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

(0- maximum 6 years old)

Medical sector
1. Neonatal inspection upon birth
Target group addressed by the service

Newborns
Location

Number of services offered

Local level
Region served

Local level
Partners involved

Professionals involved

Doctors and nurses
Minimum qualifications of professionals

Higher education
Support provided

What is offered

General screening
Liaison with other services

Hospitals, consultation bureaus, doctors
Responsibilities of sectors and services

Funding allocation

By law (AWBZ)
Delivery of services

After contact with midwife automatic enrolled in the system
Policy implementation

Local (midwife or gynecologist)
Quality assurance implementation (e.g. courses, qualifications, teaching methods)

Specially trained
2. Heel blood drawing
Target group addressed by the service

Newborns
Location

Number of services offered

Local level
Region served

Local level
Partners involved

Professionals involved

Nurses
Minimum qualifications of professionals

Higher education
Support provided

Liaison with other services

Hospitals, consultation bureaus, doctors
Responsibilities of sectors and services

Funding allocation

By law (AWBZ)
3. Hearing screening
Target group addressed by the service

Newborns
Location

Number of services offered

Local level
Region served

Local level
Partners involved

Professionals involved

Nurses
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Hearing screening
Liaison with other services

Hospitals, consultation bureaus, doctors
Responsibilities of sectors and services

Funding allocation

By law (AWBZ)
4. Consultation bureau
Target group addressed by the service

Newborns-4yrs
Location

Number of services offered

+/- 1500
Region served

(large) neighborhood
Partners involved

Parental role

Describe child’s wellbeing
Professionals involved

Doctors and nurses
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Vaccinations; screenings (ears, eyes, motor & mental)
Liaison with other services

GP, doctors, hospitals, therapists
Responsibilities of sectors and services

Funding allocation

By law (AWBZ)
Delivery of services

Automatic enrolment
Policy implementation

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

Specially trained to work at a CB
5. Therapists (speech, physiotherapy, …)
Target group addressed by the service

Children who need specialised therapy (speech, physiotherapy, etc)
Location

Number of services offered

Local level
Region served

Local level
Partners involved

Parental role

+ Involved
Professionals involved

Different kind of therapists (speech therapists, physiotherapists, etc)
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Screening and support (speech and language development problems, physical developments, etc)
Liaison with other services

Doctors, hospitals
Responsibilities of sectors and services

Funding allocation

Depends on insurance
Delivery of services

After referral
Policy implementation

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

Specially trained
6. Audio logical centre
Target group addressed by the service

Children with hearing, speech and language development problems
Location

Number of services offered

30 establishments
Region served

Regional level
Partners involved

Parental role

+ Involved
Professionals involved

Speech therapists, social workers, psychologist, psycholinguists
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Screening, revalidation and support within the context of hearing, speech and language development problems
Liaison with other services

Doctors, hospitals
Responsibilities of sectors and services

Funding allocation

Depends on insurance
Delivery of services

After referral
Policy implementation

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

Specially trained
7. Youth care
Target group addressed by the service

Children with severe behavioral problems (0-18) and their family
Location

Number of services offered

15 institutes
Region served

Provincial level
Partners involved

Parental role

+ Involved
Professionals involved

Therapists, social workers
Minimum qualifications

Higher education
Support provided

What is offered

Screening and support
Liaison with other services

Other social services
Responsibilities of sectors and services

Funding allocation

By law
Policy implementation

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

Specially trained
8. GGD
Target group addressed by the service

Broad target group
Location

Number of services offered

28 institutes
Region served

Regional level
Partners involved

Parental role

+ Involved
Professionals involved

Experts within the context medical science, epidemiology; nursing, information on health issues and upbringing speech, and language development and behavioral science
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Information, prevention and support
Liaison with other services

Other social services and medical services
Responsibilities of sectors and services

Funding allocation

By law
Policy implementation

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

Specially trained
9. (children’s) Hospitals
Target group addressed by the service

Children with medical needs
Location

Number of services offered

+/- 95 hospitals,

8 academic children hospitals
Region served

Regional level
Partners involved

Parental role

plus
Professionals involved

Doctors, specialists, nurses, therapists
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Diagnosis and therapy
Liaison with other services

Doctors, specialists, nurses, therapists
Responsibilities of sectors and services

Funding allocation

Law/insurance
Delivery of services

After referral by doctor or CB
Policy implementation

Local (and sometimes regional)
Quality assurance implementation (e.g. courses, qualifications, teaching methods)

Specially trained
10. Integral early intervention team
Target group addressed by the service

Children with developmental delay/ motor handicap
Location

Number of services offered

43 districts
Region served

Regional level
Partners involved

Parental role

plus
Professionals involved

Behavioral scientists, rehabilitation doctors, social workers
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Assessment; case management
Responsibilities of sectors and services

Funding allocation

By law (AWBZ)
Delivery of services

After referral by doctor or CB
Policy implementation

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

Specially trained
11. Child Rehabilitation Centre
Target group addressed by the service

Children with development and coordination disorders (0-18)
Support provided

What is offered

Main stream: Medical oriented support, Developmental orientation
Liaison with other services

Rehabilitation doctors, physiotherapists, social workers, occupational therapists, behavioral scientists
Responsibilities of sectors and services

Funding allocation

By Law (AWBZ)
Education sector
12. Day nurseries
Target group addressed by the service

Children in the age of 6 weeks-4 years
Location

Number of services offered

> 3000
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Education professionals
Minimum qualifications of professionals

Vocational education
Support provided

What is offered

Day care for children and opportunities to meet and play with other children
Liaison with other services

Schools, pre-schools, day schools, day nurseries, therapists, CB, etc
Responsibilities of sectors and services

Funding allocation

Income related subsidy from the government
Policy implementation

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

People are trained tot work in this sector. Ensuring by Inspection
13. Preschool/daycare

Target group addressed by the service

Children aged 2-4 years
Location

Number of services offered

1785
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Education professionals
Minimum qualifications of professionals

Vocational education
Support provided

What is offered

· to allow children to met and play with other children to stimulate their development.
· pre-schools are particularly aimed at children from disadvantaged backgrounds with the central aim of preventing and mitigating educational deficiencies, particularly in the domain of language development.
Liaison with other services

Schools, pre-schools, day schools, day nurseries, therapists, CB, etc
Responsibilities of sectors and services

Funding allocation

Income related subsidy from the government
Policy implementation

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

People are trained tot work in this sector. Ensuring by Inspection
14. Primary school
Target group addressed by the service

Children aged 4-12
Location

Number of services offered

+/- 6.800
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Teachers
Minimum qualifications of professionals

Higher education (teachers/therapists)

Vocational education (care assistants/educational assistants
Support provided

What is offered

Education to allow children to meet and play with other children to stimulate their development
Liaison with other services

Schools, pre-schools, day schools, day nurseries, therapists, etc
Responsibilities of sectors and services

Funding allocation

Free, some private schools
Policy implementation

Government, municipality, school boards
Quality assurance implementation (e.g. courses, qualifications, teaching methods)

People are trained to work in this sector. Ensuring by Inspection of Education
15. Special schools
Target group addressed by the service

Children aged 4-12
Location

Number of services offered

+/- 320
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Teachers, therapists
Minimum qualifications of professionals

Higher education (teachers/therapists)

Vocational education (care assistants/educational assistants
Support provided

What is offered

Education to allow children to meet and play with other children to stimulate their development
Liaison with other services

Schools, pre-schools, day schools, day nurseries, therapists, etc
Responsibilities of sectors and services

Funding allocation

Free
Policy implementation

Government, municipality, school boards
Quality assurance implementation (e.g. courses, qualifications, teaching methods)

People are trained to work in this sector. Ensuring by Inspection of Education
16. Medical day care centers
Target group addressed by the service

Children 2-8 years

Children with development disorders
Location

Number of services offered

+/- 40
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Education professionals
Minimum qualifications of professionals

Vocational education (education professionals and assistants) higher education (therapists)
Support provided

What is offered

Orthopedagogical and medical youth care
Liaison with other services

Therapists, CB, other local services
Responsibilities of sectors and services

Funding allocation

By Law (AWBZ)
17. ZAT-team
Target group addressed by the service

Children and parents with problems indicated within schools. Early intervention and effective support
Location

Number of services offered

Can be organised within schools
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Multi-disciplinary team at schools or between schools (i.e. youth care, doctor, social work, GGZ, police)
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Early childhood intervention
Liaison with other services

Therapists

CB, other local services
18. PCL permanent committee for learner care
Target group addressed by the service

Children with SEN
Location

Number of services offered

Local level
Region served

Local level
Partners involved

Parental role

plus
Professionals involved

Multi-disciplinary team
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Indication of SEN and advice to parents and teachers related to pupils with SEN in education
19. Young Children group /Preschool Aud-Com
Target group addressed by the service

Children aged 1,5-4 years with hearing disorders (& deaf, CI) and/or speech-/language impairments (SLI)
Location

Number of services offered

ca 10
Region served

Local/regional level
Partners involved

Parental role

plus
Professionals involved

Education professionals+ interdisciplinary team
Minimum qualifications of professionals

Vocational education + higher education
Support provided

What is offered

Pre-school education / daycare Aud-Com is aimed at the domain of language development, regarding the special needs and deficiencies in the communication area.
Liaison with other services

Audiological & logopedical specialists, therapists, schools, etc.
Responsibilities of sectors and services

Funding allocation

By law (AWBZ)
20. Ambulatory counseling
Target group addressed by the service

Children aged 4-6 (-18) years with hearing disorders (& deaf, CI) and/or speech-/language impairments (SLI)
Location

Number of services offered

ca 10
Region served

Regional level
Partners involved

Parental role

plus
Professionals involved

Education professionals
Minimum qualifications of professionals

Higher education
Support provided

What is offered

· ambulatory counseling in regular school setting

· information and coaching educational professionals 

· individual developmental support on special needs.
Liaison with other services

Audiological & logopedical specialists / therapists, schools, etc
Responsibilities of sectors and services

Funding allocation

Free (law Special Education)
21. Young Children Daycare / rehabilitation Blind / Visual impairment
Target group addressed by the service

Blind children / visual impairment, aged 2-4 and 4-6 years.
Location

Number of services offered

ca 15
Region served

Regional level
Partners involved

Parental role

plus
Professionals involved

Education professionals+ interdisciplinary team
Minimum qualifications of professionals

Vocational education + higher education
Support provided

What is offered

· pre-school education and care to support de development of blind / visual impaired children regarding their special needs in orientation + mobility, touch, sense, etc.

· provides preparation for integration in regular day-care / pre-schools.
Liaison with other services

Medical visual specialists, therapists, schools, etc.
Responsibilities of sectors and services

Funding allocation

Institutional (lump-sum) & by law (AWBZ)
22. Early ambulatory counseling
Target group addressed by the service

Blind children / visual impairment, aged 0-6 years.
Location

Number of services offered

ca 5
Region served

Regional level
Partners involved

Professionals involved

Education professionals
Minimum qualifications of professionals

Higher education
Support provided

What is offered

· ambulatory counseling in regular setting for young children

· information and coaching educational and daycare professionals 

· individual developmental support on special needs.
Responsibilities of sectors and services

Funding allocation

Institutional (lump-sum education budget)
Social sector
23. VTO- and IVH-teams
Target group addressed by the service

Parents from children 0-7 years with development problems
Location

Region served

Regional level
Partners involved

Parental role

Parents are involved in decision-making process
Professionals involved

Interdisciplinary team
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Coordinating role: support and screening
Liaison with other services

Doctors, therapists, social workers
Responsibilities of sectors and services

Funding allocation

Depends on the municipality
24. GGZ
Target group addressed by the service

Mental health care and addiction
Location

Number of services offered

37 integrated institutes for adults

10 institutes for child- and youth psychiatry

8 hospitals for psychiatry

11 hospitals for addiction care
Region served

Regional level
Partners involved

Parental role

Parents are involved in decision-making process
Professionals involved

Different professionals
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Prevention, treatment, support, nursing, care and protection within the context of psychological disorders and addiction
Liaison with other services

Doctors, therapists, social workers
25. Social educational services
Target group addressed by the service

People with a mental and/or physical handicap
Location

Number of services offered

22 head offices, many offices at a regional level
Region served

Regional level
Partners involved

Parental role

Parents are involved in decision-making process
Professionals involved

Different professionals
Minimum qualifications of professionals

Higher education
Support provided

Liaison with other services

Doctors, therapists, social workers
26. Child welfare council
Target group addressed by the service

Children needing protection 0-18
Location

Number of services offered

5
Region served

Regional level
Partners involved

Parental role

Subordinate
Professionals involved

Lawyers, behavioral scientists
Minimum qualifications of professionals

Higher education
Support provided

What is offered

Child protection, social security
Liaison with other services

Doctors, therapists, social workers, justice
Responsibilities of sectors and services

Funding allocation

Department of justice
27. Family counseling Aud-Com
Target group addressed by the service

Parents of children aged 0-6 years with hearing disorders (& deaf, CI) and/or speech-/language impairments (SLI)
Location

Number of services offered

ca 10
Region served

Regional level
Partners involved

Parental role

plus
Professionals involved

Social workers, communication trainers
Minimum qualifications of professionals

Higher education
Support provided

What is offered

(mainly on demand:)

· Pedagogical and educational advise

· Communication training & advise

· Sign language training

· Advise on choice of day-care, school, CI-team.
Liaison with other services

Audiological & logopedical specialists, schools, pre-schools, day nurseries, therapists, etc
Responsibilities of sectors and services

Funding allocation

By Law (AWBZ)
28. Pedagogical Educational counseling Blind / Visual impairment
Target group addressed by the service

Parents of blind children / visual impairment, aged 0-6 (-18) years.
Location

Number of services offered

ca 5
Region served

Regional level
Partners involved

Parental role

plus
Professionals involved

Social workers, trainers
Minimum qualifications of professionals

Higher education
Support provided

What is offered

On demand:

· Pedagogical and educational advise & training 

· Advise on adjustments at home & living environment

· Parent-groups support.
Liaison with other services

Medical visual specialists, therapists, schools, etc
Responsibilities of sectors and services

Funding allocation

Institutional (lump-sum) & by Law (AWBZ)
Questions related to Key elements of ECI

29. 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.

30. 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. 

Different mechanisms are present at various levels and within different sectors. Immediately following birth there are automatic screenings (hearing, heel blood, on-site inspection by a doctor). In addition to parents themselves, (medical) day care centres and preschools can play a part in identifying children’s special needs. However, for children ages 2 weeks to 4 years, the main vehicle for early intervention is called the Consultation Bureau (CB). CBs are nationally-funded, locally run clinics for well-baby checkups; vaccinations; and developmental screenings of all types. CBs are considered a very strong and important part of health care for all young children in the Netherlands. When concerns are discovered, children are referred to their family practitioners or directly to specialists.
Early childhood intervention is an important priority in educational policy in the Netherlands. By offering early childhood education (VVE), the aim is to address language and/or educational arrears among children at an early stage. Target group children are children whose parents have a low level of education. Preschool programmes in playgroups reach out to target group children aged 2.5 to 4, while children aged 4 and 5 are catered for through early school programmes in primary years 1 and 2. The administrative and financial responsibility for early childhood education rests with local governments. School boards make the decisions that affect early childhood education. The policy objective is to strive for 70 per cent of the target group children to attend a minimum of three half-days of VVE per week in 2010. 

A forthcoming reform is to incorporate nursery schools, kindergartens, playgroups and early childhood education within one legislation (Childcare Act). Now these organisations fall under different legislations. All have their own, and different, rules and requirements. Playgroups fall under the Social support Act (WMO), nursery schools and kindergartens fall under the Childcare Act and VVE falls under the Primary Education Act (WPO). The most important aims are to prevent segregation, strengthen the quality of early childhood education, enhance the transition to primary schools and to diagnose and tackle language disadvantages as early as possible. Please refer to Appendix A for background information on early childhood education in the Netherlands.
After age 4, teachers, guidance counsellors and school doctors play important roles in identifying children in need of special care and ensuring that it is delivered. Approximately 50% of all children need temporary extra care; and about 10% of all children need permanent extra care. In the Netherlands, the current system for detecting needs seems to be satisfactory. More work can be done to improve the way in which needs are addressed.

Many services are available for young children with special needs, and a great deal are offered in patients’ homes, such as therapies and social support. However, both patient families and practitioners lament the bureaucracy and lack of services overview. Certainly families but even professionals have ‘blind spots’ in their knowledge of what is available. When it comes to schooling, there are basically three main ways the needs of young children may be met, all backed by government funding: (1) special education schools (for children with severe challenges); (2) special primary education schools (for children with moderate challenges); and (3) remediation or extra resources (‘backpacks’) in mainstream schools (for children with a range of mild to severe challenges).
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.

With the measures mentioned above, most children and families in need are reached in terms of problems being detected. But ensuring that they are optimally addressed is more complex. For example, services are more accessible for families who recognize and understand their own circumstances; there is a higher threshold for people who are in denial. Information availability is good when questions are asked; less if initiative is not taken by the parents.
Although the inequities are few thanks to national policy measures (e.g. requiring that ambulance are available within 15 minutes of all inhabited areas; universal health care coverage, including pre-natal screenings; vigilance in protecting against a 2-tiered system (public-private services); CB outreach is 98%), some are still cited. The rural-urban differences are minimal. Families and social contacts are strong in rural areas; this compensates, in part, for fewer services in rural areas. But rural is a relative term – in NL, most non-emergency services are always within 1.5 hours away. Rather, the inequities present relate more to socio-economic and immigrant status. For example, lots of information is given in print and through the Internet. For those unable to read Dutch, there is a high degree of dependency on the general practitioner. This is especially the case for more subtle problems that do not put children onto a specialists’ path (once under a specialist’s care, children are better monitored). Additionally, immigrant families tend to make less use of facilities for special needs children. More attention and specific policies might be needed to better reach these populations.

Within-sector coordination is present, to some extent. That is, the paediatric specialist will help coordinate the specialist team (though may know less about what the GP and therapists have initiated); the guidance counsellor will help coordinate the education team, and so on. Across-sector coordination is varied. Generally speaking, more cooperation exists between the social and education sectors than between medical and education sectors; cooperation between social and medical sectors is not seen often. But coordination of cooperation is considered an area for improvement. In socially weak families, a family supporter may take on this role somewhat, but in general this role falls primarily on the shoulders of the parents.
By offering early childhood education (VVE), language and/or educational disadvantages among children are addressed at an early stage. In the spring of 2007, the first National VVE Monitor was conducted among 294 municipalities to clarify the state of affairs concerning early childhood education at the start of a new policy period. The first results of the monitor function as a benchmark for the results of the changing early childhood education policy in the coming years. 

The policy success of early childhood education can be assessed from the proportion of the target group reached and the quality of the provision. The policy objective is for 70 per cent of the target group children to attend a minimum of three half-days of VVE per week by 2010. Slowly but surely, progress will be made towards reaching the entire target group (100 per cent) and providing four half days per week of VVE to target group children, to start in three VVE pilot projects in the problem districts of the four largest cities (Amsterdam, Den Haag, Rotterdam, Utrecht), the 9 East Groningen municipalities and more than 10 rural municipalities in South Limburg. In the 2006/2007 school year, VVE programmes reached slightly more than half (53 per cent) of the 2.5- to 4-year-old children in the target group. The programmes reach more than two-thirds (67 per cent) of the 4- and 5-year-old children in the early school target group (primary years 1 and 2).
Provision of early childhood education to target group, 2006 (Ministry of Education, Culture and Science, 2007)

Table 1: Preschool (ages 2,5 to 4), playgroups and care

	Municipalities
	No reached
	% reached
	Target group

	G4
	7.111
	59
	12.053

	G27
	5.728
	54
	10.607

	Medium-sized municipalities (> 30.000)
	6.975
	49
	14.234

	Small municipalities (< 30.000)
	3.438
	52
	6.611

	Total
	23.252
	53
	43.505


Table 2: Early school years (ages 4 and 5), primary schools

	Municipalities
	No reached
	% reached
	Target group

	G4
	13.051
	85
	15.354

	G27
	7.873
	56
	14.059

	Medium-sized municipalities (> 30.000)
	13.025
	67
	19.441

	Small municipalities (< 30.000)
	4.951
	54
	9.168

	Total
	38.900
	67
	58.022


Across the board, VVE programmes in the large cities reach more children in preschool and early school years than is the case in smaller municipalities. In the four largest cities, the target group children that are reached already receive VVE for 4 half-days a week, versus usually 2 or 3 half-days in the smaller municipalities. The national average is 2.8 half-days per week.

In 75% of the municipalities, (nearly) all playgroup leaders are trained in offering VVE programmes. In the municipalities with a VVE policy, the majority of leaders at childcare centres still have to be trained in VVE. Primary school teachers are trained in VVE to a somewhat lesser extent than the leaders of preschool playgroups. Leaders of day-care centres and preschool playgroups are often trained at mbo level; hbo graduates are rare. One-fourth of the municipalities state they are participating in the first phase (March-June 2007) of the training project ‘Vversterk’, another 35 per cent plan to participate in a later phase. ‘Vversterk’ is a national project that aims to reinforce the quality of early childhood education by providing training and support to education professionals that are directly or indirectly involved in VVE: leaders in preschool playgroups and day-care centres, teachers in primary years 1 and 2, managers of institutions, policy-makers in local governments, staff at teacher-training institutes and teachers themselves. In two-thirds of the municipalities, at (nearly) all the preschool playgroups extra staff hours are put in for VVE. A majority of the municipalities have ‘VVE links’, i.e., partnerships between day-care centres/preschool playgroups and primary schools with the same VVE programme. In general, the quality of the early childhood education provided in larger municipalities is higher than in the smaller municipalities.
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. 

The policies contain clear criteria for identifying and classifying children in need. The expertise is for using those criteria is good, as is the expertise within services. However, there are exceptions; these tend to relate to the more complex cases. For example, when several problems are present within a family (e.g. weak social environment, parental handicaps, language problems, psychological difficulties, abusive families), it can be difficult to assess primary and secondary causes for developmental issues, as child-bound factors and environmental factors are difficult to untangle.
31. 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.

32. 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.

ECI services are highly decentralized, and progress continues to be made in this area. Many services are available in the home or school, including some professional consults. Urban/rural differences are minimal, although some care must take place in academic hospitals. In Holland, with the population density it has, these may be about as near as can be expected. 
Within the medical sector, there tends to be more overlaps and misleading pathways than in the social or education sectors. Different opinions are present about the relative value of sharing information across services. For example, some specialists feel that taking repeated patient histories wastes time and money; others point to the value of continuous reassessment, from varying perspectives – especially given how quickly young children change and develop.
The changing names and organizations make pathways difficult to follow. Ironically, some attempts to provide better coordination have led to higher degrees of centralization and more confusion about who does what, despite the opposite intention. For a few services, insufficient capacity is available to meet the demand. While progress is definitely being made, many families and professionals still consider the waiting lists too long (e.g. an autistic child waiting 10 months for an assessment that would determine school placement; a deaf child waiting until age 4 to start schooling due to insufficient number of placements available in special preschool).
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) training upon request, etc.
Parents are generally well-informed, and they are usually encouraged to participate in decision-making. However, the extent to which parents choose to be involved, or are capable of being productively involved does differ. ECI plans are made based on an assessment of what the family can handle and what they need help with. Here too, the more complex family situations can be very difficult.

There is no clearly defined key person. Sometimes the GP or paediatric specialist coordinates several services, but usually not all and rarely across sectors. If a child is referred to a special care centre that covers all needs, then such a role may be present. But generally speaking, families are really responsible for this themselves.
In some cases (e.g. therapeutic techniques, guidance in child-rearing, learning sign language) families can get training upon request. But this is not present for all areas of expertise. Parents mostly rely on informal networks and support groups for recommendations on how to manage all the coordination and bureaucracy.
33. 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.
34. 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?

There are no public-private distinctions. All basic services are public, and no personal costs are necessary, as long as there is an identified need. While some extra services require a co-payment or are available through additional insurances, there is virtually no difference in the quality of services. Some minor advantages may be present for families with little financial worries. For example, they might be able to advance funds, (e.g. for a special bicycle), and avoid long waiting times before approval whereas other families do not have that luxury.
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.
Because there are no privately-funded ECI services, this question is not applicable to the Netherlands.
35. 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.

36. 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.

While improvements can be made, some cooperation also takes place (e.g.: entire revalidation team reviews cases once a month with specialist teams; joint office visits; some centres are exploring the use of Internet to exchange video observations of children.) The regularity of meetings is dependent upon individual initiative, unless multiples services are being offered within one organization. If multiple services are being offered within one organization, then the organization schedules meetings between professional team members. 

Across most services, families/parents are highly involved; they think along and their input is valued; ultimately, they must approve all treatments. This is very important and in most cases highly desirable, but can be counter-productive in some instances. For example, when the parents are suspected to be contributing to a problem, the team can hardly discuss this. An exception to this is when family units are known to be weak, and are under the guidance of a social worker. In those cases, the tendency is for a social work team to review options and present a single “first choice” recommendation for parental approval.
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.

Team building sometimes takes place within an organization. This tends to occur more frequently when team members share a physical location (e.g. hospital, large multi-care centre) than when they are working on individual practices. While budget may be available for some team meetings in larger institutions, most interdisciplinary team work is conducted on the professional’s own time, and is rarely billable. But as long as funding is allocated per sector, and per child visit, the work of interdisciplinary teams is likely to remain limited. A noteworthy initiative is the education and social sector cooperation in early detection teams (VTOs). Currently at the discretion of local governments, these teams thrive in some areas and have been discontinued in others. Policy measures have also been taken to ensure that, by each school has a care advisory team (ZAT) that detects children at risk. This initiative is for children of all ages, including young ones.

While interdisciplinary working is perpetuated and encouraged by participating in internships in locations where this tradition is strong, it is generally lacking in the pre-service training curricula of many professions that address special needs. For example, it is at the heart of a rehabilitation doctor’s training as well as that of a (remedial) teaching. But it is lacking in most other medical specialisations (even family medicine) and social work.
37. 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.

38. 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.
More coordination is found within one organization, than across organizations; and cross-sector coordination is rare, and the few mechanisms available do not enjoy much support. For example, one city in the Netherlands schedules interdisciplinary consultations every 6 months between the GPs, psychologists and social workers. This is not at case level, but at system level (new services, new ways of billing, new staff, who does what, etc.). Most professionals do not appreciate being asked to attend – they do not see the value. In general, they see it as taking time form patients and giving little (low yield and no remuneration). Families are generally responsible for any coordination.

NGO cooperation is present, but could be better. NGOs sometimes offer courses to GPs (e.g. asthma groups, heart groups hosting symposia), and professionals frequently refer patients to relevant NGOs and support groups, often through Internet.

Early detection and referral seems well-organized; this includes public healthcare with prenatal screenings as well as the aforementioned CB system that conducts developmental screenings for all children. The exception to this could again be the weak family unit. In those cases, a crisis must often arise before the need for social work is understood.
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.
Continuity of services is varied. A frequent area of complaints is poor transfer of information from one provider to another. Here too, in-house transfers are smoother than those across organizations. For example, where children attend special preschools in the same building as the primary school they will attend, a smoother transition is more likely to occur. But for example, when a child is admitted to the hospital, the GP gets notification of admittance and discharge; and eventually (sometimes more than a month later) a detailed report of the hospital stay. This makes it very difficult to help patients who come to the GP after being discharged and before getting the hospital letter. GPs often resort to relying on patient’s memories to understand the hospital stay.

Children from ECI services have rights but the schools still encounter difficulties arranging services. For example, the burden usually rests on the shoulders of the guidance counsellor to get extra services approved and then implemented. Organizations like MEE (national service centre for anyone with a handicap) may be especially useful in helping parents deal with transitions, if this help is solicited.
39. 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.

Some positive developments in recent years include:

· The consultation bureau and school doctor system is also well-established in society and works very well 
· Tools for use in screenings have been refined through intensive research
· The need for collaboration has become more widely recognized and efforts are growing (e.g. integrated early help teams; multi-disciplinary consultations at the hospital)
· The need for stronger front line care has been recognized
· The need for prevention and early intervention is widely recognized, (e.g. teams for early detection of at-risk children teams are being established in all schools)
· Early detection in the heel blood sample can lead to early treatment; the screening was recently expanded from 3 to 17 illnesses
· Improved access to VVE, as well as quality improvement in detection and intervention

Question 13- Please describe briefly the evidence of improvement in relation to ECI services and provisions applied at local, regional or national level.

Some positive developments in recent years include:

· The local government has easily accessible services; for example, youth and family centres are currently being established with accessibility as a core objective
· Recently established PGB: Personally-bound budget gives children and families more say in how extra resources are allocated
· Services such as Loes (local child-rearing advisory service) and MEE (national service centre for anyone with a handicap) try to accommodate a very wide range of family needs
· Technology is being used more and more for consult functions (e.g. recorded video and webcams) on protected Internet sites 
· Thomas houses are ones where a few caregivers work with 4-6 children and offer them care in a home setting. This is an alternative to institutional care which involves little management level funding and therefore leaves more funding for direct work with the children, giving them exposure to more varied and better expertise.
· Clear position, enough known about CB and its advantages
· The few existing teams for at-risk children conference regularly and exemplify interdisciplinary working (e.g. WSNS teams meeting each six weeks)
· Care is much more geared towards the needs and abilities of individual children
· More children are attending provisions for early childhood education (VVE)
Question 14- Please describe briefly any specific experiences at local, regional or national level:

a.) on how to deliver ECI within the context of mainstream services as far as possible, so as to reduce stigma in accessing additional support services;

b.) on how to shift the emphasis of interventions from crisis to prevention.
Various approaches have yielded a reduction in stigma of accessing support services, though this remains a challenge, especially with families from weaker social backgrounds. But progress has been made through:

· Regular consultations with stakeholders
· Universal work (consultation bureau, school doctor, eye and hearing screenings are standard for all children) 
· Especially psycho-social help is tough for people to accept. A recent development in rehabilitation work is having social work and the family counsellor present at all team meetings as a standard – whether the parents want/need it or not is not up for negotiation.
· In-house consultations lower the threshold for getting help
· It is a little easier for special needs children to function in normal society and the notion of embracing all kinds of people is also becoming seen as ‘good for regular children’ as well 
· The media has played a role in this, with shows that include special needs children, and medical stories on TV these days.
· Swimming lessons are now commonly available for special needs kids – an element of social participation

The shift from crisis to prevention has been seen through examples like:

· The new protocol for all children to have a 20 week 
· The shift from crisis to prevention is seen in several ways: the “vroeg integral hulp” (early integrated help) teams; school social worker; internal guidance counsellors. This is also see in GP practices where, e.g. the psychologist is available one day per week on site
· With sufficient scaffolding and support services at hand, practitioners sometimes let brewing issues come to a head in a “controlled problem” so expose issues before serious problems arise.
Appendix A: The organization of early childhood education in the Netherlands
40. Structures
The Netherlands has no formal pre-primary educational provision. From the age of 4 onwards, children attend primary school. Although the mandatory school age is 5, almost all children (98%) begin school at age 4. For most children under the age of 4 there is no formal educational provision, but there are various childcare facilities available outside the education system. Blind and deaf children may attend school starting at age 3.
The following organised facilities are available:

· Playgroups: these groups are open to all children aged 2 to 4 years, and are the most popular form of pre-primary provision. Children usually attend the playgroups twice a week, about 2-3 hours per visit. The main aim of the playgroups is to allow children to meet and play with other children and to stimulate their development. At the national level, no educational goals have been defined for playgroups. Most playgroups are subsidised by local government, but income-related parental contributions are often also demanded.
· Pre-schools: an increasing number of playgroups offer development stimulation programmes and have a more educational focus. These so-called ‘pre-schools’ are particularly intended for children from disadvantaged backgrounds (children of parents with low levels of education), with the central aim of preventing and mitigating educational deficiencies, particularly in the domain of language development. 
· Day nurseries: the day nurseries cater for children aged from 6 weeks to 4 years. They are open on weekdays from around 8.00 to 18.00 hours. The main function of the day nurseries is to take care of children in order to allow parents to work. They provide daily care for children and opportunities to meet and play with other children. The responsibility for childcare facilities as a policy area has recently been transferred from the Ministry of Social Affairs and Employment to the Ministry of Education, Culture and Science.

41. Legal framework

Current policy is geared to achieving a substantial increase in the number of childcare places available, especially for 4 to 12-year-olds. In 2001, the government approved the Basic Childcare Provision Bill (WBK) and submitted it to the Council of State. This Act entered into force in 2004. The Act regulates the structure of the childcare sector, the division of responsibilities, quality, supervision and funding (including parental contributions). The aim is to provide adequate facilities throughout the Netherlands, with appropriate educational standards. Parents receive an income-related government subsidy, thus giving them more choice and making childcare provision more market-led. It also became easier for new providers of childcare to enter the market. A new national system of requirements to be met by providers and checks on municipal supervision will improve quality control. The new national standards will create greater clarity; it will moreover become easier to obtain planning permission and operating licences. Importantly, responsibility for childcare is to be shared by parents, employers and government, who will also share its financing. 

As a result of the Act, the distinction between subsidised, employer-funded and privately-funded childcare has disappeared. A uniform childcare funding system has been introduced (fixed employer’s contribution, income-related government subsidy, remainder paid by parents). In the 1999-2002 policy document on welfare, entitled ‘Towards social quality’, childcare policy forms an integral part of policy on participation and integration and is therefore to be coordinated with the further development of local youth and education policy. Childcare as a policy area is now transferred to the Ministry of Education, Culture and Science. Before it fell under the responsibility of the Ministry of Social Affairs and Employment (SZW). 
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