-
erty, and spending most of his waking hours in a poor-
quality child care setting? Or is the child the product
of a healthy, full-term delivery, and living in an eco-
nomically secure, two-parent household that affords
ample opportunity for play and discovery?

An understanding of protective and risk factors in
the caregiving environment is essential to meaningful
assessment. This is particularly the case for very
young children and for those who are at risk develop-
mentally. Longitudinal research by Sameroff and his
colleagues makes this point very clearly (Sameroff,
Seifer, Barocas, Zax & Greenspan, 1987). Their study
of 215 families in Rochester, New York, examined 10
variables thought likely to have a major impact on the
development of children's competence at age four, in-
cluding: maternal mental health, anxiety, education
and occupation, family social support, and stressful life
events.

It was found that the higher the number of risk
factors, the lower the competence of the child. More
than 50 percent of the variance in four-year-olds' ver-
bal IQ could be explained by taking into account the
environmental context of the child. Children with four
or more risk factors were 20 times more likely to have
marginal cognitive functioning than children who were
subject to fewer than four risk factors. No single risk
factor was always present or always absent among the
children who were experiencing cognitive difficulties.
Thus an assessment approach which is intended to
identify existing or potential developmental problems
in young children and to suggest interventions that
might eliminate or reduce risk factors needs to use a
mixed measurement strategy that incorporates a wide
range of data.

Knowledge and understanding of the cultural
context of a young child's caregiving environment is
essential to understanding th;. meaning of the child's
repertoire of skills, knowledge, and personality charac-
teristics. Family and community culture influence,
among other experiences, the child's access to multiple
approaches to literacy; expectations regarding educa-
tional accomplishments; explicit and implicit connec-
tions to rite, ritual, and tradition; and overall sense of
familial/communal interaction and support.

For measurement in early childhood to be faith-
ful to the phenomena it seeks to document for it to
be meaningful it must take into account how chil-
dren are affected by the contexts in which they are
reared. Each assessment approach need not set the im-
possible task of taking all of this complexity into ac-

Editor's note:

"Developmental assessment is a process designed
to deepen understanding of a child's competencies and
resources and of the caregiving and learning environ-
ments most likely to help a child make fullest use of his
or her developmental potential." So begins the statement
of ZERO TO THREE's Work Group on Developmental
Assessment, on page 1 of this issue of Zero to Three. All
the contributors to this issue explore aspects of the com-
plex process of developmental assessment, which can
have life-changing implications for children and families.
We hear from parents, front-line practitioners, research-
ers, administrators, and providers of technical assistance.
They describe both what is helpful and what can be harm-
ful in current assessment practice. Most important, they
offer specific guidelines for undertaking some of the most
critical challenges in our field assessing the develop-
Ment of young children from diverse sociocultural back-
grounds, implementing family-directed evaluation and
assessment, assessing adaptive competence, and formu-
lating a systematic, developmentally-based approach to
the diagnostic classification of mental health and develop-
mental disorders of infancy and early childhood.

Readers are encouraged to call ZERO TO THREE
for information about new publications, training oppor-
tunities, and ongoing investigation of developmental as-
sessment and diagnostic classification, and to write to the
Editor with your own perspectives on these issues.

count at once. However, in order to give the data
meaning, even assessments of relatively isolated as-
pects of functioning should be interpreted within a
larger conceptual framework.

In addition to the design considerations noted
above, assessment approaches that rely on structured
tasks or questions in early childhood are marked by re-
current practical problems, which contribute to error in
determining early childhood capacities:

Young children have a restricted ability to
comprehend assessment cues.
Young children's verbal and perceptual-motor
response capabilities are limited.
Some types of questions require complex infor-
mation-processing skills that young children
do not possess.
Young children may have difficulty under-
standing what is being asked of them in an as-
sessment situation, and they may not be able to
control their be lavior to meet these demands.

It is no easy task to identify behaviors that repre-
sent the infant's or child's true range and depth of ca-
pacities; understand the biological endowment, cur-
rent health status, and caregiving environment that
form the context for a young child's functioning; and
help a child represent his or her own range of function-
ing, given immature perceptual and motor capacities.
As we look at existing approaches to assessment in the

1
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first three years of life, we are struck with how much
work is needed before the field adequately addresses
these critical issues.

Limitations of current assessment approaches
Despite widespread awareness of the importance

of a systematic, contextually based approach to the de-
velopmental assessment of infants and young children,
demands for "immediate expertise" and the pressures
associated with enormous servicr challenges present
formidable barriers to best practice. Under the pres-
sure to act quickly, a fragmented, piecemeal, occasion-
ally undermining approach to assessment has
emerged, rather than one that reflects a comprehensive,
integrated understanding of the infant and young child
and their relationships within their family and larger
community and culture.

Under pressure to produce quick formulations or
"scores," professionals have often called on their expe-
riences with procedures and instruments developed for
assessing selected competencies and skills I older chil-
dren. These can often yield misleading information.
They are not built on a model of how the infant and
young child develops within the family; do not reflect
an understanding of the specific types of difficulties
and developmental challenges that children and fami-
lies face in the first three years of life; and do not rep-
resent the best ways to observe and assess the dynamic
developmental process as it occurs in infancy and early
childhood.

In addition, there has been a tendency to assess
those functions of infants and young children for
which there are tests or scales already in existence. We
have tended to put less emphasis on those aspects of
development that are hard to measure and, as indi-
cated earlier, have underemphasized the social and
family contexts within which the infant or young child
develops.

Most importantly, we have not yet met the chal-
lenge of working with the young child's individual dif-
ferences in the family context to elicit the infant or
young child's best level of functioning. Indeed, it is
commonplace for assessment approaches to overlook
some of the infant or young child's capacities. This
seems to be the case especially when an infant or
young child has severe relationship and communica-
tion difficulties that may interfere with his er her dem-
onstration of seemingly hidden emotional or cognitive
strengths.

Some assessment approaches may, inadvertently,
actually stress ur undermine the infant, young child
and his or her family. Not infrequently, for example,
infants are expected to quickly perform for a stranger.
More often than not, are not adequately observed
in interaction with parents or caregivers. At times, in-
fants and young children are even separated from par-
ents for the purposes of assessment.

The ZERO TO THREE Work Group on
Developmental Assessment

The challenge before the field is to rethink our ap-
proach to the assessment of infants and young children
and base it on our best state-of-the-art knowledge of in-
fant and early childhood development. In recent years
there has been progress in assessing hard-to-measure
areas of development, including children's individual
differences, temperament, affective development, inter-
active capacities, and coping capacities. We are learn-
ing more about how families function to support devel-
opment.

In order to acknowledge this constructive move-
ment and give its evolution encouragement and con-
solidation, ZERO TO THREE/National Center for
Clinical Infant Programs, with the support of the A.L.
Mailman Foundation, convened a work group of clini-
cians, researchers, and parents representing the state-
of-the-art knowledge base in assessing infants and
young children. We set ourselves the task of formulat-
ing the basic principles of assessment for infants and
young children. We attemp ted to articulate:

1. principles that clarify what constitutes an ap-
propriate assessment; and
2. those current assessment practices which are at
odds with state-of-the-art understanding of devel-
opment in infancy and childhood.

Assessment must be based on an integrated
developmental model.

Assessment of the infant or young child with de-
velopmental and emotional challenges must take into
account the full complexity of the child's development.
This includes the core functional areas of the child's de-
velopment, as well as the factors that influence these
core functional areas. The functional areas include the
child's functional emotional and social capaces; cog-
nitive capacities; and language, motor and sensors'
functioning. They also include the constitutional and
maturational variations that influence the child's devel-
opment, and the caregiver, family, community and cul-
tural patterns that influence the child's development.

Most importantly, this approach to assessment
represents an effort to understand infants and very
young children in the context of their families, and
their emergent developmental abilities to communicate
and relate with the world. This approach recognizes
that to understand a child's capacities, we must find
ways to see the child's optimal level of functioning.
This means that parents or other familiar adults are
working with the child, using what they know about
her interests and abilities to discover more, through as-
sessment approaches, about her capacities and the chal-
lenges she is facing. Parents and professionals must
observe the range of the child's functioning in different
contexts.We do not wish to test and grade a child, but
to learn how best to be of help to him.

The principles of assessment which follow all de-
rive from this approach.

4 lune / July, 1994 Zero to Three



Assessment involves multiple sources of
information and multiple components.

Assessment includes most prominently:
the parents' description of the child's capacities
in the different areas of development and dis-
cussions of their questions and concerns about
the child's development;
the parents' detailed description of the child's
developmental history;
direct observation of the child, including the
child interacting with a caregiver(s);
observations and discussions with the family
about ways they have found to support the
child's development and family patterns re-
lated to the child's development that are of
concern to them; and
focused observations and /or assessments of
specific areas of the child's functioning.

This approach builds on information from family
members and adds sources of information such as
direct observation of the child's play and, if needed, as-
sessment of a specific area of functioning to help an-
swer questions about the child's development. This
approach is in marked contrast to some current prac-
tice, in which examiners use a series of structured as-
sessment tools which look at specific areas of develop-
ment, with only brief attempts to obtain a picture of the
"whole" child from family or other sources of informa-
tion.

An assessment should follow this sequence:
1. Establishing an alliance with parents, listening
to their views of the child's strengths and chal-
lenges, and discussing the issues to be explored in
the assessment.

2. Obtaining a developmental history of the child
and beginning picture of the family's experience.
While basic information may be readily available,
some insights may only emerge over time, as part
of an ongoing relationship and working alliance.

3. Observing the child in the context of unstruc-
tured play with parent(s) or other familiar
caregivers.

4. If appropriate, observing interaction between
the child and a clinician.

5. Specific assessments of individual functions in
the child, as needed.

6. Using a developmental model as a framework
for integrating all the data obtained from parents'
reports, direct observation, and other sources,
conveying and discussing assessment findings in
the context of an alliance with the child's primary
caregivers, with the potential for starting an inter-
vention process if needed.

The child's relationship and interactions with
his or her most trusted caregiver should form
the cornerstone of the assessment.

Emotional and social competencies, as well as
cognitive, language, motor and sensory patterns,
should always be assessed in the context of spontane-
ous, motivated interactions between child and
caregiver. This context provides an optimal setting for
security and engagement, and is most likely to bring
out the child's abilities. The clinician/assessor can
build on these natural interactions, either through
coaching the parent to try certain types of interactions
in order to elicit a particular competency, or through
joining the caregiver and becoming part of the interac-
tion pattern.

Occasionally, when a caregiver has difficulty in-
teracting with the child in a way that allows the child
to evidence certain competencies, the clinician may
need to use her own interactions with the child as the
basis for observations of the child's competencies. Be-
fore the clinician interacts directly with an infant or
young child, he or she must take time to get to know
the child and be sure that the child feels secure and
comfortal le in the interaction.

An understanding of sequences and timetables
in typical development is essential as a frame-
work for the interpretation of developmental
differences among infant and toddlers.

The period from birth to three is one of rapid
physical growth and maturational change. While
maturation generally proceeds in an orderly and pre-
dictable sequence, there may be considerable variation
in both the characteristics of and the timetable for the
emergence of a particular skill. Therefore there is con-
siderable range in what can be regarded as normal or
typical development.

Zero to Three June / July, 1994 5



In some areas of development, there is more
range in the expectable capacities of children than in
others. For example, as long as an infant's social relat-
ing is increasing during the first years of life, there
would not be significant concern, but if a child were
only beginning to sit up without support as the end of
the first year approached, there would be a clear need
for a full assessment and potential intervention. To un-
derstand where a child is in his or her development,
clinicians need to have in mind a broad sense of the se-
quence (what precedes what) and timetable (during
what age range one can expect to see a capacity
emerge) for different areas of development.

Understanding where a child is in his or her de-
velopment in terms of sequence and expectable time-
table allows the clinician to recognize what will come
next in the child's development and to assess whether
a particular capacity is emerging more slowly than
might be expected. This kind of analysis is preferable
to using a "score" or "quotient" to describe a child's
developmental status. It allows the clinician to inte-
grate many sources of information and formulate an in-
tervention plan based on an understanding of the
child's next steps in his or her developmental sequence.

The well-trained professional (or team) m ast have
sufficient experience with observing a wide range of in-
fants, toddlers, and their families to make judgments
about a child's mastery of certain developmental ca-
pacities in terms of the skills the child has acquired, in
relation to established or accepted norms; the quality of
the child's skills; and the challenges that need to be met
to help a child master new skills in the developmental
sequence. The point is sometimes made that it is more
difficult and time-consuming to train professionals in
the skills of building alliances with parents, careful ob-
servation of children in spontaneous interaction, sys-
tematic organization of data from multiple sources,
and clinical decision-making, than to train them to con-
duct a standardized test. This is true. However, we
take a very strong position that only professionals with
an excellent understanding of early development and
demonstrated competence in the skills listed above
should be given responsibility for assessments that will
lead to a determination of a child's developmental sta-
tus and /or a plan for intervention.

The assessment should emphasize attention to
the child's level and pattern of organizing
experience and to functional capacities, which
represent an integration of emotional and
cognitive abilities.

The child's functional capacities involve such ba-
sic abilities as:

attending;
relating and engaging;
entering into reciprocal, intentional interac-
tions;

organizing, engaging in, and recognizing pat-
terns of behavior, in terms of purpose and
function;
constructing symbolic (representational) un-
derstanding of the world, including affects,
wishes and intentions; and
learning to construct and observe relationships
within this symbolic world (symbolic problem-
solving).

These functional capacities can be described in
detail. Each functional capacity, in addition to repre-
senting an integration of emotional and cognitive ca-
pacities, also builds on the child's language, motor and
sensory abilities (Greenspan, 1992).

The child's level and pattern of organizing expe-
rience must be understood within the cultural context
of the child and family. Most cultures support the
child's development of the basic functional capacities
of relating, interacting, and thinking. Yet specific ways
of relating and interacting, as well as the content of
what is communicated with behavior or play and
words, may vary considerably from culture to culture.

Specific areas of functioning should always be as-
sessed and understood in the context of the child's
broad functional capacities. For example, a desire to
learn more about a young child's apparent difficulty in
comprehending certain sequences of words may be ad-
dressed first through observation and then, if neces-
sary, through use of specialized assessment tools and
approaches. It is essential to understand the impact of
the specific difficulty on the child's core functional ca-
pacities. For example, one child with auditory process-
ing difficulties may use cues from adults' facial expres-
sions and gestures, and observation of other children's
behavior, to organize his behavior purposefully and
thereby conform his behavior to group expectations in
a child care setting. Another child with similar audi-
tory processing difficulties may have less well-devel-
oped functional capacities and be unable to organize
his behavior and make it purposeful, thereby becoming
impulsive and disorganized in a group care setting.

The assessment process should identify the
child's current competencies and strengths, as
well as the competencies the child needs to de-
velop to attain landmarks further along the de-
velopmental road map.

Children's development proceeds in a stepwise
fashion; one capacity builds on another. Consider, for
example, a 30-month-old child who relates to her
caregiver, but only with one or two simple gestures at
a time. The child may be able to play peek-a-boo for
10 seconds, but cannot yet sustain a long pattern of in-
teraction or use words or pretend play. Our knowl-
edge of developmental landmarks tells us that the child
now needs to learn how to sustain a longer pattern of
reciprocal interactions, and then how to progress to
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complex, interactive social patterns, followed by pre-
tend play and words.

Our knowledge of typical development tells us
that mos, children develop the skills of the child in our
example by the age of seven to nine months. This is
important and useful information. It can never be use-
ful, however, to describe the 30-month-old child as "21
months behind."

Assessment is a collaborative process.
Assessment involves ongoing collaboration be-

tween clinicians and parents, together undeistanding
the child and family. Participation in the process of as-
sessment should be open to everyone who is substan-
tially involved in supporting the development of the
child and family. Parents and other significant
caregivers of the child, members of families' informal
and formal support networks, and professionals with
special expertise all have important roles to play. The
working alliances that they create will vary in compo-
sition and assignment of responsibility, depending
upon the purpose of the assessment, the questions to be
explored, and the extent of involvement that families
choose.

The process of assessment should always be
viewed as the first step in a potential interven-
tion process.

Creating a working alliance with parents and
reaching consensus on a shared view of the child's
strengths, vulnerabilities and new learning challenges
are essential steps in identifying and planning ways to
support the child's continuing development. Any as-
sessment should contribute positively to this process.

Reassessment of a child's devel -Tmental status
should occur in the context of day-to-aay family and/
or early intervention activities.

The rapid changes in growth and development
that typically occur in the first three years of life make
ongoing monitoring and frequent reassessment of a
child's capacities important. Careful observation of the
child's behavior in multiple but familiar contexts and
on multiple occasions will provide a rich picture of the
child's current strengths and challengesr and needed
next steps.

If the child is involved in early intervention, the
team that is working with the child and the parents
should come together regularly to compare observa-
tions. Once a child is involved in early intervention, the
multiple sources of information available includ - the
child's, family's, and early intervention staff's observa-
tions of their individual and common day-to-day expe-
riences. This discussion will also identify new devel-
opmental goals and the most promising ways of ap-
proaching them.

This approach avoids wasting scarce resources on
a formal structured assessment conducted outside of
the child's day-to-day context of family and commu-

nity. For administrative purposes, periodic descrip-
tions of the child's capacities in relation to age expecta-
tions will reflect the child's experience of intervention
and provide a way of looking at the effectiveness of the
intervention approach.

Some current practices have no place in an as-
sessment process that is conceptualized as an ongo-
ing, collaborative effort to understand an infant or
young child's competencies and resources. We be-
lieve that the following "don'ts" are as important as
the preceding positive guidelines for developmental
assessment.

Young children should never be challenged
during assessment by separation from their
parents or familiar caregivers.

A number of children have been diagnosed as
having severe relationship disorders because they were
extremely aloof and aimless in the context of assess-
ment by a relative stranger and in a new setting. In
these situations, the examiners only minimally ob-
served interactions with parents, and based their mis-
taken conclusions on their own interactions with the
child, which occurred in only one meeting.

Observation of these children in interaction with
their parents revealed thot the children had extraordi-
narily intimate and warm ways of relating to their par-
ents. These observations revealed the error of the ear-
lier diagnoses and have suggested more appropriate
approaches to helping the children overcome the de-
velopmental challenges that they do face.

Young children should never be challenged by
assessment by a strange examiner.

Unfortunately, in many settings where assess-
ments take place, very young children are introduced
to strangers and expected, after only a brief "warm-up"
period, to demonstrate their highest level of function-
ing to one or more of these examiners. This practice
represents an unnecessary challenge to the child and is
highly unlikely to yield meaningful information about
the child's true capacities.

Assessment by an unfamiliar examiner with the
parent restricted to the role of passive observer also
represents an unnecessary challenge to the child.

Assessments that are limited to areas that are
easily measurable, such as certain motor or cog-
nitive skills, should not be considered complete.

Many assessments of infants and young children
are conducted using only tools that have been chosen
simply because they are available, or because available
staff are trained to use them. Such assessments cannot
be considered adequate, since they do not provide an
integrated understanding of the child's development
and do not include information from caregivers or di-
rect observation of the child's functional capacities as
they are manifested in spontaneous interactions with
caregivers.
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Formartests or tools should not be the corner-
stone of the assessment of an infant or young
child.

Structured test approaches look at what an infant
can and cannot do in relationship to a defined set of
stimuli or test procedures. The data produced by for-
mal tests tend as discussed earlier, to be only approxi-
mations of real-world functional capacities, and, in this
sense, are less useful than observations of natural be-
havior.

Many widely available formal tests were devel-
oped and standardized with infants and young chil-
dren who were not experiencing unusual developmen-
tal challenges or special needs. Consequently, these
tests are not designed to bring out the unique ability
and potential of children with atypical or challenging
developmental patterns. Yet it is the child with special
needs who requires early, appropriate assessment and
intervention.

In addition, many infants and young children
have difficulty in attending, relating, and conforming
to formll tests' most basic expectations. Skilled exam-
iners who are aware of these factors may use the child's
behavior around the test situation as a general, but not
definitive indicator of his or her abilities. The less ex-
perienced examiner, however, often mistakenly at-
tempts to draw conclusions from whatever numerical
score the child "achieved." In any case, a formal test
situation is not the best context in which to observ the
functional capacities of an infant or young child.

For too long, we have borrowed an assessment
methodology devised for older children (a methodol-
ogy that is highly limited in its usefulness for them as
well) seeing testing children in a totally standardized
fashion as the psychometric ideal in some respects,
sealing off children hermetically from the "invasion" of
the clinician. Reliability took precedence over validity.
We assumed that test scores represented meaningful
information about children's capacities.

Conclusions drawn from misleading scores on
standardized tests may lead to inappropriate recom-
mendations for services and educational placements
and programs. Compared to complete clinical assess-
ments of infants and toddlers with disabilities or at risk
for developmental difficulties, test results not infre-
quently underestimate substantially children's true ca-
pacities. Unfortunately, as states and communities as-
sess and offer services to more and more infants and
young children in need of appropriate special services,
incorrect service recommendations based on inappro-
priate assessment may increase.

Therefore, assessments of infants and young chil-
dren that are intended to guide the planning of pos-
sible intervention approaches should use structured
tests (however reliable, valid, and easy to administer)
only as needed and as only one part of an integrated
approach.

Summary
The developmental assessment of infants and

young children should build on our current under-
standing of young children's development. The cor-
nerstone of assessment should be the observation of the
child in interaction with trusted caregivers and appre-
ciation of the child's core functional capacities. Assess-
ment involves multiple sources of information, orga-
nized and integrated in a landmark-based model of de-
velopment. These appro;-..- 7'es should assist parents and
professionals to deepen their shared understanding of
children's competencies and resources, and of the
caregiving and learning environments most likely to
help children make fullest use of their developmental
potential. 4
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T'houghts on the Assessment of Young Children Whose Sociocultural
Background Is Unfamiliar to the Assessor
lsaura Barrera, Ph.D., Assistant Professor of Special Educa-
tion; Coordinator, Multicultural Early Childhood Special
Education Program, University of New Mexico

Competent assessment of young children's devel-
opment is a complex process. When assessors and
families bring different world views, expectations, val-
ues, and behaviors to the assessment arena, that com-
plexity :s magnified (Anderson & Fenichel, 1989;
Anderson & Goldberg, 1991; Baca & Cervantes, 1989;
Lynch & Hanson, 1990). To conduct assessment com-
petently when this is the case (as well as when it is not),
assessors must appreciate the complexity of their task
and avoid the temptations of oversimplification. The
"new vision" for the developmental assessment of in-
fants and young children generated by ZERO TO
THREE's Work Group on Developmental Assessment
(see page 1), of which I am a member, recognizes both
the impact of culture on development and the impor-
tance of responsivity to that impact within a meaning-
ful assessment process. This article elaborates the
"new vision" by exploring dimensions of sociocultural
diversity, particularly as these relate to families with
young children and professionals with responsibility
for assessing young children's development. This ar-
ticle also defines the important role of the "culture-lan-
guage mediator" in interpreting across sociocultural
differences.

Perceptions and mindsets
The development of socioculturally competent as-

sessment necessitates a paradigm shift of sorts. It is not
sufficient simply to learn a new procedure or instru-
ment; perceptions and mindsets must also be informed.
Revised procedures without revised perceptions and
rnindsets will remain unresponsive to the complexities
presented by individual families. Though the prob-
lems that often underlie nonresponsive assessment can-
not be fully discussed in this article, a brief discussion
of the most common issues will provide a foundation
for examining the steps that are proposed as a cultur-
ally responsive assessment.

Assumption of objectivity. Assessment, even
when not norm-referenced, often carries an assumption
of an "objective" reality that can be observed and docu-
mented in a reliable fashion. Yet even "hard science"
is now recognizing that no such thing as objective ob-
servation exists. All observation changes what is be-
ing observed in some way. Every observer brings par-
ticular lenses (both personal and sociocultural)
through which he or she v:ews and evaluates what is
observed. It is this subjective aspect of observation
that is particularly relevant to socioculturally compe-
tent assessment. The goal of such assessment is to
come to recognize and respect a family's subjective
world as it affects the behavior and development of a

AM.

,

vQ3

4.1

r

z
(f)

particular child rather than to fit that world into
what the assessor's professional community identifies
as "objective" and "valid" reality.

Ethnicity and race as primany determinants of
"cultural diversity." Culture is composed of the range
of ways of perceiving, believing, evaluating, and be-
having common to communities (Banks, 1994; King,
Chipman & Cruz-Janzen, 1994). Because every indi-
vidual is a member of one or more communities, every
individual's perceptions, beliefs, values, and behavior
are to some extent influenced by the culture of those
communities. It is important to remember, however,
that some groups recognize and value their culture
more strongly than others, and some individuals iden-
tify more strongly than others with their community
and its culture.

While ethnic and racial affiliations have been
taken as the major markers of diversity, they are in fact
only one way of identifying culture. And they are not
always the best way, since ethnic and racial affiliations
do not always determine ways of perceiving, believing,
evaluating or behaving (i.e., being Hispanic does not
automatically determine how one behaves; one may be
Hispanic and choose behaviors or beliefs not typically
associated with that culture). The perception that
group membership is the primary or even sole deter-
minant of culture often generates stereotypes.
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Diversity between an assessor and a child cannot
be judged solely by the child's apparent group mem-
bership. Rather, diversity must be judged reciprocally
and relationally. Diversity, therefore, is deemed to be
present whenever there is the probability that, in in-
teraction with a particular child or family, the asses-
sor might attribute different meanings or values to
behaviors or events than would the family or some-
one from that family's environment. By this defini-
tion, diversity is present when the family and assessor
are of different ethnicity, but can also be an issue when
the family and assessor share a common ethnicity but
differ in other important group affiliations (for ex-
ample, when the family are new immigrants from
Mexico, with little or no schooling and the assessor is
Central American, with professional education).

Competent assessment requires a sensitivity to
the ways children and their families perceive, believe,
evaluate, and behave. Group membership provides
strong, but not absolute, clues to these. Assessors need
to go beyond the simple recognition of group member-
ship to an examination of their own ways of perceiv-
ing, believing, evaluating, and behaving (whether or
not these are linked to specific ethnic or racial affilia-
tions) and to an examination of the interaction between
these, and those of the individual children and families
with whom they work.

Polarization of options. The ability to perceive,
and consequently assess, reality in a multi-faceted fash-
ion is key to socioculturally competent assessment. Yet
professional training in the United States has had a ten-
dency to teach an approach to reality and problem-
solving that encourages not multi-faceted perceptions
but, rather, dualistic, either-or choices. The concept-
ualization of a polarized reality leads to decision mak-
ing in which the selection of one choice means the au-
tomatic elimination of any other possibilities. In sup-
porting such singular choices, dualistic perceptions in-
variably limit the parameters of assessment. For ex-
ample, once a child is identified as Hispanic, aspects of
that child's culture that spring from association with an
Asian grandparent may be overlooked. Determination
of relative laliguage proficiency, a concept which in-
cludes the full assessment of proficiency in both En-
glish and the child's non-English home language(s), is
typically given less weight than the identification of
language "dominance." Parents are seldom asked,
"What languages do you speak at home with your chil-
dren?"; rather, they tend to be asked, "Is English spo-
ken at home?" The complexity of sociocultural reality
cannot be captured by such yes/no choices. Rather,
rich "essay" questions must be posed both explicitly,
in interactions with families, and implicitly, through
the assessment situations we structure.

Polarization of "individuality" and group
ideniity(s). One area in which polarized perceptions
can be particularly troublesome is the area of identity.

The behaviors, values, attitudes, and other aspects of
identity developed by any particular child result from
a unique synergy of both individual factors (e.g., per-
sonality, genetic endowment) and sociocultural factors
(e.g., behaviors modeled and reinforced by the particu-
lar group(s) of people with which the child affiliates).
To view a child's individuality with no consideration
of his or her group affiliation is to deny the reality of
culture. On the other hand, to see only group member-
ship is to deny the rich variability among human be-
ings that is, to stereotype. Sociocultural ly competent
assessment requires the integration of both perspec-
tives.

Some groups with which a child is affiliated may
have a name with a specific meaning (e.g., Navajo,
first-generation German-American); others may not
(e.g., middle-class, suburbanite). In any case, there are
always groups or communities of people in the life of
every child that influence and shape the ways in which
that child learns to express his or her individual iden-
tity. In getting to know a child, the assessor must con-
sider both individual and communal or sociocultural
factors. The assessor must also understand that com-
munities themselves vary in the way they value group
membership and identity in relation to "individuality."
Without these basic understandings, the assessor will
have difficulty in both getting and interpreting infor-
mation.

Neglect of mediation as a planned part of the as-
sessment process. Assessment has traditionally fo-
cused on the appropriate use of specific procedures or
instruments. Yet the core of any assessment is commu-
nication the transfer or extraction of information and
meaning between two or more persons. When the re-
alities represented by these persons are diverse (that is,
they are likely to attribute different meanings or values
to the same behaviors), a conscious bridging process
must precede the use of any procedure or instrument.

Mediation is proposed here as such a process
as a pre-conflict strategy that involves the identifica-
tion and development of optimal social, cognitivc an
linguistic contexts for the purpose of maximizing the
transfer of information (Tikunoff, 1937). An assessor's
understanding of mediation in this sense is, ultimately,
a better guide to the appropriate application and inter-
pretation of assessment strategies than the assessor's
membership in a particular group or knowledge of be-
haviors associated with such membership.

A focus on the need for language translators or
interpreters oversimplifies the challenge of communi-
cation across diverse sociocultural contexts. The words
used in any situation are only a small part of the com-
munication taking place. Underlying the words we
speak is our "real language" a language of values,
beliefs, world views, perceptions, and feelings. It L
this deeper language that must be understood.

Diversity that springs from varied sociocultural
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affiliations is a complex and seldom explicit phenom-
enon. Much of anyone's competent participation in a
particular group comes from unconscious and intuitive
(rather than conscious and explicit) knowledge. Thus
an assessor's guide to an unfamiliar sociocultural envi-
ronment should be someone who is familiar with both
the child and family's environment and the environ-
ment of the educational, caregiving, or therapeutic
setiing(s) into which the child being assessed may be
placed.

The term "culture-language mediator" has been
developed to describe such a person (Barrera, 1989).
The culture-language mediator has a dual responsibil-
ity: 1) to assist the service provider(s) in becoming
aware of any unfamiliar values, behaviors, language,
and rules that are part of the family's environment; and
2) to assist the family and child in becoming familiar
with any unfamiliar values, beliefs, language, and rules
that are part of the assessment and intervention envi-
ronment. Culture-language mediators are "bilingual"
not only in that they speak and understand the words
used in the child's home and those used in the assess-
ment setting; they are also bilingual in their ability to
understand and interpret the contexts, values, and
meanings underlying those words (and behaviors).
They can, for example correctly interpret a missed ap-
pointment, or a mother saying that she cannot come to
meet her child's teacher "because my husband won't
let me." They can also interpret the protocol and be-
haviors peculiar to assessment interactions.

Steps in culturally responsive assessment
The steps involved in carrying out a culturally re-

sponsive assessment are not, in themselves, signifi-
cantly different from those required by any assessment.
The goal of all assessment is to capture a child's abili-
ties and needs in an optimum fashion. There are as-
pects of each step, however, that are especially critical
when assessing young children from sociocultural
backgrounds unfamiliar to the assessor(s). The key as-
pects of each step are discussed below. For further de-
tail, readers should consult the reference list.

Step 1: Gather background information. The
child being assessed is only the "foreground" of the to-
tal picture. It is, therefore, important to identify the
background against which that foreground is framed.
If it is a background similar to that which frames the
assessor's reality, his/her perception and interpretation
of the child's development and behavior will, in all
likelihood, be consonant with the child's reality as it ex-
ists outside the assessment process. lf, however, the
child's background is different or even dissonant from
the assessor's, the assessor must learn as much as pos-
sible about its components before starting to observe
and judge the child's behavior and development.

Gathering information on a child's individual and
developmental context is fairly routine in all assess-
ments. It is much less common, however, to also ob-

tain information on the child and family's sociocultural
context (that is, features shared by the family with their
community or group of affiliation). Yet it is this con-
text that forms the environment within which indi-
vidual and developmental features acquire particular
interpretations and weights. It is, in fact, this context,
as defined by the education and special education com-
munity, that has given assessment items their stan-
dardized interpretations and weights.

At least three dimensions of sociocultural context
are of significance for service providers seeking to as-
sess the needs and strengths of young children and
their families:

1. The communicative-linguistic dimension
rules and patterns for appropriate and valued
communication, including, but not limited to, the
specific language used;
2. The personal-social dimension rules and
patterns for developing and expressing one's
identity and for interacting with others; and
3. The sensory-cognitive dimension preferred
and valued ways of identifying and processing
information about the world (for example, mul-
tiple intelligences, learning strategies).

The first step in a culturally responsive assess-
ment involves getting information about how these
three dimensions have been structured in the child's
environment and about how the child has, in turn,
learned to structure them for himself or herself. Typi-
cal assessment items and procedures reflect certain as-
sumptions about each of these three dimensions as-
sumptions that do not typically hold true for children
and families from identified diverse populations.
While individuals all have particular dispositions, tal-
ents, and personalities, their social group(s) reinforce,
value, and reward them for some choices over others.
Without knowing about the child's experience, it is not
possible to understand whether observed behavior in-
dicates a need or a strength.

Much of the available information about identi-
fied diverse populations (see, for example, Lynch &
Hanson, 19'..2) addresses these three dimensions. It is
important to carefully evaluate such information before
applying it to individual children and families.

Step 2: Hypotheses formulation. Once initial in-
formation both individual and sociocultural is
gathered, the next step is to formulate hypotheses
about what changes in typical assessment procedures
and materials may be necessary. The following ques-
tions must be Answered explicitly, rather than implic-
itly through the use of pre-set procedures and materi-
als:

1. What is the optimum communicative-linguis-
tic system to use for assessment in order to elicit
strongest responses (e.g.. English? Tewa? Close
distance and touch or greater distance and no
touch? Questioning? Modeling?)
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2. What snould the content of assessment include
(e.g., manipulatives? interpersonal behavior?
functional behavior?) What content will elicit the
truest picture of the child's and family's strengths
and needs (e.g., Will using blocks give the truest
picture of eye-hand coordination?) ?
3. What context(s) would be optimum? What en-
vironmental or situational features would be most
appropriate (e.g., indoors or outdoors? At
home:)? What relational and temporal features
(e.g., with caregivers presenting tasks? Timed?
Unfamiliar adults?)?
Step 3. Active assessment. Following the formu-

lation of initial hypotheses, more structured interac-
tions with the child and family can be started. These
interactions are primarily aimed at obtaining two types
of information: 1) identifying what the child knows
and can do within his/her current environment; and 2)
identifying learning abilities, strengths, and needs vis-
a-vis new sociocultural environments (e.g., an interven-
tion setting). Typically, assessments tend to focus rri-
marily or exclusively on the first, with the assumpcion
that it closely resembles the second.

During these interactions, information is gathered
and hypotheses about how to best support and stimu-
late development are refined as necessary. It is espe-
cially important to distinguish observations from infer-
ences during this process of information gathering and
hypothesis formulation. The process of this step can be
likened to a "clues and guesses" process: clues are
yielded by the data and lead to certain guesses about
strengths and needs; then additional clues are sought
to confirm or deny the validity of the guesses. While
all assessment follows this clinical process to some ex-
tent, the need to recognize its tenuous nature espe-
cially important when diversity is present bet% ,en as-
sessor and family.

Step 4: Analysis and interpretation of informa-
tion. Interpreting observational data involves making
informed judgments. An observation such as "The
child, who was two years old, preferred to work with
mother and seldom initiated activities independently"
can be interpreted in various ways, depending on so-
ciocultural variables and expectations. A typical infer-
ence (e.g., the child lacks independent exploration
skills) may or may not be accurate, depending on these
variables and expectations. It is only when such infer-
ences are reviewed critically that correct judgments can
be made about whether the child's behavior is appro-
priate within his/her most familiar environment(s)
(and thus probably reflects intact learning abilities) or
is not (and thus may indicate limited abilities to learn).

It is not enough simply to note the presence or ab-
sence of behaviors; it is also critical to identify what
such absence or presence reflects. Questions such as
the following need to be addressed:

1. Is the child exhibiting age-expected behavior
and skills for his/her community and peer group,
thus indicating learning abilities on a par with
peers (though perhaps below norms and expecta-
tions used by the assessor)?
2. If so, are these behaviors and skills adaptive
for the environments the child will be entering as
he/she leaves home (e.g., will they serve the child
well in these new environments?)? If not, how
can they be used as resources for developing the
additional behaviors and skills needed for compe-
tent participation in the new setting?
3. If the child is not exhibiting age-expected be-
haviors and skills, has there been an opportunity
to learn them? Has the child had opportunity and
been unable to benefit from it? Does this inability
indicate inherent learning impairment(s) or "tem-
porary" impairments resulting from trauma or
abuse?
Step 5: Reporting findings. How the results of the

assessment are reported can be very significant. Many
times, the greatest bias lies not in the actual assessment
but in how the data is reported (i.e., standardized
scores are reported without mention of correct re-
sponses obtained outside of the standardized proce-
dure; language levels are reported with indication that
a translator was used, without mention of the fact that
the translator was an older sibling unfamiliar with the
assessment process or with the tasks presented). All
too often, data such as that in the examples above is
omitted and insufficient information for valid judg-
ments given. Beyond a child's performance, it is im-
portant to report how that performance was elicited
and measured (e.g., what items were presented? How
familiar or unfamiliar were they to the child?). Infor-
mation about community behavioral expectations
for both children and adults is also important (e.g.,
are children in this community expected to attempt re-
sponses in a trial and error format?). Only with this
kind of information can the service provider make
judgments about what represents a behavior typical for

. a particular group or community and what represents
an individual difference which, even within the group
or community, may be considered limited. In general,
a child who is developmentally on a par with peers in
his or her community has intact learning and language
abilities.

Step 6: Programlintervention development. The
cycle of assessment is completed with the development
of specific goals, objectives, and strategies. In thinking
about sociocultural diversity and young children, the
goal is to help children learn to function in as many set-
tings as their developmental capacities allow to give
them the choice of competent participation in multiple
settings. Both the child's relationships within home
and community and his or her broader life options
must be weighed (but not in a polarized fashion!). Are
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monolingual English-speaking classrooms or medical
settings likely to be a major part of the child's future?
If so, how can one prepare the child for those settings
while maintaining and strengthening current connec-
tions to quite different home and community environ-
ments?

Early childhood assessment is an awesome task,
with life-changing implications for those assessed. We
can literally step into and radically change lives. This
aspect of assessment dictates that we be as competent
as possible, especially in relation to social worlds dif-
ferent from our own.

Conclusion
Assessment procedures, materials, instruments,

and interactions are all embedded in particular world
views, expectations, values, and behaviors in mind.
When these world views, expectations, values, and be-
haviors reflect those of both assessor and family, the
likelihood that valid information will be obtained and
accurately interpreted is high. When they do not, the
potential for error is equally high. Careful thought
muse therefore, be given to the use of assessment pro-
cedures in the context of diversity. Children and fami-
lies identified as culturally/linguistically diverse chal-
lenge the basic premise of much of current assessment

that the behaviors of individual children can be

meaningfully elicited and interpreted according to pre-
set, group-referenced expectations and criteria. This
challenge is a gift. May we all receive it with rever-
ence. 4
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New Visions for the Developmental Assessment of Infants and Young
Children: A Parent's Perspective
Susan Rocco, Special Parent Information Network, Hono-
lulu, Hawaii

This essay is adapted from a plenany presentation at ZERO
TO THREE's Eighth Biennial National Training Institute,
held in Washington, D.C. in December, 1993.

I'm Jason's mom.
My job is to talk about the assessment process

from a parent's point of view what it feels like, what
we hear, and what would make it better from our per-
spective. I'm a battle-scared veteran of twelve years,
but I can remember those assessment days in early in-
tervention as if they were yesterday. After the first dis-
appointing assessment, when Jason was nine months
old. I'd face each new evaluation with a mixture of
hope and dread. Would Jason have caught up? Had
we "fixed him" yet?

Despite the smiles and warmth of the early inter-
vention staff, I'd be tense. The protocol was that I
would be asked to sit directly behind Jason's chair (so
as not to distract him from the task at hand). As he
graduated from one intervention program to another, I
was asked to watch from behind a two-way mirror.
My preference, of course, was to be in the .5ame room
with Jason so that I could at least reassure him with my
presence maybe sneak in a little pat on the back.
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In or out of the room, I was always assigned the
role of observer. I guess I was lucky, though. Some of
my friends whose kids went to other programs were
not allowed even to observe the assessment process.
We parents decided that the team was afraid we'd
learn the assessment protocol and cheat by teaching
our child the specific skills required by the assessment.
They were right, you know. I spent fruitless hours be-
tween evaluations trying to get Jason to stack four
blocks or to point to the flashcard with the red wagon.
It didn't dawn on me to tell the assessment team that
there were no red wagons in our real life.

The timing for the assessments was fixed they
were scheduled for Jason's normal therapy times with
little flexibility, and it was nearly impossible to re-
schedule. What little flexibility we did have faded by
the time he was a preschooler. Assessment teams set a
date and kept to as strict a schedule as possible. Never
mind that he had a seizure the day before. So what if
it was past his naptime? Since I was tuned in tc his
moods and needs I remember mentally assigning "dis-
count points" so that I could later rationalize his poor
test scores to myself and my husband.

My biggest frustration was that Jason's therapists
would not allow the use of motivators during the as-
sessment process. As I'd sit behind him and watch him
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ignore command after command, I used to yearn for a
box of mints so that Jason could show them what he re-
ally knew. Just one measly mint in exchange for his
Lest work! But somehow that was never allowed.

My reassurances that Jason could perform some
of these tasks at home (like being able to pluck a tiny
candy out of a shag rug with a neat little pincer grasp)
or that he was a whiz at some skill that the assessment
never covered (like humming the tunes to 40 or 50
songs) never seemed to be incorporated into the assess-
ment results. If the testers didn't witness a skill with
their own eyes, then my evidence was considered
merely "hearsay."

Sound like Old Paradigm? Absolutely! Have we
made tremendous strides in the assessment process
over the last decade. You bet! Do we have a way to
go? You bet!

Sometimes it seems as if the label
swallows the kid whole.

But if you will indulge me for a minute, I'd like
to get past the history taking, past the observations,
past the recollection of performance data, and talk
about how the results of the assessment are communi-
cated to families. I'd like to focus on what parents hear
in the assessment process, and how that message af-
fects their short and long range goals for their children.

Certainly when Jason was evaluated (and all too
often today), evaluation results tend to focus on defi-
cits and ignore strengths. What is Jason not doing that
he shc ald be doing? Or conversely, what is Jasor do-
ing (behavior-wise) that no "normal" kid his age would
do? My friend, Joyce Metzger, still calls her son's
evaluations Glen's "Can't Do Reports."

Often clinicians talk to families about "how far a
child is behind" in meeting a developmental milestone.
The whole concept of developmental delay was con-
fusing to me. I took it to mean that Jason was behind
in many areas but had the potential to catch up and be
"normal." I began to place inordinate attention on
helping him "catch up." When the next evaluation
showed him even further "behind," I took that as an in-
dictment against my parenting skills. I figured that if
Jason was scoring the equivalent of D's and F's on his
assessments, then I was clearly flunking early interven-
tion, too! After all, I was his main caregiver.

Sometimes the deficit is portrayed as the lack of
some ability a lack of attention, a lack of speech, a
lack of fine motor coordination. There is an ancient Yo-
gic expression "what you put attention on grows in
your life." When we parents focus totally on what's
wrong with our children, that's all we see.

Which brings me to the issue of labels. Most par-
ents who have not had much exposure to disability be-
fore their child is diagnosed react at first to a particu-
lar disability label based on the negative stereotypes

and imagery they have seen portrayed in the media.
Sometimes it seems as if the label swallows the kid
whole. Jason had acquired a number of labels by the
time he started preschool speech delay, epilepsy, ce-
rebral palsy, pulmonary stenosis, Transposition of the
Great Vessels, severe mental retardation. I was only
marginally depressed by all these negative labels until
we were sent for a psychiatric consult by our diapos-
tic team. A letter sent 'by the psychiatrist (a month
later) to Jason's school contained the most crushing la-
bel of all Atypical Pervasive Developmental Disor-
der. The letter came without any explanation or prac-
tical information about what kind of support would be
the most helpful.

With such an emphasis on deficits and dimin-
ished expectations for future success, we parents gen-
erally begin to look for a way to thwart these negative
prognostications. At the very best, we want a miracle
cure. At the least, we want professionals to fix our kids
to the best of your ability. If our toddler isn't walking,
then how about physical therapy five times a week?
We begin a frantic search for programs, and treatments
and experts. We're putty in the hands of the traditional
treatm it-focused, top-down approach to intervention.
We believe implicitly that professionals have all the an-
swers and, therefore, all the power. We are powerless,
except in our ability to manipulate the system.

I was never more powerless than when Jason was
at Columbia Presbyterian Hospital as an infant recu-
perating from heart surgery. We spent three months
there, fighting off one life-threatening complication af-
ter another, watching other people provide all of
Jason's care. I quickly took on little tasks that I could
do to help out the nursing staff scout out blue baby
blankets, run for coffee, keep track of Jason's "num-
bers" for the next shift. As time crawled on, I became
more assertive. I was the watchdog perched at Jason's
cribside, asking questions, making sure that each new
shift of nurses and medical students and residents were
aware of his needs and priorities of the moment. I used
to sneak a look at his chart when no one was looking
and memorize his blood gases. But despite these small
attempts to gain back some of the control over Jason's
care, I knew who had the Real Power.

Thereafter, whenever a new label was placed on
Jason, I'd get a resurgence of that feeling of powerless-
ness. It was as if suddenly we'd been transplanted to a
foreign world where I knew none of the language or
customs. We were dependent on professionals and
special programs to lead us out of the Wilderness.

Often we parents never stop to think of the price
we pay for this over-emphasis on therapeutic interven-
tions and specialized programming. We forget about
our children's social-emotional needs since they
typically are not a focus of the assessment. We over-
look our children's fundamental need to belong
working instead to place them in segregated facilities
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with special treatments and low staffing ratios.
How can professionals re-phrase messages to

families to present a more positive expectation? How
can we all make the assessment process an important
opportunity to find out what children can do and what
they are ready to learn.?

Well, we can begin with an emphasis on strengths
and abilities.

Then we can de-mystify and de-magnify labels.
We can sit down with families and tell them exactly
what a particular diagnosis means in practical terms
without reinforcing negative stereotypes or expecta-
tions. (A recent study by the Beach Center found that
parents of children with Down Syndrome gave high
marks to physicians who "avoided making predictions
that limited their baby's potential or future quality of
life.")

I applaud the American Academy of Mental Re-
tardation for its recent reclassification of mental retar-
dation, which recognizes strengths and goes on to de-
fine a system of support for each individual. They
have also done away with the traditional pecking or-
der of retardation no more "severe" or "profound"
labels. We all know how negatively weighted these
subcategories are. Reflecting that awareness, Assistant
Secretary of Education Judith Heumann has issued a
call to the field to gain comments on whether the word
"severe" should be replaced with the word "signifi-
cant" in reference to disabilities. I look forward to a
day when labels become irrelevant.

We need to help families see that the disability or
the label is just one small piece of who the child is. We
need to stress that these are ordinary children with
somewhat extraordinary needs for support. It's up to
us to plant these positive visions until the rest of
mainstreamed society catches up. Until one mother's
dream is realized that the birth of every child be cel-
ebrated.

These are ordinary children with somewhat
extraordinary needs for support.

Judy Walker, the director of Pilot Parent Partner-
ships in Arizona, says that it isn't always true that par-
ents are devastated by the fact that their child has a dis-
ability or even by the label itself. Rather many are dev-
astated by all the negative things that people say or by
the condolences they offer. Believe me, you can make
a difference by emphasizing abilities and by acknowl-
edging the family's expertise.

My friend and guru, Norman Kunc, said some-
thing about expertise that was very empowering to me.
He said that expertise has a lot to do with experience.
Often parents look to professional experts to diagnose
a problem or to offer advice on behavior, and they fail
to realize that they possess rich expertise of their own,
because they are experts on the children. And the child

is always bigger than his disability label or his behav-
ior at one point in time. It is in the new vision of devel-
opmental assessments that parents and professionals
truly share their expertise.

Above all, we need to focus on the supports
needed to live a quality life in the community. There's
a great quote I read somewhere that says, "the empha-
sis in early intervention must not be on creating nearly
normal children but on enabling children and their
families to have normal life opportunities." It is time
that all children share in the embrace of relationships
and experiences which lead to enhanced quality of life.

I'm beginning to see the potential of early inter-
vention to reverse the negative, tragic, deficit-fixing
mindset that parents may fall into when they find out
their kid is different. If we could start right there con-
vincing parents that different is O.K. that we truly
value diversity and do not just tolerate it then we
could restore a sense of normalcy to families. If we
could show parents that their child's disability is just
one small part of who they are, then we could get away
from the perception that quality of life is inversely re-
lated to degree of disability. We wouldn't have to take
away parents' dreams for their children. Well, maybe
we could help restructure them a little, but they would
have fine dreams intact.

You know, my dreams for Jason have taken on a
whole new flavor since he has been included with chil-
dren his own age in regular education classes. I used
to think the best we could hope for was a loving care-
taker after I was gone and some extra frills to supple-
ment his SSI checks. But you know, kids don't have
the hang-ups we adults do when it comes to disability.
Jason's classmates are able to see Jason's gifts and over-
look his disabilities. Their dreams for Jason are that he
have a normal life, that he has a job that he enjoys, that
he has friends who accept him for who he is, that he
gets rich!...oh, and they want him .to get a lowrider
with hydraulics and learn to drive.

We need to listen to what these kids are saying.
We need also to listen to what many people with dis-
abilities are telling us there is no pity or tragedy in
disability.

What we're talking about here is planting the
seeds of hope. An old Chinese proverb says: Hope is
like a path in the country; there never was a road, but
when many people walk on it, it comes into existence. 4,
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Family-directed Evaluation and Assessment under the Individuals with
Disabilities Education Act (IDEA): Lessons learned from experiences
of programs and parents
Carol Berman (ZERO TO THREE/NCCIP) with major con-
tributions from Betsy Ayankoya, Jo Shackelford, Evelyn
Shaw, Mary Shields, Janie Ward-Newton (Frank Porte;
Graham Child Development Center, University of North
Carolina at Chapel Hill) and Joan Melner (ZERO TO
THREE/NCCIP)

The first experience of a family with an infant or
toddler who may need early intervention services typi-
cally involves a process of identification, evaluation,
and assessment, in which the need for services is estab-
lished and defined. Ongoing evaluation and assess-
ments continue to help us understand the strengths
and developmental needs of the child and family, and
help to guide the direction of intervention. Such op-
portunities are highly significant to the family, and to
the service provider as well. Depending on the pro-
gram and the degree of a child's disability, the initial
evaluation to determine eligibility for services and sub-
sequent re-evaluations for that purpose may be seen as
a "rite of passage" into early intervention or as a
"threat" to entitlement. The degree to which families
are active in the assessment process is likely to influ-
ence the performance of the child, the extent of follow-
up, and the relevance of the assessment in guiding the
child's developmental program. Evaluation or assess-
ment is a part of a continuing process, linked to early
intervention or other recommendations. There should
be some useful element in each and every encounter.

Family-directed evaluation and assessment
under IDEA

Part H and Section 619 of Part B of IDEA both ad-
dress family involvement in evaluation and assessment
processes, but with different emphases. Child assess-
ment under Part H includes identification of the "re-
sources, prim ities, and concerns of the family" (20
U.S.C. 1477 (d)(1)). Family assessment under Part H is
defined as "family-directed and designed to determine
the resources, priorities, and concerns cif the family re-
lated to enhancing the development of the child" (20
U.S.C. 1477 (d)(1)). Family assessment is voluntary and,
if carried out, must be "based on in' Irmation provided
by the family through a personal interview" (20 U.S.C.
1477 (d)(2)(3)) .

When the NEC*TAS staff began interviewing par-
ents and professionals for this paper, it quickly became
apparent that many terms are used to describe how
families are involved in the assessment process. The
terms "family-focused," "family-friendly," "family-
driven," "family-directed," and "family-guided" tend
to be used interchangeably by some people, and used
with specific meaning by others. All of these terms
convey to some degree the general philosophy of fam-
ily-centered care which recognizes the family's con-
stant, central role in the child's life and places family
priorities and values over those of the professional or
the agency. Although the differences in terminology
may appear to be minor, each term does suggest a dif-
ference in emphasis and in the family's role.

The following article is an adaptation of a lengthier re-
port by the same title, to be released by the National Early
Childhood Technical Assistance Center (NECTAS). The re-
port and this article were a team effort, developed from con-
tributions by many staff of NEC*TAS under U.S. Depart-
ment of Education contract # HS-91-01-1001, projects sup-
ported under the Early Education Program for Children with
Disabilities (EEPCD), and parents of young children with
disabilities. A team of NEC*TAS staff convened to plan an
approach to helping state and project grantees learn from one
another around the topic of fatnily-directed assessments. Sev-
eral EEPCD outreach projects with activities or models that
are particularly relevant to the topic were selected because of
their proven models and dissemination responsibility. Ques-
tions were reviewed by the team, who then paired off to con-
duct interviews of project directors or coordinators, and of
parents known to these projects. NEC*TAS staff who
planned, conducted, and summarized interviews are cited
above as contributors. Special thanks also to otht.- NEC*TAS
s:aff involved in planning, reviewing drafts, or both: Joan
Danaher, Nancy Guadagno, Evelyn Hausslein, Joicey
Hurth, Trish Isbell, and Pascal Trohanis. Projects and their

leaders included ACTT Outreach: Activating Children
Through Technology, Patricia Hutinger, Carol Schneider
and Linda Robinson (Macomb, IL); AEPS Linked System of
Assessment, Intervention and Evaluation for Early Interven-
tion, Diane Bricker (Eugene, OR); Family, Infant, and Pre-
school Project (FIPP), Angela G. Deal (Morganton, NC);
Medically Fragile Inservice for Related Services Team (M-
First), Pat Halv and Janet Valuzzi (Portland, OR); NICU
Follow-Through Project, Rodd Hedlund (Seattle, WA);
Project Continuity Outreach, Barbara Jackson and Joanie
Dinsmore (Omaha, NE); Project Dakota, Linda Kjerland
(Eagan, MN); Project Vision, Lawrence Ingalls and Helen
Hammond (Moscow, ID); and Trans/Team Outreach,
Corinne Garland at (Child Development Resources in
Lightfoot, VA). Parents who contributed to this study were:
Lisa & Roger Bailey, Denise Booth, Renee Dulin, Ken and
Lynn Gillies, John and Teresa Guthman, Kelly Perron,
Barbie Perry, Michael and Nelda Thompson, and Glenda
Witt. All were generous of their time, knowledgeable, and
immensely interested in sharing ci;Nt they know with the
field. Their contributions greatly enriched our thinking and
understanding by providing tangible experiences and recom-
mendations.
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The NEC*TAS team elected to use the term "fam-
ily-directed" because it suggests an active role for the
family throughout the evaluation and assessment pro-
cesses. Parents and project staff whom we interviewed
emphasized that if professionals relate to families in a
way that is friendly and supportive, but fail to allow
families to determine the outcomes they desire, then
evaluation and assessment will fall far short of meeting
the needs of the child, of the family, and, ultimately, of
the agency. Effective evaluation and assessment prac-
tices are respectful of parents and the primacy of their
role in their child's care and education. The term "fam-
ily-directed" offers a suitable expression of appropriate
parent participation in the process.

Throughout the interviews with project peisonnel
and parents, a rumber of key concepts emerged relat-
ing to assessme Lt and evaluation practices, many of
which have policy implications.

Characteristics of successful family-directed
assessments

Child assessments that are Lmilv-directed value
parents as experts, respect their time, and show respect
for individual differences; values; and preferences, in-
cluding cultural and linguistic differences. Family-di-
rected child assessments provide information to fami-
lies in a timely way, and offer written rruiterials with
careful explanation, opportunity for their input, and
follow-up. Family-directed evaluations and assess-
ments take place in the setting and at the time that
works best for the family and child. This is sometimes
the family's home, where developmental assessments
may capitalize on such daily activities as play and
mealtime. Virtually every family member who talked
about good assessment experiences had been inter-
viewed beforehand and had known what to expect.

Assessments that are gamily-directed integrate the
health assessment into the process. Even for children
who are not medically "involved," the medical/pedi-
atric interview may uncover insights that can be very
useful, or a health need (such as allergies) that has an
impact on learning. Hence, effective communication
between early intervention and health care personnel
during the evaluation and assessment processes is im-
portant.

For many children and adults with conditions
that are disabling, technology makes evaluation and as-
sessment possible. For some severely involved chil-
dren, technology may be the only means by which their
abilities can be accurately assessed, and by which they
can reach their potential. In these circumstances,
assistive technology (AT) is an inseparable part of the
evaluation and assessment process, both in terms of ob-
taining optimal information about the child, and in
planning appropriate interventions.

Key concepts brought to the attention of the
NEC*TAS team are summarized below, and have been
clustered into issues affecting: (1) families; (2) processes

The Individuals with Disabilities Education Act
(IDEA, Public Law 102-119, 1991) provides grants
to states and jurisdictions to support the planning
of service systems and the delivery of services, in-
cluding evaluation and assessment, for young chil-
dren who have or are at risk for developing dis-
abling conditions. Funds are provided through the
Infants and Toddlers Program (known as Part H of
the IDEA) for services to children birth through two
years of age and through the Preschool Program
(known as Section 619 of Part B of the IDEA) for
services to children three through five years of age.
To assist states and jurisdictions in meeting the
challenges of implementing IDEA, the U.S. Depart-
ment of Education's Early Education Program for
Children with Disabilities (EEPCD) sponsors a
wide variety of research institutes and model dem-
onstration, inservice training, data system, and out-
reach projects. Outreach projects specifically are
funded to assist states in identifying and imple-
menting system and service delivery models,
model components, and personnel training ap-
proaches. The National Early Childhood Technical
Assistance System (NEC*TAS) promotes IDEA
implementation in its role as a national technical as-
sistance provider. Part of the mission of NEC*TAS
is to facilitate the linkage between states and juris-
dictions and EEPCD projects.

or procedures; (3) personnel qualifications; and (4) the
service system.

Family issues

1. Valuing parents as experts. Programs with family-
directed assessments see that parents have input at ev-
ery step. An environment is created in which parents
are made to feel comfortable about contributing as ex-
traordinarily important members of the team. Effort is
taken to give parents background information about
procedures that they have observed. At Child Develop-
ment Resources in Lightfoot, Virginia, assessment re-
ports are stamped "Draft" and mailed to parents for re-
view Ind comment. In this way, the program empha-
sizes that input is still being sought, especially when a
report has been typed for readability and therefore
looks more final than intended. Roger and Lisa Bailey
told us why they were satisfied with services at the
AEPS in Eugene, Oregon headed by Diane Bricker:
"Testers tell us how they are going to test, what they
will be looking for, information about the test, what to
expect. They did their own testing, made their own ob-
servations, and asked us what (our child) did at home.
There is no way one individual can figure out a child.
We feel it's very important to take information from
parents." Ken Gillies, whose child was seen at Project
Dakota in Eagan, Minnesota, said: The professionals in
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any family's case need to be the listener. It's hard for
people in our structure of society to take on that role.
Unless you have gleaned significant information from
the family, you aren't in a position to offer any opin-
ion."

2. Nature of family involvement. There is considerable
variability as to the role and degree of control families
want to assume in evaluation and assessment, and for
that matter, throughout early intervention.

Some parents may want to be more active than
others in making decisions and in service coordination.
John Gutiunan, a Minnesota parent told us: "We asked
questions; not all families do. Especially for the initial
assessment, when they don't know what to expect.
They are not in a comfortable place, or they may [ex-
pect to] hear bad news....Parents should not be sitting
in the bleachers." Even if parents choose to do no more
than observe, the process of engaging them as "active"
observers is still a step in figuring out the family's de-
sired outcome for the child. Glenda Witt, who had ex-
perienced family-directed assessments at Child Devel-
opment Resources in Lightfoot, Virginia, put it this
way: "If the family doesn't feel involved, nothing will
change."

By and large, professionals and parents we inter-
viewed strongly favored a very active role for families,
participating in every aspect of evaluation and assess-
ment.

3. Presence of parents and cther family members dur-
ing evaluation and assessment. It is inappropriate to
evaluate a young child without the presence of some-
one who knows the child very well, particularly if eli-
gibility for services is at stake. Most parents want and
need to be present, particularly when the child is an in-
fant. Macomb, Illinois parent, Denise Booth, who
liked the fact that a sibling was included in the assess-
ment process, mentioned the use of videotape to cap-
ture the interaction between the sibling and the child
whose development is being assessed. This has impli-
cations for assessments scheduled in child care pro-
grams or other community settings, which can be con-
venient for families and professionals alike. Renee
Dulin, a parent with the Family, Infant, and Preschool
Program (FIPP) in North Carolina, speaking of both the
need for preliminary home visits and a parent pres-
ence, said: "A family with a special needs child spends
a lot of time with medical strangers. It is so important
for the parents as well as the child to have a familiar
face present on assessment day. Personally, I can't
imagine having to endure an assessment with a child
younger than school age without being allowed to be
present. I would not allow my child to be put into a
room with strangers and be expected to perform (opti-
mally). An assessment of this type is unfair to the child
and to the team members."

4. The term "family assessment". Reflecting the
shared view of everyone we interviewed, that families
and professionals work together in partnership, Linda
Kjerland of Project Dakota in Eagan, Minnesota, pre-
fers "family information gathering" to "family assess-
ment," a term that is often misunderstood. She high-
lighted the need to clarify that professionals in early in-
tervention are not being asked to intrude upon the pri-
vacy of families, but instead to provide opportunities
for families to choose to share challenges for which
they want help and support. An interest in determin-
ing "the resources, priorities and concerns of the fam-
ily related to enhancing the development of the child"
(20 U.S.C. 1477 (d)(1)) does not mean that it is appro-
priate to inquire about intimacies of family life. Fur-
ther, many parents object to the use of a family assess-
ment form which emphasizes them, rather than the
child.

If there is to be respect for the individuality of
families, and the differences among them, a system
should not be set up which meets the requirement for
family-directed assessments by simply adding a form
for the family to complete. Linda Kjerland put it this
way: "The worst mistake we can make is to think we
have met the intent of the law by having families fill
out a form instead of shaping the whole process.
Project Dakota suggests tools at every step, so there are
constant reminders to be responsive to the family."

Process issues:

5. Appreciation for the process leading to a plan.
Families have 'a right to expect to be part of planning
an assessment process that culminates in a report that
is honest and presents what the team knows, and
which steers them toward solutions and resources.
Ken Gillies thought the term "discover" might better
describe what the process should be, rather than
"evaluation and assessment." He said: "When I hear
the word 'discover' sunshine pops into my mind. But
'assessment' and 'evaluation'you think of piles of
paper and raised eyebrows. That's not the purpose.
It's to get good things for our child." John and Teresa
Guthman said, "Assessment is part of an ongoing pro-
cess of setting goals." This emphasis on learning about
the child in a way that will help plan for desired out-
comes, rather than merely arriving at a label or score,
was a common theme gleaned from our interviews.

6. Importance and impact of every interaction. Every
interaction that occurs between parents and profession-
als is an important event. We affirmed in our inter-
views that those contacts can bc warm, exhilarating,
fearsome, or devastating. Parents often dread an expe-
rience in which they feel their child is being judged,
and for that mat' er, so are they. Evaluations and as-
sessments by professionals or teams who fail to express
any positive findings can be demoralizing and can un-
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dermine relationships between parents, between parent
and child, between parent and professional.

Attention should be paid to nonverbal and situ-
ational cues. Behaviors of professionals the way a
child is held, gestures, smiles, openness, even the way
the appointment is made, or the staff's preparedness
for the child and family can be as illuminating as
what is said. Barbie Perry, whose child had been fol-
lowed by CDR in Lightfoot, Virginia, described a fam-
ily-directed experience this way: "(My child's) name
was on the paperwork when I got there. I knew this
was where she was supposed to be."

7. Providing necessanj information at the most oppor-
tune time. The goals and purposes of assessment
should be articulated from the beginning, before the ac-
tual assessment, so parents know what to expect. This
"pre-assessment" communication allays fears as well.

Nelda Thompson, a parent satisfied with family-
directed assessments at F1PP in North Carolina, talked
about the need to periodically check with parents to see
what they need in terms of materials or information.
Neither written materials without follow-up, nor dis-
cussion without written materials is sufficient. To the
extent possible, materials should be individually tai-
lored for a particular family.

Parents want to have the same kinds of informa-
tion that is available to the professionals on the team.
Information about test scores or a diagnosis should be
provided with explanations. Fact and opinion should
be clearly distinguished. Available options for re-
sources are needed if the parent is to be able to partici-
pate fully in team decisions. Roger and Lisa Bailey
said: "Parents may not know what questions to ask. It
helped us when someone said, 'These are the options'
and 'Here's what I think I see' and fed us
questions....It's important to have a multidisciplinary
team assess the child. You get an amazingly complete
and accurate picture and it helps you to come up with
appropriate goals."

Parent-to-parent support was particularly helpful
to some of the parents we interviewed, including Ken
and Lynn Gil lies, who suggested that programs may
need to overcome the attitude of "we know what's
best" to connect parents to someone who has "been
there."

8. Flexibility and timing. Virtually every family mem-
ber who talked about good assessment experiences had
been contacted before the assessment, perhaps through
a home visit. Because they had been prepared before-
hand, they had known what to expect. In contrast, par-
ents who were dissatisfied with evaluation and assess-
ment procedures feel that they had little say in the ar-
rangements. The system needs to allow for an evalua-
tion or assessment to be conducted in a setting and
time that works best for a family and child. Renee
Du lin said: Trust is very important. You can't do that

'til you are comfortable....If it was naptime, nursing
time, whatever (my child's) needs were, they came
first." In contrast to her family-directed evaluation at
the AEPS program, Oregon parent Illy Perron char-
acterized a less positive experienc.: elsewhere: "We
were there from 8:30 a.m. until 12:15 p.m. We had no
preparation. I didn't bring a snack. Ac a result, I had
a cranky, tired and hungry baby."

Corinne Garland of the Trans/Team Outreach
Project housed at Williamsburg Area Child Develop-
ment Resources (CDR) in Lightfoot, Virginia, stressed
flexibility as a cornerstone of family-directed a-- sess-
ments, noting that families differ widely, and that ev-
ery assessment team may require a different level of
preparation, composition, and level of support to en-
gage parents as active participants. In her program,
transdisciplinary arena assessments often are used, a
tednique which typically involves a facilitator (serving
as pnmany interactor/contact with the child and family dur-
ing the assessment process), coach (serving as support to fa-
cilitator, reminding them of possibly missed items or reflect-
ing on what could be done to enhance the assessment), ob-
servers (serving as multidisciplinary "eyes and ears," each
bringing with them experience from a variety of backgrounds
and training to this process), and parent(s) (serving as ad-
ditional evaluators, givers of input and observers) in a
planned observation process.

9. Instrumentation and informal measures. With re-
spect to use of standardized and informal measures,
the shortcomings of current instrumentation should be
acknowledged. When we use formal measures, we
need to be fully familiar with them, and with their
standardization. Further guidance on these concepts is
available in other NEC*TAS reports (See Meisels and
Provence, 1989; and Biro, et al., 1991).

Corinne Garland emphasized that we may be
asking the wrong questions when we restrict ourselves
to the parameters of standardized instruments. Impor-
tant questions that should be asked include: What is
the child capable of doing? What is the best we can
elicit from this child? Would assistive technology help
in drawing out optimal performance? What kinds of
help might this child need?

A common theme we heard was the need to rec-
ognize and respect the accuracy of parent reporting,
the information that can be gleaned from observation
of play, and the difficulty in eliciting a representative
sample of a young child's behavior. We need to check
with parents to know whether we saw a representative
sample of the child's abilities. Consideration of the
child's health, medication, fatigue, and other factors is
important, and family members are likely the best in-
formant as to the caliber of a child's performance. Pro-
fessionals need to verify their observations with par-
ents.

One method of assuring that staff and family per-
ceptions are blended is the use of a collaborative de-
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scription c : the child. Project Dakota adapted
transdisciplinary post-assessment discussion method-
ology and integrated elements of the McGill Action
Planning System (MAPS) by Marsha Forest into a func-
tional team activity. In this collaborative description,
families and staff cite child abilities, interests, motiva-
tors, and things to celebrate, as well as concerns, frus-
trations, worries and desired next steps. From this, the
team draws conclusions and key priorities for plan-
ning.

10. Integrating health evaluations into the total
evaluation. Good information about a child's medical
diagnosis and health status is of vital interest to devel-
opmental programs, including how health status influ-
ences the child's development and what, if any, restric-
tions health status places on the child. Information
from the health evaluation can lead to more appropri-
ate programming for a child and may uncover a physi-
cal basis for learning difficulties or lack of progress.
Health professionals also want information from devel-
opmental assessments. The importance of integrating
health assessments into the evaluation process for chil-
dren with special health care needs, and for children
who -2 not medically involved as well, was empha-
sized in our interviews with Barbara Jackson and Joan
Dinsmore, of Project Continuity in Nebraska, and with
Pat Haley and Jan Valuzzi, of the M-FIRST Project in
Oregon and Washington. Child assessment must in-
clude an assessment of health needs. Information from
health evaluations should be interpreted and inte-
grated in a child's daily program.

Project Continuity staff members emphasized that
families are often the conduit of information from
health care professionals to other professionals. Simi-
larly, Rodd Hedlund of the NICU Fellow-Through
Project in Seattle, stressed the importance of making
developmental assessment information available to
medical/health personnel in hospital settings. In any
case, it is important that information be written in lan-
guage that is easily understood by everyone.

11. Technology in assessment and evaluation. Tech-
nology makes things easier for most people. One par-
ent, Denise Booth, said, "Technology will open the
door for my child." Patti Hutinger, Carol Schneider,
and Linda Robinson from Project ACTI" (Activating
Children Through Technology), in Macomb, Illinois,
emphasized that assistive technology (AT) should be
an inseparable part of the assessment and evaluation
processes, both in terms of obtaining optimal informa-
tion about the child and in planning appropriate inter-
ventions. In the same way that the concerns and priori-
ties of family members cannot be an "add-on," assistive
technology must be an automatic consideration in the
Individualized Family Service Plan (IFSP) or Individu-
alized Education Plan (IEP) for young children with
moderate to severe disabilities.

The range of assistive technology is wide; while
factors related to its use are complex (such as a child's
mobility and the length of time it takes to learn to use
a device or system), many AT needs are met with rela-
tively low technology and low-cost solutions. Attitu-
dinal, personnel, and finance issues associated with
new advances in technology and evaluation and assess-
ment processes include, for example, overcoming
"tech-phobia," system-wide awareness of resources,
and allocations for specific devices, repairs, adapta-
tions, and training of children, families and personnel.

Families are most often the initiators of and advo-
cates for technology assessment and intervention.
ACTT staff confirm that the majority of referrals for AT
assessment come from families. The determination of
the purpose of the evaluation should be made accord-
ing to the families' preferences.

Personnel preparation issues

12. Qualifications of personnel. The person who con-
ducts the assessment should be the one who knows the
child best, and should be well-trained and experienced.
Skills of professionals need to be fine-tuned, to change
with the nature of the team, as well as the nature of
families. Personnel preparation for early intervention
work requires a myriad of experiences. Training
should equip professionals: to work with young chil-
dren and their families; to work with teams that in-
clude many disciplines and agency perspectives; to un-
derstand and appreciate family-centered, culturally ap-
propriate approaches; to be knowledgeable and skilled
in the use of instruments, and yet to understand nor-
mal development and recognize when development is
compromised so that overreliance on instruments is
unnecessary and clinical judgment can be applied; and
to understand how to access community resources, in-
cluding services for children and families, technology
or technology training.

Parents were attuned to the level of experience of
personnel, and it was important to them. In one in-
stance reported to us, a preschool professional was so
inexperienced with assessment practices that it was ob-
vious to the parent, Barbie Perry, who then took mat-
ters into her own hands and showed the professional
which toys from the kit to use and what to do with
them. "She didn't know how to pick up babies....I
bared my child's soul to a total stranger. We wanted
to learn from this. We wanted someone with experi-
ence."

In con.rast, she described a better experience: "In
the hands of trained professionals at CDR, they were
prepami and knew what they were doing....I knew the
assessment would be fine."

Families' earliest contact with professionals tends
to be with health professionals, including nurses, phy-
sicians, particularly general practitioners, pediatricians,
and local health department personnel. They, and oth-
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ers who have early contact with a child with disabling
conditions, need to be aware of the resources available
to families. This is particularly critical in remote areas,
where there are likely to be few, if any, community
providers. One mother, Denise Booth, stated that the
staff who provided an assessment (far from home) di-
rected her to services she had not known were avail-
able in her own community.

13. Respect for individual differences, values, and pref-
erences. Enlightened preservice and inservice training
programs recognize the significance of understanding
and respecting cultural differences when working with
families. According to Helen Hammond and Lawrence
Ingalls of Project Vision at the Idaho Center on Devel-
opmental Disabilities, University of Idaho, unless pro-
fessionals understand and acknowledge their own val-
ues and biases, judgmental attitudes and prejudices can
interfere with family-directed assessment and evalua-
tion processes.

Not everyone shares the same values about what
constitutes appropriate child development. Some of
the milestones that professionals have come to regard
as universal, based on standardized instruments and
child development literature, may conflict with what
some families expect and want for their child.

Programs that are responsive and sensitive to cul-
tural differences should focus on what constitutes thor-
ough assessments and evaluations and on how to con-
duct them, rather than on developing a list of traits for
a given population. Doing so acknowledges the dy-
namic nature of culture and its influences in our lives.

Service system issues

14. Cost in relation to benefit. Angela Deal of the
Family Enablement Project (FIPP) in Morganton, North
Carolina, pointed out that it is penny-wise and pound
foolish to economize by not taking time to understand
what the family's questions are and what it is that they
hope will happen for their child through assessment
and early intervention. Without family "buy-in," teams
of professionals may spend time and dollars working
toward outcomes that are less likely to be attained or
less meaningful to the family. This was illustrated by
Michael and Nelda Thompson's contrasting of a
greatly valued experience at FIPP to one that had been
frustrating: "In (one) evaluation, we had no idea what
was in store for us....They told us what we already
knew...The reason for the evaluation needs to be under-
stood." "FIPP was a godsend to us. We don't know
how we made it without them. Linda came to our
house and established rapport. She was there at the
center. Everyone was tuned in. The team watched him
play, eat lunch, and be himself, instead of making him
perform."

There may be increased costs to assessment when
processes are family-directed, associated with the need
for flexibility on the part of professionals in conducting

evaluations and assessments that will elicit the child's
optimal performance and the family's questions, expec-
tations and hopes for their child. In order to make the
experience of evaluation and assessment convenient,
informative, and supportive of the family-child rela-
tionship, such costs might involve staff travel, hours of
operation, and other means for adapting to family
needs. Such expenditures are relatively modest, vet
immensely important (Bennett and Escobar, 1990).

15. Realistic expectations for policy application. Just
because those who write law and regulations want
something to happen in terms of practice, and develop
a written policy, does not mean that the practice will
actually occur. The experience at the grassroots level
is not always possible to control by writing a policy.

It was obvious from our interviews with parents
that evaluations and assessments are not always fam-
ily-directed. Nelda Thompson, who contrasted her
evaluation at FIPP with an experience she character-
ized as "at the bottom," was aware that family-directed
practices are not yet universal. In contrast to what the
law and policies would lead her to expect, the
evaluation's purpose, in her view, was not for the fam-
ily, but rather to satisfy the program's own need to fill
in some numbers. She needed encouragement and re-
ceived none. She needed emotional support and got
none. Professionals in the program did not believe her
personal reports. They did not respect her knowledge.
She felt defensive about her child. She saw no purpose
in the evaluation and assessment.

Our interviews confirmed what therefore might
be expected but which offers a goal for the future di-
rection: there is wide variation in practice, even within
a community. Parents, practitioners, and policymakers
need to encourage family-directed evaluation and as-
sessment in all programs.

16. Managing conflicting opinions. An outcome of an
evaluation and assessment should be a common defi-
nition of the problem, and common expectations of the
course of assessment and treatment.

Professionals and parents we interviewed indi-
cated that families do not want to "drive" themselves
through a process that is unnecessary. They do not
want to spend more time in evaluation, assessment, or
programs than their child needs. It is important for
teams to strive for agreement as to service needs, and
this is most likely to occur when families have partici-.
pated in each step of the process.

Denise Booth emphasized that she wanted her
views valued, but also respected those of the profes-
sionals. She said, "Consider my opinion, and if we see
things differently, we can discuss it." Parents stressed
the importance of listening and valuing parents'
knowledge, expertise and concerns and goals for their
child.
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Recommendations for policymakers
Following are overarching considerations for

those who legislate and administer policy:

Be realistic about what happens once a law is
written. This means that policymakers need to
remain vigilant about its application to fami-
lies. The leap from policy to practice is .made
difficult when interpretations and nuances are
added to legislation or regulation, which then
take on a life of their own. To the degree that
policymakers are clear as to the intent of vari-
ous aspects of the law, this will provide the
guidance that administrators, service provid-
ers, advocates and families need.
Listen to parents. Parents provide a reality
check for which there can be no substitute.
Federal, state and local Interagency Coordinat-
ing Councils might be a useful forum for par-
ents to provide information about their evalu-
ation and assessment experiences. This will
help to determine the extent to which practices
are widespread and seek to broaden the avail-
ability of family-directed evaluation and as-
sessment processes. Invariably, some pro-
grams will be better able to conduct family-di-
rected assessments and evaluations than oth-
ers. Some programs may lack the capacity to
conduct evaluations and assessments in a way
that is likely to capture the young child's best
performance and address the family's priori-
ties. If that is the program a family reaches,
then the child and family will not receive the
benefits intended.

Appreciate the value of family-directed ap-
proaches, and support costs associated with
this very basic aspect of the IDEA. If it is de-
termined by listening to families that evalua-
tions and assessments are not family-directed,
it is well worth the effort to take steps to en-
sure that they are.
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Journey to a Desirable Future: A Values-based Model of
Infant and Toddler Assessment
Lucy Jane Miller Ph.D., OTR, University of Colorado
Health Sciences Center and KID Foundation and Brian A.
McNulty, Ph.D., Colorado State Department of Education

What is Colorado's vision of a "desirable future"
in relation to child identification and assessment? In
the desirable future envisioned by the state's Inter-
agency Coordinating Council and the Lead Agency for
implementing Part H of the IDEA, all children will
have full access to periodic, community-based screen-
ing services on a timely basis. In our desirable future,
there will be enough resources so that every child who
has a delay or is at-risk of developing a delay will have
access to a comprehensive assessment process and ap-
propriate remediation, utilizing existing natural re-
sources within the "new" services and supports model
that we are creating. The Assessment Process Model in
our desirable future will include parents in key evalu-
ative and decision making roles; will assure that every
child is evaluated for his or her strengths and compe-
tencies; and will result in a service and support plan
which highlights utilization of the child's strengths in
a compensatory manner, rather than remediating the
child's deficits.

Where is Colorado in its journey to a desirable fu-
ture? In 1993, the state of Colorado adopted guidelines
that defined "preferred practices" for the identification
and assessment of young children (Colorado Depart-
ment of Education, 1993). These guidelines are, we be-
lieve, remarkable for two teasons. First, they translate
the family-centered principles of Part H of the Indi-
viduals with Disabilities Education Act (IDEA) (20
U.S.C. 1400 Et. Seq.)into specific procedural guidelines
for the day-to-day interactions that affect the lives of
young children and their families so profoundly. Sec-
ondly, they are one of the products of our unique ap-
proach to the implementation of Part H a multi-year
statewide endeavor that engages parents, state agency
personnel, community representatives, university fac-
ulty, and clinical practitioners in value-based
decisionmaking, leading to the development of a com-
prehensive vision of long-term systems change, de-
signed to move Colorado to a "Desirable Future."

The development of a values-oriented model
Beginning with its initial meeting in 1987, the

Colorado State Interagency Coordinating Council
(CICC) has used a "value-based decision making
model" (McNulty, 1989) to implement the legislative
intent of Part H "to enhance the capacity of fami-
lies to meet the special needs of their infants and tod-
dlers with handicaps"(EHA Amendments, 1986). Us-
ing this model, the Council chose to clearly delineate its
values, and then to fund only those local community
initiatives which were directed toward actualizing this

vision. While the vision and values have been clarified
by the CICC over time, they .have invariably reflected
the primacy of the family, focusing on competencies in-
stead of deficits, and valuing diversity.

The CICC values include:
Children and families are valued for their
unique capacities, experiences, and potential;
Families have the right and responsibility to
make decisions on behalf of their children and
themselves;
Communities are enhanced by recognizing and
honoring the diversity among all people;
Families make the best choices when they have
comprehensive information about the full
range of formal and natural resources in their
communities; and
Creative, flexible, and collaborative approaches
to services allow for individual child, family,
and community differences.

In actualizing these values, the Council has
said that it will fund projects which:

Use natural settings as the primary location for
providing services and supports;
Provide options for families in terms of the
types of services and supports to be rendered;
With families, develop Individualized Family
Services Plans (IFSP) which reflect more than
just the services and supports available
through the providing agency;
Demonstrate service coordination which oc-
curs across agency lines;
Demonstrate innovative ways to use , urrent
funding to access generic services; and
Demonstrate linkages with informal supports.
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The CICC envisions a systems change which over
time will impact all agencies dealing with young chil-
dren in Colorado, not just agencies related to Part H ac-
tivities. By expanding both formal and informal sys-
tems, our goal is to identify eligible children earlier,
while providing families with more natural supports
and services that are specifically geared to their indi-
vidual resources, concerns and priorities.

Importance of community-based strategies
In the first two years of Part H planning, Colo-

rado focused on developing the values which were to
serve as a blueprint for all activities in subsequent
years. This was a massive effort, incorporating fami-
lies, a variety of direct service providers, key represen-
tatives of all State agencies which provide services to
young children and their families, and individuals rep-
resenting numerous and diverse communities on an
ongoing basis. The focus in the early years was on de-
veloping conceptual models for each of the required 14
components of Part H, including identification and as-
sessment which were consistent with the CICC values.

In the next two years, Colorado concentrated re-
sources on numerous pilot projects in all parts of the
state, so that the conceptual models developed in the
early years could be implemented and evaluated. In the
current two year period, Colorado has adopted a
"Community Development Model," funding all com-
munities to develop local ICCs and to engage in
thoughtful, change-oriented systems planning. At no
point in this six-year process was the provision of di-
rect services to young children and their families the
focus of the funding, although along the way children
and families have received services. The focus was on
creating a system which would be flexible enough to
deal with individual differences, and creative enough
to stretch existing funding resources so that more chil-
dren and families could receive supports and services.
This strategy of community-based implementation has
allowed us to observe and evaluate a variety of models
of implementation, as communities are encouraged to
have a wide range of approaches, determined on a lo-
cal level.

The child identification and assessment process
Because the identification and assessment of chil-

dren eligible for services and supports represent the be-
ginning of a long road for many children and families,
it is crucial that in the assessment process the family is
supported and validated for their concerns and percep-
tions of the child's abilities. The child must be viewed
within a competency model and the parents must be
perceived as capable and responsible, thus setting the
stage for all future interactions with the system. How,
then, can a process of child identification and assess-
ment embrace the spirit and intent of IDEA?

The development of a Child Identification and
Assessment Process consistent with CICC values was
undertaken in the first four years of Part H planning

and is continuing currently. A large number of focus
groups were conducted in Spanish and English for par-
ents of children with disabilities to elucidate the con-
cerns of parents whose children had been through a
process of screening or assessment. This information
was synthesized and fed back to the "Guidelines Com-
mittee," a group of parents, state agency personnel,
community representatives, university faculty, and
clinical practitioners. The committee studied informa-
tion from the focus groups, reviewed current "best
practices" literature, and consulted with experts in the
field in our state. The Guidelines Committee then de-
veloped a conceptual model for implementation of
identification and assessment consistent with the spirit
of IDEA, with active participation and careful review
by groups of parents at each stage of the process.

In 1993, Colorado adopted guidelines that de-
fined "preferred practices" for the identification and
assessment of young children (Colorado Department of
Education, 1993). The values base for the process was
developed first, followed by specific procedural guide-
lines. The values for child identification and assess-
ment are apparent throughout the document in the
wording chosen and the emphasis on parent-driven
choices and options. The values embedded in the
document are summarized below, and brief examples
of the parent-centered emphasis are provided for each
value.

Focusing on the process of evaluation
rather than the final product (i.e. score, delineation of
strengths and "weaknesses" etc.);

The process must ensure minimal intrusiveness
for the child and family, and careful consideration of
whether the information requested by professionals is
actually needed by the child and family. Ultimately
the choice of which information to obtain is made by
the family, not the provider of service.

Recognizing the value of parent driven
choices;

The importance of family priorities, resources,
concerns and goals must be kept paramount at all
times. Families are encouraged and supported to be
the primary decision-makers throughout the screening
or assessment process. Families' choice to provide or
not to provide information will be respected at all
times.

Honoring diversity in terms of language,
ethnicity, culture, family structure and preference;

Diverse family values must be thoughtfully con-
sidered, particularly typical culture-bound conventions
and child-rearing practices. All evaluations are be con-
ducted in the primary language of the child and fam-
ily. Before a decision is made to administer a norm-ref-
erenced standardized scale, the normative sample must
be carefully considered with regard to its representa-
tion of the cultural group in which the child is being
raised .
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Recognizing that partnerships
encompass families, interdisciplinary
teams and community members from
many agencies;

An atmosphere of mutual trust must
be created in which respect is generated and
rapport developed. This will facilitate in-
formed decision making, and planning to-
gether so families can choose the extent of
their involvement.

Individualizing the process for
the child, family, and community; and

The holistic, multi-faceted needs of the
child, both in developmental domains and
in their environmental context, will be con-
sidered at all times. The team making deci-
sions about which processes are appropriate
for the child must include the parent and
professionals from a variety of disciplines
which represent the parents' areas of con-
cern. Multiple evaluation strategies must be
used, based primarily on an arena-style pro-
cess.

Obtaining family feedback for
accountability.

Feedback is elicited from the parents
regarding the strengths and needs of the
child, and the existing naturalistic commu-
nity services and supports they feel com-
fortable accessing. In addition, parents are
asked to fill out a questionnaire to obtain
feedback about their perception of the en-
tire process of the screening or assessment.
At that time the parent gives reactions to
whether the process was family-centered,
occurred in a timely manner, met their ex-
pectations, was driven by their choices of
personnel and procedures, and the like.
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The process itself was delineated into three Lev-
els as represented by Figure 1: 1) the community
screen, 2) the individual screen, and 3) the assessment
process' . The information presented in the Guidelines
represents our Vision for a "Desirable Future" with re-
gard to each of the Levels. The vision has been made
available to as many children and families throughout
our state through our public awareness efforts, and
communities are at varicus stages of implementation of
the Vision.

The Colorado Child Identification Process: Birth-Five
Years: Screening and Evaluation Process Guidelines (Colo-
rado Department of Education, 1993 define the three
Levels as:

Level One: The Communihj Screen is a child-cen-
tered process that encourages family involvement. The
process is open and easily accessible to all members of
the community and screens children in all areas of de-
velopment to:

ASSESSMENT 1
PROCESS

A

dc

0

0

LLFSP/LEP Development
including discussion of
community service &
support options

children determined not eligibk/appropriate for special services under Colorado's Infant/Preschool
definition but nay be In need of community services and supports

children detammed to have no significant needs at the time of screening/evaluation. but who may
be at risk for demonstrating delays at a later date

children eligible /appropriate for ses-vtce under Colorado's Infant/Preschool definition

CDE May 94

1. Enhance information-sharing related to child
development and parenting practices for all fami-
lies.
2. Enhance child and family linkages with public
and private community services and supports.
3. Identify children with potential delays/dis-
abilities for whom re-screening or an assessment
process is a reasonable step.

The Community Screening process is planned
and implemented by an interagency group to maxi-
mize the utilization of local community resources and
to ensure non-duplication of screening efforts. The
screening process respects the family and the family's
cultural background. A variety of screening strategies
are used for implementafion (i.e. children come to a
screening; personnel go to a preschool/child care set-
ting; screenings are done as part of a health fair; etc.)

Level Two: The Individualized Screening is avail-
able whenever requested by the family or deemed use-,
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ful by the screening team. It is a family-centered pro-
cess including both the child and the family and fo-
cused on children who are at higher risk for having a
delay/disability, or are believed to have a delay/dis-
ability but who have not been previously evaluated.
The individual families participate, and children are
given a more comprehensive screening than that avail-
able during the community screening process. All do-
mains of development are screened to:

1. Obtain a more complete picture of child and
family strengths and concerns in each domain of
development and functioning.
2. Enhance information sharing related to child
development and parenting practices.
3. Enhance child and family linkages with public
and private community services and supports.
4. Determine the child's need for a complete As-
sessment Proce-3.

The Individualized Screen is more comprehensive
than a Community Screening but not as detailed or as
time-consuming as the Assessment Process, in terms of
instruments used and numbers of professionals in-
volved. The Individualized Screening process utilizes
a team approach and respects the family and the
family's cultural background.

Three: The Assessment Process' is used by the
family and the team to:

1. Determine the child's current strengths, level of
functioning, and needs in all domains of develop-
ment;
2. Identify the family's resources, priorities, and
concerns;
3. Establish the child's eligibility for Part H sup-
ports and services, and whether other services
such as SSI, Medicaid, etc. should be investigated
further;
4. Identify an array of public and private commu-
nity service and support options for the child and
family that will enhance the development of the
child.

It is important for parents and professionals to
recognize that the Assessment Process is much more
than administration of tests. In fact, in some instances
it is not necessary to use norm-referenced standardized
scales.' During the Assessment Process, it is essential
to gather information from multiple sources using a va-
riety of procedures over time. No single test or proce-
dure is sufficient, and whenever possible the informa-
tion is gathered over several sessions and in several dif-
ferent settings (home, school, clinic, etc.) The synthe-
sis and analysis of all information gathered will then
contribute to an accurate holistic view of the child,
within the context of the family. The family is in-
volved as a participant and decision maker, not just as
an observer and recipient of services. Parents knowl-

edge of their child and their own priorities are para-
mount in deciding what the next steps will be.

The three Levels described above are not radically
different from a traditional model of identification and
assessment. What is different is the role of the family.
The shift from "child-centered" assessment to "family
centered" practices is a major transformation. Parents
are seen as key team players who are actively involved
in the process and are viewed as informed decision
makers. The process assumes that the families' con-
cerns, priorities, and resources are critical to develop-
ing appropriate outcomes for their children. Beginning
with identification, the process places families in the
center of decision making and find new ways to pro-
vide the services and supports that they decide are im-
portant.

Child identification in context
Anytime we see systems in apparent chaos, our train-

ing urges us to interfere, to stabilize and shore things up.
But...the dominant shape of our organizations can be main-
tained if we retain clarity about the purpose and direction of
the organization. If we succeed in maintaining focus, rather
than hands-on control, we also create the flexibility and re-
sponsiveness that every organization craves. What leaders
are called upon to do in a chaotic world is to shape their or-
ganizations through concepts, not through elaborate rules or
structures (Wheatley, p. 133).

Systems change is a complex process. Rather
than ignore this complexity, Colorado has chosen to
embrace the inconsistencies associated with establish-
ing a new system of services and supports, and to find
new ways to manage change. In Colorado, there are
daily examples of inconsistent and traditional assess-
ment and service delivery models, as well as inad-
equate services and supports in some areas. Services
and support systems are uneven from community to
community, depending on the priorities and history of
the community and the level at which the aimmunitv
can actualize the CICC vision.

Nevertheless, rather than rushing to spend our
limited resources helping a few more children get di-
rect services, Colorado has made a commitment to
move ahead with its vision of a "value-based" service
delivery system which honors and respects the unique
needs and talents of each family. The Colorado Inter-
agency Coordinating Council has maintained this lead-
ership vision even amidst obvious statewide inconsis-
tencies in services and supports.

As we face the close of the millennium, we are
forced to choose a path. With major health and social
welfare policies under scrutiny, Part H in Colorado is
seen as a part of the whole debate. In fact, we may find
that the Colorado strategy of determinedly pursuing
the vision of a radically changed service and support
delivery system may be well timed. In fact, a time like
the present, when so much is in flux, ma v be an excel-
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lent time to ask tough policy questions. When the "new
order" emerges from the chaos surrounding health care
in general and early intervention in particular, we may
find our Desirable Futures realized. In Colorado we
are working hard to realize a future which reflects the
primacy of the family and focuses on the competencies
and potentials of all our children. 4
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Septer:.,...r, 1994
September 22-26: The Society for Behavioral Pedi-

atrics will hold its 12th annual meeting in Minneapolis,
Mirmesota. Speakers will include Morris Green, L.
Alan Sroufe, Marvin Gottlieb, and Mark Wolraich,
among others. Contact Noreen Spota, tel: (215) 248-
9168.

October, 1994
October 5-9: The Council for Exceptional Children's

Division for Early Childhood will hold its Tenth Annual
International Early Childhood Conference on Children
with Special Needs in St. Louis, Missouri, on the
theme, "Into the 21st Century: Creating Inclusive
Communities Together." Missy Lohr and Jeff Moyer
will address general sessions. Contact DEC Confer-
ence, 3 Church Circle, Suite 194, Annapolis, MD 21401.

October 6-8: The National Black Child Development
Institute will hold its 1994 annual conference in Seattle,
Washington. Keynote speakers will include Mona
Bailey, Ronald Herndon, Charlayne Hunter-Gault,
Julianne Malveaux, Wade Nobles, and Susan Taylor,
among others. Contact NBCDI, 1023 15th Street, N.W.,
Suite 600, Washington, DC 20005, tel: (202) 387-1281 or
1-800-556-2234.

October 28: The Illinois Association for Infant Men-
tal Health will hold its annual conference in Chicago, Il-
linois, with the theme, "Intimate Connections: Young
Children and Their Caregivers." Alicia Lieberman will
be the keynote speaker. Call Nancy Segall or Lorraine
Perman, tel: (312) 761-4550.

October 30-November 1: The Infant-Parent Insti-
tute will offer its seventh annual fall seminar on loss
and separation in infancy in Urbana, Illinois. Michael
Trout will teach the seminar; enrollment is limited to
20. Contact Michael Troui, Director, The Infant Parent
Institute, 328 North Neil, Champaign, IL 61820, tel:
(217) 352-4060.
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November 5: Boston Institute for the Development

of Infants and Parents, Inc. will hold its 19th annual con-
ference at Tufts University in Medford, Massachusetts,
with the, theme "Infant/Parent Assessment and Evalu-
ation: New Directions for the Nineties, Part II." Emily
Fenichel and Sarah Birss will be featured speakers.
Other presentations will address NCAST as a way to
assess parent-child interaction and play-based assess-
ment. Contact BIDIP, 26 Trapelo Road, Belmont, MA
02178, tel: (617) 484-6603.

November 17-20: The National Perinatal Associa-
tion will hold its annual clinical conference and exposi-
tion in San Diego, California. Contact NPA at tel: (813)
971-1008 or Contemporary Forums Conference Man-
agement, tel: (510) 828-7100, x3.
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Assessment of Adaptive Competence

G. Gordon Williamson, PhD, OTR, COPING Project, Pedi-
atric Rehabilitation Department, John F. Kennedy Medical
Center, Edison, New Jersey

Adapted from: Zeitlin, S., & Williamson, G. G.(1994). Cop-
ing in Young Children: Early Intervention Practices to
Enhance Adaptive Behavior and Resilience. Baltimore:
Paul H. Brookes.

Many clinicians ask: How do I collect and synthe-
size assessment information so that it results in a mean-
ingful understanding of the child's daily functioning?
And how does the assessment lead to relevant inter-
vention practices? This article presents an assessment
protocol that makes such connections assessment
based on the model of the coping process. Because the
coping strategies of many infants and toddlers who are
at risk, developmentally delayed, or disabled are er-
ratic, rigidly repetitious, or restricted, an assessment
process that focuses on coping directly facilitates inter-
vention that promotes adaptive behavior and resilience
in these young children.

Coping is the integration and application of de-
velopmental skills in the context of everyday living. It
is the process of making adaptations in order to meet
personal needs and to respond to the demands of the
environment. An infant has to cope with the complexi-
ties of family life, changes related to physical growth,
and innumerable novel experiences such as learning
to drink from a cup, excursions to a shopping mall, and
enrollment in a child care center. The goal of coping is
to increase feelings of well-being in situations inter-
preted as threatening or challenging. That is, children
cope with situations in order to feel good about them-
selves and their place in the world.

In this frame of reference, coping is broadly de-
fined and not restricted to the child dealing with ad-
verse circumstances. Although stress interpreted as
threat tends to have a negative inference, stress per-
ceived as challenge is often associated with positive,
energizing emotions.

The more effectively a child copes, the more effec-
tively a child learns. A child's adaptive competence is
determined by the match between needs (demands)
and the availability of resources to manage them. Suc-
cessful coping reflects sufficient resources for handling
the demands of daily life. Effective coping fosters the
acquisition of developmental skills, a self-affirming
identity, and the capacity for intimate social relation-
ships. A four-step model of the coping process is the
foundation for assessment and later intervention.

The coping process
Although in young children coping is predomi-

nately emotionally driven and reflects rudimentary

cognitive processing, it is useful to consider each inter-
related step in the coping process:

1. Determine the meaning of an event.
2. Develop an action plan.
3. Implement a coping effort.
4. Evaluate the outcome (see Figure 1).

The coping process may be initiated by an event
occurth.g in the environment (e.g., a demand by the
caregiver, the approach of a rambunctious puppy) or
within the child (e.g., a thought, emotion, physical sen-
sation). The child gives meaning to the event based
upon personal perceptions of whether it is threatening
or challenging to his or her sense of well-being.

Based upon this interpretation, the child then de-
cides what to do. The child's internal and external re-
sources influence this decision. Key internal resources
are the child's emerging beliefs, physical and affective
states, developmental skills, and coping style. The es-
sential external resources involve human supports and
material/environmental supports. As a result of this
decision-making, the child implements a coping effort
(coping strategy) to deal with the situation. The result
of this effort is then evaluated to determine whether it
was successful or not.

In the assessment protocol the clinician is con-
cerned with identifying the demands (stressors) expe-
rienced by the child, the adequacy of the internal and
external coping resources that determine the child's
coping efforts, and the environmental feedback the
child receives in response to these efforts. This infor-
mation can be gathered through parent interview, as-
sessment of coping resources, and observation of the
child's transactions. The following discussion high-
lights ways to assess a child's resources and coping
transactions.

Coping resources
Emerging beliefs. This coping resource influences

the meaning a child gives to events (e.g., threat, harm,
and/or challenge) and helps to determine the nature
and type of coping efforts to be initiated. Beliefs are
initially very primitive, global, and emotionally
grounded. They are probably less of an influence in in-
fancy than at later ages, when they become more com-
plex and focused as the child's experience and cogni-
tive ability increase.

Emerging beliefs are intimately related to the de-
velopment of a sense of self. They involve issues re-
lated to trust, security, expectation of success or failure,
and predictability ot events.

Information about emerging beliefs can be
inferred through observation of the child's transactions
in a variety of situations, including free play, social in-
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teraction, and goal-directed activities. Of particular rel-
evance to coping is the child's evolving sense of effi-
cacy the perceived ability to produce an effect, con-
trol events, and trust in others to be responsive to
needs. These critical beliefs may be reflected in an "I
can" or "I can't" orientaton to the demands of daily
living. That is, they influence the child's self-esteem,
motivation, persistence, and autonomy. By observing
these attributes, the practitioner can develop a better
understanding of the child's beliefs and how they in-
fluence adaptive functioning.

Assessment of the following coping-related at-
tributes are particularly useful in clarifying the nature
of the child's emerging belief system: willingness to
engage in activities and to accept or create challenges,
as well as the ability to manage feelings and to demon-
strate pleasure in successful accomplishments. In typi-
cal clinical practice, information regarding beliefs is ac-
quired sequentially over time but begins in the initial
assessment of the child's development and coping
style.

Another indicator of beliefs is the quality of the
child's attachment to caregivers. It suggests whether
the child perceives the world as safe and secure or
threatening and dangerous. An appreciation of the in-
fant-parent attachment helps to identify relevant beliefs
that contribute to a child's coping performance. Clini-
cal impressions of an infant's beliefs and their impact
may be speculative or rather tentative. However, an
understanding of the emerging belief system is integral
to a comprehensive assessment of a child's adaptive
competence.

Physical and affective states. Relevant informa-
tion regarding the child's physical and affective states
can be gathered through a combination of sources,
such as parent interview, the child's medical records,
contact with the primary health care providers, and di-
rect assessment by the early intervention team. Par-
ticular issues related to the child's physical state in-
clude general health, physical appearance, endurance,
alertness, past illnesses and hospitalizations, and perti-
nent medical conditions of the family.

Assessment of the child's affective state includes
observation of moods, the range and expression of
emotions, and responses to a variety of activities and
demands. Particular attention needs to be paid to ana-
lyzing the coping transactions between the child and
primary caregivers, especially the parents. Difficulty in
regulation of affect may be noted by the following
manifestations: irritability, poor impulse control,
marked mood swings, unhappy or depressed expres-
sion, hypo- or hyperarousal, fussiness, and distractibil-
ity. These variations in affect undermine the child's
ability to cope.

Developmental skills. Another coping resource
that needs to be assessed is the child's developmental
status. The important issue from a coping perspective
is to relate the developmental and coping assessments
in such a way that the focus is not only on what the
child can do but also on how the child functionally ap-
plies skills as integrated coping efforts within situa-
tions.

The acquisition of developmental skills does not
automatically lead to effective coping. A process-ori-
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ented approach to comprehensive assessment includes
identification of the circumstances in which skills are
demonstrated, the degree to which the child uses skills
in a self-initiated manner, the approach to and organi-
zation of structured and unstructured tasks, and the
ability to solve problems. Table 1 provides guidelines
for behavioral observation that link assessment of de-
velopmental skills to their functional significance in
daily living.

Coping style. Coping style refers to the child's
characteristic way of behaving in situations viewed as
threatening or challenging to one's sense of well-being.
It includes the repertoire of behavioral attributes that a
child draws on to manage the opportunities, demands,
and frustrations encountered in daily living. Coping
style is most effectively assessed through observation
of the child in a variety of situations. Observations can
be conducted informally or through the use of an in-
strument.

The Early Coping Inventory, developed by the
author and his colleagues (Zeit lin, Williamson, &
Szczepanski, 1988), is useful for assessing the coping
styles of young children. This observational instru-
ment evaluates the behavioral characteristics of infants
and toddlers that are most relevant for effective coping
and therefore should be targeted for intervention.
These attributes are clustered into three descriptive cat-
egoriesSensorimotor Organization, Reactive Behav-
ior, and Self-Initiated Behavior.

Sensorimotor organization refers to the child's
regulation of psycho-physiological functions and the
ability to integrate the sensory and motor systems.
These sensorimotor characteristics involve such factors
as the child's ability to attend, to self comfort, to con-
trol activity level, to manage the intensity and variety
of sensory stimuli, and to adapt to physical handling.

Reactive behaviors are used to respond to exter-
nal demands of the physical and social environment.
They reflect the ability to accommodate to daily rou-
tines, to accept warmth and support from familiar per-
sons, to respond to vocal and gestural direction, and to
adapt to changes in the environment.

Self-initiated behaviors are autonomously gener-
ated actions used to meet personal needs and to inter-
act with objects and people. Whereas reactive coping
behaviors are closely contingent on environmental
cues, self-initiated behaviors are more spontaneous and
intrinsically motivated. They include, for example, the
ability to express a range of feelings, to anticipate
events, to express likes and dislikes, to initiate action to
communicate a need, to demonstrate persistence dur-
ing activities, and to generalize learned behaviors to
new situations.

The Early Coping Inventory provides a struc-
tured, systematic approach to assessing a child's
unique coping style. Additional assessment informa-
tion can be acquired through interviewing the parents.

Table 1. Linking Developmental Skills to Adaptive
Outcomes

Under what conditions does the child dem-
onstrate specific developmental skills?
Does the child use the skills spontaneously
or primarily in a reactive manner?
What compensatory strategies does the child
use to perform a requested task?
Are there maladaptive behaviors which in-
terfere with the acquisition of particular de-
velopmental skills?
Is there a characteristic pattern for learning
new skills?
Is there a discrepancy in achievement among
developmental domains that influences the
child's adaptive functioning?

Questions to guide the discussion may include: Are
there any situations that are particularly stressful for
your child? What does your child do in these situa-
tions? How dOes your child respond to change? Does
your child like to explore and try new things? How
does your child play with adults and other children?

Whether assessment of the child's coping style is
conducted formally or informally, several issues need
to be considered.

1. To what extent does the child engage in self-ini-
tiated behaviors, and are these coping behaviors
productive?
2. Is the child able to use coping strategies flexibly
across a variety of situations?
3. Is there a difference between the ability of the
child to cope with self, in contrast to coping with
the environment?
4. How does the child seem to evaluate the effec-
tiveness of coping efforts? The answer to this last
question often indicates the status of the child's
self-esteem.

Human supports. Most is learned about the
child's human supports by getting to know the family
and their coping resources. This information is best
generated through a continuing dialogue between the
family and the assessment team. This exchange ad-
dresses the concerns and priorities of the family, beliefs
about their child and family, their coping style, the de-
mands they have to manage, and the availability of
their personal resources. Parents and other caregivers
are also observed in their interactions with the child.
Such information contributes to understanding the hu-
man support available to the child and the caregivers'
needs in relation to parenting. In addition, it is impor-
tant for the practitioner to assess his or her relationship
with the child and family, since professionals also serve
as their human supports.

When a family is involved in an assessment pro-
cess, it is important to gather enough information to fa-
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cilitate intervention planning and a mutually support-
ive relationship between the family and practitioners.
Attempts to gather too much information too quickly
can result in excessive demands on the parents as well
as generating unnecessary discomfort and wariness.
Practitioners need to monitor their requests for infor-
mation. They should ask themselves the following
questions:

1. What information do I really need to know in
order to collaborate with the family in designing
a meaningful service plan?
2. When do I need to know it? and
3. What is the best way for gathering this informa-
tion?

Material and environmental supports. These
supports can be identified through discussions with the
parents or by offering an opportunity for them to com-
plete a needs assessment survey. The practitioner can
also visit the home and child care program to gain ad-
ditional information. Of particular note in the area of
material supports is the availability of sufficient finan-
cial resources, food, shelter, clothing, transportation,
and developmentally appropriate toys for the child.
Environmental supports are identified through obser-
vations of the physical surroundings that influence de-
velopment, comfort, and safe exploration. Relevant
characteristics include organization of space, levels of
noise and light, and quality and temperature of the air.

A child's needs relative to material and environ-
mental supports vary, based on age, developmental ca-
pability, and the presence of a disability. Clinical im-
pressions are made as to whether the environment of-
fers a variety of motivating toys, is organized, and is
accessible to the child. Particularly when '-he child has
a physical disability, the material supports required to
function optimally should be carefully examined.
These supports may include mobility and positioning
equipment, adapted toys, communication aids, and ar-
chitectural modifications.

Coping transactions
In addition to assessing the availability and qual-

ity of coping resources, the clinician should appreciate
the nature of the child's transactions. During the ini-
tial assessment phase and ongoing participation in a
program, there are numerous opportunities to observe
the child coping with adults, other children, activities,
and the physical environment. For instance, transac-
tions can be observed in the following situations: dur-
ing caregiving, free play, instructional and small group
activities, periods of transition, and other typical daily
encounters. Analysis of these transactions provides
useful information for understanding family dynamics
and planning intervention services. It gives insights re-
garding stressors or demands on the child and family,
the availability and use of resources, the effectiveness
of coping strategies, and guidance for establishing

goals and activities for intervention. It also gives prac-
titioners an opportunity to clarify the impact of their
own behavior on reciprocal interactions.

Coping transactions have four components, all of
which contribute to the outcome of the coping process.
They include an internal or external demand that ini-
tiates the transaction, the coping effort the child uses
to manage the demand, the environment's response to
that effort, and the child's reaction to the response.
This feedback influences the child's perception of the
effectiveness of his or her coping effort. In other
words, when observing and analyzing transactions the
practitioner needs to ask: What was the demand?
What did the child do to manage the demand? How
did the adult respond to the child's action? How did
the child then react?

Events which are perceived as threatening, harm-
ful, or challenging generate a demand for a coping ef-
fort. These events predominately stem from needs and
expectations within the child, from expectations of the
family and other caregivers, and from specific aspects
of the child's physical environment. In assessing de-
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mands, the clinician must identify what they are and
determine their relevance and developmental appro-
priateness.

Examples of inner demands include the child's
physical and emotional needs for food, rest and com-
fort, personal preferences and desires, and expectations
for success or failure. The internal needs and expecta-
tions of young children can only be inferred through
observation of their actions; older children may be able
to express internal demands verbally.

Adults' demands of the child stem from their ex-
pectations for the child's social behavior, performance,
and management of daily activity, as well as from their
own emotional needs. These expectations come from
their personal and cultural background, their knowl-
edge and experience as caregivers, and related factors.
Awareness of these expectations and the demands that
they generate may be determined through interviewing
the adult or through observing social transactions. Ex-
pectations that generate demands that are particularly
relevant for children with special needs include expec-
tations for developmental achievement, independence
in self-care, and participation in social and community
activities.

The physical environment imposes a unique set of
spatial and temporal demands that the child must ne-
gotiate for example, ambulating in a crowded store,
reacting to a thrown ball, and obtaining toys and mate-
rials in an often inaccessible setting. Physical demands
are best identified through direct observation of the
child in typical surroundings.

Assessment of the child's coping efforts in re-
sponse to demands involves considering the repertoire
of available coping strategies, flexibility in their use,
the circumstances under which they are applied, and
their success in managing specific stressors.

The next component of coping transactions is the
environment's response to the child's efforts. This
feedback, particularly from the primary caregivers, is
critical for helping the child learn to cope and for the
development of a personal identity. In assessing the
nature of the feedback, one needs to determine how it
is provided (e.g., physically, verbally), whether it gives
accurate information regarding the child's perfor-
mance, and whether it is offered in a timely, contin-
gent, and emotionally supportive manner.

The last transactional component to be assessed is
the child's reaction to the feedback. The practitioner
observes the child's affect and subsequent actions to in-
fer how the child interprets the effectiveness of his or
her efforts. This process helps the practitioner to ap-
preciate how the child internalized the meaning and
quality of the transaction.

Analysis of numerous transactions enables the
practitioner to describe the child's characteristic coping
pattern as well as the coping of those who interact with
the child. The following questions help the clinician to

synthesize and integrate information gained from ob-
serving transactions. These questions are particularly
relevant to understanding the reciprocal relationship
between the child and the parents. They help the clini-
cian to determine which components of the coping
transactions may need to be addressed in intervention.

Are the expectations evidenced in the adult's
demands appropriate for the child's develop-
mental age? If not, are they too high, too low,
inconsistent, or unclear?
How do the child's resources influence his or
her coping ef foes? (Consider emerging be-
liefs, physical a .d affective states, develop-
mental skills, c ping style, human supports,
and material/e .vironmental supports).
What are the .haracteristic coping strategies
that the child and adult tend to use?
What are the quality and nature of the adult
or physical environment's response to the
child's coping efforts? Is the feedback timely,
appropriate, and contingent?
Does the feedback contribute to the child's
perception of personal adequacy and well-be-
ing? (Consider positive and negative influ-
ences).
What changes could enhance the effective-
ness of the coping transactions for the child
and adult?

Linking assessment to intervention
The assessment of the child's coping resources

and transactions leads directly to intervention that tar-
gets promoting the effectiveness of the child's adaptive
functioning. Children cope most successfully when
there is a congruence between their coping resources
and environmental demands and expectations. A goal
of intervention is to encourage a "goodness-of-fit" be-
tween resources and demands so that the infant can
manage daily living with a positive sense of self. In
this process, the child modifies previously learned cop-
ing strategies and develops new ones.

There are three primary intervention options that
address the components of the coping process. Each
option is targeted to establish a better fit between the
child and the environment. One can modify demands
to be congruent with the child's capabilities, enhance
the child's coping resources, or provide appropriate,
contingent feedback to the child's efforts. Due to the
transactional nature of the coping process, all three in-
tervention options are frequently used simultaneously.

Modifying demands
The first intervention option, modifying de-

mands, requires active collaboration of parents and
practitioners to ensure they have an adequate under-
standing of the child. This knowledge enables them to
set appropriate goals and expectations, which match
the child's ability to meet them. Over-expectation may

ft
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lead to unrealistic demands being placed on the child
and, therefore, structured failure. Under-expectation
may result in low demands that do not motivate the
child for optimal learning. Inconsistent demands may
foster feelings of confusion and insecurity. Children
with a minimally effective coping style are in particu-
lar need of a consistent, focused approach.

Both the social and physical environments should
be considered when modifying demands during inter-
vention or parenting. The following examples illus-
trate a variety of ways to change demands so that they
are developmentally appropriate:

1. Adapt the pace of intervention to the child's at-
tention span and energy level.
2. Grade sensory experiences according to toler-
ance.
3. Use gestures and speech at the proper level of
comprehension.
4. Provide specialized seating to decrease motoric
demands.
5. Personalize teaching techniques based on the
child's learning preferences (e.g., verbal cuing,
physical prompting, modeling).

Enhancing coping resources
The second intervention option involves enhanc-

ing the child's internal and external coping resources
emerging beliefs, physical and affective states, coping
style, developmental skills, human supports, and ma-
terial/environmental supports. For example, based
upon an assessment of the strengths and vulnerabilities
of a child's coping style, intervention can be targeted to
facilitate coping behaviors related to such attributes as
flexibility, independent problem-solving, attending,
generalization of learning, and self initiation.

Intervention activities should help parents and
professionals deal with common coping-related diffi-
culties of children with special needs for example,
low frustration tolerance and task persistence, hyper-
or hypo-responsiveness to sensory stimulation, de-
pressed or excessive activity level, inability to manage
the range and expression of emotions, separation prob-
lems, and patterns of aggression or withdrawal. The
emphasis is on ways to decrease maladaptive patterns
and to increase the development and generalization of
effective coping strategies. It is often necessary to teach
the child specific strategies to manage concrete circum-
stances (e.g., coping with a babysitter, a car seat, bed
time, or new foods).

Providing contingent feedback
The third intervention option is to support coping

by providing contingent responses to the child's cop-
ing efforts. Appropriate feedback reinforces desired or
newly acquired coping strategies, whereas inappropri-
ate feedback perpetuates maladaptive behavior. When
an effective coping effort receives positive, timely, and
accurate feedback, both the infant and adult feel suc-

cessful and experience pleasure in the interaction.
Such reinforcement leads to a sense of mastery that is
usually reflected in subsequent coping efforts.

Some professionals may tend to implement inter-
vention that is highly structured and adult-directed
with an emphasis on eliciting responses from the child
which are then reinforced by the practitioner. In such
cases there is little opportunity for the young child to
learn self-directed, purposeful behavior. This interac-
tional pattern may unintentionally reinforce the ten-
dency of many infants with disabilities to be passive
and lack self initiation. It is important to support child-
initiated activity and provide feedback that invites the
child to explore, problem-solve, and try new coping
strategies.

Conclusion
This assessment approach is designed to deter-

mine the component strengths and vulnerabilities of
the child and environment that influence daily func-
tioning. It is particularly targeted for children who
have limited coping abilities or live in high-stress envi-
ronments. The transactional model of the coping pro-
cess identifies the child's demands/stressors, coping
resources, available coping strategies, and the respon-
siveness of the environment to the child's efforts. This
information serves as a framework for the intervention
optionsmodifying demands and expectations, en-
hancing coping resources, and providing contingent
feedback. The goal is for assessment to lead to inter-
vention that empowers young children to cope with
self and their environment in ways that foster personal
well-being. 4
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Diagnostic Classification of Mental
Disorders of Infancy and Early Chil

Stanley I. Greenspan, M.D., Chair, and Serena
Wieder, Ph.D., Co-chair and Clinical Director, ZERO TO
THREE/National Center for Clinical Infant Programs Diag-
nostic Classification Task Force

ZERO TO THREE/National Center for Clinical
Infant Programs is about to publish Diagnostic Classifi-
cation of Mental Health and Developmental Disorders of In-
fancy and Early Childhood (Diagnostic Classification: 0-3),
the product of the organization's multidisciplinary Di-
agnostic Classification Task Force, which was estab-
lished in 1987. Diagnostic Classification: 0-3 offers a sys-
tematic, developmentally-based approach to the classi-
fication of mental health and developmental difficulties
in the first four years of life. Its diagnostic framework
categorizes emotional and behavioral patterns that rep-
resent significant deviations from normative develop-
ment in the earliest years of life.

Diagnostic Classification: 0-3 is designed to comple-
ment existing medical and developmental frameworks
for understanding mental health and developmental
problems. Because they have not focused in depth on
the first three to four years of life, many existing frame-
works for classifying mental health and developmental
problems have not included a comprehensive system
for classifying problems in this early age range. This is
in part due to the pioneering nature of clinical work
with infants, young children and families. Diagnostic
Classification: 0-3, therefore, describes: 1) types of prob-
lems or behaviors not addressed in other classification
approaches, and 2) the earliest manifestations of prob-
lems and behavior that are described in other systems
for somewhat older children and adults. In infancy
and early childhood, these problems may have differ-
ent characteristics, and prognosis may be more opti-
mistic if effective early intervention can occur.

This article describes the process that led to the
development of Diagnostic Classification: 0-3 and pro-
vides an overview of its system.

The development of Diagnostic Classification: 0-3
Knowledge of infant mental health and develop-

ment has grown exponentially in the last two decades.
Through systematic observation, research and clinical
intervention, a more sophisticated understanding has
emerged of the factors that contribute to adaptive and
maladaptive patterns of development and of the mean-
ing of individual differences in infancy. This knowl-
edge has led to an increasing awareness of the impor-
tance of prevention and early treatment in creating or
restoring favorable conditions for the young child's de-
velopment and mental health. Timely assessment and
accurate diagnosis can provide the foundation for ef-
fective intervention before early deviations become
consolidated into maladaptive patterns of functioning.

Health and Developmental
dhood

Formulating categories for the classification of
mental health and developmental disorders manifested
early in life serves a number of purposes:

A classification system provides a way for cli-
nicians and researchers to organize their obser-
vations.
Experience with a classification system assists
clinicians in assessment and in formulating rec-
ommendations for intervention or further
monitoring.
A classification system provides a common lan-
guage that clinicians and researchers can use to
communicate with one another, to collect sys-
tematic data on various disorders, and, over
time, to improve understanding of types of dis-
orders, the factors that influence their course,
and the components and effectiveness of inter-
ventions.
A classification system provides an initial
framework that can be refined and changed as
a result of further observations.

Discussions of diagnostic categories can be most
helpful if they identify challenges to be overcome in the
context of an understanding of adaptive coping and
development. Understanding both adaptive capacities
and challenges is part of the essential foundation for
planning and implementing effective interventions. Di-
agnostic categories should not be used to "label" a
child or to distract attention from positive, coping ca-
pacities and the inherent capacity of human beings to
grow and develop. Diagnostic categories, rather,
should encourage greater precision in describing a
child's challenges and abilities; this precision will
guide potentially more effective intervention strategies.

Clinical approaches to assessment and diagnosis

Many different assumptions and theories contrib-
ute to our approach to diagnosis and treatment. These
assumptions come from both clinical practice and re-
search. Psychodynamic, family systems, relationship,
and attachment theory inform our work, as do obser-
vations of the ways infants organize their experience,
infant/caregiver interaction patterns, temperament,
regulatory patterns, and individual differences in many
domains of development.

Assessment and diagnosis must be guided by the
awareness that all infants are participants in relation-
ships. These relationships exist, usually, within fami-
lies, and families themselves are part of the larger com-
munity and culture. At the same time, all infants have
their own developmental progression and show indi-
vidual differences in their motor, sensory, language,
cognitive, affective and interactive patterns.
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While self-evident, these facts are hard to take
into account simultaneously. Regardless of their de-
sire to be balanced, most clinicians will favor one or an-
other theory or approach, or concentrate their attention
on particular developmental domains or aspects of the
caregiving environment. For example, one clinician
may focus her attention primarily on the mother's pro-
jection of feelings about herself, or from an earlier rela-
tionship, onto her infant, even though the clinician's as-
sessment may also describe how the infant's constitu-
tional-maturational pattern in part inspires the
mother's projections. Another clinician may focus on
how the infant's over-reactivity to sensation sets up an
interactive pattern in which the parent feels rejected
and vacillates between intrusiveness and withdrawal.
A third clinician may see the relationship between
caregiver and infant as primary, considering the consti-
tutional-maturational and family patterns as second-
ary. Still other clinicians will see the family system, or

a particular aspect of the caregiver-child interaction, or
environmental stressors as most critical.

In conducting research, we may occasionally have
the luxury of studying single variables in a systematic
effort to determine their relationship to a particular as-
pect of development. In clinical practice, however, a
systematic approach must be a comprehensive ap-
proach. Each child and each family is different. The
clinician cannot know in advance which variables are
exerting a dominant influence on development, or how
relationships between and among variables are affect-
ing the child and family.

Any intervention or treatment program should be
based on as complete an understanding of the child
and family's circumstances as is possible to achieve.
However, it is not uncommon for clinicians to give lip
service to the importance of a comprehensive approach
to diagnosis, but then to address "favorite" variables in
great detail, while giving only cursory regard to other
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influences on development (e.g., an evaluation consist-
ing of a six-page description of the family system and
a single sentence categorizing the infant's pattern of in-
teraction with his caregiver). Clinicians may also be
tempted to avoid assessing those areas of functioning
where the constructs or research tools are less well de-
veloped, or which represent gaps in their own training.

Although these temptations are understandable,
it is the responsibility of any clinician who is charged
with doing a full diagnostic work-up and planning an
appropriate intervention program to take into account
all the relevant areas of a child's functioning, using
state-of-the-art knowledge in each area. These areas in-
clude:

presenting symptoms and behaviors;
developmental history - past and current affec-
tive, language, cognitive, motor, sensory, fam-
ily, and interactive functioning;
family functioning and cultural and commu-

nity patterns;
parents as individuals;
caregiver-infant (child) relationship and inter-

active patterns;
the infant's constitutional-maturational char-

acteristics; and
affective, language, cognitive, motor and sen-
sory patterns.

In addition, it is important to consider the
family's psychosocial and medical history, the history
of the pregnancy and delivery, and current environ-
mental conditions and stressors.

The process of gaining an understanding of how
each area of functioning is developing for an infant or
toddler usually requires a number of sessions. A few
questions to parents or caregiver about each area may
be appropriate for screening, but not for a full evalua-
tion. A full evaluation usually requires a minimum of
three to five sessions of 45 or more minutes each. A
complete evaluation will usually involve taking the his-
tory, direct observation of functioning (i.e., of family
and parental dynamics, caregiver-infant relationship
and interaction patterns, the infant's constitutional-
maturational characteristics, and language, cognitive
and affective patterns), and hands-on interactive as-
sessment of the infant, including assessment of sensory
reactivity and processing, motor tone and planning,
language, cognition, and affective patterns. Standard-
ized developmental assessments may be indicated
when they are the most effective way to answer spe-
cific questions and when the child is sufficiently inter-
active and can respond to the requirements of the test.

The result of such a comprehensive evaluation
should lead to preliminary notions about:

1. The nature of the infant's or child's difficulties,
as well as her or his strengths; the level of the
child's overall adaptive capacity; and functioning
in the major areas of development, including so-

cial-emotional, relationships, cognitive, language,
sensory and motor abilities in comparison to age-
expected developmental patterns.
2. The relative contribution of the different areas
assessed (family relationships, interactive pat-
terns, constitutional-maturational patterns, stress,
etc.) to the child's difficulties and competencies.
3. A comprehensive treatment or preventive in-
tervention plan to deal with 1) and 2) above.

A clinician conducting a diagnostic evaluation
and formulating an intervention plan should have con-
siderable experience in assessing all the areas of func-
tioning described above and in integrating the assess-
ment findings into a cohesive formulation. Colleagues
with the expertise to help assess specific areas of func-
tioning should be called upon as needed. When a
team, rather than a single clinician, is conducting an as-
sessment and formulating the diagnosis and interven-
tion plan, at least one member of the team should have
considerable experience in integrating the different el-
ements of the assessment into an integrated under-
standing of the nature of the difficulty and the type of
intervention(s) most likely to be helpful.

Part of this expertise involves understanding in-
fant/caregiver interaction patterns and the relationship
between the interaction patterns and adaptive and mal-
adaptive emotional and developmental patterns. In
addition, this expertise involves understanding how
constitutional and maturational variations including
individual differences in motor, sensory, language,
cognitive and affective patterns influence infant/
caregiver interaction patters and related adaptive and
maladaptive emotional and developmental patterns. It
also involves understanding the influence of parental,
family, cultural and community patterns on infant /
caregiver patterns and related emotional developmen-
tal patterns.

A comprehensive assessment as described above
may occur in many different settings. Settings that are
strong in only some areas of assessment and interven-
tion should obtain additional expertise through engag-
ing additional staff or consultation, or through training
existing staff. In this way a variety of settings may be
able to conduct truly comprehensive approaches to as-
sessment and intervention with infants and young chil-
dren.

An overview of the classification system
Diagnostic Classification: 0-3 is a multiaxial system,

designed to focus the clinician's attention on the vari-
ous factors that are contributing to the infant's difficul-
ties as well as on areas in which intervention may be
needed. We refer to the multiaxial classification system
as provisional because we assume that categories may
change as more knowledge accumulates. The current
diagnostic framework consists of the following axes:

Axis 1: Primary Diagnosis
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Axis II: Relationship Disorder Classification

Axis III: Medical and Developmental Disorders
and Conditions

Axis IV: Psychosocial Stressors

Axis V: Functional Emotional Developmental
Level

It should be noted that these axes were created to
facilitate a broader understanding of the infant and
young child's adaptation in the context of his or her
family and environment. The focus on the infant's re-
lationships with caregivers (Axis II), on psychosocial
stressors as they affect very young children (Axis IV),
and on the functional emotional developmental level as
a reflection of the infant's capacity to organize experi-
ence (Axis V) directs the clinician's attention to key as-
pects of early experience. It is important for clinicians
to use all the axes in creating a diagnostic profile of an
infant or toddler.

Axis I: The primary diagnosis
The primary diagnosis should reflect the most

prominent features of the disorder. Primary diagnoses
in Diagnostic Classification: 0-3 include:

Traumatic Stress Disorder This category
represents a continuum of symptoms which
may be shown by children who have experi-
enced a single event, a series of connected trau-
matic events, or chronic, enduring stress.
Disorders of Affect This group of disorders
is related to the infant or young child's affec-
tive experience and behavioral expressiveness.
Included in the group are anxiety disorders,
mood disorders, a mixed disorder of emotional
expressiveness, childhood gender identity dis-
order, and reactive attachment disorder. This
category focuses on the infant's interactional
experience and on affective and behavioral
symptoms.
Adjustment Disorder The diagnosis of ad-
justment disorder should be considered for
mild, transient situational disturbances that are
tied to a clear environmental event or change.
As a result of the child's developmental age,
unique constitutional characteristics, and fam-
ily circumstances, the infant or toddler experi-
ences a temporary reaction, lasting days or
weeks but no longer than four months.
Regulatory Disorders These disorders are
characterized by the infant or young child's
difficulties in regulating physiological, sensory,
attentional, motor or affective processes, and in
organizing a calm, alert, or affectively positive
state. The preliminary classification includes
four types of regulatory disorders (hypersensi-

1100

tive, under-reactive, impulsive and motorically
disorganized, and other), each with a distinct
behavioral pattern, coupled with a sensory,
sensory-motor, or organizational processing
difficulty which affects the child's daily adap-
tation and interaction/relationships.
Sleep Behavior Disorder The diagnosis of
sleep discrder should be considered when a
sleep disturbance is the only presenting prob-
lem in an infant or toddler under three years of
age who has no accompanying sensory reactiv-
ity or sensory processing difficulties.
Eating Behavior Disorder The diagnosis of
eating behavior disorder, which may become
evident at different stages of infancy and early
childhood, should be considered when an in-
fant or young child shows difficulties in estab-
lishing regular feeding patterns with adequate
or appropriate food intake. (Specific feeding
disorders of infancy and early childhood such
as pica and rumination can be found in DSM
IV.)
Disorders of Relating and Communicating
This group of disorders, first evident in infancy
and early childhood, involves severe difficul-
ties in relating and communicating, combined
with difficulties in the regulation and process-
ing of physiological, sensory, attentional, mo-
tor, cognitive, and affective experience. Tradi-
tionally these difficulties have been seen as
constituting a group of disorders under the
umbrella Pervasive Developmental Disorder
(including Autistic Disorder and Pervasive De-
velopmental Disorder Not Otherwise Speci-
fied), in which deficits in relating are primary
and relatively permanent. ZERO TO THREE's
Diagnostic Classification Task Force recognizes
the need to obtain more experience with, and
further understanding of, children with a range
of relationship and communication difficulties.
It therefore introduced the category Multisys-
tern Developmental Disorder, to describe a
range of difficulties in relating and communi-
cating which are seen as secondary to underly-
ing processing difficulties, and as more respon-
sive to change, with appropriate intervention.
The clinician may either use the DSM-IV
conceptualization, Pervasive Developmental
Disorder, or use Multisystem Developmental
Disorder.

Axis II: Relationship Disorder Classification
Understanding the quality of the parent-infant re-

lationship is an important part of developing a diag-
nostic profile for infants and young children. The pri-
mary relationships of infants and young children con-
tribute not only to the development of children's per-
sonality, structure of psychological defenses, and cop-
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ing stzategies, but also to young children's beliefs about
what is possible to expect in relationships with others.
Clinicians can be assisted in systematically understand-
ing the meaning of behaviors within the young child's
primary relationship(s). Interventions can then be for-
mulated and focused on both individual and relation-
ship levels.

The relationship disorders described in Axis II of
Diagnostic Classification: 0-3 have been set forth to char-
acterize the nature of the disturbances seen in the spe-
cific relationships and interactions of infants and
young children and their parents when things go awry.
Parent-child relationship disorders Ire characterized by
perceptions, attitudes, behaviors, and affects of the par-
ent, the child, or both, which result in disturbed parent-
child interactions. The parent may relate to the infant
from the beginning in light of his or her own personal-
ity dynamics, including projections and defenses.
These may interact with distinct infant patterns and
lead to relationship difficulties or disorders. In Diag-
nostic Classification: 0-3, Axis II is intended for use only
in diagnosing significant relationship difficulties.

Diagnoses of relationship disturbances or disor-
ders should be based not only on observed behavior
but also on the parent's subjective experience of the
child as expressed during a clinical interview. Difficul-
ties in the relationship can be characterized according
to intensity, frequency and duration. These dimen-
sions will guide the clinician to classify the relationship
problem as a perturbation, a disturbance, or a disor-
der.

Clinicians consider three aspects of a relation-
ship. These include:

Behavioral quality of the interaction, reflected
in the behavior of each member of the parent-
infant dyad. The behavior of the parent, the
child, or both may be disturbed. Sensitivity or
Insensitivity in responding to infant's cues,
contingent or non-contingent responsivity,
genuineness of involvement or concern, regu-
lation, predictability, and the qualiiy of struc-
turing and mediating of the environment are
parental behaviors that contribute to the qual-
ity of the interaction. Averting, avoiding, arch-
ing, lethargy, nonresponsiveness, and negativ-
ism are examples of behaviors which infants
may bring to the interaction. At times it is not
clear which behaviors of concern are initiated
and which behaviors are reactive. For instance,
a mother or father may look depressed,
uninvolved or unresponsive with the infant.
However, this may in part be a result of the un-
focused gaze and other unresponsive, non-re-
inforcing behavior of a medically ill infant. At
times what may appear as a developmental de-
lay in the child mav be associated with a dis-
turbed relationship pattern.

Affective tone, referring to the emotional tone
characteristic of a dyad. Intense anxious/tense
or negative affect (i.e.,irritable, angry, hostile)
on the part of either member of the dyad or
both may contribute to the characteristic affect
tone of the dyad.
Psychological involvement, referring to paren-
tal attitudes and perceptions of the child (i.e.,
the meaning of the child's behavior to the par-
ents). Parents' perceptions of a particular child
and what can be expected in a relationship are
influenced by both past and current experi-
ences. Disturbing or adverse past experiences
may result in a parent's misinterpreting.infant
behaviors (for example, perceiving them as ex-
cessively demanding, rejecting, or attacking).

Axis III: Medical and Developmental Disorders and
Conditions

This axis should be used to note any physical (in-
cluding medical and neurological), mental health, and/
or developmental diagnoses made using other diagnos-
tic and classification systems. These systems include
the American Psychiatric Association's Diagnostic and
Statistical Manual (DSM IV), International Classification of
Diseases (ICD-9 or ICD-10), and specific classifications
used by speech/language pathologists, occupational
therapists, physical therapists, and special educators.
A diagnostic and statistical manual for primary care
providers (child version) is under development; the
American Academy of Pediatrics' Task Force on Cod-
ing for Mental Health in Children is coordinating this
effort.

Axis IV: Psychosocial Stressors
This axis is included to help clinicians take into

account various forms and severity of psychosocial
stress that are influencing factors in a variety of disor-
ders in infancy and early childhood. (In contrast, in
traumatic stress disorders described in Axis I, acute or
chronic stress is the critical factor responsible for the
disorder.)

Psychosocial stress may be present in the life of
an infant or young child either directly (for example, an
illness in the child requiring hospitalization) or indi-
rectly (for example, a sudden illness in the parent that
results in separation). Psychosocial stress may be acute
or enduring; it may have a single source or involve
multiple and cumulative events. Events and transi-
tions that are part of normal experience in the culture
may be stressful for an individual infant or young child

for example, the birth of a sibling, a family move, a
parent returning to work after being at home, or entry
into child care or preschool. Some children will expe-
rience these transitions as stressful while others make
transitions smoothly and adapt to new circumstances
easily. Some sources of stress are pervasive and endur-
ing; these include poverty, violence in the environ-
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rnent, and abuse in the home.
In considering the impact of direct and indirect

psychosocial stress on infants and young children, it is
useful to think in terms of the child's loss of basic
safety, security, and comfort that is, the prrtective,
supportive "envelope" that should constitute an
infant's immediate caregiving environment. Thus the
clinician must distinguish the severity of a specific type
of stressor from its ultimate impact on the child, which
will be modified by the response of the environment.
The caregiving environment may shield and protect the
child from the stressor, thus lessening its impact; it
may compound the impact by failing to offer protec-
tion; or it may reinforce the impact of the stressor
through the effect of anxiety and/or other negative at-
titudes.

The ultimate impact of a stressful event or endur-
ing stress depends on three factors:

the severity of the stressor (its intensity and du-
ration at that level of intensity; the suddenness
of the initial stress; and the frequency and
unpredictability of its recurrence);
the developmental level of the child (chrono-
logical age, endowment, and ego strength); and
the availability and capacity of adults in the
caregiving environment to serve as a protective
buffer and help the child understand and deal
with the stressor.

Axis V: Functional Emotional Developmental Level
This axis addresses the way in which an infant or

young child organizes affective, interactive, communi-
cative, cognitive, motor, and sensory experience. "De-
velopmental level" is seen as constituting a number of
basic, interrelated processes which emerge sequentially
and continue to develop and become more complex
over time. These processes are:

a. Mutual attention (expected in children at all
ages) the capacity to show interest in the world
when provided with appropriate visual, auditory,
movement, and tactile experiences;

b. Mutual engagement (readily observed in in-
fants over three months) the ability for joint
emotional involvement;

c. Interactive intentionality and reciprocity
(readily observed in infants over six months)
the ability to act in a purposeful, intentional, and
reciprocal manner, initiating communication and
responding to another's signals;

d. Representational/affective communication
(readily obsz.Tved in children over 18 months)
the capacity, demonstrated in language or pre-
tend play, to use mental representations to com-
municate emotional themes and ideas;

d. Representational elaboration (readily ob-
served in children over 30 months) the capac-

ity to elaborate in both make-believe and sym-
bolic communication, in order to convey more
complex intentions, wishes, and feelings;

e. Representational differentiatior, (readily ob-
served in children over 36 months) the capac-
ity to use pretend play or other symbolic commu-
nication to express two or more logically con-
nected ideas, as well as complex intentions,
wishes, and feelings;

f. Representational differentiation II (readily ob-
served in children over 42 months) the capac-
ity for pretend play and symbolic communication
which: deals with complex intentions, wishes, or
feelings; can involve three or more logically con-
nected ideas; distinguishes reality from fantasy;
and takes into account concepts of causality, time,
and space.

Axis V assists the clinician in evaluating whether
a child has reached the functional emotional develop-
mental level expected at his or her chronological age
and in identifying the conditions under which a child
can show mastery of the capacities associated with this
level. The assessment of this axis should always be
based on direct observations of the infant or young
child in interaction with each of his or her parents or
other significant caretakers. The clinician should also
evaluate the quality of his or her own interaction with
the child. In addition, the clinician should ask about or
observe the child's functioning at home and in other fa-
miliar environments.

The information obtained from these observations
and reports will help the clinician categorize the child's
functional emotional developmental level as one of the
following:

1. Has fully reached expected levels;

2. Is at the expected level, but with constrictions
(for example, does not function at this level in the
full range of affect or under stress, or functions at
this level only with exceptional support);

3. Has not achieved the level expected for his or
her current age, but has fully achieved prior lev-
els;

4. Has not achieved the level expected for his or
her current age and has not achieved certain prior
levels (levels a-e above to be specified as appro-
priate).

Case vignettes
Diagnostic Classification: 0-3 contains 17 case vi-

gnettes that illustrate a range of primary diagnoses and
multiaxial ratings. Three of these vignettes are included
below. Each includes a brief narrative by the clinician,
a discussion of the reasoning used to formulate the di-
agnostic impression, and a summary of the diagnostic
impression, with a conclusion for each of the five axes.
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Each case vignette also includes a brief discussion of
the implications of the diagnostic profile for interven-
tion planning.

Jimmy
Narrative: " He doesn't look at me; he cries

whenever I touch him or hold him. There's something
wrong with him or something wrong with me." These
were the first words expressed by the mother of four-
month-old Jimmy. She felt he related better to his fa-
ther and did not cry with him, but there was still no
pleasure, enthusiasm, smiles, or positive emotion.
Jimmy had given his nanny occasional faint pleasur-
able looks and perhaps a smile or two. Mother held
him stiffly and looked anxious and worried. Her vo-
calizations were in a whispering, depressive-like
monotone, followed by long silences. The baby looked
past her with an expressionless, vague quality and be-
gan crying and twisting after ten minutes. There were
no looks, smiles, frowns, or motor gestures, only an in-
different, flat, vague stare.

The history revealed an unremarkable pregnancy
and delivery. As a newborn, Jimmy had good motor
control and was able to be both alert and calm, re-
sponding to sights and sounds as well as touch and
movement in the first weeks after birth. By the second
month, Mother noticed he became less responsive
"He learned to hate me." Mother had a history of
chronic depression beginning in late adolescence and
had been treated with medications, electroshock
therapy, and psychotherapy over the years. She had
become an accountant and worked long days. Father
was also a busy accountant and presented as a person
who liked things done in an orderly fashion, on time,
and on his schedule. He was frustrated that his son
was 'hard to warm up." He also wanted his wife to
be a "better mother." He would not go into detail
about how she disappointed him or about his own
background.

The examiner was able to catch the baby's atten-
tion fleetingly, and elicited a faint look and quick smile,
suggesting a sense of relatedness and connection.
Jimmy appeared sensitive to high-pitched noises, loud
noises, and overly animated fP_cial expressions. His
motor planning and muscle tone seemed fine, and he
enjoyed robust movement in space. It was hard to as-
sess visual-spatial or auditory processing as his looks
and engagement were so fleeting. Jimmy showed the
same fleeting engagement with his nanny. As the cli-
nician worked with Jimmy, his attention and sense of
engagement increased a little, suggesting that persis-
tent wooing could have a positive effort.

Discussion: The parent-family components, i.e.,
the mother's depression and the interactive compo-
nent, are primary contributing components. The infant
also presented constitutional and maturational patterns
which made it more and more difficult to pull him into

a greater sense of relatedness as time went on, though
he did fairly well in the beginning, before the parent
and interactive components began to impinge on his
development. Because of the presence of a good nanny
and mother's physical availability and attempts (al-
though these were unsuccessful) to engage her baby,
Jimmy did not experience the massive environmental
deprivation characteristic of reactive attachment-depri-
vation disorder of infancy. Since he presented with a
clear pattern of depressed and irritable mood, with di-
minished interest and pleasure in the human world,
and the interaction with his caregiver evidenced a
number of challenges, a primary diagnosis of depres-
sion seems indicated.

Diagnostic Impression:

Axis I: Affect Disorder Depression

Axis II: Underinvolved Relationship

Axis III: Monitor Sensory Processing

Axis IV: Psychosocial Stress - Severe effects

Axis V: Functional Emotional Developmental
Level - Has not achieved expected lev-
els (mutual attention and engagement)

Implications for intervention: The primary diag-
nosis would direct the intervention to interactive work
before addressing the developmental delays with occu-
pational and speech therapy. The regulatory compo-
nent (hypersensitivities) would need to be taken into
account in order to woo this child back, and may turn
out to have a more significant impact on development.
At present, however, hypersensitivities appear less
prominent than the interactive features and the child's
depression. This infant needs to be wooed and given
help in focusing his attention as he is reengaged emo-
tionally. The clinician would need to understand the
regulatory as well as emotional components required
to get Jimmy "back on track." Intervention should in-
volve both parents and the nanny. Work with Jimmy's
mother would help her read his cues and recognize
emotional signalling; this would help mother and child
rebuild their relationship.

Jasmine
Narrative: Jasmine was a healthy, emotionally

and developmentally age-appropriate 19-month-old
when she witnessed her mother being assaulted and
raped by an acquaintance. After Jasmine's mother
fought with the man for several minutes, he grabbed
Jasmine and held a gun to her head in order to get her
mother to obey his commands. Jasmine was not physi-
cally injured during the attacY:

Immediately after the rape, mother and daughter
moved a short distance away to live with a relative.
Several weeks later, they moved back into the apart-
ment where the rape had occurred, and Jasmine be-
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came obviously symptomatic. Immediately on return-
ing to the apartment, she exhibited great distress and
remained quite fearful until her mother rearranged the
furniture. Afterwards, she was somewhat calmer, but
she displayed a number of persistent symptoms.

Her sleep was quite disturbed. Although she
would fall asleep without protest, she cried out three
to four times per night, unresponsive and inconsolable
until she fell back asleep again. She would also wake
up screaming for her mother, or screaming at her
mother's assailant to leave her alone. At these times,
Jasmine could be comforted, although it took some
time before she fell asleep again. On at least three oc-
casions following the rape, she slept through the entire
day without awakening, although in general Jasmine
did not appear to her mother to be more tired than
usual.

After the rape, aggressive behavior dominated
Jasmine's interactions with younger children, although
aggressive behavior had not been apparent before the
rape. At the same time, Jasmine tended to avoid inter-
acting with older children. She was noted to be more
stubborn and defiant with her mother, but also to be
more sensitive, and to cry more readily than before the
rape. She became "more attached" to her pacifier after
the trauma. After the rape, Jasmine tended to avoid
contact with men, except for her mother's boyfriend.
Once when her mother and the boyfriend were play-
fully wrestling together, Jasmine came over to him, hit
him, and cursed him. Jasmine also developed staring
spells that lasted for two to three minutes and occurred
about two or three times per week. Her mother was
unaware of any obvious precipitant for these episodes.
During the spells, Jasmine was mute and unresponsive;
she tended to "stare" without any seeming focus or rec-
ognition.

In her play, Jasmine developed a repetitive se-
quence in which she threw dolls down on the floor and
hit them. She tended to repeat this over and over,
without elaboration and without obvious affect, ac-
cording to her mother. She did not demonstrate this
play in the examiner's office, but only at home with her
mother.

Discussion: The diagnosis of traumatic stress dis-
order is self-evident. This child presents many of the
indications characteristic of this disorder, including
"staring" spells, which may possibly be some form of
early dissociation.

Diagnostic Impression:

Axis I: Traumatic Stress Disorder

Axis II: No Relationship Diagnosis

Axis III: None

Axis IV: Psychosocial Stressor - Extreme Effects

Axis V: Functional Emotional Developmental
Level - Has reached expected levels with constric-
tions.

Implications for intervention: Jasmine and her
mother require play psychotherapy, which would in-
volve both direct play and parent guidance to help Jas-
mine regain the security she lost as a result of the
trauma. Since Jasmine's language was just emerging,
it would be important for her mother to learn how to
use unstructured play to help her daughter work
through the trauma, and to be comfortable following
her lead with whatever Jasmine expresses, including
anger and aggression toward her. Frequent therapy
sessions initially might support the mother in playing
with Jasmine every day and help her learn to recognize
signals which would be upsetting to her daughter in
their daily lives and to respond to them. Jasmine's
mother might also benefit from individual counseling
if she had not already received such services. If
Jasmine's "staring" spells (which may possibly be some
form of psychological dissociation) persisted, further
neurological evaluation might be needed. 4

Diagnostic Classification of
Mental Health and
Developmental Disorders of
Infancy and Early Childhood
is now in press!

To reserve your copy ($25.00 plus
$4.00 shipping and handling), call
ZERO TO THREE's Publications
Department at 1-800-899-4301
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Videotapes:

Transdisciplinary Arena Assessment Process: A Re-
source for Teams. Produced and distributed by Child
Development Resources, 6325 Centerville Road,
Lightfoot, VA 23090, tel. (804) 565-0303. 43 minutes.
Accompan) ing viewing guide. $149.95.

The purpose of this video is to illustrate the pro-
cess of the Transdisciplinary (TD) Arena Assessment.
The TD process requires a high level of team interac-
tion. The team views family members as primary de-
cision makers. TD team members need to be more than
experts in their own disciplines; they need to be will-
ing and able to share their skills and experiences with
other team members. The tape demonstrates the six-
part family-centered transdisciplinary approach to
arena assessment. Following each part of the process,
individual team members talk about their initial con-
cerns and difficulties with the TD model. They discuss
conflict resolution and the important benefits of the
model.

Pre-assessment home visit. One team member
meets with the family to share information about the
assessment procedure -nd to gather information re-
garding the family's priorities for the assessment. The
family helps plan by sharing concerns. Family mem-
bers are asked what role they would like to play in the
assessment and to consider their goals and services
they might need. Preparation and careful planning as-
sure participation of all team members and a smooth
and accurate assessment.

Pre-assessment-planning meeting. The team meets
to share information from the family and to plan as-
sessment strategies and procedures. Team members
play various roles in the assessment and rotate roles for
different assessments. Roles include:

Facilitator-interacts with child and parent.
Coach - monitors space, activities and time.
Observer - records behaviors across disciplin-
ary boundaries.

From the perspective of their specialized exper-
tise, each person must let the team know what behav-
iors she would like to observe during the assessment.
Team members suggest strategies in which desired be-
haviors can occur. They discuss assessment space and
modifications needed to encourage exploration and
play.

Arena assessment. TD assessment is an arena
model with the parent, child and facilitator in the cen-
ter of the room, with the observers in a circle around
them. Only the facilitator interacts with the child and
family. The coach assists the facilitator as needed.
Each team member observes the child's play from a dif-
ferent angle. Play continues for 45 to 60 minutes.
When this information is combined with information

from home, a more complete picture of the child is
formed. Each team member records information across
disciplines. They also refer to criterion-referenced in-
struments and developmental check lists from their
own disciplines. Standardized instruments are not
used in the arena process.

Post-assessment review meeting. The team, with the
parent(s) as a member, meets to share information from
the assessment and information gathered at home. The
purpose is to discuss what the child is doing and to
identify strengths. It is important that all team mem-
bers share their observations. This is followed by a dis-
cussion of identified needs and concerns about the
child. The team writes child outcomes, family out-
comes and services available, and the family is given a
summary of the information.

Report zvriting. The team works together to de-
velop a single narrative that summarizes the child's
strengths and developmental concerns and current
level of development. Information from each team
member contributes to a report and is integrated across
disciplines. Final components are child outcomes and
other outcomes desired by the family. The team works
on designing activities that will lead to desired out-
comes and build on child's skills.

Debriefing. This is a staff development opportu-
nity, not a time to discuss child and family issues. It is
important for staff to feel comfortable sharing percep-
tions and sharing feedback in a supportive way. This
sets the stage for behavior change. Teams discuss
space, roles during the assessment, and how comfort-
able they felt canying out their roles and missed activi-
ties during assessment.

Conducting an Infant Mental Health Assessment.
Produced by Michael Trout, the Infant-Parent Institute,
Champaign, IL, and distributed by Child Health and
Development Educational Media, 5632 Van Nuys
Blvd., Suite 286, Van Nuys, CA 91401, tel. (818) 994-
0933. 60 minutes. $150.

This video is from the series Awakening and
Growth of the Human Infant: Studies in infant Men-
tal Health, and defines infant mental health as an in-
terdisciplinary field concerned with the optimal physi-
cal, social and cognitive development of the human in-
fant in the context of his family. Part One of the tape
focuses on the process of clinical infant mental health
assessment, with particular emphasis on the subtleties
of communication often used by families to speak of
their difficulties. A discussion is presented of the
methods used to elicit material from families regarding
the nature of their relationship with the baby and the
etiology of the breakdown in their bond with the baby.

The tape notes that parents typically come to a
clinical assessment with psychological and cultural bar-
riers that limit their ability to talk about difficulties
with their baby. Feelings about parenting that are pe-
culiar, uneasy or negative are not tolerated well by par-
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ents because culturally and socially these feelings are
unacceptable. Or the problems with the baby may be
related to feelings from the past that are painful, and if
parents talk about the problems they may be forced to
remember the past and feel the pain. These issues
must be addressed before beginning the assessment of
the infant; a range of methods can be helpful to allow
families to tell their stories.

With the method of infant mental health assess-
ment described in the tape, most families are seen in
their homes. Vignettes of assessment sessions with
families are used to demonstrate how information is
sometimes offered by way of parent-infant interaction
or by way of stories or behaviors that may appear un-
related to the questions at hand. Careful attention is
paid to what parents say about their child, to the child
(or children), about other people, eye contact or aver-
sion of gaze, to touch or lack of physical contact. Such
communications may be more important than overtly
conscious offerings. Becoming immersed in the
family's life, with their special communication styles
and struggles to cope with each other and with what
each has brought from the past, suppor is the process of
evaluation, diagnosis and the design of an intervention
that will truly aid the family and the development of
their baby.

Part Two of the tape continues with a review of
the particular behaviors that constitute an infant men-
tal health assessment. The full assessment will require
four or five sessions.

Detailed information is offered about questions to
ask families that will help them to talk about their child
and suggestions are offered about how to organize the
material for a report. This tape is intended for use in
professional training.

Publications:

DEC Recommended Practices: Indicators of Quality
in Programs for Infants and Young Children with
Special Needs and Their Families (1993) DEC Task
Force on Recommended Practices (The Council for Ex-
ceptional Children, 1920 Association Drive, Dept.
K3012, Reston, Virginia 22091-1589) $20.00 plus $2.50
postage and handling.

The purpose of ,:his document is to describe a set
of indicators that tile Division for Early Childhood
(DEC) recommends for early intervention and early
childhood special education programs for infants with
infants and young children with special needs and
their families. The indicators are designed to be useful
for professionals in reflecting on their practice, for pro-
gram designers, and for families selecting services for
their child with special needs. The document covers
family participation, IFSPs and IEPs, service delivery
models, general and specific intervention strategies,

transition, personnel competence, program evaluation,
early intervention with children who are ..:,ifted, and as-
sessment.

Five preassessment activities are recommended:
1) Professionals contact families and share information
about the assessment process. 2) Professionals solicit
and review existing information from families and
agencies. 3) Professionals and families identify the
questions and concerns that will drive the choice of as-
sessment materials and procedures. 4) Professionals
and families identify pertinent agencies, team mem-
bers, and team approaches to be employed. 5) Profes-
sionals and families identify a mode of teaming that fits
individual children's needs and families' desires to col-
laborate.

Thirteen procedures for determining eligibility,
program placement, program planning, and monitor-
ing are recommended: 6) Professionals gather infor-
mation from multiple sources and use multiple mea-
sures. 7) Professionals gather information on multiple
occasions. 8) Team members discuss qualitative and
quantitative information and negotiate consensus in a
collaborative decision-making process. 9) Team mem-
bers select assessment instruments and procedures that
have been field-tested with children similar to those as-
sessed for the purposes intended. 10) Assessment ap-
proaches and instruments are culturally appropriate
and non-biased. 11) Professionals employ individual-
ized, developmentally compatible assessment proce-
dures and materials that capitalize on children's inter-
ests, interactions, and communication styles. 12) Ma-
terials and procedures, or their adaptations, accommo-
date the child's sensory and response capacities. 13)
Professionals assess strengths as well as problems
across developmental or functional areas. 14) Mea-
sures and procedures facilitate education and treat-
ment rather than only diagnosis and classification. 15)
Measures are sensitive to child and family change. 16)
Professionals assess not only skill acquisition, but also
fluency, generalization, and quality of progress. 17)
Professionals maintain confidentiality and discretion
when sharing information. 18) Curriculum-based as-
sessment procedures are the foundation or "mutual
language" for team assessment.

Six recommended practices deal with assessment
reports: 19) Professionals report assessment results in
a manner that is immediately useful for planning pro-
gram goals and objectives. 20) Professionals report as-
sessment results so that they are understandable to and
useful for families. 21) Professionals report strengths as
well as priorities for promoting optimal development.
22) Professionals report limitaiions of assessments. 23)
Reports contain findings and interpretations regarding
the interrelatedness of developmental areas. 24) Pro-
fessionals organize reports by developmental/func-
tional domains or concerns Lb, Iler than by assessment
device.
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Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition (DSM-IV) (1994) -American Psy-
chiatric Association (American Psychiatric Association
Press, Inc., 1400 K Street, N.W., Washington, D.C.
20005-2403) $54.95, hardcover; $42.95, paperback.

This 912-page volume represents the first com-
plete change in the American Psychiatric Association's
Diagnostic and Statistical Manual in 13 years. DSM-IV
was the product of 13 Work Groups, each composed of
5 or more members whose reviews were critiqued by
between 50 and 100 advisers, chosen to represent di-
verse clinical and research expertise, disciplines, back-
grounds, and settings. A Task Force provided over-
sight and also maintained liaison with more than 60 as-
sociations and organizations. The editors note: "It is
our belief that the major innovation of DSM-IV lies not
in any of its specific content changes but rather in the
systematic and explicit process by which it was con-
structed and documented. More than any other no-
menclature of mental disorders, DSM -IV is grounded
in empirical evidence."

DSM-IV includes a chapter on disorders usually
first diagnosed in infancy, childhood, or adolescence
(but stresses that this grouping is for convenience only
and is not meant to suggest that there is any clear dis-
tinction between "childhood" and "adult" disorders.)
In this section are included mental retardation, learn-
ing disorders, motor skills disorder, communication
disorders, pervasive developmental disorders, atten-
tion-deficit and disruptive behavior disorders, feeding
and eating disorders o infancy or early childhood, tic
disorders, elimination disorders, and other disorders,
including separation anxiety disorder, selective
mutism, reactive attachment disorder of infancy or
early childhood, and stereotypic movement disorder.

Mental Retardation: Definition, Classification, and
Systems of Supports, Ninth Edition (1992) -American
Association on Mental Retardation (American Associa-
tion on Mental Retardation, 1719 Kalorama Road,
N.W., Washington, D.C. 20009-2683) $65.00

This edition of the regularly published manual by
the AAMR is based on an evolving understanding of
the concept of mental retardation and how it can be
best defined and classified. Changes in this edition re-
flect a changing paradigm, a more functional defini-
tion, and a focus on the interaction between the person,
the environment, and the needed supports. Four di-
mensions are used in a three-step process to diagnose
mental retardation, evaluate strengths and weaknesses,
and identify a personal profile of supports and their
levels of intensity. Based on the theoretical back-
ground of the definition, the manual shows how to
operationalize the three-step process and provides case
studies and sample information form to assist imple-
mentation. A list of resources and references is also in-
cluded.

Children with Disabilities: A Medical Primer (1992)
- Mark L. Batshaw and Yvonne, M. Perret, editors (Paul
H. Brookes Publishing Company, P.O. Box 10624, Bal-
timore, MD 21285-0624) $29.00

This third edition of Children zvith Disabilities is
designed for use by professionals, parents, and stu-
dents. Discussion of the causes of disabilities before,
during, and after birth is followed by information
about medical and scientific advances; specific devel-
opmental disabilities; and medical, rehabilitative, and
educational interventions. Individual chapters address
the threat to child development posed by alcohol, co-
caine, and AIDS; the technology-related child; dual di-
agnosis; psychiatric disorders and mental retardation;
neural tube defects; spina bifida and
myelomeningocele; and traumatic brain injury. The fi-
nal chapters examine the ethical and moral issues most
families face as they work with their children with dis-
abilities.

The editors assist the reader by including succinct
summaries of information in each chapter; using bold
type to indicate terms listed in the glossary; and pro-
viding a comprehensive reference list at the end of each
chapter. Graphics and other visual aids are designed
to make the primer understandable to any interested
reader.

Assessment of Young Children (1994) - Libby G.
Cohen and Loraine J. Spencirter (Longman Publishing
Group, 10 Bank Street, White Plains, New York,
10606.$49.50

This volume is designed as an introductory guide
to the assessment of infants, toddlers, and young chil-
dren from birth to eight years of age. It aims to pro-
vide the reader with a basic understanding of the as-
sessment process, assist in the development of assess-
ment skills, and show how the results of assessment
are linked to planning for intervention. Written to re-
flect recent changes in the field of early intervention,
the book reviews the requirements of the IDEA and in-
cludes separate chapters on the family's role in the as-
sessment process, observing young children in their en-
vironment, assessing play, using alternative assessment
instruments, program evaluation, and report writing.
Individual chapters include a set of goals for the
reader, definitions of key terms, discussion of best pro-
fessional practices, and questions for reflection. Many
chapters include case illustrations. An Instructor's
Manual is available, which includes chapter outlines,
transparency masters, class activities, discussion ques-
tions, and a test blank.
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Normal Development of Functional Motor Skills:
The First Year of Life (1993) Rona Alexander, Regi
Boehme, and Barbara Cupps (Therapy Skill Builders,
P.O. Box 42050, Tucson, Arizona 85733-7500)$49.00

This volume provides a clinical, anatomically spe-
cific description of the development of a baby's motor
skills in the first year of life. The book discusses mile-
stones usually achieved during the first year of normal
development, with the expressed purpose of assisting
those in the pediatric field in understanding how chil-
dren develop functional skills. That understanding, the
authors suggest, can be used to assess the functional
motor levels of children in their care and to guide treat-
ment of children with neurological involvement and
developmental disabilities.

Each chapter of the book describes a different
level of development related to postural control, gross
motor development, fine motor development, oral mo-
tor development and respiratory functions, and speech
and language. A summary chart and list of reference
materials ends each chapter.

Multiple Intelligences: The Theory in Practice (1993)
- Howard Gardner (Basic Books, 10 East 53rd Street,
New York, NY 10022-5299) $30.00, hardcover; $15.00,
paperback.

In his 1983 work, Frames of Mind, developmental
psychologist Howard Gardner identified seven distinct
intelligences linguistic, musical, logical-mathemati-
cal, spatial, bodily-kinesthetic, interpersonal, and
intrapersonal which he believes are manifest to a
greater or lesser extent in each individual. In this new
volume, Gardner discusses the practical applications of
Multiple Intelligence (MI) theory and argues for "indi-
vidual-centered iearning," designed to maximize the
strengths and circumvent the weaknesses of each stu-
dent. Gardner maintains that as a society we place an
inordinate value on linguistic and logical-mathematic
intelligences. By recognizing and nurturing all of the
varied human intelligences, asserts Gardner, "not only
will people feel better about themselves, (but) I think
we will have at least a better chance of dealing appro-
priately with the many problems that we face in the
world."

Brain Development and Cognition: A Reader (1993)
Mark H. Johnson, editor (Blackwell Publishers, 238
Main Street, Suite 501, Cambridge, Massachusetts
02142). $64.95 hardcover; $26.95, paperback.

This comprehensive "reader" includes essays and
theses that focus on the relationship between the devel-
oping brain and mind. Admitting to past uncertainties
about whether he should call himself a "cognitive neu-
roscientist" or a "developmentalist," the editor notes
that each field is crucially dependent on the other and
argues that significant progress in either field will de-
pend on interaction between them. Aimed at the seri-
ous student or researcher/teacher in cognitive science,

neuroscience, or neuropsychology, the reader ad-
dresses such topics as brain maturation, brain matura-
tion and cognition, brain plasticity, brain plasticity and
cognition, constraints on plasticity, and self-organiza-
tion.

Infant Cognition: Predicting Later Intellectual Func-
tioning (1993) - John Colombo, editor (SAGE Publica-
tions, 2455 Teller Road, Newbury Park, California
91320) $17.50.

As Volume 5 of the Sage Series on Individual Dif-
ferences and Development, this book studies those
measures that have been confirmed as accurate indica-
tors of predictability on attention and learning aspects
of information processing during infancy, with the
hope that the measures might give a better prediction
of later intellectual functioning. Four specific measures
have been identified: fixation duration, novelty prefer-
ence in the paired-comparison paradigm; operant re-
tention; and reaction time. By reviewing the history of
the development of these measures, data collection,
their psychometric properties, and the evidence of pre-
dictive validity, the authors of this volume explore the
idea that continuity in intellectual development from
infancy exists. The book reviews past and present
work in the field and considers a range of theoretical
perspectives on infant behavior and development.

Supporting and Strengthening Families: Vol. 1,
Methods, Strategies, and Outcomes (1994) - Carl J.
Dunst, Carol Trivette, and Angela Deal, editors
(Brookline Books, P.O. Box 1046, Cambridge, Massa-
chusetts 02238) $25.00.

This collection of papers updates the thinking and
practices described in the editors' 1987 volume, En-
abling and Empowering Families, for which it is intended
as a companion text. The book addresses theory, prac-
tice, and outcomes of adopting an empowerment and
family resource approach to supporting families and
strengthening individual and family functioning. For
readers interested in assessment, individual chapters
address issues of measuring the adequacy of resources
in households with young children, assessing family
strengths and capabilities, and measuring social sup-
port in families with young children with disabilities.
The editors note that "needs identified by a family con-
stitute a particular kind of strength, and...intervention
practices that iAre responsive to what a family estab-
lishes as its priorities and goals will have more positive
influences and consequences on child, parent and fam-
ily functioning because the family is more likely to em-
brace them."

Contributors include Kimberly Boyd, Jeffri
Brookfield, Janet Cornwell, Michelle Davis, Angela G.
Deal, Hope Leet Dittmeier, Carl J. Dunst, Deborah W.
f lamby, Charlie Johanson, Nancy LaPointe, Donald W.
Mott, David Sexton, Rebekah B. Thompson, and Carol
M. Trivette.
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Zero to Three: A Topical Index for Volume 14
This index groups by topic the articles and reviews of publications and videos that have appeared in Zero to Three from August/September, 1993 through June/
July, 1994. When an item is listed as "review of," this means that a brief summary of the publication or video appears in the issueof Zero to Three indicated.

The special themes for each issue of Volume 14 have been as follows:
August/September, 1993 Training approaches for infant/family practitioners
October/November, 1993 The sensory experiences of infants and toddlers
Dec.,1993/Jan.,1994 Caring for infants and toddlers in violent environments
February/March, 1994 Parent/professional relationships
April/May, 1994 Infant/toddler child care
June/July, 1994 Developmental assessment of infants and young children

Back issues of Zero to Three are available for $6 each from ZERO TO THREE, 2000 14th Street North, Suite 380, Arlington, VA 22201-2500 or by calling 1-800-899-
4301 (in the District of Columbia. Northe a Virginia, and Southern Maryland, 703-528-4300). Shipping and handling charges are $2.50 for orders under $10.00,
$4.00 for orders over $10.00. Payment may be by check or credit card (for phone orders). Zero to Three reserves the right to supply photocopies of issues no

longer in print.

Note: The December, 1993/January, 1994 issue of Zero to Three contained the complete text of the publication. Caring for Infants and Toddlers in Violent Environ-
ments: Hurt, Healing, and Hope, developed by the ZERO TO THREE Study Group on Violence. This publication was edited by Joy D. Osofsky and Emily Fenichel.
Contributors included James Garbarino, Betsy McAlister Groves, Beverly Roberson Jackson, J. Ronald Lally, Alicia Lieberman, Steven Marans, Dolores G. Norton,
Joy D. Osofsky, Marilyn M. Segal, and Charles H. Zeanah. Caring for Infants and Toddlers in Violent Environments is available for $4.95 plus $2.50 shipping and
handling.
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ment Toward a New Vision for the Developmental
Assessment of Infants and 1 oung Children
Vol. 14, No. 6, jun/Jul 1994, p. 1
Miller, LI and McNulty, BA
Journey to a Desirable Future: A Values-based Model
of Infant and Toddler Assessment
Vol. 14, No. 6, Jun/Jul 1994, p. 23
Rocco, S
New Visions for the Developmental Assessment of In-

fants and Young Children
Vol. 14, No. 6, Jun/Jul 1994, p. 13
Trout, M, producer
Conducting an Infant Mental Health Assessment/
Video, review of
Vol. 14, No. 6, Jun/Jul 1994, p. 42
Williamson, GG
Assessment of Adaptwe Competence
Vol. 14, No. 6, Jun/Jul 1994, p. 28

CHILD CARE
Baglin, CA and Bender, M. editors
Handbook on Quality Child Care for Young Children
Settings, Standards, and Resources/Review of
Vol. 14, No. 5, Apr/May 1994, p. 34
Clarke-Stewart, A
Daycare, Revised Edition/Review of
Vol. 14, No. 1. Aug/Sept 1913, p. 34
Corr, CA
What Every Child Cate P14der Should know shout
Sudden Infant Death Syndrome/Review of
Vol. 14, No. 5, Apr/Mav 1994, p. 35
Donahue, C, producer

Caring for Infants and Toddlers/Video series, review
of
Vol. 14, No. 5, Apr/May 2994, p. 30
Galinsky, E; Howes, C; Kontos, 5; and Shinn, M
The Study of Children in Family Child Care and Rela-
tive Care: Highlights of Findings/Review of
Vol. 14, No. 5, Apr/May 1994, p. 32
Honig, AS and Thompson, A
Helping Toddlers with Peer Group Entry Skills
Vol. 14, No. 5, Apr/May 1994, p. 15
Kosbyk, JM, coordinator
Let Babies Be Babies: Caring for Infants and Toddlers
with Love and Respect/Videos, Review of
Vol. 14, No. 5, Apr/May 1994, p. 30
Lally, JR; Torres, YL; and Phelps, PC
Caring for Infants and Toddlers in Groups: Neces-
sary Considerations for Emotional, Social, and Cog-
nitive.Development
Vol. 14, No. 5, Apr/May 1994, p. 1
Lally, JR
The Program for Infant/Toddler Caregivers/Video se-
ries, review of
Vol. 14, No. 5, Apr/May 1994, p. 7
Lamer, M
In the Neighborhood: Programs That Strengthen
Family Day Care for Low-Income Families/Review of
Vol. 14, No. 5, Apr/May 1994, p. 33
Lamer, M
Making Family Day Care Work for Infants and Tod-
dlers
Vol. 14, No. 5, Apr/May 1994, p. 9
Quality Care for Infants and Toddlers Project of
Greater Minneapolis Cay Care Association, pro-
ducer
My Kind of Place: Identifying Infant/Toddler Care/
Video, review of
Vol. 14, No. 5, Apr/May 1994, p. 31

DEVELOPMENT
Alexander, R, Boehme, R, and Cupps, B
Normal Development of Functional Motor Skills/Re-
view of
Vol. 14, No. 6, lun /Jul 1994, p. 45
Anzalone, ME
Sensory Contributions to Action: A Sensory Integra-
taw Approach
Vol. 14, No. 2. Oct/Nov 1993, p. 17
Caldwell. BM
Mastering the .1 asks of Toddlerhood/Video, Revww ot
Vol. 14, No. 2, Oct/Nov 1993, p. 30
Colombo, J, editor
Infant C.ignition: Predicting Later Intellectual I unc-
twning/Review at

Vol. 14, No. 6, Jun/Jul 1994, p. 45
Concept Media, Inc., producer
Cognitive Development
Vol. 14, No. 2, Oct/Nov 1993, p. 30
Davidson, S and McDonald. JD, producers
ECO VIDEO II: Adult Communicative Styles with
Pre-conversational Children Intants. Toddler:,
Pre-schoolers/Vid,o, Review of
Vol. 14, No. 1, Aug/Sept 1993, p. 36
Feinman, S. editor
Social Referencing and the Social Construction of Re-
ality in Infancy/Re:ew of
Vol. 14, No. 2, Oct/Nov 1993, p. 31
Gardner, H
Multiple Intelligences: The Theory in Practice/Re-
view qf
Vol. 14, No. 6, Jun/Jul 1994, p. 45
Hart, CH, editor
Children on Playgrounds: Research Perspectives and
Applications/Review of
Vol. 14, No. 5, Apr/May 1994, p. 35
Johnson, MH, editor
Brain Development and Cognition: A Reader/Review
of
Vol. 14, No. 6, Jun/Jul 1994, p. 45
Lally, JR, producer
Discoveries of Infancy: Cognitive Development and
Learning/Video. Review of
Vol. 14, No. 1, Aug/Sept 1993, p. 35
Lock, JL
The Child's Path to Spoken Language/Review of
Vol. 14, No. 1, Aug/Sept 1993, p. 34
Mennella, JA and Beauchamp, GK
Early Flavor Experiences: When Do They Start?
Vol. 14, No. 2, Oct/Nov 1993, p. 1
Murphy, LB, with Moon, R
Sensory Experiences in Infancy
Vol. 14. No. 2, Oct/Nov 1993, p. 21
l'orges, SW
The Infant's Sixth Sense: Awareness and Regulation
of Bodily Processes
Vol. 14. No. 2, Oct/Nov 1993, p. 12
Rosenblith, JF
In the Beginning: Development from Conception to
Age Two/Review of
Vol. 14, No. 1, Aug/Sept 1993, p.
Solnit,.AJ, Cohen. DI and Neubauer. PO, editors
The Many Meanings of Plait A Psychoanalytic Per-
spective/Review of
Vol. 14. No. 4, Feb/Mar 1994, p. 30

EARLY INTERVENTION
Bartsch, E and the German Design Council
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TIN Workshop: Toys You Can Make Yourself for
Handicapped and Non-handicapped Children/Review
o

Vol. 14, No. 4, Feb/Mar 1994, p. 30
Batshaw. ML and Ferret. M, editors
Children with Disabilities: A Medical Primer/Review
ot

Vol. 14, No. 6, Jun/Jul 1994, p. 44
Bryant, DM and Graham, MA, editors
Implementing Early Intervention: From Research to
Effective Practice/Review of
Vol. 14, No. 4, Feb/Mar 1994, p. 31
Child Care Careers Institute
Integrating Children with Special Needs into Pre-
School Settings/Review of
Vol. 14, No. 5, Apr/May 1994, p. 33
DEC Task Force on Recommended Practices
DEC Recommended Practices: Indicators of Quality
in Programs for Infants and Young Children/Review
of
Vol. 14, No. 6, Jun/Jul 1994, p. 43
McWilliam, PJ and Bailey, DB, eds.
Working Together with Children & Families: Case
Studies in Early Intervention/Review of
Vol. 14. No. 1, Aug/Sept. 1993, p.33
Project Enlightenment, producer
First Years Together: Involving Parents in Infant As-
essment/Video. Review of
Vol. 14. No. 1. Aug/Sept 1993. p. 35
Virginia Institute for Developmental Disabilities,
producer
Interdisciplinary Teamwork: A Team in Name Only
and Becoming an Effective Team/Videos, Review or

Vol. 14, No. 1, Aug/Sept 1993, p. 36
Zipper, IN, Weil. M and Rounds, K
Service Coordination for Early Intervention: "rotes-
sionals and Parents and Family Centered Coordina-
tion: A Manual for Parents/Reviews of
Vol. 14, No. 4, Feb/Mar 1994, p. 31

FAMILIES
Kissman, K and Allen, JA
Single-Parent Families/Review of
Vol. 14. No. 4, Feb/Mar 1994. p. 32
Turnbull, A. Patterson, JM, Behr, SK, Murphy,
DL. Marquis, JG, and Blue-Banning. MJ, editors
Cognitive Coping, Families. and Disabilities/Revimv
of
Vol. 14. No. 2. Oct/ Nov 1993, p. 33
Haight, WL and Miller, PI
Pretending at Home: Early Development in a Socw-
..ultural Context/Review of
Vol. 14, No. 4, Feb /Mar 1994, p. 30

MENTAL HEALTH
American Psychiatric Association
Diagnostic ana Statistical Manual of Mental Disor-
ders, Fourth Edition/Review ot
Vol. 14, No. 6. Jun/Jul 1994, p.44
Field, TM; McCabe, PM, and Schneiderman, N,
editors
Stress and Coping in Infancy and Childhood/Review
ot

Vol. 14, No. 2, Oct/Nov 1993, p. 33
Greenspan, SI and Wieder, S
Diagnostic Classification of Mental Health and De-
velopmental Disorders of Infancy and Earlu Child-
hood

Vol. 14, No. 6, Jun/Jul 1994, p. 34
Karen. R
Becoming Attached: Unfolding the Mystery of the In-
fant-Mother Bond and Its Impact on Later Life/Re-
:1M of
Vol. 14, No, 5, Apr/May 1994, p. 33
Lieberman, AF
The Emotional Life of the Toddler/Review of
Vol. 14, No. 2, Oct/Nov 1993, p. 31

Trout, M. producer
Infant Mental Health: .4 Psychotherapeutic Model of
Intervention/Video. Review of
Vol. 14, No. I. Aug/Sept 1993, p. 35
Weil, JL
Early Deprivation of Empathic Care/Review of
Vol. 14, No. 2, Oct/Nov 1993, p. 33
Zeanah, CH, ed.
Handbook of Infant Mental Health/Review of
Vol. 14, No. 1, Aug/Sept 1993, p. 33

PARENT/PROFESSIONAL RELATIONSHIPS
Family First and the Ohio Department of Mental
Retardation and Developmental Disabilities, co-
producers
Parent/professional Partnerships/Video. Review of
Vol. 14, No. 4, Feb/Mar 1994, p. 28
Foley, GM, Hochman, JD, and Miller, S
Parent-professional Relationships: Finding an Opti-
mal Distance
Vol. 14, No. 4, Feb/Mar 1994, p. 19
Gilkerson, LG
Supporting Parents in Leadership Roles
Vol. 14, No. 4, Feb/Mar 1994, p. 23
Project AIM, producer
Sharing Sensitive Information with Faniilies/Video.
review of
Vol. 14, No. 6, Jun/Jul 1994, p. ?
Theilheimer, R
Not Telling Young Parents How To Raise Their Chil-
dren: Dilemmas of Caregivers and Parent Group
Leaders at a Program for Out-of-School Youth and
Their Babies
Vol. 14, No. 4, Feb/Mar 1994, p. 1
Virginia Institute for Developmental Disabilities,
producer
Parents and Professionals: Partners in Service Coor-

dination/Video. Review of
Vol. 14, No. 4, Feb/Mar 1994, p. 28
Walizer, E and Leff, PT
Personal Narratives and the Process of Educating for
the Healing Partnership
Vol. 14, No. 1, Aug/Sept 1993, p. 21
Zipper, IN. Weil, M and Rounds, K
Service Coordination tor Early Intervention: Profes-
sionals and Parents and Family Centered Coordina-
tion: A Planual for Parents/Reviews of
Vol. 14, No. 4, Feb/Mar 1994, p. 31

PARENTING
Blumfield, W
I lie After Birth: Every Woman's Guide to the First
Year ot Motlwrhood/Review ot
Vol. 14, No. 2, Oct/Nov 1993 p. 34
MacDonald, K, editor
Parent-Child Play: Descriptions and Iniplications/
Review of
Vol. 14, No. 4, Feb/Mar 1994, p. 29
Winnicott, DW
Talking to Parents/Review of
Vol. 14, No. 4, Feb/Mar 1994, p. 32

PROFESSIONAL RESOURCES
American Association on Mental Retardation
Mental Retardation: Definition, Classification,
and Systems of Supports, Ninth Edition/ Review
of
Vol. 14, No. 6, Jun/Jul 1994. p. 44

PROFESSIONAL TRAINING
Brown, C; Hanft. B; and Browne, B
Of Elephants, Ethics, and Relationships: Tools for

Transformation in the Training of Early Intervention
Service Providers
Vol. 14, No. 1, Aug/Sept 1993, p. 26
Greiner, V; Hemphill, M; Milton, A; Tozzi, K;
and Wilson, S
Developing Supportive Relationships in Child Care:

A Training Initiatwe or the Northeast Florida City
TOTS Team

Vol. 14, No. 5, Apr/May 1994, p. 20
Hall, N
Linking Knowledge and Experience: A Model for
Training Infant/Toddler Caregivers and Infant Men-
tal Health Practitioners
Vol. 14, No. 1, Aug/Sept 1993, p. 15
Koralek, DJ; COlker, LJ; and Dodge, DT
The What, Why and How of High Quality Early
Childhood Education: A Guide for On-site Supervi-
sion/Review of
Vol. 14, No. 5, Apr/May 1994, p. 34
Moss, B and Wightman. B
From Use of Skills To Use of Self: Professional Devel-
opment through Training to Enhance Relationships
Vol. 14, No. 1, Aug/Sept 1993, p. 1
Percansky, C; Wechsler, N; and Bernstein, V
The Ounce of Prevention Fund's Developmental
Training and Support Program: Building Relation-
ships To Promote Positive Developmental Outcomes
Vol. 14, No. 1, Aug/Sept 1993, p. 9

SERVICE APPROACHES AND PROGRAMS
Dunst, CJ, Trivette, C and Deal. A. editors
Supporting and Strengthening Families: Vol. I.
Methods, Strategies, and Outcomes/Review of
Vol. 14, No. 6, Jun/Jul 1994, p. ?
Field, T
Infant Massage
Vol. 14, No. 2, Oct/Nov 1993, p. 8
Levine, IA, Murphy, DT, and Wilson, S
Getting Men Involved: Strategies for Early Childhood
Progranis/Review of
Vol. 14, No. 4, Feb/Mar 1994. p. 29
Orrego, ME
Life Is Difficult - Let's Play First! Celebrations as a
Vehicle for Building Family and Community Life
Vol. 14, No. 3, Feb/Mar 1994, p. 7

SOCIAL POLICY
Better Care for the Babies
Providing Goal-Directed Technical Assistance to
State Policymakers
Vol. 14. No. 5. Apr/May 1994, p. 23
Carnegie Task Force on Meeting the Needs ot
Young Children
Starting Points: Aleeting the Needs of Our Youngest
Children/Review of
Vol. 14, No. 5. Apri May 1994, p. 31
Clinton, HR
Address on the Occasion of the Presentation ot the
Donn/ Madison Award to Sally Provence, Ai.D.
Vol. 14, No. 4, Feb/Mar 1994, p. 25
Kagan, SL and Neville, PR
Parent Choice in Early Care and Education: Myth or
Reality?
Vol. 14, No. 3, Feb/Mar 1994, p. 11
Ounce of Prevention Fund
A Head Start on Head Start: Effective Birth-to-Three
Strategies/Review of
Vol. 14, No. 5, Apr/May 1994, p. 33
Weissbourd, B and Lally, JR
Welfare Reform, Child Care. and Families with In-
fants and Toddlers
Vol. 14, No. 5, Apr/May 1994, p. 28
Zigler, E and Styfco, SI
An Earlier Head Start: Planning an Intervention
Program for Economically Disadvantaged Families
and Children Ages Zero to Three
Vol. 14, No. 2, Oct/Nov 1993, p. 25
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