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DOCUMENT 1: EARLY CHILDHOOD INTERVENTION SERVICES/CENTRES/PROVISION for children 

(0- maximum 6 years old)

1. DDASS (district health and social services office)
Services details
Health, Social, Education

Type of provision

Service offered

The DDASS (District Health and Social Services Office) is a decentralized service of the Ministry of Labour, Social Relations, Family, Solidarity, and Cities and the Ministry of Health and Sports. Under the authority of the Prefect in his or her capacity as representative of the State, its primary responsibilities are the following:

· implementing the health and social policies defined by the public authorities,
· assessing the health needs of the population and finding solutions to meet them,
· developing health and social prevention,
· monitoring public and private health, social, and medical social institutions and services financed by social security or the state,
· monitoring the application of regulations respecting hygiene and monitoring the health status of environmental factors as they relate to the health of local populations.
Target group addressed by the service

All children 0 to 6 years of age and their parents

Location

Number of services offered

Health: PMI (Maternal and Child Welfare Services) (1)

Social: Public assistance (2)

Education: Social services (3)
Region served

The whole department, with social welfare centres in local communities

Partners involved

Parental role

voluntary
Professionals involved

Service headed by a paediatric physician and qualified medical, paramedical, social, and psychological professionals

Minimum qualifications of professionals

State Diplomas

Support provided

What is offered

· home visits, infant health consultations, 
· medical check-ups in nursery schools, 
· accreditation and monitoring of child-minders, 
· health education, 
· child care support.
Liaison with other services

Networking and co-ordination with other structures (CAMSPs (Young Children’s Medical and Social Centres), schools, child care arrangements, hospital services, etc.)

Responsibilities of sectors and services

Funding allocation

Care provided at no cost

Delivery of services

Co-ordination between various health care, education, and social sectors based on the needs of families and children
Policy implementation

PMI provides and guarantees an essential public service of infant medical care and protection of mothers.

Quality assurance implementation (e.g. courses, qualifications, teaching methods)

Establish uniform, high-quality services throughout the country in a way that empowers those who seek them out

Positive aspects

DDASS, and its PMI services in particular, provide follow-up, health, and social welfare services for the entire population.

Challenges

· Counter baseless notions of health care for poor people only.
· Overcome the suspicions of lower-income people, who may feel checked up on by this service and see it as a means of questioning their competence as a parent and sense of responsibility.

Training issues concerning professionals involved

Significant training time devoted to the ‘right to be different’, especially with regard to disabilities, and to working in partnership with professionals from all of these sectors.
Services-specific comment
(1) PMI

PMI is charged with maintaining the health of children and families.

More specifically, it sets up medical and social welfare consultations for pregnant women and children under 6 years of age. 

· Supportive care for the mother, including prenatal care (medical and social welfare consultations) and postnatal care: A paediatric nurse from maternal and child welfare services visits parents to advise and guide them as needed (child care, breast-feeding, household safety). 

These visits may occur in conjunction with other home visits (from midwives, psychologists, and social workers) as part of general supportive care.
· Services for children

PMI also organises: 

· medical and social welfare consultations for children under six years of age and medical check-ups for children ages 3 and 4, especially in nursery schools, 
· preventative medical and social welfare services for children under 6 years of age who need special attention. These services are provided at the request or with the consent of the parents in collaboration with the attending physician and the hospital services involved.
PMI helps to prevent and detect physical, psychological, sensory, and learning disorders. When necessary, it helps children find health professionals and specialised services.

(2) Social services for children

Social services for children have the essential mission of helping children and their families through individual and group preventative care measures, protective measures, and abuse prevention. PMI has the essential mission of helping troubled families fulfil their duties to care for, support, supervise, and educate their children. It is intended for families whose children have serious material needs or educational difficulties and for young people whose social difficulties may prevent them from having a well-rounded life and realising their full potential.

To accomplish its tasks, PMI has a staff of administrative and educational personnel and social workers. This allows social services for children that are tailored to each individual situation to be provided. Support given may be in the form of financial aid (monthly allowances), home visits from the TISF (social and family action expert), and/or educational social services. Social services for children may also provide direct legal guardianship by caring for any minors that are entrusted to it.

(3) Social Welfare

In reference to child services, this means ‘helping persons in difficulty regain or develop a sense of independence, especially through encouraging a development of personal and family life that enables greater awareness and improved family harmony’. The goal of services is to enable parents to assume their parental responsibilities with their children.

2. Young children’s medical and social centres
Services details
Health, Social, Education

Type of provision

Service offered

CAMSP (Young Children’s Social and Medical Centre)

Target group addressed by the service

Children 0 to 6 years of age who have a confirmed disability or are likely to have a psychomotor, intellectual, or psychic disorder or retardation, with or without associated relational difficulties.

Location

Number of services offered

About 250 offices in France…

Region served

With local branches in more heavily populated urban areas

Partners involved

Parental role

Involvement and participation of parents in child care

Professionals involved

The multi-disciplinary team is comprised of a child psychiatrist (director), social worker, specialised paediatric nurse or child care worker, speech-language pathologist, psychologist, psychomotor therapist, a physician specialising in physical rehabilitation, and an additional physiotherapist or occupational therapist

Minimum qualifications of professionals

State diplomas required

Support provided

What is offered

The mission of the CAMSP is to help future parents prevent difficulties in children and care for children with disabilities. Its goal is to screen, provide outpatient care for, and rehabilitate children with sensory, motor, or mental deficiencies. 
Everything the CAMSP does is oriented toward integrating young children into their family and social environment and ensuring that their abilities develop in a harmonious manner.
Liaison with other services

With the consent of a child’s parents, special measures may be taken with doctors and the child’s health care providers and with his or her usual social milieus (schools, recreation centres, etc.).

Responsibilities of sectors and services

Funding allocation

The CAMSP is approved to provide maternal and child welfare services by health insurance funds and the general council of the department. Services are fully financed as follows: 80% by the “sécurité sociale” and 20% by the general council of the department.

Delivery of services

CAMSPs arrange for screenings and diagnostics of deficiencies and disabilities, prevent them from becoming any worse, and implement the care, family support, and co-ordination necessary with the following institutions: schools, child care facilities, specialised institutions, and hospitals.

Policy implementation

· Diagnostic approach co-ordinated by the medical director and development of the project in association with the parents.
· Support for parents during the application process with the MDPH (District Centre for Disabled Persons).

· Setting up of SESSAD (Education and Home Care Service) when necessary.
Quality assurance implementation (e.g. courses, qualifications, teaching methods)

CAMSPs are specialised institutions known for their expertise and quality of services provided to young children with disabilities.

Positive aspects

· A multi-disciplinary team that uses shared, complementary approaches.

· Joint effort from both parents and children (bonding and fine-tuning of young child interactions, aids for parenting, etc.).
Challenges

Underfunding and increasing waiting time for placement.

Training issues concerning professionals involved

Taking into consideration and encouragement of efficiency of multi-disciplinary approach in early training and continuing education of the professionals involved.

3. CMPPs (Child Guidance Clinics)
Service details

Health, Social, Education

Type of provision

Service offered

CMPPs (Child Guidance Clinics) are ambulatory centres that diagnose and provide for the needs of children and adolescents and their families.

Target group addressed by the service

CMPPs are for children and adolescents 0 to 20 years of age who are experiencing various problems and pathologies during the course of their development.

Location

Number of services offered

470 offices in France
Region served

present in all communities

Partners involved

Parental role

The program and basic structure of the meetings (meeting times, pace, session length) are determined in consultation with the family.

Professionals involved

The technical support centre is made up of teams from various disciplines under the joint direction of a child psychiatrist director and pedagogical director, speech-language pathologist, psychomotor therapist, psychologist, educational psychologist, and social worker.

Minimum qualifications of professionals

State diplomas required

Support provided

What is offered

CMPPs are psychic problem ‘generalists’ who are most often the first persons consulted, on the initiative of the parents or the adolescents themselves, even when advised to do so by a third party.

A diagnostic is conducted over 6 sessions at no cost. 

When needed, a report prepared by a multi-disciplinary team will further spell out and contractualize the guidance plan.
Liaison with other services

Guidance is given in co-ordination with schools and social welfare and medical personnel working with the child and the family.
Responsibilities of sectors and services

Funding allocation

A CMPP is a non-profit institution (most have the status of an association) approved by the public authorities (DASS and Social Security). Consultations and treatments are fully covered by health insurance. Transportation expenses for parents may be paid in certain cases.

Delivery of services

CMPPs arrange for the diagnosis of disabilities and the implementation of needs-based care and monitoring.

Policy implementation

Implementation of treatment for children takes place in their normal family, school, and social environment.

Positive aspects

Working with schools, in particular teacher in RASED (Specialised Help Network for Pupils with Learning Disabilities) is one of the special features of the CMPPs. The preparing of reports from schools that indicate when children have serious learning or adapting disabilities is a major part of their mission. They have the distinction of having educational psychologists on staff that work on the basis of school mediations and are likely to play a co-ordinating role with schools.

4. CMP (Mental Health Centre)
Service details

Health, Social, Education

Type of provision

Service offered

The Mental Health Centre (CMP) is a consultation centre that is part of a hospital’s infant and child psychiatry unit.

Target group addressed by the service

Children and adolescents up to about 16 years of age with affective, psychological, or family disorders
Location

Region served

CMPs are units in (specialised) public psychiatric hospitals and are responsible for a specific geographical area.

Partners involved

Parental role

Parents are involved and participate in their child’s treatment plan.

Professionals involved

A CMP is comprised of psychiatrists, clinical psychologists, psychiatric nurses, social workers, psychomotor therapists, speech-language pathologists, and specialised educators.

Minimum qualifications of professionals

State diplomas required

Support provided

What is offered

The mission of paediatric CMPs is to arrange preventative care, diagnostics, and outpatient and home care. Mental health care and concerns play a predominant role.
Liaison with other services

Therapy is undertaken in collaboration with other institutions, in particular schools, maternal and child welfare services, social services, hospitals, etc.

Responsibilities of sectors and services

Funding allocation

All care is paid for by social security

Delivery of services

In general, it guarantees consultations, home visits, and nursing care.

Policy implementation

As a general rule, the child psychiatrist meets with families and the child before determining the course of treatment to be taken and is the gatekeeper physician for the family.

Positive aspects

Strengthens relationships within hospitals between the paediatric and child psychiatry services. Assists in the creation of mother-child departments or services, inter-departmental services where ties are established between obstetrics, maternity wards, intensive care, child surgery, paediatrics, child psychiatry, etc. This effective collaboration between professionals contributes to the development of concepts of work, improves the care-giving process, and develops essential preventative care, specifically with regard to the establishment of the mother-child bond.

Challenges

Implement a trans-disciplinary approach to child pathologies and difficulties in parent-child relationships.

Services-specific comment
Many child psychiatry teams are experimenting with a close partnership with schools, where the success of the project depends primarily on the quality of the interactions of the participants and the mutual support they are likely to give each other.
5. Day Care Centres

Service details

Health, Education

Type of provision

Service offered

Day care centres

Target group addressed by the service

Children 0 to 6 years of age

Location

Number of services offered

At the end of 2007, metropolitan France had nearly 10,000 community day care and home day care centres.

There have been two trends in day care:
· an increase in the number of group day care centres, which currently account for over half of community day care capacity, 
· and a decrease in individual day care and home day care centres. 

This may be explained by a trend to transform individual centres into group centres (regular, occasional use) to adapt to the needs of families. 

In 2007, for the first time, group centres were more numerous and their number of care places, which increased 9%, is now greater than in other types of centres (136,000 places versus 134,000, for a total of 270,000 places available).

Overall, the number of care places increased 2%, i.e., 174 new centres and 5,900 more places compared to the previous year, which reflects the overall increase since 1993 that has become even faster since 2000.
Region served

If rate of accommodation is defined as the average number of places for 100 children under three years of age, there are significant disparities from department to department. In metropolitan France, the rate of accommodation for group centres (excluding nursery schools) is 11 places, with a range of 3 to 32 places depending on the department. Generally speaking, the most urban communities have the best rate of accommodation.

Partners involved

Professionals involved

Child care is provided by a multi-disciplinary team, which is comprised in particular of a paediatric physician, early childhood educators, paediatric auxiliary nurses, and child minders. Centres with more than 40 places are managed by a child welfare worker and/or an early childhood educator for centres with fewer places.

Minimum qualifications of professionals

CPC in early childhood care for child minders

Baccalauréat + 3 for child welfare workers

Baccalauréat + 2 for Early Childhood Educators
Support provided

What is offered

The mission of day care centres and services, besides child care, is to guarantee the health, safety, well-being, and development of the children entrusted to them (Decree of 20 February 2007).

Liaison with other services

Principal liaisons with PMI and various care structures if necessary.
Responsibilities of sectors and services

Funding allocation

State, social security family branch, regional and local governments, and parents (in proportion to their income)

Delivery of services

Care and educational responsibility of children in adapted premises that meet the standards set by the national plan
Policy implementation

Many municipalities have created the position of early childhood co-ordinator, who is responsible for encouraging and organising early childhood policy. They guarantee co-ordination of funding, team training, and networking with external partners.
Quality assurance implementation (e.g. courses, qualifications, teaching methods)
Varies in quality according to locality and staff.

Challenges

Improve the quality of interfacing with parents and their child.
Make facilities more welcoming for disabled children.
Services-specific comment
There are five different types of group care centres:

1) Group day care centres (regular care for children under 3 years of age)

Group day care centres are designed and equipped regular group care for children under three years of age during the day.

· Traditional community day care centres are located near the child’s home and are limited to 60 care places per unit. They are open 8 to 12 hours a day and are closed evenings, Sundays, and holidays.
· Traditional employee day care centres are located at the parents’ place of work and have the same schedule as the company or administration (e.g. at a hospital). Their capacity is also limited to 60 care places maximum per unit.
· Parental day care centres are managed by the parents themselves. They are organised as voluntary associations, and they care in turn for children under 3 years of age, with early childhood professionals, child minders, early childhood educators, and so on. Their overall care capacity is 20 places maximum.

2) Drop-in day care centres (occasional care of children under 6 years of age)

Drop-in day care centres provide occasional care for children under 6 years of age. In particular, they provide an opportunity for children under 3 years of age to meet and share activities with other children, which gradually prepares them to enter nursery school. As with group day care centres, a distinction is made between day nurseries that can offer a maximum of 60 places per unit and parent-managed day nurseries, which are limited to 20 places (25 places with permission).

3) Kindergarten (regular care of children ages 3 to 6)

Kindergartens regularly care for children 3 to 6 years of age. These institutions were designed to be an alternative to nursery school, and they are required to guarantee the development of children’s mental and physical capabilities through exercises and games. They may take in children as young as two years old. They are limited to 80 care places per unit.

4) Multi-use day care centres

Multi-use centres offer various types of care for children under 6 within the same establishment. They frequently offer a combination of several types of group care: regular care (like a nursery school or kindergarten), occasional care (like drop-in centres), or multi-purpose care (used as needed, sometimes for regular care, sometimes for occasional care). The structures may be managed in a traditional manner or by parents: in the former case, they are limited to 60 care places and in the latter case to 20 care places (25 with permission). Some of these establishments offer both group and home day care. In this case, their overall capacity is limited to 100 places.

5) Home day care services

Home day care comprises a grouping of certified child minders who care for children in their home for part of the day and take them to a group centre at regular times for various activities. They are supervised and managed as group day care centres. Child minders who work in this manner are compensated by the local government of private body that employs them. Home day care centres may not exceed 150 care places.

In addition to these group day care structures, the following must also be mentioned:

Individual child care given by independent child minders.

Children may be tended at the homes of independent child minders, who are paid directly by the parents. The number of child minders paid by individuals is estimated at 277,000 (end of 2007), which is a 2% increase over the previous year. Accordingly, the number of places available with child minders may be estimated at 743,000, which is two and a half times more places than are available in group and family centres.

The rate of accommodation with individual child minders is, on average, 32 places per 100 children under three. The rate of accommodation for child minders is negative correlated with the rate of accommodation in group and home structures and is as a result much higher in rural communities (47 to 71 places in about one fourth of communities).

The number of child minders increased fourfold from 1990 to 2007. Moreover, in order to give greater support to the profession, Child Minder Networks (RAMs) have been developed by the Family Allowances Funds and created in partnership with regional and local governments. 

· For child minders, RAMs organise opportunities to meet and discuss child care practices so that they can improve the quality of their own care and do something about the sense of isolation that comes from practicing a profession that takes place primarily in the homes of professionals.
· For children, some RAMs have activity times for basic exercise or music. 
· For parents, a RAM is a place to gather and get informed. RAM personnel assist families in the search for the type of day care best suited for their needs. The profile of a RAM group co-ordinator generally corresponds to that of an early childhood educator, social worker, or child minder.

RAMs respond to the need of families to be informed and the need for child minders for co-ordination and professional organization. At the end of 2008, there were 2,207 RAMs organised throughout France.

In total, all methods of day care

(community, home, and directly employed child minders) offer an average of 46 places outside the parents’ home per 100 children under three. The bottom 25% of communities have fewer than 39 places. The top 25% of communities have between 57 and 77 places.

The rate of coverage of the types of day care calculated was 48.1% in 2007. Care provided by child minders accounted for the greatest number of places because it alone provided care for one out of four children (25.2%), which corresponds to one place out of two offered. Group care is the second-largest contributor, covering 14.3% of children under three. Care provided by pre-elementary schools makes the national public education system the third-largest contributor, accounting for around 7.1% of children. Care providers employed in the home account for only a very small proportion of the rate of coverage (1.63%).

A comparison of the 2006 and 2007 rates reveals a very slight increase in the rate of coverage for child care (+ 0.2 points). With demographic factors almost constant, this result is due to various types of child care becoming more or less popular. While there has been an increase in the number of places available in day care institutions (+ 1.7%) and with child minders (+2.1%), there was also a decrease in the number of places in pre-elementary schools.

Maison Verte-type solutions

Special mention should be given to original child care solutions like Maison Verte, which was created in 1979 at the initiative of Françoise Dolto and Bernard This out of concern for the development of parent-child bonding and other social bonds.

Maison Verte is a unique child care ‘model’. Care is provided free of charge. It is neither a nursery school nor kindergarten, nor is it a day care centre or specialised consultation service. The child is always in the presence of a parent or other adult close to him or her, and adult and child alike receive the attention of ‘caregivers’ Maison Verte is not merely about early childhood socialisation and the pleasure of meeting other people. It is about giving people the freedom to speak about their difficulties in a caring yet anonymous atmosphere characterized by respect for others and their trans-generational histories. 

It is above all a place to speak… and of course a place to listen to others, drawing on psychoanalysis for its inspiration. ‘Here, children express themselves through their behaviour, their attitudes, and for the older ones their words. In the end, Maison Verte may be defined as a place where a child’s actions have a meaning.’ (Bernard This)

Maison Verte is a place to socialise, but it is first and foremost a place where child rearing difficulties can be spotted early and where caregivers can encourage questions about parenting and children to be raised, through parent-child dialogue where possible.

Maison Verte has inspired the creation of several other types of open, community-based child care:

· Care for parents with children in Mental Health Centres upon professional recommendation. 
· PMI lounges
Here families can spend time and talk about their experiences. The caregiver is not only there to listen, but also to advise and guide.

· Parent-child meeting places

Here children of divorced parents can maintain ties with the parent who does not have custody of them in a neutral space. This compromise was developed by legal professionals to manage family conflicts as well as possible. 

· Neighbourhood care spaces. 

Places where (most often) lower-income families can find a space to play and benefit from the presence of others as a way to avoid isolation and improve the integration of underprivileged and immigrant families.
To these solutions, one must also add all extracurricular and outside programs that exist in addition to time spent at school, morning, evenings, Wednesdays, and during school holidays. The recreation centres managed by municipalities or associations hold activities for children ages 3 to 7 outside of school hours (Wednesdays and school holidays). They are approved by the Ministry of Youth and Sports and they sponsor a wide range of educational, leisure, cultural, and sporting activities (including help with schoolwork).
Analysis of care structures for children ages 0 to 6

1) Child care structures for children under three years of age

Children under three years of age are cared for mostly by their parents; 63% spend the largest part of their week with them. Even though child minding by parents is the most frequent solution, it is not the only one. Half of these children are also cared for by someone else during the week. Most often, this is a grandparent (for 29% of children, for an average of 10 hours per week), a day care centre, or a child minder. 

Analysis shows that nearly two thirds of children under three not in school are cared for primarily by their mother. This situation is encouraged by paid parental leave. Over 600,000 parents (98% of mothers) take advantage of this benefit, which allows them to stay at home until the third birthday of their second and subsequent children. It is women having difficulties in finding a job (due to level of education or irregular or no employment) that most often take leave, sometimes by default: 37% of those taking leave state that they were unable to find child care arrangements and 40% have schedules incompatible with a care giver.

Besides parents, the most frequent methods of day care are being dropped off at the home of a baby minder (18%), group day care centres (10%), and care by a grandparent (4%).

Day care practices have been observed to vary by region… and by family standard of living:

· Differences observed in terms of day care are of course in the methods used: parents who live in rural areas prefer to resort to baby minders. The percentage of children minded primarily in day care centres increases with the population of the town, reaching 21% in the Paris metropolitan area.
· Day care solutions by families with working parents vary according to standard of living. For children in the top 20% of households by income, 69% are minded primarily by someone other than their parents; this is the case for 9 % of children in the lowest-income households. 
· Half of the children from the poorest families are sent to day care centres and slightly less than a quarter are sent to child minders. These numbers are reversed for families in the middle and at the top of the income scale, where over half use baby minders and one fourth day care centres.
· Children from single-parent families, who live most often in urban areas and in families with a lower standard of living, are also sent to day care centres. This method of child care is actually less expensive for lower-income families because fees are calculated on an income-based scale.
· Child care primarily by the parents in the home is done almost exclusively by the 20% most well-off households. This is primarily children of executives and upper-level intellectual professionals who live for the most part in the Paris metropolitan area.
· Average length of child care: 43 hours per week for children minded by a person employed in the home, 38 hours for children in day care centres (half of children go five days a week), and 37 hours for children watched by a child minder or grandparents.

2)
Methods of child care for children aged three to six already in school

Almost all children three years of age or over attend school. Parents are the main providers of care for their children outside of school hours: on Wednesdays, 75% of children ages 3 to 6 spend the major part of their time with one of their parents; this is the case for 83% of children between 4.30 and 7pm the other days of the week.

· On Wednesdays, 75% are minded by their parents. Many parents who work full time are free Wednesdays to take care of their children. Other children are most often minded by their grandparents (11%), 7% are involved in one or more extra-curricular, cultural, or sporting activity and 5% by a child minder.

Some 39% of children minded by their parents also have a secondary source of childcare: grandparents 38%, recreation centres 25%, and child minders 18%.

Grandparents provide child care more frequently in rural areas; 48% of children not minded primarily by their parents spend most of their time on Wednesdays with their grandparents.

Children from lower-income families, when they are not being minded by their parents, go mostly to recreation centres (43%). This is also the case for parents from the Paris metropolitan area (48%).

· Before and after class: after-school care and parental care.

Between 4.30 and 7pm, 83% of children are with their parents. Seven percent take advantage of after-school child care services, 5% are minded by grandparents, and 2% by a child minder. As for mornings, the same methods are used in the same proportions before children are taken to school.
6. Nursery and Pre-elementary Schools

Service details

Health, Education

Type of provision

Service offered

Nursery school

Care and schooling for children ages 2/3 to 5 years
Target group addressed by the service

Nursery schools are intended for young children aged 3 (sometimes 2) to 5 years. Attendance at these schools is optional, with schooling being obligatory starting only at the age of 6. They are open to all children residing in France, irrespective of their nationality.

In 2007, 2,551,050 children attended nursery schools, which corresponds to 100% of children aged 3 to 6 and 23.3% of 2-year-olds.

At the beginning of the 2008-2009 school year, pre-elementary schools in metropolitan France and the overseas communities taught 2,535,352 children ages 2 to 5 (versus 2,551,052 at the beginning of the 2007-2008 year). The drop in attendance is, for the most part, due to a drop in attendance by children two years of age.

The average number of pupils in each pre-elementary class, i.e. 25.9 pupils per class, is stable. By way of comparison, the size of an elementary class is 22.7 pupils per class.

All children three years of age are currently enrolled in nursery schools. The dates in which all the children of a given age were enrolled in school is as follows: 1970 children age 5, 1980 for children age 4, and 1990 for children age 3. 

Since 1990, the enrolment of 2-year old children has increased primarily in ZEPs (Priority Education Areas) among children from the lowest-income families. Enrolment is currently dropping, and children are being accepted only as places become available.
Location

Number of services

At the start of the 2008-2009 school year, 98,004 pre-elementary classes, versus 98,495 classes at the start of the 2007-2008 year.

Region served

All France

Partners involved

Parental role

Parent involvement in school mission
Professionals involved

School teachers

ATSEMs (Regional Nursery School Co-ordinators) and teachers’ aides

Psychologist, re-educator, and RASED (Specialised Help Network for Pupils with Learning Disabilities) specialist teacher

PMI physician
Minimum qualifications of professionals

School teachers: Baccalauréat + 5

ATSEMs: hold CAPs (Professional Aptitude Certificates) in early childhood. They are local agents employed by the municipality where the school is located, and it is their responsibility to assist teachers in pedagogical activities, help children with daily life activities (meals, hygiene, etc.), and help with the material preparation of activities.
Support provided

What is offered

Traditionally, there have been three classes: small (PS), medium (MS), and large (GS) sections, as well as the occasional very small section (TPS) for children under three years of age. 

Since 1989, the GS class has been the end of the early learning cycle of nursery school and is the first year of the basic learning cycle, which continues over the first two years of elementary school.

In 2008, pre-elementary classes enrolled 20,204 children ages 2 to 5 with disabilities. 

Over half of these pupils were enrolled full time. Most of them (94.5%) are enrolled in mainstream classes.

A minority of them (4.5%) attend a school that has a personalised teacher and only 1% alternate between mainstream classes and school integration classes (CLIS) or CLIS only.

Hospital or child psychiatry centres enrol slightly less than 30% of pupils that attend part time. In this situation, the services of a special needs assistant are made available. Less than 1% of such children used an assistant at the beginning of the 2008-2009 year.
Liaison with other services

Liaison with specialised services 

PMI Physician
Responsibilities of sectors and services

Funding allocation

Free

Delivery of services

French nursery schools have a strong tradition and a positive reputation. They have a universal vocation to school all children, and they are a considered a way to guarantee success in school and compensate for social and cultural inequalities. 

Their primary aims are:

· Development of the child’s personality in all its dimensions: corporeal, linguistic, social…

· Preparation for success in elementary school
· Prevention of difficulties and deficiencies
Policy implementation

The early learning cycle for nursery schools is organised around six fields of activities:

· Starting to use language
· Discovering writing
· Becoming a pupil 
· Acting and expressing oneself with one’s body 
· Discovering 
· Perceiving, sensing, imagining, creating.
Nursery school culture is based on the values and models of the new pedagogy: a global approach to children, respect for their development, pedagogy of situations based on play activity and active experimentation by children, validation of bodily, emotional, and linguistic expressions, and pedagogical differentiation that enables the reconciliation of necessary individualisation and gradual affiliation to the peer group…

This culture is currently in tension with increasingly demanding learning goals, which are supposed to guarantee the best chances for succeeding at elementary school. Nursery school is designed to be a preparation for elementary school at the risk of losing its own identity in the trend to anticipate and constantly raise the bar for learning requirements. One cannot help noticing that here is currently a poorly understood prematurity that can be summed up by the adage: Learn more, learn faster, learn earlier. However, earliness, quantity, and speed are rarely compatible with the time necessary for the maturation and integration of learning.

Here we see how important it is not to confuse early involvement with learning things early, but conceiving of it as more of a qualitative process based on the question des processes and the time needed for learning, as an antidote to overstimulation and educational forcing.

Positive aspects

The quality of nursery schools when compared to day nurseries resides primarily in the richness of learning situations and the quality of the pedagogical tools used to teach and support the child.

A good amount of research has proven a positive link between the length of time attending nursery school and pupil success in primary school. It demonstrates that school is a preventative tool that encourages success in school, especially for children that come from socially underprivileged families.
Challenges

· Schooling of two-year-olds

The schooling of two-year-olds is the object of debate insofar as it is organised in an environment and under conditions that are often poorly adapted to the needs of the child. The high number of children does not allow for sufficiently individualised support from adults (teachers and ATSEMs).

· The question of answers given to learning difficulties 
· The establishment of schooling for children with special educational needs
Training issues concerning professionals involved
Ongoing professional training organised by French public education.

Services-specific comment
Experiments with bridge classes or programs

Experiments with bridge classes and programs conducted for about fifteen years in the most underprivileged areas have produced some interesting answers.

Despite their different formulas, bridge programs are defined by a certain number of common characteristics:

· They are part of a partnership (public education, regional and local governments, and the Family Allowances Fund) and are based on involvement by early childhood professionals, in particular early childhood educators and teachers. 
· They set up the joint and co-ordinated working conditions between a young childhood institution and a nursery school PS class, which are joined together.
· They implement a close two-way working relationship between the program and families in which RASED personnel play an important part.

The operating principles for these programs are:

· Respect for the child’s pace of learning
· Individualisation of the schooling process in each place, with the support and presence of parents, based on the child’s needs and his or her maturity and rate of adaptation.
· Making the adjustments necessary to encourage smooth, personalised passages between the family, the program, and the school. 
· Coherence and continuity of actions with the parents and child.
· Evaluation of these programs has shown that several children were able to begin nursery school under good conditions and that the reciprocal representations and division of educational duties between teachers and parents were radically changed and improved over the long term insofar as the effects of these programs could be seen over the long term, especially in elementary school.
Additional information 

Could you please provide some background information such as amount of newborn babies /amount population, % of children involved in educational services, mothers involved in work, education of parents (especially mothers), etc?

With 834,000 births registered in metropolitan France and the overseas communities 2008, France is, along with Ireland, the most fertile country in the European Union. As of 1 January 2008, the fertility index passed the threshold of two children per woman. The average age of maternity continued to increase in 2008, reaching almost 30, almost two years older than it was twenty years ago.

As of 1 January 2009, France had 4.8 million children under six years of age. This number has increased from 2000 to 2008 and remained stable in 2009. Out of this number, 2.4 million were under three years old and 2.4 million were between 3 and 6.
Child presence and maternal activity
According to the Emploi 2008 survey, two thirds of children under six years of age have active parents (working or unemployed). Among two-income couples who were caring for children under 6, 36% of mothers work part time. Among couples with children, 23% of mothers working part time want to work more hours and 13% work part time because of a lack of child care services or because they are too expensive. The rate of employment of mothers decreases with the total number of minor children they care for, especially when one of the children is very young. Among mothers who are part of a couple and care for only one child, 77% work when that chid is under 6 years old. Their rate of employment is 45% when they are mothers of a large family (three or more children, at least one of which is under 6).

Similarly, part-time work is more frequent when there are several children. Among working mothers who are part of a couple with at least one child under six, 25% work part time when they have only one child. This proportion increases to 49% when they have three or more children.
Questions related to Key elements of ECI

7. Key element 1: Availability

Definition and relevant recommendations:
A shared aim of ECI is to reach all children and families in need of support as early as possible. Three types of recommendations were suggested in 2005 in order to ensure this feature: a) existence of policy measures at local, regional and national levels in order to guarantee ECI as a right for children and families in need; b) availability of information as soon as required, extensive, clear and precise to be offered at local, regional and national levels addressed to families and professionals; c) clear definition of target groups, in order for policy makers to decide, in co-operation with professionals, on ECI eligibility criteria.

8. Questions related to the key element of ‘Availability’

Question1- Please name and give a brief description of existing ECI policy measures at local, regional or national level. 

Early childhood intervention policy is formulated at three main levels:

· National: family policy, social aid, education, and health (social security, health insurance), youth and sports, solidarity
· Departmental: financing of structures and structures by the General Council
· Local: municipal and local government level (or groupings of municipalities), managed by mayors.

The current situation at these various decision-making and financing levels generates obstacles because any measures taken require a consistency of commitment and continuity at the various decision-making levels. There are risks of failure and discontinuity between the policies conducted at the local, departmental, and national levels, which in practice produces quite different, even uneven situations between regions.

France has a tradition of a high level of state involvement in health care, education, and social welfare policy based on high-quality public services accessible to everyone, especially the most disadvantaged. It has a wide range of programs that focus on pre-elementary schools. Despite all this, progress and improvements still need to be made to give genuine substance to early childhood public services.

It appears that early childhood public policy, which is something that numerous specialists sincerely want, is not yet organised based on clearly defined objectives and responsibilities.

Overall, the educational care and aid sector has a general function of supporting families, helping the work of women, and general involvement in the goal of good childhood development. 

Paradoxically, it is poor, immigrant parents with low levels of education who seek out and use services for their children the least. Associated with the phenomenon of social isolation that takes place in disadvantaged areas in large metropolitan areas, the fact that mothers find themselves raising their children alone may constitute a powerful mechanism in the intergenerational reproduction of inequalities (‘social heredity’ metaphor).

The aim of the establishment of early childhood public services is to respond to a twofold quantitative and qualitative goal:

· enable the reconciliation of professional and family life,
· create development conditions favourable to young children.

Encouraging the work of women is a response to women’s aspirations and would reduce the risk of poverty in families, especially single-parent ones. Guaranteeing the best environmental, educational, and care conditions would also provide a powerful means of fighting against inequalities and the phenomena of exclusion. In this perspective, it would be necessary to implement, among the most socially disadvantaged families, parent support and help networks, as well as the possibility to access high-quality group methods for care and awareness that respect diversity of cultural references and social group identities.

We acknowledge the complexity and diversity of programs and structures that participate in the welfare, care, and education of young children. From the outset, we have to deal with a complex system of multi-professional structures that are supposed to function together and complement each other…

We analyse the system that all of these services comprise at four levels:

· The DDASS (District Health and Social Services Office) constitutes the first level of involvement with the PMI (Maternal and Child Welfare Services), which is associated with ASE, the child protection and social welfare policy. 
· Maternity clinics, the hospital sectors, and all specialised institutions in the health and medical social sectors (young children’s medical and social centres (CAMSP), mental health and child guidance clinics) represent the general and specialised health care sector.
· The general sector for the care and education of young children with all of the various programs that parents may choose as well as independent child minders.
· The school sector, which guarantees schooling and child minding for children 2-3 years of age and older, is supplemented by the extracurricular activity sector, which is often organised at the very same school…

The multiplication of programs and levels of involvement generates, of necessity, confrontations between differing professional conceptions and practices. Underlying these are frameworks of legitimacy and territory where economic and corporatist aspects are sometimes quite distant from the search to satisfy the child’s needs… 

If the minimum conditions for jointly conceiving and developing these challenges are not met, the encounter is resolved in a juxtaposition of necessarily partial and reductionist interventions, which lead to the substitution, confusion, and even dilution of responsibilities among professionals and cause breakdowns in support and care for families. The professionals themselves get lost in the intricacies of this network and have only a partial knowledge of it. As for the parents who are using, or better stated, participating in it, their difficulties finding the right people to talk to and understanding the challenges of the decisions in which they are participating are easily understood.

In summary, the major challenge would be to design a genuine involvement and ‘reliance’ policy based on the coherence of inter-service and inter-sector involvement by improving the connections and transfers between mothering, health care, education, and schooling…

Question 2- Please describe briefly how these policies address the following:

a) reach all children and families in need;
b) avoid or compensate for unequal situations (e.g. rural versus urban areas);
c) ensure co-ordination among the different sectors and services involved;
d) guarantee that families have access to the required information;
e) offer pre-natal support and guidance for families;
f) take into account the importance of child’s first year in detecting delays and difficulties.

The role of PMI is fundamental insofar as they are the first line of treatment for all women once they say they are pregnant. It offers a single place for care, information, and consultation in their communities and accessible to all.

Its expanded medical, social, and familial approach is extremely important because the service is in a position to offer initial diversified responses based on the parents’ situation and needs.

Generally speaking, all professionals share a concern for implementing a way to follow up on families, send information, and guarantee the continuity of that follow-up when it is necessary. This requires co-ordination and interrelatedness between the services that represent a significant part of this work, especially for the directors.

Three observations:

The fact that the entire program relies on the participation and volunteer spirit of families is an essential feature. It has been observed that a certain number of the most underprivileged families tend not to use the system, and even seek to ‘escape’ a system that they see as stigmatizing and guilt-inducing. Thus we arrive at the paradox that the families that most need the system use its services the least.

A lack of qualifying training for early childhood professionals, a lack of relationships between independent child minders, and the difficulties noted by PMI professionals in supporting them in their work due to a lack of funding have also been observed. The setting up of RAMs (Child Minder Networks: see doc 1-6) responds in principle to this concern for co-ordination, yet it is not sufficient to satisfy the training needs for these professionals.

Finally, despite successive plans implemented by the public authorities, a significant need to create multi-use day care structures with employees from several disciplines and health care personnel (paediatricians, psychologists, psychomotor specialists, etc.) has still been noted. These structures would make it possible to integrate professionals into the teams created and would support and help them in the implementation of their actions. It should be noted that in ordinary child care structures such as nursery schools, psychologists and psychomotor specialists are likely to support the most sensitive parents through making conversation and observations, by taking the time to guarantee that they are pointed in the right direction and that the guidance they get turns into a real course of action.
Question 3- Do these policies contain clear criteria to enable the classification of need in children and families, which would ensure families have access to adequate resources and get the required support. 

At the local and municipal level, there is no responsibility or obligation defined as regards care for young children. (See Doc I-5.)

However, it is at the local government level, under mayoral direction, that projects, nursery school construction, and employee recruitment and functioning are financed and managed. 

We would like to point out the following observations from the July 2008 Ministerial Report by Michèle Tabarot on developments in day care and young childhood:

It turns out that needs are not clearly identified and that day care options vary greatly nationwide: ‘Currently, the geographical adequacy of day care to meet demand is not known… The participants have an incomplete view of needs’. The observation is made of a lack of knowledge of needs and very unequal coverage from one department to the next. Consequently, ‘it seems indispensable to prepare a quantitative and qualitative overview of day care availability and demand throughout the country…’ The definition of goal criteria shared by professionals in the various sectors involved may constitute an effective basis for exploring the matter. 

Moreover, the search for a method of care by parents is still very complicated: ‘Generally speaking, in the absence of a single, clearly identified contact, and because information must be found by consulting several sources, finding a child care spot within a limited time frame is seen as trying by parents, who must often figure things out on their own.’
One of the main proposals in the report is that municipal and inter-municipal bodies become responsible for the gradual implementation of a right to child care for parents by 2012, then 2015. A right to child care, as defined by the Swedish model of an obligation by a municipality to offer reasonable care adapted to the needs of families…

The French government has recently signed a Goals and Management Convention (COG 2009-2012) with the Caisse Nationale d’Allocation Familiale that defines needs and financing to implement the right to child care for young children starting in 2012. This project involves the creation of at least 350,000 care places in the next five years, which corresponds to an estimate that varies from 1 to over 4 billion Euros depending on the estimate. The government is also advocating the institution of District Child and Youth Observers, who would be responsible for gathering information and implementing monitoring indicators for the policy at the national and departmental level under the aegis of the CAFs.

Finally, the Ministry advises that, in each department, a single information hotline be set up for families so that they have access to all information regarding child care programs.

9. Key element 2: Proximity

Definition and relevant recommendations:
This aspect firstly relates to ensuring that the target population is reached and support is made available as close as possible to families, both at local and community level. Secondly, proximity also relates to the idea of providing family focused services. Clear understanding and respect for the family’s needs is at the centre of any action. Two types of recommendations were suggested in 2005 in order to ensure these features: a) decentralisation of ECI services and provisions in order to facilitate better knowledge of the families’ social environment, ensure the same quality of services despite geographical differences and avoid overlaps and irrelevant pathways; b) meeting the needs of families and children so that families are well informed, share with professionals an understanding of the meaning and the benefit of the intervention recommended, participate in the decision making and implementation of the ECI plan. 
10. Questions related to the key element of ‘Proximity’

Question 4 - Are ECI services decentralised in order to:

a) be as close as possible to the families;
b) ensure the same quality despite geographical location (e.g. scattered or rural areas);

c) avoid overlaps and misleading pathways.

There is a desire to create a network to cover the entire country so that services can be offered locally to families. However, some regions do not yet offer all of the services possible, or the distance to get to them is too great.

The participation of professionals with differing outlooks in local PMI structures encourages access to more enriched services that are more likely to anticipate the questions asked and the difficulties presented.
As regards other child care structures (CMP, CMPP, CAMSP, etc.), all of them have also set up local branches and regular office hours to facilitate access to care. But all of the child care structures are currently limited by a lack of resources, especially personnel, in their attempt to meet needs. A decrease in the number of workers in these institutions has been noted, thus giving professionals an impossible workload. Waiting lists are getting longer, and waiting times for an appointment are sometimes very long.
Question 5- Do ECI measures guarantee family support so that families:

a) are well informed from the moment the need is identified;

b) participate in the decision making and implementation of the ECI plan;

c) have a co-ordinator/key person to compile all the relevant information and services;

d) receive training upon request, etc.
Information regarding child and health care options exists and is available in public places such as PMIs and hospitals, as well as in private doctor’s offices… 

Informational programming in the media relays this information to the public on a regular basis. They work together to set that disabilities and diseases are no longer taboo or invisible.

However, even though the information is currently accessible, families may have to face the difficulty of finding the right contact person and evaluating the choices they have to make, especially in urban settings, where choices are numerous.

This difficulty is most often related to: 

· a lack of knowledge by professionals of all of the programs that may be offered,

· the difficulty of establishing a precise needs diagnostic, a difficulty that is related to a lack of training with regard to early childhood intervention, and to the lack of safety and assurance provided by structures for the actions of their professionals,
· a general lack of support for families and a mistrust in their ability to mobilize on the part of professionals. Parental participation still too often depends on the participants who receive them and their treatment of parents. 

The negative effects of the unexpressed desire, of which some professionals are often unaware, to maintain a certain level of control and thus indicate only one known, familiar solution may sometimes be observed and are regrettable.

Conversely, however, the pernicious effects of neutralization or even cancellation that comes from having too many contacts can be perceived, even with the intention of looking for the best help possible, with all the harm that this causes, especially with regard to lost time.

Finally, parents may also implement strategies to avoid or get around the courses of action proposed, whether intentionally or unconsciously, and may also have sometimes paradoxical attitudes with which professionals must work…

Within the framework of the sole access point that is the District Centre for Disabled Persons (MDPH), the law requires that a life plan be drawn up by the multi-disciplinary team of the MDPH with the family. A compensation plan will list the material and human aid and any possible financial services necessary for its implementation.

The family may request that a child be put in school starting at the age of three. This schooling may take place full-time or part-time based on the Personalized Schooling Plan prepared by the same multi-disciplinary team. Implementation and follow-up will take place under the guidance of a “gatekeeper teacher”, who will do the follow-up and serve as the parents’ contact person until the end of the child’s schooling.

Even though there is still a project co-ordinator and contact person designated for the parents, meetings between families and professionals are often reduced to the minimum necessary and are not always considered a priority and determining component of the child care project. Similarly, it may be affirmed that pre-elementary school, in general, has not yet assessed the importance of a good working relationship with parents. 

These are the strategies and expectations that give direction to the steps undertaken by the parents vis-à-vis the school:

· At all times, give precedence to disabled children as people, protect them from definitive and stigmatizing judgments, and give priority to their promotion and development.
· Get teachers and anyone else who can contribute to disabled children’s success involved.

Get acknowledgement of their own skills, as parents, and the skills of anyone whose involvement may be beneficial to the child.
11. Key element 3: Affordability

Definition and relevant recommendation:
ECI provisions and services should reach all families and young children in need of support despite their different socio-economical backgrounds. The recommendation suggested in 2005 in order to ensure this feature is that cost free services and provision is made available for the families. This implies that public funds should cover all costs related to ECI through public services, insurance companies, non-profit organisations, etc, fulfilling the required national quality standards.
12. Questions related to the key element of ‘Affordability’

Question 6- What budget is allocated to ECI services?
a) is it private, public, partly private?
b) do families need to contribute financially?

The financing of early child care is taken care of by the family branch of social security, the state, regional and local governments, and families, in proportions that vary according to the type of child care provided and the parents’ household income. 

In 2008, the total sum dedicated by all participants in the care of children under 6 totalled nearly 25 billion euro. This amount was distributed in roughly equal proportions between financing by the family branch of social security, which covers children under 3 years of age, and by the Ministry of Public Education for care of children ages 3 to 6.

Regional and local governments, through investing in and operating child care structures and schools, and the state, through the tax reduction schemes it grants, are the other public participants that contribute to financing.

Analysis of costs according to type of child care and family income

Three typical child care cases were listed and analysed based on a household with two working parents; their child was cared for full time, 18 days a month, for 9 hours a day.

· minding of the child in the parents’ home, by him- or herself or with another child in the same way
· minding of the child in the home of a child minder 
· minding of the child in a group day care centre

Depending on the level of family income, the cost of the type of child care will differ widely:

For homes with incomes lower than twice the minimum wage (i.e., around €2,000), in day care centres, application of a national sliding scale based on family income means a lower cost in relation to care by a child minder.
For families that make two to four times the minimum wage, the expense they pay for the use of a day care centre or care by a child minder is almost identical.

For homes with incomes over four times the minimum wage (over €4,000), a child minder turns out to be the least expensive method of care.

In all cases, care at home is the most expensive form of child care, especially for just one child. On the contrary, this method of care can end up being cheaper from both an educational and financial standpoint if the parents make arrangements with another family geographically close to their home for care of the children in the home of one family or the other, or alternately.
Question 7- Do ECI measures ensure that: 

a) the same quality standards are applied to both public and private ECI services;
b) there are no variations regarding waiting lists and timeliness of services between the public and private sector of service provisions.
The quality standards applied to early child care structures or programs are identical whether publicly or privately financed. They depend on the type of structure or program. They are monitored by the decentralised services of the state.

The differences that may exist with regard to waiting lists are due to a shortage of places compared to family demand. They are geographical in nature and independent of the method of financing of the structures.
13. Key element 4: Interdisciplinary working

Definition and relevant recommendations:
Early childhood services and provisions involve professionals from various disciplines and different backgrounds. Three types of recommendations were suggested in 2005 in order to ensure quality teamwork: a) co-operation with families as the main partners of professionals; b) team building approach in order to ensure work in an inter-disciplinary way before and whilst carrying out the agreed tasks; c) stability of team members in order to facilitate a team building process and quality results.

14. Questions related to the key element of ‘Interdisciplinary working’

Question 8- Do ECI measures ensure co-operation with families so that:

a) regular meetings between professionals and families are organised;
b) families are involved in the setting up and implementation of the Individual plan.

Concepts of citizenship, informed choice, and personal participation in one’s own life plan were reaffirmed and strengthened in the Law of 2005. Even though steps have been taken in this general direction before, this law institutes a new model that makes professionals reconsider the role played by parents. The question of working with parents turns out to be all the more crucial when young children are involved. 

For a long time, the CAMSPs (see doc 1-2) have developed joint parent/child approaches as part of working on the bonds of attachment and fine-tuning early childhood interactions and implementing aid for parenting. The construction of a process with parents that combines education and therapy is becoming an essential and determining component in the development of child care project. The desire to take into account and respect parents in the development of the project is causing each of us to rethink our own practices and our views of other people. 

In certain institutions, parents participate in all training meetings with their child. They become a participant in the child care project and are thought of as the only people who can act as a bridge for all the professionals involved. They are also established as full participants in the co-education project. Parents of disabled children can supply professionals with vital information. Accordingly, there is an entire exchange of information possible about the child and questions related to parenting, during which parents can be reassured about their skills. 

CAMSPs also offer discussion groups for families so that families can be supported no matter what questions they have. These discussion periods, which are led by professionals, allow parents to meet each other outside the programs set up for children. They are open groups where anyone may volunteer to speak and where parents may help each other and offer mutual support and take time for themselves. The act of sharing these moments where everyone can express themselves honestly in a non-judgmental atmosphere teaches them to know each other better and gain a greater awareness of the professional/parent relationship and a mutual respect for each other’s advances and limits.

CAMSPs and PMI services get involved so that the children who rely on them have access, like other children, to an environment where they may properly socialised. Support for care that matches the child’s potential can exist only with close collaboration from child care structures and nursery schools. The support of placement teams is necessary to strengthen and reassure professionals, who always worry that they do not know how to handle a disabled child properly. Therefore, CAMSP professionals work in close collaboration with early childhood structures and nursery schools to encourage the gradual integration of disabled children into a non-specialised mainstream environment at as young an age as possible. They also invite parents to attend these structures so that they can start relationships with parents of children the same age and thus avoid phenomena of withdrawal and isolation.
Despite these developments, working with parents is still too often reduced to formal processes. It remains dependent on the conceptions of the directing physician and the teams as well as the often insufficient funds and time attributed to this work.
Question 9- Do ECI measures guarantee team building so that:

a) regular and stable interdisciplinary team meetings are organised;

b) there are conditions for engagement of team members (e.g. common language, time, clear role division);

c) there are common goals; methods, values; frictions caused by discipline-based incentive/reward systems;

d) there is sufficient budget to support interdisciplinary teams;

e) interdisciplinary working is part of training curricula.

Currently, one of the principal challenges is implementing a multi-disciplinary and integrated approach to the child’s clinical reality, which must of necessity be comprised of varying points of view. 

The collegial development of a differential diagnostic by professionals from varying fields is still too rarely done, except in a few places where experimental care is provided. One still too often sees ideological, divisive positions taken between those who take a medical approach, which favours the neurobiological and behavioural dimension of disorders, and a psychodynamic approach, which is based on the meanings of difficulties and their context of emergence, as this is imbued with hierarchical relationships and, in the end, professional defensiveness. 

An interdisciplinary approach, especially with regard to the very youngest children, does not only involve crossing viewpoints and respective approaches. The uncertainties related to the diagnostic and development outlook make necessary a diversified, shared development process that gradually causes professionals to relativize their models of comprehension and transform their frameworks and methods of involvement. A genuine trans- or cross-disciplinarity generates this ability to be open to the intelligibility of others and to enrich their own actions. Consequently, it is understood that this approach is often demanded and rarely assumed…
15. Key element 5: Diversity and co-ordination

Definition and relevant recommendation:
This aspect relates to the diversity of disciplines involved in ECI services and provisions and the need for co-ordination. Two types of recommendations were suggested in 2005 in order to ensure that the health, education and social sectors involved in ECI services and provisions share responsibilities: a) good co-ordination of sectors in order to guarantee the fulfilment of aims of all prevention levels through adequate and co-ordinated operational measures; b) good co-ordination of provision in order to guarantee the best use of the community resources.

16. Questions related to the key element of ‘Diversity and co-ordination’

Question 10- Do ECI measures ensure co-ordination across sectors (health, education, social services) involved and within sectors, in order:

a) to have clearly defined roles and responsibilities;
b) to co-operate with the families;
c) to co-operate with NGOs;
d) to be involved in early detection and referral and avoid gaps and delays that affect further intervention;

e) to provide developmental screening procedures for all children;

f) to provide monitoring, advice and follow-up procedures to all pregnant women;
g) to avoid overlaps between different service providers.
The PMI program is in essence based on a network. In several departments, regular meetings have been organised between various institutions, social services, the child psychiatry sector, nursery schools, and PMIs to allow a certain number of exchanges on questions of co-ordination or special situations. Currently the prenatal networks make it possible to better keep up with mothers and children, understand their health globally, and increase communication between maternity clinics, PMIs, and doctors.

Time for co-ordination, which is inherent to working in a network, takes up a lot of time and makes it necessary to find a balance to reconcile meeting times and involvement times. It also makes it necessary for meeting times to be organised, lively, and co-ordinated, so that they serve a purpose and satisfy all the participants.

It is essential that the network does not become yet another level of bureaucracy that favours unity over diversity and management over regulation. The network brings together professionals from various cultures whose models for involvement do not necessarily converge… By participating in them, people accept the challenge of confronting conceptions and approaches because, at least to begin with, the goal is not to move towards better rationalisation and planning of actions, but above all to analyse as a group the choices made and to question together the degree of pertinence and collective coherence of actions. 

One possible risk is that the network would be based on an ideal of controlling situations through the exchange of information, or would give rise to it, which would not be without problems for professionals. Indeed, the network holds a certain interest if it is understood as a safety net for families and professionals. It is corrupted if it is conceived of and used as a network to monitor and standardise the people it is intended for.

Thus the question of ethics is crucial.

Early childhood involvement cannot be thought of in terms of strict developmental standards and catalogues of disorders. Delays and differences cannot be thought of in terms of a defect or deficit. The diversity and originality of each child and the environment he or she belongs to must be recognised and reflected on. Moreover, it is necessary to let go of often reductionist explanatory systems that are based on linear causality, whereas human reality is constructed in circular relationships between multiple and complex influences. 

Consequently, a certain number of requirements, attitudes, and positions to hold must be defined that go in the direction of listening, caring for children, and supporting them and their families. Working in a network requires ‘a slow and intricate weaving of trusting inter-professional ties through considerable institutional flexibility, taking risks in relationships, and adjusting permanently to family development, not institutional frameworks.’ (F. Molénat)
Question 11- Do ECI measures enhance co-ordination of provisions in order to:

a) ensure continuity of the required support when children are moving from one provision to another;

b) guarantee that children coming from ECI services are given priority places in their kindergarten/pre-school settings.
The Law of 11 February 2005 for equality of rights and opportunities and the participation and citizenship of disabled persons prescribes that all structures, institutions, and programs established by law, including those intended for young children, should integrate the disabled public. Even though the inclusion of disabled children has been provided for in legal texts since 2000 and strengthened by the Law of 2005, practices evolve slowly and run into several obstacles. The ministerial report prepared by Mrs. Tabarot acknowledges a significant delay in the inclusion of disabled children in structures for young children.

More than one mother out of two of the 7,000 children under age 3 who are disabled has stopped working because of a lack of support and care places. And only 4.13% of these children have a means of child care outside the home (compared to two thirds of non-disabled children). 

There is no priority given in France to the inclusion of disabled children in Young Childhood structures. The report makes a few recommendations in this direction that are nonetheless rather vague and unconvincing…

The majority of young childhood structures have no prior plans conceived and developed by staff for the inclusion of disabled children. Accordingly, inclusion occurs individually on a case-by-case basis out of goodwill and depends on commitment and individual initiatives by professionals, which of course makes the experience fragile and unstable.

Despite this, a few structures have developed some innovative projects by mobilizing a motivated and determined staff. Various principles and organising methods for inclusion have been observed:

· In general, it is suggested that a proportion of disabled children be placed with the ‘mainstream’ children, according to a report by at least one third party. The proposal is then announced and presented to the parents of the non-disabled children. The mixing of children is considered to be an essential dimension for the development of each child.
· Other places practice inclusion with no prior conditions, no matter what the disability, under conditions that are as open as possible. Only the necessity of a follow-up by a specialised team is requested.
· A small handful of nursery schools are becoming institutions that specialise in the inclusion of certain types of disabilities, in particular motor disabilities and multiple disabilities.
The experiences of these innovative institutions have proven to be a rich source of information and they demonstrate the necessity of inventing new services to meet the diversity of needs, in particular the opening up of groups based on age categories. Developing the inclusion of disabled children in a mainstream environment necessitates the removing of obstacles with regard to both representations and practices that cause the process to fail. The success of these experiments appears to depend on a twofold process of support and training of professionals and support of and educational alliances with parents.

17. General questions applied to all the five elements

Question 12- Please describe briefly the positive outcomes of the implementation of ECI services at local, regional or national level for the children and their families.

There has been a positive outcome in policies in the direction of the development of policies of intervention and inclusion for all young children in day care and education programs, with specific attention being paid to what concerns disabled children. 

The Law of 2005, the ‘Law for the equality of rights and opportunities and the participation and citizenship of disabled persons’ defined inclusion policy, which is based on the right of disabled persons to be integrated into mainstream structures and in particular to be schooled under conditions as close to normal as possible… Public policies take into account the needs related to the inclusion and education programs for young children.

Moreover, there has been a high level of mobilization by local politicians at the municipal level to develop means of inclusion, organise professional networks, co-ordinate their actions, and develop inter-category training, in particular for the inclusion of disabled children.

Finally, parents are mobilizing through the creation of associations that claim to be a full participant in education and care actions and to develop innovative projects, such as places for the care and training of parents.
Question 13- Please describe briefly the evidence of improvement in relation to ECI services and provisions applied at local, regional or national level.

One cannot help noticing that the obstacles to changing mentalities and practices are numerous despite the mobilization of the majority of professionals.

Despite the stated principals, on the ground, it has been observed that professionals are caught in contradictory, sometimes paradoxical situations. Economic and employee management policies, policies for evaluating institutions based on criteria of short-term profitability and efficiency are becoming incompatible with high-quality strategies for inclusion and support (and this criterion goes well beyond an immediate user satisfaction index). General principles become invalid and superfluous if one is not in a position to guarantee the means and conditions necessary for their implementation or consider the importance of a clinical approach that makes it necessary to take into account situations and special cases to design and invent alternate solutions.

We are obviously in a period of economic crisis, which has the effect of an overall reducing of budgets and a temptation to rely less on the State. With regard to pre-elementary schools, which constitute a strong point on our system, this trend is manifested in several measures: 

· reduction of specialised education posts,
· threats of elimination hovering over specialised RASED employees and decreased funding to school staff. This is in total contradiction with the consistent inclusion of disabled children that makes it necessary to design adapted schooling programs and the support and cooperation needs of the school staff.
· Failure to recognise the status of the AVS (School Life Auxiliary responsible for supporting disabled pupils in schools). 

The project to create jardins d’éveil (day care centres for 2 and 3 year-olds), which was mentioned in the most recent ministerial report, which takes up certain interesting functions of the bridge programs we presented (see doc I no. 5 care programs), but without stating conditions to implement a real program between nursery schools, families, and schools. Accordingly, this project calls into question the interest in enrolling two-year-olds with no reference to the studies that mention the effects of early enrolment and it is to be understood that jardins d’éveil could take in children over 2-3 and replace at term the Petite Section in pre-elementary schools. It may be regretted that no reference was made to the numerous works by researchers who stressed the interest in designing intermediary partnership programs like those between nursery and elementary schools (H. Montagner) pr spaces for small children in schools (J. Levine) in order to manage in a more flexible and individualised manner the passage between families, day care programs, and schools. In contrast, a new service for an age range was created that may further break down practices is being created. The economic considerations likely to influence this type of project are of course understood…
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