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PARTTCTPATION IM THF STUDY

In completing this review of early intervention programs in Australia,
all of the academic staff*of the Fred and Eleanor Schonell Cducational
Research Centre at the University of Oueensland were involved, together with
the research staff* appointed for the project. Particular staff members,
however, had primary responsibility in accomplishing the following major
tasks.

Conceptualization and development of the theoretical framework.
All staff of the Fred and Eleanor Schonell Educational Research Centre
participated in the ongoing process of conceptualizing the study and 1in
modifying, as required, the research program. Miss W.C. Apelt was most
actively involved in a wide-ranging study of early intervention theory
and practice. Dr J. Calder spent much time on the study of concepts of
play which informed the observations of children in early 1intervention
and laboratory settings. Various members of the staff were instrumental
in collecting, reading, and assessing the relevant literature. For
example, Ms P. O'Brien, an ERDC Fellow at the Fred and Eleanor Schonell
Educational Research Centre, reviewed materials used in early inter-
vention programs, and Mrs M. Steinberg, Ms J. Shepherd, and Ms L. Conrad
reviewed recent material on evaluation.

Field study. The field study included visits to early intervention
programs in all states, permitting discussion with staff and parents,
interviews with representatives of government departments and agencies 1n
each state, and meetings with parents. Dr J. Flkins, Ms L. Conrad,

Dr J. Calder, Ms M. Willis and Ms J. Shepherd played the major role in the
field study, with the assistance of Mrs E. Cooksley. Mrs P. Gunn and

Ms P. O.Brien supplemented this work by meeting with parents seeking the
establishment of early intervention programs.

Observations of a sample of children. These observations, carried
out 1n laboratory and early intervention settings, were made primarily by
Mrs P. Gunn with assistance in testing of children from Dr P. Berry and
Ms J. Shepherd.

Analysis of data. Analysis of data from site visits was carried
out primarily by Dr J. Elkins, Ms L. Conrad, Ms M. Willis, Dr A. Hayes,
Dr J. Calder and Ms J. Shepherd. Mr A. Coulston was the principal analyst
of questionnaire data Mr A. Coulston was helped by coders MrsJ.de Jersey,
Mrs L. Gunn, Ms N. Arcidiacono, Mrs A. Jobling, and Ms N. Hardy.

* Academic staff members: Professor B.H.Watts,(lirector), Dr R.J.Andrews,
Ms W.C.Apelt, Ms J.K.Atkinson, Dr P.B.Berry, Mrs K.J.Cochrane, Dr J.Flkins,
Dr A.Hayes. Research staff members: Ms L.Conrad {Project Coordinator},
Or J.Calder, Mr A.Coulston, Mrs P.Gunn, Ms J.Shepherd; Ms M.Willis.
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Workshops. 1In rcporting preliminary findings and encouraging
discussion at workshops held in cach state, Professor B.H. Watts,
br R.J. Andrews, Dr J. Elkins, Ms L. Conrad, and Dr J. Calder plaved a
major role. Other participants in workshops were Dr A. Hayes, Ms J Shepherd,
Ms W.C. Apelt, and Mrs P. Gunn. 1In preparation for the workshops,
Ms J.K. Athinson compilcd glossaries and reading lists for parents.
Ms P. O'Bricn reviewed early intervention rcsource materials, and her
reviews were cdited by Ms S. Ratter.

Completion of the report. In addition to the authors cited in
the ceport, other members of the staff made significant contribucions,
assisting 1n the discussion of 1ssues and reviewing draft chapters.
fhe text in draft and final form was typed by Mrs R. Ganzini-Falzone,
Mrs B. Sochhill and Mrs J. McCormack. Mr P. Fong assisted with
administrative arrangements throughout the period of the research
project.
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CHAPTER 1

INTRODUCTION

As part of 1ts contribution to the International Year of the Child, the
Office of Child Care of the Department of Social Security commissioned the
Fred and Eleanor Schonell Educational Research Centre to undertake a national
study of early intervention programs and toy libraries for handicapped child-
ren. The study, begun i1n 1979, was intended to provide a comprehensive survey
of such programs, including not only those funded by the Office of Child Care,
but also those funded from other sources both governmental and non-governmental.

The aims of the project were

M

()

(3

(4)

(5)

(6)

to undertake a literature review of theory and practice in
early intervention;

to identify and describe early intervention programs in
Australia directed towards the development of young handi-
capped children and the support of their families;

to study play in relation to early intervention;

to evaluate the concept of toy laibrary services and the
role of such services 1n helping handicapped children;

-

to review the role of early intervention programs in
Australian services to the handicapped, and

to disseminate the findings of the project on a national
basis, stimulating discussion among parents and program
staff.

We planned, through the study, to provide information of use to several

groups:

service groups providing now, or likely to provide in the future,
early intervention and toy library services to handicapped
children;

parents seeking assistance in fostering the development of their
handicapped children;

governmental bodies (especially the Office of Child Care) requir-
ing information useful for the formulation of funding policies; and

agencies Seeking to determine their role within the total pittern
of service provision for young handicapped children and their
families.

* Gee Elkins, J., Calder, J., Conrad, L., Shepherd, J.,
Coulston, A., and Willis, M. (1980). (Appendix ).
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The theoretical and analytical aspects of the project involved a scarch
of relevant literature, a review of the theories underlying early intervention
and the nature of a range of programs, and an exploration of early interven-
tion rescarch. This aspect of the study was intended to provide a conceptual
framework for the study of the concept of intervention, recent applications
of which have attempted to compensate for cultural and economic differences
or deficiencres, to provide alternatives to supplement the home care of
handicapped children, and to remediate the effects of delayed development in
children with disabilities.

The study 1n 1ts observational and descriptive aspect focussed on a num-
ber of programs in cach state which were site-visited and a larger number on
which details were obtained through a mailed questionnaire. Ye sought an
understanding of the programs through the cyes of both staff and parents.

A small sample of handicapped children at play in a number of settings was
also studied.

Our understanding of the nature and perceived adequacy of carly interven-
tion programs in Australia was aided considerably through interchanges and
discussions with parents and program staff at workshops which were held in
ecach capital city At these workshops there was extensive discusSsion of a
wide range of 1ssues, some of which had been i1dentified by our research team
and others by parents and/or program staff as significant and, in many respects,
problematic.

The approach to evaluation followed throughout this study 1s discussed 1n
Chapters 2, 3 and 9. Briefly, 1t recognizes the cvolutionary nature both of
early intervention programs and of concepts of cvaluation  Bronfenbrennecr
(1977) has described the former as evolving entitzes embedded 1n the ecology
of human development. Viewed 1n this light, program evolution can be scen as
the product of changes in the wider community (particularly its attitudes and
values and hence n the resources for which 1t provides support), in the net-
work of service delivery systems, in the families and their perceived needs
and 1n program staff, we have sought to understand this evolution and to docu-
ment program characteristics at the close of the '70s.

Anderson and Ball (1978) underscore the emergent nature of cvaluation and
the fact that many central questions remain contentious. They list the follow-
1ng SiX major purposcs.

) to contribute to decisions about program adoption,

(2) to contribute to decisions about program continuation,
expansion or ccrtification,

t3) to contribute to decisions about program modification,
{4) to obtain cvidence to support a program,
(5) to obtain evidence to rally opposition to a program, and

(& to contribute to understanding of basic psychological,
social and other processes.

v
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[t 15 clear that all of these purposes have relevance to the research
study rcported here, yet completion of a major task was requircd before such
purposes could be addressed, this was the compiling of a map of the current
carly intervention scene in Australia  Such a map 1s provided by this study,
to sther with discussion of both context and program variables.

ERI!

Aruitoxt provided by Eic:




-5 -

CHAPTER 2

THEORETICAL CONCERNS
W.C. Apelt

INTRODUCT ION

The past two decades have witnessed an unprecedented upsurge of interest
in ecarly childhood development and particularly in the provision of interven-
tior programs for young children and infants at risk for delayed or abnormal
development. This vulnerable population iacludes. children with organically
based mental, physical and sensory hendxcaps, those at risk for a wide spec-
trum of developmental disabalities #s a result of gestational and persi-natal
trauma, ond those whose developmental integraty 15 threatened by adverse
environmental and socio-economic circumstances. These categorxes of bio:
logical and socio-cultural rask are not nmutuxlly exclusive (Tyosscm, 1976).
Sameroff and Chandler (1975), for instance, have demonstrated quite conclus.
ively that the qualaty of the care-taking eavaronment that the child subse-
nuentily encounters tends to amplify or fttenuate the ampact of neurological
insult associated «ith conditions Such as low birth weaght, prematurity and
perinatal anoxia. This anteraction follows a souxal class gradient, plac.
ing biologically vulnerable children fro» the lowest soc:o-economic Eroups
in double jeopardy.

2.1
MODELS OF CHI1LO DEVELOPMENT

Clarke and Clarke (1976) claim that

... although there 1s at the present time no clearly formu-
lated model of child development, nur ... has empirical re-
search advanced sufficiently to build one, there 15 a grow-
ing consensus that ultamately such a model aust take account
of discontinuities as well as continuities, the chxld as an
active agent 1in social transactions, and the potentialaty
for modification of dbehaviour patterns withan the limats

set by constatutional factors (Kagan § Klexn, 1973, Clarke &
Clarke, 1976,5chaffer, 1976, Sameroff & Chandler, 1975).

pp. 269-270

Previous models such as the Mawn Effect and Interact:ional Models have
proved inadequate to the task of elucidating the complex processes involved
in child growth and development. The Main Effect model holds that both
constitutional and envaronmental factors exert independent influences o=
child outcomes. A defective constitution results in a particular effect
irrespective of the operation of differential cnvironmental factors. A
pathological environment bears the sole responsibility for a damaged an-
davadual, regardless of constatutional variations. Hith the exception of
extreme cases of constitutional or environmental pathology, the ¢ 1is clear
empirical and clinical evadence against this model (Sameroff & Chandler,
1975).

Q .1 ;2
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while the fnteractional Mode! more easily accounts for rescarch findings

which support the interaction between cnvironmental and constitutional fact-
ors, 1t has difficulty in 1dentifying causal mechanisms leading to develop-
mental anomalies. In particutar, the assumption that both nature and nurture
are “clements whose structure 1S constant over time' (Sameroff, 1975, p. 67)

scems unwarranted.

Sameroff claims that only a model which can accommodate the diversity

of cffects to be found between and within constitutional and environmental

variables s capablc of dealing with both the processes and the outcomes of

development, Adopting an organismic approach to the interpretation of de-

veiopmental phenomena, Samero £ and Chandler (1975) cmphasize the nced for
a transactional model i1n which contact betwecen organism and cnvironment re-
sults 1n their mutual alteration, This modet has gained wide acceptance

Anastasiow (1981), for example, cndorses

. a perspective that cmphasizes children as the source
of tearning 1n an environment that ctither facilitates or
impedes growth. The scenario 1s a transactional ome in
which the chitd influences and 1s influenced by the cn-
vironment ttself or the agent of the cnvironment (usuattly
the mother).

¢hitd, caregiver, and physical environment comprise a
transactional network i1n which no onc clement can be left
out {(p 277)

hRd

THE ROLE O CARLY EXPERLENCL

The belref that ecarly expertence makes a crucaal and disproportionate

contribution to tater growth and development 1s deeply entrenched 1n Western

thought {(Clarke & Clarke, 1976, Leiderman, 1978) This view of man and has

development has enjoyed widespread currency from the time of Plato to the
present day ljossem (1976) writes -

Infancy and the first 2 years of life provide the
foundation upon which the cognitive, sociatl, and brolog-
1cat performance of the school age child moving to adult-
hood 1s formed. (xxi11)

Stedman (1977) atso cndorses this view -

The cffects of a stimulating or depriving cnvironment
appear to be most powerful in the carly years of chitd-
hood when the most rapid growth and devclopment take
place (p 100).

Ihe early expericnce model of chitd devetopment has not gone unchallenged.
There 1§ a growing number of theorists who espouse a t1fe span devclopmental

orientation which holds that -

13¢
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... the degree to which early experiences continue to
influence subsequent development depends upon the mech-
anisms ensuring the continuities of those early cxper-
iences (Zigler, 1977) as well as the potency of the en-
vironment 1n which the individual 15 currently function-
ing (Kagan § Klein, 1973). (Goldhaber, 1979, p. 119)

The early experience and the 1:fe span oricntations are not antithetical.
Clarke & Clarke {(1976), for instance, affirm their belief 1n the importance of
early experience, but as one link 1n a developmental chain in which continuing
and later ecxperiencesmake significant contributions to developmental outcomes.

A comprehensive and articulated analysis of the role of carly experience
within a life span framework nas been undertaken by the Clarkes. (Clarke, 1968,
Clarke & Clarke, 1972, Clarke & Clarke. 1976. Clarke, Clarke & Reiman, 1958).

Their work cxamines assues Such as critical perrods in early development,
the long term durabulity of early cxperiences, the reversibility of early trauma
and the relevance of animal research on the effects of early experience (Gold-
haber, 1979).

The most contentious of these 1ssues 15 the notron of critical perxods.
This concept, which orxganated 1n the physical and biological sciences, has
been extended to include the study of human behaviour (Leaderman, 1928).

from a brologtcal perspectave the critical importance of early experience
resades 1n the plasticity of the central nervous system in the early years
when very rapid development takes place. In elaboratang the concept of plas-
ticity, Lipton (1976) clawm. that there are critical periods for exposure to
appropriate experiences. These critical periods

exast whenever the brological substrates of a
psychological structurz reach an appropriate age and
stage of recsptavaty At that stage, specific envar-
onmental experiences are reqursites for the develop-
ment of spec:fic behavioural capacities. (p. 71)

Cratical periods may be very brief or prolonged, and the timing of ex-
posure must take account of maturational factors. Too eurly provision ignores
the organism's developmental immaturaty and limsted response capabilities. On
the other hand, faxlure to provade experiences at the appropriate time may re-
sult 1n irreversible loss of the behavioural potentaial.

Clarke and Clarke (1976) reviewed both experimental animal studies, upon
which the notion of critical peraods heavily relies, and studies of children
1n naturally occurring circumstances of extreme isolation or depravation.
These researchers concluded that -

1. The notion of a critical period of development exer-
crsang a powerful influence on later characteristics
does not accord with some evidence of the development
of deprived children, and particularly of those who
had experienced sigmficant environmental change;




(28]

normally, and for most children, environmental
change does not occur, so in later life onc may
be looking at the outcome, not merely of early
experrence, but of continuing experience,

3. experimental studies of extreme deprivation in
animals, while important, must for a number of
reasons be regarded with caution before extrap-
olation of these findings to humans; and

4. 1mportant experiments on reversing the effects of
carly experience 1n animals remain to be carried
out.

(Clarke & Clarke, 1976, p.12)

2.3

I RATIONALL FOR CARLY INTLRVENTION

Lvans {1975) argucs that the view of childhood which emphasizes the over-
riding wmportance of the early years in determining the course of development
rests upon five basic assumptions. [hese assumptions constitute the rationale
for the provision of carly invervention programs for childrer at risk because
of cnvironmental 1nadequacies.

1. Children are, by nature, malleable and their growth
and development can be modifiecd extensively in a
variety of dircctions.

2. The earlier one can effect a plausible intervention,
the better.

3. The manmipulation of early experience will influence
subsequent psychological functioning. This influ-
ence can be salutary or hindering. [n exther case
cumulative development 15 rnvolved.

4. The provision of qualitatively sound experience
can mollify or compensate for basic lacks in the
child's environments. Such lacks define the basis
on which experiences can be buxrlt. Furthermore,
sance the school's scholastic emphasis demands
certain learming capabilities, Such capabilitaes
must become the focus of early antervention.

5. Children who fail to reap the benefits of planned
intervention arc likely to develop an ways that
are counter-productive to extant social-educational
conditions. Or since 2 high level capacaty for
symbolic (cognitive) activity is one of man's
greatest strengths, children who manifest dis-
orders in cognitive performance are farling to
achieve their human potential. Thus resources
must be marshalled to prevent or remed:ate these
disorders. (p. 6)
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Psychological rescarch on the long-term influence of carly experience on
human subjects has traditionally used two data sources, the reversibility of
early devclopmental trauma, and the long-term stability of carly personality
characteristics (Goldhaber, 1979).

2.3.1
Early Devclopmental Trauma

farly devclopmental trauma may be operationally detined cither in
terms of biomedical factors associated with gestational and birth processes
such as low birth weight, prematurity or perinatal anoxia, or in terms of
grossly aberrant carctaking and cnvironmental inadequacices.

Biomedical factors

In an influential review of the literature on potentially damaging neo-
natal characteristics, Samcroff and Chandler (1975) failed to substantiate
any consistent rclationship between early rask factors and subsequent devel-
opmental status. The indicators of ncurological damage in anoxic infants,
for instance, present both at birth and at age threc, no longer differentiated
these children from a non-anoxic control group four ycars later. The most
powerful indicator of differential outcomes was soctal class. Social class,
however,1s a composile variable which subsumes such diversc components as
nutrition, access to medical services and health care, a range of linguistic,
cognitive and motivational models and variations in thec provision of enriching
experiences.

The most optimistic finding to emerge from this review was -
the self-righting tendency which appears to move
children towards normality in face of the pressure

towards deviation (p. 236).

This sclf-righting tendency 1s maximally operative in nurturant and supportive
cnviroanments.

Cross environmental deprivation

The early research 1nto the effects of grossly depriving cnvironments on
chiidren's physical, intcllectual and cmotional development rveported extremcly
discouraging findings (Spitz, 1945, Gotdfarb, 1955, Bowlby, 1951 . Dennis &
Najarian, 1957).

Disruption of mother-child relationships and child-rearing practices 1n
sub-standard institutions, which frequently involved sensory under-stimulation
and soctal unresponsiveness, were associated with gross developmental retarda-
tion, mental deficiency, behavioural anomalies and sociopathic per<onality
The processes wmplicated 1n this failure to thrive were not clearly understood,
1t was assumed, ncvertheless, that these negative consequences were irreversible.

Early stimulation

While the early deprivation studies painted a very pessimistic picture
of the possibility of recovery from carly trauma. the pionecring work on
carly stimulation by Skcels and Dye (1939). Kirk (1958) and Xlaus and Cray

ERI!
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(1968) imbicated 4 mach move favourabhle prognosis. Radical environmental
change, wovolvang intersive and protounged soctal stimulation and experient -
101 enrichment.could effect dramatic vmprovement tn the sntellectuast func.
twning and behavioural responses of children previously at dire rish for
permanent statuns as mentally retarded,

this research, which demonstrated, among other findings. that eariched
carly environments were associated with substangeal inmtial gains n {qQ,
give tmpetus to the masstve Head Start program directed at improving the
11fe chances of pre-school soctally disadvantaged children. The major goal
wis ta crreumvent or reverse the cumulative intellectual and academic re-
tardation which was charicteristie of the children of socually and economic-
ally deprived minority groups. The Head Start program wias onc of the major
tnitiatives tn the Untted States during the decade of the sixties,to counter-
act the devastating effects of poverty and it reflected the prevailing socio-
potizical Zettgeuse.

Fiii< vast program of social action was accompanted by scveral influential
rescarch studtes designed to assess both the immediate and long-term wmpact of
different program models (Berenter & Lngelmann, 1966, Karnes, 1969, Hodges,
McCandless § Spicker, 1967). The most widely publicized of these intervention
programs was the now famous Milwaukee Project (Heber & Garber, 1975)

The eprdemiotogieal studies which preceded this project revealed that
retardation was not randomiy distrthuted in soctally and economically
impovertshed cnvironm ats. but was heavily concentrated in clusters of
<fum familres charactsrized hy low parental intelligence. The Heber and
Garber study represents a masstve longttudinal attempt at rchabilutation of
families trapped wn the cycte of retardation assoctated with povercy and
soctal disadvantage.

Children n the cxperumental group participated n a datly program of
tntensive sensory, perceptual, motivattonal and cognitive stimulation extend-
ing from ecarly infancy to school entry. Children tn the control group wcre
tested at rcgular wntervals, but netther they nor their familacs rececived
any of the cxperimental treatments fIntervention included rigorous cfforts
to modify the family environment. Mothers reccived trainming in literacy
skulls. homec-making and child care. supplemented by rchabilitation services
\n the form of occupational training and placement. Ry the end of the ex-
periment there was a significant mean dufference of thirty {Q points between
experimental and control groups, in addition, the experimental <ubjects dis-
played superiority on a wide range of measures designed to assess the outcomes
of the different program components. such as perceptual, motivational and
lingutstic skills,

Follow.up testing has confirmed the maintenance of a significant differ-
ence between the groups tn mean [Q, although the wntellectual status of both
groups has detertorated. Children in the cxperimental group, however, are
sttll operating within the normal [0 range, while their control counterparts
are approaching rctarded status. Heber and Garber have also reported that
the experimental children cxperienced some adjustment problems upon theur
admission to the regular school system. This behavioural conscquence is
probably rclated to the withdrawal of intensive support at this stage.

This study has been criticized for methodological inadequactes which
cither raisc questions concerning the validity of the results. or which make
replication impossible because of inadequate treatment specification (Page,
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1973). In addition, (larke and Clarke (1976), in the light of evidence concern-
tng the temporary nature of [Q gains manifested during carly intervention,
question whether the program continued ‘ong enough to prevent the crosion of
positive cffects after return to the ghetto environment and the withdrawal of
massive Support scrvices. Only longitudinal evaluation can answer these
questions, although already there is some support for the Clarkes' hypotheses.

Despite 1ts 1nadeyuacies, the Heber project must be acknowledged for 1ts
proncering contribution in the field of carly intervention. [his study repres-
ents the first prospective approach to the prevention of cultural-familial re-
tardation.

further experimental studies such as the Abecedarian Project (Ramey et al.,
1976), which is a longitudinal and multi-disciplinary attempt to prevent devel-
opmental retardation, should provide data on the specific contribution of the
carly stimulation program, which the Milwaukee Project failed to do.

2.4

CHARACTERISTICS OF EXEMPLARY PROGRAMS

karaes (1975) reviewed both early education programs for the handicapped
and the findings of 1esecarch-based programs for the disadvantaged. She 1den-
t1fied characteristics which distinguished exemplary programs. Although not
all components arc included in all programs, several are found 1n all exemp-
lary programs. The most important components appear to be early identifica-
tion, tncluding attempts to locate the less visible mildly to moderately
handicapped young child, selection of an appropriate model of service provis-
ion, cither home, home and centre or centre-based, well-defined instructional
models to organize the program, a positive approach, with plans and procedures
based on goals that are realistic, concrete and comprehensible to professionals
and parcnts alike, strong parent involvement, inter- and trans-disciplinary
approaches, under strong leadership, ongoing internal and external evaluation
with effective feedback, and programs which place a strong cmphasis on language
development (Karnes & Zehrbach, 1977)

2.5
EVALUATION OF THE EFFECTIVENESS OF EARLY INTERVENTION PROGRAMS

2.5 1
Socially Disadvantaged Children

Comprehensive evaluationsof the short and long term effectiveness of
carly intervention with socially disadvantaged children have been undertaken
by Bronfenbrenner (1974) and Stedman (1977). 1In order to introduce a measure
of scienti1fic rigour into his review, Bronfenbrenner (1974) restricted has
analysis to programs which met the following experimental criteria. random
allocation of children to experimental and control groups, comparability of
criterion mecasures, and the availability of follow-up data. Fave group pre-
school and two individually administered home-based programs were examined.

The children 1n the group pre-school programs ranged between three and
five ycars of age. The programs varied from "traditional’ pre-school content
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with no special enrichment features, to specially prescribed developmental
and remcdial programs.

The data revealed that pre-school intervention produced substantial
gain in 1Q during the operation of the program. Further 1Q gains did not
occur when programs were cxtended beyond onc year. More critically, positave
effects tended to dissipate after termination of the intervention, with this
trend becoming more pronrounced the more extended the follow up. Participation
of children in group programs before the age of three did not yield more fav-
ourable long-term intellectual outcomes.

pata comparing the effectiveness of different types of pre-school programs
suggested that the greatest and most enduring 1Q gains resulted from structured
programs with a strong verbal and cognitive emphasis, but even these programs
cxhibited erosion of gain scores at follow up.

A different picture emerged from the data on home-based programs. The
substantial initial gains of the experimental groups not only wmproved but
persisted three to four years after intervention ceased. The most successful
programs wcrc those in which the major focus was enhancement of the mother's
primary and continuing rolc in the teaching process. The earlier and the
more intensely mother and child were stimulated to engage 1in reciprocal inter-
actions around a cognmitively challenging actaivity, the greater and more en-
during was the gain in IQ achieved by the child (tLevenstein, 1970; Karnes &
Badger, 1969).

Thesc home-based programs were undertaken with one to three year old
children and involved home visits by tutors (Toy Demonstrators) whose prim-
ary concern was to facilitate parent-child interaction as the basis for devel-
oping verbal and conceptual skuills.

Stedman's evaluation yiclded very similar fandings.

In summary, investigations of the effectiveness of early education for
socially disadvantaged children suggest that aintervention will produce the
most favourable immediate and long-term gains 1n intellectual status when -

(1) the intervention begins very early, before the age of two,

{2) parents are trained 1n order to enhance thexr teachang role
in the home, and

(3) hagh priority 1s given to the development of language and
cognitive skills within a structured program.

faced with the discouraging findings concerning the long-term outcomes
of group intervention, some researchers turned their attention to the ex-
perimental investigation of different program models.

Miller and Dyer (1974), for instance, undertook a comparison of four
pre-school programs, Bereiter - Engelman , DARCEE, Montessor: and Traditional,
with a follow up extending through to the third year of school attendance. A
maror purpose of the studv was to assess differential proeram effects, in both
the short and long term. on the cornitive, motivational and perceotual devel-
ooment of voung disadvantaged children. Miller and Dver found that the oro-
grams did vroduce different effects. both in terms of immediate impact, and
over a four year period. ‘his latter result was found 1rrespectave of the
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programs the children subsequently experienced. Immedirate effects on cog-
nitive variables were grecater for more didactic programs, but more stable
effects were found 1n non-cognitive areas.

25.2
giologically Impaired Children

£xamination of the growing litcrature on early intervention programs for
handicapped children discloses that while the major thrust has been directed
towards socially disadvantaged children, many exemplary programs have been
devised and implemented for infants and young children who are biologically
impaired. These programs encompass a broad spectrum of handicap. the blind
{(Fraiberg, Smith & Adelson, 1969, Fraiberg, 19711, the auditorily-impaired
(Horton, 1976), the cerebral palsied and multiply-handicapped (Barrera et al.,
1976, Haynes, 1976), and children with Down's syndrome (Hayden & Omitriev,
1975; Rynders § Horrobin, 1975).

Most of these programs, while they cater for the child's whole range of
developmental neceds, cmploy goals and strategies focal to the child's par-
tacular handicap. Recognizing that physical, sensory, and intellectual handx-
caps constitute barraers to full participation in the opportunities for learn-
ing provided by the environment, most programs also include a focus on exper-
tential enrichment.

Despite the dearth of emparical evidence concerning thear effectiveness,
there appears to be general consensus largely based on value )udgments, that
intervention programs for biologically impaired infants and young children
both enhance the development of the child and provide guidance and support
to the family. In many infani programs, the family, particularly the mother
with professional support, becomes the principal change agent. Levitt and
Cohen (1975) revicwed representative parent-intervention programs for men-
tally and physically handicapped infants and young children. Thirteen pro-
grams for handicapped children spanning the years 1961-1972 are included 1n
their analysas.

Their survey of evaluation measurcs and treatment outcomes showed that
widely differing crateria ranging from subjective impressions to standardized
test scores were used tn evaluating efficacy of the programs. Seven of the
programs used no statistical measures, and outcomes were stated in general-
12ed subjective terms.

2.6
TOWARDS A DEVELOPMENTAL PERSPECTIVE  THE NATURE OF DEVELOPMENTAL CHANGE

AND THE EVALUATION OF EARLY CHILDHOOD INTERVENTION

takanishi (1979) points out that the evaluation of early childhood pro-
grams 15 based upon certain assumptions concerning the nature of developmental
change and how 1t occurs {Overton & Reese, 1973, Reese & Overton, 1970).
These assumptions include conceptualizations of change as behavioural versus
structural, or continuous versus discontinuous. Further assumptions concern
the cause of change. unidirect:ional versus reciprocal causality. or
linear causalaty versus organized complexity. In order to rllustrate the
implications for evaluation of these different conceptualirzations, Takanishi
cites the work of Sigel (1972) who described change resulting from pre-school
intervention programs as organized complexity.

3
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The child is composed of a variety of sub-systems
(perceptual, cognitive, cmotional, etc.) whose re-
lataonships to each other vary over time. Change in
one sub-system 1s rclated to changes in others.

Sigel noted that even though development is, overall,
a cumulative process 'the cumulative effect may ex-
press itself in various effects at different times'.
(p. 151).

Takanishi points out that -

Evaluation of early childhood programs, almost
without exception, exhibits a unidirectional bias
in which the program is viewed as the 'treatment’
which causes some change in the child. This uwni-
directional bias is often reflected in discuss-
ions of the 'predictive validity of a program'.
(pp. 151-152).

Recognition of the wmultiple, interacting and conflicting influences on
behaviour which 1s integral to the transactional developmental perspective
meant that there ts less concern with prediction of later behaviour. The
dynamic interrclations among physical, affective, social and cognitive
developrent, (Shipman, 1978) the individuality and plasticity of growth
patterns (Jones, Bayley, Macfarlane § Howzik, 1971), and the conceptualization
of change as reflecting periods of instability of individual differences and/
or discontinuities in developmental function across age (McCall, Eichorn §&
Hogarty, 1977), tllustrate the complexities involved in evaluating the
effects of pre-school intervention progfams. Takanishy claims that a
developmental perspective accepts the serious limitations in proving the
neffectiveness” of these prograns -

... this perspective rejects an efficient cause
approach to studying progran impact...  Most of
the evaluation studies are correlational and
causality cannot be inferred. Even in those
projects which are experimental and under more
strict control and monitoring...other limita-
tions are present. There are multiple path-
ways to any observed outcome. Just because we
are able to demonstrate that a program was
effective in terms of certain outcomes, we
cannot prove that the results were due to the
program per se. Also positive Tesults based

on one program cannot be generalired to other
programs in other communities (Cronbach, 1975).
(Takanishi, 1979, p. 183).

The transactional model of child development assumes that the purpose of
evaluation of early childhood programs is directed towards... "involving the
partacipants, including the evaluators, in understanding program development,
adult (staff and parent) development, and child development™. (p. 155).

-~
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Lvaluation should stimulatc critical reflection concerning what s taking
place (Carimi, 1975, Lisner, 1977, Cronbach, 1975, Partlet & llamilton, 1976)
and provide feedback about the program to the stuff and other interusted groups
in terms that arc comprehensible and that lead to more sound prictices (Stuke,
19,8). Tfakanishi concludes that - “the most important criterion against which
an cvaluation s judged 1s 1ty utility, or the extent to which the evaluation
results in program wmprovement and child development." (p. 156).

CONCLUS ION

Developmental and intervention programs for at-risk and handicapped (hild-
ren and infants are time consuning, labour intensive and costly (ljossem, 1976).
It 1s clear, from the foregoing review, that the evidence concerning both the
short and long-term effectiveness of these programs is equivocal and inconsist-
ent and that there are many unresolved methodological and interpretive dilemmas
demanding further investigation. The need for these programs, however, 1s not
in question. The rights of handicapped children to special care and attention,
recognized by the United Nations General Assembly, should ensure both the pro-
vision of appropriate programs and continuing attempts to monitor their effect-
iveness.

O
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CHAPTER 3

RESEARCH METHODOLOGY OF THE STUDY

The purposc of this study of early intervention programs 1in Australia
was to survey current programs to determine their primary characteristics,
to sample the opinions of parents of children involved in early intervention
programs and, partly through drawing on the experience c¢f people offering
early intervention programs, to identify the important issues related to
the further development of early intervention,

3.1
DEF INITTONS

Threc 1ssues necded to be addressed. definitions of early intervention
and of handicap, the wdentification of relevant programs, and the collection
of data.

In sccking to delimit the field of intervention programs we found that
definition at several levels was required. It was not cnough to define early
intervention programs very broadly, although that was important for identify-
1ng as many programs as possible. In order to provide common descriptive
data on programs, definitions of early intervention had to be used specifically
for that purpose. Some programs of early intervention that certainly reflect
the concept do not actually serve children directly. For example, the Family
Trawning Unit of the Intellectually Retarded Services in South Australia pro-
vides training to parents that could be legitimately defined as early interven-
tion and, n fact, was considered by some attendees at the South Australian
Workshop to be "one of the best early intervention programs we have".  How-
ever, 1t was not possible to include the ¥family Training Unit 1n a data pool
1n which the number of children 1n programs 1is compared on the basis of dis-
ability, age, sex, etc., because no children arc directly served by the pro-
gram. Several departments of education in the various state$S usc an 1tinerant
tecacher service to support preschool teachers with handicapped children placed
1n regular classrooms. That kind of service, broadly categorized as early
1ntervention, 15 not comparable with a service which provides direct and
continuing personal contact between the profcssional and the child. In this
report, early intervention programs are discussed as broadly defined, EXCEPT
in the section dealing with the questionnaires completed by or on behalf of
programs. In that section a somewhat narrower definition has been used to
describe programs that share certain comparable characteristics.

3.1.1
Definition of Early Intervention Used for Identification of Programs

For the general considcration of early intervention in Australia, and 1n
the process of identifying existing programs, early intervent1iOn programs were
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defined as planned wid organiaed efforts to enhance the development of
chuldpen ander school age Who are at risk of developmental delay due to
inte lloctual , physy~al, sensory, multiple, or cther disabilities such as
auk o, No attempt was made to cxclude programs on the basis of phil-
osophical orientation, 1NTENsiveness, degree of structure and formality,
basc of the program {in the home or outside 1t}), sponsorship of the pro-
gram, (whether by a medical or cducational institution or hy a government
or non-government agenty), cmphasis on rescarch or service, or degree
of involvement of parents in the program. This broad defanition was
intended (a) to prevent the possibility of omitting some appropriate
programs where program staff used a very specific and limited defin-
1tion of carly intcervention, and (b) to give the rescarch team knowledge
of interrclated services broadly defined as early intervention and rcle-
vant to early intervention i1n a narrower scnse.

A varicty of activities can be broadly defined as carly intervention
or related to intervention. Assessment is the process of determining what
special problems or needs a child may have. Asscssment idcally results in
referral to a program of trcatment, habilitation, remediation Or education.
Lxamples of assessment might be a guidance officer's testing of a child in
an educational sctting or diagnosis in a medical setting.

Lare 15 attendance to the needs of a child for food, shelter, protection,
and companionship. Cxamples arc a foster care program and institutionaliza-
tion of a chi1ld when parents arc unable to meet these needs.

Treatment, or intervention, gencrally anticipated to be of relatively
short duration, i1s based on the assumption that, «hen change 15 effected,
the child will continue to develop without further intervention  In fact,
the goal of treatment 1s to climinate the necessity of continued therapy
An example 1s tendon surgery for a cercbral palsicd child.

3.1.2
Definition of Programs for Questionnaire Purposcs

Most programs defined by their staff as carly intervention included
activities falling into the categories of habilitation, remediataon, and
cducation, but use of these terms and others 1s dependent on whether the
setting for a particular program 1s medical, educational, social welfare,
or recreational. Most programs appeared to fall into the categories of
remediation and education although some habilitation programs have been
included.

Habilitation appears to be usually recognized as a kind of intervention
that focuses on learning of a circumscribed nature, primaraly the development
of ~elf-care skills. An cxamplc might be a feeding or toileting program

Remediation 1s often perceived to be a kind of wntervention that, assumng
circumstances that put a child at risk of developmental delay, seeks to remedy
the situation by tcaching the child, byvarious mcans, zoperform a variety of
tasks that will foster growth in the area of expected delay. Remediation secks
change 1n cither physical or mental development and 1s distanguished from hab-
1litation by 1ts wider scope. lt assumes that, once the situation is remedred,
development can contirue 1n the mainstream or closer to 1t than otherwise.
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Education 15 usually scen as a kind Of 1Atervention that assumes
developaental delay in broad skall arcas that arc cspecially relcvant to
futurc education. cognit.ve development and language pramarily, but n
many cases motor skell arecas also. [t s assumed that cducation s & Lon-
tinuing process and that growth does not end after a new skill 1s Icarncd
but rather that each new skill forms a basis for further growth,

e determincd that, in order to be cligible for incluston 1 this part
of the study, an rarly intervention program necded to satisfy the followiny
criteria:

1. [t provides & direct and continuing servace to children by
professionals or paraprofessionals suth as therapists, teachers,
psychologasts, social workers, medacal personncl, "social tratn-

rs", or "actavaty advasers™.

ft s designed specifreally for young handicapped chaldren in
any of the following disabrlity areas  antellectual handx<ap,
physical handreap, hearxng impaarsent, visudl impairment,

multiple handicap, autism or unspecified developaental delay.

[t s specifacally designed to Change the child*s skills and
behaviours in order to encourage development as close as
possible to the norm and to prevent problems that may be
caused by the dasabilaty,

[t can be defincd as habrlrtation, remedrntion or educatioh
rather than as assessment, care or treatment,

It 15 dependent on more than one person for continunaty. In
other vords, there s a sponsoring association or & source of
externz!l funding that suggests support other than by a single
practirioner offeraing the servace.

It was operataing in 1979 or 1980. Projects that were known to
be no longer operatxonal ain 1980, when the data analysxs was
undertaken, were eliminated.

Certaan kinds of programs for young handacapped chrldren were ex-
cluded from the questionnarre Study

those based on 2 medxcal model that could nore properly be
classifred as prevent:ion, diaghosis, treatment Of Care,

those based on an educational model that could sore properly
be classifred as assessment for the purpose of planning
future placement,

those based on a soc¢ral welfare model that served the handi-
capped child through care alone or indirectly through referral
to other Servises;

those based on a recreational nodel that were percexved as
entertainment only for example, attempts to teach a specafac
skill such as swimmang or horseback riding, or short term
activities such as ca=nps.

ERI!

Aruitoxt provided by Eic:




-2 -

Sotme programs defined as catly intervention and desvtxbed an an Over-
view of state prograss may net be 1ncluded an the guestionnaire study, €ither
because the rescarch team learned of thelr exastence too late for thexr ine.
cvius10n or beraust the program staff did not respond to enguirics or tequests
for & completed guestionnaire.” In a few insStancLes programs provaded no
dats bloause therr revords did not permat convenment tretrieval of requested
facts.

Ihete were two other grounds for excluding programs. e assumed that
an carky intcrvention progtam ought to have some type of professional anput.
fhus playgroups organized and opcrated by persons wvithout professaonal traun-
ing {such as the parents of partiipant children) were excluded. Becduse the
continuty of servives of private therapasts, nusses, doLtors, oY consultants
vs dependent on one person rather than & group, communaty, instrtution, o
department, 1t was assumed that praivate practitioners were not an dppropriate
subjyect of study although thewtr partitipation an the edtly antervention pro-
cess, Patticularly in adentafrcation of 2 nced, may be crutral.

Pne aspect involved in the definatron of early intervention programs 1s
the age of the children for whom the early antervention program 1s antended.
That 18 corly” Purists might contend that, unless a program s desagned to
provide ainterventaion for children as soon as developmentsl delay s suspected,
1t does not constaitute early watervent.on. ALcordang to thixs view programs
with a lower age lwmat - for example, a kandergarten not accepixng thildren
under the age of three - arc ROT Provivang early iatervention but, rather, are
offering scrvice of some other kand. In our study, however, prograas with &
lover age Lumt of two, three, or four ycars werc not excluded on that basas
alone. further, whate we focussed on programs for chxldren at younger age
levels, programs for older under-school-age chrldren were ancluded if they
exhidxted a very specaial e®fort te atcelerate the handxcapped chald®s devel-
opaent.

In general, pre-school and kindergarten s€rvaces are batcd more on the
notion of preparation for school and/or later development than on the adea
of optimat development froa the tame of recognition that certain obstacles
to "notaal" devclopacnt may cast. fspecxally when handicapped childten
are wncorporated in pre-schools vath a minisus of support ox addxtaonal
help, the notron of early intervention is straxned. To exclude, as we
have done, pre-schools with itanerant Or vititling teacher programs does
not suggest that they are unmmportant but rather that they are drffacult
to describe as early intervent:on programs €xcept in a broad sense. Agdyan,
the Australian Preschool AssoC:ation 1$ ROU tredted as an early xntervention
prograz in the Study, yet many of 1ts actaivatzes, Yuch as the publication of
“parent News Sheets” providang guadwunc. for parents on children's develop-
ment, are a valuable contribution to¢ early intervéntion.

The tern “intervent:on® has widely applxcable denotations, 1t <an mean
any kxhd of act to change or interfere with a predactable or expected occurr-
ence. Any attespt to change the environment Or personal character:stics of an

* 1t is possible that in some Cases the addresses we kntw were outdated 30
that our enquirxes dxd not reach the program or that we darected cur en-
quiries to a person no longer working in the program.
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individual could, then, be described as antervention. Thus,effectang socaal,
economic, political, medical and other changes can facilitate the optimal
development of a child who otherwise might have been born with a defect or
deprived in physical or psychological ways that would have had detrimental
and handicapping effects. Viewed in thas light, a politician sponsoring a
8ill to increase children's allowances for very low-income families could

be said to be involved in early intervention. The scope of this concept of
early wntervention exceeds the boundaries of our study, although such a
concept reflects the complexaty and interrelatedness of the needs for ussis-
tance of handicapped children and their families.

Another source of confusion avises at times from the official nomencla-
ture used. For example, some prograxs that might otherwise be called "early
intervention" are classifted by their sponsors as '‘¢ngoing assessment™. An
education department that does not provide education for under-school-age
children may incidentally provide early intervention as part of the process
of determining appropriate later placement ain a pre-school or primary school.
An example of such an assessment program 1s a playgroup provided by the Met-
yopolitan West Regional Office of the New South Wales Department of Education.
With parents accompanying them to learn how better to teach their chaldren,
the children are being assessed, but they are necessarily also involved in
the process of learning language and social skills. 7Thas program was not
included rn our surveyed programs because it 1s understood as providing
assessment only; yet 1t clearly engages in a type of early intervention,

In the Barwon Regional Child Health Centre of the Victorian Health De-
partment, "ongoing assessment' 1s provided through a play assessment progran
that may not only provide the opportunity for observation and assessment but
also affect the development of the child over a period of time. Yet the
program 15 defined as an assessment program and, though examined during a
site visit as an example of the Early Childhood Development Programs in Vaie-
toria, it was excluded from our survey data.

3.1.3
Definition of Handicap

The definition of handicapped child also presents some difficulties be-
cause to an extent the distinction bciween handicapped and non-handicapped 1s
artificial. Children included in the definition of those served by early
intervention programs for handicapped children were those at risk of devel-
opmental delay due to intellectual, physical, sensory, or multiple handicaps
and also such disabalities as autism. We did not specifically look for pro-
grams dealing with problems such as asthma, heart ccnditions, kidney dysfunc-
tion, amputations, and cancer. Nor did we search for programs initiated to
help those suffering from social or emotional deprivation, or behaviour prob-
lems, although we recognized that these can also be 3ources of developmental
delay. Since "learning disabilities" are usually identified in a school
setting, not during the pre-school years of a child's life, we did not seek
to a1dent1fy programs for children with specific learning disabilitaes. If
such children were catered for in other programs for handicapped children
that were the major focus of our attention in this study, they were, of
course, not excluded.
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31
Definition of Program

Tinally, the defimition of a 'program’ has also caused difficulties.
ke needed to determine whether an umbrella program with regional Centres
should be consadered & single program, or whether c¢a.h regional centre
should be scen as providing a Separate program, e may not have been
entirely consistent in dealing with this but we have tried to capturc the
perceptions of program persornel. In somc cases department or agency
officials preferred talking with us from the standpoint of the umbrella
program but we might have been able to visit and sec in opcration only one
of the regional centres anong which there may or may not have been constd-
erable variation. We have not satisfacterily resolved thas problem, and
programs as individusl cases and as clusters have been tncluded tn our
listings.

3.2

[UENCIFICATION OF PROGRAMS

The Offrce of Child Care of the Department of Social Securaty provaded
{1sts of funded programs that formed the basis for inmitral program enquiries.
In expanding this initial list of early intervention programs, we madc en-
quiries of

{a) government departments of health, education, and welfare,
a majority of which replied, providing information on
government and non-government programs;

(b) tertiary tastitutions with departments of speciral cducaton,
chrld development, speech therapy, physiotherapy, or occupa-
tional therapy,

(c) hospitals listed in the medrcal directory as having children's
scrvices,

{¢) voluntary associations serving the handicapped,

(¢) known programs which could suggest other Jirectrons for enquary
as well as providing information about themselves; and

ify pecrsons attending the workshops held tn all caprtal caitres.

3.5

0ATA LOLLECTION

pata on the programs were collected through site visits and through
questionnalres.

331
Site Visats
Several site viSils in each statc were planned to provide the research

tcam with a scries of observations to develon a framework for consaderation
of issues and an understanding of early intervention programs throughout
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Australia. The rescarch team made full site visits in which virtually atl
of the required i1nformation could be collected, and partial site visits whith,
whilc too brief to permit extensive data collection, nevertheless provided
uscful information and insights. In all visits program staff provided
information and, 1n most, at lcast one aspect of the program was observed
1n operation. In addition, during visits to each locale, telephone calls
werc made to staff of various programs which could not be visited, and
departmental administratuvrs werc interviewed so that we might obtawn a
picture of the overall pattern of early intervention. Most of the site
visits took place between August and December of 1979, but two took place
carlier, during development of the site observation plan and a few were
conducted 1n June and July of 1980 1n conjunction with workshops related
to the study.

The overall plan included at least five sites in large states and at
least two 1n small states, this minmimum number was increased, where possible,
often when staff were planning to be 1n the area for other reasons and could
1ncorporate a visit. *

Most of the sites werc located 1n or near capital cities. However, a
small number of country visits was undertaken, these included programs in
Launceston, Tasmania; thyalla, South Australia, Toowoomba, Nueensland; and
Newcastle, New South VMales.

Sites were selected 1n order to achieve representation of government
setvices (health, education, and welfare departments), voluntary associations,
and other types such as those based 1n tertiary i1nstitutions and/or having a
research orientation. Also included were services about which there was
1nitial untertainty concerning the provision of early intervention per se,
and knowledge ga:ned about these services permitted refinement of the defin-
1tion of early intervention and understanding of various concepts of inter-
vention, (n addit:on, the information facilitated the determination of the
programs to be included 1n the questionnaire study.

Selection was also designed to achieve representation of services offered
to children with various handicapping conditions. It should be noted that,
although official policy often permitted services to children with any one of
diverse handicaps, the pattern of referral and the distribution of other serv-
1ces often meant that the vast majority of children served by a program "open"
to diverse disabilities shared one major handicapping condition.

Selecction was made on a national, not a state,basis. A balance of various
types of programs could only be achieved nationally because too few programs in
each state could be visited to obtain a reasonable sample of programs for each
variable.

The following s a summary of the types of sites visited as defined by
disability catered for, in official or unofficial policy governing eligibility.
However, 1n those catering for diverse disabilities, the majority of clients
were intellectually handicapped:

* The number of sites visited i1n South Australia and in New South Wales
was higher than for the other states for this reason.
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Diverse disabilities (any or almost
any handicap)

Intellectual handicap
Physical handicap
Hearing tmpairment
Visual impairment
Multiple handicap

Autism

Appendix A {i>ts the site-visited programs by state and provides limited
information uabout them, their affiliation and the primary disability of child-
ren secrved.

The kinds of information collected on site visits wncluded:

Background. purposc and base of program, history, geographical arca
served, objectives, policies on functioning, eligibility,
staff duties, ancillary services, policies regarding
clients' usc of other scrvices and co-ordination with
other services.

l.avironment the nctwork of services, funding, outside consultants,
volunteers, training for voluntecers, communitly support,
student trainces, cxternal research 1nvolvement.

Clients: children served - scx, age, disability, hours per week
served, hours per session, sessions per weck; numbers of
non-handicapped children; characteristics of parents and
families: size of family, ethnicity, distance from centrec,
centre contact with parents, wnvolvement of parents in the
program, parents' organtzation, parent mcetings or workshops,
parent influcnce on programs.

Structurec. physical facilities (outdoors and indoors), cquipment, general
locale, transportation, communily resourcecs; Organtzation and
administration, rcgular staff (job description, roles, qual:-
fications, tn-service tratning, full or part-time cxperiencce);
methods of communication - with general public, potential
clients, related services, parents, staff.

Process. procedurcs for accepting new clients; asscssment, sources of
referral; program componcnts - ‘‘curricutum”, focus of program
or range of developmental areas covered, thecoretical or phil-
osophical orientation, matertals used, timctable. determina-
tron of the program for cach child; ongoing evaluation; supp-
lementary services, details on home visits, 1f applicable;
unique characteristics of program; grouping of children;
allocation and use of staff and equipment, staff consensus
and techniques; views of the value and purposc of play; usc
of toys, evaluation of the program, methods of rccord-
kceping, internal research.
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General: strengths and weaknesses, main nceds for continuation and further
development, arcas of concern.

ionnaire Study

Because of the nced to Limit the number of site visits, information from
programs which could not be visited was collected via questionnaire. Staff of
site-visited programs appropriate for inclusion in this wider study also com-
pleted questionnaires or checked for accuracy questionnaircs completed for them
by the rescarch team. These data formed a common pool of information for the
description and 2nalysis of national programs presented i1n Chapter 4.

The questionnaire was developed to collect the most tmportant information
as judged from site observation cxperiences, subject to the restrictions im-
posed by using a questionnaire format. [t elicited information on the year
when the program's services began and the forces that influenced its establish-
ment, the number, ages, and primary disabilitics of the children served, changes
tn the program since 1ts inception, funding sources, administrative structure,
basc (centre, home), parent participation and communication with staff, facil-
1ties, type of staff, staff training opportunities, publicity, assessment
methods, materials used, the purpose of the program, self-evaluation methods,
problems or nceds, strengths, and cxpectations of the future. (See Appendix B
for a copy of the questionnaire)

Open-cnded questions as well as questions with pre-formulated options were
posed, and analysis thus involved consideration by the research team of a wide
range of answers, many of which were unique to a particular program,

« v v

> DN.2
Questionnaires Directed to Parents

We considered 1t essential to gather information on parental assessments
of the programs attended by their handicapped children  During site visits
1t was possible for the tescarchers to converse with a small number of pareuts,
but the views of a much greater number of parcnts werce systematically obtained
and analyzed on the basis of questionnaire responses. Larly intervention pro-
grams associated with the following® co-operated to forward questionnaires to
parents of children served by them:

New South Wales Macquarie University Down's Syndrome Program

Marsden Hospital (now "Laurct House')

Newcastle College of Advanced Education Baby
Program and Pre-school Program

Shepherd Centre

Sub-normal Children’s Welfare Association Playgroups:
t.cichhardt
Turramurra

3-5 in each program mentioned
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Victoria: EPIC, Preston Institute of Technology
Royal Victorian Institute for the 3lind
Shannon Park Spastic Centre

Queensland - Central Assessment Clinic
tducation Department Carly Intervention Programs:
Acacia Ridge
Aspley
Mt. Gravatt
Queensland Sub-normal Children's Velfare Association

South Australia’ [ntcllectually Retarded Services
Kate Cocks' Memorial Family Servaces
Regency Park Centre
Wthyalla EBarly Childhood Resource Centre
Woodville Spastic Centre Nursery and
Kindergartcn Program

Western Child Study Centre, University of ‘Yestern Australia
Australia Division for the Intellectually Handxcapped
Speech and Hearing Centre

Australian A.C.T. Therapy Centre
Capital Hartley Strect Centre
Territory: Malkara Special School

Although parent questionnaires were not used in Tasmania and the Northern
ferritory, their views were solicited at workshops in Hobart and Darwin.

The parent questionnaire asked for such information as the age, sex, and
disability of the child, the number of children living at home, aspects of the
early intervention program, reasons for participating, assessment of the use-
fulness of the program, suggestions for improvement, the relationship between
program staff and family, expectations of the future, sources of help and en-
couragement, other programs serving the child, and the parents' nceds and
worrites. (\ copy of the questionnaire is found 1n Appendix C ). To make _he
tash of questionnaire completion minimally timc-consuming, pre-formulated options
were provided 1n many cases, but several questions permitted frec responses in-
ctuding a final question askhing for any information or opinion that the parent
wished to provide. These free responses were extremely valuable, not only
because the data were found nowhere else, but also because they communicated the
essence of parental feelings. A sample of these comments, with all signs of
personal 1dentity removed, are found in Appendix )]

331
Workshops

| rom the outsct the rescarch was conceptualized as an antcractive process
i which program staff and parents would tnfluence the design and interpretation
ot the rescarch. Horkshops for staff and for parents held in each capital city
tn the winter of 1980 served two major purposes: they permitted the rescarch
staff to communicate initial findings and identify important 1ssues and allowed
program staff and parents to COrrect miSinterpretations, communicate their per-
spect ives on the 1ssues we had identified and, additionally, to tdentify further
\ssucs. This was an essential step tn the research. Not only werc the workshops
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useful 1n advancing the research but also they fostered tommunication hetween
programs. They generally entailed a report on the purpose, mcthods, and find-
ings of the survey aspects of the study, discussion of significant 1ssucs by
panclists on the program workshop day and by attending parents on the parent
day, followed by open discussions based on previous activitics or attendce
initiated concerns  (See Appendix I for a review of workshop activities and
evaluations of the workshops.)

3.3.5
Other Methods and Procedures

A variety of materials used 1n carly intervention programs was studied
{sec Appendix f ), as were literature on evaluation methods and reports of
research on carly interveation programs,

Two pi1lot studies of young handicapped children were also carried out
A longitudinal study of the characteristics of mother-infant play was made
with a Down syndrome infant who was developmentally delayed. Observations
were made of the c¢hild from § months of age to 15 months 1n interaction with
his mother. A second study involved eight children cach of whom attended
both a special pre-school for handicapped children and also a regular kinder-
garten or pre-school Play bechaviours were observed 1n cach setting. Video-
tapes were recorded in both laboratory and program scttings and were analyzed
for the purposc of learning what could be indicative of the »lay nceds of
young handicapped children for carly intervention programs carried out by
parcnts and professional personnel. (Sce Chapter 7)

Rel2ted to the early intervention study and part of the overall project
was a study of toy libraries. This study was carried out by extensive quest-
oning of staff of toy libraries for the handicapped as well as a literature
revicw to set an anternational context for the Australian scene. A report
was written®, a summary of whach appears in Chapter 8, because toy libraries
arc an important resource for early intervention, partacularly as carraed out
by parents of children who have not been "aligned” with any service agency
for handicapped children

Although survey methods were central to the study, a program opcrated by
the New South liales Department of Youth and Community Services was studied in-
tensively to obtain an understanding of the issue of co-ordination of services
to young handicapped children. Two researchers each Spent one week accompanying
a staff member of the program during daily activities. A log was kept by each
researcher, and because the activities of the personnel involved interaction
with parents and other agencies scrving handicapped children, 1impressions of
needs and problems at the community level could be gained. In addition, the
reactions of other related agencies to the work of the particular program
under study were obtained by questionnaire, and i1nsights into the operational
aspects of the program were gained by interviews with administrative psrsonnel,
by questionnaires answered by those involved ain providing services, and by
questionnaires from parents who received those services. Although the present
rcport does not specafically focus on this single program, 1ts Study in thas
intensive manner gave the reSearchers an opportunity to See One program 1n
greater depth than was possible with questionnaire or Site-visit methods.

* Elkins, J., Calder, J., Conrad, L., Shepherd, J., Coulston, A. & Willis, M.,
1980. Toy Libraries in Australia: A report with special attention to their
role in services for young handicapped children and their families.
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the Program Analysis of Service Systems (wolfensberger, 1972) was applied
cxpurimentaily 1n the carly intervention program sctting since tt .s based
upon the tmportant principle of normalization. ‘Thus PASS scores we€re gener-
ated tor scveral programs visited carly 1n the study. towcver, Pa3S was not
tdeal tor the present study of early intcrvention programs.

An cxanplit of a bricf narrative highlighting negative and positive aspects
of 4 single program according to PASS principles 1s set out in Appendix 6.
tavestigation of the PASS system of cvaluation suggested that an understanding
ol the normalization principles through training in the PASS precedures might
be a valuable excruise for program staff involved in self-cvaluation, but
direet applivation of the storing system was not thought to be appropriate for
program cvaluati1on.

504

[JﬂlléTlUNS OF T STUnY

BcLause the study 1s not an outiome cvaluation, 1l cannot provide answers
to questions such as the relative cffectiveness of different approaches an
factiitating learning achacvements.

Many program staff arc concerncd about scveral important questions
What s the optimal time that children should spend in 2 centre-based carly
intervention program? How much time should be spent 1n various kinds of
activities? I« a home-based program morc or less effective than a centre-
based program? Does parental involvement make a significant difference in
children's performance? How many children should he included 1n a group
program’ Only indircct evidence which might help provide answers could be
provided by the present study, moreover, it must he cmphasi<ed that there
cannof be simplistic answers to complex questions such a~ thesc, where the
characteristics of individual children and therr familics, and the
envitonments of the programs, must shape the directions

Questionnaire data were provided by program dircctors or other staff
membe s Somctimecs quantitative data were unavallable, and estimates werc
made Thus, the questionnaire res<ponscs may to some degree by wdrosyncratac,
reflecting the perspectives of the individuals who completed them The study
dad not extend 1nto the follow-up of children and parents some years after
carly intervention, and thus cannot provide evidence on the long-tcrm cffects
of thesc intcrvention programs  Another aspect that lics beyond the bounds
of this study 15 the cost-cffectiveness of early intervention  Finally, the
study was not intended to rank-order carly intervention programs bul rather
to explore the meaning of early intervention and to i1dentify yssues and arcas
of concern that ought to be considered as early intervention program< and
related serviges in Australia contemplate change in response to nced




CHAPTER 4

OVERVIFNS OF EARLY INTERVENTION
IN THE STATES AND TERB!TORI§§_9F AUSTRALIA
L.M.Conrad, N.Willis, A.Hayes, J.Shepherd

The patterns of early intervention in each atate vary considerably.
Thege variations reflect underlying differences in the evolution of gerv-
ices for the handicapped, as well as specific differences in the develop-
ment of early intervention from gtate to state and territory to territory.
The following discussion of early intervention in each state and territory
provides a context for data on the nation's early intervention programg in
two ways: firstly, by providing an overview of the major features of early
intervention at the time of the research team's contact with programs; and
gsecondly, by tllustrating the general features of the development of early
intervention programs and services in each state and territory with refer-
ence to a small selection of programs reflecting aspects of the pattern of
gservice delivery in a particular gtate or territory.

fach swmmary overview of a state or territory has been organized in a
way that attempts to reflect the particular pattern of evolution of early
intervention programg in that state or territory. rhe swwmmaries are ordered
according to the population size of each state and territory." A list of
programs identified by the regsearch team as offering early intervention
gervices** follows each state or territory overview. The programs are cate-
gortzed in the lists according to administrative relationship to govermment
or voluntary groups. However, it should be noted that programs may be sub-
stantially or totally funded by a source other than the administrative agency
and that, in some cases, the interrelationships are too cémplex to be reflect-
ed accurately in a list or general discussion.

Specific mention of particular programs and their charactertstics should
not pe interpreted as suggesting that these programs are better or more not-
able than others but only that more information had been obtained about them or
that, as examples, they convey the ideas to be illustrated. Despite owur
« ttempts to obtain an inventory of programs and to wpdate the listings of
programs progressively, some programs have tnevitably been omitted.  For
those discusged, it ig recognized that the changing nature of early inter-
vention programs will have also tnevitably led to unreported changes in the
details of the operation of some programs.

*  Although the Northern Territory precedes the Australian Capital
Territory, as is the convention, the population of the Australian
Capital Territory now exceeds that of the Northern Territory.

**  sppendixz H is an alphabetical list of programs by state which provides
addresses.
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LARLY INTVERVENTION IN NEW SOUTH WALLS

In New South Wales, in 1979/1980, children under five with disabil-
ities other than huaring uiparrments had no orticial government Service pro-
vided for wontinuous developmental intervention. Attempts had been made to
f1{l this gap by government agencies, such as the Health Commission, the
Lducation Department and the Department of Youth and Community Services, and
als0 by voluntary groups.

Hicalth Commission assessmeut services had i1n some cases led to provision
of early intervention as a follow-up, an extension of the concept of treatment.
The Lducation Department had become involved, by taking over services previous-
ly sponsored by voluntary associations, by cstablishing preschools, and some-
times by providing a kind of intervention that 1s officially considered part
of the assessment of children, corstructed to guide a decision about future
schooling. The Department of Youth and Community Services had played an im-
portant role in encouraging community groups to establish services that could
be funded by government to meet urgent needs. This department had responsi-
bility for payment of grants or subsidies to voluntary organizations and for
the licensing and the supervision of voluntary assocaiations, preschool facil-
it1es, and residential facilities. In these ways, the department had an
influence over the kind of service offered to children under five. Its field
services were, however, limited to 'advisory services and supportive Ssuper-
vision',

In fact, all three departments had broad powers that gave them avenues
of service to young children with disabilities, but none had specific re-
sponsibility for an early intervention Service. Historically the Health
Commission had the closest links with early intervention sServices for young
hand 1capped children. Many Health professionals still perceived educators
and others as entering an area in which Health program staff are wost com-
petent to operate. On the other hand, many educators felt that Health staff
had a tendency to view infrequently occurring treatment as an episodic inter-
vention, offered by staff who lacked knowledge of early childhood development
and education of children with special needs. Further, some educators viewed
hospitals and clinics as non-normalizing environments for early intervention,
reanforcing the mistaken notion that handicap 1s an 1llness or discase.

To these educators diagnosis and treatment were Seen as the legitimate domaxn
of the Health Commission, whereas education, no matter how young the child,
should be the responsibility of trained educators.

The Handicapped Persons' Bureau has had the task of attempting to co-
ordinate the activities of these two departments, and those of voluntary
groups and community organizations, both specialized and generic, in order
to facilitate the optimal provision of services to children with disabilities
and to their families in what are considered the crucial preschool yedrs.

The task of co-ordination was hindered to some extent by the fact that the
regional divisions of the three departments were not 1dentical, at times thas
mitigated against effective co-operation.

Despite these difficulties, co-operation does occur. For example, the
Southern Tablelands Child Development Unit, centered at Goulburn, was a non-
metropol1tan program that had involved the co-operation of all three major
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government Service providers. A meeting between regional health and edu-
cation directors led to establishment of the Unit, and at the time of
completion of our questionnaire the Education Department employed two per-
sons full time, the Health Commission six workers part time, while two full
time personnel were hired with funds from the Department of Youth and Comm-
unity Services. However, only one full time and 5-6 part time staff worked
on early intervention aspects of the program; the speech therapist and
physiotherapist provided only three hours a week each, and two nurses 15
hours per week, on an average, to serve thirty-six children under S and
twenty more under 6, The service 1s an 1llustration that co-ordination 1s
possible.

An 1inter-departmental Standing Committee on the Handicapped had been
established for New South Wales, comprising the Director of the Department
of Youth and Community Services, the Director-General of the Department of
Cducation, the Deputy Under-Secretary of the Treasury and the Commissioner
for Personal Health Services of the Health Commission of New South Yales.
One of 1ts major functions was the co-ordination and integration of depart-
mental and voluntary services for the handicapped, including physically,
intellectually, and emotionally disabled persons.

Regional committees on the handicapped had been set up by the Standing
Committee on the Handicapped and each was to include the Area Director of
Cducation, the Regional Director of the Health Commission, and the Senior
Distract Officer or Resident District Officer of the Department of Youth
and Community Services. The regional committees used the boundaries of the
Education Department's area directorates. Up to the time that information
was available to the research team, the chairman of each regional committee
was the Area Director of Education, though this was not a requirement of the
Standing Committee. The regional committees in each of the eleven regions
had responsibility for identification of handicapped children 1in that area,
compilation of a statewide index of intellectually handicapped persons,
survey and inspection of facilities, performance of needs assessments, and
advice to voluntary organizations. One of the problems faced by the Stand-
tng Committee 1n relation to early intervention, however, was that its
stated administrative tasks did not include, among programs for development
of community services for the intellectually handicapped, any specific men-
tion of early intervention.

The arguments concerning approaches to intervention advanced by pro-
fessionals working 1in health and education often seemed to take .nsufficient
account of the changing nature of approaches to early intervention in both
fields. These changes are gradual, however, and as in other states, char-
acteristics of previous methods of service delivery may be seen in the updated
services. For example, the Health Commission has had Grosvenor Hospital as a
central assessment facility for the state. This facility employed domiciliary
nurses (Mental Retardation nurses) who extended the services offered beyond
assessment to advice to parents, support to the family, and home contacts as
a follow-up to assessment. Grosvenor still played a central role but diag-
nostic clinics were then established in each region, some of which were
hospital-based. In the Southern Metropolitan Region the activities of the
Health Commission 1n diagnosis or assessment and support from various regional
centres had been subsumed under the general label "early intervention',
and 1mplemented by a team at the Bexley Therapy Centre. This centre was
part of the Kogarah Mental Retardation Team. Although the team was based
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at Kogarah, each of the four subareas of the Southcrn Metropolitan Region
had a community nurse and another health prefessional from the team. The
8exley Iherapy Centre operated programs at other locations including Miranda,
{itn a Baby Health Centre), Randwick,(at a Community Centre), and Peakhuzrst{at a
Community Health and Welfare Centre) A physiotherapist and occupational
therapist were full time staff of tue fherapy Centre, which provaded assess-
ment and carly intervention for children experiencing developmental delay,
physical and/or intellectual handicaps between the ages of 0-S years in

the Southern Mectropolitan Region. The two full time therapists, a part

tume physiotherapsst and occupational therapist, and a pre-school trained
counsellor were employed by the Health Commission as part of the team. The
Cumberland Lollege of Health Sciences co-operated with the team by providang
two third year speech pathology students and two orthoptics students who
worked under the supervision of experienced professionals. In 1980 a Parents
and Fricnds Group of the Therapy Centre was given funding from the Depart-
ment of Social Security to hire a family day care, emergency care and
tespite care co-ordinator, a special educator and an aide development
officer. It 1s important to note that a means was found to hire the spe-
c1al educator (outside traditional health areas), by using funding from
outside the Health Department. The Bexley Therapy Centre, 1in some ways,
resembled the Therapy Centre in the Australian Capital Territory. In
Canberra, howcver, the Education Department previded expertise in eatly
childhood education and special education, whereas in New South wales,
educational personnel were hired by a voliuntary parents and friends group
that was funded by the Department of Social Security. Clearly this would
seem to be unacceptable as a long term solution to the need for expertaise
from educationalists as well as health personnel.

In the past, the Education Department was responsible for school-aged
mentally handicapped children with relatively higher intellectual capacitaes,
and the voluntary associations - the Subnormal Children's Welfare Association,
for example, and the Intellectually and Physrcally Handicapped Children's
Association - took responsibility for the schooling of the more severely
affected children. More recently, however, the Education Department has been
taking responsibility for some of the Subnormal Children's welfare Associa-
tion schools and those of other voluntary associations, as part of a policy
to provide for the cducation of all chxldren of school age. Concurrently
voluntary assoctations have been becoming closely involved 1n providing ser-
vice to children under five with mental handicaps, regardless of severaty.
1hus children under school age at the Bambi Nursing Home had a residential
program and may also have travelled to Hoxton Park school for a program,
both facilities under the auspices of the Intellectually and Physically
Hand1capped Children's Association of New South Wales. The Subnormal
Children's Welfare Association offered regional playgroups and parent
support for children under five with mental or othir disabilities. Both
the tducation Department and voluntary assocrations were actively serving
hearing-impaired children under f.v- years of age.

Pre-school Services, an administrative umit of the Departmentof Educa-
tion, oversaw a number of pre-schools attached to public schools, serving
children from 3 ycars and 9 months of age. Other pre-schools were licensed
by Youth and Commumity Services. The Education Department has responsibility
for programs offered by assocrations previously providing that service, Or
when 1t assisted such assoctations. The Department's two special schools for
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the hearing impaired were the Farrar School at Croydon Park and Horth Rocks,
which was located in premises of the Royal N.S.¥. Institution for Deaf and
®lind Children. Programs st these schools began with children at the pre-
school age of three Yysars Special nursery classes wvere held here and

at several other centres to assist young deaf children of preschool age and
their parents. Another group of special preschools in which the Education
Uepartment had an invalvement were those operated by the N.§$.¥. Soc..ty for
Craippled Children., The voluntary organization provided the buildiags and
therapists, the Health Department provided salaries of therapists, and the
Education Department supplied teachers and part of the funding. The pre-
s¢hool at the main centre{located at the corner of Bedford and Chalmers
Streets) was run by the Department of Youth and Community Services with
Society staff and Socioty paynent for transport.

The Divasion of Guidance and Special fducation considered that it pro-
vided o program of early antervention from the tine of diagnosis. Below the
age of three a tlinic programwas ¢srried out to advise the mother on mansge-
nent of the child, to do some limited teachang ef the child, primarily for
demonstration purposes, and to counsel for future placement. The New South
Wales program for young hearing impaired children did not embrace the notion
of supporting the mother and child xn the home itself. Rather, clinies were
set up wherc the mothers er fathers could bring the children and talk wvath
the teacher of the deaf and the specialirst psychelogist for the deaf in
11axson with audiological and/er medical personnel. Most meetings were with
andivadual parents and the chaldren, but a group program was also available
to allow several parents to meet together  The philosophical rationale for
the clinic approach was that :solation of the chald and mother in the home
can couse problems «nd that support shoulé be provided in a location outside
the home. When tne child was three, parents made a decision with the help
of an educational tcam concern,: placement in a centre-based nursery or
preschool program. The settaing .y have been eather a regular or u special
onne  Khen the child was 4}, he or she may have entered eather a regular
class, with support from an itinerant teacher, or a special class. Approxa-
mately fifiy per cent of hearing impaired children were integrated in regular
classes, between 35 per cent and 40 per cent were in special classes assoc-
rated wath regular schoois, and the remaxnder attended special schools

The farly Infant Stimulation Program of the Handicapped Persons' Bureau,
Department of Youth and Community Services of New South Hales was an example
of an aindairect way of providing intervention that 15, 1ts Service was <on-
ceived as the facilitation and encouragement of direct intervention by avail
able or potent:ial programs in the community. The underlying philosophy of
the progran had three major tenets (1) that young children with handrcaps
should be assisted ain their development as soon as possible after thear
handicappang condition is identified, (2) that handicapped children’s oppor-
tunities to participate in ‘normal' activities with parents in the home and
in the comaunity should be maxamazed, and (3} that, 1f anstitutionalization
1s necessary, the children should be allowed and encouraged to approximate as
closely as possible the life patterns of the mainstream of society. Fourteen
co-ordinators, each working in a specific region within a broad area of New
South Wales bounded by the Blue Mountains in the west, thie Hunter Vailey 1an

the north, and Multon-Ulladulla in the south, were responsible for implementing

the following operational objectives that focussed on service to handicapped
children between birth and the age of S or 6
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() to undertake, and keep up to date, & comprehenSive overview
of all relevant aspects of the region being Serviced,

{2} to promote community awareness and foster positive community
attitudes 1n matters pertaining to handicapped children,

{3) to engage in, and facilitate, ligison with and between
existing communitly agencies and services,

(1) to encourage and assist in the development of family
support services {emphasis being on self-heip);

(5) to cncourage aad assist in the development of child
support scrvices {emphasis being on self-help);

(6) to act as o catalyst in promoting communilty involvement
on behalf of the handxcapped chald. *

Although the Carly Infant Stimulation Program did not 1tself provide
a dircct carly intervention servite but an environment ih which Such services
could be optimully developed and used, an understandang of 1ts rolec was of major
mmportance 10 our achieving an adequate grasp of the New South Wales stene.

Not only government Services but a varicty of voluntary associations
and private organizations provided early intervention. Several progrars in
New South Wales were assoctated with tertiary institutions as well. One of
the advantages of the voluntary assoCiation is 1ts ability to draw on a nua.
ber of goverament agencies, state and federal, for funding and thus to hire
tcams that incorporate wadely varying disciplinary backgrounds. They also
have, however, the disadvantage of lacking the many specialized and generac
centres that could be adapted to localized services.

Laike other early iatcrvention programs for the blind, the Enfield Chald
Development Unit program has been greatly influenced by the work of Sclma
fraiberg (1971), who observed thc problems that a visual ampairment created
as children learned to tnteract with the peoplc and things in their environ-
ment, as they developed adaptive hand behaviour, and as they developed gross
motor skills The purposc of the intervention program of the Koyal Blind
Socicty was to find ‘adaptive substitutions for vision' so that the child
could ‘achicvc a coherent SEnsori-motor organization', the intervention
necdedto take place in the home tn order to take advantage of that natural-
1St1c setting as soco as an xmpairment was identified ** The influcnce of
tol fenbergerts (1972; notion of normalization was also acknowledged,and one
purposc of the homc-visiting program developed by the unit was te rationalize
admissions to the Royal Blind Socicty's institution.

- Ihe ~1x objectives are ¢ited in “Carly Infant Stimulation
riogram for Handaicapped (hildren™, December ¢y, 1978, a documcent
prepared by The Handicapped Pcrsons' Bureau.

*+  For a discussion of the program see ‘The Future of Children's
Scrvices', a paper presented by Fclicaty Purdy to a seminar on
forward planning held by the Royal Blind Society of New South
hales on August 9, 1975,
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The home-visiting program was carried out chiefly by an occupational
therapist who worked with children from birth until two yecars of uge. the
objective of the therapist was to help parents to lcarn haw to foster de-
velopment as close as possible to the normal developmental sequence ex-
pected of a child without a visual impairment, Sensori-motor development way
emphasized for babies but devclopment of cognitive skills and concepts was
also of concern. Playgroups supplemented the work 1n the home, permitting
interaction and social development. For mobile children, an occupational
therapist attempted to rcinforce development in areas such as communication
through auditory, tactile and visual experience, constructive play with
manipulative equipment and toys, gross motor skills such as walking, climb-
ing, jumping and balancing, body awareness, and social development.. For
somewhat older children a kindergarten teacher fostered readiness for inte-
gration into regular kindergartens by leading a wcekly playgroup in which
the children were engaged 1n kindergarten types of activities. After inte-
gration the Royal Blind Society kindergarten teacher then functioned as a
visiting tcacher to the regular kindergarten on a weekly, fortnightly, or
monthly basis. A low vision training program was also provided to encourage
the maximum use of available sight. The Royal Blind Society sharcd one of
the advantages of a centralized program. the avaxlability of other support
services 'on the spot'; for example, a social worker was closely involved
in providing family support, and an orthoptist, consultant physiotherapist,
and psychologist also participated.

The Shepherd Centre was the facility supported by the Council for
Integrated Dcaf Education. Itwas a teachers' college in which qualified
pre-school teachers or candidates for the teacher of the deaf course
(Sydney Teachers' College) could train as pre-school teachers of the deaf,
and 1t offered a program with several facets. At the time of a site visit,
no child over seven attended the centre. Ten were under three and “wenty
werce between three and five years of age. Thus the entire centre was
concerned with deaf children under school age. A home-visiting progranm
was offered for children under three for the purpose of supervising the
parent in her home tuition program. A teacher of the deaf visited the
home at least once a week, and a home demonstration program was held for
country and interstate parents.

At the age of three, somc of the children were integrated in an on-
site kindergarten. Others were integrated in suburban kindergartens. Each
deaf child was also given daily tuition by a teacher of the deaf while
being integrated into a normal environment. In addition, evening classes
were held twice a month for parents (mothers and fathers), and the mother
of each child received instruction at the school her child attended, one
morning a week. There was also a correspondence program catering for those
who could not visit the Centre often because they lived outside the metro-
politan area, and a residential worksnop for parents and children were
conducted over five days twice a year.

Six full time and one three-quarter time teachers provided services
for a total of 34 children enrolled in the programs of the Council. A
librarian and a social worker were also hired by the Council. Most of the
individual tutorials in school settings were devoted to remed:ial assistance
in school subjects, but speech tutoring using the Ling method was also an
important function of the teacher. The oral-aural method was used, in which
children are provided with appropriate hearing aids, taught to listen and to
lip-read, and given specialized instruction in Speech.
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the Bown's Syndrome Program at Macquarie University 15 an example of
4 program offered from a tertiary centre and established to carry out ond
wdapt an overstas program that had appearcd successful 1n that setting.
Ihree groups were provided programs. (1) babies who were given a home-
based progeam, although the mother brought the baby to the centre for
traintng scssions, (2) a toddler or early preschool group whose program
was ventrc-based, although the parent was asked to do some work at home,
and {3} an advanced preschool program  like other programs establis .ed
primarily for research, it has met a need beyond the oriaganal research
purpose and could now be more appropriately described as a service in-
volving ongoing research rather than a research project. The research func-
tion of the program necessitated & major constraxnt children were not

to attend any other program, in order that effects could be attributed to
4 stngle pregram

Although tt s best described as a program in an educational setting
using educational models, consultants from other than educational backgrounds
have been used (For example, a physiotherapist has been hired part time,
although the three full time personnel are teachers )

{n addition to the research aim was the goal of establishing a model
program that could be applied i1n other settings and thus be replicable.
fhe Larly Lducation Cliniv i1n (remorne, for example, was based on the Mac-
quarie model with some adaptations, as were Scveral programs in other
states

Still a third aim was to develop parent training and to emphasize the
role of parents as teachers The program has changed Since 1tS inception,
with greater emphasis on integration, parent involvement, and language
teaching. lIntegration was primarily seen to be for social purposes and 1t
was not expected that the kindergarten teacher should provide training.

Macquarte University allowed free use of facilities and clerical help
as well as the director's salary, but the program was funded as a registered
preschool with a subsidy for part of the teachers' salarxes Parents paid
$10.00 per week, with the Department of Youth and Community Services sub-
stdizing 1n cases of need. The physiotherapist mainly served the infants'
program (4 hours per week) and a speech therapist was used in a consult-
ant role. Spccial education students were also involved, usually as observers
No outside volunteers were involved

The infants o1 babies were, at the time of a Site visit in September,
1979, between the ages of S months and 21 months, the toddler group ranged
in age from 23 months to 3 years of age, and the advanced preschool group
ranged from 3 years 8 months to S} years. Babies received one hour of
individual contact per week i1n home viSits. The toddlers received 2 hours
on each of 3 days per week 1n a Centre-based group session plus 1S minutes
of tndividual training. The advanced preschool group received slightly
more Uime.

At the same time parent training was provided Emphasis, however, was
placed on avoiding unrealistic demands on parents and siblings, recognizing
that a normal family environment should be fostered  The program was highly
structured, pre-academic skills were emphasized, and the aim was to prepare
children to cope in an integrated kindergarten in which a less structured
situation was likely to be found. At the time of our visit a comparative study
was being undertaken of the social play 1in kindergartens and at the centre
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The Allowah Babies Hospital in Dundas is an example of a private
residential facility for physically and mentally handicapped children
up to 2% years of age providing an early intervention program in an
institutional setting. The Babies Hospital exemplified an awareness
that children in institutions at an early age need education as well as
care. A second interesting characteristic of the Hospital was that 1t
employed a Special Education teacher to carry out the prosram, whereas
usually paramedical staff were in charge of all activitles with the
children. The mutual respect of the matron and the teacher, displayed
during the brief site visit, show that co-operation between health
personnel and educationists can be successful, despite some of the
problems generally experienced by other programs in this respect.

The children were divided into three groups. The very young infants
tended to be taught from 9-10.15; the oldest group from 10.30-12.00, and
the middle group from 1.45-3.00. Each child was assessed using the Mac-
quaric University Down's Syndrome Performance Inventory, and a specific
program was designed with precise goals in gross motor, fine motor and
language skills. Each child was given a teaching period of about ten
minutes per day in which individual attention was paid to the targeted
skills, using behaviour modification techniques. On each of the five week
days, data were recorded on the child's performance and a skill was )judged
to have been learned when a score of 4-S correct responses out of five was
recorded on three consecutive days.

While the one-to-one teaching was taking place, other children played
in ways that would be likely to generalize their skills, sometimes with a
nurse or helper supervising. With older children, story tellang, music
and organmzed games Supplemented free play. Physiotherapists collaborated
with the teacher in the setting of objectives and teaching gross motor skills,
and the nursing staff co-operated in teaching language and personal-social
skills. Wxth shaft changes in the nursing staff, however, a child could
have nine dxfferent people involved, so that the consistency of intervention
approaches was hard to obtaan.

A dascussion of the Subnormal Children's Welfare Association in New
South Wales 1s instructaive for two reasons. First, although originally
intended to serve only intellectually handicapped children at lower levels
of ability, the Association, like a number of other voluntary groups, was,
at the time of the survey, broadening the base of the program and providing
for the needs of a variety of disabilities 1n a number of community settings -
a total of 26 when information was last available to us, of which over half
were located in the metropolitan area. Over 200 preschool-aged children
were served i1n Sydney alone. Secondly, the Subnormal Children's Welfare
Association playgroups exemplified the playgroup approach, used with vary-
ing degrees of effectiveness, by many service deliverers in other states.

The playgroups were led by a teacher, occupational therapist, physio-
therapist, or mental retardation nurse who met regularly with the other
personnel to co-ordinate the program and share skills. The program was
provided at least once a week for about two hours, and each program in-
cluded time for free play, music, physical developmental activities, and
fine motor and manipulative instruction. Mothers attended with their
¢hildren and sat near them in a semi-circle. The music activities were
intended to help develop, for example, receptive and expressive language,
an awareness of colour, sample numerical concepts, body concept and self-
image.
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Not mentioned above are other voluntary associations or private
organizations offering programs. These included North Rocks Centre for
Deaf and Blind and Deaf Children, The Catholic Centrc for Hearing Impaired
Children, The [llawarra Society for Crippled Children, The Spastic Centre
of New South Wales., Laura Hodgkinson Sunshine Home School, Miroma,
Rudolph Steiner School, Cooinda, Autistic Children's Associration, St.
Gabriel's School for the Deaf, and St. Lucy's School for the Blind.

A number of programs broadly defined as early intervention have been
discussed 1n the descraption of government early intervention Services in
New South Wales. But there werc many other broadly defined programs, de-
veloped to a greater or lesser extent. Examples of a service related to
carly intervention were found in programs essentially offering diagnosis
or wdent:fication of a specral nced. Many carly intervention programs
failed to have very young Children because disabilities had not been
recognized or, 1f recognized by parents, had not been diragnosed.  An
cxample of an activity of the New South Wales Health Commission that was
not carly intervention but was related in a significant way, was a screen-
1ng service, usually carried out in Baby Health Centres. Activities of
early intervention programs in effecting change in the social sphere, though
not early intervention per Se, are important. For example, attempts toO
reach medical students with information concerning disability are seen by
many as csscntral.

Although many programs werec operating in New South Wales, there seemed
to be confusion concerning the proper roles of the various government depart-
ments and agencies in providing early intervention. Serious conflicts must
prevent cffective co-ordination of current activities, and a definition of
responsibilities that would permit co-operation of professionals in diverse
frelds to intervene with children and famil:ies appears to be essentiai to
ymprovement of services in the state.

4.1.1
LIST OF CARLY INTERVENTION PROGRAMS (New South Wales)

Government Decpartments

Health Commission

- FEarly Portage Intervention Project - Baringa Hospital

- Child Development Program, New England Educational Dragnostic
Centre 1n Armidale

- Bexley Therapy Centre

- Decvelopmental Stimulation Program for Infants - Royal
Alexandra Hospital for Children

- Hornsby and Kuring-Gar Area Health Servace

- Early Education Clinic, Baby Hecalth Centre, Crcmorne

- Handicapped Children's Playgroup, Cormuniiy Care Centre,
Cessnock

- "Laurel House”, Marsden Rehabilitation Centre

- Play and Learn Service, Community Health Centre, Taree
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- Southern Tablelands Child Development Unit (receives funds
from 3 government agencies)

- Grafton Special Needs Playgroup

- Coffs Harbour Special Needs Playgroup

Education Department

- Greenacres School for Special Purposes

- Hearing Impaired Guidance and Special Education
- Tangara School for Special Purposes

- Westhaven Public School

Department of Youth and Community Services

- Early Infant Stimulation Program

Tertiary Educational Institutional Programs

- The Shepherd Centre, University of Sydney

- Early Childhood Clinic, Macquarie University
- Special Education Centre, Newcastle CAE

- Down's Syndrome Program, Macquarie University
- Kuring-gai CAE

Voluntary/Private Parent-Support Group Programs

- Lorna Hodgkinson Sunshine Home School

- Allowah Babies Hospital (private hospital)

- Catholic Centre for Hearing Impaired Children

- Cooinda Playgroup for Special Children (voluntary organization)

- Illawarra Society for Crippled Children

- Miroma Rudolph Steiner School, vaucluse (voluntary private)

- Playgroups of the Sub-Normal Children's Welfare Association

- Enfield Child Development Unit, Royal Blind Society of
New South Wales

- Home Management Program - Autistic Children's Association

- Intellectually and Physically Handicapped Children's Association
of New South Wales

- Parent Guidance/Itinerant Teachers of the Deaf
Catholic Centre for Hearing Impaired Children

- Spastic Centre of New South HWales

- St. Gabriel's School for the Deaf

- St. Lucy's School for the Blind

- New South Wales Society for Crippled Children

- North Rocks Centre for Deaf, Blind, and Deaf/Blind Children
(Royal New South Wales Institute for Deaf and Blind Children)

- Association for Children with Learning Disabilities Pre-school
Program, Peakhurst

- Stamulus Early Development Program for Pre-schoolers,
Richmond Public School

o
-
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4.2
EARLY INTERVENTION IN VICTORIA

Victoria had an unusually high proportion of programs supported by
voluntary associations, but most of these were subsidized by the Health
Commission which played a major role in early intervention. Historically,
the Health Authority has had responsibility for all services to infants and
under-school -age children, although the Education Department has had a role
tn the early education of deaf children for many years. Since 1973 the
Education Department (by permission and not by mandate) has been permitted
to provide educational services to any child on the request of the parent
or parent substitute. The need for co-ordination and co-operation
between the Health and Education authorities has been recognized, and a
Task Force Council of the Special Education Working Party on Early Inter-
vention has been established.

The Health Commission's Mentally Retarded Services seemed to be
regarded by 1ts staff as a support group (financial and professxonal, with
a staff of psychologists and social workers) for early intervention
programs. Although the Mentally Retarded Services avoided :mitaation of
programs to diminish stigmatization, the staff considered themselves to
be acting 1n a facilitative role, encouraging community gTOups wishing
to i1nitiate early intervention programs as they had encouraged community
groups in the past to initiate programs for severely retarded children by
establishing Day Training Centres under Mentally Retarded Services.
Professional Services were available upon request to non-funded as well
as funded groups, for example, the Shannon Park Spastic Centre was
visited by a Mentally Retarded Services' representative.

The usual course of development of services for severely retarded
children 1n the past was for community groups to form, seek funding from
Mentally Retarded Services and establish Day Training Centres to serve
the severely mentally retarded at any stage from birth to death. About
60 of these developed, some of which now operate under the authoraty of
the Education Department.

There were tw0 ways an early intervention program could 1n 1980 be
funded by Mental Retardation Services:

(1) 1If 2 community committee established a group of 12 children
with special early intervention needs, this group could be
directly funded as a Day Trainming Centre by Mentally Retarded
Services. Funding covered salaries for teachers as well as
capital expenditure. (Example: Kalparrin)

(2) If an early intervention program was initiated 1n a Day
Training Centre already established and receiving Mentally
Retarded Services funding, the funding for the early
1ntervention program was available through Mentally Rerarded
Services as part of the total support of the Day Training
Centres. (Example- Sunshine Group)
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Thus Mental Retardation Services subsidized early intervention programs
and offered professional consultants but did not offer early intervention
programs. Thus 1t could be described as engaging in a broadly defined

early intervention actavity.

Hospatals also played a role in intervention. The Royal Children's
Hospital instituted an intervention unit under the direction of Or.
Court. An Early Intervention In-Service Program was offered for six
weeks by St. Nicholas' Hospital, and other hospatals also provided
services that mght be regarded broadly as early intervention.

listorically, as we have pointed out, all i1nfants and young children
have been the responsibility of the Health Commission. A significant
development in Victoria has been the Eariy Childhood Development
Programme, a generic program for the entire community that 1s sponsored
by the Health Commission. The program was significant for early inter-
vention for several reasons 1t was a program for the entire community
and thus a normalizing one, i1t was regionalized so that Service was
available in a convenient location, 1t encouraged the provision of
services applying a multidisciplinary concept

The stated four main objectives of the Early Childhood Development
Programme* were

(1) To foster child development 1n families with young
children largely through personal involvement of the
family 1n an education context

(2) To provide enrichment programs to enrich the soc:al,
emotional and physical environment and to ensure that
children with special needs have these needs met optimally.

(3) To provide for the early detection of children who are
more vulnerable because of the presence of a condition
which may tend to limit optimal development and nake
the child more open to adverse influence of social or
cultural pressures, that 1s, a health assessment program

(4) To provide a family support service for families of
children with special needs to enable these families to
foster and to fulfil themselves in the society in which
they live  This family support service 15 seen as
providing a structure for home-centred parent/infant
habxlitation aimed at keeping the family in the main
stream 1insofar as education and health are concerned.

The kands of services provided varied widely, and 1n only a few cases

could the programs be seen as belonging within the defimition of early
1ntervention programs used 1n establishing the sample for our question-
naire. In the Barwon Region (Geelong-Colac) part of the Early Childhood

O
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* Best, John B. & McCloskey, Bertram. Early Childhood Development
Programme--Early detection. Australian Famtly Physician, 1978, 7, 837.
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Development Programme was a play assessment group which was visited by

the research tcam. [his program described itself as assessment and the
children served tended to have relatively slight problems, difficult to
pinpoint, rather than clearly ident1farable handicaps. However, the
program activitics werc typical of playgroup carly intervention programs.
In the South West Region, pre-school field officcr support was offered
specifically for handicapped children as part of the overall service for
children. Some of these were visited monthly or fortnaghtly, while some
attended weekly activaty groups. Sablangs of the handicapped also received
attentaon. Further, a Support Group for the Handicapped was establashed
1n association with the program. It 1s necessary to emphasize that this
spectalized service for children with disabalaties emerged from a wider
gencral service for all families with pre-school-aged children; a gencric
servicec pecrmits the entire community to benefit while offerang assessment
and programming for thosc with problems. Parents in a number of workshops
mentioned the nced for assistance to children who do not fall ainto the
traditional areas of handicap, the Early Childhood Development Programme
was particularly valuable for its usefulness to people who were not easily
aligned with longer cstablished services.

The tducation Department has had responsibility for some time for
scrvice to deaf children. For about 150 hearang-impaired children under
the age of 4% ycars the Monnington Centre provided services subsidized by
the tducation Department and conjointly admimstered by the Counselling
Guadance and Clinical Services and the Special Education Branch. Families
with a handicapped child might be referred when the child was as young as
a few months of age. 1In additron to serving pre-school deaf chaldren or
children with a hearing disabalaty as one of several disabalaties, the
Monnington Ccntre extended some services to small groups of pre-school
children with other disabilities, such as delayed development, visual
imparrment, and language disorders. The program was centre-based and
involved the input of teachers, social workers, psychologists and thera-
pists for a few hours a week.

As menticned carlier, the amendment to the Victorian Education Act 1n
1973 gave the fducation Department permission (but not a mandate) to take
responsibility for the provision of educational service to any chald on
the request of the parent. Onc expression of this amendment was Seen in
the Education Department's responsibility for those pre-school programs
alrcady established in Day Training Centres which chose to come under
the authority of the tducation Department.

Oakleigh Special Developmental School provided an example of an inter-
vention program supported by the Education Department in a former Day Train-
ing Lentre. Before 1t became a Specaal Developmental School, Oakleigh had
a “cradle roll” that cnabled parents of young intellectually handicapped
children to mect regularly at social gatherangs. The Education Department
provided, 1n addition to asscssment services, a home-visiting service fort-
mightly and a fortmghtly school -based playgroup for children under two and
a centre-based kindergarten program for chaldren from two to five years of
age, who attended one or two days a week. A total of about 15 children were
scrved. A mecting was held for parents on alternate weeks and, at these,
teachers, a psychologist and a physiotherapist were avialable for dis-
CUSS10NE.
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McCallum House 1n Ballarat provided an example of (a) a Day Training
Centre continuing to operate independently, with Health Commission sub-
sidies and (b) a service outside metropolitan Victoria, ¢ffered to country
people at a fair distance even from Ballarat. The Early Childhood Pro-
gramme at McCallum House served between 15 and 20 children, most under
three years of age and three under one year of age. One of five pilot
programs in Victoria, the McCallum House program for very young children
began in 1975 as a playgroup but 1n 1979 expanded to add a home-based
prograr with weekly visits by a teacher and emphasis on teamwork between
teacher and parents. A nursery group emphasized longer and more frequent
sessions at McCallum House, and a typical kindergarten program was also
offered, with continuing one-to-one experiences between a child and a
member of the team. Like other country programs, McCallum House illus-
trates the need for country services, some parents travelled as far as
212 kilometres for a playgroup session. It also exemplifies the co-
ordination of services that can often be very successful, particularly
in country areas. For example, the visiting teachers, occupational
therapist and physiotherapist on the McCallum House team (the therapists
worked with the playgroup) were aided on a consultative basis by a social
worker and psychologist who were employed by a local geriatric hospital,
a speech therapist employed by a hospital, and a dentist in the service
of a state government department.

The Yooralla Society exemplifies a voluntary society, subsidized
primarily by the Health Commission, which provided an early intervention
service for young children with disabiiities. It served nearly 100
children, over 20 of these between the ages of 3 and 6 years and about
20 children under three years. This society (formed in 1977 to amal-
gamate the operations of the Yooralla Hospital School for Crippled
Children and the Victorian Society for Crippled Children and Adults)
offered early intervention services for children who were primarily
physically disabled, for those whose principal disability was intell-
ectual, and also for multiply handicapped children. For very young
children, a visiting teacher service was provided. This latter service
was subsidized not by the Health Commission but by the society 1tself.
Each visiting teacher covered about half of the metropolitan area,
vasiting children under 3% years about once a week in their homes and
also visiting local kindergartens. Playgroup activities supplemented
the home visits. The playgroups, following Health Commission guide-
lines, were small (five children per group) and met once a week for
1%-2 hours. These playgroups were operated from the Yooralla Society
pre-school centres at Glenroy, Essendon and South Blackburn.

For children about the age of 3% years, there were four kinder-
gartens offered at South Blackburn, Doveton, Glenroy and Essendon. The
children attended four half-day sessions except at Essendon where there
was a group with extended sessions from 9:30 to 2:30. At the kinder-
garten level, the teachers were paid by the Health Commission; and
because the kindergartens were subsidized by the Health Commission,
they also had access to Health Commission Pre-School Advisers, who
worked closely with Yooralla in the placement of handicapped children
in local kindergartens. Also available to the children in kindergartens
from 1979 were the services of physiotherapists, speech therapists, and
occupational therapists. An interest in research has been shown by the
employment of a staff member by the Yooralla Society to plan and
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co-ordinate resecarch, but no sgocific study of early intervention had
been undertaken at the time of our study.

A multidtagnostic program - that 15, a program offered to children
regardless of handicap - was operated by the Shannon Park Spastic Centre.
It was a community program for the handicapped rather than a service
specifically designed to reach children with cerebral palsy. An October
1979 pamphlet entitled "Early Intervention Programme for Developmentally
Delayed Children - A Multidisciplinary Approach" provides an excellent
description of the program. Children under >4 years of age who were
thought to be developmentally delayed because of a physical or mental
disability - even a deprived environment - were eligible for this pro-
grom which was available for two hours three times a week. The staff
consisted of therapists (including a speech therapist or language teacher),
a tcacher with early childhood experience, a co-ordinator, and consul-
tative staff such as a psychologist, paediatricians and a social worker.
Each child during o two-hour session was given individual attention by
therapists and afterwards participated in a group session with several
other children, thear parents, and a teacher. One of the pi  ry purposes
of the program was to provide 'integrated therapy'; that 1s, .c provide
a transdisciplinary approach. Another important aspect of the program
was the cnmphasis on the integration of the Centre program with parent
traiming of the child at home, a home-visiting program supplementing the
centre program. The program had clearly defined objectives which included
not only fairly specific emphasis on tasks to develop particular skills
but also the provision of *frec cxploratory play" so that the child could
initiate activities that enhance learning. The program expressed
concern about self-evaluation and provided detailed assessment information
on 16 children for analysis Its carefully kept records exemplify an
important component of an eariy 1ntervention program.

An t:fluential early intervention program in Victoria was the program
of the EPIC Children's Centre located at the Preston Institute of Tech-
nologv. Its anfluences, an part, resulted from the wide dissemination
of the program's activities and objectaves.” Chaldren attended the centre
twice a weck for a total of 5 to 6 hours, but the program was in operation
for about 30 hours a week for 42 weeks of the year. Each child recexved
an average of three hours of prescribed anstruction per week. Parents
were asked to conduct about one hour's work a day for four days a week at
home. The six skill categories in which instruction took place were
language, cognitive skills, fine perceptual and motor skills, gross motor
skills, social skills and selt care. The program served equal numbers
of boys and girls, with a total of 82 children served. Although some of
the children were over three years of age, the majority (53) were younger
than this. Almost all of the children were diagnosed as Down's syndrome,
although a few had cerebral palsy or a problem that had not been clearly
rdentafred. The program might be described as multidisciplinary rather
than transdasciplinary  teachers were responsible for the language,
cognitive, and fine motor-perceptual motor programs (and alse supervised
home-based programs in those areas); physiotherapists were responsible
for the centre and home-based graoss motor programs; the kindergarten
assistant and volunteer ardes carried out group programs and social
development activities at the Centre; a speech therapist worked closely

* For exanmple, the Australian Journal of Mental Retardation, 1976, 4,
23-27 & The Journal of Special‘Education 1979, 13, 169, 177.
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with teacher and parents with respect to language and speech ¢ .:lopment,
the director took responsibility for such tasks as enrolment, publicaty,
evaluation, in-service training, and parent training. The program was
based entircly on applied behaviour analysis, precision teaching, and a
direct instruction approach. One of the major concerns of the program
was 1ts expansion, originally designed to help about 25 families, 1t was
presently serving over 80, and pressure was necessarily being applied

on the staff and resources.

The EPIC program and other tertiary 1nstitution programs raise ques-
tions concerning their ultimate purposes. Burwood State College and the
State College of victoria have offered early intervention in the past, and
many tertiary programs are intended to be short-term, for the purposes of
training or research. However, in a community where needs are great the
program providers may feel that the program cannot be temminated. Yet
tertiary programs are not located xn scttings where continuity can be
assured.

A voluntary association that has had wide local and national influence
in regard to early intervention 15 the Royal victorian Institute for the
8land, the Vactorian tducation Department and Health Commission used this
program for the training of students and staff in the ficld. In 1980,
the Royal Victorian Institute for the Blind sponsored a very useful three-
day national workshop on early intervention for visually-impaired children.
Such sharing and disseminating of information are vital for staff,
developing co-opcration among programs and increased sophistication in
application techniques of ecarly intervention throughout the nation. Since
a detarled description of this program 1s provided as an appendix to
1llustrate the kinds of information sought and provided during site visits,
this program will not be described here. (See appendix G).

fhe toy library movement has been important in relation to early
intervention 1n victorxa. The Noah's Ark Toy Library in Windsor, the
first in Australia, and many of 1ts branches, as well as other unaffili-
ated toy libraries, have evolved as resources for current early inter-
vention services and as pramary providers of services in some country
areas. I Melbourne, the Noah's Ark at Windsor provided an ancillary
service t0 early intetvention, and onc of 1ts principal roles scems to
have been to supplement early intervention programs. Programs such as
those offered at the EPIC Children's Centre and Royal victorian Insti-
tute for the Blind were visited regularly by the Noah's Ark mobile van,
and the importance of such a service was affirmed by staff of
other programs and by parents. The fact that play 1s a child's primary
actavity during the waking hours makes the provision of toys for play
a2 significant means of encouraging play, parents were helped to under-
stand the value of play and to intervene to foster their children's
growth.

A privately operated nation-wide program centred in Melbourne - the
Australian Centre for Brain Injured Children - has been offered since
1977. It received neither government nor private subsidies and depended
upon patient fees as the only financial resource. Its philosophy was
not 1n the mainstream of approaches to early intervention, and the progranm
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was carried out by parents and voluntecrs under the direction of someone
trained in the particular treatment progran advocated. In fact, its
operating theory that handicaps are caused by brain injury and that brain
injury can be treated directly by intensive sensory and motor stimulation
created controversy that resulted in isolation of the program rather than
1ts co-ordination with other programs. For cxample, Some programs would
sot accept children whosc parents were already committed to the Australian
Centre for Brain Injured Children. Like many other early intertention
programs, this Centre viewed the parent as central; however, no Other
program examined in the Study entailed the intensive involvement of parents
for cight hours a day, $ix days a week, with a quarterly vasit to the Centre
for rec-evaluation. Although the involvement of volunteers meant a Sharing
of the parents' responsibility and an opportunity for communmiiy effort

and education, the sheer physical effort, not to speak of the emotional
concerns, of the parent raise questions of the wisdom of the program in the
minds of many carly intervenors. Two major questions are spotlighted by
the Australran Centre's program, and these are significant for most other
early intervention programs, although no clear-cut answers are porsible.
They are. {1) How 1ntensive should a program ideally be? (2) How much
can a program legitimately ask parents to do at home? Some parents have,
va fact, asked that programs be morc intensive with less pareat rnvolve-
ment in training. Others fcel that too intensive a program robs the child
of an infancy that 1s as “normal” as possible, thus sacraficing total
development to deveclopment of particular skills.

In summary, Victoria was characterized by the exastence of many pro-
grams, some of which Seem, 1n the opinions of parents, to be very effective,
The services were generally provided by voluntary agencres, often with
government subsidics. The newly developing Early Childhood Development
Programs of the Health Commission rcprescnted promising strides toward commu-
nity orientation and generic servaiees, and the opening for Education Depart-
ment activities 1n the area of carly intervention meant that the inportance
of early ggugdtxon was acknowledgzd. However, co-ordination of services
was lacking; there was uncertainty about the rdentaficatron of children an
nced, and the sufficrency and quality of services would appear to vary
widely by geographical location.

4.21

LIST OF CARLY INTERVENTION PROGRAMS {Victoria)

Government Departments

ltealth Commission

- Intervention Unmit, Royal Children's Hospatal
- Larly Childhood Development Program, Southwest Rcgion

tducation Department - Special Services Division

- Special Developmental Schools (formerly Day Training Centres) for
Intellectually Handicapped children operated by the Education
Department

- Oaklergh
- Frankston

(]
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- HNoble Park
- Yarrabah

- Melton

- Numurkah

- Kallemondah

Tertiary Educational Institutional Programs

- Preston Institute of Technology, EFIC (OCC funded)

-~ Monash University, Krongold Centre for Exceptional Children

- Llincoln Institute, Pareat Guidance for Profoundly Hearing-lmpaired
Children

Yoluntary Agencies

visually-lImpaired

- Royal victorian Institute for the Blind (Health Comaission subsidies)
-~ St. Paul's School for Blind and Visually Handicapped

Physically Handicapped

- Shannon Park Spastyc Centre (OCC funded)
- Spastic Society, Chelsea
- Yooralla Society

Hearing-lmpaired

- Monnington (Education Department subsidics)

- McDonzld House

- Parent Support Unit, John Pierce Centre

- Audiology and Pre-school Centre (Tarslye) Advisory Council
fer Children with Impaired Hearing

- Priancess Elizabeth Junior School for Deaf

Intellectually Handicapped

- Day Training Centres (subsidized by Health Commission)

- Windarring

- Kankama

- Broad Insight Group
- Mondani

- Sunshine House

- Kalparrin

- Moorabbin

- Peter Harcourt Centre
- Karkana

- West Gippsland

- Mulleraterong

- NWattle House

- McCallum House

- MNallara
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- Day Training Centres

- Malvern Play Group (OCC funded, Malvern Counci) M.R. and
Physically Handicapped)

- ilandiholp Play Group (OCC funded, Board of Techmeal and
Further Educatien)

- Australian Centre for Brain Injured Children

- Te¢han House (Echuca and District Intellectually Handrcapped
Children's Associstion}

Autistic

- Mansficld Autistic Playschool (Commonwealth Health Commission
funding}

)]
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4.3
EARLY INTERVENTION IN QUEENSLAND

Nineteen programs in Queensland provided detailed information about
their operation and clientele. Of the nineteen, seven were conducted under
the auspices of voluntary agencies. As is the case in the other states,
government agencieS were involved in early intervention in two ways: first,
by establishing and maintaining programs, and second, by providing support
in financing and/or staffing programs established by voluntary agencies.

Voluntary agencies, however, have led the way, in an historical sense,
in providing early intervention programs in Queensiand. Of the programs
contacted, the oldest was that offered by the Association for the Preschool
Educatron of the Deaf, established in 1953. Five years later the Queensland
Sub-Normal Children's Welfare Association commenced a counselling service
for the families of intellectually handicapped children under the age of
five. This service was progressively expanded throughout the '60s with the
appointment to the clinic team of a psychologist, a social worker and, fin-
ally, teachers.

In common with the other states of Australia, the major growth spurt
1n carly intervention programs in Queensland occurred in the 1970s. The
voluntary agencies cowmenced the following programs 1in that decade

The W.R. Black Handicapped Children's Centre (1970)
The Catholic Educational Centre for Deaf Children (1974)

The Associatior tor Childhood Language and Related Disorders
(C.H.1.L.D.): Child Language and Behaviour Therapy Program(1976)

Spina Bifida Association of Queensland (1978)
Autistic Children's Therapy Centre (1979).

Agencies of the Queensland State Government also became directly involved
in providing early intervention services and programs during the 1970s. The
involvement of the Health Department’'s Intellectual Handicap Services Branch
dates from 1970 when a team of social workers and psychologists began an
assessment and family support service as part of a general program aimed at
rationalizing institutional admission practices.

In 1973 the Queensland Department of Education's Guidance and Special
Education Branch entered the field with home visiting and regular preschool
integration programs for young visually handicapped children. The follow-
ing year a two day per week centre-based early intervention program was
introduced at the Narbethong School for Visually Handicapped children This
program was extended to five days per week in 1975.

An intervention program for young hearing-impaired children also was
commenced 1n 1973 at the Cairns West Special Preschool Unit. Subsequently,
this program extended 1ts clientele to include visually-impaired child-
ren and those showing emotional disturbance coupled with language delay.
further ecarly intervention initiatives with young hearing-impaired children
were undertaken 1n 1974 n Rockhamptun when the Education Department assumed
control of a preschool originally commenced by a voluntary organization, and
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in 1976 in Mt. Lsa with the establishment of a special education unit accept-
ing children from the age ot four years.

tn 1978 an early education Support group was established in Maryborough
to service the families of children with a variety of disabling conditions.
The same year, 1978, also saw the commencement of the first of the Queens-
land Department of Education Pilot Early Educational Intervention Programs 1)
This program was the result of a decision to accept responsibility for the
education of a group, predominantly comprised of young children with Down's
syndrome, who had been receiving some Llntervention Services Since 1977 at
the W.R. Black Handicapped Children’s Home. The children were transferred
to a unit at the Baroona Special School and the following year the program
moved to a special preschool unit adjoining the Kenmore South State School.
That year, 1979, also witnessed the extension of the Pilot Early Educational
Intervention Program with the creation of special preschool units at Acacia
Ridge, Aspley and Mt Gravatt West, and the creation of an early 1ntervention
program for multiply handicapped children at the Cootharinga State Special
School tn Townsville. In addition, a playgroup in Mackay was extended to
provide an early intervention program by co-ordinating the resources of the
Guidance and Special Education Branch and Community Health Services.

with the passage of time early intervention services in Queensland have
progressively moved from catering predominantly for children with clearly
wdentified disabilities to tnclude those with less easily categorized con-
ditions rendering them developmentally at risk. The initiatives of the
Intellectual Handicap Servi:zes Branch of the Queensland Health Department
and the Guidance and Special Education Branch of the Department of Educa-
tion have been directed increasingly to "filling the gap" by delavering
early intervention Services to children not falling within the traditional
disability categories. These departments have actively endeavoured to meet
the needs of those children not eligible to receive the services of specia-
lized ecarly intervention programs.

(he degree of co-operation between the various government and voluntary
agencies, particularly at the workface, was a noteworthy feature of early in-
tervention emerging in Queensiand To facilitate this end, the Departments
of uealth and Lducation developed an 1nformal network of referrals The
strength of the links, however, still depended on fluctuations 1n professional
team memberships i1n each agency, and a sound partnership may have been
jeopardized by the loss of a particular team member or as a consequence of
other policy decisions made by either agency. The task of co-ordinating the
usc of each Department's resources at times was seen to be impeded by the
existence of separate administrative and regional divisions across government
departments. The need for co-ordination of services has been made more urgent
by the policy restricting employment of medical officers, occupational thera-
pists and physiotherapists to agencies of the Department of Health, An inter-
departmental sub-committee with senior representatives from the relevant
hranches of the Departments of Children's Services, Education and Health has
been established to examine ways of facilitating the better co-ordination of
cach department's resources n order to provide effective early intervention
programs as well as avoiding unnecessary duplication of services

Apart from direct i1nvolvement in providing early intervention services
and programs, the Queensland Government provided financial and staffing
support to the programs conducted by voluntary agencies  The Department of
t.ducation was most directly wnvolved in providing this support For example,

(1) Hayes, A , Steinberg, M. . Cooksley, E., Jobling, A., Best, D , and
Coulston, A. Special Preschools. Mgpitoring a Pilot Project Brisbane,
1981. (Draft report) abL
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the Association fo: the Preschool Lducation of the Decaf had the services of
seven teachers as well as teachers' aides cmployed by the Department of Ldu-
cation  In addition, the Department provided transport to the program for
some of the children and access to the services of guidance personnel. The
Federal Government also provided the Association with financial support.

The Queensland Sub-Normal Children's Welfare Association was another
agency that relied heavily upon funding from the Queensland Department of
Education and the Federal Department of Social Security, The voluntary
fund raising efforts of Association members were used to supplement the
funds provided by the two governments. The Spina Bifida Association was
also dependent upon the support of the Queensland Department of Education,
The four teachers working at the W.R. Black Handicapped Children's Home at
the time of the survey, were employed by the Department of Education
on the staff of the Division of Special Education.

At least three programs, The Association for Childhood Language and
Related Disorders (C.H.I.L.D.), the Catholic Education Centre for Deaf
Children and the Autistic Children's Therapy Centre, were dependent on
major funding from the Department of Social Security. ¥ith the exception
of C.H.I.L.D. these programs also received support from the Queensland
Department of Education. The programs provided by the Intellectual Handicap
Services Branch were also heavily dependent upon Federal Government support.

The complexity of the funding of voluntary agency programs by govern-
ment makes the division into government and voluntary programs somewhat
arbitrary. While heavily involved 1n supporting voluntary agencies the
State Government did not ar_ ear intent upon subsuming the program of vol-
untary agencies. Rather, as suggested earlier, government agencies were
actively involvad in developing complementary early intervention services
and programs.

The aims and objectives, the target populations and the loci of inter-
vention efforts differed distinctively between the two departments, Health and
Education. The programs of the Intellectual Handicap Services Branch aimed to
provide "family resource services" with the following objectives: darect
assessment and therapy, provision of consultative services to other govern-
ment agencies and to voluntary organizations, implementation of integration
programs, establishment of rcsource centres, facilitation of family access
to resxdential facilities and support for training and research programs.

To achieve these objectives the Branch provided regional community services
via clinics at Brasbane, Toowoomba and Rockhampton as well as a Family Ed-
ucation Unit in Brisbane engaged 1n skill training programs for the families
of young handicapped children.

Home visiting by teams including occupational-, speech-, and physio-
therapists, social workers and psychologists, was tiie predominant mode of
early 1ntervention service delivery to over 60 per cent of the families
availing themselves of the Branch's programs. A further 35 per cent of
the families received an integrated program (both home and centre-based)
while only 4 per cent of families received services solely in a centre-—
based program. Fourteen full-time professional staff were involved 1n
providing programs for 427 children, all of whom had mental retardation
as their primary disabilaity.

In contrast, the Queensland Department of Education has sought to "fill
the gaps'" by providing a set of "non-categorical” Pilot Early Educational
Intervention Programs in addition to 1ts programs for children with sensory
or multiple impairments and disabilities. Four key rcinciples guided the
planning of the Education Depamttment's Pilg} programs:
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. provision of planned education from the earliest possible age,
. closc involvement of parents and family in the education process,

keeping a wide range of educational options open for the child,
and

maximizing the opportunity of the child to experience a wide
range of behaviour models.

(Ashby, Cliffe, Culbert § Miller, 1979)

fhe general aim was”to enable each child, whatever the handicap, to use each
daily living experience to promote and enrich development and to maximize
potential”.  (Ashby et al.,1979). The programs were designed to be broad-
iy developmental and to provide both home-based programs (particularly for
infants and toddlers) and centre-based programs for older children (3 to §

or 6 years of age).

fhe four Pilot Programs were given scope,within the broad guidelines,
to develop the types of programs appropriate to their clientele and the
available resources. The programs that evolved ranged from more struc-
tured approaches to intervent 1on, showing the influence of the Macquarie
University Program, to less structured, developmental stimulation programs
Within programs the developmental components emphasized varied consid-
erably, depending on the specific mix of child disability characterastics
evident at each centre.

The majority of children received either a centre-based program (64
per cent) or an integrated home and centre-based program (24 per cent).
These figures are similar to the percentages for all Education Depart-
ment intervention programs taken as a group (overall 68 per cent of child-
ren were in centre-based programs, 1S per cent were 1n integrated programs).
while the Lducation Department’'s early interventlion programs were developing
home-based components, 1t 1s clear that the classroom remained the predominant
locus of service delivery. In contrast, service delivery in the Health De -
partment has been less tied to centre-based programs and the higher home-
hased component in the programs of the Intellectual Handicap Services Branch,
in part, reflects this. Both approaches ‘ere open TO SOme parent criticism,
parents wanting more frequent visits from the Intellectual Handicap Services
sranch teams and more sessions per week at the Pilot Early Educational Inter-
vention Programs of the Department of Education.

The differences also reflected the differing 1nterpretations of early
intervention by the two agencies. The Intellectual Handicap Service, Branch
seemed to view assessment and provision of therapy as a major part of 1ts
early intervent10n initiatives. The Division of Special Education, in con-
trast, scemed to emphasize assessment and educational programming as the
major areas of service. Both agencies also saw the provision of parent
suppoTt as an 1mportant objective. 1he Education Department, however,
tended to use the special preschool unit as the locus for parent contact
supplemented by home visits, whereas the Health Department used the reverse
strategy, emphasizing home visiting supplemented by parent meetings at a
centre such as the Family Education Unit.
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The majority of children (89 per cent) 1in the four Early Educational
Intervention Programs had mental retardation as their primary disability,
and this was also the case for the programs conducted by the Intellectual
Handicap Services Branch. The two agencies differed, however, in the distribu-
tion of ages of children attending their programs. Only 21 per cent of the
children receiving services from an farly Educational Intervention Program
were younger than three years of age (and only 2 per cent were younger than
onc year old). For the Intellectual Handicap Services Branch the figures
were 52 per cent of children aged less than three years and 15 per cent less
than one year.

[t must be rcalized, however, that the groups of children served by each
agency were not mutually exclusive and, as such, the clientele statistics must
be interpreted with caution. Many children were, in fact, receiving inter-
vention services from both agencies. Others who had been assessed and par-
ticipated in a home-visiting program from the Intellectual HandicaD Services
Branch were subsequently referred to a Pilot Early Educational Intervention
Program. The process of intervention in these cases (and no doubt in many
other cases) extended heyond the bounds of a single program within the ambit
of onc agency. Of course this may not necessarily constitute overlap.

The 108 children enrolled in Early Educational Intervention Programs
received services from eight full-time teachers assisted by four aides and
the part-time services of three guidance officers, four school medical
officers from the Health Department's School Health Services Branch,
four special preschool advisers, four speech therapists and two consultant
physiotherapists from the University of Queensland.

1t has been suggested by one voluntary agency, the Queensland Sub-Normal
Children's Welfare Association, that State Government agencies (particularly
the Education Department) duplicate the functions of the early intervention
programs of the Association.

The I[nfant Stimulation Program offered by that Association aimed to pro-
vide therapy for the child, help for parents in developing intervention tech-
niques and general family support. To quote from the Association's publicity
material '"the infant stimulation program 15 designed for 'at risk' children
between the ages of birth and five years who come within the broad definition
of intellectually handicapped. Mother and child attend a group program weekly,
At the time of the survey, the programs were conducted by two itinerant teams
comprising preschool home counsellors, physiotherapists, speech pathologists,
psychologists and social workers, offering intervention services to families
in Brisbane, at Toowong, Mt. Gravatt and Lawnton as well as 1n Beenleigh, on
the Gold Coast, Nambour and Townsville. These teams included seven full-time
personnel supported by a number of part-time workers and volunteers. One pro-
gram was located in the Toowong Centre, five within the schools conducted by
the Association and two were held 1in church halls. Centre-based programs
served 65 per cent of the Association's clientele while 3) per cent received
a solely home-based program.

"

Both the Pilot Early Educational Intervention Programs and the Infant
Stimulation Programs provided a broadly based developmental program, covering
sensor1-moto- fine motor, communicational and personal social development. In
total, 101 children participated i1n the Infant Stimulation Program. Of these,
S3 per cent were younger than three years of age (with S5 per cent aged less
than one year). In terms of the distribution of age groups served, the Assoc-
1ation's clientele overlapped that of the Intellectual iandicap Services Branch
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more so than that of the Pilot Early Intervention Programs. All three
agencics, however, shared a common feature in their programs. This was
the predominance of children whose primary disability was mental retar-
dation. In the case of the Infant Stimulation Programs, 83 per cent of
the children receiving services were mentally retarded.

Overall, from the data supplied by programs, 1t appeared that 1in

Queensland over 70 per cent of children in early intervention programs
were mentally retarded, 13 per cent had sensory impairments (with hearing
impairments having a higher incidence than visual impairments), 10 per
cent were classified as multiply handicapped and 2 per cent as physically
disabled.* The remaining children had a variety of emotional and communi-
cational disorders.

lt was also clear that althougzh considerable i1nitiatives have been

taken to implement intervent:ion as early as possible, fewer programs were
able to scrve the needs of infants than programs Serving children in the
three year to six year age group. It was also more likely that these
services would be delivered 1n centre-based programs, predominantly located
in South Last Queensland. Most program staff expressed a desire to extend
their services to younger groups of handicapped children and, with added
financial support, to increase the home-visiting components of their pro-
grams. In so doing, the nced has been recognized for avoiding unnecessary
duplication of services. In the more 1solated areas of Queensland the
problem of provision of early intervention programs to young handicapped
children remained a vexatious one.

4.3 1
LIST OF EARLY INTERVENTION PROGRAMS (Queensland)

Government Departments

Health Commission

- Certral Asscssment Clinic, Intellectual Handicap Services

+(a)

(b)

bata arc lacking for the State pre-school program at Xavier Hospital,
which was primarily for infants and young children who were physically
disabled.

The Queensland Spastic Welfare League offers treatment programs to
cerebral palsied children from birth to 18 months and an intervention
program for children aged from 18 months to 4 years. Detailed statis-
tical data were, however, not availabie on these programs. The numbers
of physically handicapped children listed as receiving early intervention,
therefore, represent an underestimate. Services have been provided for
cerebral palsied children by the Queensiand Spastic Welfare League since
the 19505 and these have focused on children from the time of identifica-
tion of the disability. Thus, rather than services being a downward
extension of programs for older children, the League has initiated earty
intervention programs tarlored to the particular needs of their clientele.
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Education Department

- Cairns West Special Preschool Unmit
- Cootharinga State Special School
- Early Education Support Group, Wide Bay Region, Maryborough
- Mackay Early Childhood Intervention Program
- Preschool for Hearing Impaired, Rockhampton
- Townview Special Education Unit, Mt. Isa
- Narbethong School for the Visually Handicapped
- Xavier Hospital Preschool
- Special Preschool Units:
Acacia Radge
Aspley
Ipswich
Kenmore
Mt. Gravatt

Voluntary/Private Parent-Support Group Programs

- Catholic Educational Centre for Deaf Children

- The Association for Childhood Language and Related Disorders
Child language and Behaviour Therapy Program

- Autastic Children's Association of Queensland, EIP

- Spina Bifida Association of Queensland, EIP

- Queensland Subnormal Children's Welfare Association
Infant Stimulation Program

- The North Queensland Society for Crappled Children
Cootharinga State Special School

- Queensland Spastic Welfare League

- W.R. Black Handicapped Children's Centre, Uniting Church
Special Caring Services

- Friends of Brain-Injured Children (Centre in Melbourne)
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4.4
LARLY INTERVLNTION IN SOUTH AUSTRALIA

Of the early intervention programs identified, the greatest number
provided services for children with intellectual disabilities. The Health
Department’s Intellectually Retarded Services played a major role, parti-
cularly 1n the provision for intcllectually disabled children under the
age of threce years. Because an Education Department policy change in 1975
resulted 1n that department’s provision of some education for handicapped
children over three years of age through pre-school programs and other
means, the I[ntellectually Retarded Services began to focus more intensively
on the younger age group at that time. Whereas Intellectually Retarded
Services' home visits in 1968-196% were infrequent, by 1975 a home-visiting
program by activity advisers, who gave information to parents and home-
training directed to the cnild, was in full swing, with fortnightly visaits
within the Mctropolitan area.

In brief, the home visits of the activity advisers were designed to
assess the development of the child and plan an individual program to meet
speci1fic needs for sensory stimulation, motor development, self-help,
language development, development of attentiveness and wmitative abilaty,
soctal development, and perceptual development. The philosophy underlying
the service appeared to support a low-key program of assisting parents to
help their children develop through play. The activity advisers brought
toys, and demonstrated ways to set up learning situations through the use
of toys and materials found naturally in the home environment

Homes 1n country areas were visited on an average of only three times
a year, and the limited nature of the service was a concern of Intellectually
Retarded Scrvices staff. In some remote areas, serviCe was provided by
correspondence only

In addition to the home-visiting service, activity advisers, along with
paramedical aides and physiotherapy staff, provided a playgroup service
An Activity Adviser (the name may be changed to 'Educational Adviser') led
a playgroup once a week for a few hours (fortnightly 1n onc location)  The
playgroups were attended by parents and children and in all, there were four
playgroups in a variety of locations. Individual programs of stimulation
by physiotherapists or aides were frequently given to some children while
others participated 1in structured group activities. Although there was a
great deal of communication between physiotherapy and activity advisory
staff, physiotherapy services were handled administratively by a separate
department.

For scverely affected children, the Intellectually Retarded Services
Bresle House Day Care Centre (for totally dependent intellectually handicapped
children over the age of three) offered a stimulation program teaching such
skills as feeding and torletang. Although early intervention has tradi-
tionally been considered important in terms of eventual integration, the
Bresle House program was one of a number of programs for severely handicapped
children in which early intervention was viewed as a means of helping children
to achteve skills which would 'normalize’ the child, to the greatest degree
possible, without the expectation of preventing institutionalization.
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Another Health Commission program was run by the Port Pirie Handa-
capped and Retarded Children's Centre at Port Pirie Hospital. This was a
day care program that involved more than what 1s usually termed day care.
Individual programs of specech therapy and physiotherapy were offered as
wcll as gymnasium activities, musical games, lunch-time feeding programs,
group play activities to tcach a variety of skills, and activities in the
community (swimming, picnics, other outings). This program exemplified
sound co-operation between tducation and Health Departments 1n that a
teacher from a Special School participated and therapy was provided by
staff under the direction of other organizations such as Adelaide Child-
ren's Hospital, Woodville Spastic Centre, and Regency Park. The program
operated one day per weck. Seven children who were three years of age
or under were served by this multidiagnostic program operated in a
medical setting. Administratively, the program staff were i1mmediately
answerable to the nursing administration. The Port Piric program
appeared to be onc that developed to meet a specific community need,
and the community orientation was notable.

A sumilarly community-oricented program, under the acgis of the Educa-
tion Department, was the Mansficld Park Junior Primary School integrated
Playgroup. [t began with three handicapped and si1x non-handicapped child-
ren meeting twice weekly. The aim was to prepare children with disabilities
for pre-school. Also 'multidiagnostic' in nature (accepting children with
any of a variety of disabilities) the school provided both group and 1ndivi-
dual activities. The principal of the junior primary school obtained the
scrvices of Intellectually Retarded Services' psychologists and physio-
therapists to assist in the planning and management of the group.

the Education Department made some provision for handicapped children
over the age of three and provided peripatetic teacher support through the
special pre-school at Kent lown. Children from various parts of Adeclaide
attended and about 34 children were scrved 1n 1979. Referrals came from
a variety of sources including the Adclaide Children's Hospital, Intellec-
tually Retarded Services and the Woodville Spastic Centre. The two teachers
at Kent Town spent Monday, Tuesday and ‘icdnecsday of each week at the pre-
school and lhursday and triday in support work at intecgrated facilities.
Physiotherapy staff from Intellectually Retarded Services provided physio-
therapy scrvices. More recently they assessed children once a term and
advised the tecachers on activities to incorporate 1into the regular program
to mecet the child's needs. The Education Decpartment also had services
for visually and hearing-impaired children under three.

The special service provided for handicapped children through the
Whyalla Larly Childhood Co-ordinating Committee 1s Of interest partly
because 1t was a community project making use of generic community
resources to provide for children with disabilities. A field worker at
the Resource Centre had, since 1973, offered a service to twelve children
up to age five. An informal survey by the Yhyalla Early Childhood
Co-ordinating Committee established a need, and a home-based program
was provided, as well as a weekly playgroup that was based at the Tech-
nical College. Two staff members had teaching backgrounds, and the
program also involved an i1tinerant physiotherapast and a domiciliary
care scrvice from the hospital serving the community.

Q . v~
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‘The Woodville Spastic Centre offered both a nursery and a Kinder-
garten program operating 30 hours per week with input from physiotherapists,
psychologists, tcachers, social workers, speech pathologists, occupational
therapists, and nurses and aides who assisted the team in a close work
relationship. Daily notes were used to communicate with parents, and they
visited the centre frequently (with almost half of the parents visiting
fortmghtly) At least two home visits were made cach term. The Centre
serviced children throughout South Australia, some of whom travelled a
considerable distance to attend, the journey taking as long as one and a
hal f hours for scven weeks under the direction of psychologists. Bi-monthly
parent nights were held, and mothers of nursery children met with each
other monthly while their thildren were 1nvolved 1n playgroup activities

The remaining programs associated with voluntary associations were
for chi.dren with intellectual disabilaties. The Developmental Learning
Program for Young Down's Syndrome children, supported by Down's Syndrome
Children Incorporated, provided a playgroup, individual programming, and
some home visiting, co-ordinated by a tcacher who had the assistance of
volunteers and of tcachers from the Special Education Program at the
Adetarde College of Advanced Education at Underdale.

Kate Cocks Memorial Family Services Incorporated provided a centre-
based carly intervention program {and a home-based program for two children)
staffed by two persons. Established by the Methodist Church, the program
emphasized developmental voncepts. A pre-schooi model of ‘cducational
day care' was evadent and staff described the program as more than a day
carc centre in 1ts service of parent relief and child-minding for totally
dependent children. The program focused specifically on the Southwestern
region, and included totally decpendent, moderately to severcly affeccted
children, betwecen birth and 6 years of age. The region served was quite
large, however, and staff expressed an interest in extending the service
to other locations As in other programs, children who attended the
Kate Cocks program may also have been scrved by other agencies such as
intellectually Retarded Services The intention of the Kate Cocks
project was to provide Support cnabling parents to kecp thear children
at home, a purpose that has bcen increcasingly secn as 1mportant 1n South
Australia as clsewhere in the nation. Transport was by public cars or an
ambulance and although this was a regiohal Service, journeys could be
quite long Parent involvement was considered very wmmportant, and work-
shops and parent courses were held for traimng purposes  Children
attended from one to five days per week

A number of other voluntecr agency programs werc contacted by the
rescarch team The Barkuma Central Districts Mentally Handicapped
{hiidren's Assocration provaded a program for ten handicapped children
under the age of six. It was a kindergarten type of program with
emphasis on scif-care skalls. The Suneden School also served children
«1th mental disabilities, and offcred a playgroup for children from
prrth to 4 years, and pre-school traiming. It was sponsored by the
suneden Retarded Chaldren's Welfare Association. One other program of
carly intervention was supported by the Mentally Retarded Chaldren's
Society. 1t was a Home Liaason servace, provading hiaison between
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parents and services, but it also provided home-based assistance, teaching
parents to teach children, where services were not available.

There were a number of broad intervention activities or related ser-
vices in South Australia. For example, the Health Department's Intell-
ectually Retarded Services not only provided early intervention, as more
narrowly defined, but also was involved in a number of other activities.
The Intellectually Retarded Servaices Diagnostic Clinic, located at
Cromond House, provided assessment and referral services, but not early
intervention per se. The Intellectually Retarded Services Family Training
Unit provided training opportumities for parents in a variety of areas
related to behaviour management and skill development. Although there
was little or no direct contact between the professional and the child,
the purpose of the program was to train parents more effectively to manage
and to teach their chaldren. The Skills Training Workshop, for example,
taught parents a way to design and implement a structured program to
teach their children a new ski1ll 1n the home environment, to use a devel-
opmental checklist to assess their children, to formulate a behavioural
objective and make a task analysis of the skill, to reanforce appropriate
behaviour, and to record therr activities accurately  The 20-hour (10
two-hour sessions or 5 two-day sessions in the country) workshops
were held not only at the Family Training Unit but at special schoels in
the caty and country. Very specific skill training programs (toilet
training, feeding) were also provided Behaviour management courses
consisted of 3 hour sessions over a period of 10-13 weeks [t was planned
to develop language acquisition workshops i1n 1980, studying their useful-
ness to parents and children

The Infant Development Project, although not operational at the time
of our site visit, should be mentioned because it represented a program
that was developed co-operatively between staff members of the Health
(Intellectually Retarded Services) and Education (Special Education)
Departments, funded by the Office of Child Care, and designed to meet
research aims as well as service to parents in planning and 1mplementing
developmental programs for their own children. Problems 1t faced were
at least partly due to the research orientation which required, for
purposes of proper experimental controls, that children in the program
participate exclusively in that program.

There were a number of diagnostic, treatment, and referral services,
wntegrated generic programs, family support Services, and resources for
children with disabilities in South Australia. The Adelaide Children's
Hospital, especially 1ts Child Development Clinmic (previously called the
Cerebral Palsy Clinic) offered assessment, and other departments, such as
physiotherapy, occupational therapy, psychology, and speech therapy,
offered treatment programs for young handicapped children. The occupa-
tional therapy and physiotherapy departments with the assistance of the
speech therapy department were, at the time of a site visit, in the early
stages of providing a language development clinic with attendance on a
fortnightly basis. Programs offered by the hospital also catered for
children whose disabilities dad not fall into the categories of ‘'handicap’
as 1t 1s frequently understood; for example, the clumsy child. Although
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generally the clientele did not include chaldren with ‘traditional’ handi-
(aps, It was 1nteresting to observe that the concept of intervention in
this medical setting was developmental and assumed the imwportance of daverse
skills (gross motor, fine motor, perceptual, cognitive, communication and
soLtal) as well as parental guidance and support to the family. Much of

the program’'s activity took place with in-patients, but out-paticnts were
also served. Because the Child Development Ciainic 1nvolved not only
hosprtal staff but also representatives of other service groups (Crappled
(hildren's Assouiation, The Spastic Society, Education Department, Intell-
eLtually Retarded Services and others) 1t was in a position to play a
wo-ordinating role. TFhe hospital also had a Spina Bifida Climic that was
providing assessment and trcatment of handicapped children, and a psychi-
atriv department whith also offered services for young handicapped children
and therr familaes,

The Children's Assessment Team of the Fianders Medical Centre offered
multidisciplinary assessment of children and families with developmentai
problems. As one staffl member explayned to us ‘We do not provide an
intervention program as such, but do offer a wide range of therapy and
intervention based on the assessment of cach child and family' These
comments underline the difficulty of defining an early intervention pro-
gram The occupational therapy department at the Centre, for example,
offered a program that shared many characteristics with early intervention

programs per se.

Hospitals 1n South Australia played a diversified role 1n provading
service relevant to early intervention For example, the Madbury Hospital
offcred pacdiatric assessment and “Well Baby' Climics were located at the
Queen flizabeth and Queen Victoraa Hospital, which also had an ‘'at risk*
¢linic  Some country hospitals also provided sigmificant services rele-
vant to carly intervention, for cxample, Port Pirie Hospital offered a day
centre for handicapped children. In addition special programs of therapy
applicable to handicapped children were available at the Port Lincoln
and Broken 111 Hospitals.

Other agencies providing assessment services included the Chald
Guidance Clinics and Mitchell House Mental Health Services, the National
Acoustics Laboratory, the Deafness Guidance Clinic and the Audiology Unit
of Adclaide Children's Hospital, the Education Department's Guirdance and
Special Services branch, and The Mothers and Babies Health Association
The Mothers and Babies Health Association also provided such services as
advice to mothers with feeding, slecping and management problems and
offered an advisory Service Lo playgroups

The Education Department provided services for children with visual
and hearing impaimments under the age of three. The opportunity for parents
and children to visit the Townsend pre-school once a menth was provaded.
Teachers also visited the home to give advice on assisting the child 1n
learming, 1n gaining mobility and 1n making social contacts Ne centre-
based program for very young children was available. The Education Depart-
ment provided a parent guidance service for hearing-mpaired children,
to advise parents through home visits or parent visits to the Ashford
Centre where the Special Education Resource Unit was also located
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The South Australian Oral School provided services to the hearing-
impaired and was described in ‘Services for Teachers and Parents of Hearing-
Impaired Children' as having a playgroup, indiviadhal guisence sessions in

4 simulated home environment which provided the advantage or the home
sectting without a loss of privacy to parents, and & home-visiting program
at parental request, 1n order to help parents to assist their child's early
development. The playgroup was an integrated onc using actavities such

as thosc found in kindergartens to help the child develcp commurication

and other skills,

The Kindergarten Union of South Australia, & statutory authoraty,
provided a service for all children, it accepted children with disabilities
an 1ts regular programming and supported kindergarten staff and children
and their familics with a Specral Services Section. Special services in-
cluded assessment, remediation and a consultative service to pre-schoolers,
kindergarten staff and parents throughout the state. Specech pathologists,
psychologists, speccial educators, social workers and a medical officer
comprised a multidisciplinary team to deal with a wide range of problems.
educational, emotional, behavioural and social. In 1979 the total number
of children (who were mostly between 3 and 5) referred to the Special
Services Section represented about 8 per cent (1346) of :otal enrolments

tn Kindergarten Union Centres 1n ten regions (nine 1n metropolitan areas
and onc 1n the country). Most of the referrals fell into the *borderline’
arcas of disability such as specch and language disorder (about 38 per
cent), bchaviour management problems (about 1l per cent), family problems
(about 9 per cent) and slow development (8 per cent). Children with
physical handicaps, scnsory impairments, and mental rotardation together
made up a very small pcrcentage of referrzls.

Onc of the significant 1ssues related to early interveation concerns
family relicf. Some services provided for young children with disabilities
permanent or casual day care, support to parents, and professional services
for a fee comparable to that of other subsidized day care centres  Onc
facility catered for any handicapped child from birth to three yecars of
age and severcly handicapped 'aldren over three. This program operated
five days a week, inmitially from 9.00 to 3 3G p.m. with plans to extend
those times from 8 00 am to 6 00 p.m. to help working parents  This
service represented a development that would appear to be very important
an enriched day care service, supported by a local community which attempts
to cxploit the resources of the community through cffective liaison to
devclop appropriate programs to meet children's neceds

The Mentally Retarded Children's Socicty (now comprised of “Gateway'
and "Arana Industries'), which provided the Home Liarson Service l:isted as an
early intervention program, aiso supported the Rachel Child Care Centrc¢ open
to mentally-impaired children over four months of age up to pre-school age

Mentioned last - but by no means of lea.t wsportance - are toy libraries.
Some toy libraries were adjuncts to other services. Examples, for young
handicapped children, were the Kindergarten Union toy library, the Strath-
mond Centre toy library, and the Special Education Resources Unit, an

c
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Lducation Department service used by special schools and available to
children with special needs 1a regular schools as well  The Torrens Toy
wibrary at Adelaide College of the Arts and Education at Underdale was
open to the community for referrals of childreza with dasabrxlaties of any
kind. There were, of course, toy libraries for the general Community,
which could provide toys for handicapped as well as non-handicapped
chiidren. The toy libraries with speczalized attention to children vith
disabilities, however, provided a unique Service by including advisory
services that cnabled a parent to encourage the child to play and to
develop through play  Toy libraries served older children as well, but
were predominantly a significant resource for very young children who were
a ma)or scgment of the clientele

Other assocrations and groups also played an anc:illary role  For
example, the South Australian Instituce on vevelopmental Uisabilataes
Incorporated, an independent co-ordinating body, represented 18 major
agencies servang the mentatly retarded in South Austraha, functioning
as an information source and providing impetus for research The Insta-
tute published a directory of Services to inteliectually handicapped
children that had been compiled by the Family Traiming Umit

In summary, three salient features characterized the pattern of early
Intervention Services 1n  South iustralia  First, both the state Depart-
ments of Health and fducatica were actively involved in provadang early
intervention programs Second, there was consaderable evidence of the
sucecess ful co-ordination of the services delivered by both agencies, as
well as between these agencies and non-government organizations Finally,
there was an zxtensive network of assessment Services avarlable to support
\ntervention programs. Taken together, these three features represent a
sound basis for the further development of a well artaculated, co-ordinated
set of early interventaion services in South Australia.

.41
LIST OF CARLY INTERVENTION PROGRAMS (South Australia)

Government Departments

Health Comi15sion

. Intellectually Retarded Services Actavity Adviser Service and
Playgroups, Physiotherapy Service (intellectually handicapped’

- Intellectually Retarded Services Bresle House Day Care Centre
{intellectually handicapped)

tducation Department

- whyalla farly Childhood Resource Centre (84 lockhart Street,
vhyalla 5600) Special Program for young handicapped children

- kent Town Pre-school {1p co-operation with Intellectuallv Retarded
Services {intellectually handicapped)

. Townsend Pre-school for Hearing and learing-lmpaired (haldren

- Mansfield Park Junior Primary School Integrated Playgroup
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Department of Community wWelfare

No carly intervention programs per sc offered

Tertiary Educational Institutional Programs

No program was offcred by a tertiary institution per sc¢, though
there were close ties betwcen the Adclaide College of Arts and
t.ducation at Underdale, the Autistic Children's Centre and the
Torrens Toy Library, and the South Australian I(nstitute on Devel-
opmental Disibilities based at the Adelawde College at Underdale.
The Developmental Learning Programme for Young Down's Syndrome
Children in South Australia although supported by Down's

Syndrome Children Incorporated, was based at Adelaide College

of Advanced Education at Underdale, and the educational advisers
of the program were lecturers at the college. The program
commenced in 1979,

Voluntary/Praivate Group Programs

Activitices

Mcntally Retarded Children's Society, Home Liaison Officer Service

Suneden School, Suncden Retarded Children's tclfare Association

Kate Cocks Memorial Family Services, Incorporated Day Care Program
(totally dependent children), Methodist Church

Developmental learning Program for Young Down's Children

d8arkuma, Central Districts Mentally Handicapped Children's
Association

vioodville Spastic Centre (Nursery and Kindergarten), South Austrahlia
Paralysis Welfarc Association (Incorporated.

Regency Park Centre, Prc-school Craippled Children's Association

Autistic Children's Association, the Community Based Program

Port Pirie Handicapped and Retarded Children's Centre

Broadly Defincd as or Related to Early Intervention

[nteltlectually Retarded Scervices Diagnostic Clinic, Cromond House
intecllectually Retarded Services Family Training Unit
Infant Development Project

Adelaide Children's Hospital

Flinders Medical Centre

Madbury Hospital

Queen Elizabeth Hosparal

Queen Victoria Hospaital

Port Piric Hospatal

port lLancoln Hospital

Broken Hill Hospital

Chiid Guidance Clinics

Mitchell House Mental Hcalth Service

National Acoustics lLaboratory

Deafness Guidance Climic

Mothers a=d Babics Health Association
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Guidance and Special Education Branch
(a) Child Parcnt Centres
(b) Visiting Teacher Service for Visually Impaired
{(based at Townsend School)
(¢) Parcent Guidance Scrvice for Hearing I[mpaired

South Australia Oral School

Kindergarten Union of South Australia

Scawinds Day Care Centre, Christies Beach

Rachel Child Carc Centre, Mentally Retarded Children's Society
Kindergarten Union Toy Library

Strathmont Centre Toy Library

Special Education Resource Unit

Torrens Toy Library

South Australian Institute on Developmental Disabilities
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4.5 °
EARLY INTERVENTION IN WESTERN AUSTRALIA

lhe multiplicity of pre-school facilities available in Western Australia
meant that the network of services was likely to take many differcnt forms
for individual children. Children and their families followed a course of
differing program types depending upon the source of the initial referral,
the family's knowledge of services, the guidance of professionals and the
child's handicap.

Most early intervention programs in Yestern Australia were financed
and administcred by government departments. The four main programs run by |
non-government agencies were The Speech and Hearing Centre for Deaf Children,
The Spastic Welfare Association, The Exceptional Children's Project at the
University of llestern Australia and the Mildred Creak Autaistic Centre.
However, thesc agencics recewvedthe major part of their funding from govern-
ment departments. [t was, therefore, easiest to describe early intervention
scrvices 1n Western Australia by categorization of handicap rather than by ‘
the programs' administrative and financial structures.

Children were likely to start to recelve early intervention services
through short term assessment periods at the Child Development Centre (Child
Health Services), Princess Margaret Hospital, The Exceptional Children's
Project (a University of Western Australia research project originally
funded by the Office of Child Care and later funded by the Early Childhood
Branch of the Lducation Department), Department of Education's Guidance Branch
or at [rrabeena (Division for the Intellectually Handicapped). Some children
remained under the supervision of these services for extended periods of
obscrvation, assessment and trcatment whereas other children were referred
to onc of a number of services. [f the child's handicap could be easily
placed into onc of the major catecgories of handicaps, 1t was likely he
would then be referred to a program catering for such a handicap.

Children considered to be intellectually handicapped were most likely to
receive scrvices from the Division for the Intellectually Handicapped
(Department of Health) or from the kducation Department. Many children
reccived services from both these government departments. Children with
other handicaps such as visual impairment, auditory umpairment, physical
handicaps and autism were catered .ur 1n separate programs. Many of these
programs, regardless of type of handicap, had a home-based component for
the younger children and babies and a centre-based component for the older
pre-school children. Of the centrec-based programs, many were located in
schools which could then provide a program beyond the age of five. The
homc-based component of programs denended upon professionals becing able
to visit the home frequently. “hile frcquent home visiting and centre-
based programs werc available for most parts of metropolitan Perth, less
choice was available for rural Yestern Australia where the geographical
distance 1s such that teams of therapists could only hope to visit areas
at infrequent intervals, 1f at all.

As was the casc i1n other states, children with intellectual handicaps
formed the largest category of children receiving early intervention services
in Western Australia. Most children who were 1dentified by Guidance Branch
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staff, general practitioners, paediatricians, neurologists, hospital staff

or parents as possibly being intellectually handicapped were referred to
Irrabeena.  [rrabeena offered a uniyue style of service delivery in Australia
with tts comprehensive range of scervices and facilities which included social
trainers who visited homes and worhed with children on o onc-to-one bhasis in
the centre-based prostans.,  All new referrals were initially seen at frrabeena,
which also functioned as a co-ordinating centre for the community facilites,
and as a hub for the services offered by the regional centres f.ach

regional centre offered both home-based and centre-based programs. Most of
the home-bascd programs involved children younger than three years, although
some supplemented the cxperience of older children who attended centre pro-
grams. fthe Division for the Intellectually Hlandicapped's unigue system of
soctal tratners was uscd for shill tratning at the centre-based programs as
well as for parent shill training during home visits, ‘The staff of cach
regtonal centre was organtzed as a team, responsible for service delwvery 1n
1ts def tned geographical arca. The Division for the Intellectually Handi-
capped's carly intervention service provided a model of a comprchensive
nctworh of service delivery.

Western \ustralia's maultiplicity of services was reflected wn the fact
that most, but not all, children with intellectual handicaps recerved early
intervention services through the Division for the Intellectually Handi-
capped's conptchensive range of scrvices.  In conjunction with the Kinder-
garten and Child Study tentre at the University of Western Australia, the
txceptional Children's Project was established for handicapped pre-school
children. Some children with intellectual handicaps attended this centre-

based program. The awm of the program was to give children training and
expericnce which would help them to cope with their problems when in
‘normal® sttuations. lhis project was considered to be experimental 1in

natute and provided research and training opportumities for students. The
Department of tducation had a pre-school class which was part of a specral
«chool ftor intcllectually handicapped children at White Gum Valley Special
School. These children were accepted upon referral after assessment. Most
referrats came from the clintes conducted by the Division for the fntell-
ccturlly Handicapped and there was an overlap, with many children attending
both the speuial pre-school group and therapy centre.s organized by the
Mivision for the Intellectually Handicapped. As the Division had a strong
commitment to normalization, many of the moderately and maildly intellectually
handicapped children were referred directly to the Early Childhood Branch
for spectal case placement in regular pre-schools. There were also many
intellectually handicapped children who had been enrolled by parents in
ptaygroups, d.ay care centres, private kindergartens, or other facilities.
However, most children were hnown to the ivivion for the Intellectually
tandicapped even though there was no formal registration of intellectually
handicapped children in Western Australia.

ihe (atherine McAuley (entre was an example of a private organization
w11 voverament subsidies which provided a centre-based program and occupa-
tional therapy sessions for a small group of pre-school children with mental
retardation as their major disability. The Western Australian (ouncil for
Special bducation's bookiet, “ihe Iducation of Intellectually Handicapped
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Children 1n Western Australia™ (1979) provides a detailed description of the
historical devclopment of services and the current administration of services
for intcllectually handicapped children.

Services for visually-impaired pre-school children have existed since
1974 when a pre-school centre was added to the primary school at the Suther-
land 31ind Centre. Regardless of age, once visual impairment had been
diagnosed, children could be enrolled 1n a special program. This program
was not restricted to those children who required braille education. Turther,
1t was also open to visually-handicapped children with multiple handicaps
who mi1ght be attending other 1pstitutions. Parents of visually-handicapped
pre-school children from country areas were cncouraged to attend the centre
for educational advice at any time and to stay at the flat attached to the
Centre. Services for visually-impaired children are described 1in the
booklet of the iestern Australia Council for Special Education, 'Education
of Visually Handicapped Children in Western Australia' (1978).

There were two main services 1n Yestern Australia for children with
hearing impairments. the Hearing Assessment Centre and the Speech and Hearing
Centre.® The Spcech and Hearing Centre had three integrated kindergarten
school rooms. The centre was committed to the oral/aural, supplemented by
cued speech, philosophy of tecaching hearing-impaired children and hence placed
major importance upon early identification followed by early intervention
services. This program was predominantly a centre-based program with approx-
imately one third of the children attending the pre-school being hearing-
impaired. Most of these children would later attend the primary school at
the Centre.

Many children with physical handicaps received programs organized by
the Spastic Welfare Association. This Association provided mainly centre-
based programs. No home-based programs as such were offered, but some home
services were provided by co-ordination with occupational therapists and
social workers from Princess Margaret Hospital. The association provided
both residential services and day programs. Separate programs existed for
the two year olds and for the three tc four or five year olds. Approxi-
matcly half of the children who attended these programs were physically
handicapped and the remaining half could be considered to have mental re-
tardation as their primary disability. Another program which catered mainly
for children with physical handicaps was the Chiid Development Centre, where
the physiotherapy program 1nvolved 39 pre-school children with physical
disabilities.

Ihese services are described 1n a booklet of the Western Australian Council
for Special Education. 'Education of Hearing-Impaired Chitdren 1n

western Australia', 1976, While there is a description of the pro-

cedure for children who are referred to the Hearing Assessment

Centre, there 1s no description of the early intervention service

offercd by The Speech and Hearing Centre.
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[he pattern of services in Western Australia was dominated by the
(xtinsive operations of the bivision for the Intellectually Handxcapped,
but other government and voluntary agencies made substantial contributions
also. (Lonsiderable difficultics were noted 1n providing assistance to
handicapped children 1n remote arcas of this large state.

|
LISt Of LARLY INTLRVENTION PROGRAMS (Yestern Australia)

Assessment, Guidance and 'Short Term' Programs

- the Child Development Centre (Child Health Services), Community
Health Program

- Ihe Praincess Margarct Hospital

- fhe bxceptional Children's Project (University of Western
Australia) (Financed by karly Childhood Branch)

- The Guidance 8Sranch of the ELducation Department

- The Division for the Intellectually Handicapped, Irrabeena
Central Office

Intcllectually Handicapped Children

trrabeena

- Southcastern Region (Gosnells)
- Southwestern Region (Fremantle)
- Northern Region (Elwyn Morey)
- tastern Region (Pyrton)
- Special Day Care Centre - multiply handicapped
- Resident Hostels, Pyrton, all ages
- Special Carc Hostels, 6 i1n total, all ages

tducation Department Pre-schools

- The Balga Special School

- The Millan Pre-school

- The white Gum Valley Special School (originally funded
by the Office of Child Care)

tarly Childhood Services Branch of tducation Department*

- Pre-schools attached to schools for other exceptional children
- The Exceptional Children's Project (University of Western Australia)
- iwo cxperimental groups at tathlain and Tarcoola.

* Assists with placement of 'speciral needs’ but is mainly concerned with
the intellectually handicapped.
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Visually-impaired Children

- The Education Department, Sutherland Street Blind Centre
- Royal Western Australia Institute for the Blind

Auditory-Impaired Children

tducation Department/Private

- Integrated pre-school at The Speech and Hearing Centre (Early
Childhood Branch)

Hearing Asscssment Centre

- Parent Guidance (0 to 3 years)
- Cottsloc Special Kindergarten (3 to S years)

Physically Handicapped Children

Spastic Welfare Association

- Sir James Mitchell School (run in conjunction with the
Education Department)

tducation Department Pre-schools

- Buckland Hill Special School (jointly run with the
Crippled Children's Society)

- Wilteton Special School (jointly run by tnc Education
Department and the Public Hospital)

- Xoondoola Speciral School

ERIC
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FARLY INTERVENTION IN FASMANIA

tarly intervention programs in lasmanta which reported and came under
the definition employed tn this review numbered cleven. These were operated
almost entircly vy government bodies responsible for health education ser-
vices. Within these !l centres, 223 children received assistance, of whom
15 were less than 2 years of age, 55 aged 2 to 4 ycars, 43 aged 4 to 6 years,
and 110 were aged over 6 years. lhe large number of children who fell 1nto
this latter age group should be noted.

Ihe children werc experiencing a range of disabilities: physical (86),
intellectual (60), visual (7), hearing (12) and multiple handicaps (27).
Almost all scrvices were centre-based. Only S families/children were re-
cerving support within their own homes.

ihe staff of these Tasmantan programs were predominantly teachers (10).
Other ~taff 1ncluded speech therapists (6), physiotherapists (S), psycholo-
gists {5), occupational therapists (4), and soctal workers (3). Of the total
otaff of 38, only 9 were full-time, all others being involved with these
programs on a4 part-tame basis. [This position highlights the add-on nature
of these lasmanian carly intervention programs. In addition to the above,
atdes, and a physical educator, nursc, guidance of ficer and music therapist
were a1v0 1nvolved 1n contributing to early intervention programs.

ihe actual agencies providing the programs ranged over health and educa-
tion provisions. \t the non-government level the lLady Gowrie Child Centre
provided an after-work program for four children. FEducation Department
programs were operated at the Bruce Hamilton School (8 children), the Lady
Rowallan School (a total of 20 children in two groups), the Hotor Development
program (11 chitdren) and the Yarranc Xindergarten group (10 children), all
'n the tiobart areca, and at the Language Umit (6 children) and St. Michacl's
School (9 c¢hildren) in Launceston.

Health Department programs were lLimited to a parent-baby group (6
children) at ‘'tlonera', lLauceston, 20 children who were n attendance at
an carly iatervention program at Quindalup Day !raining Centre 1n tobart,
and the largest fasmanian program, operated at the Douglas Parker Rehabuili-
tation Centre {123 children).

pverall, early intcrvention services in this State pres<ented a< beuing
fragmented. [hey divided between health and education authorities, and were
mainly add-on programs to existing services, which were for chiltdren of
«chool age but with younger children also being catered for. There was
constderable evidence of a lack of communication between prograns, and 1n-
tormatton about programs.

tcw of the <ervices provided a home-based component within a centre
program, and where this did occur there was a concentration of this type of
wervice 1n programs for physically handicapped children. There was also
lack of emphasis on family support, a crucial clement n carl; intervention
programs,
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Onc major problan was the temporary naturc of staffing und of programs,
duc to the limited number of sources of ongoing funds. Many ~tuaff also
lacked qualifications adequate to their needs, and to the needs of the fami-
lies and children.

4.6.1
LIST OF CARLY INTERVENTION PROGRAMS (Tasmania)

Government Departments

Department of Health

- 'kloncra' Handicapped Children's Centre
- Quindalup bay Training Centre
- Douglas Parker Rehabilitation Centre

i:ducation Department

- Language Intervention Program

- Bruce Ham:ilton School

- Lady Rowallan School

-~ Motor Decvclopment Program

- Warrane Kindergarten

- St. Michael's School, Launceston

voluntary/Private

- Lady Gowric Child Centre

- St. Giles Home, Launceston

- Miranbeena, Royal Children's Welfare Association,
Burnie
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1.7
LARIY INILRVENTION IN THL NORTHERN TLRR [TORY

It was only recently that early intervention Services were established
as clearly defined services i1n the Northern ferritory. ‘the services were,
therefore, still very much at an early developmental stage and many plans
were only in the process of starting to be implemented. Every endeavour was
being made at an executive level of government to co-ordinate the developing
wervices of Health, Education and Welfare, and voluntary agencies. The
bepartment of (ommunity Development commissioned the Tipping report which
became the main guideline for the development of services. This report was
the result of o rapid intreasc wn concern for providing early intervention
services tn the Northern Territory and represents the Government's intention
that the developing services be co-ordinated.

{he tncredasing concern for services for handicapped pre-school children
was very apparent tn the number of services which have been established 1in
the last couple of years. The establishment of The Down's Syndrome Associa-
tion scems to have been a very important historical step for the development
of varly intervention services. The forming of The Down's Syndrome Associa-
tion wits the result of a group of mothers of Down's syndrome babies meeting
regutarly as a coffee group and then forming an Association. Four mothers
had ortginally been introduced to each other four or five years ago by a
¢linic sister who suggested that the mothers come to her clinic at the same
appointment time. This was basically the beginning of the group, and 1n
1980 a constitution was framed for the Association. The focus of The Down's
Syndrome Association was upon providing an early intervention Service wilhin
the existing pre-<chool services, and 1ts aim was complete integration. The
Assouiation formed i1ts i1decas in the early stages of i1ts development by con-
tacting programs within Australia, such as those at Macquarie and Monash
Universities, as well as writing to universities and early intervention
programs overseas. The Association placed importance upon giving parents
the skills to work with the child, rather than having specialist groups
with professionals working with the child. [t was felt by the Association
that Darwin was itn a unique situation because of 1ts 1solation and that,
as a resuit of distance from services and resources, and the large turnover
of professional staff as well a5 a very mobile general population, 1t was
only by giving the parents the appropriate skills that any continuily of
<ervice could be assured for the child.

A particularly important development in the services for children with
hearing 1mpairments has also occurred in the last couple of years. The
cffects of the establishment of the National Acoustics laboratory (NAL)
plus the establishment of a register of handicapped children in the Northern
lerritory, by the Department of Health, has meant that many children with
hcaring impairments are now being 1dentified at an earlier age. These two
factors plus an 1ncrease in the population of the Northern Territory meant
that the Department of E£ducation's Stuart Park Primary School had not only
a unit for primary school-aged children with hearing impairments but also
an early 1intervention program which had places for four handicapped children
and ecight places for non-handicapped children. This early intervention




program had a commitment to working with children at the centre rather than

in the children's homes and, as well as there being a teacher of hearing-
impaired children at the school, therc werc also two or three visiting teach-
ers cmployed by the Department of fducation who helped to co-ordinate programs
with the NAL and recgular school placements for hearing-impaired children.

Larly intervention services 1n the Northern Territory were most clearly
defined for children witn Down's syndrome or a hearing impairment. Although
the Spastic Centre's early intervention program was designed to cater for
children with physical handicaps and cerebral palsy, only a small number of
the children had cerebral palsy and the Spastic Centre actually provided a
program for a wide range of disabilities. lhe Spastic Centre offered a pro-
gram which had a one hour pecr day program and a onc week home-visiting
program. Secrvices for specific handicaps were very . 1in the Northern
ferritory and scrvices had not developed upon the same catcgorical bases as
1n other States. lhe Spastic Centre was a good example of this difference.
Ihe low numbers of children who possessed any particular handicap made 1t
inappropriate to cstablish separate scrvices for each handicap catcgory.

For instance, the Department of Lducation established places at the Tiwa
Pre-school for children with visual impairments, with the aim being for

the service to be modelled upon the services 1n existence for hearing-
impaired children. Last reports, howcver, indicated that only one child
with a visual impairment attended this pre-school. The Department of Educa-
tion had attempted to provide both this service and 1ts service for hearing-
impaired children by extending its existing scrvice downwards to include
pre-school-aged children.

Although there has been a rapid increase in services in the last few
years with more developments intended as a result of the Tipping Report,
carly intervention services i1n the Northern Territory presently can be
described as existing only in Darwin and Alice Springs.

The 1solated and scattered population characteristic of the Northern
Territory had considerable impact on the types of services whicn cuildren
could receive. Resources had to be found within the communitics or else
obtained by short-or long-term importing of cxpertise. Stories of families
who nceded to move from the Northern Territory to obtain services for their
children were frequently told to us during our contact with parents and
staff. Howcver, this was morc the case 1n the past than in recent times.

The development of services had been very much 1n a state of flux at both

a government and voluntary service level and 1t was only recently that the
situation gradually became crystallized and programs and service delivery
structures were set up. The Tipping Report, and plans for 1ts implementa-
tion, were scen as being crucial for the development of a structure of
services. Services and resources currently existed which supplemented the early
tntervention programs already described but the services were very fragmented
However these fragmented services werc scen to be particularly important

for Alice Springs becausec no €arly intervention program as such existed.

The Alice Springs Municipal Council had a Children's Service officer who

was responsible for the development and co-ordination of children's

serv*-~s. He endeavoured, for the past two years, to establish a Toy
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Library Service in Alice Springs to co-ordinate with the Darwin Toy Library
Service for the Northern Territory. The establishment of the Toy Library
service tn Alice Springs was seen as provading an avenue for those parents
who were anxious about their children but unwilling to ask for professional
help. Aithough the toy library would be like the Darwin Toy Library and
would not be specifically for handicapped children, the staff would have
knowledge about atypical children and the services available for such child-
ren an the Northern ferritory. lhe Alice Springs Spastic Council was working
on plans for the development of a facility in Alice Springs. Thas facility
would tnclude a hay Lentre as well as an early intervention program. The
Spastic Louncil intended to offer the service to all handicapped children
and not just to cerebral palsied ¢hildren.

In an attempt to provide as much stimulation of back-up resources as
possibic, The Down's Syndrome Association somctimes arranged for workshops
to be taken by organtzations, such as the Family Traiming Umit 1n Adelaade,
outside of the \orthern Territory. However, the general opinion Sccmed to
be that regardless of how valuable workshops were, stimulation and rein-
forcement necdedto be on a monthly basis rather than once Or twicCe a year,
and that a more cffective network of services and resources could be pro-
vided 1f all government and voluntary resources were co-ordinated at a local
level. This was also onc of the recommendations of the Tipping Report.

The tducation Department Special Services took responsibility for the
wdentification of children for educational placement, but 1ts role as a
back-up resource for programming was still being developed. The Department
of Mealth and the hospitals at Darwin and Alice Springs alse Trovided a
back-up resource for staff in early intervention programs, parents and
administrators but, as with all services currently 1n the Northern Territory,
the resources had developed in a precemcal fashion and the effectiveness of
the network was very much a reflection of the person contacted rather than
the network of services itself.

In summary, although services in the Northern Territory were relatively
few when counted as discrete programs, there were many instances of the
provision of early intervention services by flexible allocation of existing
community resources, and by the co-operation of government departments.
Unfortunately, outside the main centres of Darwin and Alice Springs, and
among the Aboriginal population, there was little tnformation to permit
assessment of nced.

1
1S1 OF LARIY INTLRVENTION PROGRAMS (Northern Territory)

o 9

tovernment Departments

i ducation Department

- tarly Intervention Program for learing Imparred, Stuart Park
School

- tarly Intervention Program for visually Impaired, Tiw: Pre-
school
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Voluntary/Pravate Parent-Support uroup Program

-~ Larly Intervention Service, The Spastic tentre
- Specialist Advisory Service, Down's Syndrome Association of
the Northern ferritory, Casuarina

Other Agencies or Groups Associated with Larly Intervention Programs

- National Acoustics lLaboratory

~ Darwin and Alice Springs Hospitals - support services to children
and families, rnciuding medical and paramcdical services

~ Community Hcalth Services - Child Development Clinic, Alice
Springs

-~ Toy labrary Service, Darwin

- Lducation Department Special Servaices

- Down's Syndrome Association

- Nataional Hyperactavaty Top Lnd Resource Centre

- Spastic Centre

- ANSUA

- Group for parents of visually-impaired children
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P8
VARIY (NUIRVENTION IN THL AUSTRALIAN CAPITAL TEHRITORY

the Iherapy Centre administered by the Capital Territary Health
tommission was the hub of scrvice provision for very young children with
disabilitics 1n the Australian Capital Territory. The Therapy (entre at
uraffitiv was established at the beginning of 1974 to provide a compre-
hensive service for all handicapped ehildren under three years of age.
vt only individual therapy programs but also a playgroup, dirccted by a
pre-schcol teacher supplicd by the Schools Commission or the Australian
tapital lerritory Schools Authority, were provided for chxldren from 18
months to thrce years of age. The Pre-school Scction of the Austral:an
tapital ferritory Schools Authority also co-operated with the Health
\uthority's Therapy (entre by providing itinerant teachers who offered
aome-visiting services to visually-impaired children (6 chaldren under
five ycars of age in 1979) and home-vasitang from birth for hearing-
iapaired children (16 children under six years of age in 1979).  There
was no other carly intervention service (according to the definitions
uscd for this rescarch) for the 0 to 3 year age group.

ft 1s important to notc the way a chiild entered the system. Each
«hild nad to be referred by a pediatrician. Thus a parent concerned about
the child might have gone through the following process before assessment
and programming could be accomplished:

Visat to general practitioncr » referral by general practaitioner
to pediatrician » referral by pediatrician to Therapy Centre.

After referral to the Therapy Centre, there was a parent intervicw by a
<oci1al worker at the centre or in the home, a physiothcrapy assessment,

a medical officer's interview with the family and, 1f the child's needs
«arranted 1t, an occupational therapy assessment. The program centred on
physiotherapy. Unlike the services of the Division for the Intellectaally
Handicapped 1n Hestern Australia, where psychologists provided the major
input, the Australian Capital ferritory lherapy Centre scrvices cmphasized
physiotherapy. In fact, the Australian Capatal Terratory vas the only
state 1n which physiotherapists had such a dominant role in early inter-
vention programs. Of the seventeen therapists at the Centre an 1979,

nin¢ were physiotherapists, Therc were no psychologists. A specch ther-
apist was at onc timc a member of the team and great .oncern was expressed
by staff and parents about the inability of the Therapy Centre to hire
another specch therapist.

Links between services were partly provided by the medical offacer
at the Therapy Centre, who served as a liaison between the Centre and the
«1x pediatricians who were referral sources. The fact that all therapists
worked only part of each week at the (entre and spent the rest of therr
time with older children at various schools meant that there was continutly
of programming for the children and sharing of skills between the Education
Department and Therapy Centre staff.
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AU three ycars of age, a chiid was considered by an assessment pancl
that determined whether he nceded continued help from the Therapy Centre
or whether he should be referred to an Lducation Department service. The
Austratian Capttal lerrstory Schools Authority was primarily responsible
for intervention activities for children after the age of three years.
Children with predominantly physical handicaps were referred to Hartley
Street Pre-schoot. Those with predominantly intellectual handicaps were
referred to Malkara, Koomarri* or Cranletgh Pre-schools. The pre-schoots
were known as “Pre-schools for Special Purposcs'™ but also scrved children
without disabilities. These pre-schools were under the authority of the
Austrattan Capirtal ferritory Schools Authority.

Pluacements tn Pre-school Assessment Groups administered by the
Australian Capital Territory Schools Authority were available for children
whosc handicaps were not primarily physical or intellectual, such as those
with hearing or visual mpatrments. These Pre-school Assessment Groups
provided integrated situations as some non-handicapped children were atso
inctuded 1n the groups. The groups might change 1n location depending on
nceds, but at the time of the study they werc located at Bannmister Gardens
in Griffath, throshby Crescent wn Griffith, Macquarie, Haig Park and Canberra
Pre-schootl Centres.  Serving several purposecs, the Pre-school Assessment
Groups of fered opportunities for children already enrolled in programs at
Pre-schools for Special Purposes to be tntegrated in a local pre-school
program, or offered a pre-school education opportunity to children who had
been served until the age of three by the Therapy Centre, but for whom 1t
was too carly to make a decision about placement 1n a regular or special
school. Despite the nomenclature, Pre-school Asscssment Groups were not
designed for assessment but for intervention. TFhe 'assessment' ltabel
indicated that many of the children had special nceds that were not as
clearty definable as the needs of those in the Pre-schools for Special
Purposes.

4 81
Programs Related to Larly Intervention or Broadly Characterized as Intecrvention

Integration of young handica, ~ed children in regular pre-schools has
not been treated 1n this resecarch study as carly intervention as such, and
there s ample support in the hitcrature for this. However, integration
1s broadly an 1intervention activaty. In Canberra, as i1n some of the states,
¢nc or two children with specia} needs could be accommodated i1n regutar
pre-school umits or classes. Approximately 168 children were placed n /
normal prec-schools tn Canberrajat the time of our study and most pre-school
teachers had at ltecast onc child with special needs in the classroom.

The \ustratian Capital lerritory Schools Authority accorded chitdren
with speciral needs of a slight or mild nature a high priority on waiting
tists for necighbourhood pre-schools. Not only the child's needs but urgent
family nceds (physical, mental or emotional) were considered. The Pre-
schoo!l Section also provided familv support by offering 'Referred Programs'
in tocal pre-schools, located recently at Hopetown Circurt Deakin, Lyons,
Rerwd and Schullin pre-schools. Siblings of children attending special schools

* Atthough available for use hoomarri had not heen needed recently and thus
]
was not included 1n our questionnaire study.
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or the therapy Lentre could attend two of the tour weekly sessions ot these
regular pre-school programs. Children with special needs who were aged
threo to thiee and o half years, but who might bencfit from placement with
sounget chibdren, were eligible for this program. Although these services,
Iihe integration services, were avatlable and were broadly defined as carly
intervention, these 'Reterred Programs' were not tncluded ta our detanled
data analysis,

\ number of agencies, programs, and govermnent department services were
avatlable to the tamilies of handicapped children and to the larger commui-
nity. Vlthough these serviees have not been classified as early intervention
for the putposes of our wider study, conducted through questionnsires, they
are tmportant and shoutd be mentioned.

\n amportant contribution to the development of young handicapped
childien was made by the Noah's Ark Centre, which offered a selection of
toys and cyuipment, playgroup opportunitics, and advice on the use of toys.
the mobile unit cxtended scrvices to the handicapped where carly inter-
vention programs were not available and where parents would otherwise have
to travel very long distances to obtain assistance. [he Assessment Centre
of Intellectual Handieap Services provided counselling and guidance for
handteapped people and therr families after referral by a doctor. 'The
\ustralian tapital {erritory Schools Authority hducation Clintc played
a usceful intervention role by giving assessment and therapy for children
with handicaps or learning dnttficultics.  An advantage to parents of this
serviee was that referral was not necessary

#oth government and non-government residentials could be called upon,
Health Service Hostels, located at B-uce, Chapman and Mclba and other
hostel~ Harttey House and Queen Llv.abeth [1 Coronation Home) were avatil-
able and Birtalce offered parent support hy making avaitable short-term
accommodat ion ihe Health \uthority's National Acoustic lLaboratory was a
re~ourc e, as was the Blindness Resource centre assoctiated with the Royal
Gude Dogs for the Blind,

tenerie servives offered to the entire community <an be a significant
«outce of help to the families of handicapped ¢hildren. tor cxample, the
\ustralian {apital ferritory Health Authority's child and family guidance
climes and community health centres, hospitals,* libraries, family day
care, and the local government occaxlbnal carqd centres, Domiciliary Support
Services (tmergency Househeeping and Home Help Service, the District
\ursing Srrviee] could be utilized by famitfief with handicapped children,
\~soctatons, both generie {\ustralian Pre-school Assoctiation, (anberra
Branch, \ustralian Capital lerritory Association for tarly Childhood Devel-
opment ) and ~peciatized (Austrairan Caprtal lerritory Socicty for Physically
Handicapped Children, \Wtist.c (hildren's Association of Australian
Capited dereatory, SPHED, Natwonal Hyperactivity Association of Australian
¢apitad derritory, and South New South Hales, Australian Association for
the Mentatly Retarded) existed as resources as well,

* ihe woden Valley Hospital Rehabtlitation Unit, for example, provided
paramedical services through the Hartley Street School for Specaial Pur-
poses.
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In summary, the central role of the Australian Capirtal lerritory
Health Commission tn the provision of carly 1ntervention serviees w.s
the dominant feature of the overview of programs for young handreapped
children 1n the Australian Caprtal Terraitory. This involvement pro-
duced a heavy cmphasis on the delivery of therapy services,  Lducational
servicve proviston for very young handicapped children scemed less well
developed than in the states.

~

4.8.2
LIST OF FARLY INTLRVLNTION PROCRAMS (Australian Capital Territory)

Government Pepartments

Austratran Capital Territory ticalth Commission
(with co-opcration from the Schools Authority)

- Therapy Centre (Throsby Crescent, Griffith and Pavad
Street, 0'Connor)

Australian Capital Territory Schools Authority

- Schools for Special Purposes
- Malkara (predominantly intellectual disabilites)
- Cranlecigh (predominantly intellectual disabilities)
- Hartley Street (predominantiy physical disabilities)
- Pre-schoo! Asscssment Groups

- Bannister Gardens, Graiffath

- Throsby Crescent Pre-school, Griffich

- Macquarac

- Haig Park (to be moved to another location)

- Canberra Pre-school centre (to be moved to another

locaton)

Tertrary, Private and Other

- Nojcarly intervention program sponsorcd by jr associated with a
textiary institution was currcntly in operatiion. However, a
program for training parents as language thetapists existed until
1978 at the Canberra College of Advanced Edugation.*

A number of Australian Capital Territory and New South Wales
teritary institutions arranged for students to be trained 1n
assoctation with existing early intervention services: for
examplec, Riverina (Wagga Wagga), Goulburn (New South Wales),
and the Canberra College of Advanced Education as well as the
Child Carec Department of the Canberra College of TAFE.

* Sce Rees (1978) for a discussion of the Canberra College of Advanced
fducation program.
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the wervices of the Australian Sochiety for Brawn Injured
Childeen were avatlable to tanberra residents through the
Melbourne oftice,. but thais program 1s discussed 1n relathon
to the state of Victoria

Yoluntary Agenerey
- No volyntary assoctation provaded an early intervention program

per se. although the Australian Capital Territory Society for
the Physically Handicapped provided supplementary funds to the
tiarcley Street Pre-school, and a group of parents of hearing-
impatred children contributed to defray costs of running the
Australian Capital Territory Schools Authority Assessment
Pre-schovls.
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1.9

The patterns of services described 1n the preceding overviews reveal
differences both between states and within states. This seems to have been
the inevitable result of the cvolution of program initiatives 1n a sporadic
sequence.

The dircction of this evolution has been determined by the presence of
tdentifred needs and the nectwork of agencies available to provide services
to meet these needs  Such developments have occurred well 1n advance of the
formulation of strategies to regulate the development of scrvices and
policies to co-ordinate their delivery. There 1s a clear need for govern-
ments, at both state and federal levels, to make the formulation of such
polivies an urgent priority.

The cstablishment of tnter-departmental committces on ecarly intervention
in several states 1s o promising sign that such policies will be torthcoming
in the future. Hationalization of overlapping services and better co-
ordination to full gaps vn services delivery, particularly 1n urban centres,
ts a process already under wiy 1n some states All states and territories
face problems 1n attempting to provide a untform avarlability of early
intervention throughout their many regions. This s particularly the case
tn rural settings where distance and reduced avatlability of professional
resources combtne to crcate a major impediment to the delivery of carly
ineervention services.

Mationally, the major difficulty 1n framing a coherent policy for early
intervention scems to reswde 1n the problem of accommodating the very different
patterns of adminitstrative responsibility for carly intervention by govern-
ment and non-governament agencies. It ts to be hoped that the present rescarch
will facilitate the process of accommodation  Before this can happen, a
clear picture of the national scene tn carly tnterventtion wtll be an essential
prerequisite The following chapter provides such a map, derived from the
data provided by the sample of programs ctther visited or surveyed by questionn-
atre

Toy libraries have not been described systematically tn this chapter,
except where they have played a particularly tntegral role tn the cvolution
of the particular pattern of ecarly intervention 1n a state or territory. A
more comprchensive treatment of the place of toy libraries in the Australian
context ts provided in Chapter 8

w
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CHAPTER 5

EARLY [INTERVENTION PROGRAMS IN AUSTRALIA- MAJOR CHARACTERISTICS

L.M.Conrad, A.J.Coulston & M.Willis

In the early part of this chapter important characteristics of early
intervention programs are digcussed primarily on the basis of information
gathered on gite visits, in workshops, and by correspondence.* Several
broad issues are addressed in a non-quantitative fashion: the approaches
taken to early intervention in terms of particular models, the sponsorship
of the programs, their orientation, their focus in terms of their clientele,
the patterns of staffing and staff relationships among staff, and the
strategies exemplified in the programs. The second part of the chapter
presents data obtatined from questtionnaires supplied by early intervention
progrems. Information on the length of time Australian programs have been
established, the numbers and ages of children served, sources of funding,
types of professionals providing services, methods of assessment, and
perceived strengths of the programs are provided in this section. The
perspectives of parents are reported in Chapter 6.

* Appendix [ s a site visit tnterveiw/observation guide.

Appendixz J gives tables of basic information on programs in this study.
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5.1
APPROACHES TO EARLY INTERVENTION

Services to handicapped people can broadly be categorized as embodying
a medical, educational, social welfare or recreational emphasis. All of
these orientations have a legitimate place in early intervention, although
the social welfare and recreational approaches tend to be more relevant to
ancillary services than to ecarly intervention itself. All four approaches,
when applied to young children, have certain similarities, the main diff-
erences being refiected in the kinds of personnel employed to implement the
programs and 1n associated program emphases.

The classic medical or therapeutic model focuses on five major concerns:
prevention, diagnosis, treatment, care and habilitation. All of these may be
related to early intervention even though they are not in themselves develop-
mental programs. Thus prevention, as in genetic counselling, may result in
the conception or birth of a child free of a handicapping condition which
would otherwise have required intervention; where prevention has not been
possible, diagnosis 1s necessary before appropriate intervention can be
planned and attempted, treatment may change a handicapped person's capa-
cities, for example, surgery or Physiotherapy for a cerebral palsied child
can change his functioning and affect the kind of 1intervention that 1s re-
quired and provided; high quality care 15 necded to provide an appropriate
environment for lcarning and accelerated development, finally, without
proper attention to his physical needs, the handicapped person's deveclopment
will be at risk. Of the five major concerns of the medical or therapeutic
model, however, habilitation most closely approximates early intervention in
concept. Habilitatioh implics amelioration of physical disabalities in a
systematic scries of activities especially designed to enhance development.

Although most habilitation programs secmed to be focused on physical
disabilities, they were developed for other disabilities. Emphasis tended
to be placed on motor skills (gross and fine) and self-help or self-carc
skills such as feeding and toileting. Most commonly medical and paramedical
staff and therapists werc involved 1n habilitation: nurses, physiothera-
pists and occupational therapists. However, developmental and educative
aspects of habilitation have led to a conceptual rapprochement betweer the
pedical and educational models, although philosophically and pragmatically
the distinction may still be maintained. For example, skill development
programs operated by nurses at thc Bambi Nursing Home (associated with the
(ntellectually and Physically Handicapped Children's Society of New South
Nales) had characteristics of early intervention although the staff consid-
ered the program to be habilitation. In some medical settings the distinction
between habilitation and intervention was withdrawn and full recognition
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given to the indivisivility of the various types of services for young handi-
capped children  For cxample, 1n the privately operated Allowah Babies Hos-
pital 1n Sydney, which provided nursing care primarily for handicapped child-
ren whose parents had chosen the alternative of institutionalization, a
teacher with specialist train ng was hired to carry out an early intervention
program for the institutionalized babies and young children. laurel House
also provided an intervention program with an educational orientation in a
medical sctting. These two examples 1llustrate that intervention within an
educational model can exist 1n a medical sctting, and that the relationship
between habilitation and educational i1ntervention, between a medical and an
educational model, can be a close one

[n some other medical settings where care was understood and provided as
part of a medical model, the distinction between a medical and educational
model was difficult to maintain. For example, Mental Deficiency Nurses 1n
New South Wales made home visits i1n which they provided care and trecatment
in the traditional sense, however, they could also provide educational inter-
vention by advising the mother on ways of helping the child develop. At
the Royal Children's Hospital in Melbourne one of the programs in operation,
while not neccessarily viewed by the hospital staff as an early intervention
program, ncvertheless bore some characteristics of such programs 1n that
1t was a long term program to foster development. {t 1s interesting to note,
too, that the process of diagnosis may have developmental implications. For
example, 1n the Barwon Region of the Victorian Health Department the "ongoing
assessment’ which was provided not only resulted 1n observation and assessment
but 1t mght also affect the development of the child over a period of time.

The classic¢ educational model of services to young handicapped children
has two major aspects assessment and education  While this model fre-
quently focused on cognitive arcas of deveclopment and, 1n particular, language
development, a comprehensive approach was typical, with some attention paid
alvo to motor skills, sensory stimulation, sclf-concept, and social skills.

Somec programs that might be called '"early intervention” were classified
as ''ongoing assessment” For examplec, an education department which did
not officially provide intervention might i1ncidentally do so as part of the
process of determining appropriate later placement in a pre-school or primary
school. An example of such an assessment program occurred i1n a playgroup pro-
vided by the Mctropolitan West Regional Office of the New South Wales Depart-
ment of Education  With parcnts accompanying them to learn how better to
assist their children's devclopment, the children were assessed, but were
nccessarily also, 1n the process, lecarning language and social skills.

Lducational intervention, the fostering of a developmental prerequisites

o later lecarning and devclopment, occurred 1n a number of settings  playgroups,
Zrc—schools. clinics and homes  Although 1n somc programs the focus was on work

with an i1ndividual child and parent(s), most intervention programs were directed

to groups of children, with or without their parents present. Existing home-

based scrvices tended to use cducational materials and resources O encourage

parcats to become tecachers of their children  Sometimes the home-based programs
combined aspects of the medical and cducational models or used personuel who had
qualifications other than diplomas of tcaching. For cxample, the Division for

the Intellectually Handicapped 1n Western Australia cmployed ''social trainers’ ‘
as home-visitors. The social trainers, who were members of a multidisciplinary

tecam that did not include teachers, underwent a twelve month training period con-

ducted jointly by the Division for the Intellectually Handicapped and the Social

Studics Department of Perth Technical College. The intellectually Retarded Ser- i
vices of South Australia used "Activity Advisers” as home visitors, at the time

[Elz:i(:‘ Nl J L)

Aruitoxt provided by Eic:




ERI!

Aruitoxt provided by Eic:

. 86 -

of our site visit, the qualifications of the Activity Advisers included a
Child Carc and Development Certificate (University of Adelaide and South
Australian Council of Social Service), a British Home Office Residential
Child Care Certificate, and a Mental Deficiency Nurse's qualifications.
[n this case the supervisor of the Activity Advisers had a teaching dip-
loma and a degree of Bachelor of Special Education.

fhe educational program was frequently accomplished through play acti-
vities, usually highly structured ones in which children participated 1in
games with specifically defined educational goals. Most playgroups we ob-
served followed a typical pre-school model 1n this respect. However, there
have been exceptions. One playgroup type of program that planned for spon-
tancous play wis Multicap's program in Toowoomba, Quecnsland, which included
very few chitdren of early intervention age. A child was given access to a
number of toys As he began to respond to a particular toy, the leader
fostercd that interest and encouraged him to play with the toy  Although
group activities required structure, these were complemented by the spontan-
cous play period  Spontancous play 1s a rich area for learning, but 1t 1s
not casy to provide high quality opportunities without adequate resourcces,
tncluding personnel sufficient to permit undivided 1ndividual attention toO
a child during the spontancous play period, a wide variety of toys, and
plans to rewntorce appropriate rclation-hips in interactional play In
programs where parents were encouraged to teach ther children, mothers some-
times were given advice on how to provide a stimulating eavironmert for play
and how to reinforce play actavity

Most spontancous play occurred 1n programs other than carly intervention
and could be characterized as “'supervised” rather than "planned"  Spontan-
cous play for very young handicapped children was gencrally to be found 1n
activitics offered by recrcational services. The recreational model of
services, when applied to children of ecarly intervention age, was exemplified
by playgroups that were unstructurcd and that had as their major purposc
child-minding. parent relief, entertainment Oor socialization opportunitics
for the children Structured play activities within the recreational model
included horse-back riding. swimming and other specific shill activities as
well as comprehensive skili activities such as those pursued at holiday camps
whiie providing a wide range of activities, holiday camps were usually provided
for older ¢htldren. and when avaitlable for younger children, were short-term
and thus are not considered "cariy intervention” for the purposes of this study.

The soctal welfare model 1s perhaps the original squrce of the focus on
families that 1~ now part of the carly intervention scefjc This model, imple-
mented by social workers and psychologists primarily, h3s tended to operate on
the premise that what 1s good for the family will benef}t the child. A hypo-
thetical example of this general model might be a program for single mothers
of handicapped children that focuses on the mothers' nckds as well as the
(hildren's - for cxample, needs for job skills, emotional support, educational
opportumities, and child-care relicf.  The Famly Training Unit of the Intell-
cuturl iy Retarded Services itn South Australia was an cxample of a social welfare
model, the young handicapped childrcn were not given direct carly iaterveation
services, but rather their parents were offered courses to help them manage and
direct the growth of theit children. The only social welfarc program of carly
intervention studied intensively 1n our vescarch was the New South Wales
tarly Infant Stimulation Program of the Handicapped Persons' Burcau. Depart-
ment 0f Youth and Community Services. Co-ordinators implcmenting this program
tried to help parcats of handicapped children take full advantage of various ser-
vices available, and to make choices among programs about which the co-ordinators
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tould 1nform them  The co-ordinators also made cfforts to foster co-operation
among agencies serving the handicapped 1n a given arca. Without providing u
direct hands-on service, the program cxpressced the principle that the family
1> the decision maker, needing not prescriptive advice, but clear descrip-
tions of available options. The program reflected some of the notions of
advocacy that are coming to the fore i1n scrvices to the handicapped, includ-
ing the idea that the family necds a ncutral information source as well as
program providers with commitments to given philosophies of education or
methods of 1ntervention Incrcasing concern for family choice has also
characterized other models of service to the handicapped.

In summary, of the various models of services to the handicapped, the
medical and cducational models tended to be those most commonly adopted in
carly intervention programs. In carly intervention programs observed 1in
Australia, differentiation between medical and educational models was often
«learcut, with some programs employing only personnel with a medical orien-
tation and placing their emphasis on habilitation, and others cmploying only
tcacthers and stressing cducation Yet the staff of most programs acknowledged
the valuce of both models, and would accord importance to a transdisciplinary
approach involving both therapy and education. It scems that frequently the
styles of intervention activities of therapeutic and educational staff over-
lapped markedly, so thata co-operative and unificd effort i1s i1ndeed possable.

Al though programs cxemplifying recrcational and social welfare models
wercnot the focus of this -tudy, they have contributed a great deal to the
concept of carly intervention and place emphasis on ancillary services for
which parents are expressing great need. Such ancillary services often had
important adjuncts or provided the necessary environments for carly inter-
vention, and demonstrated the inter-relatedness of the needs of young handi-
capped children and their families, these children and thexr families func-
tion as a fundamental unit for service delivery

Although there are differences itn the models that may result in conflict
between proponents of the various models, those differences seemed often not to
be tlosecly reclated to deeply held convictions about what s appropriate inter-
vention. Most interveners scemed to consider 1deal the contribution of various
kinds of professionals tn a team sctting. The reason such an 1deal was not
more frequently encountercd had more to do with administrative 1diosyncrasies
of departments or agencics than with a belicf that the help of particular pro-
fessionals was not neceded  For cxample, hcalth depaitments may not be able to
hire teathers and education departments may not be able to hire therapists,
ye¢t carly intervention program staff i1n many hcalth-reclated settings seemed to
afknowledge the importance of teaching input, and those in cducational sett-
1hgs acknowledged the nced for therapists

where conflict was most apparentwasnot 1n relation to €arly intervention
programs themselves, but rather in relation to services which did not see the
necd for intervention or which did not offer such programs At the extreme 1n
a health setting, this wasdemonstrated by those who believed medical care alone,
in the form of prevention, diagnosis, and remediation was sufficient to serve
the neceds of a family with a handicapped child. In such a case 1t was consid-
ered that the education of the child would appropriately commence at age 5 OF
6 years and assistance to the family as an educative agent in 1tself wes not
considered necessary. At the extreme in an cducational sctting, the educator
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feit that nursing, the py or other staff without formal teaching quali-
fications could not be centrally involved 1n educative activities. Narrow
professionalism and administrative territoriality existed and interfered
with the development of optimal scrvices for young handicapped children.
This issue ts explored further in Chapter 9.

5.2
SPONSORSHI P

A major determinant of the nature and characteristics of any program
was 1ts sponsorship and henee its Sectting.

1f, for exanple, 1t was a Health Department or Health Commission program
the setting was likely to be a hospital, residential institution or hostel,
an assessment centre or possibly one of a number of generic services for the
community such as baby clinics or community health centres. Within a
hospita!, the departments most likely to provide an carly intervention
service included psychiatry, occ ppational therapy, physiotherapy and pediatrics.
The terminology used was generally medical, that 1s, children who were served
within the tnstitution were in-patients, thosc who visited a clinic at the
hospital out-patients. Pcople involved 1n a hospital scrvice were nurses,
physiotherapists, occupational therapists, speech pathologists, social
workers. Residential institutions such as hostels for the intellectually
handicapped tended to have programs that were carried out by nurses or resid-
ential care staff, often involving input from psychologists, and because of
the severity of handicap of children 1n residential 1nstitutions, programs
had typically been limited to a focus on sclf-care skills such as feeding,
toileting, management, and other programs that had relatively limited goals.
However, some residential institutions had recently developed toy libraries
to ensurc that children had appropriate playthings and there was 1increasing
awarencss of the value of play and of fostering play behaviour in children.

Assessment o |} therapy scrvices to handicapped children varied markedly
from state to sta :, thus rendering difficult any gencralizations about
health services 15 assessment and therapy settings. [n addition, assessment
facilities of heaith departments, particularly in relation to disability,
appecarcd to be undergoing change, assessment Centres 1n some areas seemed to
emphasize assessment activities while in others the therapy or intervention
following assessmept was also scen to be of vital importance.

Education departments were typically involved in early intervention through
the provision of special pre-schools attached to special schools or of regular
pre-schools 1nto wh.ch handicapped children might be integrated and provided
with visitirg tcacher support. Home based programs tended to be provided for
young heariig-impatred children, at times support was provided to voluntary
organizations who offered such a service. Education Departments employed, as
might be assumed, mostly teachers but in some cases they also utilized the
services of psychologists and speech therapists, other professionals such as
physiotherapists, occupational therapists and social workers tended not to be
included 1n departmental staff.




Until relatively recent yecars, education departments were not involved
ti the ottering of programs to children below statutory school age cxceept in
cases ot hearing-tmparment and somutimes visudal-impairment, such involvement
IS nuw substantial an o all states and territories exeept New South Wales and
Victoria Acceptance of responsibility for younger age groups has undoubtedly
facilitated their provicion of intervention programs for handicapped children
of pre-school age ihere as a growing belicf that these departments should
be reaponsible for the education of all children with a handicap from birth
or from first wdentitication of the handicap, suth a recommendation has becn
made, for example, by the Council of Speusal Lducation i1n Western Australia
and by the Advisory (ouncil for Special fducation 1n Queensland In the
preceding chapter we have discussed programs offercd by education departments
to very young thildren * Iypically, state education Jepartment services have
provided through guidance/school counsclling/special education branches and/or
through pre-school divasions

Programs associated with tertiary institutions were studied Lach tended
to depend on the particular person whose interest 1n carly intervention
resulted in the establishment of the program and thus there was marked vari-
ability among them lhe programs were not usually sponsorced by the institution
although instaitutional facilities might be used  All of the ecarly intervention
programs associdated with tertiary anstitutions which we noted were connceted
with departments of education or special education, there were none assoctated,
tor cxample, with departments of occupational therapy These programs tended
to be somewhat less eclectic than those of ‘ered by other agencies, since they
drew hcavily on the particular expertise aad phijosophical orientation of the
foundetr Assuming Wolfenberger's premise that devalued persons such as
handicapped ¢hildren benefit by association with prestigious institutions or
orgamizations, thc location of programs on the sites of tertiary institutions
would seem to be a strength  However, as we discuss in Chapter 9, the role
of tertiary institutions in the provision of such services nceds clarification

Voluntary associations we-c amportant sponsors and scttings of carly
intervention programs There were two major types ~o wnvolved The farse,
which often evolved with time into the sciond, was a voluntary organization
instituted by parents of (hildren with a particular disability (c g Down's
Syndrome Association, Northern lerritory) or developed by a community group
in order to act as a pressurc group for change or the establishment pf a
program  The second group included those organized on a state or nd&xonal
tevel, usually in orelation to a partiycular type of disability such as asso-
viations for the blind, for the deaf and hearing-impaired, for the physically
handicapped, for the intellectually handicapped

the small voluntary associations made up of parents of handicapped children
and others anterested in disabiulity, have played an amportant role 1n initiating
carly i1ntervention programs Playgroups and day carc centres that werc broadly
defined as carly intervention were ir many cases begun by mothers of handi-
capped children who recognized the nced and co-operated to seck funds to insti-
tute and support the secrvice fhese groups, however, gencrally had very few

* A separate report by the Schonell tducation Rescarch Centre on the pilot
carly intervention projects of the Queensland btducation Department was
rcferenced on p.50 (Hayes 2¢ ar 1981). E) .
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resourtes and frequently could employ only one person to provide the inter-
vention servace [n soac cases, of course, support services from outside
the group were avatlable asa supplement. It 1s interesting that several of
these voluntary community groups had developed to cstablish an alternmative
to services a'ready provided by well-established voluntary associations,
somctimes the alternative was sought as a way of avoiding what was perceived
as a non-nomalizing service. The prolifcration of small community groups,
frequently made up of parents seceking services, suggests that there nceded
to be morce avenues for parents to v,c 1n sceking appropriate Services.

very frequently the resources i1n the community were avariable but tappine
them was not an €asy taskh. At the same time, many voluntary associations
were seching to expand their clientele, particularly at very carly ages,
recognizang that developmental delay might be due to a variety of handicaps
\oluntary associations had considerable potential for flexibility 1n the
stafting of programs, sinte they did not have some of the rigwd employment
regulations that tead to characterize government departments.

e inucrcasing emphasis on pre-school cducation in the general community,
and the simultancous interest of cducation departments in pre-school children,
means that in many instanues pre-school services offered by voluntary
dssovtations were almost entarely subsidized by government. In some arcas
this has had the cffeet of urcating greater interest in carlier intervention,
that 1s from barth up to the age of three years, as voluntary associations
have reassessed the needs of the comnunity and therr own resources. For
example, when in South Australia the bducation Department sade provision
for the education of chiidren aged three and over, the Intellectually Retarded
Servives of the tlealth Department began to offer a home-vasiting program
that developed into an activity advisers program with playgroups for children
from birth onward

5.3
PROGRAM ORILNTATION

1he vast majority of programs observed througout the study were
established for the purpose of providing service to families and children
There were, however, some programs that had been intended primarily for
rescarch purposes, and others for the traiming of professional staff to work
with children tn carly intervention programs or children wite particular
disabilvtaes Because of the very urgency of the necds ot i people who
were being served by rescarch or training programs lowever, programs which
had an original purposc sther than scrvace in fact camc tv emphasize that
aspect. for example, the Preston Instatute program (LPIC) 1n Victoria
wees considercd by some as an essential program, although 1its original purpose
wa~ nol to mect the nceds of people 1n that area so much as to test the

ttectiveness of certain types of programs

Program rclated rescarch was frequently intended to test new aideas,
cipenimenting to discover 1f they were cffective or to comparc alternative
method~ to determine which sccmed most appropriate in a particular setting




It appeared that some of the projiects designed to test such rescardh
questions had developud into douwnentation and/or sclf-cvaluation
projects partiy betause the pervceved nied had been so great that the
program became & scrvice rather than o rescarvh projuct Suciv 0 Change
tn focus bas implirations however for the future of the program  Wher
programs have maintained theat rescarch fowus, at the wonc lusson of
the rescarch there may well be no way of assureng thc tontinuity of
that program Prusently There 15 no way for the translation of a basac
rescarch project into a scrvaice The Newcastle (ollege £ Advanceed
tducation Language Hevolopment Program, whith et out to trdm parents
as therapists, is an example of 4 researeh project that dad in fact end
when the original purpose had been achreved It could bc argucd that
this 1s a natu.al progression from basic rescarch to service and,
subseyuently, parent lobbying for replaccement of that servace, if in
tact a need has been shown to exast

very few programs had bcen established solely for training purposcs
ln most vases traiaing toek place i1n co-operation between a college of
advanced cducation or university and tn carly intervention program, for
exanple there was co-operation 1n Victoria between the Royal Victor:ian
Institute for the Blind and Burwood State Collcge and in South Austrahia
between the Autastic Children's Association and the Adclarde College of
the Arts and Lducat:on at Underdale,

5.1

CLIENT 10CUS

As wcll as being able to daffcrentrate the programs vasited 1n terms
of their philosophical orientarions, i1t wasalso possible to diffcrentrate
them by studying the clicntcle upon whom the program focused. Although
the staff of virtually 111 the programs mentioncd the importance of the
total family, programs diffc.ed cnormously in thexrr approach to providing
& service whach may ultimately benefrt the total family It 15, therefore,
possible to describe the foeus of programs by grouping them upon the basis
of the <ci1pients who reccive most ot the program staff's time. Some
prograr such as that at Newcastle Collcge or Advanced Education, the
Departm ¢ of Health's Central Assessment Clinic an Brisbane, and the
Departe 1 of licaith's Division for tnec Intellectually Handicapped
{irrabecia) 1n Perth pro.ided comprehensive servaices for families and
focus upon cach of the foliowiag clicentelc group: but most programs
tended to focus upen a specific clientele group. These three groups can
be broadly described as the indivadual chald, groups of chaldren and
children and their famihies

5.1.1
The Individual Chald

Programs which focuscd upon individual children tended to be those pro-
grams which were centre based, some, however, were home bascd wath program
staff working directly with the child 1n has home. Whilc complementary
services have somctimes been provided, in many cases the focus solely upon the
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individual child was a4 result of limited resources, an attempt to make the best
use of the skills of the program staff and/or a response to a commitment to
avoid incrcasing the workload of a family, onc of whose members had a handicap.
Some programs, such as the Macquarie Project, considered this latter reason as
being an amportant aspect of the rationale of their program and, in addition,
saw this type of program as reflective, from the family's perspective, of

the principles of normalization. Referrals from the program were made to
other services available tn the community for the families of the children

in the project’'s program. The centre bascd component of the program focussed
upon the individual child. This focus was also typical of the centre based
components of the program at Newcastle College of Advanced Education, the
emphasts beang upon the individual child and wherever possible providing

for onc-to-onc i1astruction while at the same time allowing opportunity for
group interaction and group forms of instruction. The Marsden Hospital
program 4lso provided onc-to-onc instruction a5 well as group programs, but
involved less frequent interaction with the children than was the case with
the two previously mentioned programs, since this program was often a supple-
ment to other forms of service, the focus of the program could be child
ortented, with the family's nceds likely to be met via other placements and
services. Yet other programs, while attended by groups of children, provided
a focus on the individual child in their wtmplementation of a philosophy of
individual attention and their rccognition of the needs/characteristics

of the children.

While playgroups and kindergartens were available to and helpful in
preparing children for more formal learning, itwas apparent that some
children with problems such as limited mobility or distractibility did not
respond well to largeé groups which could be confusing and too unstructurcd

Thus for a varicty of reasons, scveral programs could be found in which
the 1ndividual child was the focus of interest and activaty.

5.4.2
Groups of Children

Focus upon groups of children was usually the result cither of limited
resources or, by contrast, a response to the principles of normalization
whereby children with mild handicaps were integrated into regular settings
Playgroups such as thosc organized by the Subnormal Children's Welfare
Association tn New South Wales provided an cxample of programs offering
a service to handicapped pre-school children. The Association expressed
a desire to do more i1ndividual programing but, 1n their circumstances, a
focus upon groups of children allowed the best usc of exasting resources
and fulfilled a community necd for the children concerned.

» 5.4.3
Children and Their Families

The 1mportance of secing the child as part of the family unit stems
from the recognition that the entire family is affected by the child with a
disability and that the child 1s in turn affected by the familv. Siblang
rivalry, marital tensions and the problems that are gencrally described as
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logistical can create a poor environment for the development of the child
with a disability and all other mcmbers of the family.

Regardless of the focus, type or intensity of the programs visited by
our teams, parental involvement in programs was mentioned by all program
staff as being important.

However, the type of involvement actually occurring varied significantly
among the programs visited. Firstly, whether a program was predominantly
centre or home-based influenced the amount of contact with parents. Many
centre-based programs such as Xate Cocks Day Care Centre in Adelaide,

Shannon Park Centre at Ceelong and school-based programs such as those

at the Malkara School 1in Canberra and the Autistic Children's Centre 1in
Brisbane arranged home visits :f a situation required such a visit, but most
parental involvement took place at the centre. Contact was also maintained
with parents in many programs by maximizing the opportunities created by
incidental contact, such as when parents transported children to the centre

or attended the centre as part of a roster system. This incidental interaction
between parents and staff in relation to transport arrangementS was mentioned
by some program staff as onc of the advantages of not providing transport for
all childrea.

Thether programs made more spectfically planned nrovisions for parents
depended very much upon other local community provisions and whether the
program was part of a larger organization. For instance, 1n South Australia,
a Family Training Unit which was part of Intcllectually Retarded Scrvices
provided a service for families which the early intervention programs admin-
i1stered by the Services and by other South Australian early intervention
programs could utilize. The Queensland Department of Health's Family Cduca-
tion Unit 1n Brisbane also provided a similar type of service specifically
for parents involved 1n Central Asscssment Climic programs, but a scrvice
was also provided for other parents of handicapped children. Not all
comnunities had such a service. In response to overloaded services, some
programs provided their own family training programs.

The Monningten Centre and the Royal Victorian Institute for the Blind
1n Victoria are two cxamples of programs which placed a considerable
emphasis upon meetang the needs of the whole family. At the latter, a three
hour afternoon program for parents of homc-visited children was held weekly.
For one hour of this period, staff were not present, parents then had a
two hour session with staff, covering a range of topics, some selected by
the parents and some suggested by staff. The parents of children attending
the Institute's centre-bascd program visited the centre one hour a week for
family support and skill training and for the reporting of information about
the child's progress. The approach taken fo family involvement at the
Monnington Centre 1s best described by Hewatt (1977). Emphasis was
placed upon planning for a variety of forms of parental 1nvolvement to allow
for changing family necds as the child moved from the early intervention
program to other programs in the Centre.
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The EPIC program at Preston, Victoria also arranged its own family
training programs. Two postc ‘duate students and the director of the
program were primarily responsibie for these. [n programs emphasizing
specific skill development such as EPIC (Victoria), Children's Centre,
Macquaric Project (New South Wales) and Irrabcena (VWestern Austratia)
the mother tended to be seen as the prime carc giver who had most contact
with a child and hence the person whose skills could have the most effect
on the chitd. Emphasis was thercfore piaced upon developing the parents'
(xn most cases the mothers') skills and hence reducing parcnt anxiety
while at the same time improving the chitd's skill deveclopment. By
¢ontrast, 1n centre-bascd programs that interacted primarily with the child
rather than the famity, the provision of such a program was often secn as
being 1n the famiiy's best interests, facilitating a mother's attempt to
tead as 'normal’ a lifc as possible and to have freedom from total
responsibitity for the child all the day. This approach, as well as
heavy work toad commitments, often recsulted tn concentration upon the
child at the centre and made a minimum of demands upon the parents.
Whereas some programs cmphasized crisis counsciling and support, other
programs achnowledged the need for support but responded to this need by
helping the parents to devetop skills so that they coutd actively help the
chitdren's development and overcome their own feelings of helpiessness.

Most of the focus on families was aimed at the parents but some programs
gave attention to the handicapped child's siblings. Sometimes they were
hetped indirectly as programs emphasized the skill devctiopment of parents
or provided support through counseliung to siblings. However, some programs,
such as the Royat Victorian Institute for the Blind and Shannon Park in
Victoria, included siblings 1n the centre-based conponents of their programs
So too did the Subnormal Children's Welfare Association playgroups which
offered a scrvice to approximately 200 children in the metropolitan arca
inctuding about 30 siblings as well as some children who were onty mitdly
detayed. Including the siblings in the program was secn as providing
normalizing cxperiences for the handicapped children in the program and at
the same time providing an additional service for the famity of the
handicapped child.

Ihe Australian Capital ferritory's School's Authority Pre-school Section
provided family support by offeruing 'rcferred programs® in tocal pre-schools,
siblings of children attending special educational placements or the Therapy
Centre might attend two of the four weekly sessions,

The Department of Health's Family Education Umt 1a B8risbanc provided a
Brothers and Sisters Group program, this program was organized for the brothers
and sisters of intetlectuatty handicapped chitdren and the group addressed
1v~ucs related to questions and reactions from friends about having a handi -
capped brother or sister. The Southern Tablelands Chitd Development Unit also
organized a siblings group which operated once a week for si1x weeks, and
othcr programs offered services to siblings as well.

ERSC 99

Aruitoxt provided by Eic:




Although all programs acknowledged the need for family involvement,
the philosophical orientation of the program, the basc of the program and
the resources of the program gicatly influenced the relative cmphasis which
pru,rams placed upon the individual child and upon the family.

.5
PATTERNS OF STAFFING AND STAFF RELATIONSHIPS

(4]

There were four basic patterns of staffing that were obscrved 1n carly
intervention programs. First was the offering of scrvice by an individual
specialist. In many carly intervention programs therc was only one major
provider of the service, a teacher or a therapist for ecxample. This individual,
perhaps, had some very limited support from other staff. Some programs
such as the University of Western Australia program had several specialists,
cach of whom in e¢ssence worhed as an individual to provide the service to the
particular children who scemed most to need his/her particular skills. Thus
an occupational therapist might work with some children, a physiotherapist
with others, possibly a teacher with still others. In this type of service
some children might sce more than one therapist but cach offered an independent
program. There might have beecn some communication between the specialists but
it treally was not a sharing of skills, and since many of the children did not
participate 1n morc than onc of these independent programs little nced was
seen for consultation.

The remaining relationship patterns tended to be an cxpression of a team
approach. However, therc werevarious kinds of such approaches In some
instances, a team consisted of many therapists or other professionals who
provided service to the same people. In this sense the team approach did not need
to involve particularly close relationships between members who did, however,
vicw themselves as providing a similar service and who from time to time had
occasion to discuss some of the same children  Reference to a 'team' 1n a
program thus did not necessarily provide detailed «nformation about the
actual rclationships between the tecam members.

One kind of reclationship might be described as that which existed
between complementary specialists or members of an interdisciplinary team.
This type of team involved various kinds of professionals who viewed their
activities as being related but each individual therapist, teacher or
other professional provided his or her own service using the special skills
that had been learned. Although therc was discussion and communication
between various specialists about the children, cach provided a unique
service and looked upon himself or herself as providing expertise in that
given arca, doing something which no one else on the team could do. This
was sometimes reflected administratively in separate departments, for
example an occupational therapy department, a physiotherapy department.

In thesc tnstances the individual therapists worked with their peers in
other areas of their work, but for the early intervention program had a
represcntative who worked with very young children and who had informal
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contacts with specialuists from other fields, reporting, however, to the

home department. for example, although there was very close contact between
the physiotherapy department and the activity advisers' service of the
Intellectually Retarded Services of South Australia, nevertheless the
phystotheraptsts were under the administration of a physiotherapy department
Departmental barriers were beginning to break down. Thus ¢ven when a service
reflected the historical pattern of specialist departments, the individuals
in thosc departments, for example the physiotherapists and occupational
therapists, looked on themselves as bcing members of an early intervention
team. [t vs difficult to classify particular programs because 1n some cases
there was a transition taking place between an old system where specialists
had their individual departments and a new System where several departments
combined their cfforts to bring their particular skills to bear in an carly
intervention program.

the transdisciplinary team was still another expression of teamwork  The
Northern Region team of Intellcctually Retarded Services in South Australia
15 a good cxample of this type of team. [t incorporated people from a variety
of backgrounds with different professional skills, for example there were a
psycnotogist, an activity adviser who went into the homes, a physiotherapist
and other professional staff. The concept of the transdisciplinary tecam
assumes that no particular individual 1s indispensable but that all can help
the others to achieve their ends, so that there is a kind of core of skills
which all share. The activity adviser, whosc job was to provide tratning and
advice to the parent and to demonstrate Some of the activities which would be
useful in assi~ring the child to develop, might have learnt from a physio-
therapist particular ways of encouraging the chi1ld to develop certain motor
shills, particularly in cases where a speci1fic physical disability created
difficulties for the child. Many of these early intervention programs
aspited to the transdisciplinary concept and 1n the lonyg term this should
result 1n the provision of more comprehensive and better co-ordinated services;
but 1t was successfully applied in very few cases. This 15 1n part because
1t 1S very time consuming to work as a team. [t calls for much sharing and
a lot of time communicating, y€t time 1s a precious commodity when there is
an urgent neced and resources are few. There are other factors that also make
creative transdisciplinary team work difficult  high staff turnover and
Insecurities of staff members where there are different levels of training
and thus of prestige. Working with a transdisciplinary team of fers many
benefits. The support that staff can give to each other raiscs morale and
creates an enthusiastic approach to service; the various activities for the
child can be co-ordinated so that common objectives arc met by cach member
of the team; and the increased communication among the team members should
result tn a unified service and 1n better communication with parents

A fourth mode of staffing wasthat of the single speciralist at work
with a voluntary team. The primary example of this wasthe program of the
Australian Centre for Brain Injurcd Children. In this case a professional
made use of parents and other volunteers who actually implemented the program
under the supervision of that individual specialist. Although a number of
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programs used volunteers there was a variation in the kind of usc that was
made of volunteers. In somc cases voluntecrs performed very menial tasks, in
others they could be considered true aides to professionals. There are at
this stage 1n Australia very few cxamples of programs in which voluntecrs can
be considered an intcgral part of thc team.

5.6
THL INFLUENCE OF VARIOUS STRATEGIES OF EDUCATIONAL INTERVENTION

The philosophical orientation upon which any early intervention progranm
15 based 1s important because 1t i1nflucnces many aspects of the total inter-
vention service. Although the literature lists many different approaches to
educational intervention such as those cmphasizing general child development,
cognitive development, the provision of responsive environments, direct
instruction and modification behaviour, i1t 1s very difficult to categoraze
the early intervention programs in Australia which we studied in this way.
It 1s possible to 1dent1fy specific philosophics that have influenced the
various programs having a research orientation becausc decisions about
staffing, children, program content and style of service delivery in these
programs have been made upon the basis of the philosophical standpoint of
the rescarcher. In some cases staff training (for examnle, influenced by
Bobath or Ayres in physiotherapy, Piaget in educatinn, Ling 1n relation
to hearing impairment, Fraiberg in the area of visual impairment) 1s
detcrmincd by the philosophy of the program. However, most programs presently
1noperation 1n Australia are eclectic, using a mixture of approaches, the
balance ot the various approaches shifts as changes in staff occur and also
as staff discover methods which seem to be most appropriate in their setting.

Most program staff have lookud to the development of carly intervention
programs overseas and to research oriented programs in Australia, particularly
those associated with tertiary educational institutions, as a means of guidance
for developing early intervention Services, the rescarch oriented programs in
turn have tended to usc model programs from the U.S.A as prototypes which
they have tried to adapt to the Australian contcxt. The philosophical
anoroaches which seem to have had the most impact upon early intervention
programs in this country are those cmphasizing gencral developmental stimula-
tioo. Obviously the various approachcs are not mutually exclusive, most
programs reflecting two or more emphases, however the relative emphasis on
the various components allows programs to be differentiated and described.

5.6.1
Programs tmphasizing Direct Instruction and Behavioural Analysis Approaches

The use of behavioural analysis methods i1n educational intervention
programs in Australia has tended to be influenced predominantly by work 1in
the U.S.A., particularly the program at the University of Washington, Seattle.
Many programs based upon behavioural analysis prainciples also incorporate
direct i1nstructional methods. This was the case with ti.e Macquarie Universaty
program for Down's syndrome childien aged 0 to S ycars, a program designed to
replicate the Scattle program because of that program's success with moderately
handicapped Down's syndrome chaldren (Fieterse, 1977). The Macquarie University
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program had been 1n operation since 1975 and scemed to have had a considerable
impact upon a number of early intervention programs in Australia. Prhlished
articles (Preterse, 1976, 1977, 1979) about the program have becn read by many
carly intcrvention staff around Australia and program materials devised

for the Macquarie project were used 1n various ways in many programs.

The other main program utilizing behavioural analysis and direct instruc-
tional methods was LPIC Children's Centre at Preston Institute of Technology.
This program started in 1976 and, like the Macquarie project, the progr m
catered for Down's synirome children. Articles published about the program
(Clunies-Ross, 1976, 1979) have disseminated the results of the project;

a vadeotape, 'Direct Instruction in Early Intervention' has also been produced.

Some Australian programs emphasizing direct instruction have been influenced
by the Bereiter-Lngelmann pre-school program which was instituted in Illinois
tn the 1960s5. This program attempted to provide a systematic curriculum based
upon intensive, carcfully scquenced, teacher-directed, small group, verbal
instruction. [Lvaluation of two successive groups (Bereiter & Lngelmann, 1966,
Lngelmann, 1968} showed promising results and on this basis Engelmann and
Becher then developed a program which could be applied 1n kindergarten through
third grade. Lvidence suggests that direct instruction was the most succes:ful
of a variety of approaches tried out i1n Project Follow-Through (USOL, 1977,

Abt Associates, 1977) although there has been considerable controversy over
the evaluation (Housc, et al., 1978). The most well known of thesec programs
are the DISTAR programs published by SRA.

tarly studics wn Australia using direct instructional metlods {Maggs &
Morath, 1976, Maggs & Murdoch, 1979) concentrated upon school aged children,
but more rccently a project at Macquarie University using direct instruction
with handicavoed children under school age was established by Maggs. These
children recetved a direct instruction program as part of their attendance at
their iocal pre-school. The project co-ordinator taught the pre-school teacher
how to impiement the program, which was implemented in the local kindergarten
or pre-shcool by the pre-school teacher.

the threc Australian programs described above have been adopted 1n full or
ih part in a number of early intervention programs around Austrahia. MNowever,
the American programs have also had a direct influence upon many programs, as
can be scen by the number of programs using assessment and curriculum materials
such as Portage Guide to Larly Intervention, fngelmann and Bruner's Distar
Reading 1 program and A Curriculum Based Direct Instruction Approach to the
Lducation of llandicapped Infants (Gentry & Adams, 1978) The main Bratish
influence seems to be the work of (. Cunningham and D. Jeffree, especially
as published 1n their book, Working with Parents.

the influence of behavioural analysis and direct instructional methods 1s
porhaps paiticularly apparent 1n the carly intervention programs Serving
mentally retarded or autaistic children. Many programs in all states reported
using curriculum materials from the Macquarie Project, the Portage Guide to
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Iarly Lducation (perhaps with adaptations) or materials bascd on behavioural
objectives devised by the program staff. Lxamples in New South Wales arc
Marsden Hospital, Newcastle Collcge of Advanced Lducation, Macyuaric I'roject,
1n Victorta, Shannon Park Spastic Centrc where use 15 made of a fine grain
analysi1s of objectives, LPIC Children's (Centre, 1n South Australia, Whyalla
Larly Childhood Resource Cenire, Autistic Children's Centre, i1n the Northern
Territory, Down's Syndrome Assoctation of the Northern Territory, i1n Western
Australia, Division for Intcllectually Handicapped, and 1n Queensland, {entral
Assessment Centre, Autistic Children's Centre. In Western Australia, the
Division for Intcllectually Handicapped, Irrabeena provides an example of a
large government department in which an attempt has been made to use behav-
roural analysis methods 1n 1ts service delivery. The Division's programs
using the materials devised by staff for their own needs from the Portage
Guide to Farly Education, and employing social trainers are used 1n a large
network of services. The Central Assessment Centre in Queensland provides
another cxample of a large govecrnment department that used a team approach
emphasizing behaviourally oriented programs, with systematic recording of
the children's progress in terms of target behaviours.

5.6.2
Programs Emphasizing the Principles of General Developmental Stimulation

Although all programs sought to provide general developmental stimulation
to some degree, there were programs which emphasized the development of the
‘total child'. These program staff did not see their aim as accelerating
growth, as would programs such as the EPIC Children's Centre and the Macquar:ie
Project, but rather believed that the program should provide an environment
encouraging the child to develop to his or her optimum potential. Emphasis
was placed upon the interdependence of aspects of development, and every
attempt was made to treat the child's total development and to avoid frag-
mentation into components such as cognitive structures and specific behavioural
skills. The amount of structure varied markedly among programs following the
pranciples of gencral developmental stimulation because structure in such
programs was morc likely to be determined by the nature of the activities
provided for the child than by behaviour specification and instructions aimed
at target behaviours. Programs emphasizing general developmental stimulation
are much more difficult to categorize and describe than programs emphasizing
pranciples of behavioural analysis and direct instructional methods. The
latter are based predominantly upon reinforcement learning theory, and
although there are many interpretations of the limits of reinforcement
learning theory and 1ts applications to human development, the accepted
principles provide a defined base for program implementation. There 1§ no
consensus on a relevant theoretical base for programs following on general
developmental stimulation approach. Hence the range of forms of program
implementation was much wider, this range reflecting the differing views
that then existed about the relationship of developmental theory and
practice. Examples of various types of developmental theory are difficult
to document, perhaps the best example of what could be described as a
program placing emphasis upon a Piagetian model of development 1s the
Exceptional Child Study Centre at the University of Western Australia
(Little, 1978).




O

ERIC

Aruitoxt provided by Eic:

- oo -

Programs following the principles of general developmental stimulation
also use a wide range of assessment and curriculum materials. The most
common materials used by the programs on which we had data were develop-
mental scales such as Bayley and Gesell, norm referenced tests such as the
Stanford Binct Intelligence Scales and WPPSI tests and materials such as
the Chapel Hill program and the Portage Guide to Early Education. The
latter was used by a wide diversity of programs we visited around Australia
and provides an cxample of how the same curriculum materials could be used
by programs following different philosophical stances, with the differences
tn the stances becoming obvious only when the methods of using the materials
were studied. Appendix F consists of reviews of the various non-test
materials used.

The program of the Autistic Children's Centre in South Australia well
exemplifies an eclectic program. The six tenets of the program are presented
\n 'An outline of the Programmes for Autistic Children and their Families!'
supplicd by the Centre. They incorporate several educational approaches to
intervention as well as the broader philosophies such as normalization.

{1) ‘The importance of working with parents as co-therapists.

The total involvement of parents and family members in the
program is required. The staff work with the parents as
co-therapists, both in the natural environment of the home
and in the Centre or Kindergarten when possible.

{2) The intcgration of the autistic child into an appropriate educational

sctring.

The program 1s a commitment to mainstreaming, which means
the 1ntegration of young autistic children into normal
play groups and kindergartens, and the placement of all
autistic children and adolescents into appropriate educa-
tional and work settings according to their capabilities.

(3) The utilization of behaviour modi fication techniques.

An essential feature of the program s the use of
behaviour modification techniques to develop positive
approaches for learning, to control disturbed behaviour
and autistic mannerisms, to assist in the teaching of
new skills, to maintain existing levels of bchaviour

as well as to assist the transfer of learned behaviours
and skills to the home setting.

(4) The value of structured teaching approaches.

The need for structured teaching approaches and a
structured environment is a valued aspect of the
program. A structured program denotes that the

1vU
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learning environment has been carefully cvaluated and
that the learning experiences given the child will be
planned and implemented in correct learning sequences,
as a result of the setting up of objectives, the use
of certain tecaching strategics, and a hKigh degree of
external organization and control.

(S) The implementation of a developmental approach to learning.

A key feature of the program is the cmphasis on develop-
mental programing. The developmental approach has a
number of built-in concepts. Firstly, it involves a
theoretical rationale on the relationship between
normal development and the abnormal deveclopment of
autistic children many aspects of disturbed behaviour
in autistic children can be scen as carly developmental
responses, which only occur for brief periods in the
normal child's development, but remain fixed and

rigid in the development and behaviour of autistic
children unless developmental programing is carried
out. Secondly, it involves a full assessment of

the child's levels of functioning and his strengths

and weaknesses, through developmental assessment
profiles such as the Portage, and Piagetian-based
scales. (Jean Piaget, a Swiss psychologist, has
outlined a theory of early development, which is

uscd as the basis of much of our early programing).
Thirdly, developmentally appropriate skills can then
be built up, areas of high skills strengthencd, and
arcas of low skills systematically analysed and
effective programing implementcd. Fourthly, a
developmental approach also cmphasizes the individ-
ualization of each program according to the child's
nceds and developmental profile.

(6) The belief 1n the necessity for total consistency within
cach area of programing, and between each section of the

program.

It is regarded as vitally important that all pro-
fessionals concerncd with the child, and the child's
family itself, must work as a single tecam, and cach
must be totally informed of every minute step of the
program. This means that all involved with the child
will not only understand “what" we arec doing and
"why", but also there will be total consistency in
teaching approaches. The management approaches

that the staff decide to implement will therefore
also nced to be carried out in the same way by every
person concerned.
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5.7
DISCUSSION OF QUESTIONNAIRE DATA

Onc hundred and thirty-three questionnaires were submitted by the
directors of carly intervention programs which met the definitional criteria
used 1n our study.® The data provided by these questionnaires are presented
in tabular form in the following sections.

Table 5.1

Response to Survey of Carly Intervention Programs: by State

State/Territory No. of programs No. of programs 4
meeting definitional returning questionnaires Return
criteria

New South Wales 40
Victoria 41
Queensland 20
South Australia 16
Western Australia 13
Tasmania 13
Northern Territory 2
A.C.T. S
Total

Table 5.1 shows both the number and percentage of programs, differentiated
by State, for which questionnaires were submitted.

Table 5.2 presents information concerning the location of the 150
programs identified and the number of programs in relation to the total
population of the different locations.

<~ Sce Scection 3.1.2, pp. 18-21




Table 5.2

Number of programs in citics and towns

with morc than 11,000 residents

State Population Na. of Town Statc Population No. of
(2000)  programs (2000}  programs

Sydney NSw 2930 25 Burnic TAS 21 1
Melbourne vViC 2650 29 UDevonport  TAS 21 -
Brisbane QLb 925 15 Kalgoorlic WA 21 .
Ade Luide SA 89S L] Shepparton  VIC 21 1
Perth WA 7% 13 Armidale NSW 21 2
Newcastle NSW 275 1 Maryhorough QLD 20 ]
Wo)longong  NSW 220 2 Narnamboal VIC 20 1
Canberra ACT 185 6 Bunbury WA 19 -
Hobart TAS 142 9 Dubbo NSW 19 l
Geclong VIC 122 l xeNalloura VIC 18 .
Gold Coast  QLD/NSW 95 - Mt, Gasbier SA 18 -
Townsville QLD 8l 2 Gladstone QLD 18 -
Launceston  TAS 65 4 Bathurst NSW 13 -
Toowoombha qQun §2 - Geraldton NA 17 -
Ballarat vic (3] | Morwell viC 17 -
Kockhampton QLD 51 1 Cessnock NSH 17 1
Bendigo VIC 50 2 Grafton NSW 17 }
Darwin NT 45 2 The
Gosford/ Entrance  NSNW 16 -
woy Woy NSK 45 . Wangaratta NSW 16 -
Albury/ NSN/ Port Pirie EA 16 |
wodonga vVIiC 45 ) Traralgon VIC 15 -
Why>1la SA 39 ] Howra NSW 14 1
Cairns QLD 34 1 Albury WA 14 N
Broken Itill NSW 30 - Mildura vIiC 13 -
Mackay QLD 30 1 Lithgow NS 13 -
Nagga Wagga NSW 29 - Port
Bundaberg QLD 28 - Augusta SA 13 -
Mt. lsa qQLb 28 ] Taree NSW 13 |
Tasworth NSW 27 . Griffith NSW 12 -
Maitland NSW 26 - Sale vVIC 12 -
Orange NSW 26 - Horsham viC 11 1
Goulburn NSN 23 - Gympie QLD 1 -
Lismore NSW 22 -

Five other programs were located in small towns with
populations of less than 10,000.
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5.7.1

Date of Lstablishment of Programs

Most respondents provided data recording when their programs were
establ ished. Discussion with staff members at workshops or during site
visits, however, revealed that some organizations considered that they had
been providing Larly [ntervention Programs (E.1.P.) for longer periods than
indicated, although these programs may not have been specifically designated
as carly intervention. [n some instances, the E.[.P. represented a change,
either in approach or 1n intensity, to an cxisting program.

In most States carly intervention for the hearing impaired pre-dated
such scrvices for any other disabality group.

Table 5.3

becade tn which E.[.P. began

(n = 129)

Yecars No. of programs %
prior to 1950 1 i
1950-59 9 7
1960-69 ~ - 13 10
1970-79 . 106 82

Of the four programs not inc ided in this
table, two did not reply and two began 1in
1980.

Table 5.3 provides details concerning the introduction of early
1ntervention programs, including experimental and pilot programs, by
decade, for the period extending from the years prior to 1950 to 1979.

Of particular interest 15 the finding that 106 (82 per cent) of the
programs weic established 1n the period 1970-1979. Of these, 81 (75 per
cent) were introduced during the second half of the decade (Figure 5.1).
Any projecction of this growth rate for the current decade would involve
cstimates of need 1n areas not yet scrved by early intervention.

o 1 y
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Figure 5.1
No. of programs established from 1970-1980, by year
of origin
20 20
19 |
") |
e |
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1970 71 72 73 74 75 76 77 78 79 80

Years

Table 5. 4 provides information concerning the introduction of new
programs, by year of origin, i1n terms of their location.

Table 5.4

Location Site of program, by year of origin

Location 1975 1976 1977 1978 1979
Sydney 4 2 3 2 2
Melbourne 3 2 4 4 2
Brisbane - i - 2 3
Adelaide 2 i i 1 -
Perth i i 2 - 3
Other capitals - 2 2 i 2
Towns > 40,000 ! 3 i 3 2
Towns 11,000-40,000 2 2 - 4 3
Other places - 1 1 2 3

o oY
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5.7.2
Number of Children Scrved

The data concerming the number of children served by E.1.P.s need to
be viewed with some cauthion. Misinterpretation of this item by some
respondents resulted tn the provision of information concerntng the total
number of children receiving programs under the auspices of an organization,
eather than the number of children cnrolled in the early interveation
component. In addition, some organizations did not distinguish between
programs on the basis of chronological age. They viewed their programs
from a developmental ltfe span perspective ranging from infancy to
adulthood. In some instances, therefore, the data are estimates: in
others, no tnformation concerming numbers of children served was provided.

Some respondents farled to differentiate between non-handicapped and
handicapped chtldren participating 1n their programs. OF the S4all children
enrolled in E.1.P.s 254, or slightly less than five per cent, were identified
as non-handicapped. ‘ihts result reflects the deliberate exclusion from
the study of regular preschools which integrated one or twn disabled
children, with little or no spectal intervention provided. Twenty-five
per cent (34) of the programs included some non-handicapped caildren,

Two of these programs catered for more non-handtcapped than handicapped
children. Ten programs served approximately equal numbers of handicapped
and non-handicapped youngsters. The remainder (22) enrolled more handi-
capped than non-handicapped children. These data arc sct out in Table 5.5

Table 5.5

Number of children. including non-handicapped,
enroiled tn program

Number of Programs with, All programs
children tn Handicapped children Handicapped and
program only non-handicapped
(n = 99) (n = 34) (n = 133)
N % N % N %
10 or less 33 33 6 18 39 29
120 19 19 12 35 31 23
21-30 19 19 4 12 23 17
31-50 7 7 4 12 Tl 8
S1-100 1t 1 2 6 13 10
100 10 1o 6 18 16 12




Some of the non-handicapped children in the E.1.P.s were siblings of
disabled youngsters, others were children whose inclusion scrved the primary
purposc of providing a normal peer group for the handicapped youngsters.

Within the hundicapped population the mule/female ratio was approximately
122/100, by comparison with the national birth ratio of 105/100.

Table 5.6

Number of handicapped children by location of program

Area Total number of children Number of programs
Sydney 1130 23
Mclibourne 942 23
Brisbane 857 13
Adelaide 481 10
Perth 487 I
Other capitals 383 15
Towns 40,000 327 I3
Towns 11,000-40,000 294 13
Other places 256 12
Total 5157 133

Table 5.6 provides data on the number of children recciving early
intervention .ervices in cach location.

5.7.3
Age of Children

The number and percentage of children in receipt of carly intervention
serviccs, and the number and percentage of programs catering for the
different age levels arc sect out in Tabie $.7.

The questionnaire item which sought this information was also interpreted
by somc respondents as referring to the total number of children recciving
services, rather than being restricted to thosec involved in carly intervention
programs. The data for the catcgory '6 ycars and over', thercforc, are
likely to be inflated. The missing data rcficct the number of programs
unable to supply the retevant breakdown by age level for children receiving
services.
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Table 8.7

Breakdown of clients' age

Agc range Number ot children Number of programs
(n serving these children

under 6 months 17
6-11 months : 49
1 ycar-1 yr 11 mnths 72
2 ycars-2 yrs 11 mnths 93
ycars-3 yrs 11 mnths 108
years-4 yrs 11 maths 101
ycars-S yrs 1l mnths 82
ycars or more 49

missing data

Of the 4559 children in receipt of carly intervention services differ-
entiated by age level, 22 per cent were under theage of two years, 54 per
cent in the range from 2 years to 4 years 1l months and 24 per cent S years
of age and over.

5.7.4
Impectus for Program Establishment

Table 5.8 lists influences leading to the establishment of services
of early intervention.

Table 5.8

Impctus for service provision (n = 120)
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Primary influences Ranking

Concerned parents

Desire to scrvice unmet nced

Concerned professionals

Recognition of contribution from early intervention
Necds established by survey

Government departments

Voluntary organizations
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The influences listed in the above table are clearly not discrete
categories, and there is obvious overlap between items such as concerned
parents, desire to service need, and concerned professionals. The rank-
ings of the influences leading to program establishment therefore need
to be interpreted with caution.

5.7.5
Nature of Change in Programs

Eighty per cent of programs had undergone a major change 1n direction
since their inception. The most frequent change had been the conversSion
from a child-minding or playgroup facility to a training program. Ninety
programs underwent this conversion. Within these programs, there was a
fairly even distribution between two major component changes: gaining
more Structure, variously described as constructive planned program for
each child, more academic work - pre-reading and pre-writing, direct
instruction programs; and a major staff change such as extension of
medical and paramedical services, more professionals, visiting teachers
and so on.

Twelve programs now catered for a younger age group than originally
planned. Five programs placed greater emphasis on parent involvement than
previously, with one of these discontinuing centre based programs in favour
of an increase in home based intervention.

5.7.6
Sources of Funding

Table 5.9 lists the sources of funding under the headings of primary,
secondary and other funding.

Table 5.9

Sources of funding

Source Primary funding Secondary funding Other funding
(n = 133) (n = 96) (n = 48)
N % N % N %
Federal government 29 22 22 23 0 -

State governments
Health/Welfare (31)

Education (33) 64 48 6 6 6 13
Voluntary organizations 10 8 7 7 3 6
Donations/Fundraising 8 6 42 43 33 69
Fees/Subscriptions 1 i 11 12 4 8
Combinations of above* 21 16 8 8 2 4

*Commonly involving some governmental responsibility, usuall
g p b4
for salaries.
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The major primary funding source therefore was government based, the
major secondary funding source was the donations/fundraising category
‘Thirty-seven programs had only one funding souvce.

5.7.7
Administrative Setting

The admnistrative sctting of the programs s represented in Figure S 2.

Figure S.2

Administrative setting of programs

n =129
Education|( Health/ Established Parent Other
depart- Welfare voluntary groups (tertiary
ments depart- or religious institution
ments organizations independent
school)
N % N % N % N % N %
Number of
programs 33 26 29 23 SO 39 9 7 8 6

On a national scale, the largest number of early intervention programs
(39 per cent) were provided by voluntary and rcligrous organizations The
contribution from Lducation Departments was 26 per cent, and from Health and
Welfare 23 per cent. Programs supported by parent groups comprised 7 per cent.
The remaining 6 per cent were sponsored by groups such as rndependent schools
or tertiary institution departments.

The division of Education Departments, State or Commonwcalth, generally
charged with the responsibility for early intervention servaces for handicapped
children, was a special services or a guidance and specral services branch.

The division admnistering pre-school services might also be involved. Health
Departments contributed through three main sources. special services divisions
such as Mental Retardation or Intellectual Handicap Services; Hospitals; and
Community Health Services. Welfare services made a contribution by sponsoring,
cither wholly or partially community programs broadly conceived as carly
intervention (although these may not have met the definitional criter:a
cmployed 1n the study)

in voluntary organizations, authority was usually vested in a board of
management or board of trusteces. The relationship between the board and
the early intervention program Was usually an 1ndirect one. As a general
rule, the program director or co-ordinator worked through the administrative
staff of the organization to scek funding and other assistance from the
board. In programs observed during site visits, the rclationships between

O
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progiram directors and co-ordinators and the admimistrative staff were
fairly close, both 1n terms of the number of administrative steps between
them and in terms of possibxlities for personal contact.

Programs supported by parent groups and governed by management
committecs generally fostered the closest rclationship between program
staff and the board, usually because thc program of carly intervention
was the reason for the board’'s existence.

The remaining programs were administratively rclated to groups such
as management boards of independent schools or to tertiary institution
departments.,

5.7.8
Base

Respondents were asked to supply information on children who recerved
the following three types of scrvice:

A. Homec-based program - a program implcmented in the
child's own homc, whether by traincd parents or
professional home visitors, and possibly involving
the child's visit to a centre no more than once
per month.

B. Centre-based program - a program requiring that
children attend a centre whether this is a permanent
facality, a mobile unit, or a private residence, and
possibly involving home visits to the child no more
than once per month.

C. Integrated Home/Centre-based program - a program
providing both Home-based and Centre-based services
to the samc¢ children.

Table 5.10

Base of services

Base Number of programs %
n=133
Home based only 6 )
Centre based only 61 46
Integrated Home/Centre based 13 10
Home and centre based 13 10
Home and integrated 7 5
Home, centre and integrated 21 16
Centre and integrated 12 9
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Of the 4186 children 1n receipt of scrvices, onc-quarter (1034)
received home-based, fifty-six per cent (2332) received centre-based
and onc-f1Lfth received integrated home/centre based programs. Table 5 11
shows the location of the programs and the number of children involved.

Table 5.11

Number of children, type of service and the location of program

Arca Chi ldren in: Integrated
Homc-bascd programs  Centre-based programs programs
N N N
Sydney 236 508 67
Mclbourne 256 528 151
Brisbane 181 251 211
Adelarde 88 193 124
Perth 110 235 67
Other capitals 16 312 -
Towns > 40,000 4 197 84
Towns }1,000-40,000 80 66 60
Other places 63 42 56

The definitaon of a home-based program allowed for an occasional vasit
to a centre by the child, limited to no more than one per month. The wording
cnsurcd that home-based services requiring an infrequent visit to a centre for
ausessment could be clearly i1dentified as a home-based program. The definition
was also intended to include two kands of programs. a) a program in which the
professional traincd the parcnt in the home so that the parent could then
carry on the program, or b) one in which the professional worked and played
with the child with or without the parent's participation. The site visits
suggested that no home-based programs were carried out by professionals
without parental involvement. Because programs offering family training
only wcre not included 1n the study 2 home-based program as here defined
does not include a program such as the South Australaan Family Training
Unit or Intellectually Retarded Services that trains parents 1n a centre
and then asks the parent to implement the program at home Instead, a
home-based program as defined for anclusion 1n the questionnaire data assumes
some professional iavolvement with the child, direct rather than indirect.

The category of centre-based program permitted home vasits as often as
once per month, for the sake of reportang to parents. However, 1in practice
vis1ts to children in their homes were much more infrequent in centre-bascd
programs.
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$.7.9

Types of Disabilities Served

Respondents were asked to classify children in receipt of services
according to their primary disabiality. A child with mild cerebral palsy
and scvere mental retardation, for instance, would be classified as primaraly
mentally retarded.

Understandably many program staff were reluctant to identify children
according to primary disability, partly because, ir many cases, 1t was
difficult to assign one disability as having more importance for the child's
development. It must be rccognized that the figures for mental retardation
and physical disability could indicate children who are multiply handicapped
but who nevertheless have a clear predominance of one disability.  Although
programs that decalt unly with children having emotional disabalities or
bchaviour problems, or children environmentally deprived, were not investigated,
a category 'other' was provided to allow for i1dentification of such children
if they had been incorporated into programs. In fact 86 children were
regarded as fitting this category although when a description of their
disability was provided 1t ranged over cxceptional physiological, psycho-
logical and environmental factors.

If a child suffered more than one major disability, rcspondents were asked
to use the category 'multaply handicapped’ Table 5.12 provides information
on the types of disabled children served by programs.

Although onc might expect most programs to be specialized or to grow out
of spccialized services for children with one primary disability, only 3S per
cent of programs in the questionnaire data served children who could all be
1dent1fied as having the same primary disability. (Most of thesc were programs
serving only children who werc mentally retarded or who were hcaring-impaxred.)
The remaining 65 per cent of programs were "multidiagnostic®, that 15, serving
heterogencous groups of children, some having one predominant disability and
others having other primary disabilities. The largest group of thesc programs
conststed of those serving thildren who had either of two primary disabilities
(Table $.12). Tharty-six (70 per cent) of the S1 programs stated that for some
of their children mental disability was the primary disability. This was the
casc also for sixty-nminc (80 per cent) of the multidiagnostic programs. When
programs scrving homogencous groups werc considered as well, 97 (7S per cent)
of all early intervention programs in the questionnaire data served some
children with a mental disability. In all, sixty-nine programs (53 per cent)
had some children who were multiply handicapped, that 1s, children with more
than onc major disabilaty.

These figures are consistent with ficld obscrvations suggesting that many
groups originally established to serve children with onc primary disability
were finding 1t necessary to revise theily criteria to scrve young disabled
children with various disabilities, eirther becausc suitable programs were
lacking or becausc a community-oricntcd program must necessarily serve the
hetcrogenesous children within its necighbourhood. The figures are also
consistent with the impression of many program operators who communicated
to the rescarchers their feeling that they were Sceing more children,
currently, who had multiple disabilities than they saw 1n the past.
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Table §.12
The primary disability of children in programs
(n = 130)
Mental Physical Hearing Visual Multiply Number of
retardation disabxlity impairment impairment handicapped programs %
X 28 22
X 1 1
X 10 8
X 1 1
X 4 3
X X 10 8
X X X S 4
X X 2 2
X X X 2 2
X X 1 1
X X 1 1
X X X 14 11
X X 23 18
X X 3 2
X X 6 S
X X X X 1 1
X X S 4
X X X X 6 S
X X X 1 1
X X X X 1 1
X X X 1 1
X X X X X 4 3

fable 5.13describes programs in terms of the number of children within
cach disability category.
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Table 5.13
Number of programs by sizc of disabled clientele

(n = 133)
No. of Mental Physical Hearing Visually Multiply
Children retardation disability impaired impaired handicapped

N N N N N

None 39 88 104 112 67
1-5 28 26 12 12 42
6-10 23 4 2 3 11
11-20 13 4 S - 6
21-50 18 S 7 4 4
> 50 12 6 3 2 3
5$.7.10

Parents' Groups, Meetings and Workshops

Parents' groups had been established in three-quarters

Table 5.14 sets out the major function of these groups.

Table 5.14

Function of parent group

(n = 130)

of the programs.

Primary purpose N %

Parent and Citizen functions 54 4?2
(fundraising, social)

Parent support 32 25

Executive decision-making 9 7

No parent group 35 27

Twenty-five programs provided meetings of zn informal nature, e.g.
'provide relevant information and discuss topics of interest', ‘informal
coffee mornings', 'group meetings and/or barbeques for parents'. The
remainder, however, provided meetings or, more commonly, workshops on a
more rigorous or formal base - 'behaviour modification training’, ‘total
communications instruction for parents of hearing impaired children',
*parent training group', 'annual twelve week course in child management
and home training'.
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5.7.1

Communications with Parents

Table 5,15 115ts the regular methods of communication with parents.
fwelve progroms did not communicate regularly with parents by any of the
means Iisted. Four of these were prograns administered hy parents and
further communication was thought to be unnccessary.

Table §.15
Rogular metheds of comsunxcating with parents

(n = 133)
Mcthod N %
General newsletter S4 &1
Written progress reports for cach child 33 AY
Arranged mectings with parents a8 73
In{ srmal meetings with parents 112 84
Telephone conversations 9% 73

$5.7.12
Facilities

For those programs with a centre-based component (127 programs), the
type of buxlding in which the program was housed ranged from an Ambulance
Brigade Hall to purpose-burlt facilities with a large range of special
purposc rooms.

Forty-one programs provided services from within, or adjacent to,
regular or special schools (both government and nongovernment). Five were
located an hospital grounds, ten operated from church or community halls
with varying degrees of modification and surtability. Twenty per cent
(27 programs) regarded their centre as temporary and comeonly noted that
accommodation was contingent upon fundirg (normally government), renevation
of exasting premises or construction of new facilities in varying stages of
completaon.

Approximately one-fifth of prograns mentioned therapy facilities,
c.g. special language room, gymnasium, treatment rooms, swimsing pool.
Seven programs Specifically mentioned assessment facilitres.

$.7.13
Outdoor Play Areas

0f the 127 programs that descraibed the cutdoor play areas available
to the children, nine mentioned that there were no such areas provided for
the children or that the areas provided were inadeguate. In the others, a

O
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wide range of outdoor play facilitics was Drovided. Those mentioned
included adventuze playgrounds, swings, climbing cquipment, trampolines,
sand pits, heated pools, water play equipment, garden areas, arcas for
bicycles and grassed arcas for running ecte.

5.7.14
Staffing

Table 5.l6provides 3 program breakdown on paid staff and volunteers.

Table 5.16
Number of staff

Number of staff Paid full time Patd part time Voluntcers

ne=133 n= 333 noe 1Y)

N % N % N %
1-5 79 59 66 50 40 30
6-15 19 14 21 16 16 13
16-30 6 3 2 2 4 3
>30 1 1 3 2 [ 5
no such staff 28 21 41 N 67 51

The relationships among these staff catcgories are presented in Table §.17.

Table §.17
Relationships among staff categor:es

(n = 116)
Programs with: Nunber of progranms %
paid full time staff only 20 1?7
paid part time staff only 1} 9
volunteers only 2
full time and part tame staff 28 24
part time and volunteer staff 9
full time, part tame and volunteer staff 35 30

full time and volunteer staff 11 9
|
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Programs were asked to list the number of staff, average hours spent,
and type of service provided by professional disciplines. This was a
difficult 1tem to answer, for 1f the service was offered to more than the
early tntervention clientele, an estimate of hours spent had to be made.
In other cases the section on average hours worked was not completed and
five programs ignored the whole section on staffing. Consequently Table 5.18
gives details on professional staff providing services, but time Spent could
be as low as only half an hour per week or as much as full time. With the
above reservations the average and the most common number of hours (mode)
spent per person are included in Table 5.18.

ERIC
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Table 5.18
Avairlability of professional staff

(n = 128)

Programs with: Number of programs % Average hours worked per
using this profession professional per week
mean mode

Occupational therapists 51 40 14 1
Speech therapists 56 44 9 1
Physiotherapists 72 56 11 4
Teachers 96 75 25 40
Social workers 37 29 16 1
Psychologists a7 37 11 1

Respondents experienced difficulty with the ‘psychoiogist' category in
Table 5.18. Some included under this category visiting guadance branch
staff from the respective education departments, while others included these
participants 1n a miscellany of other professional services available to
the program. Consequently the figures 1n thas category may represent an
underestimate.

It should be noted that greater i1nvolvement of therapists may exist in
treatment programs or other services offered to disabled children, but 1n
early intervention programs more programs employed teachers than any other
single category of professionals. Teachers also worked more hours per week
on average than any other single group of professionals. Next 1in numerical
importance to teachers were physiothcrapists, with 72 of 128 programs using
physiotherapists in their Service.

5.7.15
Transportation

The transportation of children to and from centre-based programs was no
problem 1n 54 per cent of cases. Parents usually provided the transport,
often with the assistance of voluntcers. In some cases buses OT taxis were

provided.




O

ERIC

Aruitoxt provided by Eic:

- 119 -

for just over a third of the programs, howecver, therc were problems
1nvolved i1n transporting the children. The major problems encountercd
were:

(a) the time 1nvolved 1n transporting the children to the programs
because 1n many cases children lived a long way from the centres,

(b) the excessive cost of transport (both private and public),
(c) the irability of parents to provide transport,

(d) the inadequacy of public transport.

5.7.16
Publicity

Apart from the ubiquitous newsletter, brochure or pamphlet, publicity
ranged from blanket media coverage with the twin aims of increasing public
awareness of a service or a disability and as a fund raising tool, to more
specific target populations, ¢ g. communication with paediatricians, infant
welfare sisters, or visits by medical and paramedical students and workshops
for others in related services. The aim of this specific publicity was to
inform relevant professionals and agencies of services. Almost all programs
appeared to have a newsletter or a part of a newsletter (e.g. as a member of
an umbrella organization). The recipients were usually the parents of
children 1n receipt of services. Twelve programs used little or no publicity,
five because the program was based on established referral procedures and
one because it 'would be inundated with children'.

Approximatcly onc thard of programs had, in 1979, participated in a
major media event, such as Radiothon', 'Blindness Week', 'Under Fives
Week', 'Quest of Quests', 'Handicapped Persons' Month of IYC'. Almost
half participated i1n television or radio events ranging from advertisements
and i1nterviews to dedicated programs, with one program hiring a public
relations firm to arrange publicity

Most programs had access to popular printed med:ia, again with varying
degree. of comprehensiveness and regularity. However, the publicity that
121 programs found most cffective was 'word of mouth'.

$.7.17
Attendance at Conferences and Seminars

The staff of three quarters of the programs attended conferences or
semnars outside the program; Table 5.19 indicates the number of paid staff
attending.




Table 5.19

Staff attending outside conferences

(n = 125)
Number of staff Number of programs %
One staff member 24 19
Two staff members 26 21
Three to five staff members 22 18
More than five staff members 14 11
No staff members 39 31

Table 5.20 attempts to describe the primary focus of the conferences.
Any one conference could have many different entries, depending on the
respondents' interpretation of the primary subject matter.

Table 5.20

Focus of conferences and Seminars

Primary focus Number of programs

A disabilaty
Therapy/caring
Intervention

A developmental method
Academic skills
Normalisation/placement

Not directly involving
early childhood education

54
15
13
13
7
5

5.7.18
Assessment Methods and Program Materials

Aruitoxt provided by Eic:

0f the 130 programs replying in this section, 120 used at least one
formal assessment method, where 'formal' implies some sort of repetitive,
consistent scaling technique that facilitated temporal comparisons of
progress. For example, a program for hearing impaired children specified:
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‘a broad battery of audiological asscssments and psychological
oncs - intclligence (performance), verbal abilities, nersonal-
social adjustments, etc.’

and The Centre tor Brain Injurcd Children wrote:

‘measurcment is made using the Sandler-Brown Developmental
Profile by means of a Functional Neurological Evaluation,
tooking at the three major scnsory areas (vision, auditory
and tactile) and the three motor areas (mobility, manual
and tanguage)'.

Stxty programs, almost half of the poputation, used only formal
assessment methods to monitor the progress of children, either adminis-
tered by program staff or other agencies (e.g. Guidance Branch of
Education Department). The remaining 60 programs employed formal
asscssment mcthods but also cmployed subjective evaluation methods,
gencratly including case studies of each child with the intuitions
of program staff, parents, or support scrvices staff. For ecxample.

‘frequent asscssment by teachers, physiotherapists and speech
therapist - all compile written reports, home visit reports,

Low Vision Ctinic assessment rcports; Guidance Officer's report,
anccdotal rccords or "informal assessment” from records, video,
and formal assessment’.

fhe remaining ten programs ei1ther used subjective or impressionist
evaluation methods. A sample of responses included. 'somc record keeping
of child's progress by teacher and parcent but no time for assessment here’,
‘formal asscssment was used but found inappropriate, ‘teachers now use any
mcthod they fcel fits® or 'haphazard, as a non-professional person running
program'.

Table 5.21 lists alphabetically all commercirally avarlable materials,
checklists and/or tests used by two or more programs. No attempt has
becn made to scparate this material by function as many, c.g. Seattle,
Macquarie, and Chapel tntl, have muitiple uses. The most common name
is used for the material where applicable, and some retevant biblio-
graphical information 1s i1ncluded where avaitable. While the material
supplied was ostensibly 'commercially avaitable’', many have been modified
and some have been deviscd locally and should not strictly be classified as
‘commerciatly avairlable',

Materials namcd by only one program in the poputation do not appear
in Table S.21.
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Table 5.21

Materials used by programs

Name Number of programs
in which material
is in use
Assessment of Deaf Blind Children: The Callier-Asuza Scale 4

R.0. Stillman. CEC: Reston, VA. 1974
Assessment: Motor, Socialization, Daily Living,
Perceptual, Language. CA - birth to 6 or 7

Bayley Scales of Infant Development 9
V. Bayley. Psych. Corp., New York. 1969
Asscssment: Mental, Motor, Infant Behaviour.
CA - birth to 2% years.

Behavioural Characteristics Progression 7
Checklist: provides comprehensive chart of pupil behaviours.
CA - young adult. BORT Corp., Palo Alto, CA. 1973.

Chapel Hill fraining Outreach Project Materials 6
North Carolina: Kaplan Press
Learning Accomplishment Profile (LAP) Sanford, CA. 1974
Range - birth to 72 months.
Assessment: Gross Motor, Fine Motor, Self Help, Cognitive
Language and Social Abilities.

Curriculum Guide. 3
Hearing Impaired Children - birth to three years - their parents
Winifred Northcott. Washington, D.C.- Alexander Graham Bell
Association for the Deaf, 1972.

Developmental Activities Screening Inventory (DAST) 4
R.F. Du Bose and M.B. Langley. New York: Teaching
Rescurces Corp. 1977
Range: 6 months to S years

Denver Developmental Screening Test, Rev. Ed. 12
W.K. Frankenberg, J.B. Dodds and A.W. Fandel.
Denver: University of Colorado Medical Center. 1970
Assessment: Gross - Fine Motor, Language - Personal Social
CA - birth to 6 years

The Developmental Progress of Infants and Young Children. 7
Mary [. Sheridan. NFER. 1973
Range: Birth to S years

Dcvelopmental Test of Visual-Motor Integration. 2
K. Beery. Follett Ed. Corp., Chicago, 1967
Assecssment: Visual Motor. Range - 2.10 to 15.9

cont/....
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/cont. ...
Table §.21
Materials used by programs
Name Number of progrums
in which matcrial
15 in usc

The Development of the Infant and Young Child. Normal and Abnormal 3
R.S. Illingworth. London: E & F Livingstone, 1967.

Distar kits S
Chicago: Science Research Association, 1969.
Range: preschool and lower primary.
Assessment: Language, Reading, Arithmetic

Down's Syndrome Performance Inventory. 6
University of Washington, College of Education,
Child Development and Mental Retardation Center,
Seattle, WA. Range: infancy to preschool

Environment Language Inventory S
J.P. McDonald. Children with severe language delay, part of
Environmental Language Intervention Strategy.

See: J.D. MacDonald & J.P. Blott, Environmental Language
usage intervention: The rationale for a diagnostic and
training strategy through rules, context and generalization.
Journal of Speech and Hearing Disorders, 39(3), pp. 244-256

Frostig Program for the Development of Visual Perception 8
Follett Pub. Co., Chicago, 1964
Range: preschool to year 1. Remedial' years 1-6.
Assessment: Visual Perception

Gesell Development Schedules 4
Psych. Corp., New York
Assessment: Motor, Adaptive, Language, Personal Social
CA - 4 weeks (or less) to 6 years

Griffith Mental Development Scales for Testing Babies and 4
Young Children from birth to 8 years.
R. Griffiths. The Test Agency (Hywickam, Bucks., U.XK.)
(Cournswood House, North Dean)
See also: Abilities of Babies, Abilities of Young Children

Guide to Early Developmental Training 7
Wabash Centre for the Mentally Retarded, South Plympton, SA:
Helios Art and Book. Boston: Allyn & Bacon, 1977

Hawaiian Early Learning Profile 2
ITPA Illinois Test of Psycholinguistic Abilities: Revised Ed. S
Kirk, McCarthy, Kirk. Urbana, I11l.: University of Illinois
Press, 1968.

Assessment: Language. CA - 2 years 4 months to 10 years 3 months
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/cont....
Table 5.21
Materials used by programs
Name Number of programs
in which material
is in use
language Development Programme 2
Sheila Drummond
LARSP 2
Crystal, D. in D. Crystal, P. Fletcher and M. Garman
The Grammatical Analysis of Language Disability.
New York: Elsevier, 1975
Macquarie University Down's Syndrome Program 9

Assessment and Curriculum Materials

Assessment Performance Inventory Revised, 1979

Birth to § years.

Curriculum Guide for Intellectually Handicapped Children
Birth to 4 years

Reading Program, Revised 1979. §. Cairns and M. Pieterse
Number Skills Program. B. Thorley, V. Woods, M. Pieterse
and S. Cairns

Milestones in Motor Development. M. Pieterse

Birth to 6 months

Nutrition and Feeding Program. M. Pieterse

3 to 35 months

Infant Exercises. 0 to 18 months

McCarthy Scales of Children's Abilities. 2
P. McCarthy. Psych. Corp., New York, 1972
Range: 2! to 8% years
Assessment: Verbal, Perceptual-Performance, Quantitative,
General Cognitive, Memory, Motor

Merrill Palmer Scale of Mental Tests 4

O

Chicago: Ctl Stoelting, 1931
CA - 24 to 63 months
Assessment: Mental Age

Milani-Comparetty Motor Development Screening Test, Recently Rev. 2
See: Pattern Analysis of Motor Development and 1its Disorders,
Milani, Comparetti and Gidonis. Developmental Medicine and
Child Neurology, 9, 1965, pp. 625-630.

Routine Developmeﬁtal Examination in Normal and Retarded Children.
Devel. Med. § Child Neurology, 1967, p. 637.

Neale Scales of Early Childhood Development 2
Chicago: Scientific Research Associates, 1976
Range: 3% to Sk years

Oregon Project for visually impaired and blind preschool children 2
2
.ILJ cont/....
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Jcont....
Table §.21
Materials used by programs
Name Number of programs
in which material
is in use

Peabody Developmental Motor Scales 16

Nashville, Tenn.: George Peabody College for Teachers,

Institution on Mcntal Retardation and Intellectual Development,

1974
Perceptual-motor lesson plans. Basic and "practical® lesson 2

plans for perceptual-motor programs in preschool and
clementary grade.
Jack Capon. Alameda, Calif.: Front Row Experience, 1975

Portage Guide to Early Intervention 54
Developmental Checklist. CA - birth to 6 years
Assessment: Infant Stimulation, Socialxzation, Language,
Self-help, Cognitive, Motor
Portage, Wisconsin: CESA, 197S

Progress Asscssment Chart of Social Development 8
Guinsberg. SEFA Publications
Social Assessment: Generally {(moderately) intellectually
handicapped children and adults. Four main areas self-help,
communication, Sociralization and occupation.

Southern California Sensory Integration Tests 3
Jean Ayres. Los Angeles: Western Psychological Services

Stanford-Binet Intelligence Scale - Third Edition - Form L-M Rev. 7
toughton Mifflin, 1960
To obtain mental age. CA - 2 ycars to adult.

Reynell Developmental Language Scales - Revised Edition 13
J.K. Reynell. Windsor, England: NFER, 1977
Language Assessment, severely handicapped children
CA - 1% to 6 ycars

San Juan Handicapped Infant Project 2
San Juan United School Dastrict, Carmichael, CA, 1975

Schedule of development in audition, speech, language, 8
communication for hearing-imparied infants and their parents.
Agnes H. Ling. Washington, D.C.: Alexander Graham Bell
Assocration for Deaf, 1971.
Hearing impaired

A Step by step learming gurde for rctarded :nfants and chxldren 2
V.A. Johnson and R.A. Werner. Syracuse, New York:
Syracuse University Press, 1975.

cont/. ...
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/cont. ...
Table 5.21
Materials used by programs
Name Number of programs
in which material
is in use

Talk to me

Jerome G. Alpiner. Baltimore: Williams and Wilkins, 1977. 3

Hearing impaired: 1infancy to preschool
Teaching Your Down's Syndrome Infant: A Guide for Parents 10

Marci J. Hanson. Baltimore: University Park Press, 1977
Materials - Teaching Activities for parents and
professionals - devised for Down's Syndrome Infant-Parent Program

Test of Basic Concepts 7
A.E. Boehm. Psych. Corp., New York, 1971.
CA - preschool, year 1 and 2
Assessment: Mastery of Concepts

x»

Vincland Social Maturity Scale 3
E.A. Doll. Australian Edition: ACER, 1949
Desires a social quotient
CA - birth to maturity

Vulpé Assessment Battery for the atypical child 3
§.G. Vulpé. Toronto: National Institute on Mental
Retardation, 1969,
Range: birth to 5 years

WPPSI Wechsler Preschool and Primary Scale of Intelligence S
0. Nechsler. The Psychological Corporation, N.Y., 1967
Test: Intelligence - Verbal and Performance
CA - 4 to 6% years

WISC-R Wechsler Intelligence Scales for Children - Revised 4
0. Wechsler. The Psychological Corporation, N.Y., 1974
Test: Intelligence - Verbal and Performance Scales
CA - 6 to 16.11 years
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CHAPTER 6

—— - ——— ————

FARLY INTLRVENTION PROGRAMS: PARENT PERSPECTIVLS
A.J.Coulston & W.C.Apelt

Data on parents' perccptions of early intervention came from two
sources; mailed questionnaires completed by a sample of parents and
discussions at the workshop in each capital city.

6.1
PARENT QUESTIONNAIRE DATA

Questionnaires were distributed to parents of handicapped children
enrolled in 28 early intervention programs throughout Australia.’
These programs fulfilled two criteria:

1. The program had received a full day visit from
one of the rcsearch teams.

2. The program staff had agreed to distribute
questionnaires to parents of children in their
program.

Six hundred and eighty-nine parents returned completed Questionnaires.
Of these, 410 were completed by the mother, 142 by both parents and 64 by
the father. Sixty-three questionnaires were completed with a person other
than the parent present: 1n 21 cases, a research team member and in 42
3 member of the program staff. The remainder were completed by persons
other than the parent, mainly for reasons associated with language
facility.

The questionnaires requested some information concerning the child
and the type of service provided. The major concern of the questionnaires,
however, was to explore parent perceptions of the program in which the
child was involved.

'parents in Tasmania were not surveyed.
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6.1.1
Children's Age, Sex and Disability and Family Size

Table 6.1

Age of children receiving services

Age range N %
0-1 62 9
1-2 144 21
2-3 168 24
3-4 136 20
4-5 112 16
5-6 S0 7
>6 17 2
Total 689

Of the 689 children surveyed, 378 were male (55 per cent) and 311
were female (45 per cent). The male/female ratio closely approximated
that obtained from the program data. Yhen the children were differentiated
by age, it was found that 4S5 per cent (312) were aged between one and three
years by comparison with 31 per cent in this age range in the program
questionnaire data.

Parents were asked to state how many children in the family, including
the child receiving the intervention program, were living at home. In
22 per cent (151) of families the disabled child was an only child. In
42 per cent (290) there were two children and in 21 per cent (147) there
were three children living at home. The remainder consisted of families
of four, 8 per cent (53), five, 4 per cent (26) and six, 1 per cent (10),
children.

Table 6.2 categorises the children in temms of their primary dis-
ability as perceived by the parent. Some disabling conditions have been
recoded to reduce the size of the table. Down's syndrome children, for
example, have been recoded as primarily mentally retarded while cerebral
palsied children have been recoded as primarily physically handicapped.

.
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Table 6.2

Parental perceptions of primary disability

Disability N %
Mental retardation 336 49
Physical disability 113 16
Visual disability 44 8
Hearing disability 27 4
Multiple handicaps 90 13
Developmentally delayed 63 9
Behaviour problems 8 1
Unknown 8 1
Total 689

6.1.2
Program Base

Programs have been classified under three different modes of
provision: (a) centre-based programs, (b) home-based programs and
(c) integrated or home-and centre-based programs. The parent was
requested to identify the type of service provided and to supply
details of the number of visits made to the home by the program staff
or visits to the centre by the child. Twenty-seven per cent (184
children) received home-based services, 46 per cent (320 children)
received centre-based services, and 24 per cent (165 children) both
visited a centre and received regular home visits.

While these percentages were similar to the data from program
questionnaires, there was some variation attributable to the higher
proportion of children in this sample aged between one and three years.
In this age group services are more likely to be home-based.

Tables 6.3 and 6.4 list the frequency of visits for home- and centre-
based ,ervices respectively. Chiic 3n receiving both types of service
are included in each table.
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Tabie 6.3

Frequency of hose visits

Frequency N )
Wore than once a week 32 9
Weekly 67 19
Fortnightly 36) 10
Monthly 1:7; 72¢ 34
Less than once a sonth 97) 28
Total 349)
Table 6.4
Frequency of centre visits )
Frequency N \
Less than once a week 57 12
Once 2 week 168 35
Twice a week 172 35
Three times a week 88 18
More than three times a week SS 11
Total S40

Of the 165 children receiving both services (integrated), 60 per cent
(99) reccived monthly or less frequent home visits and 73 per cent (121)
made weekly or more frequent centre visits. Only $2 children (32 per
cent) received home visits more frequently than once a month and sade
visits to the centre weekly or more often.
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6.1.3
length of Time in the Program

Parents werc asked to state the length of time their children had
spent in the program (Table 6.5)

Table 6.5

Length of time enrolled in program

Months N %
<6 185 27
7-12 203 29
13-18 70 10
19-24 110 16
25-30 43 6
31-36 43 6
37-42 18 3
43-48 10 1
>48 6 1
Total 689

While some parents provided dates of enrolment, usually the length of

time spent in prograas was reported in multiples of six, e.g., eighteen

months, two years. The modal length of participation was twelve months

(101 children).

Table 6.6 relazes the time spent in programs to the

ages of the children.
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Table 6.6

Length of time enrolled in program by age levels

(n = 618*)

Age Time in program (in months)
(in years)

<6 7-12 13-18 19-24 25-36 >36 1
0-1 40 22 ‘
1-2 37 54 29 16
2-3 34 42 22 29 33 l
3-4 29 20 6 25 29 16 |
>4 27 26 12 37 17 16 1

from Queensland programs were not applicable.

6.1.4
Sources of Information concerning Program Availability

l
*Owing to a peculiarity in the data collection, 71 cases '
|
\
\

Over 80 per cent of parents (562) stated that the main source of
information concerning the availability of the program in which their
child participated had been a therapist, doctor, teacher or other
professional. Thirteen per cent (90) learned about the program from a
friend or relative, while 4 per cent {28) gained this information from
different Xinds of publicity.

6.1.5
Reasons for Participating in the Program

Respondents provided a wide spectrum of needs as the basis for their
decision to participate in the program. Table 6.7 categorises these
responses. The most frequently expressed need was the desire to provide
opportunities for the ha.«dicapped child to develop, to train and to
improve.
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Table 6.7

Reason for child's participation

Primary reason N 3

The best or only program available 165 25

To develop the child 396 60

To be able to attend regular school 66 10

Referred 33 5
Total 660

Missing data 29

The 165 parents who thought it was ‘the best or only program available'
were divided into two groups. the first with a choice of programs, the
second with no other program options. For the first group, comprising
approximately 100 parents, the program was the preferred choice for a
varirety of reasons which included convenience, home visits, small classes,
and individualized programs. For the second group it was the only program
avairlable. Generally this group appeared to be more :solated. geographic-
ally, because of program logistics or by a particular disabrlity that
required unique care.

6.1.6
Helpfulness of Program for the Parent

Parents were asked if the program had helped them (as
parents) in any way. The great ma)ority of parents, 89 per cent (614)
believed that the program had helped, while only a small minority,
4 per cent (26) considered that 1t had not been of assistance. Table
6.8 provides details of parental responses.
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Table 6.8

Perceived helpfulness of program to parents

(n = 614%)

Types of help N Ranking
Helping the parent learn how to help the child 390 1
Helping to relieve some concerns 283 2
Helping the parent to get acquainted with other

parents in similar situations 251 3
Helping the family to understand and deal with

the child 129 4

*Multiple responses were applicable

6.1.7
Communication with Program Staff

Almost three quarters of all parents (491) were satisfied with program
staff-parent communication. Of the 181 parents who wanted more frequent

communication with staff, one quarter communicated less often than at
monthly intervals. Table 6.9 indicates the frequency of communication

between parents and program staff.

Table 6.9

Frequency of parent-program staff comsunication

Frequency N A
More than once a week 165 25
Neekly 246 37
Fortnightly 70% 10
Monthly 107} 39t 16
Less than once a month 85; 13
Total 673)
Missing data 16

Y
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6.1.10
Responsibility for Services

Replies ro the question about responsibility for service provision
showed that almost all parents (99 per cent) favoured some type of
government agency. (Table 6.10)

Table 6.10

Parental beliefs about responsibility for service provision

Agercy N %
Federal government 387 60
State government 210 33
Federal and state governments 18 3
Local government 21 3
Voluntary organizations 6 1
Total 642
Missing data 47

6.1.11
Parent Expectations of the Child's Educational Future

In order to examine parental expectations about their children's
educational future, the parents were asked to indicate whether they
regarded regular school or special school/classes as the most likely
alternative. Two hundred and eighteen parents (35S per cent) believed
that their ch:ildren would attend regular school. The majority of parents
(408), however, expected that their children would attend special schools
or classes.

Parents were asked how they viewed their children's future, in
general terms. Replies indicated a wide spectrum of hopes and fears
concerning their welfare, ranging from very pessimistic expectations,
through uncertainty to both realistic and unrealistic optimism. Thirty
five percent (227) expressed hopefulness about continuing improvement in
their children's life chances. Although data were not obtained on varia-
tions in parental perceptions of their children's future in terms of the
type and severity of the child's disability, there can be little doubt
that these factors exert a powerful influence.

1iv
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6.1.8
Sources of Support, Encouragement and Help from Non-program-related People

Responses to the question concerning the sources of help, from people
not normally involved in the provision of early intervention services for
young disabled children, indicated that the most support was offered by
spouses and relatives, followed by friends and neighbours. Clergy provided
either a great deal of help or some help to a very small minority of the
parents. This information is detailed in Table 6.11.

Table 6.11

Help from extra-program sources

Help from Help

A great Some Little None

deal

N ) N s N ) N s (n)
Spouse 484 77 90 14 27 4 24 4 (625)
Friends 160 27 214 36 139 23 83 14 (596)
Relatives 256 42 174 28 106 17 76 12 (612)
Neighbours 61 11 108 20 135 25 234 43 (538)
Clergy 31 6 37 7 53 10 391 76 (512)
6.1.9

Other Programs serving the Child

For 387 parents (63 per cent) the only program assisting in the child's
development was the one surveyed. One hundred and seventy nine parents
(29 per cent) received services from one other program, 45 (7 per cent)
from two other programs and seven children participated in three other
programs. Sixty children (9 per cent) received services from two early
intervention programs which provided complementary services, e.g., a
home-based and a centre-based program.

The most frequently used alternative programs were of the playgroup,
kindergarten, day-care type (132), with the child usually attending for one
or two days a week. Of these parents, 92 (70 per cent) rated such programs
as extremely helpful. The remaining programs comprised public and private
medical and paramedical services, toy libraries, tertiary institutions,
religious and socizl functions. In general, attendance occurred less
frequently than weekly,

14}
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6.1.12
Program Evaluation

From the parents' perspectave, program effectiveness was defined 1n
terms of children's developmental outcomes. Responses described behavioural
changes such as being toilet-trained, sitting up, talking more, exerciSing
more 1ndcpenidence.

The parents werc asked about the program, the program staff, and
associated support services. In response to a question. 'How helpful do
you fcel the program is for your child? 461 parents (68 per cent) 1indicated
that the program had been extremely helpful, 164 parents (24 per cent)
thought that it had been fairly helpful, 45 thought that 1t had helped
slightly and § parents thought that it had not helped at all. Fourteen
parents did not reply, mainly because the child had not been in a program
long enough for them to have formed an opinion.

When these responses were analyzed on the basis of children's ages,
there appeared to be little variation in the perception of degrees of
helpfulness for cach age group, except in the case of children who were
aged onc ycar or younger. Seventy seven per cent of the parents of these
children regarded the program as extremely helpful, 16 per cent fairly
helpful, and 7 per cent slightly helpful.

Responses were also analyzed on the basis of the length of time spent
in the program. Scventy six per cent of parents whose children had been
in the program for morc than one year viewed the program as extremely
helpful, 19 per cent fairly helpful and $ per cent slightly helpful. In
the case of children who had been in programs for twelve months or less,
378, 44 per cent considered the program extremely helpful, 26 per cent
taarly helpful, 8 per cent slightly helpful, and S parents thought 1t
had not helped. As this group included children aged twelve months or
less, thosc parents have considerably lower opinions of the programs

Parents wnvolved 1n the various programs differed considerably in
their perception of the program's usefulness Of the 22 programs rcviewed
four were rated by 90 per cent of parents as extremely useful, seven
attracted this response from 70 to 90 per cent o€ parents, while the
remaining 11 were rated in this category by only 49 to 69 per cent of the
parents. Six programs werc excluded from this analysis because of the low
rate of parental response.

Since entering the program, 568 parcnts (89 per cent) had noticed
changes 1n the behaviour or actavities of thexr children at home, while
69 parents considered that therc had been no noticeable change. Of those
who noticed changes, 344 (61 per cent) had noticed many changes, but 224
(39 per cent) only a few. Fifty two parents did not respond, some because
the child had been in the program for onily a short period. Fifteen parents
had noticed regressive changes.
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There was little variation in these proportions when responses were
analyzed according to the children's ages. Of the parents whose children
had been 1n the program for six months or less, however, 42 per cent had
noticed many changes and 19 per cent had not, as opposed to 68 and 7 per
cent vespectively for the total sample. These percentages remained
constant across different programs. The behavioural changes noted after
the child's entry to the program are set out in Table 6.12.

Table 6.12

Behavioural changes noted after entry to program

Area of change N %
~" Overall 143 N
Social/self help skills 146 28
Language 46 9
Visual 15 3
Fine moter 11 2
Gross motor 45 9
Milestones attained 39 7
Awareness 78 15
Total 523
Missing data 166

Parents were asked 1f they thought the program serving their children might
be expanded or improved. While 48 parents did not answer the question,
433 parents (68 per cent) thought the program could be improved or expanded.

As the length of time spent in the programs increased, so did the
proportion of parents who thought the program could be changed. The number
of parents who considered that change was needed ranged from 59 per cent of
those whose children had been in programs for six months or less to 77 per
cent of those whose children had been in the programs for two or more years.

Table 6.13 presents parental evaluation of sources of support.
cncouragement and help from those usually associated with early inter-
vention programs. The evaluation of program staff was the only source
of substantial variation across different programs. In general, the
variations across programs were similar to those reported earlier on the
parental cvaluation of the helpfulness of the program.

re
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Parcnt ratings of the help given by doctors decrecased as the age of
the children incrcased. Almost 40 per cent of parents of chifdren aged
one year or younger thought doctors had helped a great deal, whercas only
18 pecr cent of parents of children older than three ycars held this view.
Correspondingly, the number of parents who thought doctors were of no
help rese from 15 per cent of children aged onc ycar or younger to 28 per
cent of parents with children older than threce.

Table 6.13

Help from program and associated sourccs

Help from Help

A great Some Llittle None

deal

N % N % N % N % (n)
Program staff 459 73 110 18 42 7 14 2 (625)
Doctors 136 25 147 27 136 2§ 135 24 (554)
Other professionals 97 21 107 23 66 ] 201 43 (a71)
Other parents of
children with dis-
abilities 111 20 143 26 116 21 183 33 (5S53)

6.1.13
Perceived Needs and Major Areas of Concern

To the question, 'What help do you need or want that you are not
receiving?' 474 parents (68 per cent) provided a wide spectrum of unmet
needs. These needs, too numerous to list separately, have been classified
under scveral headings. therapy services, information about Services,
help on how to cope, home help and child care. The distribution of needs
15 set out 1n Table 6.14. By far the most frequently expressed need was
for therapy services. Of the 164 parents who wanted therapy services, 118
specifically mentioned speech therapy.

This question was not answered by 215 parents. Either this Substantial
number of parents were securing all the assistance that they required, or
were unable to specify their unmet needs.
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Table 6.14

Areas of unmet need

Types of need N 3
Therapy services 164 35
Information on services 114 4
Help on how to cope 103 22
Home help 75 16
Child care 18 4
Total 474
Missing data 21S

Parents were also asked to indicate their major worries about the
children. Table 6.15 sets out the major areas of parental concern,

Table 6.15

Major areas of parental concern

Area N 3

Child's development 208 33

Future 176 28

Coping 113 18

Dependence of children on family 69 11

The need for continuing support 63 10
Total 631

Four questions, both the two preceding items and two others, also
asked the parents to comment freely on (1) concerns and feelings not
covered by the questionnaire and (2) possible expansion and improvement
1 concerns and

of existing programs. Since the wide variety of parenta
suggestions for improvement could not be classified in tabular

sample of these responses is included in Appendix D.
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However, comments in those four items which referred to programs and
which expanded the other data obtained, were coded around a particular
locus of concern, and ranked in order of frequency. These areas of concern
are set out in Table 6.16.

Table 6.16

Areas of major parental concern

No. of .

1
ssue Parents Ranking
Responsiveness to the needs of families with
young handicapped children 82 l
Lack of public awareness of how to identify children's
special needs and seek appropriate services Sl 2
Rationale of programs (e.g. acceleration of child's
development in one or more specific skill areas
focal to the handicapping condition, fostering of
2l]l aspects of the child's development, and/or
provision of family support) 44 3
The logistics of the program (e.g. transport,
timetables, distance) 43 4
Sources and adequacy of funding 39 S
Parameters of programs (e.g. integration of handicapped
with non-handicapped children, program provisien for
children with varying handicaps, provision limited to
children with one specific handicap) 37 6
Staffing of programs 36 7
The roles of family members in programs 28 8
Communication between early intervention program
personnel and relevant services for the community
at large 23 9
Relationship between early intervention programs
and the wider network of special services for
handicapped children 19 10
Responsibility for the future provision of early
intervention services 11 -
Monitoring and evaluation of programs 4 -
Total 417
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6.2

WORKSHOP DISCUSSIONS

¥orkshops were conducted i1n all capital cities for parents of children
receiving carly intervention services.

Thesc workshops were designed to serve a number of purposes:

- to provide opportunitics for parents of young handicapped
children to discuss with academic and research staff both
their own and their children's needs, and to identify
arcas of major concern;

- to comment on the adequacy of existing diagnostic and
treatment Yacilities and support systems, and to identify
major inadequacies in the provision of services;

- to make suggestions concerning changes to and expansion
of existing services which would best satisfy unmet needs.

Review and analysis of parents' contributions to the group discussions,
which were an important component of the workshops, confirmed that the
ma)or concerns expressed in these sessions reflected the findings observed
from data supplicd by the parent questionnaires, namely

- the nced for responsiveness, at community and professional
levels, to the needs of parents and their handicapped young
children;

- the need for 1increased community awareness of the nature
of disabilities and their ampact on both the handicapped
chald and his family.

The overwhelming impression gained from participation in the parent
discussion groups was the feeling of 1solation experaenced by many of the
parents, and particularly the mothers, of disabled infants and young
children. Parents were decply concerned by the fear, ignorance,
prejudice and rejection which they encountered in the gencral community.
If the measure of a cavilized society 1s 1ts tolerance of deviance and
ats recognition of the obligation to protect and nurture 1ts weakest
members, then contemporary socicty appears to fall far short of this
1deal.

Many parents reported that the most helpful and realaistic support
they received was the understanding and experience of other parents of 1
handicapped children. ‘

Incrcasing community awdpreness of the nature of disabilitres and
therr impact on the child and hys family was given urgent priority by |
the perents, Recognition that the disabled child has the same right to
gron and develop to the limits of his potential as have his non-handi-
vapped peers should ensure the provasion of a comprehensive network of
d1agnostic and treatment facilitres, as well as family suppert services
aimed at maintaining the chaild within the community.
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Parents stressed their right to be given, jointly and as svon as
possible after birth, honest information concermying the nature ot therr
child's disability, the imphications for his future development and
concrete strategres for coping with his specral needs. Porents acknow-
ledged that they experienced emotional rcactions suih o8 shock. gurlt,
shame, (hronic sorrow, even rejecttion and denral which required sensitive
understanding from the professional workers with whom they came 1in
contact during this period. They emphasized, however, that these reactions
werc normal responses to extreme stress, and not evidence of a neurotic
personality. They welcomed counselling only wwan 1t was realrty-based
and oriented towards giving them the problem-solving skylls to cope more
effectrively with the stresses that the advent of a handicapped child
placed upon interpersonal relationships within the family and on the
family's total functioning. They argued that the physical and emotional
exhaustion experienced by the mother in caring for a handicapped infant
made it wmperative for respate relref to be readily avarlable.

Parents stresscd their right to a more collaborataive role with the
professionals involved in their child's care and treatment. They pointed
out that their close continuous relationship with the child meant that
they were the ones with the most detarled and intimate knowledge of the
chi1ld*s abilities and wcaknesses and that this knowledge should be
inctuded 1n assessment of the chyid's developmental status. They argucd
thear right of access to medical and other records detailing the nature
of the child's disability and changes in his growth and development.

During the child's pre-school years, many of the parents® concerns |
were related to the availability and adequacy of intervention services.
Parents stressed the need for both diagnostic and treatment services to
be co-ordinated, preferably at a centrally located and easily accessible
site. They considered that co-ordination of services would help obviate
the many referrals and long intervals between appointments which several
had ecxperienced. Access to therapy and treatment programs often involved
lengthy delays, which needed to be eliminated. Support systems aimed at
maintaining the integrity of the family, and giving periodic relief from
the cxccedingly heavy responsibrlitics of parental care of a disabled
infant or young child, were seen as an essential need. These services
Included: babysitting at short notice by a competent person, access to
day care, and short term care to allow time for other family duties and
responsibilitiecs to be attended to. Becausc of geographic mobility many
families i1n Australia are 1solated from their kinship group, particularly
grandparents who have traditionally been the source of respite and relief
for over-burdened parents.

It was suggested that one possible solution to this problem was a
training program for ‘surrogate' parents which would give them under-
standing of the child's problem and the skill to care for him for short
periods, without the formality or long-term amplications of foster care.
A program such as this seems especially important for areas such as the
Northern Territory, a substantial proportion of the population of this
area has moved from other localities, thus reducing or curtailing parent
and family contacts.
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Caring for a handicapped child at home involves families in both
obvious ond hidden expenses. Existing sources of financial assistance
nced to be publicized. A surprising number of parents at the workshops
disclosed that some time had elapsed before they had learned about the
Handicapped Children's Allowance. Parents considered that more financial
help was nceded, and that there should be more flexability in the use of
aveitable funds.

Various approaches to increasing public awareness and understanding
of dusability were sugpgested during the workshop discussions. The groups
felt this awareness should include knowledge of the kinds of services
available in the community, the functions they perform, and how contact
may be made with them.

1. It was suggested, many times, that morce use could be made of
the popular media - television, radio, newspapers and magazines - which
should assume greater responsibility for educating the community about
the naturc of disabilities, their impact on the child and his family, and
their implications for the community. In particular, the right of dis-
abled children to have access to community facilities needs to be stressed.
Special provisions and scrvices to accommodate these children's special
needs and those of their families should be advocated as a right of this
vulncrable sub-group and should be an obligation recognized by the
general community. It was acknowledged that several excellent programs
had achieved somc measure of increased awareness but that a great deal
of work remaincd to be done. Parent organizations could make an important
contribution to the encouragement of media attention by working with
programs, agencies and departments to

- writc letters of commendation or telephone approval
of worthy efforts,

- make suggestions for desirable activities, offering
assistance,

- criticize sharply any negative images portrayed.

2. It was recognized that, although directories of services have
disadvantages, especially the speed with which they become out of date,
particularly at a time vhen services are expanding rapidly, they do
perform several valuable functions

- suggesting to parents the range of services available,

- creating awareness of future as well as current options,

- informing general practitioners, paediatricians,
hospitals, agencies of maternal and child health and

welfare and other community services of available
services for the handicapped.
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Compilation of directorics can be expensive and their effective
use depends upon careful dissemination. Fasy and widespread accessibility
is important. libraries, for instance, would be suitable locations for
their display as would toy librarics for both the non-handicapped and the
handicapped.

|

1
3. It was suggested that a central non-aligned ageney, with a

widely publicized telephone numher, could serve as an iritial contact

for parents concerned about their children's development. This agency

could act in a referral capacity, directing parcnts to appropriate

assessment, diagnostic and service facilities. This information would

aiso bhe of assistance to professionals and community services that might

make contact with 'at risk’ and handicapped children.

4. Parents endorscd recent initiatives such as the integration of
handicapped youngsters tn regular scttings and the application of the
principle of normalization 1n the provision of services. One example
was fostering of handicapped children as a preferred alternative to
institutilization. These wnitiatives should make an important con-
tribut ion to vducating the wider vommunity, and parents underlsncd thear
importance.

5. (o-operative cmployers and work environments which recognize
the role of parenting and provide fiexibility to enable parents to
perform this role adequately for a ¢hild «ith special nceds make an
important contribution

6. Parents themselves can be a primary source of ynformation to
the puhlic,  Open demonstration of their love for and pride i1n a disabled
chald can be an important source of attitude change in others,
particularly thesc who have had no first-hand experience of handicap.

7 Professionals and para-profes<ienals who service the communrty
at large, particularly doctors, nurset and teachers, should all have
training that incorporates understauving of the nature of handitap

Many of the urgent and continu:ing concerns cxpressed by parents, and
destrabed 1n the preceding scction, reiterated the themes of the confer-
cnce vonvencd by the National Women's Advisory (ouncil for mothers who
had given barth to disabled children

while thas Lonference, held in 3Brisbanc in May 1980, addressed itself
to the nceds of handicapped children and theair parents throughout the
whole of childhood and beyond, many of the recommendations contarned 1in
1ts report "My child was born disabled..." refer specifically to the needs
of handicapped i1nfants and young children and their families, including
the provision of ecarly intcrvention programs.
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CHAPTER 7

PLAY AND THE HANDICAPPED CHILD - ‘TWO PILOT STUDIFS WI'TH
DEVELOPMENTALLY DELAYED CHILDREN
P.Gunn

Play in childhood provides a meang of discovering and rehearsing skills
which promote the growth and competency of the child's ability to manipulate
hie real life environment.

Most children learn to play - and play to learm - with the relaxed,
untutored help of significant others (parents, siblings, peers). Handi-
capped children are at risk of meeting barriers tin their play development
that cannot be removed without some knowledge of the appropriate, struct-
ured assistance necessary to help them.

Insights into the play needs of handicapped children are most likely
to flow from intensive longttudinal studies. The first study described in
this chapter was longitudinal but necessarily involved a limited period of
time. A Down's syndrome child was observed at monthly intervals between the
ages of § months and thirteen months and again at fifteen months. The
purpose of the study was to observe mother-child interaction in terms of
tactile, kinesthetic, visual and vocal play. The second study tinvolved
eight children with developmental disabilities who were observed in two
settings: a spectal pre-school for handicapped children and a regular
pre-school or kindergarten. The examination of the use of play materials,
play relationships and vocalizations has implications for play in early
intervention programs.
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ft 1~ widely acknowledged that the handicapped child 1s dependent on
others tor a ltonger period than s his non-handicapped peer In addition to
thi~ longer dependence, the type of handicap, 1ts severity, 1ts duration
(whether 1t 1~ temporary or permanent), the age of onset and the prognosxs
are «ll tactors which influence the child’s development  The effect on
development, however, is not restricted to the domain of the handicap For
instance, it the infant’s nonvisual (Fraiberg, 1979) or nonhcaring vocabulary
i~ not recognized, a sensory handicap may lead to emotional impairment In
the case of physical handicap, 1f the opportunity for motor play is bumted,
the tourse uf ~ocial and emotional development as well as physical development
will be affected  Through motor play with his body, the infant develops
body -uawareness and 4 sense of his own capabitities He learns to master his
body .and to explore the environment When motor play and exploration are
restvicted, knowledge of the wider world, its objects and persons, 1s also
restricted  As o aesult the handicapped ¢hild may have difficulties in the
developmeat of autonomy and possibly of attachment as well This lunk |
between vinotional development and physical or sensory handicap 1s sometimes {
overltooked (Murdoch, 1979)

|

Since the handicapped infant s dependent on the intervention of care-
givers for a longer period and in more circumstances than the child without
handicap, there 1s o greater risk that in his case play will be viewed from |
an instrumental framework rather than as an internal dimension of his
behaviour  The situation in which the child s playing and the materials
provided tor play may have to be structured to meet his unique needs, and the |
spectalist literature and toy libraries have many suggestions for specifac
handicaps (Fnnve, 1974, treeman, 1970, lear, 1977, Mogford, 1977, Newson,
\ewson, Head § Mogford, 1976). Some handicapped children may even have to be
taught how to play with playthuings (Wehman, 1979), but 1f the children can
play only under supervision, that teaching must be regarded as incffectave

[f ptay 1s secen as a desirable behaviour, the aum should be to
"generdatize" 1t to a wide range of contexts fhe child must be able to play
independently and to gain the feelungs of satisfaction and mastery which are
relevant to the internal dimension of play

With regard to these feelings of satisfaction, 1t should also be kept
1tn mind that the child may need to be diverted from actang only for the
pteasure of receiwving a social reward  There 1is sometimes a danger in
<tructured play intervention that the handicapped child gets pleasure from
adults' “good boy' or 'good girl" rather than pleasure or meaning from his
own behaviour. This will detract from his ability to play when alone or
with peers

The xmportance of structuring the sctting and the playthings to meet
the individual requirements of the handicapped child 1s readily acknowledged
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but the need to encourage ~ocial play with peers 1s sometimes forgotten
Yet the importance of suci. .lay to children’'s dcvclopment has been widely
acknowledged.

Current cvidence shows that, without an opportunity to
interact with other chatdren, children have daffaiculty an
tecarning effective communication skills, modulating aggressaive
feelings, accommodating to social demands for appropriate
sexual behaviour and forming a coherent set of moral values
Pecr relations arc not luxuries in human development, they
are necessities (Hartup, 1978, p.28)

The development of social play proceeds from a setting in which an
adult sets the context for conjoint action to one in which play with peers
assumes a greater role  Until agreecment 1s reached on the rules of inter-
change, social play with peers may be expected to have unpredictable aspects
for the partacipants When a child 1s playing with a caregiver, the latter
may deviate only stightly from wo'1 rchearsed routines but dev.iations may
well be consaderable durang the chi'd's initial encounters with peers The
abihity of a handticapred child to tolcrate this loss of predictability or
to moderate 1t by negotiating acceptable rules of interaction will influence
the course of his soti1al play with other children

Co-operative sharing, turn-taking and pames may be especially sensative
to the cffects of handicap, particularly 1 f language 15 wmmpaired since this
will restrict the child's access both to specified rules and to agrecment on
the terms of exchange  Adults may play a crucial role in teaching both
social rules and the rules of specific games  Caregivers may need to
determine when ritualized sequences or games with rules can most
appropraately be taught to the handicapped child, both with regard to his
own skill and plcasure and also with regard to the possibility of their use
later Jdurang ptay with others

It 1s often suggested that the early exchanges between a mother and her
infant set the fouadation for the child's knowledge of turn-taking and other
social rules Stern (1977) has suggested that motcric play has a special
role to fulfil 1n these exchanges since 1t serves to keep the infant at an
arousal level which s optamal for attention to the mother's signals When
Crawley 2t al. (1978) studied changes 1n mother-infant play at 4, 6 and 8
months, they also concluded that maternal behaviour 1s gearcd towards getting
an optimal ltevel of infant participation In addition, however, they pointed
out that this partacipation 1s constrained by factors which relate to the
infant 's developmental level  Play with the 4 month old infants, for
example, did not require motoric skitl on the infant's part and there «as a
trend towards conventional motoric role games with age Other researchers
(Gustafson, Green and West, 1980, Bruner and Sherwood, 1976, Klceman, 1973)
have documented the way 1n which the infant's role in these games become< a
more active engagement by the end of the first year of lLife

Handicapped children have not been included among the subjects in
studies such as those reported above where developmental changes in mother-
infant play have been rescarched It would bec reasonable to anticipate that

-
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the structure of games played would be constrained by the infant's developmen-
tal level, but 1t would be of considerable i1ntercst to examine whether there
ts also a trend towards conventional motor games as the age of the handicapped
child i1ncreases.

7.2
PILOT STUDY OF MOTHER- INFANT PLAY

To provide information on such 1ssues, a longitudinal pilot study was
undertaken of the characteristics of mother-infant play with a Down
syndrome tnfant who was developmentally delayed. This boy's scores on the
Bayley Scales of Infant Development at 12 months yiclded a Mental Development
Index of 58 and a Psychomotor Deveclopment Index of 50. He .ad no sensory
impatrment but his motor development was delayed He did not sit alone until
10 months or crawl until 14 months of age.

A number of sessions in which the child was playing with his mother were
recorded and analysed according to the Crawley et al. (1978) categories for
games

tactile

gross body movements - mother moves infant's body 1n space
l1imb movement - mother moves i1nfant's limbs 1n space,
cither

3a. non-motoric role, or

3b conventional motoric role

4 visual - mother provides stimulation that may be visually
observed by infant, either

4a. non-motoric role, or

4b. conventional motoric role

i 1N

Conventional motoric role games include such games as pat-a-cake, peck-
a-boo, waving byc-bye. 1f the mother demonstrates these games visually they
are classified as 4b 1f she moves the infant's limbs to demonstrate the
game, they are classified as 3b.

Non-conventional games lack a traditional role and appear to be
directed at arousing the i1nfant or maintaining his attention

for the present study 1t was also found necessary to add an extra
category of game This was vocal play which was coded when the mother
vocalized to the i1nfant 1n a playful, repetitive manner, face-to-face
The sensory tnput depended mainly on the sound pattern of vocalization
Apart from an occasional kiss, there was no tactile or kinesthetic play and
the visual input depended on the mother's facial expressions. During the
period studied, these vocalizations tended to be non-conventional sounds,
e ¢ raspherries, cooing, or da-da and ma-ma syllables.

puring the play sessions, the mother sat in an arm chair with the
infant on her knece but she was free to move about (and move the infant) as
she plcased
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Table 7 1 shows the proportion of playtime which was spent an cather
tactile or kinesthetic play  This appears to agree with the finding of the
Crawley ct al. (1978) study by demonstrating «a clecar reduction in tuacttele
stimulation with age In the last two play sessions in our study, however,
the mother demonstrated "Round and Round the Garden” and "This Little Paggy”
on the ¢hild's hands These were classified as conventional games under the
visual category but they do have a strong tactilec component Perhaps
another category of conventional games 1s nceded here

Table 7.1
Tactile and kinesthetic play as proportion of playtime
Down's syndrome infant

Chronological Catcgory of play
age (months) Tactile Whole body movement Limb movement
non-motoric  conventional

5 27 36

6 14 38

7 21 30 03

8 20 32 06
21 45

10 24

11 18 06

! 07 34

13 03 43

1S 00 04 27

The high proportion of whole body play is probably a better naturalistac
guide than the Crawley et al study which showed few games in this category
This, however, appears to be an artefact of their experimental setting where
the mother sat on a stool facing her infant who was 1n a port-a-crib, by
contrast, in our study, as indicated above, the mother had freedom to move
herself and the infant The marked i1ncrease in limb movement games which
have a conventional motoric role at 13 months 1s paralleled by a sumilar
change 1n the visual play The changing nature of the visual stimulation
offered by the mother 1s shown in Table 7 2 which gives the proportion of
playtime which was spent 1n either visual or vocal play Visual stimulation
changed from an attention getting role at 6 months, and the "I see™ or "Peek-
a-Boo" game was introduced at following sessions. However, when the child
was able to sit up and move with more confidence at 10 months, the mother
again introduced visual stimulation to attract and maintain his attention.

As her use of visual stimulation for play decreased, she appeared to 1increase
her use of vocal play This, too, was related to the child's development
since .uch of this play consisted of the mother’'s imitation of the child's
vocalizations.
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Table 7 2
Visual play and vocal play as proportion of playtame
Down's syndrome infant

Chronological Category of play

age  (months) Visual Visual Vocal
non-moOtoric conventional

S 31 .06
6 40 08
7 .07 12 .28
8 22 .19
a 12 21
10 31 44
il 75
I 0l 02 54
13 34 21
15 34 34

These observations have shown that by the time this child was 13 months
of age, his mother spent a high proportion of the play session 1n demonstrat-
ing conventional games to him  The study has also shown that vocal play was
common aftey 6 months of age, that the "Peck-a-Boo" game was played with fthe
mother as agent in the sceond half, and that the child wmitated a whole body
game when 12 months of age At this session he vocalized "uh™ and his
mother played an "up-down'" Iifting game with ham  This was repcated
several times.

[t 1s not suggested that the development of the games within this dyad
1s representative of all such dyads, for instance the proportion of vocal
play may reflect social class or cultural factors The account does, however,
1llustrate some changes in the structure of mother-child play which depend on
various aspects of the child’s development. 1Tt also illustrates the way 1n
which the play changes during infancy from arousal or attention getting
towards conventional games in which the infant will later take a more active
role.

when the infant takes part in these conventional games, 1t may not be
the content of each individual game which 1s important but vather the shared
pleasure and the structure which are common to most games That 1s, thecre
1s a definite beginning and end with pauses which allow for turn-taking, and
the total scquence 1s ritualized with well defined responses. Perhaps even
more important 1is the high peak of interest, attention and positive affect
which are all conducive to learning and which are all characteristics of the
internal dimension of play.
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7.3
PILOT STUDY OF THE PLAY OF HANDICAPPED PRE-SCHOOLERS

The infant's introduction to games and the rules of social exchange
usually takes place during interactions with caregivers and knowledge of
these rules (e.g. turn-taking and sharing) 15 later put to the test during
encounters with others. Interactions with other children are especially
important as the child grows older and such interactions are influenced by
the child’s level of social and communicative skill and are also contribu-
tors to the development of these skills,

It is recognised that interaction with peers is important for handicapped
as well as for non-handicapped children and there 1S currently much interest
in the possible benefits of intecraction between children of different
developmental levels. 1[It has been suggested that the development of less
advanced children may be enhanced by the availability of more competent models
while the more advanced children may become more Sensitive to individual
differences (Guralnick, 1978).

Although these benefits have been proposed for the inteeration of
hand:capped and non-handicapped pre-school children, studies to date
have given equivocul results. These studies, however, have been largely
confined to American settings and the majority have been concerned with
groups which had a high proportion of handicapped children. 1In those
Australian cities i1n which enrolment 1n pre-schools and kindergartens 1s
readily available, handicapped pre-schoolers are likely to be a minority
1t an integrated sectting and the American data may be inappropriate

For the present pilot study, eight children (4 boys and 4 girls) who
attended both a special pre-school for handicapped children and a regular
kindergarten or pre-school were observed playing in the two settings. The
children attended four different special schools and eight different regular
schools, all within the greater Brisbanec area In each regular setting, the
sample child was considered as the only one whose handicap was severe enough
to need the extra attention i1n the special setting All the children were
developmentally delayed (although the delays were of varied etiology) and
all were mobile. Their chronological ages ranged from 4 years to 6 years
but on a Reynell language assessment, two children scored below 3 years on
the verbal comprehension scale and five scored below 3 years for expressive
language.

A play session was video-recorded for each child i1n each setting with
subsequent coding according to the Tizard, Philps and Plewis (1976)
modification of the Parten (1933) categories of social play. The play was
also coded for the Tizard et al. categories for the use of play materials
(partial, appropriate and symbolic), and for the number of remarks initiated
eitther by the study child or by an adult to that child.

Preluminary results for 30 minutes play in each setting (Table 7.3)
indicate that -

there are morc adult directed interactions in special units
than in regular groups

there are more adult-child interactions than child-child
interactions i1n both settings
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there is more solitary and parallel play than social play
in both settings with a trend towards more social play in
the regular settaing

morc play 1s appropriate rather than symbolic in both
settings
Table 7.3

Child's behaviour in different settings
Brisbanc & British studics

Brisbane Study Tizard et al. (1976)
Spectial Unit Regular Group Mean
Mcan Mean (CA 4 yrs) (CA 3 yrs)
Percent play which 1s
partial 20 20 22 31
appropriate 74 76 41 41
symbolic 4 3 33 25
parallel or solttary 92 86 57 69
social 8 13 43" 31
In 30 minutes, remarks
tnitiated to another
chitd 3 3 41 28
inittiated to an adult 8 4 8 6
inttiated by an adult
to this child 25 10 9 9

* estamated from published data.

Most symbolic play in both settings tnvolved family role themes,
usually cooking, shopping or putting the baby to sieep. In the special
units 1t was usually imitiated and sustained under adult direction, but tin
the regular sctting the pretense play was more often initiated by another
child than by the teacher The very ltow frequency of pretensc play as
compared with the Tizard et al.(1976) results for non-handicapped 4 ycar old
pre-schoolers may be related to language delay but it also suggests that
adults may nced to play a greater rolc than they do 1n encouraging these
children towards fantasy play. [In the regular scttings, the other children
often provided tmaginative models but the handicapped child was often not
cxpo~ed to these. Hecould, instead, be found at an activity such as
threading beads or completing one jigsaw after another.
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At least one teacher 1n the regular sctting was already taking steps to
encourage the handicapped pre-schooler in her group to play with morce than
yi1gsaws (or form boards)  Another developmentally delaycd boy was scen to
complete the same puzzle si1x times 1n the one regular play scssion yet he did
not show the same perseverance in other play areas. Pcrhaps the attraction
of these puzzles 1s the child's ability to reach a successful conclusion.

Or perhaps the task shelters the child from a more threatening social
activity. Whatever the reason, adult intervention seems to be necessary if
these children are not to stay at the puzzle table for very long periods.

Since the chitldren showed varying degrees of language delay, 1t 1s not
surprising that the mean number of remarks to other children was considerably
lower than that reported by Tizard et al. for normal 4 year old pre-schoolers.
It 1s reassuring, however, that soctal play was not inhibited but was often
marked by smiles and actions rather than by words.

This study 1s limited by the small sample size and by the duration of
the coded playtime Tt does suggest, however, that teachers of handicapped
pre-schoolers may need to play a greater role 1n encouraging pro-social
behaviour. At present this seems mainly to be left to song turn-taking
sessions. Perhaps there 1s too much emphasis on the materials for play and
the cognitive and physical aspects of the children's development rather than
on their social needs. There 1s always a risk that i1n focussing on the
handicap and the program to remediate 1t, other aspects of the child's
devclopment are neglected. This pilot study may serve some purpose 1in
drawing attention to the symbolic and social aspects of the handicapped
pre-schooler's play development.

The development of early intervention programs 15 currently occurring
1n a context of limited knowledge of the course of development of young
handicapped children. Child development has emerged as a major research
area, uniting interests that have in the past been studied in isolation
within a number of separate disciplines. Concerted research efforts
have been directed to producing holistic theories describing and seeking
to explain the usual course of human development. It is only recently
that a similar effort has been extended to consideration of exceptional
devetopment. The studies completed at the Schonell Educational Research
Centre have been framed within the perspective of the search for an
holistic theory of exceptional development which might guide the design
of early intervention programs

The reader 1s directed to Appendix K for a listing of such studies
which have been completed at this Centre.
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CHAPTER 8

TOY LIBRARIES AND EARLY INTERVENTION
J.Elkins

The study of toy libraries formed an integral part of the wider study of
early intervention programs in Australia. Toy libraries are not, of course,
primarily early intervention programs although they may provide some com-
ponents of early intervention services. More frequently, they may serve as
an additional resource for early intervention programe offered by other agen-
cies.  The relationship of toy libraries to early intervention programs is
shown in the diagram of services to the entire community (Figure 8.1).

Some toy libraries may be very closely associated with early interven-
tion programs. Other toy libraries may supplement programs provided by
ather services for handicapped people of various ages. There are also toy
[rbraries, outside the scope of this study, providing services to non-
handicapped people.  Some toy libraries, of course, may combine aspects of
these three major types.

The study has entailed extensive interaction with toy library personnel.
Detailed questionnaires were completed by the staff of toy libraries, and
Jfor a sawmle of toy libraries questionnaires were distributed to parents.

The full report on toy libraries, of which the following is a condensed
version, was published by Elkins et al. in 1980.

8.1
1NTRODUCTION

fwo criteria were used 1n determining which toy libraries would be the
focus of this study. fairst, toy libraries were included :1f they offered
services to handicapped children, and second, toys must be made avairlable
to be taken away from the library premises, ir.e. a toy lending service
existed. A few toy libraries were included although they did not meet neatly
the two criteria for inclusion. For example, the Kath Dickson Centre Toy Lib-
rary caters for the handicapped and non-handicapped, but 1t has a specific core
group of toys for the handicapped. The Sydney leachers' College Toy Library
serves non-handicapped children in the immediate vicinmity as well as children
with special learning necds. However i1t gives only a minimal service to local
non-handxcapped children.

[he questionnaire for toy libraries was prepared in consultation with the
Australtan Assoctation of Toy Libraries for the Handicapped, members of which
revicwed a draft and made numerous suggestions to facilitate obtaining accurate
and full information. T[he purpose of this questionnaire was to permit a detailed
description of several aspects of toy library services. (a) the kinds of services
offecred, (b) the clientele scrved, (c) the toy library's relationship with the
community (1ncluding relationship through referral and liaison), (d) the facil:i-
ties available, (e) the extent of toy library use in terms of numbers of clients
and resources, (f) toy library procedures and ways of informing the public of
their services, (g) staff members and their characteristics, (h) organization and
planning, (1) funding sources and policies, and (}) needs assessment. Toy librar-
1es were also asked to i1dentify problems and areas of concern.

The parent questionnaires were designed to elicit information on (a) the char-
acteristics of the child using the toy library (age, disability), (b) other spec-
1al services available to and used by the family, (c) the perceived uscfulness of
the toy library, and (d) expressions of need for additional services to the child
and family.
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THE_TOY L IBRARY MOVLMLNI

Recognition of the importance of play for lcarning, particulurly for
children with disabilaties, has led to the development of speesal toy librar-
1es for children with special needs. According to forell (1973), toy librar-
tes for children with specific disabilities were developed in Sweden 1n 1963
and, by 1974, there werc about S0 toy libraries in Sweden. By 1977, therc were
350 toy laibraries 1n Lngland (Newson, Newson, Head and Mogford, n.d., p.67),
and the first anternational confecrence of toy libraries was held in 1978.

A proposal that toy labraries bc an extension of existing pre-school ser-
vices was made within the past five years by . Borsbvom i1n "Larly Childhood
Resource Book No. 2" published by Dept. of Lducation (Q).Some private agencies
have also attempted centralized planning of toy librazies. The New South Wales
Socicty for Crippled Children has established five toy libraries at various
facilities. The Kindergarten Union of South Austraiia has provided a central-
ized toy library service for handicapped children.

The Family and Children's Services Agency of the New South Wales Depart-
ment of Youth and Community Services has gurdelines for funding toy libraries.
Hlowever, these guidelines wmply an existang policy only for the establishment
of toy librarics and other scrvices, but for their continued support. They
also 1mply the establishment of toy libraries for a cross-section of the
tomnunity, or for a combination of disadvantaged groups, rather than for the
handicapped only.

Examples of co-ordination of services at a local level can be found also.
The formation of the Gold Coust City Council Toy Library was discussed by an
"informal committee ... consisting of representatives from the various services
catering to handicapped children 1n the city”. * Noah's Ark Toy Library for
Handicapped Children at 3endigo resulted from efforts of 'a group of people
professionally involved with handicapped people at Bendigo”. In N.S.W., co-
ordinators of the Handicapped Persons’ Bureau of the Department of Youth and
Community Services encourage the development of local groups of representatives
of services to the handicapped, to fo-ter co-operation and shared planning efforts
that can have implications for all services to the handicapped.

Information concernang toy libraries for the handicapped in Australaa
suggests that developments in England exerted a significant ainfluenct on the
toy library movement in thas country. For example, even where cataloguing
methods are concerned, the majority of toy libraries responding to questionn-
arres for the present study use the Englash Toy Libraries Association publica-
tion VABC of Toys". The two ma)or influences appear to have been the Nottaing-
ham Universaty Toy Library and the Toy lLabraries Association of England.

The purpose and essential functions of the Nottaingham Toy Library - toy
‘ending and guirdance for parents of chaldren waith any handicap - are echoed
tn Australian toy libraries. The use of client appointments at regular inter-
vals, typacal of other European toy libraries, 1s also matched by some Australian
toy labraries.

Visits to the Nottingham Toy Library preceded the establishment of the
Melbourne Noah's Ark Toy Library in 1971. The activities of the Noah's Ark
Toy Labrary anfluenced the concept of toy libraries elsewhere in Australia and
resulted an dassemination of ainformation concerning English and other European

* Quotations appearing without source references are from information supplied
by Program Directors ain the returned questionnaires or relevant ieaflets.
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developments. Other influential toy libraries were the Torrens CAE Toy Library
and Parent Advisory Centre and the Special Education Resource Unit in South
Australia, both of which opened in 1974. These two toy libraries co-operated
to produce a handbook "Developing Special Education Resource Units and Toy
abraries" published in 1976. The Colony 47 "Toy Town' and the Noah's Ark
Centre in Canberra also played an important role in the toy library movement

in Australia. Along with the Melbourne Noah's Ark, these four toy libraries
were instrumental in establishing the Australian Association of Toy Libraries
for the Handicapped (AATLH).

Among the aims of the AATLH are:

1. To establish an effective communication network between Toy tibraries
for the Handicapped throughout Australia and members of the AATLH.

2. To further the setting up of Toy Libraries for the handicapped whose
purposes shall be -

to assist the development from the earliest stage of all handicapped
persons whatever their disability;

to provide family resource centres and professional advisory services
for the handicapped and their families;

to make available a wide range of approprizte toys and equipment; and

to foster the understanding of the need for play and recreation in
the development of the handicapped person.

3. To promote, work for and maintain communication between AATLH and -

- 1ndivadual toy libraries;

- other professional persons and organizations;

- manufacturers, designers and other anterested bodies;
. societies for handicapped persons,;

- Government agencaes;

- any other interested body and/or person.

4. To facilitate seminars and conferences in order to further knowledge
and understanding of the aims of AATLH.

5. To foster appropriate research and publications.

8.3
POTENTIAL ROLES FOR TOY LIBRARIES

Services which enable parents of youny handicapped children to borrow
toys at a minimal cost are a necessary component of overall tamily support.
There is a clear analogy with book iending services implicit in the name
"toy laibrary". It would appear that several factors which influence societal
support for book libraries apply to toy lending also. Both books and toys
represent substantial purchases costs, for toys ranging from $5 to many tens
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of dollars, with an average cost in thc $15 - $25 range. Parents of hand:-
capped children already face cxtra costs in many aspects of their parental
responsibilities, Government programs act to minimize the impact of such
extra costs, for cxamplc, through the handicapped children's allowance for
which some are cligible. Parcnts also expericnee selection difficultacs
when attempting to purchasc toys for children, cspecially the very young.
Wherc handicap makes devclopment slow or atypical, parcnts may nced addit-
ional assistance with toy selcection.

Parcnts and siblings of young handicapped children often have unmct
needs which can at timecs place great stress upon tac family unit. Further-
morce, because of the history of devaluaticn and stigma associated with scrvices
to the handicapped 1n Australia, there are very real impediments to the align-
ment with appropriate services of familics having young handicapped children.
There 13 a clear nced for non-threalening and readily accessible centres where
parents can find assistance, advice and acceptance as they adyust to the im-
plications of parenting a handicapped baby or toddler and comec to understand
the options avairlable to assist them in providing for the necds of the hand:-
capped child and of the total family unmit. There 1s increasing evidence that
a transactional modcl, which addresscs the necds of family and wider community,
has advantages over onc which focuscs only on the deviant chald.

Parcnts of a handicapped <hild often feel 1isolated and devord of assist-
ance even though services may cxist an their local community. This may be
cspectally true 1n thosc doubting times when a diagnosis of handicap has not
yet been made. The reduction of support, provided 1n carlier decades by the
cxtended family, cxacerbates the extent of thear feelang of 1solataon. A
strong casc can be made that the familics of handicapped children have nceds
for scrvices beyond thosc designed for chaldren and families in general, but
that such services should be operated :n accordance with the principle of
normalization to ensurc their maximum acceptability and usefulness. Toy
librarics might carry out the function of providing support to the famrlics
of young handicapped children.

fhe rapid expansion of carly intervention programs overscas and in Aus-
tralia gives cvidence of the hope held by parcnts and professionals <hat such
cfforts will prove bencfivial. Many parents of handicapped children in Australia
ar¢ sceking to promote the fullest development of theair handscapped children, and
they are displaying much interest in greater participation in promoting the de-
veclopment of their own child. Thus therapy and devclopmental programs for young
handicapped chaldren arc 1n part focussed upon assisting parents to play a sig-
nificant rote rather than cxcluding them as was more common in the past. Toy
librarics might play a role 1n providing therapy-rclated services to young handi-
capped children. The issue of co-ordination of therapy and cducational inter-
vention with toy library services will need careful cxamination.

8.4
THE SURVLY OF 10Y LIBRARILS 10OR Ml HANDICAPPED

8.4.1
The Sample

A questionnaire survey ¢f toy librarics serving handicapped chiidren was
conducted. Thirty-thrce complcted questionnaires were rcceived, this being a
73 percent response rate, from the 45 toy libraries i1dentificd as existing to
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provide special scivice to handicapped children.  Some information was obtained
regarding most of the toy libraries which did not return questionndires Figure
5.2 on the following page shows the geographic location of the toy libraries,
1t wilt be noted that though not cvery toy library for the handicapped could be
precisely located (4t of the 15 are shown), little access to toy library ser-
vices appedars to cxist outside major cities Some city toy libraries conscquent-
ty have developed mobile services ranging over a relatively large territory.
Some retatively large poputation centres have no toy libraries for handicapped
children. len cater tor children with a single handicapping condrtion and 23
have a clientete with a wide range of handicaps Ihere were 18 community-
based toy libraries in the sample, 13 resource units scrved specific facilities
or agencies and two were based at Colteges of Advanced Lducation.

loy Iibraries 1n \ustrabia which returned questionnaires have been 1n oper-
ation tor periods from less than a year to necarly nine years Ihe oldest toy
library among the respondents 1 the Noah's Ark in Melbourne (8 yecars 9 months).
fhis Library has been of subatantial assistance wn the estabiishment of other
toy bibrarves \nother well-established toy hibrary 1s the ESSO Toy tibrary
(\.S.WL) for \atistic Children (7 years 6 months). Iwo other toy libraries
complete the oldest group, all 1n operation over six ycars Noah's Ark, Can-
berra. and the Monnington loy labrary in Victoria for visually and hearing
tmpatred chrldren

the most recently established toy bibrarics ain the sample have been in
operation for fess than two years. \gdin, there 1> no onc type of toy library
in thas group five of the seven toy libraries 1n the group serve children
with diverse handicaps. two serve children with specific handicaps, 1.c.
wensory (KviB) and intetlectual (Strathmont). Of those serving children with
diverse handicaps. onty one 1~ a ‘oah's Ark Toy lLibrary (Bendigo). Two of the
other three are regional toy hibraries (the South West Region Support (roup
toy Library 1n Victoria and the North West Regron Toy labrary i1n Victoria and
the Morth West Region Toy Library an Mt fsa).

thus Jiversity characterizes the most recently extablished as well as the
carlie~t toy hibraries wn Australia, irom the beginming to the present. toy
tibraries bave 1ncluded 1ndependent services serving all children with hand1-
caps ad services attached to previousty ¢~tablished agencies or groups, fre-
quent 1y serving chldren with specific handicaps and using toys as programmatic
tools.

L

Servives Of fered

AL 33 oy
SOTVECCS WUre

Libraries oftfered toy lemding services \mong other major

toasuitation with parents 25 6%
Tducation on play and toy usc 0007
Reference Tibrapry for parents 26 79%
ficwources for professionals 27 8%
Back-up service for related agencies 17.52%
Pragnos s J.6%
School boladay activaties R.24%
troup activities for parents

or children 15 A8%
\esessment of clients [ A
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Mobile van services were provided by nine toy libraries, with three more
planiing such activity. len mail services were noted, but 1t was not usually
1 mcthod ot choice.

flom¢ visiting was provided by 13 toy libraries, but visits were typically
introquent, usually serving to overcome difficulties faced by parents in
attonding the toy library. lowever, visually handicapped children were more
uften visited at home to hiclp promote development in that particular context.
\ wude range of other services was mentioned by at least onc toy library,
i luding

[, visiting various service agencies to determine their needs so as to
provide toys 1n responsce to requests for toys by therapists with
thosec agencies,

using extended services to test client responsce and determine needs
("c.g. before branches are established, van visits are used ... to

sce 1f a need really exists "),

g. anformal visiting by dircctor and committec members in times of
special need,

/. discussions of children's developmental stages;

5. a "social activities group for older handicapped persons .. once
a fortmght”;

#. an the case of toy libraries located 1n residential institutions,
visiting 1n the villas or residences, and

7. acting as a training centre for special education students and
others, through formal courses, in-scrvice and workshops.

3.3
Opcration of Toy fibraries

Most toy librarics were open fewer than 10 hours per week, but some
opened for as many as 50 hours per week (Table 8.1). Commumity-based ser-
vices tended to have the most restricted hours of operation. Factors such
as dependence on voluntary staff or insufficient funds werc cited as reasons
for tow hours of opening.

Table 8 1
foy libraries categorized by number of hours of scrvice per week

No. of hours No. of toy libraries %
1-5 7 21
6-10 7 21

1r-158 4 12
16-20 2 6
21-2§ 2 6
26-30 2 6
31-35 3 9
36-40 3 9
404 3 o
Total 33 100
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Somc 39 percent of toy libraries were not open outside normal working
hours but most did offer early, late or weekend services at least occasionally

|
|
’ Table 8.2

(Table 8.2).

Toy tibraries offering services outside the normal working day
Service time No. of toy libraries %
No scrvice outside working day 13 39+
Any weckday:

after S p.m. 9 27
before 9 a m. 7 21
Any weck-end day:
monthly 6 18
weekly/fortnightly 2 6
Any service - 1irregularly or
by appointment 4 12

»

Categories permit multiple responses

8.4.4
Clicentcele

Most toy libraries <scrved children with diverse handicaps (Table 8 3),
while two i1ndicated that non-handicapped children figured substantially
among their clients. [oy libraries scrving children from within a specific
diagnostic category tended to be associated with an agency or facility for
handicapped children.

fablc 8.3

Primary categories of disabilities catered for
by respondent libraries

Category No. of toy libraries 3
Intcllectual 3 9
Physical 3 9
Scnsory 3 9
Autistic 1 3
Diverse handicap 21 64
Handicapped & non-

handicapped 2 6
Total 33 100

Only two toy librarics served predominantly adolescent or adult clients,
and thesc services werc associated with residential facilitics. While many
toy libraries scrved a widc agc rangc, thc prcdominant agec group was prc-
school and primary school children (Table 8.4).
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Table 8.4
Approximate age ranges of the majority of clients
at the libraries

Age range No. of toy libraries %
0-5 9 28
5-12 S 16

0-12 8 25

11-16 1 3

5-16 1 3

16+ 1 3
No particular
age group 7 22
No answer 1
Total 33 100

The client population for the toy libraries varied widely from fewer than 100
clients tn places like Mt. Isa, Cairns, Shepparton or Dudaloo, to several
thousand, Noah's Ark, Melbourne and the Special Education Resource Unit (South

Australian Education Department) being largest.

Table 8 S
fxtent of toy library use in terms of client numbers
by organizational characteristics

Type of client Commoity-based %  Other % Total x
(n=18) (n=14)* (n=32)

Handicapped clients 5495 37 1653 64 7148 41

Non-handicapped clients

and/or siblings 529 4 495 19 1024 6

Estimated borrowers 1n

client groups 9041 60 418 16 9459 54

Total clients *° 15065 100 2566 100 17631 100

Mean 837 183 766

Median 290 143 290

Minimum 29 45 29

Max1imum 6666 508 6666

. The Special Education Resource Unit has been excluded from this

table because of the uncertainty associate

b These figures are based in some cases On estimates.
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The Special fducation Resource Unit has not been considercd tn the
preceding analysis because of difficulty in estimating the total nunber
of 1ts clientele. However, over 17,000 clients were estimated to usc the
toy libraries in the sample (Table 8.5), about half of whom were dircct
borrowers and half were served through their membership in client groups
such as pre-schools or schools.

Almost all clients werc handicapped (95%) with siblings of handicapped
children constituting most of the 5 per cent of non-handicapped borrowers.
The community-based toy libraries appeared to serve a larger clientele per
facilaty (an average of approximately 840), than did other toy libraries
which averaged about 180 clients cach. The pattern of services to siblings
15 summarized in Table 8.6 It will be noted that about 64 per cent of the
toy libraries offered some service to siblings, but only 12 per cent offered
them full service,

Table 8.6
Types of services available to siblings
from respondent toy libraries

Type of gervice Communt ty- % Other % Total z
based

Direct but diminished

service to siblings 7 39 7 a7 14 42
Direct and equal serv-

1ce to siblings 3 17 1 7 4 12
Indirect services

to siblings 2 11 1 7 3 9
No services 6 33 6 40 12 36
Total 18 100 15 100 33 100

8.4.5
Toy Library Facilities

More than half of the toy libraries shared facilities with other users,
but only seven of these 23 owned the building, as did six toy libraries in
the "sole use" category. Eleven toy libraries paid no rent and nine were
renting premises. Few toy libraries had purpose-built facilaties (5 of 33)
and only one of these was a community toy library.
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About half the toy libraries regarded their premiscs as appropriate,
with greater satisfaction among the resource unit toy libraries. Of nine
elements which might have been expected in the premises, none was present
in more than half of the toy libraries (Table 8.7).

Table 8.7
Facilitics of respondent toy libraries
Feature No. of toy libraries %
Toilet 17 52
Indoor play area 15 45
Office 11 33
Store room or storage area 10 30
Outside play area or facility 20 60
Display area 8 24
Waiting/reception area 8 24
Parents' mecting room 4 12
Kitchen 4 12

A statement of minimal facility requirements for a toy library cannot
be made because the range and scope of toy library services are so varied.
What is nccessary to one toy library may be superfluous for another. An
attempt was made, however, to see if common elements could be found for the
16 toy libraries which judged their building to be generally appropriate.
However, the only two common facilities mentioned by the majority of such
toy libraries were playrooms and toilets. These findings may reflect the
fact that playrooms can serve multiple purposes. For example, depending on
size and design, they may be used for display, storage, and for parent
meet1ngs (perhaps in a conversation corner) .

The stock of toys ranged from around 200 to over 8,000, with a ratio of
number of toys per client ranging from 0.5 to 13.3. The distribution of
number of toys owned in relation to number of clients is shown 1n Table 8.8.

Table 8.8
Number of toys owned in relation to number of clients (N-30)
No. of toys 0-5 >5-10 >10-1§ >15-20 >20 Total
(x_100)
No.of clients
(x 100)
0-1 6 2 8
>1-2 4 1 S
>2-3 1 2 2 S
>3-4 1 1 1 1 4
>4-5 1 1 2
>5 1 S 6
Total 13 4 S 2 4 30
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Another measure of the available toy resources is the number of toys
which would be borrowed per visit (most commonly two)., There does not appear
to be a strong relationship between this administrative measure and the num-
ber of toys available per client, and some toy libraries permit borrowing at
a rate which, if observed, would exceed resources (Table 8.9).

Table 8.9

Number of toys allowed per visit
by number of toys available per client (N=29)

No. of toys

availdble 1 2 3 4 5 & 2 & 9§ 29  fotal
No. of toys
allowed
1 2 1 3
2 1 1 1 3 1 1 1 1 10
3 1 3 1 1
4 1 1 1 3
S 1 1
6 1 1 2
>6 2 1 1 4
Total 6 1 7 3 S 1 1 1 1 3 29
8.4.6

Communication

Government department agencies appeared to refer clients to toy libraries,
espectally those operated by health and education departments and, less fre-
quently, by welfare departments. Voluntary organizations serving the handi-
capped also made considerable use of toy libraries. Among professional cate-
gories, referrals were most common among therapists and other medically trained
persons, with educators and social workers referring clients somewhat less
frequently. There was also some significant informal referral from clients
and relatives, and self-referral as a result of public awareness campaigns by
toy libraries.

Table 8.10 indicates the extent of communication among toy libraries,
the community and clients.

Table 8.10

Methods of communication with the community,
prospective clicnts and cxisting clients

Me thods Prospective Existing Communt ty
clients (n=33) clients generally
Personal discussions 6 11 10
Talks/meetings 5 3 17
Letters/newsletters 13 24 8
Media (radio, television. press) ) ) 16
Posters/pamphlets/brochures
films/displays 18 14 S
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It will be noted that a wide range of procedures is used by toy librar-
tes but, with the exception of newsletters to existing clients, no one method
1s used by most toy libraries.

Staff

Details of staffing for the toy libraries are set out in Table 8.11.

Table 8.11
Detarls of staff numbers in toy libraries

Occupation Community-based % Other b Total %
(n=18) (n=15) (n=33)
Library advisors* 140 68 62 78 206 72
Other workers* 67 32 17 22 80 28
Total workers* 207 100 79 100 286 100

* Includes both part and full-time workers.,

The distinction between'library advisors' and 'other workers' was
found to be somewhat arbitrary by many who completed questionnaires. The
latter was designed to include clerical staff, maintenance workers and van
drivers. The mean number of workers per toy library was 8.7, being 11.5 in
community-based toy libraries and 5.3 in others, where often staff belonging
to the associated agency could provide some assistance. Also, Since volun-
teers were predominant 1n community-based toy libraries (74%), in contrast
to other types (4%), the larger staffing ratio of community toy libraries
refiects the presence of many volunteers who work relatively shorter hours
than do paid staff (Table 8.12).

Table 8 12

Voluntary staff numbers in toy libraries

Vocation Community-based % Other % Total %
(n=18) (n=15) (n=33)
Volunteers* 153 74 3 4 156 SS
Paid workers* S4 26 76 96 130 45
Total workers* 207 1C0O 79 100 286 100

* Includes both part and full-time workers.,

Of the total 286 staff, 162 were listed as having had previous experience
with handicapped children. This total includes volunteers such as the ten at
the Noah's Ark Toy Library in Wagga Wagga, who were mostly themselves mothers
of handicapped children. The questionnaire did not allow the toy libraries to
differentiate between those staff who had obtained their experience by working
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at the toy library for quite lengthy periods and those staff members who
had had previous experience with handicapped children in other contexts. The
length of time staff had been working for the toy library can be another in-
dication of experience with handicapped children that the staff have had.
Thirty-three staff were listed as having worked for the toy library for over
two years, with staff members at Torrens Noah's Ark Toy Library in Melbourne
having been with the toy library for up to five years. Nearly half (131) of
all staff had been with their toy library for at least 12 months. Most of
the staff had not worked in any other toy libraries, and this would be ex-
pected, partly because of the geographical positioning of toy libraries.

8.4.8
Organization and planning

Questions to toy libraries focussed on three aspects of organization
and planning:

(1) Administrative characteristics and procedures of current
operation;

(2) Existing procedures for planning of future services; and
(3) Expectations of future services in the next five years.

All of the Noah's Ark toy libraries in the sample were registered char-
ities, as were some other community-based toy libraries. Administrative and
financial management procedures of independent toy libraries not associated
with a larger agency or department appear to follow a similar pattern. Most
describe a highly interactive relationship between toy library staff and
governing committee.

A few community-based toy libraries are somewhat dependent on a group or
community service agency with which they are closely associated. For example,
the North West Region Toy Library at the Mt. Isa public library notes that
"most running costs are absorbed in the library budget. Even expenditure on
toys comes under the audio-visual budget item"; and the Xath Dickson Toy
Library in Toowoomba is staffed by Family Day Care staff members who liaise
with the sponsoring body, the Toowoomba Family Care and Support Association.

The resource unit toy libraries vary somewhat in administrative set-up
depending on the type of organization with which they are associated. The
administration may be bound up with a larger service, as in the case of the
Royal Victorian Institute for the Blind toy library or the Royal Blind Society
of N.S.W. toy library. On the other hand, such a toy library may have a degree
of independence. For example, the Wooden Horse Toy Library has a bank account
that is independent of St. George's School for Crippled Children or the New
South Wales Society for Crippled Children.

Policy development at the individual toy library level appears to be ad
hoc and dependent upon the particular personnel involved. However, some toy
libraries did indicate that representatives of other agencies serving similar
client groups were involved. However, a more systematic statewide and national
policy and planning component is lacking. The toy libraries themselves have
made a beginning through their Association, but as with the efforts of individ-
ual toy libraries, there is insufficient involvement of and co-ordination with
government and voluntary agencies for family support or welfare of handicapped
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children. Planning appears to be primarily in the hands of staff and govern-
ing committces, where they exist.

About two-thirds of the toy libraries indicated that they wanted to
expand the range of services offered 1f they could receive sufficient fund-
ing for expansion. The major arcas mentioned were mobile lending services,
organized supplementary activities, parent education, support and consultation,
and home visiting.

Somc comments made concerning expectations of services five years in the
future were very similar to those in response to the question on hoped-for
directions of expansion of services 1f additional funds were available, though
answers to questions on expectations were richer and more detailed. Answers
concerning expectations tended to emphasize qualitative aspects of service
rather than scope or range of services. For exz 'e¢, whereas the Kath Dickson
Toy Library had earlier listed six services that id be advantageously added
1f funding were available, the expectation was that the major improvement
would be "closer liai1son with agencies' with "consequent benefits to the
tecachers, therapists and families with whom they are involved".

About half of the toy libraries had determined the nature and extent of
needs in the community which might be met by their toy library service, mostly
prior to the establishment of the service. Procedures used included examin-
ation of records or organizations and Questionnaires to parents &nd/or groups
and agencies. Few toy libraries were aware of any wide-ranging surveys of the
needs of handicapped children in their region which might have implications
for toy libraries. It was clear that the work carried out at Nottingham Uni-
versity by Newson, Newson, Head and Mogford was the most significant research
to influence toy library services, while Noah's Ark Mclbourne and Torrens Toy
tabrary have helped disseminate research evidence to other toy libraries in
Australia.

Onc third of the toy libraries reported having made some evaluation of
the effectiveness with which they were achieving their aims and/or meeting
their commitments, usually by monitoring usage both in quantity and quality.
Another approach was to survey clients, by telephone, personal interview or
questionnaire. Only one toy library mentioned evaluation of children's
development. Two examples of external evaluation were given. one was a
student project, the other was a necessary consequence of Schools Commission
funding.

Most toy libraries felt that toy libraries were a well established feature
of special education scrvices. A few toy libraries reported on growth in client
numbers as indirect evidence of acceptance, but most were able to cite examples
of their belonging to a network of community resources.

Although several themes emerge in the projections for the future made by
toy libraries, no single 1dca was proposed by more than one quarter. There
wan strong support for increcased co-ordination of toy library services at
<tate or regional level. This seemed particularly so for toy libraries not
attached to other facilities for the handicapped. This co-ordination was
seen as growing both 1n adminmistrative and service aspects such as information,
and public education. A sccond major theme was for government funding to be
[N more secure to permit stable operation and planning. Most toy libraries
<. 1 continuing role for volunteers and for charitable fund raising. Only

oy library mentioned the establishment of standards for toy librarics,
bu :vera] noted the need for training of toy liurary staff.
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B.4.9
Fundin‘

Initial funding levels (in thousands of dollars) are summariied in Table
8.13. It will be noted that initial funding represents only cash requirements.
The wide range, from $150 to $31,000, indicates that considerable support *in
kind' was available for some toy libraries.

TABLE 8.13 Total funding for initial establishment of respondent toy labrarics

FPundi No. of to %
(57000) librartes -
0-1 S 19
>1-2 S 19
>2-3 4 15
>3-4 1 4
>4-S 1 4
>5-6 3 11
>6-7 1 4
>7-8 1 4
>8-9 1 4
>9-10 1 4

>10 4 15
No answer*® 6

Total 33 100
Mean $ 6176
Median $ 3000
Minimum $ 150
Ma x1mum $31000

*“ All these libraries were resource units whach had more daffaculty
providing information.

Almost all of the budget of the great majority of toy libraries was spent
on provading toys, equipment or books. Sources of funds were 1dentified accord-
ing to government, community services, committee or other catsgories. Some
$23,400 was provided from the federal government, notably the Office of Child
Care of the Department of Social Security, but only five toy libraries indicated
having received federal assistance for inmitial establishment, and one of those
did not indicate the amount received. Nine toy libraries received state gov-
ernment assistance, with amounts ranging from $500 to $12,000, with three
amounts not specified. Five examples of local government assistance were noted,
the amounts being smaller, from $250 to $2,000 or the free use of council rooms
for housing the toy library. Direct toy library committee fund raising and
donations from service clubs were also important.

Eleven toy libraries, nine of which are community-based, received federal
funding for continuation of services since the time of their establishment.
The largest contributor, as for establishment grants, was the Office of Child
Care, with the former Australian Assistance Plan (administered by the Depart-
ment of Social Security from 1974 to 1977) providing substantial amounts as well.

O
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A total of $229,000 in contributions by federal agencies was reported frow a
total of eleven toy libraries between 1974 and 1979, with amounts ranging from
$300 to $21,900 in a given year. 3tate governaent departaents also became
involved in funding. Five community-based toy libraries, four resource units
and one teachers' college toy library indicated that no direct state or fed-
eral funds were available; and they appear to survive on local governaent

grants, college support, denations, and fund-raising.

The resource unit toy libraries tended not to charge fees; of 13 resource
units, only 4 (30%) charged any fees andgwith the exception of one, these were
associated with schools for the handicapped. Of the 18 community-based toy
libraries, 12 (67%) charged fees of some kind. Fees usually involved (1) s
fee for joining the toy library, ranging among toy libraries from S0 cents
to $5.00 for a client snd/or his family and from $2.00 to $25.00 for groups;
(2) an annual membership fee frum 50 cents per yesar to $10.00 per year for
individuals or families and from $10.00 to $25.00 per year for groups. In
addition, borrowing fees ranging from 5 cents to 50 cents per toy were
frequently charged, and replacement costs weie¢ charged for lost or
damaged toys.

8.5
PARENT VIEWS ON TOY LIBRARY SERVICES

Three stud-es which tapped parent views were identified. These were
carried out at the Mclbourne Noah's Ark, the Torrens Toy Library and the
Colony 47 Toy Town Library in Hobart. These served to inform the toy librar-
1es about client satisfactijon, Benefits noted by parents were primarily {in-
ancial saving and availability of a wider range of appropriate toys. Social
benefits for children and parents were also acknowledged.

The research team also conducted a study (among parents) of four toy
libraries in Queensland. The utility of the toy library services was rated
as very high by most parents. The primary Services valued were toy related:
toy lending, advice on choosing toys and gaining understanding how toys con-
tribute to development. It was also clear that the toy library offered a
unique service, especially in country areas.

8.6
TOY L1BRARIES FOR THE HANDICAPPED - AN OVERVIEW

The provision of special toy libraries for handicapped shildren arose in
order to ensure that the developmental play nceds of such children received
appropriate attention. Such provision may be made within regular services
(e.g. regular toy libraries or even as part of book libraries), but unless
rcgular services make provision for adequate attention to their special needs,
handicapped children do not receive appropriate services and may become further
disadvantaged. Some handicapped children appear to be adequately serviced by
regular toy libraries. In cases where non-handicapped siblings were encour-
aged to participate 1n a toy library for the handicapped, benefit was noted
for both the handicapped child and the famly. Thus, if funding levels per-
mitted, the distinction between toy libraries in general and those specifically
for the handicapped might prove unnecessary. Co-operation between toy libraries
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and Commumity playgroups was evident in some of the cormumity-based tey
libraries, and the relationship was used to assist paremts to cxtend their

range of understanding of the use of toys. The resource unii type of toy

library dasplayed a different relationship to related services, primanily

providirg 4 collection of toys that could be utilized 1n other programs

for children. Demands on toy libraries change as ether services, such as

schools, become better provaded with toys, play things, and other cducational

tools On the other hand, the development of toy library mobile van service

focuses darectly on taking at least a partaal range of toys inte arcas other-

w:s¢ Without asccess to such a service. Whether a child chooses toys or has

toys selected for ham by professionals for specific developmental or therapeutic
purposes 15 associated with factors such as the philosophical orientation of

the staff towards play, the primary purposc of the toy library, the number of

toys available, and the age and abalities of individual children.

Although the name ‘toy library' suggests the toy component of the service,
there are signs of an expansion in the function of toy libraries for the handi-
capped,  The extent to which family help 1s considercd to be an aspect of toy
lhibrary servaces varies a great deal, from no contact with families at all, ac
1in the case of some resource units, to very extensive contact.

Professional staff of toy libraries and the Australian Association of Toy
labraries for the Handicapped recognize the i1mportance of the interaction which
takes place between staff and the family or the handicapped child. It scenms$
axiomatic that staff should have skills that enable them to relate appropriately
to famly needs Indeed, community toy laibraries also engage 1n various kinds
of family support and counselling which focus on wider 1ssues than the nceds of
the handicapped child who 1s the ostensible client.

The name ‘toy library® 15 perceived to be of value 1n 1ts connotation of
a non-stigmatized service centre for children. Many parents branging children
to toy hibraries have also expressed their appreciation of the value of the
acceptang atmosphere afforded by a toy library. This type of comment was cs-
pecially evident 1n cases where toy libraries provide some programming or
counselling, or situations where they facilitate the formation of parent
support groups. The difference 1n atmosphere may be compared with the clintcal
formality of traditional therapy or cducational services n which parents and
siblings are often 1gnored.

Some toy libraries provide recreation extending beyond the lending of toys.
When services are extended to adult handicapped people, the appropriateness of
the term ‘toy library' needs secrious questioning. At a time when there 15 grow-
1ing awareness of the dignity and rights of individuals, and age and ‘norm’
appropriateness of activities provaded for handicapped people, the name given
to a service becomes a sensitive 1ssue. In an area such as recreation, where
an antegral aspect of lifestyle 15 concerned. the handicapped adult has particu-
lar need to i1dent1fy with adult activaties rather than those which are seen to
be the domain of children.

Toy libraries are most likely to be the direct responsibility of persons
who come from any onc of a number of zifferent professional backgrounds, such
as early childhood education, special education or one of the therapies. There
scemsS to be some debate between those associated with toy libraries, as to
whether professional staff or non-professional staff should be employed. Those
who advocate professional staff may have special concern for the counselling
role in relation to sc¢lection of appropriate toys and advice to parents and may
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also recognize the importance of establishing standards of professional com-
petence and operatioral patterns for toy libraries. There is also widespread
recognition of the role of the unpaid volunteer in the conduct of toy library
services.

Advocacy for non-professional staff relates to both paid and volunteer
s1tuations, to parent-run services, and to non-professionally operated serv-
Lces with or without consultant professional services. [In some instances,
volunteers and parents are people with relevant professional backgrounds
themselves.

The response to an immediate need, such as the formation of a toy library
service, seems to create a means by which, in many instances, other gaps in
community services for the handicapped, which have not previously been evident
or expressed, are addressed.

Once a need for a toy library service (and associated services) is identi-
fied, it would seem that one of two courses of action could be followed. One
would be to establish an independent toy library service; the other would be
to investigate the range of relevant existing services (e.g. community centre,
local library, agency or centre for disabled people, toy library service for
non-disabled children) to determine whether a toy library service to serve
handicapped children and their families can be provided as an extension.

Changing needs for toy library services are related to changes in popula-
tion and likely changes in the effectiveness of other services, especially
early intervention, which may also involve provision of toys. Outcomes of
such evolving needs are difficult to predict.

Relationships between toy libraries and other services can be viewed from
different perspectives according to the primary focus of the interaction that
occurs. The type of interaction may be in terms of information, expertise,
staffing, funding or services. Other organizations providing services with
which a toy library may interact include services for disabled people, services
for children, services associated with leisure interests and governmental
departments or funding sources. While co-ordination is an important issue to
address, it is necessary first to identify relevant services, the types of
relationships which exist between such services, and the ongoing needs relevant
to the overall service delivery pattern.

The majority of toy libraries throughout Australia belong to the Australian
Association of Toy Libraries for the Handicapped, thus having potential for in-
put into its activities and for being influenced by this association. From its
beginning as an association promoting toy library services, AATLH has become an
active advocate for the improvement of the quality of these services. it ex-
presses strong views concerning the need for professional staff, staff training,
the importance of volunteers and the value of the name 'toy library’.

Informal ties rather than formal ones exist between relevant professional
organizations and the toy libraries. Such ties occur through staff membership
in their professional associations rather than at an organizational level.

The essential relationship between government at all levels and toy
libraries has been concerned with funding. The pattern differs according to
whether the service is part of a government or voluntary agency or is
autonomous.
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The primary retationship with government has been based on toy library
necds for funding, eirther to establish a service or to ensurc that a service
continues after other means have been used for establishment. Associated
with such a retattonship 1s the need for government funding sources to be
aware of the nature of a toy library and 1ts particular funding nceds.
Lvaluation and accountability ought to be closely rclated to the government
funding rote.

Some toy libraries also have relationships with government in the area
of detivery of services. In thesc instances any interaction that occurs 1s
tikely to involve referral of a client to the toy tibrary or the provision
of consultant or advisory services. In other instances, a government de-
partment providing a scrvice to handicapped children may become a group
cltient of the toy library.

Toy tibrary services are a specitalized service within the broader con-
text of services for children, especially those with handicaps. They can
also be classified as a specialized service within tne broader context of
Library services which, 1n turn, can be encompassed within the very broad
arca of community recreation services. In the casc of toy library services
mecting the needs of disabled chitdren, the specialization tinks chitdren's
and recrcation scrvices to those for the handicapped.

The type and range of children's services and recrcation services
availablec to any onc community arc likely to determine the initial location
of a toy library and to influence subsequent interaction between services.
In somec cascs, toy libraries have becgun because communities ltacked any serv-
ices for handicapped children. In others, the toy library has been the last
of many services to be created, and augments the richness of community re-
sources. Where there 1s no interaction or very few relevant services,
establishment of a toy library 1s likely to result in a wide range of addition-
al demands on its resource and service potential.

Whether such extension results in filling scrvice gaps or in duplication
of services depends on whether there 1s an inadequacy in relevant service pro-
vis10n or an inadequatc communication among available services and between
services and the community.

Retataionships to relevant services are related to whether the toy library
is a resource unit within an agency or whether 1t 1s an autonomous community
service. Reltationships between autonomous toy libraries and other relevant
services scem more likely to occur than rclationships between within-agency
toy librariecs and other services. This 1s not at all surprising given the
difference 1n purpose. Relationships between toy tibrary services and other
scrvices tend to bc informal rather than formal.

it would seem to be 1mportant in planning new toy library services that
likely relevant rclated services be identified and that the potential relation-
ship of the toy library to thosc services be assessed. In this way informal
interactions can be facilitated, and wherc formalized retationships arc per-
cecived to be nccessary they can be established also. The ecxtent to which co-
ordination of services 1s dcemed to be necessary can then be cvaluated. A
national advisory body may play an important role in identifying nced and
giwving direction to type and quality of services. Depending on individual
community structures, voluntary co-ordinating committces or more formally
appointed groups of this type would nced to be associated with the broader
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spectrum of services rather than with expressing any isolated concern for
toy libraries, and should have regard for the potential relutionships bet-
ween regular toy bibrary services and toy tibrary services specifically
for disabled children.

the avairtability of funding 1s crucial to the cstablishment and oper-
ation of a toy library service. The type of funding nceded, the mportance
of continuity of funds for providing ongoing services, and the funding im-
ptications of present services for futurc demands require carcful considera-
tton, and need to be cxamined in the context of carly intervention services
as a whole, and 1n the light of policies which affect libraries, recreation
services and education.

Beyond the tnitial establishment of a service for lending toys, other
services and functions arc tikely to emerge as part of the toy library role,
and thesc will affect funding levels required. [n some instances, extension
of role 15 cvident from the beginning, with planned provision for advisory
services in relation to toys and parent counsclling included. In other
instances, the extent of latent demand which becomes cvident when the toy
Library service 1s established 1s far beyond that which was envisaged. Such
demands relate to extension of developmental or therapy services for both
children and adults. There scems to be no one pattern or trend in this
regard. The underlying factor scems to relate to the impact of the initial
response to a local demand for a toy library, and the ecxtent to which addit-
1onal types of scrvices arc sought. The manner in which these issues are
perceived by thosc operating the toy library witl determine which funding
implications ecmerge,

Special services for handicapped people have been recognized as import-
ant 1n Australian socicty, whether these services are provided separately or
as an integrated part of regular community scrvices. ODevelopments in services
for handicapped children have revealed the importance of the provision of
appropriate scrvices as soon as possible after disabilities are identified.

On such a premisc, programs for infants and young children have evolved, using
specific cducational and therapeutic techniques, although the research base 1s
st11l being augmented. [t ts clear that there is considerable wcight to
arguments for early intervention even without a complete cmpirical data-base
to support 1t.

Techniques used 1n both education and therapy have incorporated the use
of a wide range of toys and playthings. Because of the diversity of toys
nceded for thf clientele, cxpenses involved and the limited tife of any par-
tweular toy, the desirability of a toy tibrary scrvice for children 1n general
1> becoming increasingly recognized. The very specific needs of handicapped
children 1n this regard have highlighted the potential value of toy libraries
for all children. [t would scem, thercfore, that the issucs which emerge 1n
4 consideration of toy hibrary services nced to be scen in the light of these
broader developments and of the values associated with service provision for
voung handicapped children.

Several bastc 1ssues have emerged from the study of toy libraries for
handicapped children.
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{1 Play 1s an integrial aspect of the life style of the child and
also has value as a medium for educational and therapeutic
purposes.

() foys and playthings are an important component of the play

environment and a bastc requirement for cducational und
therapeutic programs for young handicapped children.

(3) Bducational and therapy programs need access to supplies of
toys in order to mect the range of nceds of the developing
chitd. Individual children can benefit greatly by having
access to a toy lending service.

(1) I'he handicapped child needs, even more than do non-handicapped
children, access to specified types of toys for educational
and therapecutic purposcs and a range of cxperiences in order
to learn to play and to expericence the benefits of play
activity.

{5) Bascd on these factors, toy library services, and special
provistons for handicapped children within such services,
are scen to he wmportant.

(6) Services provided by a toy library are likely to cxpose other
related communtty needs for which therc may be no service or
inadequate service. These may include family support, educat-

tona. or therapy scrvices for the disabled child, and recreation

services for older children and adults.

(7) Toy library services ought to present a public image which
causcs them to be valued by the communtity, and their usc by
handicapped children ought to be consistent with the nor-
malization principle,

(8) While toy libraries' primary functions rclate to toy lending,
these can be carried out most effectively when a transactional

modcl of operation ts followed in which client, family and larger
communtty are considercd rather than only the nceds of the handi-

capped child who borrows toys.

8.7
FUTURE DIRECTION OF TOY LIBRARY SERVICES

Becausc of the specifjc attention given to toy libraries for
handicapped children tn the?overall survey of carly intervention, a
large number of rccommendations were made. Almost all are related

tn a complex and interacttive manner to cach other. This is particu-
larly true where different types of toy library arc considered. The
recommcndat ions arc not repeated here, but a brief discussion of the
future direction of toy library services reflecting the recommendations
follows:
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tommunity toy libraries are a signiticant component of toy tending
scrvices an Australia. While toy resource untts assoctated with insti-
tutions serving children with disabilities and toy libraries for older
chitdren also play important roles, it is our view that toy lending
~ervices to young handteapped chibdren up to school age should be carried
out predominantly through communtty toy lthraries open to all children
wtth disabatittes, regardicss of alignment with particular agencies or
groups .

As a rclatively new form of service to young handicapped children and
therr famtltes, toy libraries need carcful examination as to the nature
and cxtent of thevr relationships with existing and cmerging services,
particularly carly intervention programs.

Because of the relatively short period during which toy library serv-
ices have been in operation, there are not as yet established sources of
funding. The past few ycars have been characterized by applications of
toy lLibrarices tor funds wherever it was thought likely that support might
be forthcoming. loy libraries on cstablishment have received assistance
from a2 varicty of sources, but the ongoing maintcnance of services appears
to require somc long-term commitment from public funding. Also important
ts the recognition of the principle that parents of handicapped children
should not have greater cxpenses in mceting their children's needs than
thosc expericnced by parents in gencral.

Most importantly, certain underlying principles should be observed which
are fundamental to the devclopment of cffective services. These include the
normalization principlc expounded by Wolfensberger (1972), the acceptance of
accountabtlity with tts consequent demand for evaluation, and the centrality
of play bechaviour in the promotion of child development. lLocal and regional
co-ordination will be nceded to ensurc appropriate and ¢fficient services,
while cffectiveness will be enhanced by the recognition that toy library
services nced to be integrated within the constellation of services for the
handicapped.
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CHAPTER 9

CRITICAL [SSULS IN EARLY INTERVENTION
B.H.Watts, A.Hayes & W.C.Apelt

Throughout this study, we have sought to enrich our theorecticatl
understand ings through our site vistts and the data provided on a wide
range of programs, and the perspectives shared with us hy parents, pro-
gram staff, departmental officers and administrators of voluntary
assoctations, On these bases, we have sought to identify and to evalu-
ate the pattern and nature of early intervention scrvices and programs
avatlabte for young handicapped children and their families in Australia.

We sce the major outcome of our study as heing the identification
of the key tssues whach need to he addressed 1f appropriate and cffec-
tive intervention programs are to he offered to young handicapped
children and their famities throughout the nation. As we note, rescarch
evidence provides no incontrovertihlie guide to a sungle approach or
sotutiaon to tssucs such us, for example, groupings of children (similar
handicap vy diversity of handicap), curriculum (direct 1gstruction vs
cclectic approaches), degree of invoivement of parents (Hhittie program
role vs central role). While aspects of earty intervention have been
rescarched, thoroughgoing longitudinal studies which examine the child
and his family 1n their complex ecology have yet to he undertaken. We
return to this issuc at the end of thus chapter. Yet this 15 not to
suggest that rescarch has not 1dentified certain principles to guide
policy makers. fLven 1n relation to the ahove 1ssues, rescarch and
thecory can delincate what secem to be the minumum essential character-
istics of cffective programs and can certawnly indicate major weak-
ncsses which need to he avorded. Beyond this, there arc some 1ssucs
where policy mikers, program developers and parents wiltl he guided hy
their own phitosophies about the rights and nceds of handicapped
chitdren and their families, the philosophic posittion taken hy cach
predetermines decisions about the range of program attrihutes.

throughout the ensuing discussion, the compiexity and the inter-
reiatedness of the key 1ssues are highlighted Both the planning of
services and, subsequently, their evatuation neced to take account of
these characteristics. The interretationships which we see to be of
particular significance are titustrated wn figure 9.1. fhus, to under-
stand a particular program within 1ts context, we nced to know the
attributes of the program and of the clienteie served and the inter-
actions among these factors. [n addition, our understanding 1< depen-
dent on our knowledge of external forces which impinge upon the program-
in-operation, these forces determine, for cxample, the resources avail-
ahte to the program, 1inctuding the tevel of staffing. \gain, where the
program operates 1n a country arca, unsupported hy any networkh of
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Ihe Interrclatedness of Issues tn Early Intervention
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services, the amplications for parents and therr role 1 the program varny
trom those which might be the case in a ety where the program o~ offered
by one department with co-ordination with other relevant agencices.

we turn now to address the issues of

the concept of carly 1ntervention tts nature, 1ts chwentele
and 1ts program staff,

program tssues,

the scervice delivery system responsibility for provision, the
co-ordination of services, regronaltzation and staff tratning, and

ongoing research and evaluation
.l
CONGIPT OF EARLY INTLRVENTION

9.1.1
gggp|1\:£g_fhllgﬁgpplcal Ortientations

One stimulus to the development of particular services and programs
comes from the philosophical ortentations to carly intervention held by
planners. These may be viewed across o number of dimensions which, while
not tndependent of one another, derive quite clearly from different assump-
tions tbout the nature of development and the associated form of programming
to be adopted:

A remedrat vs developmental emphasis.

Ihe former typically stresses an intense structured program
usually directed to a restricted sct of developmental arcas,
whereas the tatter seeks to facititate the child's general
developmental processes. Both aim to optimize development
but sce the way this will be achieved in quite distinctly
different fashions. ihe remedial emphasis sces the program
as the agent of developmental change, the developmental
emphasis, tn contrast, views the facilitation of ecxperience
as the way of cnabling the child to develop fully his or her
potential

. farly intervention vs life span emphasts

lhe former strives to develop a comprechensive set of services
for the young handicapped child, assuming the primacy of the
carly years of 1i1fe  The tatter, noting the emergence with
increasing age of new nceds requiring different approaches,
sees carly intervention as the beginning of a process of life
span developmental intervention; it assumes the neced to scek
clear articulations between early intervention programs and

the services to be made available as the young child grows and,
in particular, the nced for a common philosophy to inform
these sequential programs and services.
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Scgregated vs integrated service deltvery emphasts.

The emphasis on segregation has historical antecedents reflecting,
as 1t does, the evolution of services for the handicapped. It
also reflects the assumption that the needs of handicapped people
can best be met 1 an environment specifically tailored to meet
therr partieular characteristics and to cater for their specific
exceptionatity In contrast, the integration emphasis reflects

4 belret 1o the importance of normalization and the provision of
services 1n the least restrictive setting.

Ihis 1s not to suggest that scgregated settings dare necessarily
non-notmalizing; however, the press for integration seccks not

only to establish the least restrictive setting for the handicapped
child but also to provide social experience of handicap for those
without disability. A central assumption in this emphasis 1s that,
via the contact between the handicapped and the non-handicapped,
the 1naccuracy of stereotypes of the disabled will be recognized
and the handicapped valued 1n their own right. Integrating the
handicapped 1nto the mainstream of society may be a long-term

go.dt rather than a short-term objective for carly intcrvention
program~. lhus, severe handicapping conditions 1n young children
may require more restrictive cnvironments than the regular pre-
school; the particular nceds of some handicapped children
necessitate access to the trained expertise of special education
personnel and specialized adjunct scrvices. Nevertheless, the
intent of the provisions and the manner of their delivery can

be predicated on a valuing of normalization.

Child-centred vs family-based emphasis.

ihe former emphasis assumes that intervention efforts can be
concentrated on the child alone, the latter, 1n contrast,
believes that development 1s a process not restricted to the
program and child but rather onc which must involve the salient
people 1n the child's environment In so cmphasizing the family,
this approach shows the influence of the recent recognition of
the 1mportance of adopting ecological models of human develop-
nent In addition, 1t also reflects the cmerging awareness of
the need to provide supports to the family undergoing the, at
times, oppressive stress of coping with the birth and uncertain
developmental future of a young handicapped child

It has been clear throughout the discussion of carly intervention
programs in preceding chapters that a diversity of combinations of posi-
tions exi1sts in Australia with regard to these four major philosophical
orientations. Further, clements within programs may rcflect quite
distinct sets of assumptions This situation serves to underscorc the
complexity of possible approaches to what can mistakenly be represented
as a unitary concept of carly intervention.
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It would be neither possible nor desirable to seek a v~ified national
approach to early intervention. Rather the existence of a diversity of
approaches 1s, at this stage, a healthy situation. From such diversity
there should evolve a number of viable alternatives, each tailored to the
exigencies of clientele, the uniqueness of their needs, the regional
differences 1n resources and the services available for the mobilization
of these resources. There 1s thus a need for national and state policies
that enable sorvice deliverers in each region to capitalize on the diversity
which exists, while avoiding unnecessary duplication and directly moving to
oliminate the inequities in the availability of services across regions.

9.1.2
Program Clientele

The review of programs has clearly revealed the diversity of clientele
either receiving, or potentially i1n need of, early intervention services.
The focus of programs varies. Tae particular clientele served in part re-
flects the traditions of service delivery, for example, educational agencies
may be more inclined to concentrate on the pre-school aged child than upon
the infant and toddler. Programs within health and welfare agencies may
show a greater willingness to regard the whole family as the client. At
the same time, 1t must be added that many educational agencie$ are currently
beginning to address the problem of serving the needs of the family, and 1n
so doing are changing the traditional focus of educational intervention.

These attempts are at times frustrated by the 1nability of such educa-
tional agencies to employ person.el traditionally associated with health
and wel fare services. [Iromically these agencies may also be expected to
deliver early intervention in a form that parents can 1dentify with the
accepted concept of schooling for older non-handicapped children. As long
as these situations persist, service delivery to the family as client 1s
likely to be piecemeal. While economic and administrative realities may
preclude radical reorientation of the focus of educational agencies involved
1n early intervention, it should, however, be possible to achieve better
co-ordination of existing services in education, health and welfare agencies
to provide complementary sets of program elements. If this occurred it
would represent a relatively efficient way of providing the services required
to meet the needs of both child and family. The services of welfare depart-
ments may need to be an integral part of the intervention program for some
families. Handicapped children are born not only into well-educated, well
functioning families, but also to single mothers, to poor families, to
vulnerable parents, and the fact of handicap may be only one of the problems
currently faced by the family. 11st it 1s recognized that in some cases
the birth of the child, irrespec§ive of handicap, can be a source of great
richness in the life of some famjlies, in others such an event may have
disastrous ramifications.

Again it must be recognized that the needs of the family as client
extend beyond the period of time during which the child receives early
intervention. Ultimately the focus of school programs meeting the needs
of the child following early intervention must change in order to meet
the concurrent needs of the family; to achieve this,better co-ordination
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with health and weltare agencies will be essential.  The 1ssue of co-ordination
15 further cxplored later 1n this chapter.

furthermore, ¢ needs of the family as client change as the child
develops and vary guite considerably with the type and degree of the child's
handicap. Many programs scem not to have taken these variations in family
need 1nto account. [t 1 again the case that failure to meet the particular
needs of a fumily with a4 young handicapped child may often be the result of
the poor Lo-ordination between agencies, lack of co-ordination may inadver-
tently create many of the problems faced by such a family. [Carly intervention
programs that omit family support run the risk unintentionally of negating
thetr efficacy by reducing the possibility that program initiatives will be
generalized and continued within the family setting, familics under stress
cannot be expected to implement intervention programs in the home without
additional support.

the family 1s 1n 4 unique position during the child's carly life to act
as an agent of developmental change or, at least, to facilitate the young
handicapped child®s growth and development  We have noted that while most
programs acknowlcdge this potential family role 1t 1s not always fully
actualtzed 1n practice. There s a pressing need for additional support
to the family to cnable the father and mother to cnact the parenting role
not only with the handicapped ¢hild but also with his non-handicapped
siblings. Relevant agencies at times expect parents to accept the cxtra
workh involved in implementing an interventicn program without provadang
the necessary traiwning and support.

Regardless of the approach the different programs have to the roles
of parents in their programs, most programs would agrce there 1s a nced
for morce parent relief services. Child-minding services, methods for
overcoming transportation problems, financial support, and support for
other family members are all i1ssues which parents cite as necding more
attention, Differing conceptions of the role of parent as intervenor are
discussed 1n a later section.

Ihere 15 a need for a philosophy of intervention that recognizes that |
this 1~ a st ssful period for families of young handicapped children, that |
help must be  vailable to them to maintain those children within thear |
families and  hat uscful developmental programs ought also to be made avail-
able. 1he niensity of parent involvement 1n carly intervention, however,
must m¢ sensitively tailored by program staff to the needs, wishes and
circumstancces of the parents - where parents wish to engage i1n a very in-
tensive structured program, they should be entitled to do so; but not all
parents wil! desire or be capable of such a level of engagement. If such
& policy 1s to he mplemented, there s a nced for a range of professionals
in the freld who are flexible tn theur approach to parental involvement
and committed 5 the nrinciple of rccognizing the importance of parental
right <

ihe age of children recewrving carly intervention programs varies
con~iderably . When should intervention commence” Most program staff
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believe that early intervention should commenue as soon das possible afrer
assessment and diagnosis have revealed the existence of the handicapping
condition(s). For many children, this 1s not the casec bciause the services
available vary in the extent to which very young children can be accommodated.
In some arcas, there 1s an agreed division of the clientele by age across
existing agencies. At times this seems to be a somewhat arbitrary division
and we have been left with the distinct impression that this situation has

led to some unnccessary delays 1n the provasion of the full range of ser-
vices required by a particular child.

Disability may inadvertently be transformed into handicap because the
required services are not available at the carliest possible time. It is
an unsatisfactory situation for a <hild to receive a partial intervention
for some aspects of his developmental disability and not others. Health
agencies seem 1n a better position to implement therapy interventions and
medical services at a very early age whercas cducational provisions arc
typically delayed until the child 1s older. This necd not be the case.

In the vast majority of cascs, appropriate cducational intervention, at
the carliest possible stage, 15 necessary 1f the young handicapped child
15> to be able to cxplore his environment, interact with others and acquire
those skills that will promote the many facets of his development.

A further aspect of clientele 1n which there 15 variation among
programs 15 the degree of homogencity of the group served in respect to
handicap. The specialization of services according to disability, as
opposed to programs for a diversity of disabilities, seems to be largecly
historic 1n origin, and rclated closely to the differing commencement of
services by voluntary organizations and by govecrnments, the former often
preceding the latter. Morc recent patterns that are not related to the
historical framework of development are more specifically aligned to the
philosophical orientation of the program. Programs committed to a
remedial emphasis are most likely to serve a specifically defined das-
ability group and lcast likely to include programmed 1integration experiences.
In the case of a devclopmental emphasis, the children served i1n any one
program may share cither the one disability or a diversified group of
disabilities.

Ihe historical emphasis on homogencity has probably becn reinforced
by the tendency of parents of children with the same handicap to gather
together and perhaps also by rcsearch interests which nave tended to focus
on'homogencous 'groups. By contrast, the emerging orientation to hetero-
gencous groups has been fostered by an emphasis on the children and the
dimensions of their problems, rather than upon the disability per se, and
by the increcasc in the proportion of the total population of handrcapped
children who are recognized as multiply handicapped.

The bringing together of differing disability groups, provided the
necessary staff expertise 1s available, may be particularly appropriate to
smaller communities. It 1s neither possible, nor desirable, to avoid
catcgorization of handicapped children. There are, however, concerted
efforts currently to replace the traditional categories of handicap with
a morc specific, developmentally and educationally relcvant system of
classification.

-
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the 1ssue of integration is relevant here also. Further thought needs
to be directed to determining the optimal ratio of handicapped to non-
handicapped children 1n intervention settings, the ratio will be dependent
on such variables as the nature and severity of the handicaps, the support
stivives avatlable and the expertise and attitudes of staff. The 1ssue
i1s pore vomplex taan merely a decision between integration and segregation;
for somc children 1 mix of experiences may be desirable and valuable, some
being gained at a regular pre-school or play group and some 1n a specialized
program.

Finally, questions nced to be addressed to the adequacy of coverage of
intervention services 1n relation to tyne and degree of handicap. Tjossem
(1976) has defined three categories of vulnerable infants:

{1) 1nfants who appear to be developing in unusual ways related to
¢learly-diagnosed medical disorders and who thus have established

riak tor delayed development;

{2) infants with depriving life-expericnces who arc at environmental
rtek; and

{3) infants with an increased probabilaty for delayed or aberrant
development after biological insults, who are at biological
risk, though diagnosis may be difficult or uncertain,

ljossem notes that, although the above categories are not mutually exclusive,
cach does have distinctive implications for diagnosis, 1dentification, and
intervention strategies. Furthermore, the interactive effects of cnviron-
mental risk factors with biological risk factors complicate the situation

for affected children. Clearly there arc differcnces in the availability

of services for these groups. Morcover a causc for concern arises from

the often relatively late or difficult?® diagnosis of minor degrees of
disability, such as mild intellectual handicap, such children are disad-
vantaged because of the operation of onc or both of the following:

those whose parents are also mildly intellectually impaired
or emotionally disturbed or threatened by life's circumstances
arc unlikely to seck intervention services;

program planners have not typically sought to offer such
services to these children, because they belicve other groups

to be 1n greater nced and/or 'because they are wary of the
dangers of premature, and perhaps incorfect, labelling.

Yet thas group of children constitutes the largest single
group of children with handicap and appropriately

designed early intervention programs could maximize thear
chances of coping adequately with their world, particularly
after school entry.

In other arcas of impairment also, those with a mild handicap
outhumber those with a moderate, severe or profound handicap and, while
their needs may seem less urgent, nevertheless they too can profit from,

and deserve access to, early intervention programs.
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9.1.3
Program Staff

The 1ssues to be faced here revolvearound which professionals or teans
of professionals should plan and impicwent early intervention programs and
what should be the roles of volunteer staff and of parents, It seems likely
that most situations require personnel with a diversity of attributes.
Different circumstances, objectives and/or groups require differing com-
binations of personnel for the effective functioning of programs.

Before a determination can be made about personnel there needs to de
a carcful consideration of the required skills; where this does not occur
inappropriatc expectations are likely to be held of personnel. Not all the
requited skills are professional, some are within the repertoire of volun-
teers who, in addition, may constitute better bridges between the handi-
capped child and the gencrzl community than parents or professionals. Yet
other skills can be practised by family members, who becausc of their emo-
tional 1nvestment in the handicapped child and/or their extended time with
him, are the most appropriate people. Finally, carefal consideration needs
to be given to the rcquired range of professional skills.

Within 1he relevange professions, close consideration also should be given
to the ways tn which traditional disciplinary roles need adjustment to ueet
the particular requirements of carly intervention, Collectively the pro-
fessions must address the vexatious problem of meshing traditionally separ-
ate approaches to service delivery into the concerted team effort that seems
essential to the effective carly intervention required by children with
handicap.

Regardless of the philosophical orientations of programs, the need for
aultidisciplinary involvement 1n early intervention is widely acknowledged.
In practice, the extent td3 which the professionals function as a coherent
teaa varies as does the range of professionals involved in any program. It
is not always clear whether thesc variations are a function of the needs of
the clientele or, rather, whether they reflect the characteristics of the
professional group which happenecd to bc most actively involved with handi-
capped children at the time of the establishment of that program. Such
traditional patterns of involvement may often impede the entry into the
ficld of members of other relevant professions, this 1s an issue that re-
quires consis ration not only by the professionals involved, but also by
those 1n a f ition to alter policies so as to fatilitate the adjustment of
the composit 1 of early intervention teams in a manner that maximally re-
lates to cli ¢ needs.

Utilization of parents as "teachers" or “therapists" raises a number of
issues which need to be addressed. The first concerns the extent to which a
fawmily can cope - or needs to cope - with the dual burdens of maintaining
the famaly umit while zaring for a young handicapped child and being asked
to accept responsibility for the implementation of an intervention program.
The second is somewhat similar and involves the practice, particularly in
some programs administered by voluntary agencies, of expecting such parents
to be able, and willing, to devote time and energy to the fund raising role.
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The third issuc relates to whether it is rcasonable to expect parents to
have the skills required of intervenors. Some parents may bec able to perform
all of these roles; others may accept the roles, unable to admit in their
diffidence that these are beyond their competence or capacity, still others
will cxpress clearly their refusal to be so involved. Acceptance of the
“teacher” or ''therapist' role by the parent should not be thec price of ad-
mission of a handicapped child into a program and, in endorsing the princi-
ple of parental involvement, professionals should be careful lest in their
enthusiasm they inadvertently ignore the realities of each family's cir-
cumstances. It cannot be assumed that professionals will have within their
armoury of cxpertise the skills involved in assessing these circumstances.
Sensitivity to both the resources available within a family and the limita-
tions of the family members would scem to be an essential attribute of
staff.

9.2
PROGRAM ISSUES

The philosophical orientation of a program tends to influence the
type of program that is developed. Program differcnces relate particu-
larly to the issucs discussed above: the extent to which a program
provides for onc disability group or several; whether it is a comprehensive
program or specialized in some arca such as language development or sensori-
motor stimulation; whether it includes opportunity for integrated expericnces
with non-handicapped children; and the cxtent to which families receive
support and/or parcnts arc involved in the implementation of the program.

9.2.1
Program Content

The extent to which program content is deccided by one professional
or by a team of profcssionals varies from program to program, according
both to the composition of staff and the responsibilities assigned to
staff members. Where an individual bears the responsibility for program
design the issue becomes onc of the breadth of the cnsuing program;
awarcncss of the other programs which may be concurrently serving the
child's nceds is essential. WWhere the task is shared by a team, the
issuc is onc of co-ordination and the attainment of a balance of the
diverse objectives of the program components. In the latter case, the
process of program development is complicated by the existence of the
quite different philosophical orientations of staff; tcam members must
be prepared to agree on broad program objectives and then work to cnsure
that their specific approaches arc consistent with the overall program
goals. In cither case, mechanisms nced to he cstablished to facilitate
communication both amongst staff members and between staff and parents.

Programs arc not nccessarily decided by staff alonc. [Indced, it
may strengthen a program to have the children's parents involved in the
determination of their learning cxpericnces; such a procedurc also
reccognizes the rights of the parents. Again, involvement of parcnts in
the process of program design may not be without problems. The tradi-
tional cxpcctation of somc staff that parents will not be involved in
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shaping the program will take some time to he modjfied and, simitarty,
parcnts' expectations that the task can be left to the professionals nmay
persist.

Where homc-based programs involving parents are operating, the
functional rclationship between parents and staff takes on a special sig-
nificance. Fhe frequency of staff visits to monitor parent-implemented
programs will be a major determinant of the program outcomes. Too fre-
quent visits may make the parents Ffeel they are too little trusted or that
they have no essential role to play. Infrequent visits make monitoring of
the program superfictal and this militates against cffective modification
of the content; there 1s a high risk not only that the program will be
ill-defined, but that parcental anxicties may be exacerbated by the feeling
of uncertainty inherent in implementing a program in the absence of regular
fecedback for the professionals responsible for the program's design.

The press for integration similarly raises issu2s related to the
extent to which associated staff working in regular scttings will be
tnvolved 1n the process of program development tor the period the child
spends in carly intervention. ‘hether involved in program design or not,
such staft neced to face the perplexing issuc of their possible involvement
in implementing aspects of the special program in their own setting. The
degree to which they are competent to do this and their neced for support
are matters on which policy makers must reflect. Some handicapped children,
as we have seen in our survey, arc enrolled in more than one program;
somctimes this involves a number of special placements and somctimes a
combination of recgular and special enrolments. How cffective arc such
multiple cnrolments in the absence of any mechanisms of co-ordination?

Onc of the major impediments to co-ordination may be the differences
in staff practices 1n the recording of program information. Educationa-
ltsts tend to scc a nced for an explicitly formulated curriculum recording
relatively detailed short-term goals and long-term objectives. The outcome
of cfforts to achicve cach goal may also be carcfully rccorded. Therapists
are perhaps more likely to record detarled diagnostic information and more
gencral guidelines for treatment. The two scts of records may be difficult
to i1nter-connect, thus reducing the cxtent to which the intervention cfforts
of cach group cun be co-ordinated.

When the programs of a number of intervenors are co-ordinated, com-
plementary and cven rcinforcing interventions can be organized instead of
the traditionally isolated cfforts of the various disciplines. [In this
way, the cfforts of one discipline ran be continued in the implementation
of aspects of the program designed by other staff.

Difficultics may arisc when carly intervention scrvices adopt packaged
programs typically developed overscas. These programs may have been devel-
oped in a distinctive socio-political context where the implicit assumptions
produce program goals and strategies not casily transportable to the
Australian scenc. An important devclopment within some Australian tertiary
institutions has been the cffort to modify such programs in a way that
tailors them to the special requircments and prevailing Zeitgeist of
carly intervention in this country. Initiatives in the development of
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original programs have, in general, lagged somewhat behind. The need to
cnsurce that there are programs, either locally derived or locally modified,
must be recognized and appropriate resources mobilized; funding bodies
could well regard such research and development as a high priority at this
stage in the evolution of early intervention in Australia.

The Role of Assessment

The development of an early intervention program for a young handicapped
child is fundamentally dependent upon the available asse:-ament information
about the child and his disability. This will not only direct the initial
formulation of the program but will also serve to inform staff on the ways
in which the program will require ongoing modification. There is, accord-
ingly, an important need for systematic communication of assessment infor-
mation among those concurrently involved with the child's welfare. Where
programs are individually designed, the need is for transmission of any
relevant information from the other professionals who have previously
assessed the child to the staff of the current program. Where the program
1s developed by a team of professionals, effective communication requires
that each team member transmit assessment information in a form that can be
readily understood by his colleagues. These staff also need to be fully
cognizant of earlier assessments of the child. In practice, such communi-
cation networks have often developed in an ad hoc manner; a more systematic
approach would provide a more informed context for program development and,
moreover, would overcome any difficulties arising from staff turnover. At
present, the network is only as strong as the set of individuals who for-
tuitously coalesce in their concern for a particular child.

Problems of transportability also apply to assessment instruments, many
of which have been developed in conjunction with overseas intervention
programs. Again, research and development are urgently required in this
area. The dearth of appropriate instruments has far-reaching implications
for both program development and the evaluation of program outcomes. The
latter issue is examined in detail later in this chapter.

The nature of assessment also varies as a result of the general
orientation of program staff to the role of intervention vis-a-vis the
development of the young handicapped child. Programs with & remedial
emphasis may place stress upon the assessment of a relatively restricted
set of achievements by the child. In contrast, those programs with a
developmental orientation may strive for a much broader assessment. In
the former emphasis, task-specific assessments may predominate; in the
latter, the use of developmental checkiists covering an array of attain-
ments not necessarily linked directly to the program is more typical.
Remedial programs may erT in overemphasizing specific, narrow attainments
while in the case of developmental programs the error may lie in assessing
general achievements, not all of which can be clearly linked to program
content. In either case, the match between the scope of assessment and
the intervention is often rendered less than perfect by limitations in
current application of theories of assessment, of development and of
intervention.
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The place of formal and i1nformal assessments in early intervention is a
further contentious issue. Some professionals express doubts about the
utility of formal assessments that are difficult to relate to program con-
tent; others see a danger in over dependence upon informal, often anecdotal
assessments of a child's developmental status and progress. A balanced
mixture would capitalize on the virtues of each approach.

The information on their childrepr provided by parents is sometimes
unnecessarily devalued by staff. Yet staff are in need of such information.
Unlike staff, parents have the opportunity to see the child behaving in the
complex and unpredictable environment of his home and community. Not only
is 1t the case that full profit is not extracted from the parent's knowledge,
but also parents may be deprived of sharing in staff understandings of their
children through the imperfect transmission of relevant information. In many
cases staff may be inadequately trained to impart assessment information to
parents. Wheve staff are adequately equipped to share their understanding
both with other professionals and with the child's parents, the mechanisms
for such information exchange may vary in the efficiency of their operation.
There is a mamifest danger that information exchange may be fragmented and
uncoordinated. Such a situation can lead to the transmission to the parents
of conflicting impressions of the child and his handicap by the various
people seeing the child. Unresolved inconsistencies in the information
transmitted to parents can create unnecessary anxieties for them. There is
clearly a need for better case co-ordination structures. Regular case
conferences are one solution to this problem. However, in developing this
structure, in whatever form is most appropriate to a particular program,
staff should recognize the central role of a case co-ordinator, responsible
not only for linking the various assessments but also for communicating a
balanced and consistent picture to parents.

‘The extent to which assessment information 1s recorded varies across
programs. It 1s likely that programs within the remedial orientation will
emphasize detailed recording. This in part reflects the nature of the
preferred assessment procedures in these types of programs. In programs
generally, however, staff complain of the difficulties of keeping detailed
records of child progress and simultancously implementing their programs.

9.2.3
Monitoring Programs

Just as the time available for assessment and record keeping 1s limited,
program staff may lack both the time and the expertise to monitor the
efficacy of their program systematically.

One of the most striking features of the current scene is the relative
absence of evaluation in the majority of programs. In terms of the
uncertainties 1n the area and the recognized need to monitor progress and
evaluate outcomes tn order to provide information about the effectiveness
of programs, this is unexpected. However, when staff backgrounds and work
loads, the general lack of clerical support staff, and the exigencies of
day-to-day program implementation are considered, the situation becomes mere
understandable. Both staff and administrators are aware of the broblem but
uncertain as to how to address it. Any rapidly growing new area in the
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provision of services is likely to produce such difficulties. This is
clearly an area that requires close attention in the immediate future.

Staff evaluation of program outcomes is often rendered difficult by
the lack of clearly formulated program objectives. Again, the program
emphasis will determine the level of specificity. In remedial programs,
as suggested earlier, the objectives may be framed in terms of specific
behavioural attainments or the acquisition of a set of specific skills.
Developmental programs, on the other hand, may have much broader sets of
objectives. These differences reflect the quite different positions within
each emphasis with regard to theories of the young handicapped child's
development and the processes of intervention in the developmental course.

The children's achievement of highly specific objectives may be
readily evaluated, at least in the short term. Those working within the
developmental emphasis are likely, however, to suggest that such short term
demonstrations of program effects cast little light on the extent to which
the developmental course of the child is altered in the long run. Our
limited current state of knowledge of the varied developmental implications
of the wide range of disabilities impedes resolution of this dilemma. It
1s difficult to provide guidelines for program evaluation when there is lack
of consensus on the desired outcomes. This further emphasizes the emergent
status of early intervention and signals the danger, at this stage, of
expecting agreement when so many of the basic issues are still imperfectly
formulated.

The absence of detailed records of children's progress evident in many
programs - the result of time and staffing problems discussed earlier -
makes monitoring of program outcomes, however defined, a difficult task
and one, morcover, to which such program staff are unlikely to accord high
priority. It is not surprising that an even lower priority is often assigned
to recording the details of onzoing program implementation. This situation
makes process evaluation all the more difficuit to undertake. Program staff
not infrequently turn to researchers for assistance in monitoring their
program effectiveness. The ability of the latter to respond to such requests
1s limited by the lack of systematic records of program details. A solution
to this difficulty 1s not easy since funds available to programs typically
preclude the employment of sufficient staff to undertake this time-consuming
but essential task.

While the problems of how best to monitor child outcomes are difficult
to resolve, a more perplexing set of problems concerns the evaluation of
the wider impact of programs, such as:

. the effects of participation in the program upon the family - their
perception of the child and of the efficacy of his program;

the impact of the program on community attitudes towards and
knowledge of children with handicap;

. the effectiveness with which the program is articulated with other
relevant services.
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A major and as yct unrcsolved issue of concern to program staff,
parents and resecarchers alike is the appropriate cvaluation of the guali-
tative aspects of programs. Attempts at quantification, though nccessary,
may unintentionally direct attention from the subtlc and yet highly salient
aspects of a program’s efficacy which at this stage i1n the development of
the social sciences seem to defy precise specification and measurcment.

It is all too easy to over-simplify the task of cvaluation and to be sat-
isfied with assessments which, in concentrating on the narrow, readily
quantified aspccts, neglect the less tangible moderating variables and

in consequunce fail to ecxplorc the total contribution of the program to
the well being of the children, their families and the wider community.

9.3
SERVICE DELIVERY SYSTEM

There arc issucs of significance in the provision of early inter-
vention services which transcend thosc germane to individual programs;
these are issues related to the way in which services are planned and
developed within towns, cities, regions, states and the nation at large.
Key issues include the following:

. determination of the pattern of prevalence and provision
for all in neced,

. the locus of responsibility for provision of services and
their co-ordination, and

. the special situation of rural areas.

Resources to meet the nceds for early intervention are inevitably more
lamited than advocates would desire. Furthermorc, the cost of services
is differential according to the location, the type and severity of
handicap and the age of the child. Accordingly, there is a pressing
need for co-srdination and for rationalization of services to cnsure
the most effective return from the monies invested in this arca and to
extcend the accessibility of services to young handicapped children and
thcir families.

9.3.1

Prevalence and Provision

The provision of services in Australia may not reflect the pattern

of prevalence of handicap. The ad hoc evolution of services has inevitably
led to an imbalance, with some areas offered multiple services whilc other
arcas suffer relative neglect. One major difficulty facing those who would
seck to plan for rationalization of services lies in the fact that in this,
as 1n so many other areas, there has been an almost crippling lack of infor-
mation on the prevalence of the various types of disabling conditions in the
population of young children. This lack could be overcome by the establish-
ment of an “at-risk" regxster.l There are attendant difficulties, however,

(1) While there have been recent studies of prevalence of disabilities
e.g. Appendix L and "Survey of Handicapped Persons, Australia”
(ABS Cat. No. 4342.0), the determination of relationships between
these figures and changing patterns of services and disabled
populations is still critical.
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in the compilation of such a register. Firstly, early identification can
be problematic as a result of both the nature and time of manifestation
of many developmental disabilities, and the carrent limitations of assess-
ment techniques and instruments alrecady discussed. The effects of these
two factors are compounded when the child suffers a mild disability.
Furthermore, there has not becn development of instruments sensitive to
cultural variations for the identification of "at-risk” children from
minority cultures within Australia.

Sccondly, carly identification ought to be tentative and assessment
should be ongoing, with initial diagnoses subject to a process of verifi-
cation at rcgular intervals. The resources nccessary for undertaking the
task of reviewing the "at-risk” status of the children are severely limited.
Solution of this problem would require both additional resources and the
better utilization of cxisting resources. In the absence of effective
review procedures, the incidence of mis-classification of children cannot
be determined; where such crrors occur, a child's future may be prejudiced.

Thirdly, the cstablishment of such a register carrics with it the moral
obligation to provide adequate services to meet the implied needs of the
children. Variations in the ability of assessment services to meet this
nccdnayrcsultinlittlcmOrcthanthcscrccningofchildrcnwithoutappropriatdy
intensive assessment. In the current state of the art the results of such
scrcening may often bhe suspect. Finally, the instruments ava%lab!c for
screening may be insensitive to the less severe and non-organic dxsab13ng
conditions characteristic of a large proportion of the children potcnt}ally
requiring carly intervention; thus they may not be included in the register.

Despite these very real difficulties, planning for the adequate
provision of intervention services requires the availability of estimates
of incidence; the promise of provision of services implicit in the
gathering of data for an "at-risk"” register would need, of course, to
be honourcd. The federal governnent would appear to be the logical
catalyst for the initiation of such a register.

Once accurate cstimates of prevalence are available, well-informed
assessments of the nceds of familics can proceed. In the past, nceds
assessments have becn unavoidably piccemeal and present patterns are
therefore an inadequate reflection of both prevalence and nced.

Some indication of the probable scope of the prcvalence of disabili-
ties among the infant, toddler and pre-school aged population can be
derived by extrapolation from the incidence figures for the population of
older children.

Based on June, 1978 demographic estimates, therc were 1,421,600
children in Australia aged five years or younger (ABS Cat. No. 3201.0).
In the same year, 3,011,673 students were enrolled in Australian schools

ERIC -

Aruitoxt provided by Eic:




- 197 -

(ABS Cat. No. 4201.0); of these, 103,000 (3.58%) were estimated to have
a handicapping condition (Andrews et al. 1980).*

Using this prevalence estimate on children aged five years or
younger, approximately 50,000 children can be considered candidates for
early intervention programs. Many of these, of course, will not be
identified as possible candidates for carly intervention services at
young ages, although conversely there will be children identified as
needing services at a young age who no longer require them at school
age (e.g. low birth weight, small for age).

Our data reported in Chapter S on 133 programs (87% of the estimated
population of programs) indicate that 5,157 children are receiving early
intervention services. Thus there appears to be a large number of children,
over 40,000, who may need, but do not receive, an early intervention
service. Our survey does not allow us to know whether their needs are
met in other ways, e.g. through regular pre-schools, day care centres<, or
medical and paramedical services.

9.3.2
Spensorship, Responsibility and the Co-ordination of Services

Viewed nationally, the patterns of sponsorship of programs and
responsibility for their administration and implementation show an
extremely complex mixture of involvements of government - federal,
state and, to a lesser extent, local - and voluntary organizations.
While initiatives are in train in several states to co-ordinate the
sponsorship of and responsibility for existing programs, there is as
yet no clear assumption of responsibility. This situation has a high
probability of first, leaving gaps in provision unfilled and second,
leaving many pr. trams in the position of facing, from year to year, an
uncertain future. The latter circumstance carries with it low staff
morale and heightened family anxieties. The former perpetuates the
inequities in service provision across both disability groupings and
geographical regions.

The reform of this fragmented pattern of responsibility must be
an urgent priority, if it is accepted that the availability of high
quality early intervention programs is an essential community service.
The current reality is that governments are the major sponsors of
early intervention initiatives; to date they have played their role by
responding to requests for support from various groups within the
compunity. The assumption of government responsibility for provisions
for all handicapped children and their families is still a matter of
some contention. Some voluntary agencies see a virtue in maintaining
the status quo, continuing to exercise their responsibility but
acknowledging their need - indeed, their growing need - for government

* ANDREWS, R.J., ELKINS, J. BERRY, P.B., and BURGE, J.A. A survey of
special education in Australia: Provisions, needs and priorities in
the education of children with handicaps and learning difficulties.
Canberra: Schools Commission, 1980.
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subsidy. The difficulty with this position is that, given the cconomic
realitics, voluntary agencies are in many cases not able to extend
their services to the areas currently experiencing unmet needs. Ironi-
cally, there 1s an cxpectation that the responsibility for filling such
gaps will reside with the governments, a situation that is less than
tolerwzble for the familics deprived of services.

A further irony 1s that governments are impeded in progressing towards
cxtended exercise of their responsibility by the traditional divisions
between departments and agencies at both state and federal levels. In
practice, this may be the result of the existence of very different
perceptions of function and distinctive modes of service delivery. The
success of government efforts is in places hindered by the existence of
differing administratave structures and idiesyncratic approaches to region-
alization. As we noted in Chapter 4, several of the states have established
interdepartmental stecring committees, consisting predominantly of senior
representatives of education, health and welfare departments, to examine
ways of overcoming the barriers currently frustrating the efforts at
co-ordination.

Attempts at co-ordination may not necessarily involve reduction in
the number and variety of programs serving the needs of a particular group.
Sensitivity to the complementarity of different programs, cach ostensibly
directed to mecting the needs of a particular group of handicapped children,
should be an attribute of those charged with the task of rationalizing
services. A measure of freedom of choice must exist in order to enable
parents to exercise their right to seek the program which they believe
will best meet the family's nceds. Awareness of unnecessary duplication
must coexist with this sensitivity.

Recent government initiatives, particularly within some education
departments, have been directed to bridging the gap between established
programs for children with casily-classified disabilities and the regular
services available throughout the community. The impetus for this has
been, in part, awarcness of the need to accommodate the comparatively
large group of children with less severe and/or less easily identified
handicaps. This has in fact cxtended the diversity of offerings. Thus
some parents may in principle scek to place their child in all three
settings, in two, or in onc. In the former cases, as we have discussed
carlier, the success of the placements will be to some degree dependent
upon cffectyive communication among program staff, and betwecn staff and
parents. There 1s accordingly much greater opportunity for mobility of
children betwecen placements but capitalization on this opportunity depends
on the existence of effective mechanisms of cross-referrals and the
exchange of information about children.

In theory, this diversity should open a range of avenues for
placement of the child following his initial enrolment in an early
intervention program. In practice, however, our survey has indicated
that 1n some regions intervention staff still show a predilection for
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tradstional avenues of placement. Those seeking better to-ordination
at the system level will nced to consider explicit ways of caprtabizing
on the emerging potential for flexibility. The ad hoc links between
the various modes of carly intervention service delivery established by
those at the work face perhaps nced formalized mechanisms to fawiiitate
their morec general application.

Access to programs may also depend on somewhat ad hoc sets of
arrangements for transporting children to and from programs, therc arc
marked differences in this regard. Many programs rely upon volunteer
drivers or parents' private transport and, in some cases, children are
selected for programs only if transport can be provided by the parents.
This effectively constitutes a sclection factor for access to these
programs. Somc programs provided by voluntary agencies overcome this
by use of buses for children whose parents cannot provide transport.

Program staff do not always fully appreciate the complete set of
prob'ems parents face 1n transporting their children not only tu the
program with which they are involved but also to the other programs
and/or sc¢rvices that these children require. Governments ¢oculd turn
their attention to the 1ssue of how best to provide transport assis-
tance and/or how to organize rclated services in centralized locations.
In facilitating the provision of transport, attention may well be paid
to the possibilities of assigning to appropriate departmental officers
the task of organizing pools of private transport, or the provision of
wider access to existing transport systems.

The issue of transport is rclevant also to the form of scrvice
delavery offercd by programs. Often the type of funding for a program
makes 1t difficult for staff to visit the homes and the program is
forced into being centre-based when sometimes greater flexibility for
home visiting would be preferred by staff and families.

fransport problems become even more serious impediments to program
access and delivery 1n rural settings where distance and limited
population exert their tyrannical influence. In most arcas of Australia
attempts have been made to offer carly intervention to rural handi-
capped children and their familtes. Limitations of finance and of
personnel creatc a sttuation in many rural arcas of considerably re-
duced availability of ecarly intervention services. bEven were finance
to be increased, 1t would still be difficult 1n many areas to secure
the services of sufficient professionals to mount an itinerant scheme.
Khere such schemes are currently operating, program staff have severely
limited time to spend with each of their clients, given thc constraints
of travel time and the distance to be covered. Centralized service
delivery agencies may find that 1t is possiblc to achieve greater
efficiency by co-ordinating 1tincrant services within a given region
where a number of agencies may provide complementary but separate
program staff. In provincial centres, local authorities may nced to
mobili1ze available services to supplement the limited and/or infrequent
access to the itinerant staff.
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A few tertiary institutions have become catalysts for the process
of cxploring ways in which the particular problems of service provisions
1n rural settings may be overcome. This is but one facet of the involve-
ment of a4 small number of tertiary staff in carly intervention., The
importance of carly intervention and the breadth of neced warrant a greater
investment of research and development cffort. Support of model programs,
such as those cstablished at these universities and colleges of advanced
education, is an important priority. IHowever, care needs to be ex-rcised
to insure that such programs do not become cntrenched alternative services
for small groups of children. Their responsibilities arc perhaps most
clearly in the arcas of program trial and development and staff training,
as well as a continuing contribution to basic and applicd research.

As carly intervention is an emergent arca of service delivery, we
typically find that staff of programs have not had the opportunity to
undergo specialist training for their roles. If carly intervention
programs arc to make their maximum contribution to the development of
children with disabilities, the issuc of staff is onc which must be
addressed.  In a number of professions, specialist training is often
achieved through the offering of in-service programs to people already
trained in their basic discipline. This in-service training may be
achicved cither through short intensive courses or part-time Study over
a longer peried. The in-scrvice approach may be an appropriate route to
the necessary insights and skills but it suffers from at least two
disadvantages. First, cngagement with yor 7 handicapped children and
their families is highly demanding, and part-time study at the end of
the day may be impracticable. Second, becausc of the ncwness of many
facets of the early intervention enterprise there is not a strong body
of cstablished expertisc in many agencics to use as a basis for in-
service training.

It would scem, then, that thought might be given to the desirability
of cstablishing an alternative approach: post-graduate courses. Because
of the nature of the team work in which they will subsequently be engaged,
it would scem desirable for members of all the relevant disciplines
jointly to participate in such a course. The dectailed components of the
course could only be decided in the light of experience, but comments from
the field would indicate the desirability of including study and supervised
experience in at least the following areas: early child development,
handicapping conditions, program development and implementation, assessment,
team membership, the consultant role, parent support, the roles of parents
in programs, and a broad knowledge of the range of programs and their
associated theoretical positions.

A cognate issue is the staffing of such training courses. Again
the relative newness of the field means that comparatively few academics
have the appropriate training and expertise to teach such courses. Steps
may well have to be taken to foster the development of a corps of lec-
turexs.
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It may well be that therc are other ways of ensuring that inter-
vention programs will be staffed by qualified people; this is an issue
that warrants consideration by all concerned. For example, there may be
merit in developing a program to provide technical assistance and leader-
ship training, or setting up a series of task forces or even considering
modifications to initial courses of professional preparation for teachers
and therapists. In this matter, as in every issue we have considered,
there is nced for diversity, provided only that quality is the hallmark
of each alternative.

Basie to issucs of quality are matters of funding. Our review has
provided a picture of the complexity of funding currently available to
carly intervention prograns. Despite this complexity, severzl issues
concerning fundiag can be clearly delincated. Firstly, the bulk of
financial support appecars to be directed to program operation. Seccondly,
there are a number of other facets of the service delivery context that
arc in nced of much greater support. The relative neglect of three
areas in particular may jeopardize the effective implementation and
further developments of carly intervention scrvices; thesc three areas
are: staff training, support scrvices and program evaluation.

In addition, therec is still an unmet neced for a thoroughgoing
evaluation of the economics of providing appropriate and ecffective
service delivery systems throughout Australia. This is a further
priority area.

9.4
ONGOING RESEARCH AND EVALUATION

The complexity of early intervention nakes ongoing research in
the area an urgent priority. At present there is no single aporoach
or orientation to early intervention, nor is it possible to identiiy a
single optimum program. Rather, programs arc dynamic entities affected
by the setting, the attributes of staff, the characteristics of the
clientele and the wider community context in which the progras is set. ‘
All these variables complexly affect the nature of early intervention |
in 2 particular location. This individuality of programs, settings, |
staff and children makes simple comparisons very difficult. To demon-
strate that a program 1is effective with one group of children, with one
set of staff, in one setting, is not a sufficient basis for predicting
that that program will be effective system-wide.

The situation is further complicated by the probleas of identifying
the 5alient elements in any program demonstrated to be effective. 1t
is not simply the content or the method of delivery that results in
efficacy. Rather, the value of a program is the product of a complex
mix of factors. As previously suggested, parental perceptions and
attitudes, for example, may bec as important as the content or methods
of delivery.
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The complexity of carly intervention, coupled with our inadequate
knowledge of many of the aspects of child development and handicap,
make cvaluation an cven more difficult task. As suggested above, in
the absence of consensus on appropriate mcthodology and the measures
to be used in such rescarch, it is difficult to be definitive with
regard to the future course of research on early intervention programs.
tarly intervention is inhcrently an evolving entity. This apparently
simple insight must shapc our perception of the cxercise of cvaluation
in this area. The rapidly changing face of early intervention often
makes summative procedures inappropriate and evaluators must rest content,
for the time being, to be essentially descriptive of the process of pro-
gram cvolution. Rigorous description is a legitimate and essential part
of the recsearcher's contribution to the evolution of carly intervention.
Premature attempts to provide Summative evaluations might only result in
a grossly over-simplified view of the field.

Over-simplification may in turn promotc restricted conceptual
models of the nature of carly intervention and, as such, be of limited
heuristic value. We nced three research foci. First, concerted programs
of basic research must cxamine the particular developmental implications of
each of the wide range of disabilities which will benefit from carly
intervention. Basic rescarch will provide the enriched theoretical con-
text requared to inform program designers. Second, more research is
needed which has as its basic aim the detailed description of the
development of particular programs with a view to identifying the range
of potentially influential factors contributing to the cfficacy of early
intervention. Third, in con)unction with these two foci, basic researchers
need to consider ways in which they can capitalizc upon the interaction
among program designers, program implementers and thosc addressing the
mcthodological problems of evaluating ongoing programs. While basic
rescarchers, designers, implementers and evaluators procced in isolation
from onc another, rescarch efforts in the area of carly intervention
will remain disjointed.

At this stage rescarchers should be clearly aware of the need to
adjust the direction of their cfforts in response to the inevitably
rap1d changes in the ficld. This ts, in part, the result of the differ-
ences 1n the rates of change of our basic knowledge and of our practices
in the field. As early intervention programs develop they must of
necessity respond to changes both in the field and in our knowledge
of the clients, changes which i1n fact occur at a rate which often
outstrips the ability of researchers to frame proposals, secure funding
and execute therr rescarch.

Notwithstanding the rapid cxpansion of programs, it must be
realized that this growth has occurred in the absence of sSystematic
assessment of the full range of unmet needs existing in the community.
\ccordingly, an equally urgent need 1s the undertaking of such syste-
mattc asscssments at national, state and regional levels in order to
be a pesition to work towards raticnal service provision.
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The current review represents the first stuge of the process of
evaluating carly intcrvention scrvices in Australia. It provides the
first systematic map of the nationul scene and, as such, gives u basis
upon which researchers, program designers, progrum implementers and
evaluators can continuc their vitally important work.

\) M,

ERIC

Aruitoxt provided by Eic:




1.

Register of
Children

2.

Provision
for all

3.

Diversity
of needs
and of
programs

ERIC

Aruitoxt provided by Eic:

- 205 -

RECOMMENDAT IONS

In recognition of the need for adequate information on

the prevalence and distribution of disabilities of varying
type and degree to provqu a basis for the realistic planning
of services for young children with disabilities,

IT 1S RECOMMENDED

THAT REGISTERS OF CHILOREN WITH IDENTIFIABLE DISABILITY
OF WHATEVER DEGREE BE ESTABLISHED AS A MATTER OF URGENCY,
OUE CARE BEING TAKEN TO MINIMIZE DISADVANTAGES POTENTIALLY
ASSOCIATED WITH SUCH REGISTERS,

THAT THE STATISTICAL DATA FROM SUCH REGISTERS BE MADE
AVATLABLE TO RELEVANT DEPARTMENTS AND AGENCIES, AND

THAT A MECHANISM BE ESTABLISHED TO ENSURE THAT SUCH
REGISTERS ARE CONSTANTLY UPDATFD.

In recognition of the rights of all children with
disabilities and their families to receive appropriate
educational services from as early an age as a disability
is diagnosed, and in recognition of the extensity of unmet
needs in the community, with consequent detrimental effects
on the development of young children with disabilities and
major stresses on their families,

IT IS RECOMMENDED

THAT GOVERNMENTS RECOGNISE THEIR RESPONSIBILITY TO
ENSURE THAT ALL YOUNG CHILOREN WITH DISABILITY HAVE
ACCESS TO EARLY INTERVENTION PROGRAMS, AND

THAT FORWARD GOVERNMENT PLANNING MAKE PROVISION FOR
SUCH PROGRAMS, INCLUDING THE SUPPORT SERVICES REQUIRED
FOR THEIR EFFECTIVE IMPLEMENTATION AND TAKE COGNISANCE
OF ISSUES RELATING TO THE SITING OF SERVICES.

In recognition of the diversity of needs of children with
disabilities and of their fawmilies, and in recognition of
our as yet incomplete understanding of the development of
young exceptional children, and in recognition of the
emergent status of early intervention programs,

IT 1S RECOMMENDED

THAT FUNDING AUTHORITIES AND RESPONSIBLE AGENCIES SUPPORT
A DIVERSITY OF TYPES OF EARLY INTERVENTION PROGRAMS.
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In recognition of the central role of the family and of
the needs of the family as a unit and in recognition of
the differing characteristics and circumstances of
families, and the current philosophy of deinstitutional -
ization and the home care of children with severe
disabilities,

IT 1S RECOMMENNED

THAT EARLY INTERVENTION PROGRAMS ENSURE OPPORTUNITY FOR
PARENTAL INPUT, AND

THAT SERVICES TO YOUNG CHILDREN WITH DISABILITY INCLUDE,
WHERE FAMILIES SO DESIRE, PARENTAL RELIEF, FAMILY
SUPPORT, BOTH PROFESSIONAL AND MATERIAL, AND ASSISTANCE
WITH TRANSPORT .

In recognition of the dependence of program effectiveness
on the planned articulation and coordination of scrvices,

IT IS RECOMMENDED

THAT, AT NATIONAL, STATE, REGIONAL AND LOCAL LEVELS,
MECHANISMS BE ESTABLISHED TG ENSURE

- THAT THERE [S EFFECTIVE COMMUNICATION AMONG
THOSE RESPONSIBLE FOR EARLY INTERVENTION
PROGRAMS WITHIN THE ONE AREA,

- THAT EARLY INTERVENTION PROGRAMS ARE COORDINATED
WITH OTHER SERVICES TO YOUNG CHILDREN WITH
DISABILITIES

- THAT EARLY INTERVENTION PROGRAMS ARE COORDINATED
WITH GENERIC SERVICES FOR AL{. YOUNG CHILDREN, AND

- THAT EARLY INTERVENTION PROGRAMS ARE ARTICULATED
WITH L.ATER EDUCATIONAL SERVICES.

In rccognition of the dearthof services to young children
with disabilitics and their families,in rural arcas, and
in recognition of the challenges imposed both by the
cxistence of small numbers of children with particular
disabilitics and by the limited scrvices from relevant
agencics in any particular area,

IT IS RECOMMENDED
THAT URGENT CONSIDERATION BE GIVEN TO WAYS IN WHICH

EARLY INTERVENTION PROGRAMS CAN BE OFFERED TO YOUNG
RURAL CHILDREN, AND
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6. (cont.) - THAT AGENCIES AND DEPARTMENTS BE ENCOURAGED TO

Rural EXPERI&ENT WITH INNOVATIVE WAYS QF OFFERING‘1HROUGH

Families ONE AGENCY OR DEPARTMENT THE DIVERSITY OF SERVICES
NEEDED BY FAMILIES WITH YOUNG CHILOREN WITH DISABILITY,

7. In recognition of the principles of accountability
in the ecxpenditure of public funds and of moral
accountability to children and their families, but
at the same time,

Monitoring

Evaluation

In recognition of the methodological and interpretative
dilemmas integral to the evolution of early intervention
programs and of the emergent nature both of programs

and of paradigms of evaluation, and

In recognition of the need to extend our understanding
of the potentials and limitations of early intervention
programs and the nature of support necessary for their
effective implementation,

IT IS RECOMMENDED

- THAT EACH EARLY INTERVENTION PROGRAM STATE CLEARLY
AND PUBLICISE ITS OBJECTIVES,

- THAT EACH PROGRAM BE MONITORED IN THE LIGHT OF THE
FULL RANGE OF ITS STATED OBJECTIVES AND THE OUTCOMES
BOTH PLANNED AND UNPLANNED, AND

- THAT THERE BE RIGOROUS DESCRIPTION AND DOCUMENTATION
OF THE CLIENTELE AND THE IMPLEMENTATION OF EACH EARLY
INTERVENTION PROGRAM.

8. In recognition of the critical contributions to the
further development of early intervention programs

Tertiary required of tertiary institutions, but also

Ingtitutions
In recognition of the need for ongoing early intervention
programs to be integrated into the full range of services
to the general population and the population of those
with disability,

IT IS RECOMMENDED

- THAT TERTIARY INSTITUTIONS WITH THE APPROPRIATE
EXPERTISE BE ENCOURAGED

(a) TO INAUGURATE PROGRAMS (EITHER LOCALLY DERIVED
OR LOCALLY MODIFIED) TO TEST THEIR EFFECTIVENESS
BUT, AT THE APPROPRIATE TIME, TO PASS THE
CARRIAGE OF THE PROGRAM TO A RELEVANT DEPARTMENT
OR AGENCY,
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8. (cont} (b) TO UNDERTAKE DEVELOPMENT AND VALIDATION OF THE
WIDE RANGE OF ASSESSMENT INSTRUMENTS WHICH ARE
URGENTLY REQUIRED FOR DIAGNOSIS, FOR PROGRAM
PLANNING AND FOR MONITORING,

Tertiary
Institutions

(c) TO ENGAGE IN THE RESEARCH AND DEVELOPMENT
REQUIRED FOR THE PROVISION OF A RANGE OF
APPROPRIATE RESOURCE MATERIALS,

(d) TO MOUNT LONGITUDINAL STUDIES OF YOUNG CHILDREN
WITH DISABILITIES AND THEIR FAMILIES IN ORDER TO
ASSIST IN THE DEVELOPMENT OF THEORIES OF
EXCEPTIONAL CHILD DEVELOPMENT AND OF EDUCATIONAL
INTERVENTION, AND

(¢) TO OFFER THE ESSENTIAL POST-GRADUATE AND
INSERVICE EDUCATION REQUIRED BY THE RANGE OF
PROFESSIONALS INVOLVED IN EARLY INTERVENTION,
IN ORDER TO FOSTER THE DEVELOPMENT OF THE
REQUISITE SKILLS, PARTICULARLY THOSE INVOLVED
IN THE TEAMWORK REQUIRED IN EARLY INTERVENTION.

9. In recognition of current limitations of government
finance for initiatives and in the light of
Funding Recommendation 2 above,

IT IS RECOMMENDED

THAT FUNDING AGENCIES EXAMINE EACH REQUEST FOR
ASSISTANCE IN THE LIGHT OF THE SERVICES CURRENTLY
AVAILABLE IN THE AREA CONCERNED, AND FUND ONLY THOSE
SERVICES WHICH WILL BEST OVERCOME EXISTING
DEFICIENCIES (EITHER QUALITATIVE OR QUANTITATIVE)

IN THE AVAILABLE RANGE OF SERVICES.

- THAT FUNDING AGENCIES ENSURE THAT PROGRAMS WHICH ARE
FUNDED ARE ADEQUATELY STAFFED TO FACILITATE THE
ACHIEVEMENT OF THEIR STATED OBJECTIVES, AND

- THAT GOVERNMENT SPECIFY A CERTAIN PROPORTION OF FUNDS
ALLOCATED TO EARLY INTERVENTION TO BE SPENT ON SEEDING
EXPERIMENTAL PROGRAMS OR NEW APPROACHES TO SERVICE
DELIVERY FOR A SPECIFIED PERIOD OF NOT LESS THAN TWO
YEARS, WITH THE INTENTION THAT, FOLLOWING THE
EXPLORATORY PHASE, THE PARTICULAR PROGRAM OR SERVICE
WILL BE FUNDED WITHIN THE NORMAL PROVISIONS.

O
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10. In recognition of the burgeoning status of early
intervention programs and the exciting innovations

Digeemination being undertaken in diverse parts of the country,
and in recognition of the absence of any central
clearing-house,

IT IS RECOMMENDED

THAT DISSEMINATION OF INFORMATION ON EARLY
INTERVENTION AND MECHANISMS FOR SHARING
EXPERIENCES BE ENCOURAGED AND SUPPORTED.
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APPENDIX A

SITE~-VISITED PROGRAMS

Approximately fifty programs were visited by a rescarch team collecting
information and observing activities. Visits ranged from brief interviews
of an hour or two to visits for a full day or longer. Visits werc made to
programs serving all disability groups and to government, voluntary, and
other types of services. Some visited programs were not included in the
data analysis for such reasons as currently non-operational status or em-
phasis on assessment, treatment, or indirect services to children with
disabilities.,

The research team was wost grateful for the time offered by staff of
these programs and their willingness to provide detailed information.

New South Wales

Allowah Babies®' Hospital (Private - diverse disabilities,
intellectual predoninant)

Early Education Clinic (Private - diverse disabilities,
intellectual predominant)

Intellectually and Physically Handicapped Children's Association
(Voluntary - multiple disability, intellectual predominant)

Hoxton Park School
Bambi Nursing Home

Macquarie University (Tertiary - intellectual disability,
all Down's syndrome)

Marsden Hospital (Health - diverse disabilities, intellectual
predominant)

Newcastle College of Advanced Education (Tertiary - diverse
disabilities, intellectual predominant)

Royal Blind Society (Voluntary - visual impairment)

Sub-Normal Children's Nelfare Association (Voluntary - diverse
disabilities, intellectual predominant)

The Shepherd Centre (Voluntary - hearing impairment)
Youth and Community Services (Welfare - diverse disabilities)

New South Wales Society for Crippled Children (Voluntary)
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Victoria

EPIC (Tertiary - diverse disabilities, predominantly intellectual)
Royal Children's Hospital (Health - diverse disabilities)

Royal Victorian Institute for the Blind (Voluntary - visual
impairment)

Shannon Park Spastic Centre (Voluntary - diverse disabilities,
predominantly intellectual at present)

Queensland

Autistic Centre (Voluntary - autism)

Central Assessment Clinic (Health - diverse disabilities,
predominantly intellectual)

Education Department Pilot Early Intervention Programs
(Education - diverse disabilities, predominantly inteliectual)

Aspley
Ipswich
Kenmore

Mt. Gravatt
Acacia Ridge

Multicap Association, Toowoomba (Voluntary - multiple disability)

Sub-Normal Children's Welfare Association (Voluntary - intellec-
tual disability)

Toowong
Main Centre

South Australia

Adelaide Children's Hospital (Health - diverse disabilities)

Autistic Children's Centre (Voluntary - autism, with multiple
disability and others represented)

Infant Development Project (Private - diverse disabilities,
predominantly intellectual)

Intellectually Retarded Services (Health - intellectual
disability)

Kate Cocks (Voluntary - multiple disability and total dependence}

Regency Park (Voluntary - predominantly physical disability)
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South Australia (contd.)

Woodville Spastic Centre (Voluntary - physical disability but
diverse disabilities represented)

Whyalla Early Childhood Resource Centre South Australia (Education -
diverse disabilities, predominantly intellectual)

Kent Town Pre-school (Education - intellectually handicapped)

Townsend School for the Visually Impaired (Education - visually)

Western Australia

Child Study Centre, University of Western Australia (Tertiary -
diverse disabilities)

Irrabeena (Health - predominantly intellectual)
Speech and Hearing Centre (Private - hearing impairment)

Pre-school Team - Elwyn Morey Centre (Education - diverse
disabilities)

Hearing Assessment Centre (Education - hearing impairment)

Tasmsnia

Assessment Centre at Hobart (Health/Education - diverse
disabilities)

“Elonera" (Health - intellectual disability)

Australian Capital Territory

Australian Capital Territory Schools Authority (Education - diverse
disabilities)

Bannister Garden (diverse predominant, with special concern
for hearing impairment)

Malkara (intellectual predominant)
Turner (physical disability predominant)

Hartley Street Centre (Health/Education - diverse disabilities)

Therapy Centre (David Street, Throsby Crescent) (Health - diverse
disabilities under 3 years)
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Northern Territory

Down's Syndrome Association (Voluntary - intellectual disability)
Spastic Centre (Voluntary - physical disability)

Stuart Park Primary (Education - hearing impairment)
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APPENDIX B

QUESTIONNATRE COMPLETED BY PROGRAM DIRLCTORS

Title
Postal address

SIGNATURE OF PERSON COMPLETING QUESTIONNAIRE .......................... PIAN
POSITION

1.

In what year did your program begin to offer services (even in an
experimental or pilot stage)? 19....

what is the total number of children presently served by your program?
handicapped boys handicapped girls non-handicapped

How many children served by your early interventica program are in each
of the following age groups?

under 6 months 3 yrs - 3 yrs 11 aths

6 mths - 11 mths 4 yrs - 4 yrs 11 mths

1 yr - 1 yr 11 mths S yrs - S yrs 11 mths

2 yrs - 2 yrs 11 mths 6 yrs and over

At the time when your program began to offer services, what primarily
influenced the establishment of your service (e.g. formation of a group
of concerned parents; a survey by a voluntary organization which already
served school age children; visit by an expert who advocated early
intervention)?

If your program has changed in any major direction since it was initially
implemented, please describe the types of change which have occurred.

What is the major source of funding for your program?

Nhat other sources of funding do you have? Please list sources.

Please describe the administrative structure of your organization.

How many children receive each of the following types of program as part
of your service?

A. Home-based program - a program implemented in the child's own home,
whether by trained parents or professional home visitors, and
possibly involving the child's visit to a centre no more than once
per month.

Centre-based program - a program requiring that children leave
their house to come for the program, whether the centre is a
permanent facility, a mobile unit, or someone's residence, and
possibly involving home visits to the child no more than once
per month.

Integrated Home/Centre-based program - a program providing both
Home-based and Centre-based services to the same children.

. Please classify all the children served by your program according to

their primary disability (e.g. you would classify a child with mild
cerebral palsy and severe mental retardation as primarily mentally
retarded). -
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12.

13.

14.
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16.

12.

18.
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If a child has more than onc major disability, indicate this under
the category "multiply handicapped”. Use the multiply handicapped
category for as few children as possible.

Primiry disability No. of children served
Miental retardation (including developmental delay) ...,
Physical disabilicy .
Hearing impairment N
Visual impairment eeeen
Other {please specify) e
Multiply handicapped (2 or more major disabilities

e.g. deaf/blind) ...l

Lo the parents of the children attending your program have a parents'
organization, group or committee? Yes ..... No ...
1€ 'yes', please describe the purpose of the group.

Docs your program regularly provide meetings or workshops for the
purents? Yes ..., No .....

If 'ycs', pleasc specify thne type(s) of mecting(s) or workshop’s) and
specify how often they take place.

If your program regularly communicates with parents, please put a tick
in the box beside the forms of communication you use.

(a) General newsletter e

(b) Written progress reports for each child  .....

(c) Arranged meetings with parents at home or at centre ....
(d) Informal meeting with parents at home or at centre .....
(e) Telephone conversations ...
(f) Other (please specify) Ceeans

If your program has a centre-based component, pleasc describe the type
and location of the building(s) used by your fatility.

Please describe the outdoor play area available for your prograa.
How many paid employees are full-time members of the early intervention
program staff? Men ..... Women .....

How many paid employees are part-time members of the early intervention
program staff? Men ..... Women .....

Which of 'he following full or part-time paid staff provide professional
services tor the early intervention program?  Please specify the number
of people from each professional group involved and specify the average
number of hours per person per week. (1f the staff provides services
to other age groups, please estimate the hours spent only os children in
the early intervention program.}

No. of Average no. cf hours
people per person per week

(a) Occupational therapist(s) N cennn

(b) Speech therapist(s)  ..... faean

(c) Physiotherapist(s) ... Ceaen

(d) Teacher(s)  aesee 0 aeees

(e) Social worker(s) aeeeo aeees

(f) Psychologist(s} .eoeo 0 s

(g) Other(s) (Please specify) casre hewan




19.

20.

2l

22.

23.

24.

25.

26.
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Does your early intervention program use the help of volunteers?

Yes ..... No ... . 1f 'yes', please provide the following details.
{a) Total number ¢f volunteers used in the program e
{b) Average total number of hours of volunteer time used
by the program perweck ..,
{c) Please describe the main tasks undertaken by the
vejunteers ........ Savassitesavsssavennanassraannnn veeerasas

1¥ your progras is centre-based, arc therc probless with transportation
cf children to the program? Yes ..... No .....

If 'yes', pleasc describe any problems or difficulties.
If *no*, who provides transport?

What kind of publicity did your program have during 19797 Pleasc specify
the purpast of the publicity.

- Ve em—

Which methods of publicity do you find to be most effective” Please
deseribe.

Did any staff weambey of the carly intervention program attend a
conference or seminar outside your progrsm during 19797

Yes ... N oL.... If ‘yes', please provide the following details.
{2} How many paid staff members attended conferences or seminars? .....
(b) Please describe briefly the subject of the conferences or seminars.

Plecase describe assessment meihods uscd to monitor esch child's progress.

Please list any commcrcially available program materials, checklists
and/ar tests.

Please enclose any readily available printed materials such as financial
statenents, program timetables, charts of administrative organiations,
progras descriptions etc. that will help us Lo know more about your
prograe. Printed materials enclosed ..... Not encioscd .....

FOLLOWING SECTION 1S DESIGNED 70 ENABLE YOU TO OFFER YOUR OMN EVALUATION

27.
28.
29.

3o0.

31.

32.

ERIC
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OF YQUR PROGRAM

Plezse state what you view to be the purpose of your early intervention
service.

Please describe any methods you have used or are using to evaluate your
prograa.

what financial problems or needs do you feel your program presently has®
Financial Qther

What do you see as the main strehgihs of your program?

How do you see the future of yrur progra=s in terms of the services to be
offered by it and the factors that may affect the service offered?

In the space below, please add any additional comments you feel arxe
appropriate.

THANK YOU FOR YOUR PARTICIPATION IN THIS STUDY.
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Program APPENDIX €
QUESTIONNAIRE FOR PARENTS OF YOUNG CHILDRLN WU DISABELITIES

10.

1.

(Sent to parents of childrcn i1n some sitc-visited programs)

What is your relationship to the child?

Mother (tick one) Father (tick onc)
...Natural mother ...Natural father
..Adoptive mother ...Adoptive father
...Foster mother ...Foster father
...Stcpmother ...Stepfather
..Other ...0Other

How old is your child?

Is your child a boy or a girl?

How many children (including the child witn a disability) arc living
with you in your home? ’

How would you describe your child’s primary disability? (Tick only onc)

. Mental retardation ... Hearing disability
Physical disability ... Multiple handicaps

. Visual disability ... Other (please specify)
Do you receive home visits as part of this program?

. Yes ... No. If 'Yes', how frequent are the home visits?
(Choose the one answer that comes closest.)

.. more than once a week ... monthly
. weekly ... less than once a month

... fortnightly

Does your child regularly visit a centre as part of this program?

. Yes ... No. If 'Yes', how many times per week does your
child visit the centre?
... less than once a week ... three times a week

. once a week ... more than three times a week

twice a week

What was the main way you found out about the program serving your
child? (Tick only one)
... From a friend or relative

From a therapist, doctor, teacher or other professional

From publicity about the program

In another way (Please specify)

Why did you decide to have your child participate in the program?

How helpful do you feel the program is for your child?
. Extremely helpful ... Slightly helpful
Fairly helpful .+. Not helpful at all

Have you noticed any changes in your child's behaviour or activities
at home since he or she entered the program?
. Yes, many changes. ... No, no noticeable changes.
. Yes, a few changes.
If 'Yes', please tell what kinds of changes have taken place.
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12. las the program helped you as a parent in any wiay? (More than one can
be ticked.)
. No ... Yes, it has helped the family to
. Yes, it has relieved some understand and deal with the child.
worrics. ... Yes, it has cnabled me to get
. Yes, it has helped me learn acquainted with parents in
how to help my child. similar situations.

. Yes, it has helped me in other
ways. (Please tell us what ways)

13. llow long has the child been in the program?

14. Do you think the program serving your child might be expanded or
improved to be more useful? ... Yes ... No.

15. Approximately how often do you have a chance to talk with the program
staff about your child or family? (Choose the one answer that comes

closest.)
. more than once a week ... monthly
. weekly ... less than once a month

+.. fortnightly

16. Would you like to have more opportunities to see and talk with staff
members of the Program?

. Yes ... No, 1 would prefer talking
. No, I talk with staff often less with staff.
enough .

17. In your opinion, who should have the major responsibility for providing
services to very young children with disabilities? (Tick only one)
. Federal government ... Voluntary or charitable groups
.». State government ... Others (Please specify)
Local government

18. When your child is ready to attend school, what kind of school do you
think he or she will be able to attend?
. Regular school ... Other (Please specify)
. Special school or special
classes attached to regular
school

19. From whom do you receive cupport, encouragement, and help in relation
to your child? (Tick one answer for each group Or individual listed.)

. -

A great ! Some A little None
deal

Lxample |

Husband or wife

Friends

Relatives

Neighbcurs

Other parents of children

with disabilities

Priest or clergyman

Doctor

Program staff

Other professionals

Other groups or agencies -

PNy

QO "ease specify)




All

20. In the table below, can you provide information on other programs
assisting the development of your child with a disability? (Omit if
your child does not participate in other programs.})

No.of times Your overall assessment :
per week (Tick the appropriate space)

Name and address | your child Extremely! Fairly TSlightly Not

of program articipates | helpful !helpful !helpful ‘helpful

Name

Street

Suburb or town

City

State Postcode

Name

Street

Suburb or town

City

State Postcode

Name

Street

Suburb or town

City

State Postcode r

21, What help do you need or want that you are NOT receiving?
22. What are your greatest worries about your child (with a disability)?
23. How do you view the future for your child?

24. Who filled out this questionnaire?
. Mother only
. Father only
.. Mother and father together
. Other (Please specify)

2S. If you think the program serving your child might be expanded or
wmproved to be more useful, please describe the changes which you
think could be made.

26. 1If you have concerns or feelings that we have not asked about, please
write comments freely below.

Thank you for your help.
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APPENDIX "

A SAMPLE OF COMMENTS FROM PARENTS

This sample represents about 10 per cent of the parent comments
that vere elicited by questionnatires.

Comments were selected to reflect as accurately as possible the
flavour of parent concerns and the relative attention given to the
varicus issues under which we have cctegorized the comments.  The
issue about which parents made the greatest number of comments was
the responsiveness of services to the needs of families and their
children with disabilities. Also important were lack of public
avarenesg, the rationale of programs, logistical problems that pre-
vent parents from availing themselves of services, funding uncertain-
ties making parents insecure about future intervention, and the focus
of programs.

Comments were also made about the relationship between interven-
tion and other specialized services, communication between the program
and other commity services, staffing of programs, monitoring and
evaluation, and responsibility for future provisions. Any specific
references to names of people or programs have been deleted to preserve
the confidentialtity of parent comments.
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A SAMPLE OF COMMENTS FROM PARENTS

Comments related to the rationale of programs

1 feel that there should be more help available for the cxtended family
to accept the Down syndrome child, as parents have to support family aggress-
ion, disbelief, etc., whilst trying to cope with own emotional feelings. If
the extended family could be helped to give support to the parents and sib-
lings of a Down syndrome child, the load would be much lighter.

The program my child attends would be improved by smaller groups of
children or more teachers, resulting in more individual attention to each
child.

Our main concern as parents is that the child will need lots of assist-
ance with employment.

No program is going to change the condition of your child, i.e. bring
back to normal. You can only shape the progress of your child in line with
a normal child's growth patterns. The degree of success depends on how re-
tarded the child is - what we mean is some have higher IQs than others, also
on how hard you want to work with your child.

I feel that a speech therapist must become a more important part of the
lesson and have regular contact with the child, and not used only to advise
the teacher.

I feel that not enough attention is paid to occupational therapy, possibly
because of shortage of staff, but surely the first years are very important. If
not allowed to use their hands they will surely lose the inclination to use them,
and we feel that 1 hour a fortnight until age 3 - 3% is just not enough.

I am concerned about how other normal children will finally accept her.
As we are all (doctors, therapist, and parents) still uncertain as to what
her disability will finally be, it is still an unpredictable future.

It would be better 1f the children would be able to see their therapists
more often than once a month. Or that they could attend (possibly if necess-
ary with a parent) some kind of class where the therapists would see more of
them.
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I think there should be more Programs available during the week. As our
children aren't invalids I think they are capable of a lot more than they are
given credit for. Also I think there should be more teachers trained to help
our children throughout normal schools.

The most benefit I and others have gained has been from government agenc-
ies which provide support for the parent and treatment for the child. Why are
those in private practice reluctant to channel suspect cases to these agencies?

Education as one service, not all separate, e.g. all specialists working
together for the good of handicapped children, not programs run by different
groups or agencies, but as one group.

Comments related to focus of programs

I feel the integration of "different" children into "normal' schools
wherever possible is a big step towards educating others about handicaps
and understanding that they have their rightful place amongst us, not
“'shut away".

Ever since our child was born we have constantly come up against a barrier
with social workers and others who convey the feeling that our child, by the
nature of her disability, is placed in a category the same as 211 others with a
similar disability. Just as there are the dumb and the brilliant in normal
people, surely this can be said for those with disability. But because of what
she has, these people wish to 'write her off' with the rest. Ve do not want
her to perform miracles, just to be ailowed to perform, or should I say be given
the chance to perform to the best of her ability, whatever that may be.

I have had a lot of difficulty trying to fina a program that caters for
multiple handicaps. I have help in teaching her things despite her blind-
ness, but her physical disabilities, coupled with retardation, seem to inspire
most people to think she only needs to be cared for and not stimulated.

I have always felt very strongly that children with disabilities should
be included in ordinary schools and all schools should have access to special
teachers and facilities to provide for their special needs, as already is done
with remedial teachers and migrant teachers. What's so different about these
groups?

During the middle of the year my child attended a normal pre-school and I
find it hard to say which school has been the most helpful and to what extent.
The staff at the normal pre-school are aware of my child's disability and have
great patience with him.

O
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I think some professionals lose sight of the fact that regardiess of who
provides the help needed, the paramount aim should be the achievement of each
child's full potential.

In a case where the child is profoundly retarded, there is little or no
help available; you just have to make do with programs set up for mildly or
moderately handicapped children.

Morc physical and practical remedial treatment by specialist staff
is needed.

Comments related to relationships between early intervention programs
and the wider network of special service for handicapped children

If our daughter were left an orphan we would like reassurance that she
would continue to receive loving care as an individual and not "another case"
and that she be treated with patience and love as at home and not by unsympa-
thetic staff for whom it was "just a job".

As far as | am concerned there is not a better place for a handicapped
child than his own home, as long as his parents can accept and cope with his
special needs. Day care for school-age totally dependent children is vir-
tually non-existent.

Special extra schooling should be supplied outside school hours at
government expense in areas that may not be up to standard in the child's
development, or in helping to adjust to other society standards.

I would like the centre to provide more home visits and it would be nice
to talk to a social worker in my home. I have seen a social worker once in
my home and once in the centre. I feel they could do more.

Another concern 1is the lack of communication between the various agencies
which provide services; also the uneven distribution of funding, so some child-
ren are very well catered for, while those who do not fit the criteria of ex-
isting services miss out completely or receive very limited assistance.

We feel that after schooling is completed, there is a definite need for a
type of employment program (within established industries if possible) that
provides a challenge for these people, rather than the soul destroying tasks
currently available (weighing nails, peg-making etc.). We see our child and
others in current early intervention programs doing work better suited to
their future capabilities like all human beings; these people need to feel
that they are capable of performing the next {more complex) task, thereby
creating a sense of achievement and a desire to progress.

225




EE

Q

RIC

ALT

Comments related to communication between early intervention program
personnel and relevant services for the community at large

I'm concerncd about lack of communication between departments decaling with
care (i.e. physio, occupational therapy, psychologists). Also the distance
travelled to the .... Centrec makes communication and liaison difficult.

I only wish that the various centres could work together more instecad
of being isolated from each other - that there was more communication between
the so-called professionals.

1 tkink organizations like .... and .... should be notified of a birth
where the child is retarded or has some disability. It is very important in
the first few ycars for a disabled child to receive all the help he can.
Doctors, child nurses etc. should have a responsibility to every child to
check for retardedness, and let the parents be aware of the problem. I was
left wondering, for 2% years, what was wrong with my child before receiving
any help. We must avoid situations like that.

It seems such a waste not to be able to pass the information and expert-
ise gained by the ...... program to all the rest of the community {(with handi-
capped children) more quickly and directly. There should be more rapid flow-
on to the various play-groups, pre-schools, parents' groups, so that they can
also benefit from the enormous success of the program.

More communication between therapists and doctors. Comprehensive reports
by specch and occupational thcrapasts and the pre-school teacher co-ordinating
the play-group were prepared last November for a panel for educational place-
ment . However, at her 3 YO check in November, 1979, the therapy centre doctor
was unaware our child had been having occupational therapy (at the centre)
since July, and ain February, 1980 our referrang paediatrician had no reports
at all from the centre on our child's progress.

Comments related to sources and adequacy of funding

Places for permanent residence of young adults upwards are needed to en-
able them to live an uninterrupted normal life, and this should be financed by
the federal government. Totally dependent children also need good, clean, well
run residences and not what is on offer at present. They are not good enough!
Federal money should be readily available for facilities for children and adults
with disabilities, perhaps at the cost of overseas aid. They need help now.

I feel the state government should be responsible for the provision of
services, but unfortunately the services existing in this state already do
not offer the assistance and concern for handicapped children under the age
of 2 years, unlike the services provided by voluntary and charity groups.
This is the time that is probably the most important for both parents and
children to become acquainted with and learn to accept their disabilities.
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We are concerned about the funding of the programs which help our child
and the rumours that the help may be cut back. Cur children nced this help
so desperatcly and also we as parents need support and advice from people
whom we fcel are competent, on a regular basis.

llandicapped people, friends and relatives, should not have to beg for
assistance by way of charitable organizations. The parents and family have
cnough to do to cope with the running of a non-normal home due to the hand-
icapped child, let alone running about helping and organizing charity do's.
Also, calipers, ctc., should be a medical benefit.

Although the Handicapped Child's Allowance of $15 per weck is available,
this in no way covers the cost of kecping a severely handicapped child at
home. It is essential to run a second car (large encugh to accommodate a
wheclchasr), special clothing, baby-sitting of other children when handicapped
one is hospitalized etc. There should be a system whereby the parents of
multi-disabled children receive more allowance than, say, a child who has
lost a couple of fingers.

1 would like to sce ail services for all handicapped children united in
onc cducation system so that they may be able to put more pressure on govern-
ments for support for our children. It appears to me that some handicaps are
nelitist" and have many services, where the less accepted handicaps miss out.

1 feel that the government is not doing as much as it should and 1 am
sure it can. Our children even with their disabilities, are human beings
and citizens of the country. I have seen with sorrow, more than with sur-
prise, how in this so-called International Year of the Child, the government
has spent a lot of taxpayers' money in posters, nice songs and all forms of
publicity, preaching about the importance of such an event; but the practices
and the learning for the kiddies are as poor as they could be. Just to cele-
brate this year the government has cut the most vital things for a kid: Health
and Education; and just to have an idea of the care for kids campaign of the
government, let me tell you that the ....... ‘s always poor financial support
from the government has been cut even further. The occupational therapist
had to be dropped when the number of kids needing help is increasing day
after day. Another example is.......... , a wonderful place which provides
toys for the kids and support for the parents. They can't buy many more toys
and equipment this Year of the Child. What about after?

1 feel there should be more government help to establish more similar pro-
grams and to keep them going without so much need for fund-raising and would
wish for help for all handicapped people to be able, if capable with aid from
social workers perhaps, to be able to live as adults independently and not be
put away in institutions.

Too much emphasis is placed on bricks and mortar - not enough responsi-
bility accepted by government agencies for ongoing staff funding. Not enough
feedback from research to the client (child or parent).
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Comments related to responsiveness to the needs of families with young
handicapped children

Because we live 146 km from (capital city) I cannot get to the .... Centre
as often as people living in the city. Also, I have 3 other children to con-
sider. In the past 1 have been staying at the ....... Centre for a week at a
time, about every 3 months. It also depends on when the flat for country par-
ents is available. Often it is booked out months ahead.

Handicap allowance wasn't brought to our notice until 3 months ago - we
should have been informed at barth. In our case our boy had a severe physical
disability dealt with by an orthopaedic surgeon who had no interest in effects
and development or the psychological effects of treatment (involving much sur-
gery, plasters, splints from birth). Thus the person as a whole was dealt
with inadequately until this recent program - far too late!

Parents should hé¢ given an opportunity to talk to other parents with a
handicapped child soon after being told about their own child.

Often children with multiple handicaps are shunted from one organization
to another because they don't "fit'" into any one scheme. This involves a great
deal of travelling. Very little information is given to parents about organiz-
ations when the child is very young, probably because doctors don't want to
commit themselves to any drastic diagnosis, but a lot of important early learn-
ing time can be wasted. Why can't they refer parents for help, even if things
are not as grim as first thought, there's no harm done, but the longer they
wait the harder it is to teach the child, and facing the fact that your child
is handicapped is no easier for being left.

My pleas are (a) that specialists be encouraged to view total child and
know something of early child development in more than '"physical' areas, (b}
that parent worries be analyzed to see what 1is being complained of - rather
than considering resources available first and putting child in, in "hope"
that it may benefit child; e.g. within two visits to toy library (to which I
referred myself in desperation), 1 had been given practical help in language
programs for my daughter as well as stimulating material for her "stage" of
development.

I have been upset at the pressure that 1s applied by doctors and some
people concerned with this program to have my child placed in an institution
or nursing hone.

1 have a very poor opinion of doctors as a result of .... .'s disability.
With the exception of one (who is not a local doctor) they do 1ot understand
what is wrong with ...., and have no idea what to do about her. I am very

bitter about the way we have been treated by doctors.

If we are not always available to guide and care for our child, we can't
see any of the present institutions or sheltered workshops being suitable. It
seems there are no “half-way' measures. There is either the care at home or
the INSTITUTION.
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Very little community help is available to help parents caring for dis-
abled children in their own homes. Domiciliary care does very little assist-
ing in this area, only ramps etc. for housing because parents are "able
bodied”. How long 1s this so, both from a physical and mental point of view?

We have always had a great rapport with the professionals who work dir-
ectly with our daughter - but often clash with "tnose who rule'" at the top.
It often seems that compassion is lost in the climb to the top. Also at the
very beginning to be told bluntly that your child is Cerebral Palsied, no
prior preparation or knowledge of the problem and no further explanation -
just being told to attend a clinic which contained about 300 people all
talking in medical terms way above our heads. It is no wonder many parents
give up on their child before things can get started. Looking back now 1
feel that was the greatest test of my life, and if one survives those first
weeks then the rest is down hill. But 1 sympathize with all those parents
who have to be put through this high-class razzle dazzle. They need plain
explanations and simple assurances that help will be available to them and
made to feel how important their part will be in what treatments are to
follow.

The ""professional” attitude of seeing everything as a 'problem’ which has
to be dealt with is a real bugbear for us - hence the low-key contact. (Seeing
the child as a handicap with a child attached, rather than vice versa.) The
toy library people are the reverse - life is for the living, the parent support
is there and the "how did you survive that period?" (pat on the back - never
goes amiss) attitude is there too - i.e. relaxed and casual.

1 am concerned at the lack of communication between medical people and
program staff and there is an apparent reluctance of the medical profession
to recognize the worth and value of such a program at the earliest possible
age, for both the child and the family. I also feel that the public should
be educated to realize the needs of handicapped people and understand and
accept their differences and not hide them behind the walls of institutions.

Would like mother to be considered more, with frequent breaks from child,
as it 1s a great mental and physical strain coping with a mentally handicapped
child seven days a week, and a family as well.

The medical profession in general does not give much encouragement to par-
ents of handicapped children, 1.e. mentally retarded children. Social workers
were a complete waste of time, whilst the visiting nursing sister was encour-
aging, very helpful and full of practical advice, as is the local Baby Health
Centre.

1 seem to have difficulty finding out about the learning difficulties my
daughter may encounter. Nobody seems to want to assume too much, either be-
cause they don't know or are unwilling to say. I am open to ideas on any
help and we participate in any new schemes, and I seem to be getting more know-
ledge of her problem through reading books recommended by a child psychologist.
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I don't speak English well and it's very hard to understand und to ashk
them about my problems.

Our child suffers also from epilepsy and we feel if we could use somc
type of day-to-day care centre for her, we may, as parents, be uble to cope
wmore readily with her problems.

We have found that by far the greatest pressure created by our circumstan-
ces is this: so much time is spent with ...... and his programs that other rc-
sponsibilities become neglected, especially the other children and the house
work. This causes parents to be somewhat depressed from time to time. The
greatest burden falls on the mother, and consequently she 15 always tired due
to the long hours required to cope, and is always under stress due to the back-
log of housework.

Need for more help at home and more contact with professionals who under-
stand and know, and with whom I can talk and get to understund, and help my
child more at home and to get my family also to understand tue need and to
get them involved. Also transport. As [ can't drive, I have to depend on
public transport which is very unreliable where I live, and I depend on other
people to take me to places I need to go. Sometimes ] get so upset about
this transport business that I feel like giving up and just staying at home
and resuming a normal life again.

It worries me a great deal that specialists and G.Ps do not appear to be
aware of the help which is available to a worried parent. The most benefit I
and others have gained has been from government agencies which provide support
for the parent and treatment for the child. Why are those in private practice
reluctant to channel suspect cases to these agencies? Three specialists treat-
ed my child and not one offered constructive help - only platitudes.

Comments related to the roles of family members in programs

There should be more push by therapists, etc., for home (parent run) pro-
grams which reinforce ones run at the institutions. We could become complacent
and leave the education, therapy, etc. to them.

Not enough emphasis is placed on the value of experience of parenthood
with other children before having to cope with a handicapped child, and the
assistance we have from older children in the family.

I think it would be helpful for other similar organizations to involve the
entire family. 1 feel it helps the family overcome any anxieties and helps to
accept the situation much quicker.
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Morc government assistance to provide more program staff for a good one~
to-onec program. Although the staff cope remarkably well, more sessions for
parents {on group counselling basis) to talk over problems.

I feel the therapy centre in ..... hasn't much knowledge of kow to cope
with children with physical deformities and more or less “play it by ear" as
to what advice they give you. There is no therapist available who has been
trained to specialize in this treatment and I'm told nothing is available in
literature as a guide. My child's case may be isolated, however, but 1 feel
somc training should be given to teach the parents of the children how to
best deal with learning to adjust to an artificial leg and what physiotherapy
should be exercised.

Parents should be told more about the program. Maybe once a fortnight
after picking up their child from the pre-school, the parents could be lec-
tured by the teacher about the program, what activities their children have
been doing, the aims of the program, what weakness each child has or any
problems the teacher might be having, or any development a teacher may
have noted in a child. Maybe each parent could be given certain activities
to do with their child for the next fortnight. To compensate for the extra
work for the teacher, the children could probably attend the centre less.

1 would like to see a scheme simiiar to the Portage scheme in the U.S.
initiated, in country areas in particular. That would entail tiae parents
being utilized as therapists and trained to help their child by professionals.

Comments related to the staffing of programs

Lack of facilities in the country, thus making it necessary for che child
to leave home at an early age and become a resident in an institution in a city
many miles away. Also at present the visiting teachers are not tased in coun-
try areas and therefore cannot provide the full back-up service that is re-
quired when a child returns to a regular school.

1 am concerned that there are not enough 'remedial' assistants (in view of
the supposed ‘over-staffing') in state schools and feel that there should be
more done in this area; not only for children with Down syndrome, but other
physical/mental handicaps as well.

The program is tremendous, I will be most distressed to see it stopped or
not even implemented with more staff and time, particularly in the area of
speech and psychology.

We feel that some of the staff are not suited for the work they are employed
to do as they don't have enough patience with some of these kids. My wife was
told by one member of the staff that our child was a burden on them and that she
took up most of their time. We don't want to report this matter to the principal
for fear of repercussion to our child.

.
-
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The inclusion of a speech therapist as part of the teaching staff.
Stricter supervision of the program to ensure all pupils are receiving
constant, individual tuition. Conference between tescher and pavent at
end of each term to inform parents how the child is progressing, what the
parent needs to work on most at home, etc.

1 feel there should be more qualified people available to assist in »
progras which covers a wide area. Perhaps there arc not sufficient courses
for would-be trainees to enrol in? If the shortage of staff could be over-
come, particularly in the physiotherapy and speech therapy field, the pro-
gram surely must expand (to be wmore useful),

The ..... are so short-staffed. We have one physioc of a Monday for an
hour and a half, She has to attend to 10 children. Five minutes with each,
One Occupational Therapist who is hardly ever there, and no Speech Therapists...
left 3 months ago.

I have criticism to make of the Education Department. It is not possible
to make a therapist into a special Ed. teacher - and to place her in charge of
the unit is to the detriment of the children. | do not make any criticism of
such therapist working in her own field., 1 feel at the moment that I will al-
ways be my child's teacher; despite my inexperience and lack of knowledge 1
feel that the special schools will mainly concentrate on social skills (which
are important) but won't do much to help her reach her limited potentisl in
the academic area.

Also I think your staff need more help to be able to give more individual
attention. I know “thank you's" are not very much but I would like to say it
anyway. You have and are doing a wonderful job for our very special children,
as I'm sure all mothers have told you in many ways. 1 just hope in the future
that a bit more is done, as they are the most wonderful and important part of
our world. I just wish others would think the same as we parents and you
people who work to find places for our children in society.

Comments relating to the monitoring and evaluation of prograns

The program itself is excellent, but I think the over-enthusiastic staff
put far too much pressure on the parents without realizing same. My husband
and | have just this month returned from a visit to the U.S.A. In several
cities we were able to visit similar programs to the one our son is doing, We
were delighted to find all of the programs so similar and in Washington State
we both assessed a proyram that was the most advanced we had seen (this is the
sane program that our son is following). Our regret is that there is only one
program of this kind in Australia. If we can be of any further help we would
be happy to do so.
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Comments Telating to lack of public awareness of how to identify
children's special needs and seek appropriate services

I wish there was more publication for the general public about the prob-
lems parents have with their cerebral palsy children, e.g. handling the child,
feeding problems, behaviour problens.

There is a subtle sense in which it is implied parents are responsible
{even to blame!) for children's "slowness", behaviour etc. Whilst there is
always an element of this, failure to identify real developmental learning
problems makes it even harder for parents.

My child is a warm, loving, cute and sometimes naughty little girl. She
is a delight to myself, her father and our family, but so many times I have
come up against rude, thoughtless people who consider she should be in a home.
Even my husband's parents have avoided her since they were told of her prob-
lems. ! have been stunned by an adult who wouldn't let her near her own child
in case she "caught it*', How incredibly ill-informed we are as a society. 1
honestly believe if we used the medias available to us in a mare educational
way, not just to ask for money, cliildren like mine would be able to look for-
vard to a more accer ble futurs ..... I think a television program showing
the differences of how people handicapped from birth and handicapped by acci-
dent can still end up in the same condition, should be made available to T.V.
stations and high schools.

Ne welcome the trend to integrate handicapped people into the comsunity
as much as possible. However, we feel that a great deal could be accomplished
by further educating the community to the needs of the handicapped, both child-
ren and adults, e.g., T.V. programs showing how teachers work with blind and
deaf children to accomplish certain objectives is a simple example. Unless one
has had contact with the handicapped, one's immediate reaction is usually lim-
ited to pity, and maybe limited encouragement.

1f we haa realized there were programs like the one our child is now par-
ticipating in we would have hoped to start him a lot earlier. The improvement
in him in the 5 months he has been attending on'y shows how much can be done
with children like him if started early enough.

There seems to be too much implication of services - the medical services
in particular. In a matter as simple as deciding whether a child wauld attend
the normal school or a special school, there is a bewildering array of opinions.
There ts no single channel through which we can take/obtain right advice as to

| what to do, hew to do and when to do it.

| The attitude cf hospital staff (when the child is born) is well wishing,

| but utterly useless. There are not enough social workers! There is also a

‘ total lack of information in the hospital for the parents of the newdorn child,

| who crave the information of what exactly their child is all about and what
help is available, such as special programs, etc.

233

s wt




ERIC

Aruitoxt provided by Eic:

A25

Without the school being there I would not havc brought her out of
hospital, And I would not have waited a year or so. You have to gct out
and talk to people who know what to do. For example parcnts nced to be
told, while in hospital, of money for the handicapped. Many mothers have
missed out 6 to 10 months. I have to turn off from my brother and sister-
in-law and a few friends. People who tell you to drown her are stupid and
telling me I will become bitter if she continues the way she is, You sec
she has a chance - she is doing very well, always gaining. State school
teachers don't understand,

Most doctors are unaware or unconcerned about the facilities available
for handicapped children. Programs need to be given more public airings,
not just among the parents of handicapped children, but also doctors and
the general public.

By the age of three years, much of the adjustment on the part of parents
has been done, What was much needed, but not provided, was some counselling
early on, even after the child's birth. Not crisis counselling when things
are so bad that pcople feel they can't go on, but preventive counselling to
make parents aware that they are not alone, that their feelings of frustra-
tion, distrust of professions, anger, etc. are quite normal. More help in
the early years as to how to handle the child at home, and where to go to
get information on child's condition, services, etc.

To rely on public libraries for out-dated information is not too good.
More public awareness is necessary, I think, in certain conditions. There
can be confusion with different types of handicap.

I feel confused about programs, and the course my child should take in
his future education. [ would like to see an independent body with a full
and continuing knowledge of programs, set up solely to assess the children
and advise parents where to place their child.

Comments related to responsibility for the future provision of
early intervention services

We live 145 miles from ..... and therefore are unable to obtain full
benefit from the program available. As our child progresses, our needs for
the program will be much greater, so we would like to see more specialized
schools in country areas.

Help given early enough leads to a lot less heartbreak later on for
parent and child., It should be compulsory at 12 and 14 months for all
children to be assessed and help and advice given if so needed by people
specialized to carry out this task. We would like to see this come to
reality in 1981 - in the International Year of the Handicapped Child.

It's just a shame that the aid given here in ..(capital city), is not
available in every state.

- ~
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Comments related to the logistics of the programs {transport,
timctables, distance, etc.)

It is depressing, when onc co-operates as fully as one can, even to the
extent of travelling 1% hours a weck to attend weekly sessions of one hour
{plus all othcr attcndances for follow-up of other medical factors) only to
find that the pcoplc involved increasingly find it hard to cope with your
daughter, and when they rcach the point of no progress suggest another
organization for you to 'check out’.

I fecl morc should be done for country families with disabled children.
It scems at the present time that if you have a child who needs regular
therapy you're expected to sell up and move to the city, as the large cities
are the main places for your child to receive the best treatment. With the
jobs hard to get and likely to get harder, people cannot be expected to give
up their security, and yet at the same time you're left feeling guilty that
maybc you should be doing more for your child. Surely as more state govern-
ments move towards decentralization of cities and industries, the need for
centres for the disabled in country areas must grow.

The country people in ....(State) only have home visits from the program
staff about once every thrce months, and many of the parents of “problem"
children feel that country people need more help and visits from program staff.
City parents of "problem'" children have easy access to centres and therefore
should not need home visits. We would like to sce country visits increased to
once a month.

Because of distance and the fact that my child is greatly stressed by
travelling, she very rarely attends any programs. From 2 weeks of age until
3 years she attendcd twice weekly to a variety of physio programs, with no
progress and no benefits; rather it created problems for myself travelling.

Should be full days, not half days, and transport should be provided
automatically for children over 4 years of age.

The distance which we travel to get help - the minimum we travel is 42
miles, maximum 70 miles - seems to take a lot out of....... However, it
helps him extrenmely.

I feel that the government should assist further, by way of financial
assistance, in view of travelling costs to centres; and make a review of any
financial hardship which may be placed upon parents, as many items are not
covered under health schemes.

We live at ...,20 km from the city, and during 1979 twice weekly we had
to drive him into pre-school, wait several hours and bring him back. We
found this a great time and money burden. We consider ourselves fairly fort-
unate money wise; some families could find it impossible to finance a twice-
weekly trip. Assistance from a government body towards time off from work

-~
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for travel, or a pick-up and delivery service is suggested. Please do not
think this is a request from us for financial assistance.

It would be rather difficult to improve for us, as we live so far away
and do not take .... (boy's name) to .... or .... regularly. Nor do we
have time to write many letters about him. A visit by various therapists
to isolated places like ours would be helpful - this is an aboriginal comm-
unity on ........ But the visits would have to be fairly frequent to be
really useful. They could give guidance to teaciiers and other parents,
as well as just seeing the children,

Definitely needs expanding as we only receive advice approximately twice
monthly, from one advisor with staff so limited it's impossible for country
visits to homes. Education of medical profession re help available to par-
ents - most parents have to look for help; this should not be the case.
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APPENDIX |

BRIEF REPORT ON WORKSHOPS

The Workshops held in conjunction with the study took place in the
capital cities of all states and territories of Australia between Junc and
August 1980.

The primary purposes of the workshops were:

(a) to communicate the interpretation of preliminary findings of
a national study of early intervention;

(b) to elicit reactions (confirmation, criticism or expianation)
to the findings and articulation of the issues;

(c) to facilitate interaction among parents of children involved
in .early intervention programs;

(d) to encourage communication about early intervention issues
among agencies and departments serving the handicapped.

Invitations were sent to program staff, to parents via program staff,
and to government department representatives.

Each workshop occupied two days. The program for the first day was
for program staff.

Initial findings of the study of early intervention programs were
reported, and participants offered their reactions. A panel presented
discussions of major issues related to early intervention, in response
to a list of issues emerging from the study that was provided by the
Schonell Educational Research Centre to panel participants. The panel
members included directors of programs, staff providing direct service
to children, and government department representatives playing a major
role in areas closely related to early intervention. The afternoon was
devoted to discussion groups pursuing issues raised in the previous
sessions.

Among the handouts at the program workshops was a list of early
intervention programs identified in the state, with appended pages
permitting attendees to suggest other possible programs, and a review
of some materials used in site-visited programs.

- On the evening of the first day a public meeting was held, the
purpose of which was to review the topic of early intervention and to
present selected findings of the national study of early intervention.
Audiences at these meetings included parents who were unable to attend
daytime workshops; representatives of intervention programs, departments,
and agencies serving the handicapped {including those unable to attend
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daytime workshops); interested members of the public; students; and tertiary
cducation staff.

The sccond day of each workshop was for parents of children participating
incarly intervention programs. As on the first day, a report of findings of
‘he study of early intervention programs was presented. Small groups discussed
issues raised by the study; in particular, parent response to questionnaires
distributed to a sample of parents. Handouts at the parent workshops included
a reading list for parents of young children with disabilities and a list of
terms likcly to be found in books dealing with handicapping conditions in
young children.

A book display was provided for each of the workshops. The Helios Art
and Book Company was responsible for a South Australian display and the
pominie School Centre for the other states and territories. In most states
a radio talkback or interview with one of the Schonell Educational Research
Centre Staff was used to heighten public awareness of the issue of early
intervention.

Valuation forms requesting information on the efficacy of the workshops
were sent to participants in the program workshops in most states. One
hundred and fifty-six forms were returned to the Schonell Educational
Rescarch Centre. The evaluation forms sought feed-back on the usefulness
of the workshops, ways in which they might have been improved and their
overall effect. The number and percentage of responses to each auestion
are given on a copy of the questionnaire on the following two pages. Please
note that percentages are Separately computed for each possible answer since
not all respondents answered all parts of each question.

Total Number of Evaluation
Forms Received

N.S.W, - 31

VIC. - 25

TAS. 9

VLA - 10

S.A. - 21

A.C.T. - 3

QLD. - 13

Not identified by state - _44
156
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Evaluation Form ~ Total Figures and Percentages

1.

(a)

(®)

(c)

()

(a)

(b)

(c)

(d)

(e)

ERIC
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Please rate the usefulness of the following opportunities provided by
the workshops.

Extremely Useful Somewhat Of little Total

useful useful or no use
To exchange ideas with the 40 72 36 9 157
staff of other programs and
representatives of depart- 25% 46% 23% 6% 100%
ments and agencies
To learn about the study 49 79 26 4 158
being conducted by the
Schonell Educational 31% 50% 16% 3% 100%
Research Centre for the
Office of Child Care
To provide information to 38 65 40 13 156
assist the research team
in understanding early 29% 42% 26% 8% 100%

intervention in the State

Other

Please rate the following for their usefulness as ways we might have
improved the workshop day.

Extremely Useful Somewhat Of little Total

use ful useful or no use

More discussion of issues 64 62 27 4 157
with the research staff in
small groups 41% 39% 17% 3% 100%
More opportunities to
exchange information with 59 63 30 2 154
other representatives of
programs and departments 38% 41% 20% 1% 100%
or agencies
More information on the 45 61 33 15 154

o t
g;::‘“gs of the study to 29% 40% 21% 10% 100%
More opportunities to
raise questions of the 44 58 45 6 153

bout th

::3;;’°h team about the 29% 38% 29% 4 100%
More time for panel pre- 40 53 51 9 153
sentation of issues from
the local perspective 26% 35% 33% 6% 100%

Other 2 3 J
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3. If the workshop has had sny catalytic effect, please judge the
likelihood of the following possible changes in your area.

Very Likely Possible Unlikely Total
likely
(a) More communication between 19 47 61 21 148
staff members of various
programs 13% 32% 41% 14% 100%
(b) Planning of state or local
workshops enabling repre- 8 20 73 47 148
sentatives of programs and
departments or agencies to 5% 14% 49% 32% 100%
share ideas
(¢) Increasing goverment inter- 11 25 64 42 142
est in early intervention 8% 17% 45% 30% 100%
(d) More attention by the_staff 27 65 48 6 146
of programs to examining
what is being offered 18.5%  44.5%  33% 4% 100%

(e) Other

e invite you to assess the workshop freely by writing any additional comments
below and on the reverse side of this page.

Some comments were made, but they do not lend themselves easily
to condensation. They were Very interesting and helpful, often
providing information on the local scene from an individual's

perspective.
Thank you for your help
Optional
Name
Position
Organization
Street
Town/Suburb

City (if relevant)

pPostcode

I
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APPEXDIX F.

REVIEWS OF PROGRAM MATERIALS USED IN SITE-VISITED
EARLY INTERVENTION PKOGRAMS - 1979

Site visits to early intervention programs in various states revealed
many materials used as valuable resources by intervention staff, A list of
those materials appears below, categorized according to appropriateness for
parents and/or program staff, and alphabetized by surname of the author.
Following the list is a review of each manual, book, or set of materials.

The unpublished reviews have been written by Patricia M. 0'Brien, pres-
ently of Burwood State College in Melbourne, Victoria. As an Educational
Research Development Committee Training Fellow, she assisted the research
team at the Schonell Educational Research Centre between January and June,
1980. Three reviews have been excerpted from The Exceptional Child, with
the permission of the editor, Dr. John Elkins. The three remaining reviews
were previously published in Special, the official journal of the Association
of Special Teachers of Victoria. Anne Hoey, Review Editor of Special and
auth.r of two of the three reviews, has given permission for their use.

The purpose of the reviews is to provide each program with the opportunity
to become familiar with material considered valuable by other programs. Prog-
rams not visited by the research team responded to a questionnaire which in-
cluded a list of resources used in other early intervention programs throughout
Australia. Following the reviews is a list of resources which at least three
early intervention programs list as useful in their programs.

FOR_PARENTS

Cunningham, C. and Sloper, P, Helping Your Handicapped Baby.
Jeffree, D. and McConkey, R. Let Me Speak.

Johnson, V.M. and Werner, R.A. A Step by Step Learming Guide for Retarded
Infants and Children.

Pushaw, D. Teach Your Child to Talk : A Parent Gutide.

FOR PARENTS AND PROGRAM STAFF WORKING TOGETHER

Hanson, M.J. Teaching Your Dowm's Syndrome Infant : A Guide for Parents.

Bluma, S., Shearer, M., Trotman, T. and Hilliard, S. Portage Guide
to Early Education.

FOR PROGRAM STAFF

Chapel Hill Training Outreach Project.
Cunningham, C. and Jeffree, D. Working with Parents.
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(For Program Staff - contd.)

bivision for the Intellectually Handicapped, Perth. lrrabeena Early
Intervention Service Materials.

tngelmann, S. and Bruner, E. Distar Reading I Program.

Fredericks, H. et al. The Teaching Research Curriculum for Moderately
and Severely Handicapped.

Gentry, D, and Adams, G. A Curriculwm Based, Direct Intervention Approach
to the Education of Handicapped Infants. 1In N.G. Haring and D.D. Bricker
(Fds.). Teaching and the Severely Handicapped.

Kent, L. Language Acquisition Program for the Severely Retarded.

Macquarie University. Down's Syndrome Program Assesement and Curriculum
Matertials.

Schafer, D. and Moersch, M, (Eds.). Developmental Programming for
Infants and Young Children.

Uigiris, I. and Hunt, J. Asgessment in Infancy.

REVIENS OF MATERIALS FOR PARENTS

Cunningham, C. and Sloper, P. Helping Your Handicapped Budy. London:
Souvenir Press. Educational and Academic Ltd., 1976.

This book is written for parents of handicapped babics from 0-2 years.

Section One, "You and Your Handicapped Child", outlines the causes and char-
acteristics of mental retardation and describes the anxieties encountered by
parents when informed that their newborn child is handicapped.

Section Two, "Child Development, Stimulation and Teaching", presents a
Jevelopmental checklist and profile against which the parent plots his/her
chila*s , vogram. The checklist is divided into the four areas of: Physical/
Motor Development; Mental Development; Communication; and Personal and
Social skills. Each area is further subdivided, e.g. Personal and Social
Skills include: feeding, social, communication and emotionsi behaviours;
anticipation and expectation; play and dressing, toileting and washing.

The checklist items are explicit and the bshaviours easily observable. A
number coding system condenses the items into a developmental profile which
can be used to record the child's progress every six to eight weeks.

The teaching strategies introduced include: modelling; shaping;
prompting; cueing; use of consequences; task analysis and forward and
backward chaining. Three techniques are suggested for use within a model
of teaching that is comprised of the four stages, acquisition, proficiency,
maintenance and generalization.

Section Three, “Practical Guidelines", give. parents suggestions for achiev-
ing the behaviours outlined in the developmental checklist.

Section Four, 'Miscellaneous", concentrates on two areas. Firstly, behaviour
probleas and change strategies are briefly outlined and, secondly, a most val-
uable description of the ages of development across some of the checklist
items for a sample of Down syndrome babies is given.
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An inherent danger in encouraging parents to assess their own child's
development is the anxiety it can provoke when the extent of the delay, as com-
par¢d with normal chronological development, is identified. In this sense,
the inclusion of the chart on Down syndrome development is ¢f concern, par-
ticularly if the child assessed is further delayed than the latest ages given
for the development of a particular skill.

Cunningham and Sloper further exacerbate the above problem by listing
the practical guidelines for skill development in a chronological age sequence.
A staged sequence of activities without age reference would be more appropriate.

The expectation of parents becoming educators, following the reading of
one text without consultation and demonstration of educational techniques, is
unrealistic. iowever, Helping Your Handicapped Baby could be a valuable re-
source guide for parents if used within the context of parent training, in
either centre or home based programs.

Patricia M. O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

Jeffree, D. and McConkey, R. Let Me Speak. London : Souvenir Press.
Educational & Academic Ltd., 1976.

The authors are more than justified in stating in their preface that
"this book is written primarily for parents whose children are slow in
acquiring language but it should prove useful to anyone, parent or profess-
ional, who is interested in furthering any child's language development",
It is"designed to give parents expertise without being too academic”.

Following a general introduction, and a clear explanation of the format
of the book in Part 2, Part 3 contains charts covering nine aspects of lang-
uage developnent: spoken language; using language; understanding language;
following commands; imitation of sounds; imitative play; make-believe play;
objects; and gestures. These charts are arranged so that parents are able to
see the stages of language development 1in each of the nine areas. They are
instructed how to determine what level of language development thear child has
reached and which sections of the book would be most relevant to them. As
helping a child acquire language is often a very slow process, the authors
have directed parents to use these charts to record the child's progress so
that they may appreciate the gains, no matter how small, that their child makes.

Part 4 is a very important section in that the authors mention many of
the mistakes that parents make in attempting to help thear child develop lang-
uage. They make valuable suggestions about how to avoid these pitfalls and
how to make the games in the following four sections more enjoyable.

In Section 1, parents are told how to initaate vocalizations and encourage
babbling, and of the importance of sucking, chewing, and blowing in the develop-
ment of speech. Speech sounds are given characters to encourage the child to
have fun with speech. Suggestions are given to help the child establish the
variety of speech rhythms; encourage good listening skills; understand the
world around him, and develop his imaginative ability. The authors point out
to parents the importance of frequently using a consistent non-verbal means of
communication as a supplement to verbal communication to avoid frustration in
those handicapped children whose speech is inadequate.
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Section 2 deals with the important language skills of learning nouns,
verbs and prepositions and the development of two-word combinations and the
formation of sentences.

The authors present games and activities designed to help the child
comaunicate with others in Section 3. Not only do they emphasize the import-
ance of expecting speech from the child but, more importantly, they tell par-
ents how to judge how much to expect. They simply explain basic behaviour
modification techniques to shape the child's responses as well as the import-
ance of meaningful and expansive questions in eliciting language.

Section 4 deals with language as an aid to thinking. It includes activi-
ties to help the child to use language in remembering: to learn to group ob-
jects and develop concepts; and, of the greatest importance, to develop an
inner language.

With regard to games and activities, emphasis is placed on the parents
utilizing their own skills and imagination. The involvement of the whole
family in the activities is stressed. The games that are suggested are clear-
ly explained and often accompanied by simple illustrations and diagrams. How-
ever, the authors do list commercially available materials for parents who do
not wish to make their own.

This book comprehensively covers all aspects of the development of speech
and language up to the level at which the child uses language in thinking. 1
would recommend this book to any professional person involved in the develop-
ment of speech and language both as a book to reccommend to parents and as a
source of ideas. As the authors note "there are not nearly cnough language
experts to go around" and so, for many, the task of helping a child develop
language rests solely on the parents. 1 feel this book is the guide that
they so desperately need.

Carmel Smith,

Speech Pathologist,

Guidance § Spccial Education,
Queensland Department of Education.

Excerpted from The Exceptional Child, Vol. 24, No. 1 {March 1977), pp. 52-53,

Johnson, V.M. and Werner, R.A. A4 Step by Step Learning Guide for Retarded
Infants and Children.  New York: Syracuse University Press, 1975.

The learning guide was developed cver a three year period at the Sunshine
Centre for the Handicapped, Inc., Knoxville, Tennessee. The guide presents
target skills across the areas of: sensory stimulation; social behaviour;
imitation; gross motor skills; self care; language; fine motor skills and
perception. 240 learning tasks are outlined. For each task an objective is
given, a teaching procedure is described and necessary materials are listed.
Inclusion of a checklist enables the parent or teacher to determine which task
(tems the child can perform prior to the commencement of teaching.

introductory chapters to the learning guide include an example of a daily
schedule, procedures for recording daily progress, and teaching strategies
necessary for implementation of the curriculum. The basic principles of
shaping, reinforcement, punishment and prompts are covered.
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Each subject area is introduced with a description and raticnale. A
bricf summary of the major focus of cach area follows:

Sensory gtimulation (18 tasks). The tasks are aimed to compensate for the
passivity of the rctarded baby and provide stimulation in the areas of touch,
sight, hearing and movement.

Social behaviour (10 tasks). Activitics are aimed to encourage children
to participate in both one-to-one interaction and group play.

Imitation (6 tasks). Attention to a model is taught, followed by
imitation of simple nonrverbal behaviour and verbal cues.

Sensgory Motor (24 tasks). Activities listed are directed at helping the
child learn to roll, pull, creep, stand, gain head and neck control, develop
ball skills and acquire general muscular strength and co-ordination.

Fine Motor (17 tasks). Activities suggested assist in the development
of grasping, manipulation, two-hand and eye-hand co-ordination, manual strength
and dexterity.

Language (39 tasks). This section suggests activities which help
to develop both receptive and expressive speech.

Perception (27 tasks). The activities presented are related to the
development of concepts and visual and auditory discrimination.

Self Care (27 tasks). Activities to encourage the self help skills
of eating, dressing, voilet training, and grooming are listed.

Discussion

The learning guide is compactly presented in book form. Photographic
captions are used to illustrate several tasks and could be more widely used,
particularly where a skill breaks neatly into a series of component parts.

The guide is organizeé¢ sequentially so that each task acts as a pre-
requisite for the next; and within each area, target skills are categorized
into sequences, e.g. in the Sensory Motor Section, sitting is sequentially
covered in tasks 39-41, and walking is similarly presented in tasks 59-69.

The curriculum has been designed for use by both parents and teachers.
Its secquential layout makes it an easy guide to interpret and follow. How-
ever a background in teaching strategies will enhance its implementation.

The activities have wide applicability to infants between the ages of
0-2 years who are minimally handicapped, and to children and adults who are
severely and profoundly handicapped, operating at a level appropriate to
early childhood.

The teaching of each task presents a series of actions. Reading of the
guide provides the potential trainer with the necessary training for its
successful use. 1f, however, success is not forthcoming following the imple-
mentation of the procedure, the skill of writing further steps is required.
Reading of the learning guide alone does not ensure the trainer will acquire
this skill.
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Further information on how to use the checklist and what steps to take
if the task activity is not successful would be helpful. Also the parent
nceds to be cautioned as to the number of tasks the child should be programmed
for at any onc time.
Patricia M. O'Brien,
Cost: $7.95. Lecturer,
Burwood State College,
Melbourne, Victoria.

Pushaw, D.K. Teach Your Child to Talk: A Parent Guide. New York:
CEBCO Standard Publishing, 1976.

This inexpensive little book is designed as a guide for parents, discuss-
ing in detail the stages of language development in the normal baby. The style
is simple and interesting, with photographs and numerous lively cartoon illus-
trations. One scction is devoted to the special needs of children with various
handicaps. The following chapters each cover a six-month developmental stage,
with cxamples of typical speech, suggested activities to encouage the child.
Lots of very relevant information. Useful for parents, teacher aides and
teachers with no previous reading or detailed knowledge of early developmental
stages, or those working with retarded children.

Cost: $2.95. Anne Hoey,
Educational Consultant,
Special Education Division,
Special Services,
Victoria State Department of
Education.
Excerpted from Special, December, 1977,
p. 17.

REVIEWS OF MATERIALS FOR PARENTS AND PROGRAM STAFF WORKING TOGETHER

Hanson, N.J. Teaching Your Down's Syndrome Infant: A Cuide for Parents.
Baltimore: University Park Press, 1977.

This guidebook arose from the Down's Syndrome Infant-Parent Program, at
the Centre of Human Development, University of Oregon, U.S.A. The twelve
families who participated in the project worked with a parent adviser in
assessing their child's development and in designing and monitoring teaching
procedures.

The introductory chapters of the book include: some results of the
project; techniques of behaviour management; approaches to task analysis of
behaviours; and methods of recording a child's progress. Developmental mile-
stone charts and associated teaching procedures form the major part of the book.

The milestone charts, which cover the age range of 0-24 months, are based
upon the Bayley Scales of Infant Development, the Denver Developmental Screen-
ing Test, Gessell Developmental Scale, and the Sewell Early Education Develop-
ment Program. Development is divided into the following four areas: Gross
#otor; Fine Motor; Communication; and Social and Self Help Skills. Each
area is further subdivided; for example, Fine Motor consists of visual, reading
and grasping skills, object sanipulation and problem solving. The age range
and expected average age of development is chzrted for each milestone.
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Corresponding to each milestone 1s a teaching procedure which comprises
a written objective, materials required, a task analysis of the skills or,
where appropriate, a list of actavities, methods of consequation and record
keeping.

Organization of Materials: The guidebook is presented in the format of
a manual and is well organized, Introductory chapters are followed by the
developmcntal milestone charts which are coded into the four areas of develop-
ment. A page index system is similarly used to group the teaching procedures,

Use of Instructions: The task analytical nature of the teaching proced-
ures provides thc parent or therapist with clear directions on how to present
a particular task to the infant. However, a problem that could arise relates
to the number of programs appropriate for the parent to conduct at any one
time. The manual suggests that a program be chosen from each area of devel-
opment and practised ten times per day. Even if this were a realistic under-
taking, confusion could arise in choosing one area over another, particularly
when, for example, Gross Motor has eaght subsections. To overcome this prob-
lem an outside professional would be required to help assess the child's de-
velopment with the parent and make a mutual decision on priority areas, num-
bers of activities and type of recording system to be used. Daily charting
of results recommended by the manual will not suit all parents and will fre-
quently require modification to a less rigorous appruach. The material there-
fore is most suited to use by an intervener and parent in partnershap.

Applicabilaty: The materials are applicable for both parents and pro-
fessionals working with handicapped young infants. As the developmental
mxlestone charts and teaching actavities are based on normal development, the
program is equally suitable for children with types of developmental delay
other than Down syndrome. Used in conjunction with a home based or centre
based program the manual would act as a resource for parents to check the
details of actavaties demonstrated ain therapy and educational sessions.

Sequential Development of Content: The program content 15 well sequenc-
ed, being based upon a series of developmental milestones and presented in a
task analyzed format.

Trainang Requirements: In-service training will be minimal 1f the pro-
gram 15 used by or in partnershap with a skilled educator or therap:ist. Prac-
tice an using the developmental milestone charts and following the teaching
strategies nevertheless 1s advised. [If parents are not ainvolved in a guided
program, and are to make maximum use of the manual, they should seek profess-
ional supervision in the initial stages of interpretation.

Patracia M, O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoraia.

Bluma, S., Shearer, M., Trotman, T., Halliard, S. Portage Guide to Early
Education. Wisconsin: Portage Project, 1976.

The Portage Guide to Early Education comprises three parts:




(a) & checklist of behaviours based on normal development3

(b) a card index presenting each of the checklisted behaviours
with suggested teaching techniques; and

(c) a manual of instructions.

The Checklist

The checklist presents a sequential listing of behaviours across the
colour coded areas of: Infant Stimulation, Socialization, language, Self
Help, Cognitive and Motor Skills. With the exception of Infant Stimulation
which refers only to 0-4 months age range, the areas present behavioural
checklist items for 0-6 years of development.

The items to be checked are behaviourally defined, specifying what the
child is required to demonstrate to be credited with a particular item as an
entry behaviour. Beside each checklist item is a recording space to indicate
mastery of the skill, date achieved and comments. Additional information,
e.g. dates of health checks, can be included in the Information Log which is
found on the inside of the front page of the checklist.

The Card Index

The card index comprises 721 cards which are colour coded and numbered
to correspond with the individual items of the checklist. The checklist item
becomes the title of the card and each card lists several activities for
teaching the title behaviour.

The Manual

The manual gives directions for use of the checklist and card index.
These directions include where to begin testing, when to stop and how to
task analyze the title behaviour of an index card for children requiring
more teaching steps than those given in the recorded activities.

The manual also presents information on how to write objectives, how to
fac1litate the prerequisite skills for the learning of attention, imitation
and compliance and how to use correction procedures.

Discussion

The colour coding and compact presentation of the materials makes the
“portage Guide to Early Education" easy to interpret and administer. The
manual provides clear directions on how to implement the materials. The
limiting factor, however, is that there are no directions on how to adminis-
ter each checklist 1tem. The results, therefore, will not only reflect the
level of child functioning, but the skill of the trainer. A list of mater-
rals required for use in testing would also expedite the assessment procedure.

The checklist 1tems are finely graded and specified in month age-ranges
for young infants. The materials were designed for use with both non-handi-
capped and handicapped pre-school children. However, the developmental level
of the activities makes the Portage Guide relevant for use with older children
and adults who are severely handicapped. Although the materials were devel-
oped in conjunction with the home based Portage Project, they are equally
suitable for centre based programs.
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The reading of the manual is essential . the adequate implementation
of the Guide. Appropriate use of the materials requires an understanding of:

- wherc to begin and stop assessment
- how to write behavioural objectives, including criteria and conditions
- how to task analyze the title behaviours of the card index.

It is 1mperative that those using the Guide understand its limitations and
recognize 1t as a guide and only as a guide to early education programming.

Patricia M, O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

REVIEWS OF MATERIALS FOR PROGRAM STAFF

Chapel Hill Training Outreach Pr. ject Materials. North Carolina: Kaplan Press.

1. Sanford, R.A. [Learning Accomplishment Profile. North Carolina:
Kaplan Press, 1974,

The Learning Accomplishment Profile (L.A.P.) is based upon normative
developmental milestones from 0-72 months of age. The profile items are
broken into the developmental areas of Gross Motor, Fine Motor, Self Help,
Cognitive, lLanguage and Social Abilities.

Administration of the L.A.P. provides the teacher or therapist with -

(a) an analysis of the child's skills
(b) a record of the child's progress

(c) a developmental age for each area and associated
rates of development

(d) areas of weakness relating to future curriculum objectives.

2. Sandford, R.A. (Ed.). A Manual for use with the Learning Accomplisghment
Profile. North Carolina: Kaplan Press, 1974,

The L.A.P. manual gives a rationale for the use of the profile; the
advantages of the prescriptive teaching model; and instructions on -

(a) how to give each assessment item of the L.A.P.

(b) when to credit each item

(c) when to stop testing

(d) how to interprct the L.A.P. results

(e) how to score a developmental age

(f) how to graph a developmental profile.

3. Chapel Hill Training Outreach Project. Learming Activities for the
Young Handicapped Child. North Carolina: Kaplan Press, 1976.
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This volume provides a comprehensive set of activity sheets suitable for
use with the pre-school handicapped child. It was developed in response to
the nceds expressed by teachers and parents enrolled in the project's train-
ing courses. The activities are divided into the six areas identified in the
Learning Accomplishment Profile, and within each area a separate activity
sheet is given to correspond with a L.A.P. assessment item.

Each activity sheet gives a step by step procedure for the teaching of
the task, a list of supplementary activities and a section for recording
progress.

4. Chapel Hill Training Outreach Project. A Planning Guide to the Pre-
school Curriculwn: The Child, the Process, the Day. North Carolina:
Kaplan Press, 1976.

The pre-school curriculum is built upon a unit approach and is charact-
erized by -

(a) a different theme for each week and different activities for
each day of the week

(b) a daily group lesson presenting a hierachy of responses
including Touch, Object Discrimination, Picture Discrim-
ination, and Association

(c) weekly activities aimed to overcome deficits in the six
areas assessed by the L.A.P.

Discussion

Applicability

As the Chapel Hill materials cover normal developmental milestones to
72 months of age, they are particularly suitable for use with pre-school and
preparatory primary school children who are developmentally delayed in one
or more of the areas assessed by the L.A.P.

The technical nature of the materials, e.g. interpretation of the L.A.P.
results leading to programming, requires that they be used by trained para-
medical and/or educational personnel. Nevertheless the learning activity
sheets are most suitable for parents to uss as instruction follow-up sheets
within the home setting.

Use of the L.A.P. and the Learning Activities text lend themselves to
both home or centre based programs. However, the assessment and programming
potential of such materials is optimized when used in conjunction with a multi-
disciplinary team approach.

Presentation and Organization of Materials

Each item is presented as a separate publication. The layout within each
text permits compact organization of the material e.g. the Learning Activities
publication is colour coded into the six areas of development. With the ex-
ception of tne latter text, all books are bound in a durable form. The loose
leaf presentation of the Learning Activities text could be enhanced if the
string binding were replaced by a series of metal rings.
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The L.A.P, publication would be more economical if the assessment pages
included added space for progressive recording of results and comments for
more than one child. A 47 page record of one assessment for one child is
an extravagance that minimally funded programs would not be able to afford.

Sequential Development of Materials

The L.A.P. and Learning Activities publications follow a detailed devel-
opmental sequence across the six areas of development. Although the 44 units
of the pre-school guide are not sequentially based, they facilitate over-
learning by the use of the same daily format, varying only the content.

Training

Reading of the L.A.P. manual and practice in implementing the materials
will provide the necessary training for professional workers in the field of
pre-school education to become skilled users of the Chapel Hill materials.

Patricia M, O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

Cunningham, C.C., Jeffree, D.J. HWorking with Parents. Developing a Workshop
Course for Parents of Young Mentally Handicapped Children. Manchester:
The Nationai Study for Mentally Handicapped Children, 1971.

Description

Working with Parents presents the design and details of a series of work-
shops that were organized for 40 parents of mentally handicapped children under
five years of age at the Hester Adrian Research Centre, University of Manchest-
er. An outline of the purpose and content of the eleven workshop sessions is
given. Topics include psychological aspects of young subnormal children and
their parents, the development of young subnormal children, techniaues for
improving the child's behaviour and early stimulation.

A major objective of the course 1s to introduce the parents to a model
which they can successfully apply when approaching their child's learning and
behaviour. Components of the model are -

(a) observation and assessment
®) selection and analysis of a task
(c) communication and teaching of a task

(d) evaluation.

The booklet outlines each aspect of the above model and the appendices
include copies of both the Child Development Charts and the Language Devel-
opment Charts that the parents are trained to use within the workshop sessions.
The Child Development Charts are based on i1tems from known developmental scales,
e.g. Griffiths, Bayley, Cattell, Denver, and provide checklist items under the
headings of physical performance, social and language skills. The language
chart covers the recognized areas of vocabulary, communication, sentence
structure, comprehension and imitation.

Other appendices include copies of a handout on how to use reinforcement
and the course evaluation sheet with a summary of results.
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Discussion

The account of the workshops presented provides personnel working with
parents of handicapped children of any age with an excellent model for a
parent education program. The low drop-out rate from the classes coupled
with the positive evaluation comments by parents who completed the course,
reflect the success of the Cunningham § Jeffree model, Aspects of the model
that may have been instrumental in its success and should be noted by the
potential implementer are -

(a) Workshop groups had a tutor-pupil ratio o€ 1-10 which allowed
for individual as well as group attention.

(b) Precise objectives were stated for the first seven weekly
sessions while the last four sessions were spaced by a
number of weeks varying from three to nine, in order that

parents might discuss difficulties encountered in imple-
menting the model.

Working with Parents is a most worthwhile resource for personnel who are

working with handicapped children and adults and their parents, caretakers
or advocates.

Patricia M. O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

Division for the Intellectually Handicapped, Perth.
Irrabenna Early Intervention Service Materials.

Irrabecna 1s the co-ordinating centre of the Division for the
Intellectually Handicapped in Perth, Western Australia.

The Irrabeena materials assess the following skill areas:

() Fine Motor
(L)) Perceptual Motor
(c) Gross Motor

(d) Self Help: drinking; feeding; undressing; dressing;
toileting; cleanliness

(e) Language: receptive and expressive abilities

(€3] Socialization

The scales which are in the form of checklist items are used to record
progress and make program planning decisions.

urriculum Cards

Lach checklist item 15 numbered and accompanied by a corresponding curr-
1culum card. The card defines the skill and gives an example which could be
used as a test item. On the back of each card is a series of activities
suitable for teaching the skill.
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Discussion

Organization and Presentation

The assessment scales are xeroxed and the cards, 20 cm x 11 ¢m in size,
are economically presented.

Applicability

Pre-school handicapped children and older children and adults who are
severely retarded would benefit from the programming potential of the
materials.

Training

Professional training in either education or one of the paramedical pro-
fessions would assist in administering the assessment scales and cross refer-
encing the curriculum cards for the writing of objectives. The curriculum
cards also provide excellent suggestions of activities for parents to follow
up or teach within the home setting.

Comment

The resemblance of the materials to the Portage Guide is striking; never-
theless the section on daily living skills is a distinguishing feature. If
these materials were to be produced commercially, a training manual would
need to be written.

Cost: For further information write : Irrabeena Early Intervention Service,
P.0. Box 441, West Perth. 600S.

Patricia M. O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

Engelmann, S. and Bruner, E.C. Distar I Reading Program. Chicago: S.R.A.,1974.

General Information

Target Population: Children who have skill deficits in basic decoding and
comprehension. Method and materials are appropriate for the bright child as
well as the underachiever.

Program Materials

The teacher's kit includes the following materials:
(a) Three Teacher Presentation Books: These books specify each activity
in each lesson and tell the teacher how to present it.

(b) The Teacher's Guide. This guide explains the program and provides
instructions on how to teach it.

c) The Spelling Book. This book contains spelling lessons, which be-
1¢ P g p
gin at lesson 50 and continue through the remainder of the program.
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(d) The Test Book: Included in this booklet are the Placement Test
(for the imitial placement of the children) and the Mastery Tests
{(which mcasurc the performance of the children as they progress
through the program).

(¢) Copies of the three Storybooks that the children use.
(£) A Tcacher's Edition of the Takc-Home Books.

(g) A cassctte demonstrating the pronunciation of the sounds and how
to prescnt tasks from the program.

(h)  An acctate page protector to enable you to write on the pages of
the Presentation Books when necessary.

(1) A sct of group progress indicators to cnable you to write on the
pages of the Presentation books when necessary.

Student materials include:

(a) a sct of three Storybooks (softbound and reusable) for each child.
These books contain the stories for lessons 91 to 160.

(b) a set of three Take-Home Books for each child. These workbooks

contain written activities for every lesson.

Organization and Skill Content of Program

Distar Reading 1 comprises a series of tracks and formats. A track is
a programmed development of a major skill; a format is one step in the pro-
gramming of the skill.

The Program is organized into the two main tracks of Pre Reading Skills
and Reading.

“pre Reading Skills'" has the 6 tracks listed below:

1. Sounds - recognition of sound symbols and producing the sounds.

2. Symbol Action Game - learning to sequence events from left to
right.

3. Say the sounds - sounding out a word the teacher pronounces.
4. Sound It Out - sounding out a word from a written one.

§. Say It First - saying the sounds in a word quickly to produce
a normally spoken word.

6. Rhyming.

The Reading Track 1s divided into the two sections of Reading Vocabulary
and Story Reading. In Reading Vocabulary the child uses his pre reading skills
in decoding his first words. All words that the child requires for story
reading are introduced in this track.

Story Reading teaches the child how to read words in sentences, answer
comprehension questions and recognize the purpose of punctuation marks.

Take Homes provide exercises in picture completion, sound-writing
practice, pattern recognition and matching exercises.

O
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Spelling activities begin with children writing individual sounds from
teachers' dictation leading to word and sentence dictation. Spelling words
follow the sequence of reading words.

Philosophy of the Instructional Material

According to Engelmann and Bruner (1974) all children can learn if they
are taught carefully. Emphasis is placed on not only what is to be taught
but how it is to be taught. Methodology used is that of Direct Instruction
which involves teaching students strategies for decoding and comprehension.

In line with the philosophy of Direct Instruction the skills of the
program are logically sequenced, practised to 100% criterion and taught by
the teacher in the exact words and actions specified.

General Critique of Material

(a) Sequence of Material

The skills required to decode and read material are task analyzed and
presented accordingly. Each skill builds upon that which preceded it. The
Pre Reading activities are sequenced to enable the child to gain those
skills necessary to begin decoding words. The reading activities build
through single word recognition to the reading of sentences culminating in
that of short stories.

(b) Ratio of Teacher/Pupil Involvement in Program

The child and teacher are equally involved in the program. Each lesson
is a series of teacher questions, followed by verbal responses from the child
either as a member of a group or individually.

(c) Practice of Skills

The program is designed to enable the child to master a skill by present-
ing it several times in sequence using different examples, but the same format.
This facilitates over-learning which is critical to the skill acquisition of

the intellectually handicapped child.

Utilization of Teacher Time

The program requires considerable time on the part of the teacher in learn-
ing how to use it; practising the verbal cues to promote spontaneous instruct-
ions; presenting it on a daily basis for a minimum of 35 minutes. The amount
of time involved must be weighed against the needs of the target population.

The more handicapped the group the more desirable the program.

Evaluation
The program provides:

(a) a placement list enabling the teacher to start the child at his or
her appropriate entry level,

(b) on-going evaluation in the form of Mastery Tests which are admin-
istered every 5 days after lesson 10.

The tests serve to give the teacher feedback on the effectiveness of his
teaching and suggestions for regrouping.
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Classroom Organizaticn

Following the administration of the placement test, children are grouped
accordingly. In implementing the program individually to different groups,
organizational difficulties could arise if the teacher works unaided. This
problem is of particular significance in grades for TMR or EMR children who
have limited skills in working independently.

Reinforcement
Authors stress the use of verbal praise throughout the program. Tangibles
may be needed for lower level children. Each lesson provides ample opportunity

for praise to be made contingent upon correct verbal responses.

Special Features of the Program

Modifications of orthography are made to overcome those anomalies of the
English language that tend to confuse the child with learning deficits. For
example-

(a) Silent letters in words are written in smaller print, which acts
as a cue for the c¢hild not to sound them out.
(b) Long vowels in letters are marked with a dash above them.

(c) Double letters that make a single sound are joined.

Suggestions for Implementation

For the program to be successfully implemented with handicapped children
the teacher will require an aide or volunteer to either -

(a) supervise the rest of the grade while a Distar session is in
progress, or
(b) take a Distar group.

With sufficient training an aide or volunteer could successful ly manage
the program.

Crucial to its implementation is that the teacher be committed to it on a
daily basis and disciplined to conduct it exactly as written. Otherwise the
sequence of skilis and practice effect required by the child will be interrupted.

Recommendations ior Purchase

Before purchasing the program the teacher should be exposed to the philos-
ophy and materials of Distar Reading 1 in order that the cost and time involve-
ment of the program can be measured against the needs of the target population.

Conclusion

Distar Reading 1 presents a Systematic way of equipping the handicapped
child to decode and read.
Patricia M. O'Brien,
Lecturer,
Burwood 35ta.e College,
Melbourne, Victoria.

Ry
Excerpted from Evaluation of Distar 1 Reading Program, Spectal, May 1977, pp.3-4.
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Fredericks, H.D.B. et al. The Teaching Reseurch Curriculum for Moderately and
Severely Handicapped. Springfield, Illinois: Charles C. Thomas, 1976.

If this book had been written fifty years ago, it would almost certainly
never have been published - certainly not by a large publishing firm. In fact,
its publication is an excellent example of the shifting of attitudes from the
passive acceptance of the moderately and severely handicapped to a belief in
the efficacy of active intervention. The last two decades in particular have
witnessed the successful dissemination of new attitudes and approaches towards
the handicapped. And this is reflected in an ever-increasing flow of books
containing practical suggestions for the better education of handicapped child-
ren. Charles C. Thomas has been prominent among publishers of such books, and
it is not at all surprising to find this publisher responsible for the product-
ion of a very carcful and very detailed curriculum for education of handicapped
children.

The target populations for which this book was designed are identified by
the authors as the moderately and severely retarded, the deaf, the blind and
multiply handicapped children., Teachers of anv of these children are offered
a detailed set of schedules arranged sequentially as behavioural objectives.
To explain how the curriculum as a whole was devised, ] cannot do better than
quote this paragraph from the first chapter of the book (p.6):

"The curriculum is first divided into major areas and is organized as
follows: (1) Seclf-help skills, (2) receptive language skills, (3) ex-
pressive language skills, (4) writing skills, (5) reading skills, (6)
motor skills and (7) cognitive skills. Within each of these major
arzas there are three possible subcomponents called-(1) skills, (2)
phases and (3) steps. A gkill is usually a complex behaviour requir-
ing the acquisition of a number of subordinate behaviours before it is
mastered. A phase is a further breakdown of that particular larger
behaviour, and a step is usually a minute breakdown of the phase."

The aythors then give examples of how major areas, skills, phases and
steps are organized. A ma)or area cited is receptive language. One of the
skills to be acquired is maintenance of eye contact. Subsumed under this
skill, the authors offer six phases which progress from phase one, "child's
face is held in position for eye contact by an adult as he calls the child's
name" up to phase six when 'child will, when asked to look, maintain eye
contact." The steps for each of the six phases are time intervals of one to
five seconds for maintenance of eye contact.

The book is presented in eight sections. Section one provides guidelines
for curriculum use and the rema2ining seven sections set out the behavioural
objectives for developing skills in the seven major areas. There 1s an intro-
duction to each section which sets out the curriculum subareas encompassed in
each major area. Thus 1in section eight, entitled "Cognitive Skills Behavioral
Objectaives" the five subareas i1n the total curriculum area are number concepts,
monetary concepts, time-telling concepts, personal information concepts and
musical activities. As well as the introduction, each section contains a
variable number of chapters, though section and chapter are sometimes one and
the same.

It is, perhaps, not quite felicitous that desired behavioural objectives

should be defined as terminal behaviours. Quite apart from unfortunate connota-
tions that this has with "terminal illness" there is a suggestion that once a
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certain skill is attained by the handicapped child, no further educative pro-
gram in that area is indicated. Terms such as 'target behaviour', ‘criterion
behaviour' or'behavioural goal® would have served the purpose better. In the
section dealing with reading skills, there is an assumption - not altogether
justified - that prercading skills belong here.

No book with as practical an orientation as this book has can escape such
small criticisms as arc offered herc. Taken in its entirety, the ten contrib-
uting authors descrve the highest praise for the painstaking efforts they have
taken in translating their own valuable experience into an orderly curriculum
for the advantage of other teachcrs of handicapped children. If there is one
thing that tcachers of handicapped children appreciate above all else, it is
sound, practical, field-tested teaching schedules. And this book offers them
cxactly that.

Cost: $US 18.90 K.J. Cochranc,
Senior Tutor,
Schonell Educational Research
Centre, University of Queensland,
St. Lucia, Queensland.

Excerpted from The Exceptional Child, Vol. 24, No. 2 (July, 1977), pp.117-118.

Gentry, D., and Adams, G. 4 Curriculum Based, Direct Intervention Approach
to the Education of Handicapped Infants. In N.G. Haring and D.D. Bricker
(Eds.) Teaching the Severely Handicapped. Vol. III. Colombus: Special
Press, 1978.

In this chapter Gentry and Adams outline how the direct intervention
approach (Haring and Gentry, 1976; Haring and Bateman, 1977; Lynch, McGuigan
and Shoemaker, 1976) can be applied to educational programming for handicapped
infants. The following steps are outlined.

1. Identification and assessment of infants.
Normative and criterion referenced measures are discussed.

2. Development of a systematic instructional sequence,
examplified by the "Behaviour Repertoire for Handicapped Infants"
(Gentry, et al, 1977).

3. Assessment of the infant's entry level into the instructional sequence.

4. Mriting of long and short term objectives to include the three
essential components of condition, criteria and task.

S. Writing of program plan sheets, with the required components exempli-
fied by the plan sheet in the University of Hashington, Experimental
Educational Model.

6. Continuous and long term measurement.
Examples of data summary and recording sheets are given.

Although Gentry and Haring present direct instruction as an alternmative
to both stimulation oriented and activity oriented programs, they do not im-
pose it upon the educator as the only approach. Likewise, they acknowledge
that more research is required before the results of early intervention can
be interpreted as definitive.
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The chapter provides the early intervention educator and/or therapist
with a systematic model for curriculum development and presentation.

For further information in the area of direct instruction, the educator
can be guided by the reference list which is a valuable resource not only in
relation to instructional techniques, but also to an understanding of the
early learning of handicapped infants.

References:

Gentry, N.D., Adams, G.C., Andrews, M., Chandler, L., Freedman, P., Kelley, J.,
Livingston, S., Robinson, R., Rusch, J., Soltman, S., Slade, C. and
VanderVeer, B. Infant Learming Program: Behaviour Repertoire for
Handicapped Infants, 3rd rev. Experimental Education Unit, Child
Development and Mental Retardation Center, University of Washington,

1977.

Haring, N.G. and Bateman, B. Teaching the learning Disabled Child.
New Jersey: Prentice-Hall, 1977,

Haring, X.G. and Gentry, N.D. Direct and Individualized Instructional
Procedures. In N.G. Haung & R.L. Schiefelbusch (Eds.) Teaching
Special Children. New York: McGraw-Hill, 1976,

Lynch, V., McGuigan, C., and Shoemaker, S. An Introduction to Systetatic
Ingtruction. Working Paper No. 61. Experimental Education Unit.
Child Development and Mental Retardation Center, University of Wash-
ington, 1976.

Patricia M. O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

Kent, L.R. Language Acquisition Program for the Severely Retarded.
I1linois: Research Press, 1974.

This book represents the most systematic and thorough approach seen so
far for teachers working with children with minimal or no oral language skills.
In particular, the actual content of the vocabulary is extremely relevant to
the contexts in which teachers are likely to be working, being based around
concepts, activities and the environment of young children's early learning
experiences. It should fill a long-felt need in the program planning of the
special school or institution.

The Language Acquisition Program represents the culmination of research
by the author in conjunction with the Coldwater State Home and lraining School,
and the Western Michigan University Child Development Center. Earlier versions
appeared in Mclean, Yoder and Schiefelbrusch (sic): ‘Language Intervention
with the Retarded*, University Park Press, Baltimore, 1972. 1t is designed to
teach a language system to severely retarded children, using principles of
reinforcement theory with token rewards, and programmed instruction. The
setting out of behavioural goals, of content, sequences, tcaching procedures
and evaluation is detailed and admirably clear.

ERIC ST
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There are three major sections: Pre-Verbal, Verbal-Recep’ive and
Vertal-Expressive.

The Pre-Verbal sectic? covers eclcmentary attending phases such as sitt-
ing still, looking at objects, eye-contact, and motor imitation.

The Verbal-Receptive section begins with basic receptive language using
pointing responses, (body parts) and, later, performance responses, i.e.
responding to commands such as "“stand up"”, "sit down" etc. This is followed
by pointing to named objects; finding concealed objects; performance of
actions involving body parts; involving objects; involving room parts. The
second part of the receptive program is aimed at expanding the vocabulary to
include some prepositions; related object pairs (comb-brush); sorting colours;
body/space awareness; ccsmands (get in the tox, turn round and Tound etc.);
nouns; big/little, big one; numbers; big one/little one; colour plus object,
and so on.

The Verbal-Expressive section gives strategies for naking the gradual
transitjons to spcken language based on the vocabulary of the receptive
progras.

An inventory assists the teachers to evaluate the child’s performance to
determine entry to the program, and can also be used at various intervals as
an assessment instrument. Each training session contains a Test step and a
Teach step.

Chapter 6 contains an adaptation of the L.A.P. to deaf signs (Anerican
Sign language) by Dr. Martha Snell, Ph.D., University of Virginia, Special
Education Faculty. The manual approach may be deemed useful as an alterna-
tive to the oral in cases where -

(2) the child is known to be deaf or hard of hearing and has not
responded to oral training;

{b) the child is known to be deaf or hard of hearing, has given soae
positive response to oral training but, due to his advanced age,
nceds a functional language system as quickly as possible;

{c) the child, for unknown reasons, has not responded adequately to
the expressive aspects of oral training.

The L.A.P. 1s designed for individual administration, or for a teacher
working with two children.

Anne Hoey,
ducational Consultant,
Special Education Division,
Special Services,
Victoria State Department of
Education.

Cost: $5.90

Excerpted from Spectal, December, 1977, p. 17.
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Macquarie Unmiversity. DJown's Syndrome Program Assessment and Curriculum
Materials.
Description: The Macquarie materials consist of an Assessment Performance

Inventory, Curriculum Guide, and supplementary program materials. A descrip-
tion of each of the components follows:

1. Assessment Performance Inventory. Revised, 1979. 0-18 months, 18 months
to 3 ycars, 3-4 years, 4-S years.

Each assessmont form lists a series of sequentially developed checklist
1items organized into the categories of Gross Motor, Fine Motor/Pre-Academic,
Language and Personal/Social. The items are developed from an analysis of
16 intelligence and devclopmental scales (Gross and Cohen, 1974). The pre-
academic items are the result of task analyzing the skills that are included
in the Macquarie Pre-school and Kindergarten curricula. Where items resemble
those of the Denver Developmental Screening Test, the number and category of
the Denver item is given. Instructions for administration of the checklist
items and criteria for assessment are listed in the curriculum guide.

2. The Curriculum Guide for Intellectually Handicapped Children, 0-4 years.

The curriculum guide is based upon the same developmental sequence as
the assessment inventory. An objective, identifying the task, conditions,
criteria and teaching procedures, 1s given for each test item. Suggested
teaching procedures include the strategies of modelling, prompting, shaping
and reinforcing.

Underlying the curriculum 15 a prescriptive teaching model. Following
the initial assessment a prescription is written programming the child across
the same four areas as the assessment inventory. Instruction is data based
with daily assessments leading to either redefinition of specific objectives,
more practice or, when criterion is reached, moving to the next step in the
Sequence.

The curriculum 1S accompanied by a series of supplementary programs.
A brief description of each program 1s given below.

3. Reading Program, Revised, 1979. Authors: Cairns, S. and Pieterse, M.
The program is sequenced through the following five stages:

| Stage 1: Early Visual Discrimination. Picture Lotto. A series of graded
| steps introduces matching selecting and sorting of picture lotto cards
through to alphabet lotto.

Stage 2: Word Lotto: These games are Sequentially introduced with lotto
grids varying in size from 1:1 to 1:6.

JStage 3: Individualized Recruiting Program: The teacher works with the child
to construct his/her first reading book.

Stage 4: Structured Recading Program: The child is introduced to his/her
first rcading series. Teaching examples are given using the Ladybird series
of readers.
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Gtage 5:  Phonic Program: Once the child has mastered S0 words, phonics
arc introduced in the following order:

(a) Sound of single letters

(b) Simple word families

(c) Decoding vowel consonant words

(d) Decoding consonant vowel consonant words

(e) Comprehension,

4. Number Skills Program. Authors: Thorley, B., Woods, V., Pieterse, M,
and Cairns, S.

The objectives of the number program are for the child to -

(a) count out a subset of 1 to 10 objects

(b) match sets with printed numerals 1 to 10

(c) count or point to the numerals 1 to 10.

A sequence of objectives is given, the entry skills identified and teach-

ing methods outlined. These include the use of instructions, modelling, prompt-
ing, shaping and reinforcement.

The program was developed as part of a research project with eight Down
syndrome children, with an age range of 3 to S years throughout 1978,

S. Milestones in Motor Development, 0-6 months. Author: Pieterse, M.

The gross motor milestones are 1identified for the 0-6 months age range
and activities given to promote their development. The milestones cover the
areas of head control, rolling and sitting.

6. Nutrition and Feeding Programs. Author: Pieterse, M.

The program presents six points on diet and feeding; a diet plan for the
pre-school child; some feeding suggestions; and a feeding skills checklist,
with associated activities for the 3-35 months age range.

7. Infant Exercises, 0-18 months.

Exercise descriptions are given for -

(a) lying on the back

(b) lying face down

(c) visual responsiveness
(d) auditory acuity

(¢) eye-hand co-ordination.

Q 28/3

IQJ!:‘ ot

Aruitoxt provided by Eic:



Discussion

As the materials arc based upon normal dev:lopmental milestones they are
applicable to children with developmental delays as well as to children with
Down's syndrome.

The materials arc mimeographed and individually collated. Cross refer-
encing could be enhanced if the materials were presented in a single edition.

The sequential nature of the Macquarie materials is characterized by the

developmental nature of the assessment inventories and the prescriptive approach

to suggested teaching methods.

Training in the use of behavioural and instructional techniques would
assist the professional to interpret and implement the materials. Likewise
viewing videotapes of the Macquarie program or a visit to the centre would
help in this respect.

Availability:
For purchase of the materials write to:

Mrs. Moira Pieterse,

Macquarie Down's Syndrome Program,
Macquarie University,

North Ryde, N.S.W.

Patricia M. O'Brien,
Lecturer,

Burwood State College,
Melbourne, Victoria.

Schafer, D.S., Moersch, M.S. (Eds.). Devzlopmental Programming for Infants
and Young Children. 3 Vols. Ann Arbor: University of Michigan Press,
1977.

These materials have been developed as part of the Early Intervention
Project for Handicapped Infants and Young Children at the Institute for the
Study of Mental Retardation and Related Disabilities, University of Michigan.
The three volumes are entitled:

Assessment and Application ' Vol. 1
tarly Intervention Profile : Vol. 2
Stimulation Activities : Vol. 3

The profile and stimulation activitics are based upon developmental
milestones of the 0 to 36 months age range. Areas asscssed by the profile
are perceptual/fine motor development; cognition; language; social and
cmotivnal; self care and gross motor development. The 274 profile items
are designed for administration by a multi-disciplinary tecam, although one
member can be trained to perform the task. Test i1tems arc explicit and ad-
ministration time is approximately one hour. Although the profile has not
been standardized on a normal or exceptional population, 1t has becn valid-
ated against standardized scales, such as the Baylcy Scales of Infant
Pevelopment.
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Assessment and Application, Vol. 1, is aimed to bridge the gap bctween
diagnosis and programming planning. The reader is instructed on how to in-
terpret the profile result for each area of devclopment. The activities
listed 1n Vol. 3 relate to the profile items and would make excellent object-
ives if conditions and critcria were added. Reading of the materials alone,
however, will not ensure an understanding of how to write objectives or teach
specific activities. In-scrvice training on programming is required. An
additional volume, task analyzing the developmental activities, would add to
the usefulness of the materials, as would a listing of materials required for
administration of the profile.

The value of the materials lics in the presentation of activities that
can be used to bridge the developmental delays identified by the profile items.
The multi-disciplinary nature of the materials make them most suitable for
application within such settings.

Patricia M. 0O'Brien,
l.ecturer,

Burwood State College,
Melbourne, Victoria.

Uzgiris, 1.C. and Hunt, J. McV. Assessment in Infancy. Urbana: University
of I1lino1s Press, 1975.

In this volume two noteworthy authorities on child pSychology, Ina Uzgiris,
Professor of Psychology at Clark University and Joseph McVicker Hunt, Emeritus
Professor of Psychology at the University of Illinois, have combined their tal-
ents and 1nsights i1nto child devclopment to produce a novel approach to the
asscssment of psychological development 1n infancy.

Piaget's observations of child development and his epigenetic theory com-
bined with other evidence of the hierarchical organization of intelligence
have inspired and given direction to the authors in their efforts to produce
scales pertaining to six branches of psychological development, namely the
development of visual pursuit and the pcrmanence of objects; the means of
obtaining desired environmental cvents, vocal and gestural imitation, operat-
vonal causality; the construction of object relations in space; and the devel-
opment of schemes for relating to objects. The ordinal scales devised by the
co-authors, which arc discussed 1n the book, are unique in the area of assess-
ment, focusing on infant capabilitics during the sensori-motor period of
development.

Ihe volume 1tsclf 1s divided into three parts. The first summarizes the
theorctical background and reinterpretations of the development of intelligence.
Opposing theoretical views are discussed in some detail. Such divergent views
as the accretional view of development represented by a strict S-R approach and
the transformational view wherein intcrrelated competencies are transformed to
progressively higher levels arc explored and evaluated.

Also i1n this section the assumptions underlying the traditional scales of
assessment arc examined and found inadequate. The authors compare these inade-
quacies with the positive clements of the ordinal scales. They draw attention
to a number of acknowledged deficiencies including the facts that traditional
scales arc based on a concept of 'unitary ability' and that these scales are
tied to chronological age by the co-occurrence of particular behaviour in a
standardized population. In contrast, the authors point out, ordinal scales




are based on a concept of a number of abilitics consisting of co-ordinations
and differentiations within the infant's repertoire. By their very ndature
ordinal scales emphasize sequence of behaviour and permit no chronological
alignment, rather they permit individual assessment of *how' an infunt func-
tions in response to certdain cnvironmentul circumstances as well as permitting
comparison of infants in terms of achievement relatively independent of age.

Within this first syection 1ssues pertaining to development are «lso cx-
ami ned In particular the notions of maturation or organismic preprogramming
and the role of environmental 1nput are considercd i1n deta:l. Studies of
environmental enrichment and deprivation of both animal and human populations
are reviewed and examined for the empirical justification they give to the
role of cnvironmental determinants 1n intclligence development.,

Finding support from Piagetian theory for their hypothesis of an invar-
1ant order 1n cognitive development and justification for their focus on en-
vironmental circumstances for 1ts development, both Uzgiris and Hunt describe
therir etforts to devise the scales 1n the sccond section of the book. The
investigation undertaken 1s described 1n three phases. Both the determination
of cliciting situations and the critical actions of the infants are described
and the revisions of the instruments up to the final product. In this section
both inter-examiner reliability and 1nter-session stability of infant actions
arc cxamined and discussed. [he si1x scales are then described with explicit
cxplanation of both critical action and eliciting situation.

In the third section the ordinal scales themselves are presented with
dircctions for choice of materials, arrangement of situations, obsecrvation
and rccording of critical actions being clearly delineated. Examples of
record forms arec also included.

Overall, the book is a significant contribution to psychology in general,
and to the ficld of assessment 1n particular. Any person interested 1n child
development will benefit from the reading of precisc description of behaviour
during the first two ycars of life. Professionals 1n both psychology and
education who recognize the 1nadequacies of cxi1sting assessment instruments
particularly 1n the period of infancy, may find this work provides an appro-
priatec alternative. [he significance of the scales lies i1n the new approach
1t permits to individual assessment and the means 1t provides of ascertaining
to some cxtent the influence of various environmental circumstances.

The validity of the particular scales according to the authors 1s inher-
ent as they represent cognitive organization 1n scquence and nced not be based
on any comparative status 1n a statistical distribution. ilowever the question
of the valididy of these scales for an atypical population may be raised. Khan
(1976) found the scales to be valid and a useful measure i1n the assessment of
cognitive functioning of both severclv and profoundlv retarded children. It
appecars, thercfore, that the applicability of the scales 1s far-reaching.
lhough the basic material for the scales was devised from observation of a nor-
mal group of infants, the scales offer a method for more realistic positive
assecssment of retarded i1ndividuals without the negativistic comparative approach
of the traditional scales.

Though, in the authors' view, the work 15 1ncomplete 1n their long-range
plan to uncover the differential rates of development associated with differing
child-rearing practices, 1t remains as a challenge to existing assessment prac-
tice and a starting point for future psychological endeavour.
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Reference:

Kahn, J.V. Utility of the Uzgiris and Hunt Scales of sensori-motor
development with severely and profoundly retarded children.
American Journal of Mental Deficiency, 80, 1976, No. 6.

Wendy Marshall,
Remedial/Resource Teacher,

Queensland Department of Education.

Lxcerpted from The Exceptional Child, Vol. 24, No.2 (July, 1977), pp.123-125.

LIST OF RESOURCES

Commercially Available Materials - Excluding Tests -

Used by 3 or More Programs Studied

Portage Guide to Early Education (38)
Pcabody - Language and Gross Motor (13)
Teaching Your Down's Syndrome Infant - Marci J. Hanson ()
Guide to Garly Developmental Training - Wabash Centre for

the Mentally Retarded., Inc. (6
Learning Accomplishment Profile - Chapel Hill ()]
Macquarie University Down's Syndrome Program Assessment/

Performance Inventory (9
Behavioural Characteristics Progression (9
Down's Syndrome Project - University of Washington (3
Distar Kits (3
Ling's Speech Training Program (3
Environmental Language Inventory (3

() Denotes the number of programs listing this material as a resource.
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APPENDIX G

EARLY INTERVENTION PROGRAM SITE VISIT REPORT

to

Royal Victorian Institute for the Blind
333 Burwood Highway
Burwood Victoria

(Research team: J. Elkins, L. Conrad and M. Willis)
August 14, 1979

SUMMARY

The R.V.I.B. early intervention program is an individual program with
identifiable parts within a larger agency and 1s a comprehensive program
for a specific disability group. There is substantial family involvement,
and the program includes centre only, combined home & centre based and home
based only programs.

Age group serviced 0 - 6 years
Staffing - Regular Full time pre-school teachers 8

3 full time and 2 part-time
home advisors

full time mothercraft nurse 1
full time child care workers 10
full time nursing sisters 4
Consultant/Advisory Orientation and mobility instructor - on call
Spcech Therapist - 1 day/week
Psychologist - 1 day/week
Physiotherapist - 2 days/week
Paediatrician - 1 day/month
Voluntcer Drivers 15

The program is a comprchensive one and aims to develop the 'total child".

The program would however, place spec:al emphasis on cgo development, sensory
integration and language development because of thc naturc of the children's
difficulties.

The program has individual program plans for each child.
Assessment - The main forms of initial and ongoing assessment
are the usc of checklists and recorded details of

direct observation.

- Assessments arc made for the specific purpose of
referring outside the program.

267
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BACKGROUND

The R.V.I.B. established its school 17 ycars ago and for the last 8 years
has also provided services for the very young handicapped child. Residential
care for babies was provided. Five years ago, the recognition of nced for
support for the families of visually-impaired babies led to home visits by
three nursing sisters. These visits werc infrequent, but this service was
maintained for three years and led to the development of the present early
intervention program. The trend of development of R.V.1.8B. services for young
children has been from a medical perspective to an educational one. The
program 15 a combination home-centre bascd program with emphasis on total
development, and hence the program can be considered a comprehensive one.

The program puts a great cmphasis on family relationships and the family's
involvement in the child's cducation.

Application to the program 15 available for any child with visual
impairment in Victoria. In practice, the R.V.I.B. nrogram caters primarily
for children whose . 1in difficulty is visual impairment, but many of these
children are multiply handicapped. The service is available free of cost to
the family, and the home-based program is available statewide.

R.V.1.B. provides information below which describes the early intervention
program and the procedure for entry to the program.

REFERRING AGENTS

T
c.g. direct parent coatact, gencral practitioners, nurses; and specialists-
particularly ophthaimologists and pacdiatricians, and weclfare officers.

4

IThe first contact with the family after referral 1s made by the home
advisors. The home advisors then recport to the enrolment panel.

ENROLMENT PANEL

The enrolment pancl makes a decision as to whether the R.V.I1.B. program has
the resources and staff to responsibly manage a program for the chld and
family. Thc home advisor then notifies the parents of the panel's decision.
p—

i

EARLY CHILDHOOD DEVELOPMENT DEPARTMENT

0 - 3'; years

home visiting secrvice playgroups
narent relief residential unit for M.H. children
consultancy with other agencies

\ family may receive any combrnation of the above services.
D

ASSESSMENT PANEL
+

PRE-SCHOOL DEPARTMENT
3% - 6 ycars

R.v.I[.B. Kindergarten - day sessions
R.V.1.8. Kindergarten - residential

Pre-school visiting teacher service to local kindergartens. Consultancy
service tc other agencics, e.g. Spastic Centre, Day Training Centre. Some
¢hi'4ren attend both R.V.I.B. Kindergarten and local kindergarten with

{support from visiting tcachers.
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R.V.I.B. 15 presently able to accommodate requests for scrvices, but
fiminctal considerations are bimiting the growth of the program to cater for
extra requests and this may restrict the avaivtabilaity of services 1n the
futurc. Attempts arc presently being made to employ another home advisor.
The enrolwmcat panel sccks alternative services for any child who 15 declined
permission to enter the R.V.I.B. program. Reasons for rcfusal of admission
to the program are usually associated with "over-scrvicing' or the existence
of 4 more appropriatc program for the child's nceds. Some of the children
receiving the R.V.I.B. program will also be 1nvolved with other services
(c.g. National Acvustics lLaboratory, Mental Retardation Services, Spastic
Socicty, ctc.). Lvery attempt ts made to co-ordinate services with other
agencies and overcome the problems associated with "sharing' clients.

ENVERONMENT/WIDUER SYSTEMS

There arc no groups in Victoria provading carly intervention programs
for visually-impaired children other than R.V.I.B. and Monnington School for
the Deaf. The Monnington School program does not have a home based component.

R.V.1.B. receives 100 per cent subsidy from the Health Commission for the
cight pre-schoo! staff but relies on the gencral community and fund raising for
the balance of expenses. An annual financial report 1s available. Attempts
have been made to obtain funding from the Office of Child Care, but a reply has
not yet becen received indicating the success of the application.

The program docs not need to have many people participating, other than
the staff. The teachers at .nc school are committed to carly intervention and
wdentify problems (c.g. mbility) which mght be prevented by carly inter-
vention (e.g. finger str ngth for brailling). Closc contact 1s maintained
with Burwood State (nllege and honorary profcssionals are also used as
consultants for as, .ts of programing at certain times (e.g. music, drama).

Voluntary drivers « re used, but gencrally volunteers are not involved in
the actual program. Nor arc community groups, such as Service groups, used
to implement the program. College and university students are 1nvolved an
both short visits and cxt=nded training, observation and practical work.
Requests arc often received from people doing theses, dissertations and
studies in the fields of medicine, architecture, education, ctc., to use the
faciticies of R.V.I.B. A policy has been established of allowing dircct
contact with children over two years old only 1f i1nvolvement can be full
time and for at least two weeks. Burwood State College, because of its
proximity and 1ts interest in the R.V.I.B. program, has recently conducted
a study to ascertain the incidence of severe visual difficulties in Victoria.

CLIENTS

The Children

lake all such programs, the R.V.I.B. roll varies at different times of
the year. However, the roll figures at the time of the site visat in
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wugust were constdered by staff members to be closc estimates of the usual
mumber of children currently rcceciving the program.

Homc -bascd Centrec-based Intcgrated Home/ | Total
Componcnt Component + Centre-based
llandi capped boys 42 6 10 58
Handicapped girls 43 5 5 53
llandicapped
children aged
Under onc year 15 - - 15
1 - 2 yecars 15 - - 15
2 - 3 vears 21 - 7 28
3 - 4 ycars 13 3 4 20
4 - 5 ycars 7 4 2 13
5 - 6 ycars 14 4 2 20
Non-handicappcd (Siblings §&
children others 1n
community)
- - 5
Hours per week Metrop. * Home component
spent on average 1.5 hrs 18 1.5 hours
by children served | Country Centre comp. 12
.75 hrs Total: 13.5
Hours pecr session 1.5 3 3
spent on average .3
by children served
Sessions per week | Metrop.
1/wecek 6 4
Country
1/month
(.25/week)

* depending on need.
+ including 3 residentials.

Although the program caters predominantly for chaldren with visual

impairment, 1ncreasingly the program 1s serving children more appropriately

labelled as multiply handicapped.
categorized as multiply handicapped.

.~

27y

The majority of the children could be
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Familz

When a child is referred to the program, the home advisor makes the
initial contact with the family and has about an hour-long interview with
the parents. Children who enter the program at an carly age and who live
close to the R.V.I B. Centre will have close contacts with the home advisory
program until the child is about 3% years of age. Then, although contact
will be maintained with the home advisor, the pre-school program will become
the main contact with R.V.I1.8. Children who are referred to the program at
a later age (e.g., mrgrant children) may have less contact with the home
advisory program and have their first contact with R.V.I.B. at preschool.
The age of the child and the geographical location of the child's home are
the main factors influencing which components of the program the child
and family reccive and hence the amount of contact maintained with the
family. Home visiting occurs at a statewide level for home-based components
of the program, and there 1s a bus provided by R.V.I.B. for transporting
metropolitan children to the centre. Some parcnts drive their children
to the centre.

A three hour Monday aftcrnoon program for parents of home-visited
children is held weekly. The afternoon includes one hour without staff
for parcnt-parent intecraction and then a two hour scssion with staff
(group therapy, parent cffectiveness workshops and workshops on creative
media, etc.). For children attending the centre-bascd component of the
pcograin, pareit contact 15 maintained by parents' visits to the centre
with the cnild for one hour per week. The purposes of contact with the
pazents are family support, training, and reporting of information about
the child's progress.

The parents’ role in the program 1s at all levels of involvement - as
providers of input to decision making about the child and the program, as
teachers at homc, as participants in the program at the centrc and as
supporters of cach other as parents. The parents do not have a parent
organization as such but,at a recent parcnt evening, sixty parents attended.
As yet the parents have not actually imitiated formal meetings for such
purposes as discussion, learning or mutual support, but the parents have
suggested topics for their regular formal meetings.

STRUCTURE

staff

The types and numbers of regular, consultant/advisory and volunteer
staff are listed below:



Regular Staff

Preschool Teachers* . 8. . Full time

tiome Advisors . 5. . Full time (3); Part-iime (2)

Mothercraft Nurse . PR B Full time

Child Care Workers . . . . 10 . Full time

Nursing Sisters** .4 . Full time
Consultant Advisory

Orientation and Mobility

Instructor 1 . on call

Specch Therapist 1 1 day a week

Psychologist 1 . 1 day a weck

Physiotherapist )| . 2 days a week

Pacdiatrician 1 1 day a month
YOluntccrs

Drivers . . . . « . . . . . .15

Music Lecturer . . . . . . . 1

Movements Lecturer . . . . .1

* including Early Intervention and Preschool Co-ordinator

** these do not interact with children

fhe home advisors have an interesting diversity of professional backgrounds
and experiences. Although the) tend to work in gecgraphical regions, the
wide range of skills they have among them allows for an ease of exchange of
information. One 1s a pre-school teacher and psychologist, another a teacher,
another a pre-school teacher and teacher of deaf children and another a
psychologist and audiologrst. All regular staff members are female.

A hegh priority 1s placed upon in-service training for staff members
and as much time as two hours per weck is often given to in-service
courses. Topics concerning play and interpersonal relationships have been
recent arcas of focus. Lncouragement is also given for staff to attend
courses outside R.V.I1,B. For example, one home advisor has recently
attended a course on family therapy run by the Mental Health Department.+

Buildings

ihe setting of the pre-school component of the R.V.I1.B. carly inter-
vention program ts part of the total R.V.I.B. building complex. The rooms
are uscd exclusively for the purposes of the program. The staff are very

+ In 1981 the Larly Intervention and Pre-school Co-ordinator 1s to attend
an international Symposium on current approaches to the visually
impaired child's needs.
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aware of the limitations of the outdoor arca in front of the building for
outdoor activities, but a1t a5 presently being redesigned. [t was orsgioatly
the type of outdoot area dessgned to enhance the attractiveness of the
burlding from the streed.  The pre-school ventee has many smatt of fives

with similar doorways down 4 long vorridor opposite the group arva for the
children,  Fhe binlding 55 acknowledged to b poorly designud for use by
visuallyeimpaited children.  The group arca for children 1s fundtional bt
far from 1deal, and the staff have tried to minimze the limitations of the
burtlding as much as possable.

Fhe staff are very aware of the limitations of the environment for
providing a program for the children.  the rooms are not guite wide cnough,
and the glass down the side of the corridor provides constant distractions
and distuptions to the contininty of a program when staff and visitors use
the corridor.  The noisc factor is also a problem because of the design of
the buitding and the glass and floor tovering 1n particular  Accordine to
staff, a onc-way glass viewing arca for a parent room wonld Jefinitely be a
uscful addition to present facilities. Che group arca for the children has
a quet room (which can also be used for behaviour difficalties), small
group arcas, doll play area, cubby, mirrers and wash basins 1n addition to
those tn the toilet arca. Outside there is a good covered outdoor adventure
playground. Although more equipment 15 needed and funes are presently
being sought for buying more cquipment, there 1s cnough equipment avarlable
to put the playground to functional usc.

Trunsgqll

Most families use private cars. The volunteer driver system provides
a service for parents who cannot transport their children. The staff did
not know of any parents who may be experiencing transport problems. Trams
close by provide a local transport service and the mimi bus 1s used for
trips to beach, zoo etc. Taxas may be used in special cases at R.V.I.B.
expensc.

Hierarchical

Sce attached chart.

Communicating

Most of the communicating of information about the services of the
R.V.1.B. program takes place at an informal level, usually as part of
contact with families, other agencies etc. The staff feel they arc catering
for virtually all the children who presently need thear service in Victoria.
There are several handouts available describing the R.V.1.B. services,
enrolment procedures, etc. Contact with other agencies t>nds to be via
“shared” clients and hence a lot of communicating occurs at this informal
level. Since the rescarch team's visit, posters and pamphlets publicazang
the need for carly medical and educational intervention have been prepared.
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PROCESS

Children enter the centre-based comnonent of the program from two main
sources, and the procedure for contact with the child and family will vary
depending upon which source.

n Some children enter the pre-school via the home advisory service
at about two or three years of age. The children come initially
with their mothers for an hourly session each week, and then
attendance is gradually built up. The teacher liaises with the
home advisor who will know the child and family very well, and
every attempt 15 madc to maintain continuity of contact between
home¢ advisor and family, cven after the child is attending the
pre-school frequently.

(2) When children are referred directly to the centre-bascd program
and therc has been no prior contact with the home advisory
service, contact 1s made with the family by the home advisor
and the same procedure as above is then followed.

The main forms of assessment used throughout the program are checklists

(such as the Revised Development Checklist and Oregon Project Skills
Inventory) and rccorded descriptions from direct observations. Considera-
tion is being given to possibly using Bayley Scales for future assessments.
When the child enters the program. reports from medical sources have to be
sent for, and often therc is time lag from the time the child enters

the program until the time when information from other agencies 1s collected.
The main source of information about the child will be from the home
advisory service if the child reccives the home-based component of the
program.

Individual records arec kept of cach child's progress, and the checklists
and records of observation are kept in each child's file. The home advisors
keep rccords of each contact with the families and record details of the child's
progress, equipment left with the family, and further action needed. Records
of some visits may be only onc or two sentences, and at other times further
notes may be needed. Medical, and ophthalmological reports are also filed
for reference when programing.

Referrals of new clients|to the program come from a wide range of
referring agents. However, the most common sources of referral are public
hospitals and parents. When b referral is made, the first person from
R.V.T.B. to make contact with the parents of the child 1s usually the
home advisor. When the parents make the referral, a recent report from
an ophthalmologist 1s required as soon as possible after the referral.

If a child enters the program while still a baby, thec home advisors
will be the family's main R.V.I.B. liatson person. The home advisors sce
their jobs as consisting of three main roles:-
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(1) To help parents see themsclves as their child's best
educators, acknowledge their feclings about their child's
handicap and to provide educational guidelines to help
the parents work with the child at home, understanding
delay in developmental milestones anticipated when
visual impairment 15 present.

(2) To provide a consultant/liaison service with other
community facilities, e.g. speech therapy, spastic
centre ectc.

(3) To be a consultant for other agencies, ¢.g. day training
centres.

Contact with the families is initially once a week for families living
close by and about once a month for families living in rural areas. The
rural home visits tend to last for a longer period of time than the more
frequent urban home visits. The home advisory service provides consulting
and educational roles. Emphasis on either aspect depends on the individual
family's nceds. Although the home advisors tend to have assignments by
geographical region, the wide range of skills they have in the home advisory
service means that interchange of special skills and knowledge is possible
whenever needed.

when a child starts the centre-based component of the program, the child
may already have an individual file from the home advisory service. As part
of the pre-school program, the observational details recorded are likely to
be detatls about the child's cognitive development as manifested in visual/
perceptual skills, fine and gross motor skills, language and speech and social
sk1lls, and adult-child interactions, etc. Approximately each month, skills
arc listed for cach child. "A step by step learning guide® by Vicki M. Johnson
and Robert A. Werner, Syracuse University Press, 1975 is used as the main
guide for the multiply handicapped children's pre-school program. However,
aill programs are tndividual and based on obscrvation of the child's needs
with programs drawn from a varicty of sources.

The staff noted how their philosophy regarding the concept of play is
often different from that of parents in the initial stages of contact with
the parents. Some parents apparently find it stressful that the children
use toys in "wrong' ways. Emphasts in the program is placed on teaching the
parents to understand how children learn through play, how to establish a
play area and on discussing differences between "structured” and *fun" play.
The parents are heclped to provide a stimulating environment, working
co-actively, and to provide sensory stimulation and language models.

Ihe program operates for the same period as the school year. Although
the program closes for the holidays, no break 1s longer than 4 wecks. A
relief service 1s often arranged in crisis situations and there is a holiday
service for children who are wards of state (in total care),
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Pending cquipment to the parents s part of the home advisor's sole,
and this occurs almost from the twme of First contact with tne familres
Fhe cquipment s catalogued and o bist of cquepment 15 avaslable.  Ihe
cquipment  tnc ludes “Caase and effece ciquipment, fine motor cyurpment
tactile stumalation cquipment and also specifeeally designed cquipment
such as high charrs which may be borrowed over a longer period of time.
Noah's Ark Toy Library 1s also used for parent sclection once a month

fhe program uses the comments of tndividual statf members and informat
feedback From parents us a means of evaluating 1ts service  The frequent
contact that o~ mauntained with familtes means that writien reports and
formal parent enterviews are constdered unnccessary.  Writeen reports are
presented regularly as case studies.

The staff view their needs at the moment as being an extenston of the
home advisory service so that the service to rural families can be matntained
and possibly cxtended.  Shortage of staff mcans that the time fiactor 1~ the
mitn brmigatron and 1t 1s o weakness in the program wh.ch the staff would
like to be abice to chuange.

Of great importance 15 the fact that members of the staff are presently
tnvolved in the establishment of a "resource group for the vasually
handicapped” and are working on a dircctory of services throughout Australia,
Concern was cxpressed by staff that the Australian and New Zealand Association
for Teachers of the Visually Handicapped Conference being held 1n New Zealand
10 January was placeng no emphasts on carly intervention. Ihe staff at
R.V.L.B. were involved 1n arranging seminars about carly intervention tn
May next year instead and have cxpressed their concern to the organizers
of the New Zealand Conference.
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NORMALIZATION

Fhe PASS checklist was used as a method of assessing the degree of
normalization which the Royal Victorian Institute for the Blind program
1s able to achieve for the children in its program. The fact that the
program has both home-and centre-based components means that for many
items on the PASS checklist each component of the program has to be
rated separately.

For instance, the home-based component of the program has to score
highly for normalization principles regarding the physical details of
the building and surrounding neighbourhood. The centre -based program
ta<es place in a building which is part of the large R.V.I.B. complex
and hence is an institutional type setting, and the centre-based pro-
gram thus scores at a low level for aspects of social integration of
the program. Some of the details which result in a low score in the
area are unimportant in themselves but they add to a total public image
which prevents the children from being considered like other children
in the community. The R,V.[.B. label itself also stresses the '‘handicap"
of the children.

The centre-based program scores highly for normalization principles
related to staff-child relationships, and the program itself, in the sense
of the staff's approach to the children's development, scores highly. The
program also scores highly for its ties to academia via students and links
with Burwood State College. On program evaluation the program does not
score at a level as high as that of other items on the PASS checklist.

in conclusion, the staff are doing their best to minimize limitations,
in the normalization sense,placed upon the centre-based program by the
building, location and the name of R.V.I.B. Given the lamitations of the
physical resources of building, location etc., the staff are applying the
principles of normalization to a high degree throughout the whole program.
The home-based program can score no more highly than it does, since the
home is ultimately the most normalizing environnment for a young child.
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‘ APPENDIX H

LIST OF EARLY INTERVENTION PROGRAMS IDENTIFIED BY
THE SCHONELL EDUCATIONAL RESEARCH CENTRE

The following list of early intervention programs and their
addresses is based upon lists of programs identified by us as early
intervention directly serving handicapped children at the time of the
1980 workshons. Since that time some programs have been discontinued
and we have learned of the existence of others. He attempted to gather
questionnaire data on the latter and, where we were successful in so
doing, the programs have been added to our list.
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NEW SOUTH WALES

A.C.L.D. Pre-school Program

(Association for Children with
Learning Difficulties)

St George Centre

Forest Road & Hugh Avenue

Peakhurst 2210

Allowah Babies' Hospital
8 Perry Strect
Dundas 2117

Armidate & New Lngland Hospital
(Health Commission)

Rusden Strect

Armidale 2350

Baby Stimulation Program §
Pre-school Program

Special Education Centre

Newcastle C.A.E.

Rankin Drive

Waratah 2298

Bextey Therapy Centre
(Health Commission)

15 Broadfoot Street
Bexley 2207

Broderick School for Crippled
Chitdren

NSW Soc. for Crippled Children

Chalmers & Bedford Sts

SYDNEY 2000

Chitd Development Program
New Ingland Ed. Diagnostic Centre,
Armidate 2350

Child Study Centre
Karing-Gai C.A.E.

Ftop Road

Lirkdfictd 2070

Codinda Playgroup for Spechal
Chitdren

Woodstock

Piggers Road

Lorth \lbury 2640

pevelopmental Stimulation Program
for Infants

Royal Alexandra Hospital for Children

Camperdown 20590

2

(O3
-

Down's Syndrome Program
Macquarie University
Balaclava Road

North Ryde 2113

Early Education Clinic

Baby Health Centre

paraween St § langley Avenue
Cremorne Junction 2090

Early Intervention Program
Intellectuatly & Physically H'capped
Children's Assoc.

Bambi Private Nursing Home l

144 Memorial Avenue

Liverpool 2170 l
|

Hoxton Park School
88 Gloucester Road
Hurstville 2220

Early Portage Intervention Project
Illawarra Health Region,

(NSW Health & Y.C.)

Baringa Hospital,

21 Mt Ousliey Rd

Fairy Meadow 2519

Fducation Department
Greenacres Road
Woolongong 2500

Educat ion Department
westhaven Public School
Palmer Street

Dubbo 2830

Enfield H-V Developmental Program
Child Development Unit

Royal Blind Socicty of N$W

4 Mitchell Street

Enfield 2136

Grafton Special Needs Playgroup
Playgroup Centre

Westward Park

Bacon St 2460

Handicapped Children’s Playgroup
(Health Commission)

Community Care Centre

4A Keene Street

Cessnock 2325
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NEN SOUTH WALES (ronet)

Hearing Impaired Program
Guidance & Special Fducation
fFducation bepartment)

North Sydney 2060

Home Management Program
Autistic Children's Assoc of NSW
Vern Barnctt Diagnostic

Teaching Centre
41 Cook Street
Forestville 2087
Hornsby & Kuring-gai Health Scrvice
Hornsby 2077

[ttawarra Soc for Crippled Children
362 Crown Street
Wollongong 2500
Manly-Warringah School for
Crippted Children

NSW Soc for Crippled Children
Chalmers & Bedford Strecets
Sydney 2000

Marsden Early Intervention Program
(Hcalth Commission)
Laurcl House Asscssment §
Resource Centre
Marsden Rchab Centre
Marsden St
Paramatta 2150
Miroma Pre-School
Miroma Rudolf Steiner School
8 Village High Road
Vaucluse 2030
Parent Guidance/Itincrant
Teachers of the peaf
Catholic Centre for
Hearing-Impaired Children
59 The Boulevarde
Strathficld [ 2135

Play and Lcard Service
(Healtth Commission)
Community Health Centre
17 York lLanc
Tarce 2430
Prc-school Counsellor &
Special School for Multiply
Handicapped Blind Children
The Royal NSW Institute for
Deaf & Biind Children
361-365 North Rocks Rd
North Rocks 2151

Southern Tabicltands (hitd
Development tnit
(Health Commission)

126 Cowner Strect
Goulburn 2580
Spccral Need Playgroup
Community Health Centre
38 Gordon Strecct
Coffs Harbour 2450

St Gabricl's School for the Deat
01d Northern Road
Castle Hill 2154

St lucy's School for the Blind
Wahroonga 2076

"Stimulus" Early Devclopment
Program for Preschoolers
Richmond Public S -hool
Windsor Strecct
Richmond 2753
Sub-normal Children's Welfare
Assoc. Playgroups
8 Junction Strcet
Ryde 2112
Tangara S.5.P
(Education Department)
Bong Bong Street
Mittagong 2575
The Lorna Hodgkinson Sunshine
Home School
212 Pacific Highway
Gore Hill 2065
The Shepherd Centre
The Council for Integrated Deaf
Education
University of Sydney
Sydney 2006
The Spastic Centre of NSW
189 Allambic Road

Allambie Heights 2100
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VICTORIA

Audiology & Preschool Centrc

Advisory Council for Children with
Impaited Hearing (Vic)

137 Blackburn Rd

Blackburn 3130

Australian (Centre for
Brain Injured Children

IS Powlett Strcet

Mordialloc 3195

Broad Insight

St John's Ambulance Brigade Hall
Pascoc Vale Road

Vacana 3047

Dinah § Henry Krongold Centre

for Exceptional Children
Monash University Faculty of Ed.
Clayton 3168

Noah's Ark Toy library
28 ‘The Avcnue
Windsor 3181

Early Childhood Development
Programme (SW Rcgion)

Victorian Health Commission

173 Koroit St

Warrnambool 3280

Early Education for Hearing
Impaired Children

John Pierce Centre

169 Glen Ena Road

Ripponlca 3183

Early Intervention Program
Spastic Society Chelsea
Nepean Highway

Aspendale 3195

EPIC Children's Centre

Preston Institute of Technology
Plenty Road

Bundoora 3083

Frankstor Special Developmental
School

Victorian Special Ed Dept

32 Cranbourne Rd

Frankston 3199

Handi-Help Playgroup
Brunswick Council

12 Hunter Street

West Brunswick 30SS

» ) 25;3
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Intervention Unit

Royal Childrer's Hospital
Flemington Road
Parkville 3052

Kallemondah SDS

Victorian Special Educ Dept
Tallarook Street

Seymour 3660

Kalparrin Pre-school for
Handicapped Children

1 Church Avenue

Grecnsborough 3088

Kankama Day Training Centre
Mornington & District

1.H. Person's Welfare Assoc
Horsham 3400

Malvern Playgroup for
Handicapped Children

Uniting Church Hall

13 Spring Rd

Malvern 3144

Mansficld Autistic Playschool
Kitchen Street
Mansfield 3722

McCallum House Early Intervention
Programme

Ballarat Mentally Retarded
Children's Welfare Assoc

Sebastapol Strect

Ballarat 3350

McDonald House School for
Deaf Children

Edwards Road Flora Hill

Bendigo 3550

Melton Special Developmental School
Victorian Dept. of Education
"Djerriwah"

Melton 3337

Monkani Centre for Mentally
Handicapped

Dixon Avenue

Croydon 3136

Monnington Centre
Victorian Education Dept
1S Adeney Avenue

Kew 3101




VICTORIA (cont)

Moorabbin Day Training Centre
Moorabin Assoc for the
Intellectually Handicapped
"“The White House 1 Anne Street
McKinnon 3204

Mulleraterong Centre for I,H.
Children & Adults

Alexandra Parade

Hamilton 3300

Nobcl Park Special Developmental
School

Victorian bept. of Education

41-43 Callander Road

Noble Park 3174

Numurkah Special Developmental
School

Victorian Dept. of Education

O'Connor Street

Numurkah 3636

Oakleigh Special Developmental
School

Victorian Dept. of Educ~tion

1 Renver Road

Clayton 3166

Parent Guidance for Profoundly
Hearing Impaired Children

625 Swanston Street

Carlton 3053

Peter Harcourt Centre
Havlin Street
Bendigo 3550

Pre-kindergarten Home Visiting
Service § Playgroups
Yooralla Society of Victoria
Nylex House 10 Oueens Road
Melbourne 3004

Pre-schools § Visiting Kindergarten
Teacher Service

Yooralla Society of Victoria

Nylex House 10 Queens Road

Mclbourne 3004

Princess Elizabeth Jnr. School
for Deaf Children

90 Elgar Road

Burwood 3125

Shannon Pk Early Intervention Project

Spastic Childrens Soc. of Victoria
Balcombe Rd & Shannon Avenue
Q Newtown 3220

Aruitoxt provided by Eic:
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Shepparton Toy Library Playgroup
C/- Special Education Unit

150 Hayes Street

Shepparton 3630

Sunshine House Early Parental
Intervention Program

Sunshine Helping Hand Assoc

121 Tallintyre Road

West Sunshine 3020

Tehan House

Echuca & District Intellectually
Handicapped Childrens Assoc

High Street South

Ech' ~a 362S

Wallara Day Training Centre Early
Intervention Programme

Dandenong & District Mentally
Retarded Childrens Welfare Assoc

36 Potter Strect

Dandenong 3175

Wattle House Day Training Centre

Maryborough Mentally Handicapped
Childrens Welfarec Assoc

20 Christian Street

Maryborough 3465

West Gippsland Centre for
Retarded Children

48 Mason Strect

Warragul 3820

Windarring Day Training Centre for
Intcllectually Handicapped

Baynton Strcet

Kyneton 3444

Yarrabah Spccial Developmental '
School

Education Dept. of Iducation

64 Nepean Highway

Aspendalce 3195
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QUEENSLAND

Cairns West Special Pre-school bnit
Qld Dept. of Education
Cairns West State School
Hoare Street 487D

Catholic Educational Centre for
Deaf Children

117 Agnew Street

Norman Park 417D

Central Assessment Clinic
Intcllectually H'capped Services
Dept. of Health

"Biala” 27D Roma Strcct
Brisbhane 400D

Child language & Bchaviour
Therapy Programme

C.H.T.L.D.

“Glenleighden'* Cubberla Street

Fig Tree Pochet 4069

Cootharinga State Special School
Townsville 4810

Farly Education Support Group
Pept. of Lducation Wide Bay Region
Special Education Centre

164 Woodstockh St

Maryborough 4650

Early Intervention Program
Acacra Specia}l Pre-school Unit
Chardean Street

Acacia Ridge 4110

Early Intervention Program
Aspley Specral Pre-school Umt
Horn Road

Aspley 4034

Early Intervention Group

Autistic Childrens Therapy Centre
Cnr Jackson & Hellawell Roads
Sunnybank thlls 4109

tarly intervention Program
henmore South Special Preschool
Glenfrew Street

Kenmore 4069

Larly Intervention Program

Mt Gravatt Special Pre-school Unit
Nursery Road

Mt (Gravatt 4122

RN

Early Intcrvention Programme
Spina Bifida Assoc cf 0ld
387 Ol4 Cleveland Road

Coorparoo 4151
Infant Stimulation Programme
QSNCWA

14 Jordan Terrace

Bowen Hills 4006

Mackay Early Childhood Inter-
vention Programme

Department of Fducation Special
Education Unit

Cnr Pinder § Ferguson Strecets

Mackay 474D

Narbethong School for Visually
Handicapped Children

Department of Education

Cnr.Churchill § Salisbury Streets

Buranda 4102

pre-school fo~ Hearing Impaired

Department of Education

Special Education Unit Leichardt
Ward Statec School

North Street

Rockhampton 470D

Special Education Pre-school Unit

Department of Education

Assoc for the Pre-school Education
of Deaf Children

0'loan Strcet

Yerongpilly 4104

The North 0ld Society for Crippled
Children

Warburton & landsborough Streets

Townsville 4810

The 01d Spastic Welfare League
Oxlade Drive
New Farm 4005

Townview Special Education Unit
Department of Education
Townview Primary School

Mt Isa 4825

W.R.Black H'capped Childrens Centre

Uniting Church Special Caring
Services, Laure) Avenue

Chelmer *068

Xavier Hospital for Children
388 Cavendish Road
Coorparoo 4151
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DOWCH ANCTRALLA
Barhuma "Scawinds' bay Care Centre for
Central Districts Mentally H'capped Totally bependent Children
Childrens Assoc. Inc, Adelarde Central Mission Inc.
Covent ry Road {(Uniting Church)
Smithfield Plains 5114 Katc Cocks Memorial Family
Services Inc
Bresle House Day Care Centre 46 Wattle Avenue
Flinders Mcdical Centre Bept of Hove 5048
Pacdiatrics
Bedford Park 5042 Suncden School
Suneden Retarded Childrens Weifare
vevelopmental Learning Programme Association Inc
for Young Down's Children Mcinerney Avenue
Down's Children Inc. Mitchell Park 5043
Adelaide College of Arts & Educ.
Holbrooks Road The Community Based Program
Underdale 5032 The Autistic Children's Assoc
of SA (Inc)
Home Linison Officer Service 3 Fisher Strcet
{Orana) Myrtlec Bank 5064
The Mentally Retarded Childrens
Society of SA Inc Townsend Pre-school for learing
ol Unlcy Road & Hearing Impaired Children
Parkside 5063 Education Department
Smith Avenuc
IRS Activity Advisor § Physiotherapy Hove 5048
Service
Intellectually Retarded Services Whyalla Early Childhood Resource
Branch Centre
Cramond llouse 2 Prescott fce 84 lockhart Strcet
Toorak Gardens 5065 Whyalla 5¢00
Integrated Playgroup Woodville Spastic Centre
Educat ron Dept / Intellectual SA Spastic Paralysis Welfare Assoc
Retarded Services 98 Woodville Road
Mansfield Ph Jnr Primary Scheol Woodville 5011
Dudley Strect
Mansficld Park 5012
Kent Town Pre-school
Educat ion Department
Fullarton Road
Kent Town 5067
Port Piric Handicapped § Retarded
Childrens Centre
Port Piric Dist Hospital Inc
Alexander Street
Port Pirie 5540
Regency Park Centre (K'garten)

The Crippled Childrens Assoc of SA Inc
Days Road
Regency Park 5010

ERIC 258
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WESTERN AUSTRALIA

Child Development Centre
WA Public lealth Dept

16 Rheola Strect

West Perth 6005

Early Childhood Services Branch
Education bept of WA

1186 llay Street

Kest Perth 6005

Larly Intervention Program
Catherine McCauley Centre

Station Road

Wembley 6004

lLarly Intervention Program
Sutherland Blind Centre
Sutherland Avenue 6062

Ixceptional Childrens Project
University of WA Child Study Ctre
Mounts Bay Road

Crawley 6009

Hearing Assessment Centre
Education Dept of WA
Johnstone Street
Peppermint Grove 6011

"lrabeena"

Mental Health Services Division for
the Intellectually Handicapped

53 Ord Street

West Perth 6005

Royal Western Australian Institute
for the Blind

151 Guildford Road

Maylands '6051

Spastic Welfare Assoc of WA Inc
40 Rookwood Strect
Mt Lawley 6050

The Speech & Hearing Centre for Deaf
Children WA (Inc)

Dodd Strect

Wembley 6014

White Gum Valley Special Schoo:
Preschool

Stevens Street

White Gum Valley 6162
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TASMANIA

Afternoon Group

Lady Gowrie Child Centre

17 Runnymede Street

Battery Point 7000

Afternoon Group

Education Department
wWarrane Kindergarten
Cambridge Road

Warranc 7018

Early Intervention Program
Douglas Parker Rehad Centre
31 Tower Road

New Town 7008

Early Intervention Program
Bruce Hamilton School
Eimsleigh Road

Moonah 7009

E‘ucation Department, Tasmania
St Michaels School

22 tloble~s Bridge Road
Launceston 7250

Kindergarten

lady Rowallan School

231 Campbell Street

Hobart 7000

Languaje Unit

Lady Rowallan School

231 Campbell Street

Hobart 7000

Language Intervention Programme
Education Dept (Northern hegion)
Spcech Pathology Clinic

160 St .John Street

Launceston 250

Miranbeena

Royal Childrens WelfarJ Assoc
Prc-education & Training Centre
306 Mount Street

Burnie 7320

Motor Development Program
Education Department

C/- Assessment Centre
Albuera Street liobart 7000

Parent -Baby Group

Dept.of Health Services, Tasmania
“Elonera" Handicapped Childrens Ctre
Kelham Street

Launceston 7250
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TASMANIA (Cont)

Quindalup Day Training Centre
Mental Healtn Services

43A Pirie Street

New Town 7008

St Giles Home

Soc. for Care of Crippled Children
65 Amy Road

Launceston 7250

NORTHERN TERRITORY

NDown's Syndrome Association of N.T.

Early Intervention Program for
Hearing Impaired Children

Education Department

Stuart Park School

Nudl Street

Oarwin 5790

AUSTRALIAN CAPITAL TERRITORY

ACT Schools Authority
Special Education Scction
Macarthur House
Northbourne Avenuc
Lyncham 2602

David St Therapy Centre
(Hcalth Commicsion)
Oavid Street

0'Connor 2601

Hartley St Centre Pre-school
Turner 2601

Xoomarri Special School
56 Oryandra Strect
0'Connor 2601

Malkara Special School
Wisdom Strcct
Garron 2605

Preschool Program
Cranleigh School

Holt 2615 258
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APPLNDIN

SITE VISIT INTERVIEW/OBSERVATION GUIDELINE

VISIT REFERENCE DETAILS: Rescarchers:

Date:
Name of program:
Name of organization:

Address of program: Building
Street
Suburb/Town
State Postcode: Phone:

Address of organization (if applicabie):

Building

Street

Suburb/Town

State fostcode: Phonce:

Personncl providing information:

Name Position

Arcas obsecrved:

Specifics of Program(s) Obsecrved:
Date:

Time:

Location:

Type:

Client:

Client Type:

Relationship to total program:

Arcas of coverage during interview:

Background
Environments/Wider System
Clients

Structure

Process

General/Opinions

Matcrials mailed to Schoncll Centre:

Materials collected by the rescarch tecam:

Q 28f
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CODE 1 - BACKUGROUND INFO. DESCRIPTIVE
e e e e et oo . COMMENTS/ NOTES
1. How would you describe your program?
a) Home-based; centre-based; integrated H/C;
combination H/C
b) Specific development urecua; comprehensive
developmental arca

2. Could we check the history of the program?
in what ycar did your program begin to offer
services (even in cxperimental or pilot stages)?
what led to its beginning?
Lobbying by parents; formal nceds asscssment; an
informal study of needs; cfforts initiated by
sponsoring organization.
Wus there some particuliay person/group involved?
Where there purticular stages in its history that
stand out?
flus your program chianged since it sturted?
if so, what type of changes occurred?
What cffccts did these changes have?

How would you describe the size of the geographical
arca scrved by your program?

W

4. How would you describe the objectives of the program?
Firstly, what are the broad goals you are trying to
achieve?

If there are u number of aspects of the total program,
what arc your gouls for cach onc?

5. Do you have any policy statements which cover the
following? (If no written statements, pleasc describe
what vour policy is)

a) The functioning of your program.

b) Etigibility to rcceive services.

c) Dutics ov staff.

6. If you cannot accommodate all requests for your services
how do you decide which children will be served?
Do you cver make exceptions to your rules? If so, on
what grounds?

7. Do you have any written statement on the rights of
handicapped children and/or their parents? Yes/No.
If yes, copy.

8. a) Do your clicnts make usec of services provided by other
organizations (c.g. diagnostic services, short-term
rclicf)?

b) [f so, do you have a policy with regard to the usc by
your clients of services provided by (other) government
departments or (other) organizations?

c) If so, what coordination or communication occurs between
your program and such other organizations?

d) If so, is therc an cmphasis on the same goals by you and
the other organization, or arc there differences?

ERIC 24y




CODE

INFO.

11 - ENVIRONMENT(S)/WIDER SYSTEM

A83

DESCRIPTIVE
COMMENTS/NOTES

A. Network
1. Are there any groups/organizations serving similar
age group and/or disability with whom you have on-
going contact?

l.

B.
T. Can you pleasc provide full details of the funding
of your program (Source(s); Method(s) of obtaining funds).

Have you tried to get funding from any particular

ERI!
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If so ... (2 - 4)

. Could you provide uny information on the services

provided by these groups/organizations?

What are the general objectives of these groups/
organizations?

. What is the relationship of your service to these
groups/organizations?

Resources

source and been unsuccessful? If so, do you know why?
De. you have a financial statement that we can take with us?

Personnel

We'd like to tulk with you now about the pcople partici-
pating in the program other than those who arc employed

by your own program.

Do you have any outside consultants/advisers/therapists

who participate in your program?

If so, why do you have these pcople as consultants/

advisers - do they have special cxpertise? (Number;

Roles; Purpose/frequency of visits; Organization to

which they belong; Records kept by these people and
availability to staff: Mecetings - what purpose? who calls
mcetings? how often? regutar or irregular? who directs
mecetings)

Do you make usc of volunteers other than parents?

[f so, can you answer some questions about these volunteers?
What role/s do thev play in the program? (Note: c¢neck to sce
if different roles are played by different voluntary workers)
How do you go about sccuring their services?

What characteristics do you have i1n mind when you accept
voluntecers?

where do most volunteers come from?

Do you have iany details on the use you make of volunteers

in your program? (Numbers; Frequency; Dutices).

Do you have i training program for voluntcer workers?

Why? Why not? (f yes, who does the triining?

. Eg.rrgm_u_nity Suggort

In your program do you makec use of groups in the community
(c.g. service clubs. church groups, high school students)”
[f yes, coutd you tetl us about what they do?

. Student Trainces
Do any collicges or universitiecs place their students wath

your program?
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CODE

A84

Il - ENVIRONMENT(S)/WIDER SYSTEM (contd) INFO.

DESCRIPTIVE
COMMENTS/NOTES

[f so, arc the students involved in short visits
or extended training? (Type; Number; Institution(s)
Involvement - Obsecrvation - Practical).

S. Rescarch Component (External)
Do you have any outside researchers making a study
of your program or doing research on your clients?
- Identify groups conducting research
- Identify type of rescarch undertaken to date
- Identify policy/procedure governing outside
research
Do parents have a role(s) in the outside rescarch
program?
[f yes, is this entirely voluntary or arc they required
to play this role in order to have their children
participate in the program?
111 - CLIENT
A. Child

We're interested 1n checking on the numbers and kinds
of children served by your program.

.

3%

(=]

How many children are participating in your program?
(Handicapped girls; handicapped boys; total of
handicapped children at the age of under one year -
1-2 years - 2-3 years - 3-4 years - 4-5 years - 5-6
years - non-handicapped children (total only))
How many children have as their primary disability:
mential retardation:; a1 physical disability; a hearing
disability; a visual disabiltity; multiple handicaps
(no primary disability distinguishable)?
Other (please specify).
{f :ny children have more than one disability, would
you tcll us how many cascs there are of each disability
in your program?
(You would count a child with hearing and visual
handicaps two times, once for cach disability):
Cases of mental disability; Cases of physical disabiltity;
Cases of a hearing disability: Cases of a visual dasabtlity;
Cases of other disabilities (plea<e specify).

. On average what is the total numbr of hours per week spent

by the children served by your program?

On average, what 1s the number of hours per sesston spent
by the children served by your program?

On average, what is the number of scssions participated
in by the children served by your program?

. bParents/Family

_Can the parents of the children in your program be deseribed

is predominantly belonging to any particular kind of group?
[t yes, what kind of group? (lIncome or sociocconomic group;

occupational group; sociial group; ethnic group; rcligious group).
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FACT SNEET ON CHTLDREN SERVED BY TH_PROGRAN(S)

Look tng at your piogram componcnts in terms of the scettings (see defonition
below), please thll in Table U with the appropriate numbers.

For the following table, these definitrons will apply:

A. llome-based = all or most direct training offered by the
program occurs in the child's home.

B. Centre-based = all or most direct training offered by the
program occurs in a centre {whether a permancnt
facility or a mobile unit),

C. Integrated Home/Centre-based = a program offering o balanced
combinition of Home and Centre services to the
same children or families.

Note. Combinations of the above three groups also exist for exampie, a
service may provide o home-based program for 4 group of 20 <hildren, a centre-
based progiam for another group of 20 (hildren, and an integrated program tor
a third group of 20 children.

Table 1
Home-based Ccntrc-bascdl Integrated Home/ Total
Component Component | Centre-based
I T 1
; Hand icapped boys §
! i
Handicapped girls ! !
i !
'
! Handicapped i

children aged

Under one year

- 2 years
2 - 3 years
3 - 4 years
4 - § years
S -6 years

Non-hand i capped
chitdren

Hours per week

spent on average
by children served

Hours per scs<s<ion
spent on average
by children served

Scssions per week
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FACT SHEET ON CHILOREN SERVED BY THE PROGRAM(S)

Looking at your program components in terms of content or development arcas,
plcase write the name of the content arca in the columns (up to 3 possible)
and £ill in the appropriate numbers 1n the rows of Table 2. (Examples of
content Jdredas: cognitive, sensori-motor, social/emotional, pluygroup,
language, speech, stimulation, comprechensive).

Table 2

Handicapped boys

Handicapped girls

Handicapped
children :ged

Under one year

1 - 2 years
;
2 - 3 years !

3 - 4 years

4 - S5 years

S - 6 yecars

Non-handicapped
children

Hours per weck i
spent on average
by children served

Sessions per weck

O
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CODE III - CLIENTS (contd) INFO.  DESCRIPTIVE
COMMENTS/NOTES

Do you know how many children arc 1n the largest
family served by your program? If yes, how many?
Do you know how many children are in the smallest
tamily served by the program? If yes, how many?
Can you cstimate how many brothers and/or sisters
the children in the program have, on average?

If yes, how many?

*Can you estimate how far away from the Centre, 1s: (The asterisked
The closest family scrved? questions apply
The most distant family served? only to programs
*How are¢ most children transported to the Centre? with a centre-
*Is the cost of transport the responsibility of based component)

parents? 1f not, who pays this cost?

2.-3. Do you have an initial interview(s) with the
parents before or during the time a child is entering
the program?

If yes, plcase describe the interview (Nature;
duration; frequency).

Do you have any contact with the parents of children
in your program?

1f so, what kind of contact? (regular or sporadic;
brief or lengthy; written (newsletter, progress rcports)
or oral (telcphone, face to face)).

what is the purpose of contact with parents?

Do parents visit you at the Centre, or do you visit
parents in the home?

D. you contact parents as individuals or in groups?
How do you make arrangements for contact with parents?

4. Arc parents involved in your program(s) at all?
If yes, how do you view the parents' role in your
program? (Providers of input to decision-making on child;
providers of input to decision-making about programming;
caretakers at centre; teachers of own children at home;
participants in program at centre; supporters of cach
other as parents; playmates of children).

S. Do the parents of the children served by your program have
a parcnts' organization?
If yes, can you describe it for us? (purpose, type,
numbers; relationship to program operation).

6. Does your program initiate organized group mectings or
workshops for parents of children in the program?
If yes, can you describe the mectings or workshops?
(Why arc they held? How is information circulated about
them? How often arc they held? How long do meetings last?
Who directs the mectings?)
If your program has a centrec-basecd component, can parents
drop by informally at their convenience, or arc there
particular times when planned visits are appropriate?

7. Do parents ever initiate formal mecetings for such purposes

as discussion, learning, or mutual support?

If yes, can you describe thexe meetings? (ahv do they meet?
. How often” Who organizes und controls them? How s information
[E l(: circulated about them?)
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CODE I11 - CLIENTS (contd) INFO. DESCRIPTIVE
__COMMENTS/NDTES

Do parents ever meet informally with each other?
1f yes, can you provide Jdetails or examples?

8. Do parents ever exert pressure or offer encouragement
to continue programs or establish new ones?
If yes, can you give us some details or examples?

A STAFF DATA FORM WAS INSERTED TO PERMIT COLLECTION Of THE FOLLOWING INFORMATION,
WHICH WAS BASED UNDER THREE CATEGLORIES, E.G. REGULAR, CONSULTANT/ADVISORY AND
VOLUNTEER:

Name, Job title, Job description, Qualificatiuns (including any expertise in
activities, such as music, art, drama, etc.), In-service training; Status of
position (Full, Part (hrs), Sex, Age; Length time in present job; Previous
related cmployment/experience; Any disability).

CODE IV - STRUCTURE INFO. DESCRIPTIVE
COMMENTS/NEEDS

A. Physical

1. Physical description of building
- Pre-school, - Rooms,
- House, - Hall, - Other.

2. s the butlding used exclusively for the program
or shared with other users”
- Exclusive use, - Share
(Building, Outdoor area, Other facilitiev).

3. (a) Draw a sketch plan showing permanent spicc areas
and estimate dimensions (perhaps use other side
of page).

(b) Describe the physical accesses into the building
and program arecas.

(¢) Describe the type of dividers used tc provide
program areas (e.g. fixed, movable).

4. (a) Group area
- floor, - table and chairs,
Individual/small group arecas, Doll play area,
Cubby, Time-out arca for behaviour problems,
Trampoline/climbing apparatus, Water play avea,
Sand play area, Mirrors, Wash basins (in addition
to those in toilet area), Other.

(b) - Office, - Work office
(preparation space), - Relaxation areas (lunch),
- Visiting professional area, - Other.

ERIC 294
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COnt: IV - STRUCTURL (contd)

(¢) - Kitchen, - Toilets/wiash basias/showers/bath,
- Storage arca (for cquipment/matrerials) -
note how castly accessible, - Sicx-bay/resting,
- Access of outdoor spaces with tndoor (spill
over), - Other.

(d) - Climbing trame, - Bulance logs, - ‘Tunnels,
- Tyres, - Swings, - Other.

(e)

(f) (1) For_program
- Type, - Amount, - Fixed/movable,
- Storage arrangement.,

(rm)

For maintenance/operation
- Typewriter, - Duplicator, - Other (specity)

(111) Who decides on what equipment and materials
are required and what procedure i1s followed
1n order to obtain desired equipment

materials?

5. Site Location

How would you describe the type of families who
live in the surrounding area?

NGO

- City - high density/dense, - Suburb - dense/scattered,

- Town, - Rural.

6. Transport
() What modes of transport iarec used by clients?
- public transport; - special services provided
by clients; - client private resources (own
car, car pool, walk).

(b) Do any parents experience transport problems?

(c) Do you know of any children who are excluded

from the program because of transport difficulties?

ERI!
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DESCRIPLIN
COMMENTS/NORES

Descnrhe any
other arcas

Describe out -
door arcas.

Describe
arrangements
made with space
to make provi-
sion for

speci fic program
activities that
do not have
permanent pro-
gram spuacce.

Also describe
the primary
purpose of usage
for specific
areas of
demarcation,

Describe the

type of cquipment

and materials (in

general terms)

that are available
for use.
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CODLE IV - STRUCTURE (contd) INFO.

7. Other Services

What arc the other rclevant services which are in

immediate proximity to this centre?

- Community general services

- Other services for disabled people

- Other education services for preschool children.
B._Hierarchical
1. Do you have any organizational charts giving detarls

about how your centre is organized administratively?

2. Regular staff (special attached forms)

C. Reports

D. Communicating (11kely to be some overlap with I,1L,111)

1. Kith Environment
Publicity about the program

(a) General pudblic

1s the public made aware about the function

and services offered? (Yes/No).

If yes, how? (Word of mouth, Brochures,
Promotion week, Advertisements-Radio/Television,
Other).

are efforts made to reach out 1nto the community
to wmprove the image of the agency and 1ts clients?

{b) Potential clierts
- What procedure 1s followed to make contact and
provide information for potential clients?

{c) Related services
What other services are kept informed of what
you offer and to whom you offer your progran’

What procedure is followed 1n making these contacts?

(4) Knowledge of population in NEED but not being
reached.
Do you think your program is not reaching some
children?
If so, why are some clients being reached?
what information do you have on those not
receiving service?
What other services {programs for handicapped
children) are they likely to be in?
How do you identify those not receiving your
services?
What attempts, if any, have you made to contact/
include these people?

2. 1ith Parents
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. COMMENTS/NOTES

Covered under
background

Information
obtained within
Clients and

P rocess.
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COnE IV - STRUCTURL (contd) INFO DESCRYPTIVE
_ COMMENTS/NOTES

3 Regular Staff

{a) Inxzervice
What wnservice programs are available
to staff? (- Ffypes, - [requency, - Purpose)

Who SPONsSOrs inservice programs?

Has any member of your staff attended a conference
of seminar outside the centre this year’

(b) Mectings
what types of staff mcctings do you hold?
How frequently do you have mectings?

() Case Drxcussaons

Do you have case discussians?
1f so0, how frequently are they held?

When are parents avolved?

what 1s the procedures for selcction of
children for case discussion’

v e A Aot e e % et m——e . Smm A e e . m—— - % e——

¥ - PROCESS
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A, Plannung
} what 3 the proccdure used for dealing with
new tlicents?

Docs & parent nterview take place av this porat?
1f 50, does the intervaev tnvolve both parents”

Which staff members arc usually wncluded 1n the
interview”?

Are any forms of assessment made of the child's
development at point of cntry to the program”
iIf <o, what forms of asscssment are made?

Which staff necabers are involved?
Which particular asscssment instruments are used?
what records arc kept of foras of as<cssaent?

what information 1% likely to hc alrcady known
about the child'< development at the point of
entry to your progrom?

Fros what sources would the information be available?
tiow 1s the information obtained by your staff?

What 1s the range of <ources for referral of
children to your program?

whiat are the most Common sources”

I~ 1t required that the parents refer their child
v1a any particular source”
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V - PROCESS (contd) INFO. DESCRIPTIVE
COMMENTS/NOTES

We need as much information as possible about the
specific components of your program. Do you have
any written description of your curriculum that we
can look at, or would you prefer to describe the
details of each program area?

Are there any aspects of development that you see
as the main focus of your program?

What range of developmental areas do you sec your
program as covering?

Could you give us as many details as you can about
specific programs which you implement for the
children.

How many weeks of the year does your program
operate?

How many hours per weck does your program operate?

Do you have a time-table we can look at?

How do you determinc the program for each child? These
- individual program, - group program, questions
- developmental area of program. apply ONLY

to programs
with a home-
visiting

Arc you able to arrange for supplementary component.
services from other agencies for children with

particular nerds?

If so, what kinds of services and from what

agencies?

What forms ot ongoing evaluation do you usec for
changing und developing each child's program?

Arc uany of your children at the moment receiving
outside services that your staff recommended

for the children?

What are the purposcs of the home visits?

Who makes the home visits?

How often are they made?

How long do the visits tend to last?

What do you scc as the value of these visits?
Can you give us detailed information about roles

and duties of cach staff member (full-time, part-
time and voluntary)?

How does your program relate to other Services to
your c¢lients in the surrounding areca?

Juy
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CODE V - PROCESS (contd) INEO. DESCREFEIN
e e e e e e e i ”(:U.\I.\ll..\"l'S/.\Ull\'
7. Does your program lend cquipment or materiuals

to the children and/or famiiies served by

your progriam?

It so, can you give some detuils?

- procedures (formal, informal)

- kinds of cquipment or materials

- frequency ot usec.

8. 1s therc unything about your program that you
think is unusual or different from other similar
progriams?

B. Operating
. L. For programming, how do you group your children
or assign staff to work with individual children?
How do you allocate your staff timec for various
weekly activities or programs?
How do you organize the use and pluzement of
cquipment?

2. what areas of spiuce do you usc for each aspect
of your program?

wWhat types of equipment do you have”
How is the cquipment used?

3. Does your staff have any particuliar unified
approach to intcraction with the children?

4. What bchaviour management techniques are usecd in
your program?

S. What do you sce us the valuec or purpose of play
in your program?

Would you consider atl your staff to have the
same views about the value of play?
If not, what differcnces of opinion may exist?

What would you think the parents see as the
vilue of play?

6. Do many of your parcats have access to a
toy library?

C. Monitoring and Control

1. Does your program usc any particular methods of
evaluating its services?

2. what dctails of the chi1ld's progress are recorded?

Do you usc any particular checklists/tests, etc?

301
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V - PROCESS (contd) [NFO. DESCRIPTIVE
COMMENTS/NOTES

Do you kcep documents of the child's progress
which hiive been collected by other agencies
(c.g. Central Asscssment Clinic, ete.)?

If so, what sort of information do these
agencics provide?

3. Do you hive any means of guthering information
about the ¢hild's relationship with his
tamily/care givers?

It so, what mcans do you usc?

Arc there any relationships within the family
upon which you focus your attention?

How would you describe the relutionship between
your statf and the c¢hildren's parents?

4. What is the pattern of your contact with purents These yuestions
in the centre setting? apply only to

programs with

i centre based

component

Do you arrange interviews with the parents at
the centre?

[f so, how frequently? Who would be present at
these meetings? How long would they be likely
to last?

tiow do you communicute details about eiuch child's
progress and needs with the parents?

Do you have written reports tor parents?

S. Rescarch Component (Internal)
Are any of your staff members making a study of
your program or doing recscarch on the children
in the program?
- Identify staff conducting research
- Identify type of research undertaken to date
- Identify policy/procedurc governing research.

Do parents have a role(s) in the internal
research program?

If yes, is this entirely voluntary or are they
required to play this role in order to have their
children participate in the program?

o e P —— e ¢ - S v E———— S ot o o 7 ¢ Smamim - & e——

VI - GENERAL QUESTIONS - OPINIONS
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1. Any specific problems/needs?
2. What are main strengths of program?

3. What are main weaknesses/problems of program?
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COOE VI - GENERAL QUESTIONS- OPINIONS [NEO.

4. What are the main needs - to
continuiation of program - to
further development?

S. Arc there any questions that
asked? Do you have comments
have not touched on?

] El{fC‘
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APPENDIX J

TABLES OF BASIC INFORMATION ON PROGRAMS

The following tables arc based on questionnaire data supplied by
programs. For each state, programs are listed alphabetically by program
name; information on each program included: (1) the number of children
in the program; (2) their age; (3) their primary disabilities; ()
the number of children receiving a home-based, centre-based, and inte-
grated home-and centre-based service; and (5) the number of full and
part-time staff in various disciplines (teacher, physiotherapist, occu-
pational therapist, speech therapist, psychologist, social worker , and
other). The hours of staff involvement, although requested in the
questionnaire, do not appear here.

Programs sometimes provided only cstimates. For this reason there
may occasionally be inconsistencies between totals and subtotals.

Numbers of nonhandicapped children or older children (above the age
of six) are included in totals only when it has not been possible to ex-
clude them on the basis of information provided. Where possible, available
information on brecakdowns of the totals has been provided in brackets in
the "Other’” column.
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NEW SOUTH WALES :

TAOLE OF BASIC INFORMATION ON PROGRAMS

No, . P
PROCRAN NAME ehil- Age Disabilities Progras - Staff (I'ull-linc and Part-tiac) ]
Jdren B0-2)2-4] 4+ % Phys |intell | Vis | Heur [ Mult I0ther §llom~|Centrel H/¢ [ Teacher{Physio | OT | S T 'l‘sych So¢ Wk ! Qtrer

A.C.L.D. PRE-SCHOOL 14 6] & 14 14 H t

PROCRAM, PEAXHURST

ALLOWAH BABIES HOSPITAL 19 10} 9 S 13 i 19 i i 1 Assistent i

(Restdential) .

ARMIDALE § NE¥ ENGLAND 13 i 41 8 ? [ 4 8 2 2 i 1 1 Paediatrician I

POSPITAL i

BABY STIMULATION PROGRAM 79 34| 22§23 1§ ] $2 1 4 4 44 3% 4 1 1 1 1 {1 Cooordinator !

& PRE-SCHOOL PROGRAM 1 Psychiatrist

(NEWCASTLE C.A.E.) {
s

BEXLEY THERAPY CENTRE 178 stji0] 8 $9 90 8 H $ 150 ? 2 H H i t Aide/Dev.0ffice

BRODERICX SCHOOL FOR 10 it} L] H 10 H H H 1 1 U 13 Aides

CRIPPLED CHULOREN

(Pre-School Program)

CHILD DEVELOPMENT 14 4 1tthro 1 143 1 1 13 ? [ 1 1 1 1 Community Nurse

PROGRAM (NEFD CENTRE)

CHILD STUDY CENTRE ] 1] 6 7 1 1 S 2 t Teacher trainces

(XURING-GAL CAE)

COOINDA PLAYGROUP FOR it )7 9 H it 1 t

SPECIAL CHILOREN

DEVELOPMENTAL STIMULA. 1} o] $ 3 9 3 15 1 1

TION PROGRAM FOR INFANTS

(Royal Alexandra

Hospital for Children)

DOWN'S SYNDROME PROGRAM | 2t 1] afs 2 7 | e 3 1

(MACQUARLE UNIVERSITY)

EARLY EDUCATEON CLINIC, | 170 12 jiss] 3 $S s i70 H H 1 i Clerx

CAEMORNE (MACQUARITE

UNIVERSTITY)

EARLY PORTAGE INTERVEN. 66 34| 28 ¢4 H 60 3 1 |so 16 1 3 Nurses

VENTION PROJECT

(BARINGA HOSPITAL)

ERIC
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NEW SOUTH WALES - page 2

No. . .
PAOCRAM NAME chil- Age Disabilitics Progran Seaff (Full-time and Part-tiac) !

dren  J0-212-4144 8 Phys lintell | vis | Hear | Hult [other Etiomc]Centrel /€ | Teacher [Physio OT | ST {Psych f30c Wx Other ]
ENFIELD N.Vv. DEVELOP. 121§ 27| 29]6s 1s [ 108 1 12 1 1 3 ? ? i
MENTAL PROGRAM (Royal
Blind Soclety of NSW)
GRAFTON SPECIAL NEEDS [ 1 S 2 3 1 [ 1 1 1 1 M.R. Training
PLAYGROUP Offrcer
GREENACRES 5.5.P. 81 11114 H $7 40 [} 9 Vol. Aides
HEARING IMPAIRID 132 1 13 5564 132 61126 63 5 Liaison with Aud.
(Guidance & Special Ed) iologist and Med.

Officer
HOME MANAGEMENT PROGRAM 16 N ? 1n 3 16 2 1 1 2 Teacher Aides
(Autistic Chn's Assoc.)
HORNSBY & XURING-GAL 72 31} 2120 3 66 3 n 1 3 2 1 1 1 Driver
AREA NEALTH SCRVICE
TLIAWARRA SOCIETY FOR 42 S| 6131 17 20 S 3 335 4 1 1 1 Physio.Aide
CRIPPLED CHILOREN Nursing Staff
1
INTELLECT. & PIYS. 64 8[s6 64 b oes] Detail not !
H*CAPPED CitN*S ASSOC.OF recorded '
NSW (Bambi Private '
Nursing llomc)
INTELLECT. & PHYS. 12 12 12 12 4
H'CAPPEO ClIN®S ASSOC,OF
NSW (Hoxton Park School
MANLY - WARRINGAN PLAY. ? 2 4l 7 7 1 1 i
GROUP (M-¥. School for
Crippled Children)
MARSOEN REHAB, CENTRE 9 9 9 9 3 1
(Laurel House)
MIROMA RUDOLF STEINER 1" &6 S 3 8 u 2 1 1 Music Ther:
SCHOOL., VAUCLUSE I Eurythmist
1 Masseuse
n

ERI

Aruitoxt provided by Eic:

306




NEX SOUTH WALES - page 3

PROGRAM NT

No.—
chil-
dren

Disabilities

Program

Staff (Full-time and lart-time)

Tntell

Vi

MHear

Hult

Centrel H/C

Teacher

Physio

0T

ST

Peych

Soc Wi

PARENT GUILNANCE/
ITINERANT TEACIHERS OF
THE OEAF (Catholic Centr]
or ear. Impaired Chn.)

PLAYGROUPS - SUBNORMAL
CHILDREN'S WELFARE
ASSOCIATION. RYDE

PRE-SCHOOL COUNSE LLING
§ SPECIAL SCHOOL FOR
MULTI-HANDICAPPED
BLINO CHILDREN,N.ROCKS

ST. GABRIEL'S SCHOQL
FOR TIE DEAF

SOUTHERN TABLELANDS
CHlI LD DEVELOPHENT UNIT

SPECTAL NEEOS PLAYGROUP

STIMULUS EARLY DEVELDP.
MENT PROGRAM FOR PRE-

'SCI0OLERS

|
TANGARA S.5.P

THE LORNA H00GKINSON
SUNSHINE HOME SCHOOL

THE SHEPHERO CENTRE
{UNIVERSITY OF SYDNEY)

LRI

1t

3 )

2

1 Supervisor
1 Nursce

1 Principal
1 Teacher-
Lihrarian

1 Secretary/
Teacher Aide

2 Nurses

1 Counsellor
1 Secretary

(4 siblings not h/
ages not recorded

3 Teacher Aides

Large mecical
staff in 1n.
stitution

1 Supervisor

2 Student
Teachers of Deaf

Aruitoxt provided by Eic:
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PROGRAM NAME chil- Age Uicahilities Program Staff (Full-time and Part-timc)
dren 00-212-4714¢ )l Phys Jintcll [ Vis [Hear [ #ult |Other Jilome]Centrei H/C Y Teacher[Physio | O T | 5 T IPsych iSoc Wk | Ot hes
AUDIOLOGY § PRE-SCHOOL 28 &l 15] 6 28 25 1 1 1 it Audiologist
CENTRE **TARALYE" (AD.C. 1 Technician
FOR CHN.WITH IMP.HEAR.) t Orthoptist
AUSTRALIAN CENTRE FOR 72 13] 23|36 Y] 26 H] 72 1 Clin.Director
BRAIN- INJURLD CH1ILDREN 26 chrn. are 6+)
BROAD INSIGHT 14 o] 6] 8 14 ! 13 H]
COUNSELLING, GUIDANCE S of 33 5 1 6 1 1
& CLINICAL SERVICES
(COUC.D.), FOOTSCRAY
EIP AND PRE-SCHOOL 111 30 48)33 5S 56 8s 1 15 8 ! 1 1 I Pacdiairician
(R.v.1.8.) 10 Ch.Cave hke,
BURNOOD 5 iome Adv.
5 Nurses
1 Oricat & Moblty
Instructor
EARLY EDUCATION FOR H 1| 1 : 2 H 1 ]
HEARING - IMPAIRED, I i
JOWN PIERCE CENTRE j
L
EPIC 82 33| 29]20 82 82 7 2 1 i 1 1 | Aide :
L
FRANKSTON SPECIAL 9 1} 6] 2 5 4 9 i 1 !
DEVELOPMENT SCHOOL (EDUC 1
HANDI-HELP PLAYGROUP, 15 2l 6] 7 H] 11 ! { 15 1 1 1 1 I Awde-lntewpreter
BRUNSWICK .{Z chn, arc 6¢)
| 1
XALLDMONDAH 50§ (EDUC) 1 1 1 1 ! H
i
XALPARRIN PRE-SCHOOL 38 6181 H] 33 38 9 H] 1 Peyen,
FOR HANDICAPPED 1 So¢ sorker
(1 child 6+)
XARXANA D.T.C. 3 3 i H] 1 H 1 1 ; |
HORSHAM H * \
I l
i ' |
. QO \




VICTORIA ~ page 2

O
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PROCRAM NAME ?zil- Age Disabilitics Progran Staff (full-time and Part-time)
dren [0-2)2-4] &+ ) Phys lintell [ vis | Hear | Mult |Other JHome[Centre W/C | Teacher Physio | O T | S 7 [Psych [Soc Wk frher

McCALLUM HOUSE EIP 16 8 S| 3 12 4 1 15 2 1 ) 1 1 1 1 Paedratrician
BALLARAT M.R. CHILDRENYS 1 Dentist
WELFARE ASSOCIATION
McDONALD HOUSE SCHOOL 22 212 21 1 22 2 1 1 Teachers Aide
FOR DEAF CHILDREN (16 chn. are 6¢)
MALVERN PLAYGROUP FOR 16 2i13 1 8 8 16 1 1 1
HANOICAPPED CHILDREN
MANSPIELD AUTISTIC 23 3j20 23 13 10 S 2 Staff Members
PLAY SCHOOL ravel

(20 chn. 6¢)
MELTON SDS (EDUC) 7 1| ¢ 2 6 1 7 1
MONKANI D.T.C. FOR 10 2] 61 2 ] 2 10 1 1 Physio.Asst.
MENTALLY HANDICAPPED
MONNINGTON CENTRE 15¢ All jundpr 14 21 |10 7 2 154 6 1 1 8 3 1 Welfare Off.
(EDUC) dy 2 Librarians

1 Audiologist

1 Interpreter

1 Medical Off.
MOORABBIN DTC, MOORA- 4 4 4 4 1 1 Sensory/Hotor
BBIN ASSOC.FOR THE I/H Teacher
MULLERATERONG CENTRE 4 2 2 2 1 4 1 1
FOR I/H CHN. & ADULTS
NOBLE PARK $DS (EDUC) 7 313 1 6 1 7 2 1 1 1 Welfare Off.
NUMURKAH SDS (EDUC) 6 312 1 S 6 1 1 ECD visiting

Nurse

OAKLEIGH SDS (EDUC) 15 32 15 11 4 3 1 1 !

]

1
PARENT GUIDANCE FOR 22 21317 22 22 2 ‘2 Audiologists
PROFOUNDLY HEARING 1 Student Specch
IMPATRED CHILDREN, Therapist
LINCOLN INSTITUTE

¢ 3UJ




VICTORIA - page 3

! v
Fo. Age Disahilities P aff )
PROGRAM NAME ¢hil- ge <a tics rogram La full-time and Part-t:ime)
. dren  §0-2]2-414+ § Phys Jintell [ Vis |itear | Mult [Other gllome|Centrel H/C [ Tescher [Physio [ O T 1 S T Psvchjﬁoc " fither
PETER HARCOURT CENTRE, [} of 3]s 8 8 2 ! 1 Teachers' Asst.
BENDIGO
PRINCESS CLIZABETH JNR.} 74 0| 866 60 0 74 20 1 1 2 1 6 Child Care
SCHOOL FOR DEAF staff
CHILDREN, BURWOOD 20 chn. 69)
ST. PAULS SCHOOL FOR 73 1 {567 38 38 73 [60 chn. 6¢)
BLIND & VISUALLY
HANDICAPPED
SHANNON PARK EIP SPAS- 17 6 110 | 1 3 11 2 1 17 1 3 2 2 1 1 Aide
TIC CHILDRENS SOCIETY
SPASTIC SOCIETY, 46 11 J26 | 9 23 18 1 ¢ 1 &S 1 ? 3 4 1 1 child is 6¢)
CHELSEA
SUNSHINE HOUSE EARLY 17 {2 ]4|n 17 1 16 2 1 1 1 M1 disciplines
PARENTAL INTERVENTION hvailable
PROGRAM, SUNSHINE Nursing Staff
HCLP ING HAND ASSOC.
TERAN HOUSE, ECHUCA § 4 1013 ] ] 2 1
DISTRICT 1/H CHILDREN'S
ASSOCIATION
i
WALLARA 0TC EIP 15 8 |7 8 7 6 9 . H 1 1 1
DANDENONG & DISTRICT
M.R. CHILDRENS ASSOC.
WATTLE HOUSE DAY 2 2 2 2 1 1
TRAINING CENTRE,
MARYBOROUGH M. H.
CHILDREN'S NELFARE ASSOS
WEST GIPPSLAND CENTRE 1 1 1 1 1 1 3 1 Teachers of Vis.
FOR RETARDED CHILDREN lapatred i
i «
! .
NINDARKING DTC [} 1] 1} s s 1 8 2 9 Meatal Det. :
FOR I/H CHILDREN Murxei{l ch.6e
} 2 chainot h/e) !
.

ERIC
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VICTORIA - page &

PROGRAM NAME chil- Age Disabilities Program Staf€ (Full-viec and Par\-ti;uc)
dren 30-2]2-4] &+ | Phys Jintell { Vis | Hear ! Mult {Other ZHome[Centre] H/C JTeacher[Physto | 0 T 1 § T Ipsyrn {S0c W fither
YARRABAK SDS (EDUC) 3 2 1 1 2 3 1 1 1 Wel€are Off.
YOORALLA SOCIETY PRE- 124 22178 o7 19 1 8 1 97 10 4 3 2 ? 2 Hedicul Offs.
SCHOOLS & VISITING 13 Kindcrgarten
KINDERGARTEN TEACHER A3sts,
SEAVICE 1 Sp.Th.Alde
(6 chn. 6¢)
(1 child not h/c)
YOORALLA SOCIETY PRE- 25 10/18 1n 6 3 1 r{] ? 3 3 1 2 2 Medical Off's.
KINDERGARTEN HOME S chn. not W¢)
VISITING SERVICE
AND PLAYGROUND
» -
| 1314
O
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QUEENSLAND @ TADLE OF MASIC IMFORMATION ON PROCAMIS
i Age Disabiitties Peogvon Staffl {full-time end vary 1t
PROGRAM NAME chil. & A A Uil tise end Yary tiee)
dren  JO-212-¢Jac I Phys ltntell fvis | Hear | Mol jother Frome!Cenvrel /€ JYeaener|Physio | 0 T | $ ¥ [peyer 1500 w ! NEvep
ACACIA AIDCE SPECIAL n ¢ 310 32 (] $ 1 b1} 4 2 2 H ? I Hedteat OFF
PAE-SCIHOOL WMITY I CGuldance OF€
(S chni. net hic.)
ASPLRY SPECIAL 13 ?]te 17 3 L} b3 1 1 2 H 1 X 1 Medicsl Off,
PAE-SCHOOL WNIT
CAIRRG WEST SPEClal 16 1 s ¢ H [} 3 H ? H 1 H 1 Yisieing Teuchen
PRE- SCHOOL UKIY t Teachet's alde
CATHOLIC EDUCATIONAL n 1t 6f 3 k24 3 2¢ 2 Figutes tocorded
CENTRE FOR DEAF CMM, kxsctly ay previds
kd dy centre.
CENTRAL ASSESSMENT 421 16421182323 @2 259 16 1182 1 3 ? 3 2 2 {t Rex Caxe
CLINIC horker
pil disciplines
COOTHARINGA STATE 23 il 12410 H 1s 23 3 H H H K1 child &)
SPECIAL SCHOOL
EARLY EDUCATION SUPPOKRTY ? 1] ¢ H 2 H 3 ? 1 t 1 Cutdance OFF.
GROUP (MARYBOROUGH)
EARLY INTERYENT 108 CRORK 12 ] 6| § 12 1 $ 2 2 1 3 1 1 1 Paediatricion
{Autistic Children's
Therspy Centre)
EARLY INTERVENTION 2% gf "t ¢ 3 2 13 16 ? ? b
PROCRAM {Spina Bifids
Assoc. of Queensland)
“GLENLEIGHOON (LANCUSGER  2¢ 1123 ? 3 14 3 21 2 11 1 H 5 Parent Aldey
& BEHAVIOUR THERAPY (18 cha. 6+)
PROCRAN)
KENMORE SOUTH SPECIAL 26 3o 26 s 21 2 2 H H 1 1 Phys Ed.Teacha
PRE-SCHOOL UNIY 1 Aide
MACKAY EAKLY CHILDHOOO [3 1{ 5 3 H z 3 1 1 H t 1 Adv Tuacher
INTERVENTION PROCRAM I Guidance O€f.
L !
O

3 |




M
POOCAAS RAME ehils J U yebipivhes Progren SEsfl (fulistine and Pary.tine} _

eren Bo 210 alecd enes Davess vie {rwar [rary loster tscmeltonseei iyt fresenenitnestn [ w2 } s 3 t0ssen [Sec oy Dihes
o, CAAVATY SPECIaL 3 ¢fs}s? v $ ¥ 3t 3 3 H s 3 Kev Testhet
POL. SO®I0L tm}Y ¥ Cuidance OFF
NAMTMON. SPECEAL 3t Tefrofnn} e | 32 : 3 +1] i e : 3 t } 0 crite net ML)
PoR- 500 {2 ehx  6e)
QUERSLAND S3MENeL yer I33 is¢ j2ef o " : 1 3 | e b 3 $ ¢ )
OniLdetats witang
ASSOCTATION (Infeat
Séta Pregron)
SPECIAL LDUCATION tmlY H S| e . 3 b 1 b () CALIS &%)
12100 OT BARD STATY
SO00L
SPECIAL EDUCATION Pag. § 4 | & 26 1232 1} '} $ 3 36 | 20 ] : ! b H t Cuidence OfC.
SON0L WIT,
VREROMCRILLY
TOMNVIER SPECIAL 3] 32 t 1 13 1 t Y 3 (10 ckn. 6¢)
EDUCATIOM UnidY
D& BLACE HAXDICAPTED s s jes [} 1 s : 3 ' 3 3 (3 cha  6e)
ONILDRENS CEMTRE

t
Qo 4« A
1C 3io
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SOUTH AUSTRALIA : TARLE OF BASIC INFORMATION 0‘ PROGRAMS

No.
PROGRAM hAMT chil- e Disubilitics Program Staff (Full-time and Part-timel j
11 -
— dren  §0-212-d14+ § Phys. Jintell I Vis { Heur | wult [Other EllomelContrel 11/C | Teacher Physio 1 O T | S T [Psych jSo¢ wi. Other
BRCSLIE HOUSE DAY CARE 21 23 13} 21 1 4 1 1 Charge Nurse
CENTRE (16 chn. 69)
DAY CARE CENTRE FOR 7 BALl undgr e 7 2 H 2 F/time Staff :
TOTALLY DCPENDENT CHILD etail not staed
{KATE COCKS MFM.FAM.S,) ]
!

INFANT DEVELOPMENT s s 2 3 S 1
PROJECT (FAMILY
TRAINING UNIT)
INTEGRATED PLAYGROUP 3 11 2 1 2 3 1 3 1 Charge Nurse l
MANSFIELD PARK JUNTOR l
PRIMARY SCHOOL !
INTELLECTUALLY 122 69} AS|18 122 88 » 1 B 4 Activity Advs, !
RETARDED SERVICES 4 Paramed Aldes i
KENT TONN PRE-SCHOOL: 30 11]19 30 30 3 1 1 S School Aides §
PORT PIRIE HANDICAPPED 12 1] 6| 8 3 S 4 [3 4 1 1 Speech Alde [
AND RETARDED Cons. :0T,Phys,ST ‘
CHILDREN'S CENTRE (S chn. 6¢)
REGENCY PARK CENTRE 34 17117 21 1 3 28 3 4 1 1 1 1 Med.Officer
FOR PHYS1CALLY 7 Aldes
HANDICAPPED CHILDREN (9 chn. not h/c)
SUNFDEN SCHOOL 38 2136 36 2 33 4 3 1 1 1 (21 chn. 6¢)
(MITUIELL PARK)
THE AUTISTIC 21 2|19 9 12 ] 1|2 3 b (1 child 6+)
CHILOREN'S CENTRE
TOWNSEND PRE-SCHOOL FOR| S3 11 1 83 6 1 1 Principal; 1
HEARIKG § NEARING Visiting Teacher
IMPAIRED CHILDREN 2 Assistants

(41 chn. not h/e.)
WHYALLA EARLY CHILDHOOD] 12 47 3|8 1 7 1 3 12 2
RESOURCE CENTRE
WOODVILLE SPASTIC CENTRFL 93 16 | 51126 s3 34 2 1 3 3$ S8 2 S 4 2 2 2 18 Aides

Q !

314




WESTERN AUSTRALIA

TABLE OF PASIC INFORMATION ON PROGRAMS

INo .
PROGRAM NAME chil- Age Disabilitie Program Staff (Full-time and Part-time
Kren 0-212-4 4+ Phys Ilntell Vis |Hear |Mult |Other || Home|Centre|H/C [TeacheriPhysio [O T |ST [Pysch [Soc Wk Other
CATHER INE McAULEY 7 6 1 6 1 4 3 1
CENTRE
CHILD DEVELOPMENT 4 25 |23 4} 39 2 1 @ 2 Figures as
CENTRE, WEST PERTH given
(PIYS10. GROUP)
CHILD DEVELOPMENT 10 31 6 3 6 9 2 2 1 Figures as
CENTRE, WEST PERTH given
(occup. GROUP)
CHILD DEVELOPMENT 20 10 |10 20 20 1 20 Child Health
CENTRE. WEST PERTH Nurses
(PLAY AT HOME PROG.)
CHILD STUDY CENTRE 14 7 7 2 S 1 6 14 2 1 Divector, !
(UNIVERSITY OF Secretary, 1
W.A.) Xindergarten Asst
HEARING ASSESSMENT 36 3 10|23 34 2 36 [3 1 2 Audiologists
CENTRE
“IRABEENA" 249 37 |89 123 24 215 10 90} SO |SS S 4 4 S 26 Soc.Trainers
20 chn. 6+)
20 chn. not h/c.
PRESCHOOL, WHITE 10 21 8 9 9 1 1 Aide
GUM VALLEY SP.SCHOOL 1 child not h/c.}
SPASTIC NELFARE s3 1 17138 24 23 S 1 s3 3 6 4 1 14 Training Assts|
ASSOC. OF W.A.(INC) 11 chn. 6¢)
SUTHERLAND BLIND 11 1]10 1 10 11 1 3 Teacher Aides
CENTRE (PRINCESS 6 chn. 6¢)
MARGARET HOSPITAL)
THE SPEECH § HEARING | 1§ 15 15 15 S 2 Aides
CENTRE FOR DEAF CHILD-
REN ¥.C. (INC)

ERIC
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TASMANIA  :  TABLE OF BASIC INFORMATION ON PROGRAMS

PROGRAM NAME ::‘:il- Age Disabilities Program Staff (Full-time and Part-time) ]
kiren 10-2[2-4 4+ [Phys. |intell.|Vis.|Hear |Mult |Other NHome Centre{H/C YTeacher|Physio 10 T {S T |Psych {Soc wk Other

AFTERNOON GROUP , LADY 4 311 4 4 2 1 I Nurse

GOWRIE CHILD CENTRE

BRUCE HAMILTON SCHOOL 1) 2 |6 6 2 ] 1 1 1 (3 chn. 6+)

DOUGLAS PARKER REHABI- | 123 8 {19 |96 | 86 27 1 2 7 123 S 2 2 1 1(79 chn. 6+)

LITATION CENTRE

KINDERGARTEN, LADY " 9158 10 4 10 1 1 1 (4 chn. not h/c.)

ROWALLAN SCHOOL,

HOBART

LANGUAGE INTERVENTION 6 6 6 6 2 1 Specch Arde

PROGRAM (EDUC), NORTHERN
REGION (LAUNCESTON)

LANGUAGE UNIT, LADY 6 6 6 6 1 1 I Teacher Aide
ROWALLAN SCHOOL., (3 chn. 6+)
HOBART
MOTOR DEVELOPMENT 1 ¢ ]1s |2 10 1 11 2 1 Ceidwee
PROGRAM (EOUC.DEPT) 0ff eer
PARENT- BABY GROUP, 6 3211 6 1 S 1 1 I Med. OfVicer
HEALTH, LAUNCESTON 1 ind.\urse ]
(ELONERA) 1 Mother Urafy
XNurse H
!
QUINDALUP DAY TRAINING | 26 04 j22 9 17 26 1 1 (13 chn. 6+) !
CENTRE, MENTAL HEALTH !
SERVICES (NEWTOWN) |
ST. MICHAEL'S SCHOOL 9 316 9 9 1 1 1 Aide !
(EDUC) LAUNCESTON (1 child ve) .
i
NARRANE XINDERGARTEN 10 2 3 8 2 10 1 1 Teacher Midee
H

AFTERNOON GROUP

El{fC‘ 316
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AUSTRALIAN CAPITAL TERRITORY

TABLE OF BASIC INFORMATION ON PROGRAMS

No. .
PROGRAM NAME chil- Ate Oisablilitles Program Staff (Full-time and Part-time)
dren {0-2{2-4]4+ §Pnys lintell] Vis {Hear |Mult [Other | Home|Centre}H/C | Yeacher}Physio O T 1S T | Psych |Soc Wk Other
CRANLEIGH SCHOOL i6 1]1§ 12 4 16 3 H 2 i 1 3 Aides
DAVIO ST. THERAPY 123 70|53 60 2 S S 7 123 i S 1 i 3 1 Mel.Supervisor
CENTRE 1 School Couns:
1 Ch.nith.Sister
I Ch.Care Assz.
HARTLEY ST. CENTRE 14 8] 6§ 12 H 14 i 4 H 1 Schonl Couns: .
PRE-SCHOOL (TURNER 2 Aide>
PRIMARY SCHOOL)
MALKARA SCHOOL 1 1|3 14 i H 1 Trained Nurse
3 Assistants
NORTHERN TERRITORY TABLE OF BASIC INFORMATION ON PROGRAMS
DOWN'S SYNDROME 9 4 S 9 4 3 i i 1 Adv.Teacher
ASSOC. OF
NORTHERN TERRTTORY
STUART PARK 4 i3 3 1 4 i
SCHOOL
P
X ¢
O

ERIC
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APPENDIX K

STUDIES COMPLETED IN INFANCY RESEARCH FACILITY AT
FRED AND ELEANOR SCHONELL EDUCATIONAL RESEARCH CENTRE

BERRY, P., ANDREWS, R.J. and GUNN, P. The early development of Down's
syndrome infants. Final report to the National Health and Medical
Research Council of Australia, 1980 (93pp + Appendices).

BERRY, P., ANDREWS, R. and GUNN, P. Behaviour of Down's syndrome infants
in a strange situation. American Journal of Mental Deficiency,
1980, 85(3), 213-218.

BERRY, P. The evaluation of early intervention programmes (or increasing
'x' as a factor of why?). In T. Parmenter (Ed), Proceedings of the
1979 Joint AAMR AGSSOMD Conference. Sydney : Wiley (in press).

BERRY, P., ANDREWS, R. and GUNN, P. Characteristics of Down's syndrome
infants and their families. Australian Paediatric Jourmal (in
press).

GUNN, P., BERRY, P. and ANDREWS, R. Vocalizing and looking in Down's
syndrome infants. British Journal of Psychology, 1979, 70, 259-263.

GUNN, P., CLARK, D. and BERRY, P. Maternal speech during play with a
bown's syndrome infant. Mental Retardation, 1980, 18(1), 15-18.

GUNN, P., BERRY, P. and ANDREWS, R. Affective responses of Down's
syndrome infants to a repcated event. Child Development (1n press).

GUNN, P., BERRY, P. and ANDREWS, R. The temperament of Down's syndrome
infants: A research note. Journal of Child Psychology and
Psychiatry {in press).

HAYES, A.J. Reciprocity in mother-infant interactions. Paper presented
to Society for Research in Child Development - Interdisciplinary
institute on the Origins and Growth of Communication, Univ.
Delaware, U.S.A., June, 1979.

HAYES, A.J. The necessity of hypothetical constructs in the study of
behaviour. Paper presented to the Society for Research in Child
Development - Interdisciplinary Institute on the Origins and Growth
of Communication, Univ. Delaware, U.S.A., June, 1979.

HAYES, A.J. 'Micro-myopia' and the analysis of mother-infant interaction:
Cognitive constructions and appropriate levels of explanation.
Second International Conference on Infant Studies, Connecticut,
U.S.A., Apr1l, 1980.

HAYES, A.J. Levels of description and explanation in studies of mother-
infant engagement: On being appropriately indiscrete. Symposium on
Parent-Child Interaction and Parental Belicfs, Macquarie University,
July, 1980.
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HAYES, A.J. On the vicissitudes of social interactive data: A note in
reply to Davidson (1979). Australian Journal of Psychology, 1980,
32(3), 249-250.

HAYES, A.J. Levels of description and explanation in studies of mother-
infant engagement and interaction. In A. Nesdale, C. Pratt, R.
Grieve, J. Field, D.J. Illingworth and I. Hogben (Eds), Advances in
child development: Theory and research. Perth: University of
Western Australia Press, 1981.

HAYES, A. and ELLIOTT, A.G.L. Caze and vocalization in mother-infant
dyads: Conversation or coincidence. Paper presented at the
Biennial Meeting of the Society for Research in Child Development,
San Francisco, March, 1979.
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APPENDEX ¥,

ANNUAL CENSUS OF PRESCHOOL AND CHILD CARL SERVICES :
CHILDREN WITH SPECIAL DEVELOPMENTAL NELDS(I)

The Office of Child Care, the Australian Bureau of Statistics (ABS)
and responsible State and Territory administrative authorities have been
developing for a number of years a national annual census of preschool
and child care services. The first such collection was held in late
1980. All States and Territories were involved, except for Queensland
where data were only collected from family day care schemes.

The census collects data on the staffing, operation and usage of
all licensed and/or registered preschool and child care services. In
relation to disabled children, data are collected on the number of
regularly attending children who have any of the following special
developmental needs

1. Visually impaired child - A child who has been diagnosed
by a professional worker such as a general practitioner or
medical specialist (not a classroom teacher or child care
worker) as having a visual impairment. Exclude any
children whose vision is normal! with glasses.

2. Hearing impaired child - A child who has been diagnosed by
a professional worker such as a general practitioner or
medical specialist (not a classroom teacher or child care
worker) as having a hearing impairment. All children who
wear hearing aids should be included.

3. Speech impaired child - A child who has been diagnosed by
a professional worker such as a general practitioner or
medical specialist or a speech therapist (not a classroom
teacher or child care worker) as having a speech impairment.

4. Child impaired by a gross physical disability - A child who
is impaired in mobility and/or manipulative skills because
of a major physical disability. Examples of children in this
category include children with spina bifida or cerebral palsy,
children who were born without and/or who have lost limbs,
and paraplegic children. This category does not include a
child whose mobility and/or manipulative skills are impaired
because of a learning disability or developmental delay.
Do not include children with fractures.

(1) Provided by the Office of Child Care, Canberra

.
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Sa. Developmentally delayed child - A child who has been diagnosed
by a professional worker such as a psychiatrist, general
practitioner or psychologist (not a classroom teacher or
child care worker) as being developmentally delayed.

Sb. Developmentally disabled child - A child who has been
diagnosed by a professional worker such as a psychiatrist,
general practitioner or psychologist (not a classroom teacher
or child care worker) as being developmentally disabled
(e.g. Down's syndrome children, hydrocephalic children).

6. Behaviourally disabled child - A child who has been diagnosed
by a professional worker such as a psychiatrist, general
practitioner or psychologist (not a classroom teacher or
child care worker) as having a behavioural disability (e.g.

a child who has been diagnosed as being hyperactive or
putistic).

7. Multiply disabled child - A child with more than one of the
special developmental needs 1 to 6, listed above.

8. Other referred child - A child who has been referred for
care to this service by a professional worker such as a
psychiatrist, general practitioner or social worker (not a
classroom teacher or child care worker), or by a health
and/or welfare agency, because of a special need (for
example, an abused child), other than those listed above.

9. Child with a controlled condition - A child with an illness
which whilst not causing a "handicap', does require special
continuing treatment, e.g. diabetes, eczema, epilepsy and
rheumatic fever.

10. All other children.

All of this data, except for data on children with controlled
conditions, will be tabulated and should be available on request from
the Office of Child Care and/or State/Territory authorities.

ABS will also be producing a document which summarises the national
data (not including the information on special needs).
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APPENDIX M

RECOMMENDATIONS FROM TWO ALLIED STUDIES

(A) Toy Libraries in Australia: A report with special attention to
their role in services for young handicapped children and their
families. Elkins, J., Calder, J., Conrad, L., Shepherxrd, J.,
Coulston, A., and Willis, M. Fred and Eleanor Schonell
Educational Research Centre, University of Queensland.

1., Interrelatedness of Issues

A recurring theme in this report has been the complexity of issues
associated with toy library operation, and the consequent interrelatedness
of toy library functions with community variables. We wish to caution
against the adoption of a single policy designed to operate in all
settings. We therefore recommend that

1.1 The legitimacy should be affirmed of different
types of toy related services:

community toy libraries;

toy and recreation resources within
education and/or therapy programs;

tertiary education linked toy libraries;

mobile and mail services.

It should be stressed that the appropriateness of
each depends upon specific situational factors,
the nature of related services, and identified needs.

1.2 Careful consideration should be given to the
establishment of effective systems of communication
to link community toy libraries with various networks
serving children (especially the handicapped) and
their families in areas of education, welfare,
therapy and recreation.

1.3 Toy library policies for the future should be
formulated in the light of the past contributions

of the AATLH which has provided valuable assistance,
particularly in:

1ts educative role in the broadest sense;
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its linkage of toy libraries for the
handicapped of various types with those
for the wider community:

its provision of a common meeting ground
for professionals, paid workers and
volunteers.

1.4 Because of the initiative of personnel who have
led in the establishment of toy libraries, there
is evidence that the toy library could provide
the nucleus for new service programs in the
community (e.g. therapy, short stay residential
services for handicapped children, camping}.
However, while an initiatory role ic appropriate
for community toy libraries they should endeavour
to divest themselves of these additional functions
as soon as the latter become self-sufficient.

2. Purpose and Function

Community toy libraries are a significant component of toy lending
services in Australia. While toy resgurce units and toy libraries at
tertiary institutions also play important roles for older children: it
is our view that toy lending services to young handicapped children up
to school age should be carried out predominantly through community toy
libraries. We recommend that

2.1 Community toy libraries should receive adequate
support for their continued operation independent
of other major service delivery systems for young
handicapped children.

2.2 Community toy libraries should be developed only
after careful planning to ensure their proper
articulation with existing services in the surrounding
community, and funding bodies should endeavour to
ensure that appropriate prior study of needs takes
place.

2.3 Special care should be taken so that the services
provided by community toy libraries are properly
articulated with services provided by other agencies
to the same clients.

2.4 In the development of further community toy library
services, the needs of handicapped children should
be the first priority.

ERIC X
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2.5

2.6

2.8

2.9

2.11

In order to equalize opportunity of access to
toy library services, the establishment of toy
libraries should be encouraged in those parts of
Australia where deficiencies presently exist.

Wherever suitable, selected toy libraries miyht

be supported to enable them to serve a co-
ordinating function for a large region {or an
entire state), and thereby assist in the establish-
ment of new community toy libraries in outlying
centres.

Consideration should be given to the designation

of certain community toy libraries as demonstration
centres in whach staff in-service training can be
carried out thereby promoting the further develop-
ment of those toy library services which are newly
established.

Notwithstanding our recommendation to establish
further toy library services in regional centres.
mobile and mail services should be developed to
provide adequate services in different contexts,
particularly in isolated rural areas.

The value of community toy libraries as neutral,
non-threatening meeting places for families of
handicapped children should be recognized and
encouraged through funding for those aspects of
community toy libraries operations which promote
this end. Family support should continue to be an
important function of toy libraries.

Primary responsibilaty for toy-lending and related
services to handicapped clients up to the age of
five or six years whio have an identaified or
suspected handicap should be accepted by community
toy libraries.

A117

However, it is appropriate for community toy libraries

to provide services to clients aged over six years,

but the needs of such children for toys and educational

materials should be met increasingly thxough units
which are integral to other service delivery systems
providing special education and/or therapy. Thus
resource unit toy libraries and other educational

materials resource facilities should be supported and

established where these are presently failing to

provide closely articulated services related to ongoing

educational programming for handicapped children.
Provision of toys is essential for children educated
in integrated or mainstream settings as well as for
those in special classes or schools.

~
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2.14
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Aruitoxt provided by Eic:

Toy library services should not be extended to
clients above an age limit deemed appropriate for
toy use. Adolescent and adult clients risk
devalued status through association with
activities. such as playing with toys which are
regarded ag appropriate for younger clients. Older
clients should be provided for by other more
age-appropriate resources such as community
libraries and recreational services.

Educational and related services for handicapped
children of school age should be funded at a
level which permits them to provide appropriate
toys and developmental materials for the adequate
operation of their normal piograms. Resource unit
toy libraries might well be an integral part of
such toy services, but community tov libraries
should not play a major role. thougt they could
provide specialist assistance, advise parents,
and lend their specialized toys tec individual
families.

The name 'toy library®' should be associated with
community toy lending services and, to promote
the noxmalization of service delivery to handi-
capped children, should wherever possible not
have sub-titles indicating the clientele to be
handicapped, even though this may be the case.

The extent to which educational, recreational,

or therapeutic services are provided by communi ty
toy libraries should be carefully monitored by
relevant advisocy bodies. It is difficult to
draw firm boundaries arocund the texm ‘therapy’
where toy-related activities are concerned.
However, programs conducted by community toy
labraries should focus on parent involvement in
their own child's development rather than
intensive child-centred therapy.

In addition to carefully selecting toys for
children according to developmental or therapeutaic
criteria, staff should ensure that client children
are given the opportunity to choose for themselves
modes of play and personal play-things, and should
assist the development of self-initiated play.

Community toy libraries serving predominantly
handicapped children should be supported in the
practice of accepting some clients who are :
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‘at risk' children and thore about whom
concern is felt though no handicap has
been confirmed;

3iblings or friends of handicapped clients:
other children without handicaps.

Where pressure on toy library resources are such
that restrictions are needed, handicapped children
must be given priority in service delivery.

2.1e wWhere toy library services are offered to clder
children in educational and therapeutic programs,
especially to children in full time residential
care, these education/therapeutic programs should
psovide appropriate toys (and other related
materials) needed for the pperation of their
programs, and for some Gf the home play needs of
the clients. Communsity toy libraries thould play
only a supporting role in serving such clieats.

3. Relationships with Other Services

Being & relatively nev form of sc.Vice to young handicapped children
and thelr families, toy libraries necd careful examination as to the nature
and extent of their relationships with existing and emerging services,
particularly among the latter, early intervention programs. Me recommend:

K | Judgements about the operation of any uae toy library
should take into account {ts relationship with
other relevant services for children.

3.2 Both formal and informal interactions should be
encouraged between toy library services and
relevant professional organiszations, especially
as the nature and training of toy library staff
are further expanded.

3.3 Toy libraries should have access to the services
provided by T.A.D. (design and construction of non-
standard aids including toys for disabled children
and their families). T.A.D. groups cuzrently exist
in N.S.W., Victoria, Tasmania and South Australia.

A recent Children's Serxvices Program grant will allow
for the formation of such groups throughout Australia.

3.4 As the nature of toy library services and the type
and extent of their co-ordinatisn will vary with
local context, studies, including needs assessment,
should be carried out to determine appropriate
patterns of service provision.
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Staffing of toy lihraries should be tailored
to the range and types Of services provided.

gf{forts should be made to upgrade the theoretical
and practical proficiency of toy library staflf
16 matters germane to toy library operation.

Aspects of counselling and interviewing which
will assist toy library staff in their wvork

with parents of young handicapped chilidren should
pe included in training pregraans.

Training opportunities should be developed at
dafferent levels in order to cater for the needs
of different types of staff - professional. para~
professional, and volunteer.

A sazll number of large toy libraries might be
assisted to develop, :in assoclation with AATLH,
procedures for in=service training programs for
staff{. Involvement of staff in such training
programs shouid occur as soon as possible after
the commencesent of work in a toy library service.

Support should be given to encourage the continuation
and further development of Current work being done

by AATLH and CAE's in the areas ¢f in-service
training, conferences, workshops for country
personnel, and training courses Attention should
also be given withir such schemes for the

provision of ‘apprenticeship’ opportunities in

which trainee staff work under Supervision of
accredited ma)or toy libraraes.

Existing specialist toy libraries in which staff
exhibat great expertise in some aspect of foy

library ‘peration should receave support to

facilitate a leadersh:p role at regional, state and
national level. Thus SOme, but not many,toy

libraries msight be located at, or linked with,
tertiary institutions involved in professional
training 1n sreas associated with handicapped
children. Others might develop special correspondence
materials on play and toy use for isolated parents.

Consideration should be given to the establishment

of a national advisory panel on toy libriry services.
An advisory pane}l requires representation from:
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AATLH;

library services:
recreation services;
handicapped children's services; |

family welfare services.

3.13 Professionals from various disciplines also need
to be inveolved in assisting the advisory panel,
including:

early childhood educators;

therapists - physical, occupational and speech;
play and recreation specialists;

psychologists;

special educators;

social workers.

Parents should also be given an opportunity to
provide information and views to the panel.

3.14 The present study needs to be supplemented by the
monitoring activity of such an advisory panel which
should periodically examine the concept and
cperation of toy library services and give special
attention to the needs of young handicapped children
and their families within such services.

4. Funding

Because of the relatively short period during which toy library

services have been in operation, there are not as yet established sources
I of funding. The past few years have been characterized by toy libraries
seeking funds wherever it was thought likely that support might be forth-
coming. Toy libraries on establishment have received assistance from a
variety of sources, but the ongoing maintenance of services appears to
need some long-term commitment from public funding. Also important is
the recognition of the principle that parents of handicapped children should
not have greater expenses in meeting their children's needs than those
experienced by parents in general,

4.1 Criteria which should be assessed for public
funding of toy library services should include:

assessment of need (community, clientele):

quality of primary service dimensions {toys,
site, staff):

ERIC 328

Aruitoxt provided by Eic:




O

ERIC

Aruitoxt provided by Eic:

A} 22

4.3

4.5

quality of secondary services, if any;

extent of service (area or region,
numbers of clients);

types of program elements;
staffing characteristics;

likely impact of establishment of
service on community;

including additional demands which may
be generated;

relationships with existing services.

A problem not confined to toy libraries concerns
the roles of ‘seeding' grants and long-term
funding. Clarification is needed of the proper
role of various government departments in the
funding of toy library services.

The value of local support and participation in
funding of toy library services is recognized but
substantial government assistance is alsc needed.
Consideration should be given to ways in which
stability of government funding can be achieved
for toy libraries which serve handicapped children.

Maintenance of public expenditure demands
accourtability and procedures for evaluating
toy library services should be established.

For the immediate future, consideration might be
given to the Office of Child Care providing major
support of community toy libraries and those
components of other services such as resource
units and tertiary affiliated facilities which
serve a similar function.

It is important that other appropriate commonwealth
and state instrumentalities fund the purchase and
distribution of toys and other developmental and
recreational equipment as part of their general
funding to services for children, especially the
handicapped. However, increases in funding of
other resources should not diminish the level of
funding for the operation of community %oy libraries.
Funding is presently not at a level that permmits
effective implementation of even the restricted
range of services we have recommended as the
priorities of toy libraries. Many staff are
working at salaries below their professional
entitlement.
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S. Research and Development

The complexity of play behaviour and its subtle interweaving through
the course of children's development are such that our present knowledge
is notable for the extent of the unanswered questions. There is a strong
intuitive base for much of present toy library practice, but a better
service could be provided if more were known about play, especially its
significance for the optimal development of handicapped children. We
recommend :

5.1 That basic and applied research on aspects of
toy use and play behaviour in young handicapped
children be supported by research funding
agencies such as ARGC and ERDC.

5.2 That evaluations be carried out of mobile and
mail toy library services.

5.3 That support be provided for the production of
audio-visual and printed materials which may be
used in public education and dissemination of
information about toy use, play behaviour and
toy library services. The important initiatives
already taken by Noah's Ark Toy Library, Melbourne,
and by the AATLH are to be commended.

6. Principles Underlying Toy Library Services

It is important to recognize certain underlying principles and values
which we consider to be crucial to the development of effective toy library
services. The complexity of the issues discussed in this report makes it
vital that certain fundamental ideas be affirmed to offer guidance in
decision making about toy library services. We recommend:

6.1 Toy libraries should be established and operated
so that handicapped clients and families are
served in as normalizing a manner as possible.

6.2 There should be regular evaluation (both internal
and external) of toy library services.

6.3 Child-initiated play behaviour should be ensured
within the context of the necessary emphasis on
guided developmental and therapeutic toy services
which toy libraries offer.

6.4 Co-ordination and articulation of related services
with toy libraries are of great importance.
Regional committees should be formed to promote
and monitor these aspects of service provision.



Inasmuch as toy libraries serve families as well
as children, the value of a transactional mode of
operation should be stressed in which family needs
are recognised in the delivery of services to
handicapped children within the family. Such
family needs include information, book lending,

help for siblings as well as general family support ‘
and counselling.

(B) Special Preschools : Monitoring a Pilot Project. Hayes, A.,
Steinberg, M., Cooksley, E., Jobling, A., Best, D., and Coulston, A.
Fred and Eleanor Schonell Educational Research Centre, Brisbane, 1980,
{(Draft report)

The recommendations in this report on the monitoring of pilot early
educational intervention programs by the Department of Education in
Queensland refer to five distinct areas

Contextual Issues

Program Developments
Support Services
Programs Beyond the Special Preschools

General Directions for the Future Development
of Early Educational Intervention Programs

1. Contextual Issues
|
1.1 Family characterastics and access |
|
. Trained specialist personnel should be available

to assess family needs, family resources to support

their handicapped child, and aspects of the family 1
context that may be relevant to the early educational
intervention program. The skills of social workers

are most appropriate to these tasks. |

A survey of the extent of awareness of the existence
and nature of early educational intervention programs
should be conducted among families, schools, medical
practitioners, and other service delivery professionals
in the catchment area for any éexisting or projected
special preschool.
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Special preschools should be located as close

as possible to public transport, with easy
access from the street to the unit and, wherever
possible, in close proximity to other relevant
services.

The teachers in special preschools should be
explicitly prepared for their role as information
resource persons for parents.

1.2 The characteristics of the children requiring early
educational intervention programs

-- . Initial assessment of children should be undertaken
on entry, or soon after entry, to the special preschool.

Such assessment should include educational, psychological,
language, motor, and medical components, and any other
areas required to give a comprehensive picture of a
particular child‘'s developmental status.

The aim of such an assessment should be to provide
information relevant to the design and implementation
of the intervention program.

. The child's developmental characteristics should be

viewed against the background of an assessment of the
home and family context, ideally by a social worker.

1.3 Assessment, record keeping and information exchange

. Increased numbers of personnel should be provided
as a matter of urgency to agencies screening and
assessing young children with a view to placement
in early educational intervention programs.

The training of educational, psychological, therapy,
social work and medical professionals to work in

early intervention should provide basic preparation

in the screening and assessment of very young children.

. The agencies employing such professionals should
facilitate the emergence of specialists in the area
of developmental assessment’ of young handicapped
children in order to form an assessment nucleus
in each region served by the agency.
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Mechanisms should be explored to ensure the
efficient assessment of all children requiring
such services, and the co-ordination of agency
personnel to achieve this end.

Assegssment information should always be recorded
in an efficiently transportable form to provide
access to information by all the professionals
needing it.

The training and functioning of professionals
should underscore the need for communication of
information in a form and language that crosses
the disciplinary boundaries and wherever possible
avoids the use of jargon.

Efficient mechanisms for case co-ordination and
multidisciplinary consultation on particular
children need to be established, and effective
networks of information exchange formed among the
agencies and professionals involved with children
attending special preschools.

There should be explicit policies ensuring ongoing
assessment and periodic review of placement for
all children in early educational intervention
programs.

Skilled support staff should be appointed to
ensure efficient information storage retrieval and
exchange.

All agencies should explore the formulation of policies
and the establishment of procedures to enable parents
to have access to their children's assessment records,
should they so desire.

program Development

2.1

Teacher philosophies and roles

Ongoing discussions should be held at both the
policy making and program implementation levels to
crystallize an overall philosophy of early
educational intervention that can be adapted to the
range of client needs.
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The teachers' role in early educational
intervention should be re-considered to allow
rational use of time for both unit based
programming and home based, parent support
activities. This may necessitate increased
involvement of aides and volunteers in program
implementation.

The preparation of teachers for work in special
preschools should include training in basic
crisis counselling skills and sufficient knowledge
of the counselling service delivery system to be
able to make appropriate referrals.

An explicit policy should be formulated on the
provision of a Departmental officer in each
region as the identifiable support and advisory
person for the special preschools.

The nature and function of home based services in
early educational intervention should be investigated
with a view to improving this aspect of the service.
Particular attention should focus on ways of enabling
the teacher to provide an adequate home visiting
service, given the serious constraints on staffing.

The training of teachers to operate special preschools
should emphasize the acquisition of knowledge cof both
normal and exceptional developmental patterns in
infancy and early childhood.

Program development and implementation

There is an urgent need for collaboration between
the Divisions of Preschool Education and Special
Education. Structures should be established for
consultation and collaborative program development.
Kindergarten organizations and other agencies
should also be involved in these processes of
collaboration.

Regular and Special Preschool program staff should
be involved in periodic exchanges to enable both
groups to become more aware of the particular needs
of the other's clientele.

Systems for detailed program record keeping should
again be investigated as a matter of urgency; again,
ways of ensuring that teachers have sufficient time
for this activity should be considered.
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Wherever possible, the other professicnals
involved with the children's development should
be included in the process of program formulation.

Program record keeping and evaluation should be
seen as part of the ongoing assessment cof the
children.

The feasibility of summarizing program records
in a form that allows access and transmission
to other professionals and parents, should be
considered.

Parents and Programming

In principle, parents should be directly involved

in their child‘s program wherever possible. Careful
consideration, however, should be given to the wishes
and resources of families before they are involved.
The services of a so=ial worker could be utilized

in this area.

Any program implemented by a parent should be
carefully monitored to ensure that parents are
coping and where necessary additional support should
be provided to facilitate implementation.

Appropriate staff should be trained to offer
behavioural management programs for those parents
desiring assistance in handling their handicapped
children.

Support Services

3.1

The availability, training and functions of support
personnel: guidance officers, school medical officers,
paediatricians, speech therapists, occupational therapists,
physiotherapists and social workers.

There should be a general review of policies concerning
the availability of guidance officers, school medical
officers, therapists and social workers to support
early educational intervention programs.

Wherever possible, mechanisms should be developed for

better co-ordination of support service delivery,
including networks of information exchange.
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Avareness of developments in the field of early
educational intervention should be fostered in
each of the disciplines likely to be involved in
providing support services to special preschools.
This implies the need for revision of some of the
content of training programs.

Guidance officers should be enabled to devote
greater time to carly educational intervention
programs and to act as co-ordinators of ainformation,

Advisory teachers should be employed in part to

assist the guidance officers with collection of
assessment information.

Team approaches to the delivery of support services.

Discussions should be held by agencies and professional

associations to explore workable solutions to the
problems impeding team functioning in the delivery
of support services to the special preschools.

Each diascipline should review its traditional role
definition in order to delineate where its professionals
could offer consultancy services.

Training institutions should explore ways of including
multi, inter and transdisciplainary team experience in
the trainirg of students in guidance, educational
psychology, medicine, the therapies, and social work.

Issues of information exchange, team leadership, and
case conferences should be explicatly considered by
both policy makers and educators.

4. Programs Beyond the Special Preschools

4.1

ERIC
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Integration

Integration of exceptional children into regular
educational settings should be carefully monitored
and regularly reviewed.

There should be a link person, such as a special
preschool advisor, to liaise with staff in the regular
and special preschools.
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It should be ensureé that the specialist support
staff required by the child are available to
deliver services in the regular setting, should
this become the child's primary placement.

The special preschools as clearinghouses

There should be careful consideration of the links
between the special preschools and cther educational
placements for children who have been in early
educational intervention programs.

Longitudinal follow-ups should be undertaken to
evaluate the articulation of special preschools
with other placement options, and to assess the
efficacy of special preschools as early educational
clearinghouses.

The needs of children in later placements should be
surveyed with a view to assessing the adequacy of
support services.

Guidance officers should be involved in overseeing
the transition of children from special preschools
+0 their next placement and in undertaking the
process of periodic review of the placement.

zatter networks of communication among the various
seators of education in Queensland accepting children
from Special preschools may have to be established.

General Directions for the Future Developwent of Early Educational

Intervention Programs

S.1

Co-ordination

Explicit policies should be developed to facilitate
co -ordination of early intervention services both
within agencies and among agencies, at local,
regional and state levels.

The development and functioning of the regicnal
“core* committees should be monitored with a view
to identifying those factors which contribute to
successful co -ordination, and those which impede
progress, at a regional level.
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|
|
Beyond the first pilot phase

The Standing Committee on Early Intervention
should be responsible for the further monitoring
of the development of special preschool programs.

A second pilot phase should be undertaken, on a
limited scale, in a selection of provincial centres,
before a decision is taken to establish special
preschools throughout the state.

The wider establisiment of special preschools should
be the subject of recommendation by the regional
cosmittees following a thorough survey of needs and
resources,
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