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Standard 1 

Introduction to Developmental Disabilities 
 

 
 

 

 

Standard 1 requires the student: 
 

A. Have a historical perspective of the education of, and services for, children and adults 

with developmental disabilities. 

 

B. Understand Idahoôs definition of developmental disability. 

 

C. Understand the eligibility requirements for services under the Individuals with 

Disabilities Education Improvement Act of 2004 (IDEA). 

 

 

 

            

________________________________________________________________
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A.    Have a historical perspective of the education of and services for children 

and adults with disabilities 
 

The first educational program for persons with disabilities in America was established in 1817.  

Thomas Gallaudet opened the American Asylum for the Education and Instruction of the Deaf 

and Dumb in Connecticut.  Soon there were other programs established for students with various 

disabilities.  These included the New England Asylum for the Education of the Blind established 

in Watertown, Massachusetts in 1829, and the Experiential School for the Teaching and Training 

Idiotic Children in 1846 in Barre, Massachusetts.  Still, not all children with disabilities received 

an education.  Many children were labeled ñtoo disabledò to learn.  They might use a wheel 

chair, not be toilet trained, be non-verbal and considered to be uneducable.  These children were 

considered a burden for a school and therefore denied access to an education. Oftentimes these 

children would be removed from society and moved into state run institutions.  It was not until 

the mid-1800s that Samuel Howe advocated for the education of all children.   

 

Special classes and special schools for children with disabilities began to develop in the early 

1900ôs, but programs in asylums and residential institutions remained a growing practice until 

the mid-1900.  In the 1950ôs and 1960ôs special classes in public schools became more common 

for those students with milder disabilities.  Children who were deaf, blind, or physically involved 

remained in special schools or in residential placement.  Children who were considered severely 

or profoundly developmentally disabled were still denied access to educational services and lived 

their lives in the wards of state institutions. 

 

The civil rights movement of the 1960ôs had a major impact on the rights of children and adults 

with developmental disabilities.  There was a powerful movement away from segregated 

environments for minority students and students with disabilities.  This movement created an 

opportunity for professionals and parents of children with disabilities to organize advocacy 

groups across the country.  In the 1970ôs there were several court decisions that established the 

right of children labeled mentally retarded to a free and appropriate education.  These court 

decisions laid the foundation for Public Law 94-142 (Education for All Handicapped Children 

Act), which was passed in 1975 and enacted in 1978.  The law (now called the Individuals with 

Disabilities Education Improvement Act or IDEA ) stipulated that no child, regardless of 

disability, can be denied an appropriate public education in the least restrictive environment. 

(Stainback & Stainback, 1995). 

 

The History of Services for Children and Adults with Developmental Disabilities in Idaho 

 

Idaho provided segregated services to children and adults with developmental disabilities until 

the late 1960ôs when over 1,000 people lived at the Idaho State School and Hospital in Nampa.  

By the early 1970ôs the Department of Health and Welfare had established regional Adult and 

Child Development Centers (A/CDCôs) throughout the state.  During this time the programs 

were expanded and allowed individuals to receive services in a center during the day rather than 

live full time in an institution.  In 1983 the first private Developmental Disabilities Center was 

opened, and in 1989 several centers organized the Idaho Association of Private Developmental 

Disabilities Centers.  These centers are located throughout Idaho and typically provide services 
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in center-based programs.  Direct service programs for adults with developmental disabilities 

were transitioned to Agencies (DDAôs) in 1995.  The Infant-Toddler Program still serves 

children, birth-3 years of age, while services for children 3-5 years of age have been transferred 

to the local school districts.   

 

The rules that govern Developmental Disabilities Centers (DDCs) were originally adopted in 

1988.  Rules were rewritten in July of 1997 and separate rates were developed for home and 

community settings.  These changes encouraged services in more inclusive community settings 

and emphasized the importance of personal choice for individuals with developmental 

disabilities.  This was reflected in the name change to ñAgenciesò rather than Developmental 

Disabilities Centers. 

 

 

B. Understand Idahoôs definition of developmental disability 
 

 

Developmental disability is defined in Idaho Code 66-402 (c) as: 

 

1. A chronic disability of a person, which appears before twenty-two (22) years of age and 

is: 

 

2. Attributable to an impairment such as mental retardation, cerebral palsy, epilepsy, autism 

or other conditions found to be closely related to or similar to one (1) of these 

impairments, which requires similar treatment of services or is attributable to dyslexia 

resulting from such impairments; and 

 

3. Results in substantial functional limitations in three (3) or more of the following areas of 

major life activity; self-care, receptive and expressive language, learning, mobility, self-

direction, capacity for independent living, or economic self-sufficiency; and 

 

4. Reflects the need for a combination or sequence of special interdisciplinary or generic 

treatment or other services, which are of lifelong or extended duration and individually 

planned and coordinated. 

 

This definition is repeated in the Developmental Disability Determination Guidelines and 

Checklist in Appendix B and the Rules Governing Agencies (DDA) 16.04.11.003.12 in 

Appendix C. 
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Mental Retardation 

 

 
The 2002 American Association on Mental Retardation (AAMR) definition of mental retardation 

states that: 

 

Mental retardation  is a disability characterized by significant limitations both 

intellectual functioning and in adaptive behavior as expressed in conceptual, social, and 

practical adaptive skills. This disability originates before age 18. 

 

Five Assumptions Essential to the Application of the Definition 

 

1. Limitations in present functioning must be considered within the context of 

community environments typical of the individualôs age peers and culture. 

 

2. Valid assessments consider cultural and linguistic diversity as well as differences in 

communication, sensory, motor, and behavioral factors. 

 

3. Within an individual, limitations often coexist with strengths. 

 

4. An important purpose of describing limitations is to develop a profile of needed 

supports. 

 

5. With appropriate personalized supports over a sustained period of life 

functioning of the person with mental retardation generally will improve (AAMR, 

2002). 

 

 

 

 

 

 

This is AAMRôs new definition of mental retardation.  It is different from previous definitions in 

that it focuses on the individual childôs strengths and the supports a person needs to function 

within the context of the community. There are various developmental signals that a child may 

have mental retardation.  A child may: 

 

Á Sit up, crawl, or walk later than other children 

Á Learn to talk later, or have trouble speaking 

Á Find it hard to remember things 

Á Not understand how to play with toys 

Á Have trouble understanding social rules 
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Á Have trouble seeing the consequences of their actions  

Á Have trouble solving problems, and/or have trouble thinking logically 

 

Intellectual functioning or IQ is usually measured by an IQ test.  The average score is 100. 

People scoring below 70 to 75 are thought to have mental retardation.  These kinds of tests need 

to be administered by a licensed school or clinical psychologist. 

 

To measure adaptive behavior, professionals look at what a child can do in comparison to other 

children of his or her age.  Certain skills are important to adaptive behavior.  These include: 

 

Á Daily living skills, such as getting dressed, going to the bathroom, and feeding oneôs self 

Á Communication skills, such as understanding what is said and being able to answer 

Á Social skills with peers, family members, adults, and others 

 

About 87% of people with mental retardation will only be a little slower than average in learning 

new information and skills.  When they are children, their limitations may not be obvious.  They 

may not even be diagnosed as having mental retardation until they get to school.  As they 

become adults, many people with mild retardation can live independently.  Other people may not 

even consider them as having mental retardation. 

 

The remaining 13% of people with mental retardation score below 50 on IQ tests.  These people 

will have more difficulty in school, at home, and in the community.  A person with more severe 

retardation will need more intensive support his/her entire life. 

 

It is important to remember that every child with mental retardation is able to learn, develop, and 

grow.  There are a variety of strategies that can be used in supporting a child with mental 

retardation and other developmental disabilities.  These include: 

 

Á Using clear step-by-step directions 

Á Using routines 

Á Giving immediate feedback to a child about their work 

Á Using hands-on applications and concrete examples  

Á Using step-by-step demonstration of tasks 

Á Giving a child opportunities to practice skills within the context of natural routines 

Á Using visual, auditory or tactile aids ï (e.g., objects, color) 

Á Using positive reinforcement 

Á Developing a childôs functional communication system (NICHCY Fact Sheet #8) 
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Cerebral Palsy 

 
Cerebral palsy (CP) is a term that is used to describe a number of movement disorders that are 

the result of brain damage prior to or during childhood.  The damage usually occurs during the 

first few months of pregnancy (e.g., genetic abnormalities, intrauterine infection) or, may be the 

result of prematurity.  A lack of oxygen during labor and delivery is another common cause of 

cerebral palsy.  A healthy child may experience a head trauma as the result of an accident in 

which brain damage occurs resulting in cerebral palsy.  Cerebral palsy is not a progressive 

disorder. 

 

Many, but not all children with cerebral palsy have additional disabilities.  The most common 

disabilities include mental retardation, visual impairments, hearing impairments, speech-

language disorders, seizures, and feeding and growth abnormalities (Pellegrino, 1997). 

 

Cerebral palsy has different functional implications during a personôs life.  As with any 

disability, it is important to get good assessment information and recognize the strengths, 

abilities and needs of a child within the context of the family, school and community.  Programs 

for children with cerebral palsy must take into account a childôs physical disability.  Children 

should be provided with the assistive technology they need to participate in activities and access 

activities and environments with their non-disabled peers. This kind of technology may include 

lapboards, computers, adapted seating and positioning devices (e.g., adjustable seats, wedges, 

standing tables or simply periodic changes of position), adjustable trays or tables. 

 

Epilepsy 
 
 A seizure is a disruption of the brainôs normal electrical activity.  Almost 1 in 10 people will 

have at least one seizure during their lifetime.  A child may have a single seizure brought on by a 

high fever, severe head injury or, a lack of oxygen.  A single seizure does not necessarily mean a 

child has a seizure disorder (Weinstein, 2001). 

 

A seizure disorder, or epilepsy, is diagnosed when there have been two or more spontaneous 

seizures that are unrelated to a fever in a young child, a head injury, drug exposure or any other 

immediate cause.  It may or may not be accompanied by a loss of consciousness, involuntary 

body movements, or different sensations. 

 

The cause of a seizure disorder may also be the cause of a childôs disability.  For example, if a 

child suffered severe brain damage at birth (perinatal cause) they may suffer from cerebral palsy, 

mental retardation, and a seizure disorder.  Prenatal causes include exposure to radiation, toxic 

substances (e.g., alcohol/cocaine), or infectious diseases (e.g., toxoplasmosis, herpes simplex, 

German measles) during pregnancy, which can cause central nerve damage to the babyôs brain.  

Trauma to the mother (e.g., car accident, physical abuse) can also cause complications for the 

developing fetus. 
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There are several different kinds of seizures.  The type of seizure will depend upon which part 

and how much of the brain is affected by the electrical disturbances that produce the seizure. 

Seizures are usually divided into partial and generalized seizures. 

 

Partial seizures may either be called simple partial seizures or complex partial seizures.  

These seizures are called partial because they are limited to a section on one side of the brain. 

During a simple partial seizure a child remains conscious and aware through the event.  They 

may have varied responses (e.g., keep talking to people, have certain body movements, or have a 

fearful or emotional reaction). 

 

Simple partial seizures donôt require any special response except to recognize what is happening 

to the child and be supportive until the seizure is over. 

 

A complex partial seizure (sometimes called a psychomotor or temporal lobe seizure) will 

affect a larger part of the brain.  This kind of seizure also affects a childôs state of consciousness.  

A child will not be able to interact with other people, control their speech or movement, and will 

not remember what happened during the seizure.  This kind of a seizure may result in a blank 

stare, or the child may have chewing or repetitive, unorganized movements.   

 

The following steps may be helpful in supporting a child who is having a complex partial 

seizure: 

 

Á Explain to other children or adults that this is a temporary condition brought on by a 

seizure.  

 

Á Remove anything from the area that might be dangerous. 

Á Donôt restrain the child, which may produce an unconscious aggressive response. 

Á Gently guide the child from a dangerous area. 

Á Leave the child alone until the seizure is over. 

Á Be reassuring and supportive of the child as their awareness of their surroundings returns. 

Á Be aware of how long the seizure has lasted.  Although the seizure may only last a minute 

or two the child may be confused for a longer period of time.   

 

Several drugs are available to treat partial seizures.  They may be prescribed as a single drug, or 

in combination.  Medications are used as a preventative measure.  Sometimes it is more difficult 

to control partial seizures than other types of seizure disorders.  

 

A generalized seizure occurs when large bursts of electrical energy sweep through the entire 

cortex of the brain.  These kinds of seizures include 1). tonic-clonic or grand mal seizures, 2). 

absence or petit mal seizures, and 3). myoclonic seizures. 

  

1. A child who is having a tonic-clonic (grand mal) seizure will lose consciousness and 

may fall to the floor.  The child may become rigid (tonic) with shallow breathing or 
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temporarily suspended breathing.  After about ten to thirty seconds, breathing returns as 

they begin rhythmic jerking or shaking (clonic) movements.  This kind of a seizure 

usually lasts between thirty seconds and five minutes and is generally followed by a 

period of rest.  The child may be confused before returning to full consciousness. 

 

A child who is having a clonic-tonic (grand mal) seizure should be protected from dangerous 

objects (e.g., furniture).  They should be turned on their side to keep the airway clear.  They 

should be reassured as consciousness returns and allowed to rest.  If there are multiple 

seizures, or if one seizure lasts more than 5 minutes, it is important to seek medical 

assistance. 

 

It is important to not restrain a child who is having a clonic-tonic (grand mal) seizure.  Adults 

or peers should not try to put anything in a childôs mouth or hold their tongue.  A child 

should also not be given anything to drink during the seizure or provided artificial respiration 

unless breathing is absent after the muscle jerks subside. 

 

2. A child who is having an absence (petit mal) seizure does not have the forceful tonic-

clonic movements as in a grand mal seizure.  The child will suddenly stop what they are 

doing and look blankly into space, sometimes blinking and losing awareness 

momentarily.  The child will not fall or injure themselves and does not need a rest period 

after the seizure.  This kind of seizure can occur many times over the course of the school 

day and can interfere with alertness and learning. 

 

A child who is having an absence (petit mal) seizure does not require medical assistance, but 

if someone notices a child having a seizure for the first time a medical evaluation is 

recommended. 

 

3. Another type of generalized seizure is the myoclonic seizure.  A child having a myclonic 

seizure will have sudden startle-like episodes, in which their body flexes or extends for 

several seconds.  This kind of a seizure may cause a child to drop what they are carrying 

or fall off a chair.  First aid is not required, but a physician should evaluate the child. 

 

The most common type of childhood myoclonic seizure is called infantile spasms.  These 

seizures can occur in clusters of eight to ten, multiple times during the day.  They often begin 

in children three to six months of age and are difficult to control.  If a child is sitting up, the 

head will fall forward, and the arms will flex forward.  If lying down, the knees will be 

drawn up; with the arms and head flexed forward as if the baby is reaching for support. 

Sometimes these particular seizures will lead to Lennox-Gastaut, which combines features of 

myoclonic and tonic-clonic seizures.  

 

Generalized seizures are typically managed with medication, surgery, or a special diet.  Different 

medication will manage different kinds of seizures.  A seizure-preventing drug (also known as an 

antiepileptic or anticonvulsant drug) wonôt work properly until it reaches a certain level in the 

body, and that level has to be maintained.  The goal is to keep the blood level high enough to 

prevent a seizure, but not so high that it causes excessive fatigue or other side effects.  The most 
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commonly used drugs are Phenobarbital (Luminal), phenytoin (Dilantin), carbamazepine 

(Tegretol), valproate (Depakene), and clonazepam (Klonopin) (Epilepsy Foundation, 2002). 

 

A person working with a child who has a seizure disorder should inquire if the child is 

taking any medications and about the possible side effects of the medication on the childôs 

alertness state. 

 

Alternative therapies such as the ketogenic diet are sometimes used to manage a seizure 

disorder.  This strategy may sound more ñnaturalò but it also manipulates the chemistry in a 

childôs brain and is not always safer or more effective than antiepileptic drugs.  The diet is very 

high in fats (large amounts of butter, whipped cream and mayonnaise) and low in carbohydrates 

and proteins.  The diet appears to be beneficial not because of the large amount of fat but rather 

because of the severe restriction of carbohydrates and protein.  The brain is forced to switch from 

one form of metabolism to another.  Like antiepileptic drugs, the ketogenic diet does not cure 

epilepsy and requires that a child be seizure-free for a period of time before he or she can stop 

the diet (Weinstein, 2001, p.270). 

 

Autism 
 

Autism and Pervasive Developmental Disorder-NOS (not otherwise specified) are 

developmental disabilities that share many of the same characteristics.  Usually evident by age 

three, autism and PDD-NOS are neurological disorders that affect a childôs ability to 

communicate, understand language, play, and relate to others. 

 

In the diagnostic manual used to classify disabilities, the DSM-IV (American Psychiatric 

Association, 2000), ñautistic disorderò is listed as a category under the heading of Pervasive 

Developmental Disorders.ò  A diagnosis of autistic disorder is made when an individual displays 

6 or more of 12 symptoms listed across three major areas: social interaction, communication, and 

behavior.  When children display similar behaviors but do not meet the criteria for autistic 

disorder, they may receive a diagnosis of Pervasive Developmental Disorder-NOS (PDD nor 

otherwise specified).  

 

Autism and PDD occur in approximately 5-15 per 10,000 births.  These disorders are four times 

more common in boys than girls.  The causes of autism and PDD are unknown.  Currently, 

researchers are investigating areas such as neurological damage and biochemical imbalance in 

the brain.  These disorders are not caused by psychological factors. 

 

Children with autism or PDD vary widely in abilities, intelligence, and behaviors.  Some 

children do not speak; others have limited language that often includes repeated phrases or 

conversations.  People with more advanced language skills tend to use a small range of topics 

and have difficulty with abstract concepts.  Repetitive play skills, a limited range of interests, and 

impaired social skills are generally evident as well.  Unusual responses to sensory information ï 

for example, loud noises, lights, and certain textures of food or fabrics ï are also common. 
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Autism is now classified as a special category of educational disability under the Individuals 

with Disabilities Education Improvement Act of 2004.  Changes in the routine and environment 

can be extremely disruptive to a child with autism.  It is important to create a stable and 

predictable environment that helps the child manage the sensory input and experiences in life. 

 

 

Classroom environments should be structured so that the childôs program is consistent and 

predictable.  Students with autism or PDD learn better and are less confused when information is 

presented visually as well as verbally.  Interaction with nondisabled peers is also important, for 

these students provide models of appropriate language, social, and behavior skills.  To overcome 

frequent problems in generalizing skills learned at school, it is also important to develop 

programs with parents so that learning activities, experiences, and approaches can be carried 

over in the home and community (NICHCY, 2002). 

 

 

 

 

 

 

C. Understand the eligibility requirements for services under the 

Individuals with Disabilities Education Improvement Act of 2004(IDEA)  
 

The Individuals with Disabilities Education Improvement Act of 2004 as (IDEA) guarantee that 

all children with disabilities, 3 through 21 years of age, receive a free appropriate public 

education (FAPE).  Every school district has the legal duty to identify, locate and evaluate 

children with disabilities.  

 

IDEA defines ñchildren with disabilitiesò as having one or more of the following conditions:  

 

Á Mental retardation 

Á Hearing impairment (including 

deafness) 

Á Speech or language impairment 

Á Visual impairment (including 

blindness) 

Á Serious emotional disturbance 

Á Orthopedic impairment 

Á Deaf-blindness 

Á Developmental delay 

Á Autism 

Á Traumatic brain injury 

Á Specific learning disability, or 

Á Other health impairments 

 

The presence of one of these conditions is not sufficient in itself for a child to qualify for special 

education.  It is also necessary that the condition adversely affects a childôs educational 

performance and requires specifically designed instruction.  
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It is a school districtôs responsibility for establishing and implementing an ongoing child find 

system to locate, identify, and evaluate students with disabilities, ages 3 through 21 years, who 

may need special education. 

 

Idaho has specific eligibility criteria and assessment procedures set forth by the Idaho State 

Department of Education (SDE) for placement in special education. (See Chapter 3 of the Idaho 

Special Education Manual, pp.32-65 for a description of Evaluation and Eligibility criteria at 

www.sde.state.id.us/SpedEd/.) 

  

If a student with a disability needs only a related service and not special education, then the 

student is not eligible, for special education unless the related service is considered to be special 

education under state standards.  In Idaho, speech therapy and language therapy are considered to 

be special education.  An evaluation team must review information from a variety of sources, 

including aptitude and achievement tests, parent in-put, teacher recommendations, physical 

condition, social or cultural background, and adaptive behavior. 

 

 

** Go to the online lecture for Standard 1. 
 

http://www.sde.state.id.us/SpedEd/
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Standard 2 

Professionalism and Ethics 
 
 

 

 

 

Standard 2 requires the student: 
 

A. Understand the concept of ña code of ethicsò. 

 

B. Understand the state and federal rights of children (3-17 year of age) with 

developmental disabilities. 

 

C. Understand the ethical procedures for working with children with intensive 

behavioral challenges. 

 

D. Know the confidentiality rules pertaining to children with developmental disabilities. 

 

E. Understand child abuse reporting procedures. 

 

 

       _______________________________________________________________



Standard 2: Professionalism and Ethics   

 
  

©2006 Center on Disabilities and Human Development 

13 

A. Understand the concept of ña code of ethicsò 
 

Websterôs dictionary defines ethics as the system or code of morals of a particular group or 

profession.  Many organizations and professions have a code of ethics (e.g., social workers, 

psychologists, physicians).  A code of ethics creates the foundation for how the people in an 

organization will behave and provide services.  For example, the Council for Exceptional 

Children has a Code of Ethics and Standards of Practice for their work with people with 

ñexceptionalities.ò Their opening statement reads: 

 

We declare the following principles to be the Code of Ethics for educators of persons 

with exceptionalities.  Members of the special education profession are responsible for 

upholding and advancing these principles.  Members of the  Council for Exceptional 

Children agree to judge and be judged by them in accordance with the spirit and 

provisions of this Code. 

 

A few of these principles include: 

 

1. Special education professionals are committed to developing the highest educational and 

quality of life potential of individuals with exceptionalities. 

 

2. Special education professionals promote and maintain a high level of competence and 

integrity in practicing their profession. 

 

3. Special education professionals engage in professional activities, which benefit 

individuals with exceptionalities, their families, other colleagues, students, or research 

subjects. 

 

For additional information see the Council for Exceptional Children web site at 

www.cec.sped.org/ps/code.html. 

 

An interventionist, who works for a DDA, or a school system, needs to be familiar with the code 

of ethics or principles from the organization or school district.  The Idaho Training Cooperative 

has not mandated a specific code of ethics but expects trainers and students to adhere to ethical 

standards set forth in the Idaho Code, IDEA, and local school district policy. 

 

 

 

 

 

 

 

 

 

 

 

http://www.cec.sped.org/ps/code.html
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B. Understand the state and federal rights of children (3-17 years of age) 

with developmental disabilities 
 

Children with developmental disabilities have rights under the Rules Governing Agencies 

16.04.11.760 and also under state and federal law (e.g., IDEA).   For example, children have the 

right to have their personal records kept confidential.  They are not to be shared with other 

people without the permission of their parent or legal guardian.  They have the right to humane 

care.  They have the right to be treated in a courteous manner and be protected from harm at all 

times.  The Individuals with Disabilities Education Improvement Act (IDEA) and the local 

school district (LEA-Local Educational Agency) assures the rights of children and their 

parents/guardians as they progress through the school system.   

 
An interventionist who is working for an agency (DDA) is expected to comply with the state 

rules that govern DDAôs.  DDA rules require that DDAôs also have a written grievance policy 

that is shared with families so they know what steps they need to take to file a complaint 

regarding treatment or programming issues. 

 

An interventionist who is working in a school district needs to be aware of the rights of students 

and parents under the Individuals with Disabilities Education Improvement Act of 2004 (IDEA) 

Amendments of 2004.  

   

A parent is defined as ña natural or adoptive parent, a legal guardian, a person acting as a parent, 

or a surrogate parent who has been appointed by the districtò (Idaho Special Education Manual, 

2001, p.113).  A parent has procedural safeguards that are guaranteed to him or her under IDEA 

and state law.  These safeguards are called ñspecial education rights.ò  A school district should 

provide a Special Education Rights Statement to parents of children with disabilities.   

 

This statement is provided to parents when:  

 

Á An initial referral to consider a special education placement is made. 

Á An invitation is made to an IEP team meeting. 

Á Informing the parent of the need to conduct a reevaluation. 

Á A due processing hearing is requested. 

Á The student turns 18 years old or when rights transfer. 
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The Special Education Rights Statement should be written in the parentôs native language 

unless it is unfeasible to do so.  This statement includes information about student and parent 

rights including:  

 

1. Consent 

2. Written notice 

3. Evaluation 

4. Independent education evaluation 

5. Individualized education program 

6. Least restrictive environment 

7. Placement in an interim education setting 

8. Access to education records and confidentiality 

9. Requirements for unilateral placement of students in private schools at public expense 

10. Mediation 

11. Complaint procedures and how to file a complaint 

12. Due process hearing procedures and how to initiate a hearing 

13. Placement during pendency of due process procedures 

14. Civil action (appeals to a civil court) 

15. Attorneyôs fees; and 160 sources to contact for assistance in understanding special 

education rights 

 

 

C. Understand the ethical procedures for working with children with 

intensive behavioral challenges  
 

Each DDA is required by the Rules Governing Agencies 16.04.11.763 to develop and implement 

written policies and procedures that address the development of appropriate social behaviors and 

the management of inappropriate behavior. 
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Á Positive social skills: The goal of this policy is to develop functional, adaptive behaviors 

for a child so that they can participate in preferred activities and interact with family, 

peers, and members of the community. 

 

Á Positive approaches/least restrictive alternatives: This procedure is written to ensure 

that positive approaches are employed when developing intervention plans. Utilizing 

Positive Behavioral Supports (PBS) ensure that strategies are employed that are 

respectful of a child, value their communication system, and do not cause the child pain 

or emotional distress. 

 

Á Protected rights: Refer to the section referenced on pages 14-15 on state and federal 

rights. 

 

Á Underlying causes: It is important to remember that all behaviors have a function.  

Behavior is not random.  A child may have a challenging behavior because they are not 

understood, donôt feel well, need a break, are bored, or are overly stimulated by the 

environment. 

 

Á Objectives and plans: Objectives and intervention plans should be developed or 

obtained and implemented to address self-injurious behavior, aggressive behavior, 

inappropriate sexual behavior, and any other behaviors that significantly interfere with a 

childôs independence or ability to participate in the community. 

 

Á Training alternate behavior: After a hypothesis is developed as to the purpose of a 

behavior (e.g., a child bites because they need help) it is important to replace the 

unacceptable behavior, biting, with something that is more acceptable and efficient and 

will accomplish the desired outcome (e.g., teach a child to pat their arm to ask for help). 

 

Á Consumer involvement: It is always important to problem-solve on how a child can be 

involved in their own behavioral support (e.g., recognizing and valuing a childôs current 

communication system is one way of involving a child, and teaching the child self-

management strategies) 

 

Á Written informed consent: Any behavior support plan should be developed and 

implemented with the written informed consent of a childôs parent/guardian. 

 

Á Review and approval:  All behavioral support plans should be reviewed and approved 

by the child (if possible) and the childôs parent/guardian. 

 

Á Appropriate use of interventions: Remember that this policy re-emphasizes the 

importance of respecting a child and not implementing interventions that are harmful, 

disrespectful or cause a child distress (e.g., tying a child in a chair).  A good question at 

this point ï What would you want done with your own child and what wouldnôt you 

want done?   
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An interventionist working for a school district should adhere to the requirements of ñHealth 

Related Services Provided by Idaho Public School Districts or Other Public Education 

Agencyò in Medical Assistance Rule at 16.03.09.560-577 and, are bound by IDEA for 

procedural safeguards around behavioral interventions.  (Appendix E). 

 

It is the Developmental Disabilities Agencyôs responsibility to provide the parents with a packet 

of information that outlines their rights and the rights of their children, specific grievance 

procedures, and protection and advocacy contacts in the state. The parent must be able to easily 

understand this information.  All center-based programs must also have consumer rights posted 

at the facility. 

 

 

D. Know the confidentiality rules pertaining to children with developmental 

disabilities 
 

 

An interventionist who works for a DDA must be particularly aware of a childôs right to privacy.  

Any disclosure of information obtained by the Department of Health and Welfare is subject to 

restrictions contained in 16.05.01, ñProtection and Disclosure of Department Records,ò which 

states, ñAll information as to personal facts and circumstances, including lists of names and 

addresses, must be disclosed only in direct connection with the administration of the 

developmental disability program.  Otherwise, consent of the client to whom the information 

applies must be given (45 CFR 416.27).ò  Each Developmental Disabilities Agency is 

responsible for making sure that their employees are familiar with their specific policies. 

 

 
An interventionist providing services in a school must adhere to the provisions for confidentiality 

as stated in the Individuals with Disabilities Education Improvement Act (IDEA) and the Family 

Educational Rights and Privacy Act (FERPA) as well as any state and local rules. 

 

 

Both IDEA and FERPA contain provisions to protect the confidentiality of personally 

identifiable information in student special education records.  These laws also provide the right 

for parents to review and inspect the records.  A record is defined as personally identifiable  

 

 

 

 

information directly related to the student and maintained by the district.    A student record can 

be written or electronic and may include, but is not limited to:   

 

1. Identifying data (name, address, parents, siblings, social security number, and list 

of personal characteristics making identification possible). 
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2. Academic work completed (courses taken, transcript). 

 

3. Level of achievement (grades, portfolios, performance assessments, scores on 

standardized achievement tests). 

 

4. Attendance data. 

 

5. Scores and protocols of standardized intelligence, aptitude and psychological 

tests. 

 

6. Records of teachers, counselors, medical personnel, and psychologists working 

directly with a student if disclosed to others. 

 

7. Interest inventory results. 

 

8. Observations and verified reports of serious or recurring behavior patterns. 

 

9. Videotapes or audiotapes. 

 

10.  Health data including medical assessments. 

 

11.  Family background information. 

 

12.  Transportation records. 

 

13.  Student records maintained by agencies that or individuals who contract with the 

district. 

 

 Protection of records is the responsibility of a school district and they must prevent 

unauthorized disclosure of personally identifiable information pertaining to students with 

disabilities. 

 

 Disclosure is the release, transfer, or other communication of education records, or of 

personally identifiable information contained in those records to any party, by any means, 

including oral, written or electronic.  The specific steps a district must take to ensure the 

protection of records can be found on page 22 of the Idaho Special Education Manual 

2001 at www.sde.state.id.us/SpedEd/.  Parents of students with disabilities must be 

notified annually of their rights  under FERPA.  Information that is contained in this 

notice can be found on pages 123-125 in the above referenced web site. 

 

 Consent is usually required to disclose a childôs personally identifiable information to 

others.  Consent is not required for certain purposes including: a school official or 

employee who has a legitimate educational interest to access the records and when 

necessary to protect the health and safety of a child or other individuals in connection 

http://www.sde.state.id.us/SpedEd/
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with an emergency.  For a full list of reasons when consent is not required refer to pages 

125 at the above referenced web site. 

 

A school district is also required to maintain a studentôs education records for at least 5 

years. A parent or an adult student must be notified when personally identifiable information 

is to be destroyed because it is no longer needed to provide an educational service to the 

student. 

 

A parent can also request that a school district amend information in a studentôs records if 

they believe the information is inaccurate, misleading, or in violation of the privacy or other 

rights of the student.  Information regarding this procedure can be found on pages 126-127 

of the Idaho Special Education Manual. 

 

 

 

 

E. Understand child abuse reporting procedures 
 

There are different kinds of abuse and neglect.  In Idaho, physical abuse is defined as any 

physical injury to a child that has been caused by other than accidental means, including any 

injury that appears to be inconsistent with explanation given for the injury (e.g., child fell off the 

bed and broke her arm).   

 

 Physical neglect occurs when a parent or caregiver does not provide adequate food, 

clothing, shelter, medical treatment, or supervision due to the conduct, omission or 

refusal of the parent or caregiver to provide them to a child.   

 

 Sexual abuse includes sexual acts and exploitation of a child done for the sexual 

gratification of the offender or another person.  

 

 

 

Under Idaho law, any person who has reason to believe that a child is being abused, 

neglected or abandoned MUST report this to the local law enforcement agency or the 

Department of Health and Welfare within 24 hours.  Failure to report suspected abuse, 

neglect or abandonment is a misdemeanor.  Anyone making a referral, in good faith, is 

immune from prosecution.   

 

 

 

 

 

 **  Go to the online lecture for Standard 2. 
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Standard 3 

Coordination of Family, School and Community 

 
 

 

Standard 3 requires the student:   
 

 

A. Understand the evolving nature of establishing a relationship with a family. 

 

B. Understand how to effectively communicate with families. 

 

C. Understand the process and states of grieving. 

 

D. Understand how to collaborate and coordinate with schools. 

 

E. Understand how to coordinate with other support services. 

 

 

__________________________________________________________________
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A. Understand the evolving nature of establishing a relationship with a 

family  
 

If services are to be family and child centered then the interventionist must have the necessary 

skills to work with and for a family.  Oftentimes, professionals may have been trained to work 

with children but have not had the prerequisite training to collaborate and form a working 

partnership with families.   There are specific collaborative strategies that can help the 

interventionist form a positive and productive relationship.  These include forming basic values 

and attitudes about collaboration, understanding the evolving nature of the parentïprofessional 

relationship, understanding parent and professional roles, and developing effective 

communication skills.  

 

In an effort to have a working relationship with a family it is important for the interventionist to 

have some basic values and attitudes.  These values emphasize equality, cooperation, 

partnership, and the incorporation of a family-centered focus as a part of the relationship. 

Difficulties can arise when the professional does not consider the family a partner and coequal in 

the achievement of their goals.  Diverse values and beliefs and/or personality can also affect the 

parent-professional relationship.  A successful partnership requires mutual trust, respect and an 

effort to be flexible and create a shared vision (Walker and Singer, 1993). 

 

The Evolving Nature of a Parent-Professional Relationship 

 

Looking at a parent-professional relationship as evolving over time can help the interventionist 

create a framework for managing the progressive changes that take place in his or her 

relationship with a family.  Trusting and working relationships rarely happen overnight.  The 

interventionist and the parent have the power to influence the development of the relationship.  

Some relationships evolve in a typical way and respond to the normal amount of care and 

attention.  Other relationships evolve in less typical ways and need to be carefully nurtured on a 

regular basis. Walker & Singer (1993) suggest a developmental framework for understanding 

parent-professional relationships.  These stages include:  

 

1. Getting acquainted and identifying a purpose:  The initial ways that a parent and a 

professional react to one anotherôs concerns can influence the kind of working 

relationship. 

 

2. Setting ground rules:  Initial contact can also set the ground rules for how a parent and a 

professional will interact with one another. 

 

3. Testing the relationship:  At some point a demand is placed on the relationship and the 

ground rules are tested.  The demand tests the relationshipôs ability to serve the needs of 

the parent and the professional. 

 

4. Modifying ground rules:  Reactions to demands will differ depending on a variety 
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of situational, cultural, class, and personality factors.  After a conflict the relationship 

may return to the existing ground rules and other times the ground rules may be redefined 

to meet the needs of the parent or the professional.  

 

A relationship will also be affected by how much time the parent and the professional spend with 

one another and the individual investment each person has in the relationship. 

  
Parent and Professional Roles 

 

Another way the interventionist can help parents is to be clear in presenting the role the 

interventionist expects to play in the relationship.  Role clarification may include information 

about the interventionistôs mission, the extent and the limits of his or her training, experience, 

and their individual work style.  

 
Research has shown that parents want a clear understanding of the professionalôs mission (Singer 

& Walker, 1991).  The interventionist must be able to define for parents the purpose of their 

work and the nature of the relationship they want to have with the family.  For example, one 

interventionist working with a child with a developmental disability might define his/her role as 

working with the parents to teach skills and create opportunities for the child to interact with 

individuals in school, home, and the community.  Another interventionist might view his or her 

role as only creating a safe, caring environment for the child. 

 

The interventionistôs mission, training, experience, and work style cannot always be defined in 

individual terms.  These factors are defined by the DDA or the school district.  At the same time, 

it is important for the interventionist to clarify their role within the DDA or the school and to 

help a family understand the mission as well as the limitations of the agency. 

 

The interventionist who has a clear understanding of his or her role is better able to identify 

situations when it is necessary to refer parents to other organizations.  ñWhen professionals 

clearly explain their ability to be helpful within the parameters defining their professional roles, 

they are better able to assist families in seeking the desired help from appropriately trained 

professionals or other helpers,ò (Walker & Singer, p. 294). 

 

 

B. Understand how to effectively communicate with families 

 
There are a variety of training programs that are available to help professionals acquire effective 

communication skills.  There are also various problem-solving strategies that have been 

developed to address issues that may arise between parents and professionals.  Acquiring skills 

in both of these areas are important in creating and maintaining a collaborative relationship with 

a childôs family. 

 

Singer and Walker (1993) suggest that it is helpful to understand the complexity of 

communication in parent-professional relationships by thinking about communication occurring 

on several levels.  These levels include the meta-level, intermediate-level, and the micro-level of 
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communication.  It is necessary to acquire and implement communication skills at all three levels 

in order to develop a family-centered, collaborative approach in parent-professional 

relationships. 

 

Meta-Level Communication:  Meta-communication is what we say or imply by body language 

about our values, perspective, and roles.  We all communicate a great deal about our interests, 

attitudes and intentions via meta-communication.  These kinds of messages can affect the initial, 

and the long-term, relationship between a parent and a professional. These messages can be 

verbal or nonverbal and can provide information to the parent about how invested a professional 

is in the relationship.  It is the responsibility of the interventionist to examine their attitudes and 

behaviors that may influence his/her interaction with a family.  Meta messages can reveal a 

professionalôs: 

 

1.  Understanding of the influence of cultural, class, and personality differences 

 

Because parents and professionals can have different cultures, class, or personalities it is 

important for the interventionist to find a common point of reference that can assist him 

or her in developing a working relationship with a family.  Parents want and need a 

professional to recognize and value their perspective.  The interventionist can be helpful 

by acknowledging these differences and creating a climate that is safe and comfortable 

for the parent to express their thoughts and feelings.  Meta-communication messages 

create a respectful and relaxed manner so that the parent(s) feels welcome.   

 

A verbal message might include statements such as: 

 

We probably have some different thoughts on how we understand your childôs 

needs.  I am interested in finding out what you think is important and how you 

think I can help you and your child.  I hope we can find ways to work together so 

we accomplish what we both think is important. 

 

The interventionist should be sensitive and open to listening to the parent even though 

there may be cultural and additional value differences in the relationship. 

 

2. Understanding and accepting the different ways parents and professionals 

communicate 

 

Parents and professionals often speak from very different perspectives, have different 

reasons for behaving as they do, and use different language.  For example, a doctor will 

typically ask a parent closed-ended questions (e.g., Where does it hurt?) whereas the 

patient would like to tell the story of the pain and explain how they feel.  Walker (1989) 

conducted a study of parent-teacher phone calls and found that teachers tended to be 

highly focused, more business like, and spoke about students in terms of goals, objectives 

and progress.  Parents, on the other hand, talked about their children in more personal 

terms. 
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Each method of interacting is important and provides critical pieces of information about 

a child.  The skilled interventionist should be able to use both systems of communication 

so that the familyôs voice is not dominated by the professionalôs voice.  The 

interventionist can use a meta-message in the form of a statement that orients the parents 

to a professional way of talking about their child.  The interventionist might acknowledge 

that their professional view is different. 

 

For example, an interventionist who can switch between the two modes of 

communication might say: 

 

I want to let you know that Jamie did so well during snack time today.  She 

 pointed to the picture of the bagel and was able to push down the toaster 

 button with very little help from me. 

 

I do need to switch gears a little bit and ask you a question about how Jamie is 

doing with his community goal of reading street signs.  I want to make sure I keep 

you up to date.  Itôs important to me that you know what he is learning because I 

hope he will practice reading these same signs when you are with him. 

 

In this example, the interventionist is aware of the two different kinds of conversations 

and has employed a meta-communication skill to transition from one form of discourse to 

another. 

 

Intermediate-Level Communication:  Intermediate-level communication addresses more of the 

concrete issues of developing a relationship between a childôs parents and a professional.  These 

include environmental factors, how and when a relationship is initiated, and strategies for 

ongoing communication between the parent and the interventionist. 

 

Environmental factors such as meeting times can have an impact on the parent-professional 

relationship.  If the interventionist is working in a school it is important to decide when and how 

meetings are arranged and who is in attendance at the meetings.  

 

 Are the parents able to get to the meetings ï is there ever a problem with 

transportation?  Is there any flexibility in scheduling meetings and phone 

conversations?   

 Are meetings scheduled at a time that is equally convenient for the parents and the 

interventionist?   

 Are the parents prepared for the array of professionals that might be attending a 

particular meeting?  

 Has the meeting agenda been discussed with the parents prior to the meeting so 

they can formulate questions in advance?  

 Have the parents been given the opportunity to invite support people to the 

meeting?  
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 All of these questions should be considered so that the parents feel on an equal level with 

professionals.  The parents are encouraged to participate as an active member of their childôs 

team. 

 

The interventionist can also use intermediate-level communication strategies to let the parents 

know that they are interested in establishing a collaborative relationship. These kinds of 

techniques include:  

 

1. Contacting parents early in a relationship to show interest and availability 

to questions and concerns.  Establishing early contacts can help ease 

parentsô anxieties and begin building a relationship.  

 

2. Establishing regular communication with parents is a way to reassure 

them that the relationship is important.  Regular communication also helps 

prevent misconceptions about the childôs program and of one another. 

 

Micro -Level Communication:  Micro-communication messages address the immediate needs 

of the parent-professional relationship.  They should help the interventionist increase their own 

understanding of parentsô interests and intentions as well as help the parents take advantage of 

professional input. 

 

Using micro-level communication skills requires the interventionist to conduct a self-assessment 

on their current interpersonal skills.  Making good use of these skills requires continual re-

evaluation, practice, and feedback.  This practice should be viewed as a way to make 

collaboration with a parent or even another professional more effective.  Micro-communication 

skills include both listening skills and influencing skills. 

 

1.  Listening Skills  

 

Developing effective listening skills can enhance collaboration and parental input during 

interactions with parents.  If done properly, listening provides a supportive environment 

in which parents can express their thoughts and feelings.  Listening behaviors are 

grouped into three categories: signaling openness, reflecting, and intentional inquiry. 

 

a) Signaling Openness 

 

This concept requires that the interventionist give their full attention to parents.  Key 

behaviors include: being friendly, having relaxed facial expressions, open and relaxed 

physical posture, being oriented toward the speaker (avoiding clenched fists, crossed 

arms), having eye contact, occasionally using visual and/or vocal encouragement with 

nods of the head, having a consistent, friendly demeanor and tone of voice. The goal in 

signaling openness is to be receptive and interested and allow the conversation to be 

controlled by the parents.  ñAny behaviors by professionals that change the topic or take 

the focus of interest away from parents will interfere with efforts to signal openness to 

parental inputò (Walker and Singer, 1993, p.303). 
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b) Reflecting Messages   

  

Reflecting is a more active form of listening.  A professional who listens reflectively will 

use a statement that will mirror, paraphrase, or summarize what the parents are saying by 

using words that closely match those used by the parents.   

 

 Mirroring  is a simple kind of a reflecting message.  It consists of simple 

repetition of the words just spoken.  It is especially effective when a parent is 

rushed or confused and the interventionist is having difficulty understanding 

exactly what the parent is trying to say.   

 

For example, here is how an interventionist might mirror a parentôs words: 

 

Parent: Iôm sorry Iôm late, but I have so much to do at work, and the car, you know.  Iôm just 

so scattered. (Pauseé) 

 

Interventionist: You have so much to do at work and you are having trouble with your car. 

Youôre feeling scattered these days. 

 

The goal of a mirroring statement is to allow a parent to hear what they have said so they can 

have a chance to elaborate.  Mirroring statements should never be ñmechanicalò or 

condescending, but should reflect the interest of the interventionist in why the parent is 

having a difficult time. 

 

 Empathetic statements should only be used when an interventionist senses 

that a parent would benefit from such a statement.  Empathetic listening is 

powerful and can help build rapport with a parent.  It should be used when the 

interventionist is sure that he or she has a clear understanding of what is 

happening to the parent.  The parent in the above example is probably using 

nonverbal behaviors to indicate her frustrationïagitated facial expression, 

waving her arms and, her tone of voice.  After using other reflecting strategies 

the interventionist might say something like,ò It must be frustrating to have so 

much happening at the same time.ò  Empathetic statements should be chosen 

carefully and used sparingly.  They are used to validate a parentôs thoughts 

and feelings. If used inappropriately they can feel uncomfortable and intrusive 

to a parent. 

 

 Paraphrasing involves reflecting the highlights of a longer conversation.  It 

consists of restating what a parent has said and using language similar to the 

parent and not inserting professional terms. The point of paraphrasing is to 

recount what the parent has said and let them correct any inaccuracies in the 

interventionistôs understanding of the message.   
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For example: 

 

Parent: I am not sure what to do about Toddôs behavior when we go downtown.  Every time 

we go into a store he starts hitting his head.  I want to be able to eat in a restaurant but I donôt 

know how we can manage him.  Iôm upset about it all the time but I feel like I need to get out 

of the house. 

 

In paraphrasing this statement the interventionist might say: 

 

You want to be able to go into stores and eat in a restaurant without worrying about Toddôs 

behavior. 

 

Paraphrasing increases understanding of what a parent is saying and lays the groundwork for 

problem-solving solutions.  It is useful when a parent has finished talking and before the 

conversation moves to another topic. 

 

c) Intentional Inquiry 

 

Intentional inquiry is used to gather additional information when the interventionist is 

confused about what a parent is trying to tell them.   

 

 Closed-ended questions are a way to get specific pieces of information such as, 

ñWhen do you like to go to a restaurant?ò  These kinds of questions provide a way 

for the interventionist to obtain information quickly, but they can also be seen by 

a parent, as a way to control the conversation.  The interventionist might wait to 

ask closed-ended kinds of questions until there is a natural pause in the 

conversation and then only to ask questions that supply important details about 

the topic. 

 

 Direct, open-ended questions usually begin with words like ñwhatò or ñhowò 

and are meant to elicit greater detail.  They are designed to encourage parents to 

talk more about an issue.  For the above example they might include, ñWhat time 

do you usually take Todd downtown?ò or ñHow do you usually manage Toddôs 

behavior?ò Sometimes open-ended questions can help a parent begin to problem-

solve and find a solution. 

 

 Indirect questions are useful when a parent seems to react defensively to a direct 

question.  Questions like, ñTell me more abouté,ò or ñI wonder whaté?ò invite 

parents to talk more about their concern and not feel defensive. 

 

 Perception-checking questions allow an interventionist to check the accuracy of 

their understanding of a situation a parent is describing.  These kinds of questions 

are useful when the story is complicated or the interventionist is confused.  ñAm I 

understanding you to sayé.,ò is an example of a perception-checking question.  It 

confirms or corrects the interventionistôs perceptions of a conversation. 
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Listening skills can assist an interventionist in understanding parent perspectives.  They also 

demonstrate interest in developing a collaborative relationship with a family.  Additionally, it 

is also critical that the interventionist be able to present their perspectives to impact the 

outcome of a conversation.  

 

2.   Influencing Skills 

 

Influencing messages (Ivey, 1988) include different kind of messages that guide a 

conversation with a parent.  Depending upon the goal of the interaction, an interventionist 

can choose different influencing skills.  The parent, at some point, expects the 

professional to present his/her view about a childôs needs, specific interventions, 

developmental goals, etc.  Influencing messages are meant to be used constructively, 

allows the interventionist to introduce his/her perspective, and strengthen the parent-

professional relationship.  Some of the influencing skills that promote collaborative 

partnerships with parents include: a) providing information, b) providing support, c) 

focusing attention, and d) offering help (Walker & Singer, 1993). 

 

a) Providing Information:  One of the roles of a professional is to give information to a 

parent.  The way information is presented can influence how a parent understands their 

childôs disability and the services that are available to them.  An interventionist needs to 

be aware of his/her use of technical terms that may not be familiar to parents.  It is 

important to be clear, and take the time to explain information that may be confusing 

regarding a childôs intervention.  Parents should be given enough time to evaluate 

different options as they make decisions.  The interventionist should provide information 

to parents that inform and empower them to become good advocates for their child.  An 

interventionist should be able to organize information for parents that describe the value 

and perhaps the limitations of an intervention as well as define any technical terms that 

are relevant to the discussion. 

 

b) Providing Support: One of the most important things a professional can do is to 

provide micro-level communication that acknowledges the contributions and efforts of 

parents.  An interventionist can enhance a relationship by letting a childôs parents know 

that they are important members of the team and that their work and their input is valued.  

Phrases like, ñYou spend so much time with Maria. What a good idea for you to take a 

trip this weekend ò or ñSusie is using her communication board a lot more at school.  You 

must be using it more at home.ò  Statements should always be sincere and positive.  They 

should be specific and make a clear reference to the parentôs contribution. 

 

c) Focusing Attention: There are several statements and questions that can help the 

interventionist focus attention on a particular topic of interest.  The interventionist might 

refer to something a parent has said to guide the conversation in a certain direction.  For 

example, if the interventionist is interested in focusing the conversation on a childôs 

behavior in the community (rather than a trip the parent is going to take), he or she could 

focus the parentôs attention on that topic by saying, ñSo, Susie has trouble every time you 
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go downtown?ò  If the interventionist wanted to help the parent begin problem-solving he 

or she could guide the parent in that direction by saying,ò What are the best times of the 

day for Susie?ò or ñDoes anyone ever go downtown with you?ò 

 

d) Offering Help: It is critical that the interventionist understand how to offer help to 

parents in a positive and collaborative manner.  Professionals oftentimes express a desire 

to control, persuade, feel sorry for, and rescue parents of children with disabilities.  They 

may use statements like ñyou shouldò or ñyou need toò and discount parent experience 

over professional expertise.  The interventionist can state his/her ability to help in ways 

that offer parentôs choices rather than giving them directions.  ñWhat can I do to help?ò is 

a more powerful statement than ñThis is what you need.ò  The interventionist should be 

able to give parents information that can help them problem-solve and choose appropriate 

options. 

 

 

** Go to the online lecture for Standard 3 to learn more about 

    coordinating services  
 

 

 

 

C. Understand the process and states of grieving. 

 
When parents first learn that their child has a disability they may experience a profound sense of 

grief.  Grief, and the different states of grieving, are normal reactions to the loss of a child that 

the parents expected to bring into the world.  Grieving is not ña sign of nonacceptance or 

devaluing of the family member with a disabilityò (Powers, 1993, p. 123).  The focus is on what 

is lost, not the child with the disability.   It is also important to remember that all parents react 

differently, depending upon the severity of their childôs disability, their support systems, their 

life experiences, and their personalities in general.   

 

 

 People attach to other people, values, ideals and beliefs through dreams, fantasies, 

illusions, or projections into the future.  Losses are defined as occurrences or events that 

shatter dreams that are core to a personôs existence.  Grieving is the process whereby an 

individual separates from a significant lost dream, illusion, fantasy, or projection into the 

future.  It is an unlearned, spontaneous feeling process that facilitates both the letting go 

of old shattered dreams, and the acquisition of new, more attainable dreams (Whiting, 

1999). 

 

The feeling states of grieving are typically labeled as: denial, anxiety, fear, guilt, depression, 

and anger.  There is no particular order to these states and not everyone experiences all of the 

states. Grieving has historically been viewed as a ñproblemò rather than a natural reaction to a 

loss.  Professionals have been taught strategies to ñconfront the denying, calm the anxious, 
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reassure the fearful, dissuade the guilty, uplift the depressed, and defuse the angryò (Whiting, 

1999).  These kinds of techniques see the reaction to a loss as the problem, not the loss itself. 

 

An alternate approach to defining grieving as a problem is to see the different states of grieving 

as the solution.  Therefore, it is critical that people are allowed to go through the grieving states 

and have an opportunity to share their feelings.  This kind of an approach can offer supports that 

enable them to grow and, ultimately, build new dreams for themselves and for their child. 

 

It is important for the interventionist to remember that grieving is a complex and personal 

process.  It happens to all of us, not just parents who have children with disabilities.  People 

process and grieve in different ways.  Grieving is also an ongoing process.  Parents will continue 

to cycle and recycle through different phases of the grief process. There will be things that 

trigger a grief stage ï a graduation, an illness, music, siblings, etc.  The interventionist should 

respect the parents state of grieving and offer their support and guidance as parents discover new 

dreams. 

 

 

** Return to the online lecture to read additional information on 

grieving 
 

D. Understand how to collaborate and coordinate with schools. 
 

According to part C of the Developmental Disabilities Determination Guidelines/Checklist, 

Idaho Code 66-402, a child is eligible for developmental therapy because a childôs disability 

ñreflects the needs for a combination and sequence of special interdisciplinary or generic care, 

treatment or other services which are of life-long or extended duration and individually planned 

and coordinated.ò 

 

The Individuals with Disabilities Education Improvement Act (IDEA) also requires that a childôs 

program is developed using a multidisciplinary team approach and that parents/caregivers are 

always included as part of the team.  As a result, it is important that the DDA coordinate 

activities with a childôs family and school.  Coordinating activities is beneficial for children and 

families and critical for creating positive inter-agency relationships.  

 

The following areas are key in creating an effective system: 

 

1. Coordinating Services: Children and adolescents (ages 3-17) with developmental 

disabilities should be able to depend on agencies that work for them to coordinate 

services.  The DDA and the school should develop a system that creates consistency 

across programs.  Children with developmental disabilities sometimes have unique 

communication systems, instructional strategies, methods of reinforcement and 

schedules.  Children and families will benefit by having the school and the DDA ensure 

that instruction and strategies are consistent across environments.  Children and families 
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 may have service coordinators or case managers who assist them in coordinating 

services and supports. 

 

a. Climate: Both the school and the DDA have expertise and information to share with one 

another.  Creating a system that ñworksò for children and families requires that agencies 

work together in a collaborative manner.  It requires that both school and DDA personnel 

are good listeners and value each personôs contribution to a childôs program. 

 

b. Shared Vision: The goal of a school and a DDA is to provide the best services to 

children with developmental disabilities.  It is this common purpose that becomes the 

guide for teachers and the DDA to work as a team in an effort to create a meaningful 

program for a child. 

 

c. Resources: Another factor in creating positive inter-agency relationships is that agencies 

are willing to share their resources.  As resources become less available, it is to the 

advantage of the school and the DDA to use their resources in a responsible and equitable 

manner.  Being creative with resources can benefit children with disabilities, their 

families, schools and the agencies themselves. 

 

d. Policies/Procedures: The delivery of services in a seamless manner is always a goal of 

service providers.  It is important for the school and the DDA to problem-solve around 

issues and come up with solutions that create consistent and well-managed programs and 

services for children and their families. 

 

e. Communication: Communicating in a respectful, professional manner is the key to any 

coordinated activity.  Using effective listening skills, placing value on other peopleôs 

opinions and contributions, remembering that the school and the DDA are both advocates 

for children and families are several of the factors that are critical in coordinating and 

maintaining effective services for children. 

 

 

F. Understand how to coordinate with other support services. 
 

Children with developmental disabilities and their families typically interact with many service 

providers.  The DDA should coordinate and communicate with not only the school, but also 

other community support services.  For example, if a service coordinator or case manager is 

serving a child and his/her family that person will usually contact the DDA and school if the 

child receives services from both agencies.  If the service coordinator or case manager has not 

made contact with the DDA, the interventionist should contact that person to let them know what 

programs are being implemented and find out what other services the child may be receiving. 

 

Establishing good lines of communication is crucial to the success of any childôs program.  The 

school and agency should understand the content and goals of each otherôs program.  They 
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should make sure that a child has a meaningful and consistent communication system and that 

the system is used across all environments. 
 

 

 

 

** Return to the online lecture for Standard 3 and complete the 

     ñNext Stepsò 
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Standard 4 

Orientation to Role of Developmental Specialist (DS) 

For Children (ages 3-17) 
 

 

 

 

Standard 4 requires the student: 

 

A. Understand the definition of developmental therapy, and what is considered a billable 

activity.  

 

B. Understand the definition and qualifications of a Developmental Specialist (DS) for 

Children (ages 3-17). 

 

C. Understand the purpose of the Individualized Family Service Plan (IFSP), the 

Individualized Education Program (IEP), and the Individual Program Plan (IPP). 

 

 

________________________________________________________________ 
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A. Understand the definition of developmental therapy, and what is 

considered a billable activity  
 
Developmental therapy is defined as: 

 

Á The assessment, treatment and instruction of individuals in the acquisition of 

activities of daily living skills that an individual has not gained at the normal 

developmental stages in his or her life, or is not likely to develop without training or 

therapy beyond age appropriate learning situations. 

 

Á Developmental therapy can include training in self-advocacy and rights, and the 

development of positive social behaviors and parenting skills. 

 

Á Developmental therapy does not include the treatment or instruction for skills that a 

person would normally learn at his or her current age or developmental level, for 

instance toileting skills below the age of two.  Nor is developmental therapy provided 

to a person below his or her skill level reimbursable.  For example, if an individual 

already has the basic cooking skills necessary for independence, cooking training 

would not be a billable service to Idaho Medicaid. 

 

Á Developmental therapy does not provide services that are usually taught in a primary 

or secondary school such as reading, writing, and math, and they are not considered 

developmental therapy.  A Developmental Disability Agency (DDA) may provide 

training in some functionally related areas such as recognizing street signs or making 

a mark for a signature for some individuals who were not able to learn these skills in 

an educational setting. 

 

Á Developmental therapy does not provide services directed towards assessing an 

individualôs work skills, aptitudes, or training in specific job skills that are directed 

toward employment.  A DDA may provide training in prevocational areas such as 

safety, staying on task, being on time, etc. 

 

Á Developmental therapy does not provide services related to participation in 

recreational or leisure activities or attendance at such activities for recreational or 

leisure purposes.  A DDA may provide services to teach an individual to access his 

or her community including recreational activities (e.g., learn to ride the bus to a 

fitness center). 

 

Á Developmental therapy to develop socialization skills must be based on specific 

socialization needs (e.g., does not make eye contact when interacting with others).  

Broad or general goals to learn socialization skills are not acceptable.  

 

** Go to the online lecture for Standard 4. 
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B. Understand the definition and qualifications of a Developmental 

Specialist (DS) for Children (ages 3-17) 

 
A Developmental Specialist is a person qualified to conduct developmental evaluation and 

therapy to children.  Developmental Specialists providing services to children ages three to 

seventeen (3-17) must: 

 

 Meet one of the Developmental Specialists definitions 1, 2 or 3 listed in the matrix below 

(see DDA Rules 16.04.11.003.13 Rules Governing DDAôs in Appendix C) 

 Complete a competency course regarding developmental evaluation and therapy for children. 

 Pass a competency examination that includes demonstration of learned skills within one (1) 

year of the availability of the Department approved competency course and examination. 

 

 

Developmental Specialist must meet the one of the following guidelines to 

qualify for certification:  
 

 

 
 

A person who possesses a bachelorôs  

or masterôs degree in: 

 

Special education, early childhood special 

education, speech and language pathology, 

applied behavioral analysis, psychology, 

physical therapy, occupational therapy, 

social work, or therapeutic recreation 

 

 

Has a minimum of: 

 

Two hundred forty (240) hours of 

professionally supervised experience with 

individuals who have developmental 

disabilities OR; 
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A person who possesses a bachelorôs or 

masterôs degree in: 

 

 

An area not listed in Section A. above 

 

 

 

Has completed: 

 

A competency course jointly approved by 

the Department and the Idaho Association 

of Developmental Disabilities Agencies 

which relates to the job requirements of a 

developmental specialist 

 

 

Has passed: 

 

A competency examination approved by 

the Department 

 

Has a minimum of: 

 

Two hundred forty (240) hours of 

professionally supervised experience with 

individuals who have developmental 

disabilities OR; 

 

 

 

 
 

A person who possesses a bachelorôs or 

masterôs degree in: 

 

 

An area not listed in Section A 

 

Has passed: 

 

A competency examination approved by 

the Department 

 

 

Has a minimum of: 

 

Two hundred forty (240) hours of 

professionally supervised experience with 

individuals who have developmental 

disabilities 
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A person may be exempt from the requirements of these rules if they meet the 

following criteria:  

 
1. Any person employed as a Developmental Specialist prior to October 6, 1988 will be 

exempt from these rules as long as there is not a gap of more than three (3) years of 

employment as a DS 

 

2. Any person employed as a DS prior to May 30, 1997, unless previously disallowed by the 

Department 

 

 

C. Understand the purpose of the Individualized Family Service Plan 

(IFSP), the Individualized Education Program (IEP), and the Individual 

Program Plan (IPP).  

 
 

1.  Individual Family Service Plan (IFSP):  The IFSP is a major requirement and guiding 

feature of early intervention services (birth-3) as outlined in the Individuals with Disabilities 

Education Improvement Act (IDEA) under Part C.  The Department of Health and Welfare is the 

lead agency for infants and toddlers in the state of Idaho and will authorize services under the 

IFSP. 

 

The purpose of an IFSP is for families and early intervention professionals to work together in an 

effort to develop a plan.  The plan should describe the services and supports that will enhance the 

development of the familyôs infant or toddler with a disability.  The plan should be designed to 

help the family build their capacity to meet the needs of their child.   

 

2. Individualized Education Program (IEP):  The IEP is developed for school age children 

and young adults (ages 3-21) and is implemented by the local school district.  The requirements 

for an IEP are outlined under IDEA, Part B.   

 

An IEP is a written document (developed collaboratively by parents and school personnel) that 

outlines the special education program for a student with a disability.  This document is 

developed, reviewed and revised at an IEP meeting each year.  

 

The purpose of the IEP is to develop an individualized program that will meet the unique needs 

of a child with a disability.  An interdisciplinary team must be formed for each child which 

includes the childôs parents or guardian, a district representative, a special education teacher 

and/or other service providers who are relevant to the studentôs program (e.g., general education 

teacher, speech and language pathologist, physical therapist).  Each IEP must be developed 

within 30 days after a team evaluation has been conducted and determined eligibility.  The 

Individualized Education Program (IEP) must include the following components:  
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Á Baseline:  A statement of the childôs present level of performance, including how the 

studentôs disability affects his/her involvement and progress in the general education 

curriculum.  For pre-school students, present levels of performance describe how the 

disability affects the studentôs participation in appropriate activities. 

 

Á Goals:  Measurable goals that are related to the needs described in the present levels 

of performance.  Each goal must include at least two benchmarks/objectives that 

include how far the student is expected to progress on the annual goal and by when. 

 

Á Services Provided:  A description of the special education and related services that 

will be provided to, or on behalf of, the student (e.g., speech therapy, physical 

therapy, general education curriculum modifications, extended school year services, 

transportation). 

 

Á Participation:   An explanation of why the student will not participate in the general 

education classroom and curriculum, or general education extracurricular activities.  

A statement on how the student will participate in statewide and district wide 

assessments ï with accommodations, without accommodations, with adaptations, or 

in the alternate assessment.  The IEP team determines what accommodations or 

adaptations to use based on those that are used regularly by the student during 

instruction or classroom testing. 

 

Á Progress Report:  A statement of how the studentôs parent/caregiver will be 

informed of the studentôs progress toward annual goals, including the extent to which 

that progress is sufficient to enable the student to achieve the goals by the end of the 

IEP time period.  The parent/caregiver must be informed at least as often as the 

district informs parents of students without disabilities of their progress. 

 

Additional Requirements for Transition Secondary-Level IEPôs 

 

Secondary transition services are defined as a coordinated set of activities for a student with a 

disability designed within an outcome-oriented process that promotes movement from school to 

post school activities.  These activities are based on the individualôs needs, taking into account 

the studentôs preferences and interests.  The activities include instruction, community 

experiences, development of employment and other post school adult-living objectives and, if 

appropriate, acquisition of daily living skills and a functional vocational evaluation.  The 

following components are required for all Secondary Level IEPôs: 

 

Á Age 14:  Beginning at age 14, or earlier, the IEP will include a statement of the 

transition service needs of the student under the applicable components of the IEP 

that focus on the studentôs course of study.  This may include participation in courses 

that are required for graduation or vocational education.  The statement must be 

developed at the first IEP meeting during the year the student turns 14 years old or 

earlier if determined appropriate by the IEP team. 
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Á Age 16:  Beginning at age 16, or earlier, the IEP will include a statement of the 

needed transition services including, when appropriate, a statement of the interagency 

responsibilities or other needed resources.  The statement must be developed at the 

first IEP meeting during the year the student turns 16 years old, or earlier if 

determined appropriate by the IEP team. 

 

Á Age 17:  Before the studentôs 17
th
 birthday, the IEP team must include a statement 

that the student has been informed whether or not special education rights will 

transfer to the student on his or her 18
th
 birthday.  Special education rights will 

transfer from the parent to the student, when the student turns 18 years old, unless the 

IEP team determines that: (a) the student is unable to provide informed consent with 

respect to his or her special education program; or (b) the parent has obtained legal 

guardianship. 

 

3. Individual Program Plan (IPP):  An IPP can be written for any child or adult served by a 

Developmental Disability Agency (DDA) in Idaho, and is implemented by a DDA.   The purpose 

of the IPP is to ensure that any person receiving state-funded services participates in a goal-

directed plan.  The individual and their team must develop the plan together. The focus of the 

IPP is to address how the individual can be more independent in work, home, and community 

environments.  Whenever possible, the elements of the plan must be carried out in inclusive 

community settings. An Individual Program Plan (IPP) should contain the following 

components: 

 

Á Client Information:   The individualôs name and medical diagnosis. 

 

Á DDP:  The name of the Developmental Disability Professional (DDP), the date of the 

planning meeting, and the names and titles of those present at the meeting. 

 

Á Approval:   Documentation that the plan is approved and prescribed by a physician. 

 

Á Therapy description: The type, amount and duration of therapy to be provided (e.g., 

speech therapy, 30 minutes twice a week). 

 

Á Goals/interests:  A list of the individualôs current personal goals, interests and 

choices. 

 

Á Strengths:  An accurate, current, and relevant list of the individualôs specific 

developmental and behavioral strengths. 

 

Á Needs:  An accurate, current, and relevant list of the individualôs specific 

developmental and behavioral needs.  This list should identify which needs are a 

priority based on the individualôs choice and preferences.  An IPP objective should be 

developed for each priority need. 
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Á Objectives:  A list of the measurable and behaviorally stated objectives, which 

corresponds to the list of priority needs.  An implementation plan should be 

developed for each priority objective. 

 

Á Responsibility:  The discipline or DDP responsible for each objective. 

 

Á Timeline:  The target date for completion. 

 

Á Review:  The review date. 

 

Á Transition Plan:   An individual transition plan is designed to facilitate 

independence, personal goals and interests.  The transition plan may include 

vocational goals directed toward paid employment.  The transition plan should 

specify criteria for transition into alternative settings, vocational training, support or 

independent employment, volunteer settings, community-based activities, or less 

restrictive environments.  The implementation of some components of the plan may 

necessitate decreased hours of service or discontinuation of services from DDA. 

 

An Implementation Plan is to be developed by the DDA for each objective listed on a personôs 

Individual Program Plan. The plan should include: 

 

Á Measure:  The behaviorally stated and measurable Individual Program Plan 

objective. 

 

Á Baseline:  An assessment to determine the individualôs specific skills and abilities 

related to the specific skill to be learned. 

 

Á Documentation:  Written instructions to staff such as curriculum, lesson plans, 

activity schedules, type and frequency of reinforcement, and data collection directed 

at the achievement of each objective. 

 

Á Location:  A statement of where the services will be provided. 

 

Á Time Line:  The plans should be completed within 14 days of the initiation of 

services. 

 

Á Conclusion:  The target date for completion.  
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** Return to the online lecture for Standard 4 and complete the   

    ñNext Stepsò 
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Standard 5 

Child Development 
 

 
 

 

Standard 5 requires the student: 
 

A. Understand the typical stages of intellectual development in children and adolescents. 

 

B. Understand the development of communication and language skills in children and 

adolescents. 

 

C. Understand the typical stages of physical development in children and adolescents. 

 

D. Understand the typical stages of social-emotional development in children and 

adolescents. 

 

E. Understand the biological and environmental risk factors that can occur in the pre-natal, 

perinatal, and post-natal periods, which can lead to the atypical development of a child. 

 

 

________________________________________________________________ 
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A. Understand the typical stages of intellectual development in children 

and adolescents 
 

There are a number of theoretical perspectives regarding the field of cognition and learning.  A 

brief description of the major contributors to this area is listed below. 

 

B. F. Skinner:  B.F. Skinner maintained that most behaviors are learned.  His view of learning is 

called behaviorism and involves classical and operant conditioning and the critical role that 

ñreinforcementò plays in learning.  When this theory is used as a teaching method, it is called 

applied behavior analysis.  

 

Albert Bandura:   Another theory related to classical and operant conditioning is Albert 

Banduraôs social learning theory.  This theory expanded Skinnerôs work to include learning 

without reinforcement.  Bandura believed that individuals can learn without reinforcement 

simply by observing and modeling others.  He theorized that an individual can learn by vicarious 

reinforcement or punishment.  For example, an infant that mimics an older childôs behavior is an 

example of social learning theory.  As a child grows they learn new behaviors by observing other 

people and by seeing the consequences of those behaviors.  

 

Vygotsky:  Social interaction plays a fundamental role in the development of cognition became 

the basis of Vygotskyôs social development theory.  Another aspect of this theory is the idea that 

the potential for cognitive development is limited to a certain time span, which he calls the ñzone 

of proximal development.ò  Vygotsky believed that full development during this time depends 

upon full social interaction, and that the range of skills that can be developed with adult guidance 

or peer collaboration exceeds what can be attained alone. 

 

Erick Erickson:   A prominent theory of social-emotional development is that of Erik Erickson 

(1950).  Erickson accepted many of Freudôs theories, but unlike Freud, who felt that 

development occurs primarily as a result of factors within the individual, Erickson believed that 

development is far more dependent on social issues that a developing child encounters.  Erickson 

conceived eight stages of development that demonstrate his theory. These stages will be 

discussed later in the standard. 

 

Jean Piaget:  Swiss philosopher and psychologist Jean Piaget and his colleagues were among 

the first to study learning in a developmental and social context.  The concept of cognitive 

structure is central to Piagetôs theory.  He believed that cognitive structures are patterns of 

physical or mental action that underlie specific acts of intelligence and correspond to stages of 

child development.  His theory includes four primary cognitive structures or developmental 

stages: sensorimotor, preoperations, concrete operations, and formal operations.  Piaget has been 

revered by generations of teachers inspired by his belief that children are not empty vessels to be 

filled with knowledge but active builders of knowledge. Developmental psychologists continue 

to discuss and expand his theories but his lifelong work has created a foundation for interacting 

and educating children throughout the world.  
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Piaget's Stages of Cognitive Development 
 

 

 

DEVELOPMENTAL 

STAGE & 

APPROXIMATE AGE  

 

CHARACTERISTIC BEHAV IOR  

Sensory Motor Period 

(0 - 24 months) 
Reflexive Stage  

(0-2 months) 

Simple reflex activity such as grasping, sucking.  

Primary Circular Reactions 

(2-4 months) 

Reflexive behaviors occur in stereotyped repetition such as 

opening and closing fingers repetitively. 

Secondary Circular Reactions 

(4-8 months) 

Repetition of change actions to reproduce interesting 

consequences such as kicking one's feet to move a mobile 

suspended over the crib. 

Coordination of Secondary 

Reactions  

(8-12 months) 

Responses become coordinated into more complex 

sequences.  Actions take on an "intentional" character such as 

the infant reaches behind a screen to obtain a hidden object. 

Tertiary Circular Reactions  

(12-18 months) 

Discovery of new ways to produce the same consequence or 

obtain the same goal such as the infant may pull a pillow 

toward him in an attempt to get a toy resting on it. 

Invention of New Means 

Through Mental 

Combination  

(18-24 months) 

Evidence of an internal representational system.  Symbolizing 

the problem-solving sequence before actually responding.  

Deferred imitation.  

 

The Preoperational Period 

(2-7 years) 
Preoperational Phase 

(2-4 years) 

Increased use of verbal representation but speech is 

egocentric.  The beginnings of symbolic rather than simple 

motor play.  Transductive reasoning.  Can think about 

something without the object being present by use of 

language. 
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Intuitive Phase  

(4-7 years) 

Speech becomes more social, less egocentric.  The child has 

an intuitive grasp of logical concepts in some areas.  

However, there is still a tendency to focus attention on one 

aspect of an object while ignoring others.  Concepts formed 

are crude and irreversible.   Easy to believe in magical 

increase, decrease, disappearance.  Reality not firm.  

Perceptions dominate judgment.  

In moral-ethical realm, the child is not able to show principles 

underlying best behavior.  Rules of a game are not developed, 

only uses simple do's and don'ts imposed by authority. 

Period of Concrete Operations  

(7-11 years)  
Evidence for organized, logical thought.  There is the ability to perform multiple classification 

tasks, order objects in a logical sequence, and comprehend the principle of conservation.  

Thinking becomes less transductive and less egocentric.  The child is capable of concrete 

problem-solving.   

Some reversibility now possible (quantities moved can be restored such as in arithmetic: 3+4 = 7 

and 7-4 = 3, etc.) 

Class logic-finding bases to sort unlike objects into logical groups where previously it was on 

superficial perceived attribute such as color.   Categorical labels such as "number" or animal" 

now available. 

Period of Formal Operations 

(11-15 years) 
Thought becomes more abstract, incorporating the principles of formal logic.  The ability to 

generate abstract propositions, multiple hypotheses and their possible outcomes is evident.  

Thinking becomes less tied to concrete reality.  

Formal logical systems can be acquired.  Can handle proportions, algebraic manipulation, other 

purely abstract processes.  If a + b = x then x = a - b.  If ma/ca = IQ = 1.00 then Ma = CA. 

Prepositional logic, as-if and if-then steps.  Can use aids such as axioms to transcend human 

limits on comprehension. 

Child Development Institute (2002c)  
 

Sensorimotor stage: This stage occurs during the first two years of a childôs life and intelligence 

takes the form of motor actions.  It is a time full of discovery about the environment and about 

them self.  Children at this stage of development have well developed sensory abilities.  They use 

their sight, hearing, touch, taste and smell to learn about the world around them.  The childôs 

early learning experiences are based in their sensory perceptions and motor activities.  A child 

with impairment in any of these areas (e.g., vision, hearing) will not experience the world in the 

same way as a child who can use their senses to the fullest extent. 

 



Standard 5:  Child Development   

 
  

©2006 Center on Disabilities and Human Development 

47 

This is also the stage where children learn that they are separate beings and that the world is not 

an extension of them.  They realize that an object can be moved (concept of causality) and that 

an object continues to exist even when it is out of sight (object permanence).  When a child 

understands this concept they will search for an object that has been covered, realizing that the 

object continues to exist.  Directed groping is another concept that a child develops after they 

have mastered object permanence.  The child begins to perform motor activities in order to see 

what will happen.  For example, the child figures out they can pull an object towards them using 

a stick, or turn the object to get it through a tight space. 

 

Piaget begins to talk about the development of play during this stage.  Play refers to a wide 

variety of activities yet certain characteristics have been noted.  One of those characteristics is 

that play is not something that is required for survival (e.g., food, water) but something that is 

done for its own sake with the reinforcement inherent in the activity itself (Gale Encyclopedia of 

Psychology, 2001). 

 

Piaget formulated developmental stages of play to correspond with his theory of cognitive 

development.  At the sensorimotor stage when children are interested in gaining control over 

their own bodies and external objects, ñplayò consists of repeated patterns of movement and 

sound, such as sucking, shaking, banging, babbling, and eventually ñpeek a booò games in which 

objects are made to disappear and reappear (Gale Encyclopedia of Psychology, 2001). 

 

 

Preoperational stage:  This stage occurs between the ages of 3 and 7.  Throughout this second 

stage the childôs thinking is self-centered.  The child has a difficult time understanding life from 

any other perspective than its own.  A child in the preoperational stage feels that everyone thinks 

as they do and that the world shares their feelings and desires.  They feel since the world is theirs 

they can control it.  This is also the stage that the child begins to use symbols (but can not 

manipulate them) and can use language to represent things not visible.   

 

During the preoperational stage children begin to engage in fantasy play.  They will use objects 

in make-believe games for purposes other than their functional use.  They begin to understand 

the difference between reality and fantasy.  They also become interested in games that have 

rules, structure and social interaction. 

 

 

Concrete Operational Stage:  This is the third stage in Piagetôs theory.  This stage typically 

occurs between the ages of 7 and 12.  During this stage the child begins to use logic in their 

thinking and organize their thoughts in a more cohesive manner.  This logic applies to actual 

physical objects but it is still difficult to handle abstract reasoning.  This is the stage that children 

begin to think less about themselves and look to the perspective of peers and adults. 

 

As children move into the concrete operational period of development they become more 

interested in the social aspects of play and acceptance of the group. 
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Formal Operational Stage:  This is the fourth and final stage in Piagetôs theory.  It begins at 11 

or 12 years of age and continues through adulthood, although Piaget indicates that some people 

may never reach this stage of cognitive development.  This stage is characterized by the 

individualôs ability to formulate hypotheses and problem solve. The individual is able to think 

abstractly and to understand the form or structure of a mathematical problem.   

 

As children enter this stage they being to have a more mature ability to reason and play 

competitive games and games with codes or rules begin to dominate how they think about play. 

 

There are two fundamental characteristics included in Piagetôs theory of cognitive development: 

organization and adaptation. 

 

 

Á Organization refers to Piagetôs belief that human cognitive development is a highly 

coordinated activity, rather than chaotic or without form. 

 

Á Adaptation refers to the continual adjustments that infants make to their environment. 

 

 

Piaget theorized that infants are born with reflexive actions.  These actions are the infantôs first 

activities.  As the infant develops the actions become more voluntary and form the basis for the 

infant to begin forming their view of reality.   

 

While the stages of cognitive development identified by Piaget are associated with age spans, 

they also vary for every individual.  

 

The stages of intellectual development formulated by Piaget appear to be related to major 

developments in brain growth.  The human brain is not fully developed until late adolescence.  

This development can vary between males and females.  Adults often expect children to think 

like they do and forget that a child may not yet be capable of doing so.   

 

 

Because many basic cognitive concepts are fundamental to the development of skills in related 

areas, the level of independence that a child is able to achieve depends on their level of cognitive 

ability.  A child needs to have an understanding of cause and effect and object permanence in 

order to feel some sense of control over the environment.  Spatial awareness and basic positional 

concepts enable a child to move with greater ease and confidence.  The ability to imitate is 

crucial to language acquisition, and a grasp of one-to-one correspondence is a prerequisite to any 

mathematical operation.  Classification skills are essential to a childôs ability to organize the 

world in a meaningful and systematic way.  Finally, problem solving and critical thinking are 

imperative if an individual is to function independently. 

 

A child with a developmental disability may not progress through the stages of development at 

the same rate as other children.  Blindness and visual impairment, mental retardation, and 

orthopedic challenges all affect a childôs development.  Exploration through the senses is the 
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basis for knowledge in the sensorimotor stage.  The ability to interact with the environment is 

crucial to the development of basic cognitive concepts, such as cause and effect and object 

permanence.  Children who are unable to see the objects around them or who cannot move 

independently often depend upon others to help them explore the environment and to interpret 

their surroundings in a meaningful way. 

 

It is critical for adults and peers to be available to assist children with developmental disabilities 

to structure their world and to interpret their experiences.  

 

For example adults should: 

 

Á Encourage children to actively explore their surroundings. 

Á Talk to them about their discoveries. 

Á Provide sound cues to inspire a child to search the environment. 

Á Positively reinforce the child ï ñGood you found the doll.ò 

Á Label positional concepts ñThe bear is under the chair.ò 

Á Help the child understand the concept of cause and effect by having the child rather 

than the adult activate a toy. 

 

** Go to the online lecture and read about ñBrain Developmentò 
 

B. Understand the development of communication and language in 

children and adolescents  
 

Communication occurs when one individual sends a message to another and that message is 

understood (Butterfield & Arthur, 1995).  Competence in a symbolic and abstract language 

system (e.g., spoken English or Spanish, manual American Sign Language (ASL) is not a 

prerequisite for communication.  Parents and teachers need to recognize and value the power 

of non-symbolic behavior (e.g., facial expressions, gestures, body temperature) as 

communicative.  Many children with developmental disabilities are unable to develop and master 

symbolic language in a typical manner.  

 

The Development of Formal Language:  The process of formal language acquisition begins in 

the last trimester of pregnancy when infants begin to learn the sound of their motherôs voice.  At 

birth, infants appear to hear and discriminate speech sounds.  They orient to the sound of their 

motherôs voice and quickly show signs of social responsiveness to their caregivers.  In the weeks 

and months that follow, they move steadily toward their first intentional communications, which 

typically emerge at about 9 months. A few months later, often somewhere around their first 

birthday, they may utter their first words.  The progression from infant to toddler is accompanied 

by the development of increasingly complex language.  By age 3, a child may have a vocabulary 

of 1,000 words and the ability to speak in sentences about fictitious events using his or her 

imagination (Warren, Yoder, & Leew, 2002). 
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The chart presents typical language development for children 6 months to 8 years of age.  But, it  

is important to keep in mind that all children do not follow this exact sequence of development. 

Many factors can influence a childôs language development. 

 

 

 

 

 

 

Language Development Chart 

 

Age of Child Typical Language Development 

 6 Months 

  Vocalization with intonation 

  Responds to his name 

  Responds to human voices without visual cues by turning his head and  

     eyes 

  Responds appropriately to friendly and angry tones 

 12 Months 

  Uses one or more words with meaning (this may be a fragment of a word) 

  Understands simple instructions, especially if vocal or physical cues are 

     given 

  Practices inflection 

  Is aware of the social value of speech 

 18 Months 

  Has vocabulary of approximately 5-20 words 

  Vocabulary made up chiefly of nouns 

  Some echolalia (repeating a word or phrase over and over) 

  Much jargon with emotional content 

  Is able to follow simple commands 

 24 Months 

  Can name a number of objects common to his surroundings 

  Is able to use at least two prepositions, usually chosen from the following: 

    in, on, under 

  Combines words into a short sentence-largely noun-verb combinations 

     (mean) length of sentences is given as 1.2 words 

  Approximately 2/3 of what child says should be intelligible 

  Vocabulary of approximately 150-300 words 

  Rhythm and fluency often poor 

  Volume and pitch of voice not yet well-controlled 

  Can use two pronouns correctly: I, me, you, although me and I are often 

     confused 

  My and mine are beginning to emerge 

  Responds to such commands as "show me your eyes (nose, mouth, hair)" 

 36 Months 
  Use pronouns I, you, me correctly 

  Is using some plurals and past tenses 

  Knows at least three prepositions, usually in, on, under  Knows chief parts 
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of body and should be able to indicate these if not name 

  Handles three word sentences easily 

  Has in the neighborhood of 900-1000 words 

  About 90% of what child says should be intelligible 

  Verbs begin to predominate 

  Understands most simple questions dealing with his environment and  

    activities 

  Relates his experiences so that they can be followed with reason 

  Able to reason out such questions as "what must you do when you are  

   sleepy, hungry, cool, or thirsty?" 

  Should be able to give his sex, name, age 

  Should not be expected to answer all questions even though he  

    understands what is expected 

    

 48 Months 

  Knows names of familiar animals 

  Can use at least four prepositions or can demonstrate his understanding of  

    their meaning when given commands 

  Names common objects in picture books or magazines 

  Knows one or more colors 

  Can repeat 4 digits when they are given slowly 

  Can usually repeat words of four syllables 

  Demonstrates understanding of over and under 

  Has most vowels and diphthongs and the consonants p, b, m, w, n well  

     established 

  Often indulges in make-believe 

  Extensive verbalization as he carries out activities 

  Understands such concepts as longer, larger, when a contrast is presented 

  Readily follows simple commands even thought the stimulus objects are 

    not in sight 

  Much repetition of words, phrases, syllables, and even sounds 

 60 Months 

  Can use many descriptive words spontaneously-both adjectives & adverbs  

  Knows common opposites: big-little, hard-soft, heavy-light, etc 

  Has number concepts of 4 or more 

  Can count to ten 

  Speech should be completely intelligible, in spite of articulation problems 

  Should have all vowels and the consonants, m,p,b,h,w,k,g,t,d,n,g,y 

    (yellow) 

  Should be able to repeat sentences as long as nine words 

  Should be able to define common objects in terms of use (hat, shoe, chair) 

  Should be able to follow three commands given without interruptions 

  Should know his age 

  Should have simple time concepts: morning, afternoon, night, day, later,  

    after, while tomorrow, yesterday, today 

  Should be using fairly long sentences and should use some compound and 

    some complex sentences 
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  Speech on the whole should be grammatically correct 

 6 Years 

  In addition to the above consonants these should be mastered: f, v, sh,  

   zh, th,1 

  He should have concepts of 7 

  Speech should be completely intelligible and socially useful 

  Should be able to tell one a rather connected story about a picture, seeing  

    relationships  

  Between objects and happenings 

 7 Years 

  Should have mastered the consonants s-z, r, voiceless th, ch, wh, and the 

    soft g as in George 

  Should handle opposite analogies easily: girl-boy, man-woman, flies- 

    swims, blunt-sharp short-long, sweet-sour, etc 

  Understands such terms as: alike, different, beginning, end, etc 

  Should be able to tell time to quarter hour 

  Should be able to do simple reading and to write or print many words 

 8 Years 

  Can relate rather involved accounts of events, many of which occurred at  

     some time in the past 

  Complex and compound sentences should be used easily 

  Should be few lapses in grammatical constrictions-tense, pronouns, plurals 

  All speech sounds, including consonant blends should be established 

  Should be reading with considerable ease and now writing simple  

    compositions 

  Social amenities should be present in his speech in appropriate situations 

  Control of rate, pitch, and volume are generally well and appropriately  

     established 

  Can carry on conversation at rather adult level 

  Follows fairly complex directions with little repetition 

  Has well developed time and number concepts 

Child Development Institute (2002a) 
 

 

Communication and language development can be delayed for a variety of reasons.  For 

example, if an infant has a hearing loss they will experience reduced sensory input that can 

interfere with output.  If an infant has a motor impairment they may be unable to gesture or make 

vocalizations that can be easily interpreted.  It is therefore critical that parents and caregivers 

understand the implications of a childôs disability on their communication system. 

 

Over the past twenty-five years, the area of communication and language training has been 

important in designing educational programs for children with disabilities.  As a result, 

developing meaningful communication/language outcomes for children requires that providers 

are able to: 

 

1. Develop a clear understanding of the childôs repertoire of cues and behaviors.  

Therefore, a DS should: 
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Á Become a good observer of the childôs behavior, behavior is communication. 

Á Note the circumstances, time of day, people present and what the child is doing to 

communicate with you. 

Á Remember, a child will use the easiest and most efficient method they have to 

communicate.  It is easier and quicker to bite, scream, etc. than to raise your hand 

to get someoneôs attention.  If the child is communicating with an inappropriate 

behavior (e.g., biting) think of another behavior the child can use to replace the 

inappropriate behavior.   

 

2. Value and react to the childôs current communication system.  A DS should 
remember: 

 

Á All children communicate.  They may not use a formal symbolic language system 

but their method of communicating should be recognized and valued. 

Á To get to know a child and the circumstances under which they do communicate. 

Á To think of ways to shape a childôs behavior into more appropriate and or 

recognizable means of communication (e.g., textures, objects, pictures) 

 

3. Understand the childôs likes and dislikes.  A DS should: 

 

Á Find out what a child likes and dislikes (e.g., interview parents, siblings, peers). 

Á Use a childôs likes to encourage communication. 

Á Recognize a childôs dislikes and acknowledge their rejection of an activity as a 

means of communication. 

 

4. Increase the number and frequency of opportunities for a child to use his/her 

communication system.  The DS should: 

 

Á Assess the childôs routines and weave communication opportunities into every 

part of the activity. 

Á Attend to instructional opportunities for communication (e.g., pausing so that the 

child needs to do something to have the activity continue). 

 

5. Assess the skills of the provider to communicate with the child. 

 

Á Do an assessment of yourself ï Are you a good communicator?  Are you paying 

attention to the childôs subtle cues and reading those cues as communication?  

How can you be a better communicator? 

 

**  Return to the online lecture and read more about ñCommunication  

     System Cuesò 
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C. Understand motor development: Gross and fine motor skills in children 

and adolescents 
 

 

 

Motor systems operate so that individuals can interact with their environment.  Early motor 

movements are in response to sensory stimuli.  For example, when a mother touches her babyôs 

face, the infant turns toward the stimulus (rooting reflex); when something is placed in a babyôs 

hand, they grasp the object (grasping reflex).  As children grow they develop control and 

organization over theses reflexive movements.  Children also use their vision and their hearing as 

cues for movement.  They see something they want and reach for it; they hear a sound and move 

towards it. 

 

 

The development of motor skills flows in a progressive pattern, but it is important to remember 

that, just as with intellectual development, children do not always develop motor skills at the 

same rate.  They proceed through the stages at their own pace. 

 

 

Motor development is from cephalo-caudal, always beginning at the head and progressing 

downward toward the toe.  For example, a normally developing infant can hold her head up 

before she can sit up, crawl, or walk.  Motor development also occurs from proximal to distal, 

always from the midline of the trunk, outward to the fingers and toes.  Stabilization of the trunk 

is critical for skills to develop in the arms, legs, hands, and feet.  A normally developing child 

cannot begin to crawl and bear weight on her arms and legs until she has the ability to stabilize 

her hips and shoulders (Heydt & Allon, 1992). 

 

 

 

Development Stages 

 

Physical and Language Emotional Social 

Birth to 1 month 
Feedings: 5-8 per day 

Sleep: 20 hrs per day 

Sensory Capacities: makes basic 

distinctions in vision, hearing, 

smelling, tasting, touch, 

temperature, and perception of 

pain 

 

 

Generalized Tension 

 

Helpless 

Asocial 

Fed by mother 

 

2 to 3 months 
Sensory Capacities:  

color perception, visual 

exploration, oral exploration. 

 

Delight 

Distress 

Smiles at a Face 

 

 

Visually fixates at a face, smiles 

at a face, may be soothed by 

rocking. 
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Sounds: cries, coos, grunts 

Motor Ability: control of eye 

muscles, lifts head when on 

stomach. 

4 to 6 months 
Sensory Capacities:  localizes 

sounds 

Sounds:  babbling, makes most 

vowels and about half of the 

consonants 

Feedings: 3-5 per day 

Motor Ability:  control of head 

and arm movements, purposive 

grasping, rolls over. 

 

 
Enjoys being cuddled 

 
Recognizes his mother.  

Distinguishes between familiar 

persons and strangers, no longer 

smiles indiscriminately.  Expects 

feeding, dressing, and bathing. 

 

7 to 9 months 
Motor Ability:  control of trunk 

and hands, sits without support, 

crawls about. 

 
Specific emotional attachment to 

mother. Protests separation from 

mother. 

 
Enjoys "peek-a-boo" 

10 to 12 months 
Motor Ability:  control of legs 

and feet, stands, creeps, 

apposition of thumb and fore-

finger. 

Language:  says one or two 

words, imitates sounds, responds 

to simple commands. 

Feedings:  3 meals, 2 snacks 

Sleep:  12 hours, 2 naps 

 

 
Anger 

Affection 

Fear of strangers 

Curiosity, exploration 

 

 
Responsive to own name.  Wave 

bye-bye.  Plays pat-a-cake, 

understands "no-no!"  Gives and 

takes objects. 

1 to 1 ½ years 
Motor Ability:  creeps up stairs, 

walks (10-20 min), makes lines 

on paper with crayon. 

Dependent Behavior 

Very upset when separated 

from mother 

Fear of Bath 

 

Obeys limited commands.   

Repeats a few words. Interested 

in his mirror image. Feeds 

himself. 

1 ½ to 2 years 
Motor Ability:  runs, kicks a ball, 

builds 6 cube tower (2yrs) 

Capable of bowel and bladder 

control. 

Language:  vocabulary of more 

than 200 words 

Sleep: 12 hours at night, 1-2 hr 

nap 

 

 

 

Temper tantrums (1-3yrs) 

Resentment of new baby 

 

 

 

 

Does opposite of what he is told 

(18 months). 

2 to 3 years 
Motor Ability: jumps off a step, 

rides a tricycle, uses crayons, 

builds a 9-10 cube tower. 

Language: starts to use short 

 

Fear of separation 

Negativistic (2 ½ yrs) 

Violent emotions, anger 

Differentiates facial expressions 

Talks, uses "I" "me" "you"  

Copies parents' actions. 

Dependent, clinging, possessive 

about toys, enjoys playing 

alongside another child.  
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sentences, controls and explores 

world with language, stuttering 

may appear briefly. 

of anger, sorrow, and joy.  

Sense of humor (Plays tricks) 

Negativism (2 ½ yrs).  Resists 

parental demands.  Gives 

orders.   Rigid insistence on 

sameness of routine.  Inability to 

make decisions. 

3 to 4 years 
Motor Ability:  Stands on one 

leg, jumps up and down, draws a 

circle and a cross (4 yrs) Self-

sufficient in many routines of 

home life. 

 

 

Affectionate toward parents. 

Pleasure in genital manipulation 

Romantic attachment to parent of 

opposite sex (3 to 5 yrs) 

Jealousy of same-sex parent. 

Imaginary fears of dark, injury, 

etc. (3 to 5 years) 

Likes to share, uses 

"we" cooperative play with other 

children, nursery school.  

Imitates parents.   Beginning of 

identification with same-sex 

parent, practices sex-role 

activities.  Intense curiosity & 

interest in other children's 

bodies.  Imaginary friend. 

4 to 5 years 
Motor ability:  mature motor 

control, skips, broad jumps, 

dresses himself, copies a square 

and a triangle. 

Language: talks clearly, uses 

adult speech sounds, has 

mastered basic grammar, relates 

a story, knows over 2,000 words 

(5 yrs) 

 

 

 

 

Responsibility and guilt 

Feels pride in accomplishment 

 

 

 

Prefers to play with other 

children, becomes competitive 

prefers sex-appropriate activities. 

Child Development Institute (2001b) 

 
Each disability brings its own set of complications that can interfere with motor development. 

For example, a child with cerebral palsy automatically has less motor control over their body.  

This lack of control impacts the childôs access to people and activities in the environment.  A 

child who is blind and deaf begins life without the two major senses that gives them the 

information they need to use their motor skills.  ñThe developmental perspective is not useful in 

programming for children with multiple disabilities; these children frequently do not have the 

motor control necessary to explore independently and have a different sensorimotor experience 

when they do moveò (Dunn, 1996, p. 43). 

 

It is more beneficial to look at programming from a functional perspective.  What are the motor 

skills that are essential to completing a task now and in the future?  Campbell (1987) suggests 

that looking, vocalization, functional reaching, simple manipulation, and combined 

manipulations are the essential skills for performing daily life tasks.  It is important for 

caregivers to understand the childôs specific motor needs and how to incorporate those critical 

skills within meaningful and enjoyable activities.   
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Planning to incorporate motor needs into daily routines involves answering several questions: 

 

Á What are the priorities of the family? 

Á What motor skills does the child already use? 

Á How can the child practice motor skills within a designated routine/activity? 

 

The answers to these questions can help design a program that will give a child many 

opportunities, across the day, to practice a particular motor skill.  This kind of approach can be 

used for a variety of skill practice.  For example, Kevin is 5 years old and uses a walker.  He 

would rather play a board game with his friend than practice using his walker.  But, if designed 

properly, this becomes a natural opportunity for Kevin to walk to the shelf, point to the game he 

wants to play, and walk back to the table.  The DS may find it helpful to conduct an informal 

assessment of a childôs routines and activities to look for specific times that motor skills can be 

practiced. The teamôs physical and/or occupational therapist can be helpful in assisting the DS by 

answering questions and demonstrating proper movement and positioning for a child. 

 

 

** Return to the online lecture to read more about ñMotor  

   Developmentò 
 

 

D. Understand social-emotional development in children and adolescents 

 

 
 

Social development is the basis for living, working, and functioning within the community.  It 

incorporates skills from all domains and is an essential area of development in and of itself.  

Interactions with others increase language development while play provides opportunities to 

develop cognitive and motor skills.  It is also essential that students have good social skills as 

they transition from school to work.  Work skills are not enough to ensure success in the 

workplace.  People must be able to interact and get along with their co-workers. 

 

It is important to remember that any theory is just that, a theory.  It is information the 

interventionist needs to take into consideration when he or she is working with a child, 

particularly a child with a developmental disability.  For example, just because a child is having 

an emotional or social problem does not necessarily mean that the childôs parents have not 

ñattachedò to them.  There are many variables involved in human behavior. 

 

 

A prominent theory of social-emotional development is that of Erik Erickson (1950).  As stated 

above, Erickson accepted many of Freudôs theories, but unlike Freud who felt that development 

occurs primarily as a result of factors within the individual, Erickson believed that development 

is far more dependent on social issues that a developing child encounters.  Erickson conceived 

eight stages of development that demonstrate his theory. 
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1.  Learning Basic Trust vs. Basic Mistrust (Hope):  The primary issue in this stage (birth ï 

1.5 years of age) is the development of basic trust or mistrust.   Attachment is critical and 

becomes the basis for the infantôs social-emotional well-being and the foundation for all other 

attachments and relationships.  If the infant is nurtured and loved it will develop trust and 

security and a basic optimism.  If the infant is badly treated it will become insecure and 

mistrustful. 

 

ñAttachment is usually described as an emotional tie or bond of affection between an 

infant and parent.  Attachment includes many behaviors such as calling out for contact, 

clinging, crying, seeking eye contact, smiling, and touching.  It is not the particular 

behavior itself or the frequency of one or many of the behaviors that describes 

attachment, but rather the pattern of attachment behaviors that indicates the quality and 

strength of the attachment between infants and their parentsò (Mowder, 1997). 

 

Attachment issues between a child and their parent can be the result of many things including: 

pre-natal rejection of the infant, extended or repeated hospitalizations of a child during the first 

three years, pre-or post natal maternal substance abuse, parents retaining unrealistic images of 

the child, multiple caretakers (e.g., foster care, orphanages), multiple changes in living location, 

early history of losses, harsh and inconsistent parenting, overindulgent parenting, physical or 

sexual abuse, neglect, chronic illness, and an extreme temperamental misfit between a parent and 

child. 

 

A child with attachment issues may be socially withdrawn or pull away from other people.  They 

may reject comfort and soothing attempts by adults. A child may become extremely anxious in 

the presence of strangers or a child may have separation anxiety from a parent.  The child may 

not explore the environment and have difficulty with more independent activities.   

 

It is important that all parents are encouraged to: 

 

a. Have lots of physical contact with their infant (e.g., rocking, carrying in a front-

mounting pack)   

 

b. Identify the sound, types of touch, rhythms, positions, sights, and smells the infant 

enjoys, and use these when interacting with their infant.  Pair these up with things that 

cause a startle reaction to lower the infantôs stress level.  For example, if the infant is 

a self-soother, imitate her soothing activities (e.g., rocking) and add an additional 

element such as singing or touching. 

 

c. Maintain a consistent routine to promote regulation.  If the infant is distressed, 

attachment can be promoted by staying with her.  The parentôs physical presence can 

validate the babyôs feeling (Smith, 1997). 
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2.  Learning Autonomy vs. Shame (Will):  Ericksonôs second stage (between approximately 

1.5 years and 3 years) involves the development of autonomy within the child.  If the child has a 

sense of trust and has been encouraged to explore the environment they will develop a sense of 

autonomy.  They are happy with the new sense of control and proud of themselves versus 

ashamed.  The ñterrible twoôsò is often a phrase used to describe this stage.  The sound of ñnoò is 

familiar as the child goes through this ñpsychological crisisò of emotional development.  Again, 

it is important for the parent to have resolved to be comforting yet have firm limits to guide the 

child.  Overindulging may be well-intended but can cause many problems in the future. 

 

3.  Learning Initiative vs. Guilt (Purpose):  The third stage or psychosocial crisis occurs from 

3-5 year age when the child enters formal school system.  These are the years that Erickson 

labels the ñplay age.ò  During this stage an emotionally healthy child will learn: (a) to imagine, 

to broaden his skills through active play of all sorts, including fantasy (b) to cooperate with 

others (c) to lead as well as to follow.   

 

A child that is having emotional difficulty may be, according to Erickson, immobilized by guilt 

and be more fearful, may not participate in play with peers, continues to be unduly dependent on 

adults and is restricted in the development of play skills and in imagination. 

 

4.  Industry vs. Inferiority (Competence):  This is Ericksonôs fourth psychosocial crisis of 

emotional development.  This stage occurs from the beginning of formal school up to and 

including some of the junior high years (5-12 years of age). During this time the child learns to 

develop additional skills of life:  

 

a. Relating with peers according to rules. 

b. Progressing from free play to play that may be elaborately structured by 

rules and may demand formal teamwork, such as basketball, and  

c. Mastering academic classes like reading and math.  It is a time when 

children are required to be more self-disciplined and use their own 

initiative to be successful. 

 

5.  Learning Identify vs. Identity Diffusion (Fidelity):  During the fifth stage, which occurs 

during adolescence (12-18 years of age) the child now begins to look at and answer the question 

ñWho am I?ò  This is a confusing stage of life and even the most well adjusted individuals will 

experience moments of role and identify conflicts. Most boys and girls will ñrebelò and, at times, 

be overtaken with self-doubt.  During this time the adolescent establishes a clear sexual identity.  

They seek leadership (someone to inspire them) and begin to identify a set of ideals. 

 

6.  Learning Intimacy vs. Isolation (Love):  The sixth stage of emotional development focuses 

on the success of the young adult (18-25 years of age) to experience true intimacy that results in 

a good marriage or genuine friendship. 

 

6. 7.  Learning Generativity vs. Self-Absorption (Care):  The psychosocial crisis during this 

stage of development (25-65 years of age) demands what Erickson calls generativity.  

Generativity is the adultôs concern for and commitment to promoting the next generation through 
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parenting, mentoring, and generating products and outcomes that benefit youth.  The healthy 

adult looks to foster the development and well-being of those individuals and social systems that 

outlive them.  

 

 

8.  Integrity vs. Despair (Wisdom):  The final stage of Ericksonôs theory focuses on adults 65 

years of age and older. If the other seven psychosocial crises have been successfully resolved the 

mature adult develops the peak of adjustment: integrity.  They trust, they are independent, they 

look for new experiences.  They work hard and have developed a true self concept.  They can be 

intimate without strain, guilt, regret, or lack of realism.  They are proud of what they create ï 

children, work, relationship (Child Development Institute 2001d). 

 

Socialization is a learning-teaching process.  It is difficult for children and difficult for parents.  

These eight stages of man, or the psychosocial crises, are only descriptions of how a personality 

develops.  The field of child development has some basic knowledge on what kind of 

environment will result in these different traits.  Much of the research in the field of child 

development is dedicated to finding the answer to these questions. 

 
 

The Role of Personality:  A childôs personality is determined by the interaction of temperament 

traits with the environment.  Temperament is a set of in-born traits that organize the childôs 

approach to the world.  These traits are instrumental in the development of the childôs distinct 

personality and dictate how the child will learn about the world. 

 

Research has found that these traits appear to be relatively stable from birth.  They are enduring 

characteristics that are actually never ñbadò or ñgoodò although it depends how other people, 

particularly the childôs parents, perceive them.  When parents understand the temperament of 

their child they can avoid blaming themselves for issues that are normal for that childôs 

temperament.  Some children are quiet.  Some children are noisy.  Some children like to cuddle, 

while other children do not like to be touched. 

 

When parents and teachers understand how a child reacts to certain situations they can anticipate, 

and oftentimes prevent, problems for a child.  They can prepare a child for a situation.  Parents 

and teachers can feel more effective if they understand the childôs personality.  They can also 

avoid thinking that a behavior that reflects a temperament trait represents a pathological 

condition that requires treatment. 

 

 

 

 

 

 

 

 

 



Standard 5:  Child Development   

 
  

©2006 Center on Disabilities and Human Development 

61 

 

There are typically 9 traits that are referred to when describing an individualôs personality.  

These traits include:  

 

 

Activity Level  

 

Does the child have a high or low activity level? 

 

Distractibility level  

 

How distractible is the child, and under what circumstances? 

 

Intensity level 

Does the child react strongly and loudly to everything or get 

quiet when upset? 

 

Regularity level 

 

Does the child get hungry and sleepy at predictable times? 

Sensory threshold level How sensitive is the child to environmental stimuli- noise, 

light, temperature changes, textures? 

Approach/withdrawal 

level 

How does the child react to new people, environments, and 

situations? 

 

Adaptability level 

 

How does the child deal with transitions, and/or new 

activities? 

 

Persistence level 

Will the child continue to work on an activity even though it 

is difficult? Will they ask for help? 

 

Mood level 

Does the child have an overall positive attitude towards life?  

Are they serious and analytical?  Are they able to see the 

lighter side of a situation? 

Child Development Institute (2002e) 

 

It is important to remember that temperament is the innate behavior style of an individual child.  

It is biologically determined.  Parents and caregivers need to look for a childôs strengths and 

abilities, and then figure out strategies that will assist them in developing the childôs self-esteem. 

 

 

 

** Return to the online lecture to read about ñJennyôs 

Social/Emotional Development.ò 
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E. Understand the various biological and environmental risk factors that 

can occur in the pre-natal, perinatal, and post-natal periods that can lead to 

the atypical development of a child 
 

There are a number of biological and environmental risk factors that can occur before, during 

and after a child is born that can lead to a developmental disability. These time periods are called 

prenatal, perinatal and post natal. 

 

Prenatal:  The prenatal period extends from conception to birth.  Risk factors during this time 

are influenced by the motherôs health and behavior.  The motherôs age, her general state of 

health, her eating and drinking habits, and her prenatal care all contributes to the health of her 

baby.  Smoking, alcohol, and other drugs (e.g., cocaine, heroin) can have a profound impact on 

the developing fetus.  Certain maternal health problems (e.g., cytomegalovirus, diabetes, 

cardiovascular disorders, HIV) can also increase the risk for low birth weight, birth defects, and 

developmental delays (Widerstrom & Nickel, 1997). 

 

 

Perinatal:  The perinatal period occurs between the 12
th
 week of gestation through the 4

th
 week 

after birth.  Risk factors for this period include medical problems during labor and delivery 

(perinatal asphyxia) and issues associated with prematurity and low birth weight.  The typical 

full term pregnancy is 266 days from conception or approximately 40 weeks. A premature infant 

is defined as one born at or before the 36
th
 week of gestation.  Newborns weighing less than 

2,500 grams are labeled low birth weight.  Infants weighing less that 1,500 grams are classified 

as very low weight, those weighing less than 1,000 grams are considered extremely low birth 

weight, and those weighing less than 800 grams are termed micropremies. 

 

The premature and low birth infants can have respiratory problems, severe vision loss, stroke, 

heart failure, apnea (infant stops breathing while they are sleeping), gastrointestinal problems, 

bacterial or viral infections, and other issues that can lead to developmental delay (Bernbaum & 

Batshaw, 1997). 

 

Postnatal:  The postnatal period occurs between 28 days after birth and 11 months of age.  

Environmental factors that influence this period include the quality of attachment and bonding 

between the parent and the infant, health care (e.g., immunizations), and family support systems.  

Biological factors that can have an impact on a child during this time include failure to thrive 

(e.g., infants that fail to gain weight or length within an expected range), seizures, and illness 

(e.g., meningitis, accidental injuries, child abuse).   

 

 

There are many factors to consider when working with a child who has a developmental 

disability. What is the impact of the disability on the childôs communication, motor development, 
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and social interactions? How does the child experience different environments? How can 

programs be designed that use the childôs strengths, abilities, and preferences to improve his or 

her skills? Questions such as these are important and should be discussed when developing any 

program in an effort to help the child be a more active participant in his/her family, school, and 

community. 

 

 

 

 

** Go to the online lecture for Standard 5 and complete the 

ñNext Steps.ò 
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Standard 6 

Behavior 
 
 

 

Standard 6 requires the student: 
 

 

A. Understand the concept of Positive Behavioral Supports (PBS). 

 

B. Be familiar with different methods of gathering information (e.g. functional 

assessment). 

 

C. Understand the components of a positive behavioral support plan. 

 

 

______________________________________________________________________  
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A. Understand the concept and use of Positive Behavioral Supports (PBS)  
 

 

Rules Governing Developmental Disabilities Agencies 

 

According to these rules, each DDA is required to develop and implement written policies and 

procedures that address the development of positive social behaviors and the management of 

inappropriate behaviors in individuals with developmental disabilities. 

 

 

Two of these ten policies include: 

 

1. Positive social skills: focusing on increasing positive social skills. 

2. Positive approaches/least restrictive alternatives : ensuring and documenting the use 

of positive approaches and the least restrictive alternatives. 

 

 

Individuals with Disabilities Education Improvement Act (IDEA) Rules 

 

Under IDEA schools are required to address behavior issues using a positive behavioral support 

process.  It is the responsibility of a childôs IEP team to be knowledgeable about how to conduct 

a functional assessment and develop a positive behavioral support plan.  The plan becomes part 

of the childôs IEP and must address positive intervention strategies and supports that address the 

behavior and meet the needs of the child (Idaho Special Education Manual, 2001). 

 

The following section will focus on the kinds of strategies that can be used to increase positive 

social skills for children with developmental disabilities. 

  

In the past, challenging behaviors have been dealt with in a variety of ways.  Aversive methods 

such as spraying a child in the face with water or lemon mist have been used as a consequence 

for some behaviors.  More often than not, these kinds of behavior management procedures have 

not considered the variables; the antecendents that actually maintain target behaviors, as a part of 

an intervention plan.   

 

 

These kinds of methods can also generate their own problems such as: 

 

1. Reinforce unwanted behaviors 

2. Reduce opportunities for the child to participate in instructional programs 

3. Create a negative image of the child to other peers and adults 

4. Deny the child the opportunity to communicate effectively 
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5. Deny the child the opportunity to make choices 

 

Previously, the focus of an intervention may have been to teach the child what not to do rather 

than how to achieve a desired outcome in a more socially appropriate manner. 

 

Positive Behavioral Supports (PBS)  
 

In recent years, there has been a shift from traditional methods that are designed to suppress 

challenging behaviors to an approach that promotes the development of functional, adaptive 

behaviors.   Positive Behavioral Supports (PBS) approach ñemphasizes the use of a collaborative 

problem-solving process to develop individualized interventions that stress prevention of 

problem behaviors through the provision of effective educational programmingò (Janney & 

Snell, 2000, p.2). 

 

This kind of approach uses the simultaneous manipulation of multiple variables in designing an 

intervention plan.  It may be the movement of a child to a more personal, less segregated setting, 

ignoring minor inappropriate behaviors, and allowing the child to make more choices throughout 

the day.  

behavior.  The strategies involved are respectful of the child and should not cause pain or 

emotional distress.  The emphasis is on creating a caring and trusting relationship with a child. 

The approach does not try to ñcontrolò a child but rather teach the child to communicate and 

interact with other people.  The intent of using this approach is that there will be generalized 

changes in the way a child behaves which, in turn, should affect social interactions, access to 

community settings and an increase in preferred activities (Horner, Dunlap et.al., 1990).  There 

are three basic components to using positive behavioral supports: 1) prevent challenging  

PBS focuses on the lifestyle of a child, in addition to the frequency, duration and intensity of a 

behaviors; 2) teach the child new behaviors to meet his or her needs and; 3) react/respond in 

productive ways when a behavior does occur. 

 

1. Prevention:  Prevention strategies are designed to reduce the frequency and intensity of 

target behaviors.  They should create fewer opportunities for the child to engage in, and be 

reinforced for, a negative behavior.  The things in the environment (stimuli) that have 

previously triggered a behavior should be arranged to produce desired behaviors.  As a result 

of preventing behaviors, staff should have more time and energy to interact with the child in 

a positive way. 

 

2. Teaching:  Teaching a child new behaviors that are effective alternatives to the challenging 

behavior is the next critical component.  All behaviors have a function.  A child with a 

challenging behavior needs to be taught an alternative to the undesirable behavior, but one 

that achieves the same outcome for the child.  

 

3.   React/Respond:  It is unrealistic to think that all target behaviors can be totally and 

immediately eliminated from a childôs repertoire.  Therefore, a DS must have a plan on how 

to react if a behavior occurs.  The reaction should let the child know that the behavior is 

unacceptable and that there is an alternate way for the child to obtain the desired outcome.   
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B. Be familiar with different methods of gathering information (e.g., 

functional assessment strategies) 
 

One of the most important steps in working with a child who has a challenging behavior is to 

identify the function of the behavior.  Does Kevinôs stereotypic behavior serve a self-regulatory 

function or is he trying to escape from a specific task?  Does Janeôs screaming mean she is 

thirsty, does she need help, or is it a combination of reasons?  Interventions will differ depending 

upon the function of the behaviors. 

 

 

Functional Assessment:  A functional assessment is a process of  ñunderstanding the 

physiological and environmental factors that contribute to a personôs problem behaviorsò 

(OôNeill, Horner et al., 1997, p.2).  There are multiple ways to conduct a functional assessment.  

Practitioners who use an A-B-C (Antecedent-Behavior-Consequence) chart are conducting one 

form of a functional assessment.  A person who has seen a problem behavior and concluded that: 

ñhe does that becauseéò has developed a summary statement about the function of the behavior.  

A functional assessment goes a step beyond the typical A-B-C approach to use the information to 

manipulate variables in the environment as a way to decrease a behavior.  This kind of approach 

is not about control or creating compliance in the child but rather using the information to assist 

the child in communicating and interacting in a more socially appropriate way. 

 

 

There are various methods for conducting a functional assessment: 1) direct observation, 2) 

interviews/questionnaires, and 3) functional analysis.  When the data is collected the childôs team 

can use the information to predict the conditions under which a challenging behavior(s) will 

occur, develop a theory as to the function of the behavior(s), and subsequently develop a 

behavioral support plan. 

 

 

1)  Observation:  How to conduct a functional assessment observation. Observation has been a 

typical means of collecting information about challenging behavior.  A DS, teacher, family 

member, or other people who work and live with the child can conduct observations.  It is 

recommended that 10-15 observations (OôNeill, Horner et.al., 1997) be gathered over time.  

An observation should be conducted as part of a childôs normal routine.  It is only by 

gathering multiple observations that a pattern can be determined that allows the childôs team 

to form a theory on the function of the behavior.  The following steps can be used to conduct 

an observation: 

 

a) Clearly describe the problem behavior(s). It is important to clearly describe a 

behavior, ñJeff bites himself on his right forearmò rather than use general labels, ñJeff 

hurts himself.ò  A general statement ñtells us more about how we feel about the 

behavior than the behavior itselfò (Janney & Snell, p.253).  A specific description is 

also needed to collect data on the frequency, duration and intensity of the behavior.  It 



Standard 6:  Behavior   

 
  

©2006 Center on Disabilities and Human Development 

68 

is also helpful to specifically describe a behavior so that all team members recognize 

the behavior and can react in a consistent manner. 

 

b) Identify predictors  such as the times, events, people, situations that can predict 

when the behavior will and will not occur. An antecedent is something that precedes 

a behavior (e.g., the teacher places a demand on a child, or the behavior tends to 

occur more when the child is left alone than when she is interacting with an adult or 

another child).  There are many environmental or physiological things that can trigger 

a behavior.  These factors may include demands or requests, transitions, being left 

alone, a difficult task, medications or a childôs medical condition (e.g., allergies), diet, 

lighting in a room, temperature, noise level, the childôs sleep cycle, interruptions in a 

consistent routine, new people, transitions, or activities that are boring and 

meaningless to the child.   

 

Oftentimes people will only attend to the times that a behavior is occurring when, in 

fact, some of the most valuable information can be collected when a child is not 

engaged in a behavior.  A good observer will note what the child is doing or not 

doing? Who is with the child? What time of day is it?   

 

There are also situations, called setting events that are beyond the developmental 

specialistôs control.  Setting events are biological, social, or physical incidents or 

circumstances that happen before a specific antecedent will actually trigger a 

problem behavior (e.g., a child may not get enough sleep or have breakfast which 

serves as a setting event for a specific antecedent- child becomes especially upset and 

begins to scream, cry and hit themselves in the face when asked to share a toy). 

 

c) Identify the reinforcer or consequence that maintains the behavior and what 

function it serves for the child. It is important to understand, not only the antecedent 

to a behavior (e.g., the child hits the teacher) but what is the consequence of the 

behavior (e.g., child is put in time-out as a punishment for hitting).  For example, the 

function of the behavior (hitting) may be to ñescape/avoidò the teacherôs demand.  

 

Behaviors usually fall into one of the following categories: 

 

1) to get or obtain something tangible 

2) to escape or avoid something or someone 

3) to get attention 

4) to self-reinforce (OôNeill, Horner et.al, 1997). 

 

 

 

 

Developing a theory about the function of a behavior(s) is one of the most important 

steps in developing a positive behavioral support plan.  It is also a difficult step.  In 

some cases, it is quite clear as to the purpose of a behavior.  In other cases, it is not as 
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easy.  A child may engage in a particular behavior because it is efficient, requires less 

effort, and produces a quick result.   For example, screaming and biting require less 

effort than using a communication board.  These kinds of behaviors also get a quick 

response from other people. 

 

Oftentimes, a child will have a challenging behavior which serves multiple functions 

(e.g., on one occasion hitting means the child wants to avoid an activity, and on 

another occasion the function of the behavior is to get attention). 

 

**  Return to online lecture and read ñOutcomes of Behaviorò 
 

What kind of alternate behaviors does the child already know how to 

do?  As an intervention plan is developed it is important to know what other kinds of 

behaviors a child has in his or her repertoire that can be reinforced.  For example, 

does the child sometimes ask for help or for a break in an appropriate way (e.g., 

speaking, gesturing, signing)?  Having this information will help you decide if you 

want to teach a new behavior, or prompt and reinforce a behavior the child already 

has. 

 

 What are primary ways the child uses to communicate?  In thinking about 

alternative behaviors, communication is the most important factor to consider for 

children with challenging behaviors.  It is critical that people who work with a child 

with a behavior problem understand how they communicate.  How does Mary let you 

know that she likes something?  How does she let you know that she doesnôt like 

something? What are her different responses? 

 

 What kinds of items, activities, or people are reinforcing to the child?  

Identifying positive reinforcers is critical to creating a successful behavioral plan.  

Part of conducting a functional assessment is to ask the child (if possible), family 

members, and peers what kinds of things the child likes (objects, activities, people, 

places).  For some children just being left alone is a positive reinforcer.  It is also 

important to observe the child and notice the features of the things that appear to be 

reinforcing (e.g., things that spin, move) and interesting.  

 

d) Develop one or more summary statements that describe the behavior(s), the 

situations in which they occur, and the reinforcers that maintain the behavior.  

 

ñWhen Jeff is asked to stop playing with the ball he will fall to the floor and scream 

to try to continue to be allowed to play with the item.ò 

 

ñWhen Julie is asked to dress herself or participate in other nonpreferred self-care 

routines, she will hit her care provider to escape the task.ò 
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ñWhen Henry is scratching his arm and he is asked to stop he will scream in order to 

continue scratching.ò 

 

e) Collect direct observation data that support the summary statements. 

It is also important to keep data on any challenging behavior.  Completing a 

functional assessment observation form will be helpful in collecting information 

about when a behavior occurs, what the antecedents or predictors might be, the 

perceived function of the behavior, and the actual consequence.  This kind of data 

source can assist in creating a hypothesis and a subsequent intervention support plan.  

 

The information gathered from a functional assessment should assist a childôs team in building 

effective and efficient behavioral support for a child. 

 

 

2)   Interviews and Questionnaires:  Using interviews is another effective way of gathering 

information about a child.  An interview can be conducted with the child (if possible) and/or 

with people who have direct contact and knowledge about the child (e.g., parents, siblings, 

caregivers).  Questions should be asked that look at behavior within the context of the childôs 

established routines at home, school or in the community.  What is it about these routines that 

are associated with increases or decreases in a behavior?  One of the goals of this kind of 

interview is to understand the features of the antecedents and consequences associated with 

the problem behavior (e.g., Jane is not a screamer; rather when Janeôs routine is changed she 

screams).  ñIf we consider problem behaviors as occurring in people, it is logical to try to 

change the people.  If we consider problem behaviors as occurring in context, it becomes 

logical to change the context.  Behavior change occurs by changing environments, not trying 

to change peopleò (OôNeill, Horner et. al, 1997. p.5). 

 

 

 

 

Another valuable form of interviewing is conducting a MAPS session for a child.  MAPS 

(Vandercook et al., 1989) is one of several person-centered or lifestyle planning (OôBrien, 1987) 

methods for people with disabilities.  MAPS is typically used with children, and personal futures 

planning (Mount & Zwernik, 1988) is usually used with adults. These kinds of planning methods 

share common features in that they focus on an individualôs strengths and abilities.  The MAPS 

process can be used to plan a childôs educational program.  People who know a child the best 

(e.g., family members, friends, teachers, neighbors) are invited to answer a series of questions.  

A MAPS session can be facilitated by anyone who is familiar with the process.  There are 

foundational questions including: 

 

 What is the childôs history? 

 What is your dream for the child? 

 What is your nightmare for the child? 

 Who is the child? 
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 What are the childôs strengths, gifts, and abilities? 

 What are the childôs needs? 

 What would the childôs ideal day at school look like and what must be done to make it 

happen? 

 

MAPS is a flexible process and therefore different kinds of maps can be added that can assist a 

team in, not only developing an educational plan, but a behavioral support plan.  Including a 

ñcommunication map,ò a ñlikes and dislikes map,ò a ñhealth mapò, or a ñsensory processing 

mapò can be very helpful in gathering critical information about a child.  The information from a 

communication map may be included in a communication dictionary  (Demchack & 

Greenfield, 2003) which can assure that people working with a child are consistent in their 

responses to a childôs atypical communication system (e.g., gestures, vocalizations). 

 

Another critical piece of information whether done in a mapping session or through multiple 

interviews is to find out what a child likes and does not like.  Not only can this process assist in 

finding positive reinforcers (preferred items, activities or people) for a child, but it will also 

help in discovering what things might predict a problem behavior.  For example, Kim does not 

like loud noises.  She gets very upset and hits herself in the face.  Her team came up with a list of 

all the different kinds of noises that were upsetting to Kim.  They decided that some of the 

sounds were predictable (e.g. monthly fire drill) while others were not (e.g. lawn being mowed). 

They developed strategies to help Kim prepare for a loud sound as well as taught her to cover her 

ears, instead of hitting herself, when there was an unexpected noise that bothered her.  This kind 

of approach can help a team develop a behavioral support plan for a child that is sensitive to a 

childôs preferences.  

 

It is always important to find out if a child is taking medication.  Medications can have a variety 

of side effects.  Individuals working with children with developmental disabilities should always 

consider the medical or physical conditions that may be influencing problems behaviors. 

Different kinds of ñhiddenò conditions including allergies, sinus or middle ear infections, 

premenstrual and menstrual cycle effects, urinary tract infections, toothaches, and chronic 

constipation can trigger a behavior.   

 

Finally, it is important to remember that every person has unique sensory needs.  Typically 

developing children will get the kind and amount of sensory input they need to organize their 

nervous system and maintain a level of alertness that allows them to learn and interact with their 

environment.  Children with developmental disabilities oftentimes have damage to their central 

nervous system that causes them to have trouble regulating their system and processing sensory 

input.   

 

When assessing a problem behavior it is critical to think about how a child is processing sensory 

input.  Are they overly sensitive to tactile input?  Do they need more frequent input so they can 

organize their system?  When the child hits their head what are they really saying?  How does the 



Standard 6:  Behavior   

 
  

©2006 Center on Disabilities and Human Development 

72 

child alert themselves or calm themselves when under duress?  All of these questions need to be 

thought through when assessing challenging behavior in a child. 

 

These same kinds of questions can be formed into a questionnaire that can be distributed to 

various family members and people who are familiar with the child.   

 

3)     Functional Analysis:  Manipulating events or situations that the functional assessment has 

revealed as possibly related to the problem behavior and then observing the effects on the 

personôs behavior is called a functional analysis (Janney & Snell, 2000). Interventionists 

can make simple, short-term changes to typically occurring activities that will allow them 

to be more accurate in understanding the specific function of a particular behavior.  

Observing how the individual behaves when the consequences that would maintain that 

function are present or not present can test the possible function of a behavior (OôNeill et 

al., 1997). 

 

Developing a hypothesis about the function of a problem behavior is critical in developing 

a behavior support plan.  In some cases, it will be quite clear as to the function or 

communicative intent of the individualôs behavior while in other cases the function is more 

difficult to identify.  One of the reasons for this kind of difficulty is that an individual may 

use a behavior to serve more than one function.   If the interventionist does not understand 

the purpose the behavior serves, then several different hypotheses will need to be 

developed and tested.  Testing hypotheses requires the interventionist to observe the 

individual under different conditions to determine the function of the behavior (i.e., getting 

attention, escape or avoidance, getting something tangible, self-regulation, or play).   

 

 

Testing a Hypothesis 

 

If a team does not understand the purpose of a behavior, it may be necessary to test a 

hypothesis.  Testing a hypothesis requires that someone observe the child under different 

conditions to determine the function of the behavior.  Whoever conducts this observation 

may need to make simple adjustments to activities that will help them be more accurate in 

developing a hypothesis as to the purpose of the behavior.  For example, if your hypothesis 

that the function of a childôs screaming is to get attention, observe the child when they do 

and do not receive attention for yelling.  It is usually necessary to conduct this kind of test 

several times to make sure that the variables (in this case the teacherôs attention) are really 

influencing the behavior (Janney & Snell, 2000). 

 

** Return to the online lecture and read ñTesting a Hypothesis.ò 
 

 

C. Understand the components of a positive behavioral support plan. 
 

A behavioral support plan should have various components that include strategies to: 
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1) Prevent behavior problems for occurring;  

 

2) Teach alternative behavior; and  

 

3) Respond/React to a problem behavior when it occurs in ways that do not reinforce 

the problem behavior.  

 

It is important to remember that implementing these strategies is a process and takes time.  

Adults need to take the time to establish a trusting relationship with a child.  Children develop 

problem behaviors because there has been a need to do so.  It will take time to replace problem 

behaviors with more socially appropriate behaviors. A behavioral plan should therefore consider 

the following: 

 

 Interaction:   How the people that interact with the child will change and not just focus 

on how the child should change.  This may include changes in a physical setting, changes 

in schedule, medications, reinforcers, and reaction to a problem behavior. 

 

 Functional Assessment:  The plan should be based on the information collected in the 

functional assessment.  The functional assessment data should give a DS information on 

the changes that are needed in a home, classroom or other environments that will change 

the patterns of a problem behavior.  

 

 Appropriate:   The plan should be a good fit with the values, resources, and skills of the 

people responsible for implementation. 

 

 Consistent:  It should be ñtechnically soundò ï that is, consistent with the principles and 

laws of human behavior (OôNeill, Horner et. al., 1997. p.65).  

 

1.   Preventing Behavior Problems 

 

Preventing challenging behavior involves changing the antecedents ï who, what, when, and 

where as well as the setting of events that predict the behavior. Some strategies may be 

permanent (e.g., changing a chair that is uncomfortable, eliminating unnecessary or meaningless 

activities) and other strategies may be implemented on a temporary basis (e.g., temporarily 

avoiding a situation until the child is taught certain coping skills).  The results of a functional 

assessment should indicate the conditions under which a behavior seldom or never occurs.  

Making sure that those conditions are present in the studentôs environment is one way to reduce a 

challenging behavior.   

 

For example, Jamie pokes his eyes when left alone without anything to do.  Through 

observations it was noted that he rarely or never gouged his eyes when he had certain toys with 

him.  It would therefore be important to make sure that, when left alone, he had preferred items 

with him.  Sometimes it may not be the exact item but certain features of an item (e.g., things 

that move, things that are soft) that are of interest to the child. 
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Other prevention strategies include: 

 

 Provide the child with more opportunities for making choices. 

  Facilitate the development of relationships with peers. 

  Increase predictability for activities and transitions (e.g., picture, object or tactile 

schedules/cues). 

 Define the beginning and end of a task. 

 Make sure a task is functional and meaningful.  

 Eliminate aversive conditions (e.g., avoid noisy and large spaces until the child has 

learned coping skills). 

 Change the level of task difficulty. 

 Shorten instructions (e.g., one step versus three steps). 

 Provide the appropriate reinforcement (e.g., verbal, physical ï pat on back, a break). 

 Alternate preferred and non-preferred tasks. 

 

Some of these strategies may be permanent (e.g., offering choices, predictability of routine) and 

some strategies may be temporary (e.g., task difficulty). 

 

2.  Teaching Alternate Behaviors 

 

Prevention strategies are only one component of a positive behavioral support plan.  A second 

and critical piece of a plan is making sure that a child is taught new skills to replace the 

challenging behavior.  This component is intended to provide the child with acceptable behaviors 

that accomplish the same outcomes that were achieved using a problem behavior.  For example, 

if a childôs inappropriate form of indicating ñI want something to eatò was hitting, the new form 

might be to use a sign or gesture for EAT. 

 

Or, a child may learn skills to calm themselves when in a highly distressful state.  A child may 

learn to gently pat someoneôs arm when they need attention.  A child may learn to point to a 

symbol to ask for help. 

It is important to remember several things when teaching an alternate skill: 

 

1) Identify an alternate skill that is as easy for the child to do as the challenging behavior 

(e.g., screaming is easy to do). 

 

2) Teach the child how and when to use the skill. 

 

3) Make sure that anyone who interacts with the child knows what alternate skill is being 

taught and how to react to it. 

 

Alternate behaviors must be as efficient and effective for the child as was the problem behavior. 

It should be easier and take less effort for the child to accomplish their purpose.  

 

A childôs team needs to think through the efficiency of the alternate behavior that they intend to 

teach the child.  For example, Nancy, who is nonverbal, would grab children as they walked by 
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her chair.  Her team figured out that she was trying to get attention from the other children in the 

class.  They decided to develop a picture book that Nancy could use to point to a child she 

wanted to interact with. This proved to be an inefficient strategy for Nancy.  It took her time to 

get the book and locate a picture of a particular child.  Additionally, the other children did not 

always see her point to the pictures.  The pictures were not as effective as the problem behavior.  

The team decided that Nancy could hold out her hand to indicate a ñgive me fiveò as a way to 

initiate an interaction with another child or adult.  This alternate behavior was more efficient for 

Nancy and she accomplished her goal of interacting with her peers. The teacher taught the other 

students and adults in the rooms that they needed to respond immediately to Nancyôs new 

behavior so that she would understand and learn that using her hand worked to get peopleôs 

attention. 

 

The results of a functional assessment should indicate when and how a child communicates.  The 

alternate skills that are taught must fit the context of an activity or situation.  For example, Nancy 

will need to learn communicative behavior to indicate that she is thirsty.  She may use her ñhigh 

fiveò to gain attention but use the sign for DRINK to indicate that she is thirsty.   

 

In addition to learning alternate skills to replace a problem behavior it is also important for a 

child to learn social interaction and self-management skills.  Expanding opportunities for 

children to learn and practice appropriate social skills will enhance their overall quality of life. 

 

** Return to the online lecture and read the section entitled ñTeaching 

Alternative Behaviors.ò 
 

3.  Responding/Reacting Strategies 
 

Responding strategies are changes to the consequences that follow the childôs behavior.  A 

positive behavioral support plan should use principles of reinforcement ï reinforce positive 

behaviors rather than negative behaviors.  This approach does not focus on giving rewards for 

good behavior and punishments for inappropriate behavior.  ñThe reward-and-punishment 

approach may work in the short run, but it substitutes external control for internal control, 

causing people to be dependent on others to manage their behaviorò (Janney and Snell, 2001, p. 

43).  This kind of approach requires people to change how they react to a childôs positive and 

negative behavior.  A responding strategy should show that the problem behavior does not work 

anymore (e.g., is not effective) and that the alternate behavior does work. The focus of 

responding strategies is to teach the child to use the new behaviors to meet his or her needs rather 

than simply reacting to the problem behavior.  This may be accomplished by:  

 

 Nonreinforcement and Redirection:  Nonreinforcement means not letting the problem 

behavior work for the child as is has in the past (e.g., the child screams and someone goes 

over to the child ï function of the behavior is to get attention).  The nonreinforcement 

(e.g., not talking about or reacting to the behavior) must be paired with redirecting the 

child to the alternative behavior (e.g., holding out her hand for the ñhigh fiveò sign or an 

attempt to hold out her hand) and then reinforcing the alternative behavior (e.g., child 
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holds out hand for ñhigh fiveò and the teacher immediately responds by interacting with 

the child).  

 

 Natural or Logical Consequences:  If negative consequences are part of a positive 

behavioral support plan they should not inflict pain, humiliation, or embarrassment to the 

child.  They should be consequences that are naturally and logically related to the 

behavior (e.g., the child throws the toy against the wall and the natural consequence it 

that the toy breaks and is no longer available to the child).  A logical consequence is 

reasonably related to a behavior (e.g., if a childôs work is not finished they cannot go to 

recess). 

 

It is important to remember that natural and logical consequences can be used in a 

manner that is inconsistent with positive behavior supports.  Consequences should always 

remain respectful of the child and be designed to teach the child an appropriate behavior 

in a positive manner. 

 

 Taking a Break:  This strategy removes the student from a situation where a problem 

has occurred, as a way to have the child calm down.  This is not considered time-out but 

rather as a method of helping the child avoid losing control.  It can also become a way for 

a child to self-manage his or her own behavior.  For example, the A-B-C information 

from the functional assessment indicated that Sarah begins to hit her head if asked to 

complete a series of tasks without a break.  As a result, the team decided to build in some 

breaks throughout the day, provide her with a picture schedule so she always knew what 

activity was next and teach her to ask for a break when she felt anxious. 

 

This kind of a strategy requires people to attend to the signals that a child will display 

before a behavior occurs.  Many children have specific signals (e.g., movement in the 

chair, vocalizations) that indicate they need a change (Janney & Snell, 2001). 

 

Crisis Management 

 

Any person who works with a child who has a behavioral support plan should be aware of what 

to do in case of a crisis.  Each agency or school should have a policy in place that indicates the 

steps they are to take to prevent a child from hurting themselves or others. They should be aware 

of the ethical considerations involving physical restraints and other methods. 

 

 

 

** Return to the online lecture for Standard 6 and read 

ñResponding to Problem Behaviorò 
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Standard 7 

Testing and Assessment 
 

 
 

 

Standard 7 requires the student: 
 

 

 

A. Be familiar with formal methods of testing. 

 

B. Be familiar with informal assessment strategies. 

 

C. Understand how to prioritize skills for an IPP/IEP. 

 

 

 

 

______________________________________________________________________________ 
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A. Be familiar with formal methods of assessment 
 

 

 

Different types of assessments offer different types of information.  Assessment techniques 

should be selected according to the purpose of the assessment.  Assessments are typically used to 

gain information for the purpose of screening, eligibility, program development and planning, 

and evaluation (Browder, 1991).   

 

There is sometimes confusion regarding the terms ñassessmentò and ñtesting.ò  While they are 

related, they are not synonymous.  Testing is the administration of specifically designed and 

often standardized educational and psychological measures of behavior and is a part of the 

assessment process.  Assessment/evaluation is a process that involves many ways of collecting 

information about a child.  This information is  an integral part of the  problem-solving process 

and may include observations, interviews, examining school or agency records, reviewing 

medical histories, using checklists, evaluating environmental requirements, evaluating the childôs 

type and rate of learning, and using task analysis to identify task components already mastered 

and in what order unmastered skills need to be taught (Waterman, 1994). 

 

It is important to remember that the assessment process should use a team approach.  It should 

involve families and qualified professionals who use a variety of sources to gather information 

about a childôs strengths and needs.  The team should design the assessment process to: 

 

Á Be age appropriate 

Á Consider the childôs language and motor skills 

Á Be racially and culturally non-discriminatory 

Á Be conducted in environments that are comfortable and familiar to the child 

Á Reflect the current functional status of the child (DD Guidelines , p. 8) 

 

 

 

Disability Eligibility:   The Developmental Disability Determination Guidelines based on Idaho 

Code 66-402 provides a definition of who is determined to have a developmental disability and 

eligible to receive developmental therapy.  A developmental disability means a chronic 

disability:  

 

1. Which appears before the age of twenty-two (22) years of age, and 

 

2. Is attributable to an impairment, such as mental retardation, cerebral palsy, epilepsy, autism 

or other condition found to be closely related to or similar to one of these conditions, or is 

attributable to dyslexia resulting from such impairments; and 

 

3. Results in *substantial functional limitations in three or more of the following areas of major 

life activity: self-care, receptive and expressive language, learning, mobility, self-direction, 

capacity for independent living, or economic self-sufficiency; and  
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4. Reflects the needs for a combination and sequence of special, interdisciplinary or generic 

care, treatment or other services that are of life-long or extended duration and individually 

planned and coordinated. 

 

 

 
*Substantial functional limitations are considered to be present when scores in the applicable areas are two 

or more standard deviations below the norm. A score of two standard deviations below the mean creates a 

presumption of functional limitation for persons age 3 and older. 

 

 

 

 

Individuals with Disabilities Education Improvement Act of 2004(IDEA)  

 

 

One of IDEAôs evaluation requirements is that it is inappropriate and unacceptable to base any 

eligibility or placement decision upon the results of only one procedure [34 Code of Federal 

Regulations (CFR) Ä300.532(d)].  The child must be assessed ñin all areas related to the 

suspected disability, including, if appropriate, health, vision, hearing, social and emotional status, 

general intelligence, academic performance, communicative status, and motor abilitiesò [34 CFR 

§300.532(f)]. 

 

In Idaho, a childôs evaluation team in a school or a DDA must use the DD State Eligibility 

Criteria for categorical eligibility to determine eligibility for developmental therapy reimbursed 

through a Medicaid Provider Agreement. A child may be eligible for special education services 

which are listed in Chapter 3 of the Idaho State Special Education Manual 

(www.sde.state.id.us/SpecialEd/), but they are not eligible for developmental therapy because 

they do not meet one or more of the requirements for services. For example, a child with a 

learning disability may qualify for special education services under IDEA but not qualify for 

developmental therapy through Medicaid.  In another instance a child with multiple disabilities 

may qualify for both special education and Medicaid reimbursed school services.  Each childôs 

eligibility for developmental therapy needs to be assessed individually. 

 

Screening:  A very broad screening designed to determine whether a child should be referred for 

further testing is quickly administered.  Screening tests such as the Denver Developmental 

Screening Test (DDST) (Frankenburg, Dodds, & Fandal, 1975) cover a variety of domains such 

as personal and social, fine and gross motor, language, and self-help development.  Screening 

measures are not used to determine developmental therapy objectives.  Instruments designed 

only for screening purposes should not be used to determine eligibility.   

 

Norm-Referenced Tests:  Formal tests used for eligibility purposes include norm-referenced 

tests, which provide comparisons of a childôs skill level with expected levels based on a 

comparison group.  Norm-referenced tests generally yield a numerical score, such as a 

developmental age or a standardized equivalent.  The Department of Health and Welfare has 

http://www.sde.state.id.us/SpecialEd/
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recommended a variety of standardized test instruments that can assist in determining eligibility 

for developmental therapy services.  It is noted that, ñTests used to determine a developmental 

disability must reflect the current functional status of the individual being evaluated.  Tests over 

one year old must be verified as to reflect the current status of the individual by an appropriate 

professionalò (DD Guideline cite, p. 6).  

 

Although a team may use a norm-referenced test to make eligibility decisions, these kinds of 

tests have little use for identifying program and service needs.  First, few if any norm-referenced 

tests include children with developmental disabilities in their normative samples.  Often, and for 

a variety of reasons, children with developmental disabilities donôt exhibit behavior that could be 

scored at the lowest level on a norm-referenced test.  Infant IQ tests may then be administered 

which are not age appropriate and focus more on a childôs perceptual and motor skills. 

 

Additionally, IQ tests are designed to measure cognitive abilities that include academic facts 

(e.g., numbers, abstract verbal and pictorial symbols) that many children with developmental 

disabilities may not have at the time the test is given.  A child with multiple disabilities is also at 

a disadvantage because various neural, sensory, and physical disabilities can interfere with his or 

her performance on the test (Brown & Snell, 2000). 

 

Developmental Tests: Developmental tests give information on how a child functions in various 

skill areas and may provide direction for the next skills to be taught.  Test items are usually 

written in observable terms, so the presence or absence of a skill can usually be determined 

reliably.  When used for program planning, the items that a child can and cannot do are 

determined.  The first items that a child cannot do may be targeted for intervention if the team 

and the childôs family determine that those are the areas in which the child should acquire skills 

at that time.   The DS should keep in mind that there are several issues regarding developmental 

tests: 

 

Á Using a developmental approach assumes that the sequence for typical children is 

appropriate for children with developmental disabilities.  A child with a disability may 

develop in a different sequence, and the relationship among skills may be different.  

 

Á The childôs disability may impact the necessity of teaching one skill but not another.  For 

example, although head control is a prerequisite for normal walking it is not a 

prerequisite for using a motorized wheelchair.  Although a child might fail the head 

control item on a test, the test should not stop probing higher-level gross motor skills.  If 

a child is given the appropriate adaptations he or she might score on additional skills. 

 

Á A developmental approach also assumes that certain behaviors are necessary in a childôs 

repertoire before other behaviors can be acquired.  The results of a test might lead the 

team to design instruction that is neither age-appropriate nor functional for the child.  

These kinds of results can also impact a teamôs expectations of a child (Brown & Snell, 

2000). 
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The DS needs to remember that skills should never be targeted in isolation but be related to 

functional activities.  For example, grasping is an important skill for interacting with the 

environment.  However, grasping has little meaning if not related to other skills or within the 

context of a functional routine.  A child can learn to grasp a hairbrush during a grooming routine, 

a spoon during snack time or a toy during playtime.  Skills only begin to have meaning if they 

are connected to objects and people in a childôs environment (Browder, 1991). 

 
Criterion Referenced Tests: A criterion-referenced test compares a childôs performance to a 

predetermined level of mastery (criterion).  Some criterion-referenced tests assess multiple 

domains such as those used to assess adaptive behaviors.  Adaptive behavior is defined as ñthe 

effectiveness or degree with which individuals meet the standards of personal independence and 

social responsibility expected for age and cultural groupò (Grossman, 1983, p.1).  Tests of 

adaptive behavior are usually checklists that measure an individualôs functioning in daily 

environments.  They look at domains such as independent functioning, physical development, 

economic activity, language development, numbers and time, prevocational or vocational 

activities, self-direction, responsibility, and socialization (e.g., Adaptive Behavior Scale-School, 

second edition) (Lambert, Nihira, & Leland, 1993).  

 

There are also criterion-referenced measures that assess a single domain (e.g., social functioning 

in integrated community environments).  This kind of test would include different categories or 

functions that are identified to represent skills involved in social interactions.  Criterion-

referenced tests tend to be more relevant to the daily lives of individuals with disabilities. They 

can, together with other measures, help a childôs team identify functional skills and areas to be 

addressed in an IPP or an IEP. 

 

Reliability:   Reliability refers to the extent to which an instrument is consistent in measuring 

whatever it purports to measure.  If a test is repeated within a short period of time, the child 

should receive the same score or rating.  Reliability does not address ñwhatò the student is 

learning, only its consistency.  The DS should keep in mind that a test might reliably measure a 

particular skill across time (consistency) and two evaluators may agree that the child has learned 

the skill (inter-rater reliability) but that does not mean that the skill is functional for the child.   

 

Validity:   Test validity refers to the extent to which a test measures what it is supposed to 

measure; in other words, validity concerns the content of the test.  A test lacks validity if it 

measures irrelevant information.  It is important to remember that test items may need to be 

adapted for students with sensory or movement disabilities so that the childôs disability does not 

prevent testing the childôs ability on a particular test item (Brown & Snell, 2000). 
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B. Be familiar with informal assessment strategies 

 
Person Centered Planning:  Person-centered planning is an informal assessment process that 

gathers information directly from the child with the disability and his or her family and friends.  

It is this ñcircleôsò hopes and dreams that direct the childôs program and supports.  Kincaid 

(1996) suggests that person-centered planning activities share a commitment to seeking five 

essential goals in an individualôs life: 

 

1) Being present and participating in community life. 

2) Gaining and maintaining satisfying relationships. 

3) Expressing preferences and making choices in everyday life. 

4) Having opportunities to fulfill respected roles and to live with dignity. 

5) Continuing to develop personal competencies. 

 

MAPS 

 

One of the most widely used person-centered planning tools is MAPS (McGill Action Plans) and 

Personal Futures Planning.  MAPS (Vandercook, York, & Forest, 1989) involve having a childôs 

family, friends, and non-disabled peers participate in one or more planning sessions.  In a MAPS 

session individuals discuss questions including: 

 

Á What is the childôs history? 

Á What are your dreams for the child? 

Á What is your nightmare for the child? (e.g., fears about the future) 

Á Who is the child?  What does he/she like and dislike? 

Á What are his/her strengths, gifts, and abilities? 

Á What are his/her needs? 

Á What would an ideal day for the child look like 

Á What do we need to make this ideal real? 

 

Other maps (e.g., communication system) can be added to assist the group in developing the 

childôs program.  The MAPS process serves as a guide for the childôs team to identify critical 

areas of focus that are important for the child and the family.  At the conclusion of the session 

the group develops an action plan.  Sometimes the session has helped clarify and prioritize a 

childôs IEP goals/objectives.  Members of the MAPS session may take on the responsibility of 

completing certain tasks that are part of the implementation plan.  Ideally, the group would meet 

on a regular basis to evaluate the childôs progress and developing additional action plans.  A 

series of maps is an ideal way to introduce a child to a new DS or paraprofessional.    

 

 

Ecological Inventories  

 

ñEcological inventories are assessments of the activities performed in, and skills required by, a 

given environmentò (Browder, 1991, p. 12).  For example, an ecological inventory of eating in 

the school cafeteria with other students may reveal that skills needed to eat lunch involve 
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standing in line, paying for lunch, getting a tray, choosing lunch items, etc.  The following life 

domains provide the framework for this kind of assessment strategy:   

 

 Community ï street crossing, using public transportation 

 Recreation ï participating in activities in the community 

 Vocational ï skills involved in gaining employment 

 Domestic ï selfïcare, cooking 

 School  - eating in a cafeteria, using a locker 

 

This kind of strategy has been referred to as a ñtop-downò approach (Brown, et al. (1979) to skill 

building.  An ecological inventory begins with the requirements of independent functioning 

within a particular domain in current and future environments.  This process identifies skills that 

are functional and meaningful for the student.  ñThis kind of assessment differs from the 

developmental approach, in which instructional objectives are chosen from the bottom up, 

starting with skills normally performed by infants and proceeding to those more advancedò 

(Brown & Snell, p.90).Brown et al. (1979) describes five phases of the ecological inventory 

process: 

 

1) Identify the curriculum domains (e.g., domestic). 

 

2) Identify and survey current and future natural environments (e.g., house). 

 

 

3) Divide the relevant environments into sub environments (e.g., kitchen). 

 

4) Inventory these sub environments for the relevant activities performed there (e.g., set 

table, wash and dry dishes). 

 

5) Determine the skills required for performance of the activities. 

 

An ecological inventory is valuable in identifying the obstacles and supports that a child needs to 

participate in an activity.  A child may require different adaptations and supports in one 

environment, but not in another. 

 

There is not a single format for completing an ecological inventory.  Inventories should be 

individualized to assess the variables that are important for the child.  Some inventories simply 

score a childôs performance by checking ñyesò or ñno.ò  Other inventories look at performance 

levels (e.g., assist on most steps, assist on some steps, independent) specific skills that are 

relevant to the child (e.g., has related social skills, make choices, terminates activity, and 

communicates).  

 

An ecological inventory needs to identify the observable activities and skills that are associated 

with competent performance as well as additional related skills.  Certain things such as 

communication and motor skills may be obvious components of an activity but other skills (e.g., 

making eye contacts) are more subtle skills that need to be included in a sequence.  ñAlthough 



Standard 7:  Testing and Assessment   

 
  

©2006 Center on Disabilities and Human Development 

84 

not always critical to the performance of the routine, these behaviors may nonetheless be crucial 

to socially appropriate performance of an activityò (Brown & Snell, p. 100). 

 

 

 

C. Understand how to prioritize skills 
 

 

There are hundreds of skills and activities identified in an assessment process that are relevant 

for a child.  But, it is not possible to teach every skill.  Following the assessment process a team 

must decide which skills and activities should become part of the IPP or the IEP.  Prioritizing 

skills and activities is important because it creates a guide for the DS and the child.  A team 

approach is critical to this process but it also requires that each member of the team look outside 

his or her own disciplineôs perspective to create a balanced and meaningful plan for a child. 

(Rainforth, York, and Macdonald, 1997).  Brown & Snell (2000) developed a series of questions 

that may help a team prioritize skills and develop IPP and IEP goal/objectives:  

 

 

 

1) Does the objective reflect the childôs chronological age, culture, preferences, strengths, 
and needs? 

 

A team should take into consideration a childôs chronological age, culture, likes and 

dislikes, strengths, and needs as they develop a plan. 

 

 

2) Does the objective focus on functional skills and lead to meaningful routines and 

activities? 

 

Is a skill useful in a childôs current and future environments?  What is functional for one 

child may not be functional for another.  Can the child use a skill in other environments, 

over the course of his or her life?  What kinds of supports will the child need? 

 

 

3) Can the child participate in the activity in a meaningful way? 

 

An assessment should reveal if, and how, a child might fully or partially participate in a 

meaningful activity.  Adaptive or prosthetic aids, adapted materials, rule or schedule 

adaptations, and personal support strategies are ways in which a child can meaningfully 

participate in an activity (Baumgart et al., 1982). 

 

 

4) Is the activity a family priority?  
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The team should focus on skills and activities that are important to the family.  

Conducting an interview with the family can assist the team in developing an IPP/IEP 

that will help the child be an active participant in a variety of activities and 

environments. 

 

5) Can the activity be taught in the childôs natural environment?  

 

Skills should be taught in the setting where they would naturally occur.  Where does the 

activity usually happen?  Who is typically present during the activity?  What kind of 

natural cues do other children use? 

 

6) Does the activity occur frequently?  

 

Priority should be given to teaching skills within activities that occur throughout the 

childôs day.  The child should have an opportunity to practice skills that are meaningful 

and functional in daily activities.  Attention should also be focused on skills that will be 

useful not only for the current, but future environments. 

 

7) Are there health and safety issues? 

 

When prioritizing skills, a team should always consider a childôs health issues and safety 

factors in the environment. 

 

     
 

 

** Go to online lecture for Standard 7. 
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Standard 8 

Instruction  
 

 
 

 

 

Standard 8 requires the student: 
 

 

A. Understand the components required in an IPP, IIP and IEP. 

 

B. Understand how to design an appropriate program for a child based on assessment 

information and team recommendations. 

 

C. Understand various instructional strategies and practices. 

 

 
 

__________________________________________________________________
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A. Understand the components of an IPP, IIP and IEP 
 

The development of an Individual Program Plan (IPP), an Individual Implementation Plan (IIP), 

and an Individual Education Plan (IEP) should be a collaborative process.  A childôs team 

composed of family members and professionals should develop the goals and objectives of the 

various plans based on information from a variety of sources (e.g., developmental assessments, 

observation, interviews, and person-centered planning strategies).   

 

Individual Program Plan (IPP):   Under the DDA Rules 16.04.11.800.06 (Appendix C) an 

Individual Program Plan (IPP) must include the following components: 

 

Á The childôs name and medical diagnosis 

Á The name of the DDP, the data of the planning meeting, and the name and titles of those 

present at the meeting 

Á Documentation that the plan is recommended by a physician 

Á The type, amount and duration of therapy to be provided such as individual speech 

therapy, thirty (30) minutes two (2) times per week; group developmental therapy, two 

and one-half (2 ½) hours, five (5) days per week 

Á A list of the childôs current personal goals, interests and choices 

Á An accurate, current and relevant list of the consumerôs specific developmental and 

behavioral strengths 

Á An accurate, current and relevant list of the childôs specific developmental and 

behavioral needs.  This list should identify which needs are a priority based on the 

childôs choices and preferences.  An Individual Implementation Plan shall be developed 

for each objective 

Á The discipline or DDP responsible for each objective 

Á The target date for completion 

Á The review date 

Á An individual transition plan designed to facilitate independence, personal goals and 

interests.  The transition plan may include vocational goals/objectives directed toward 

paid employment.  The transition plan shall specify criteria for transition into alternative 

settings, vocational training, supported or independent employment, volunteer 

opportunities, community based organizations and activities, or less restrictive settings.  

The implementation of some components of the plan may necessitate decreased hours of 

service or discontinuation of services from a DDA. 

 

Individual Implementation Plan (IIP):  Within fourteen (14) days of the initiation of services 

the team must develop an Individual Implementation Plan.  This plan must include the following 

components: 

 

Á The childôs name; and 

Á The specific skills area; and 

Á A baseline statement addressing the childôs specific skills and abilities related to the 

specific skill to be learned; and 
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Á Measurable, behaviorally stated objectives which are developed from an identified 

service or support in the Individual Support Plan; and 

Á Written instructions to staff such as curriculum, lesson plans, locations, activity 

schedules, type and frequency of reinforcement and data collection, directed at the 

achievement of each objective. *These instructions may be standardized, however, shall 

be individualized and revised as necessary to promote consumer progress toward the 

stated objective. 

Á Identification of the specific environment(s) where services shall be provided. 

Á The target data of completion. 

 

 

 

 

Individual Education Plan (IEP):  If a child is eligible for developmental therapy that will be 

delivered by the school, then the childôs developmental goals will be included on his/her 

Individualized Education Program (IEP).  Under IDEA an IEP must have the following 

demographic components: 

 

Á Studentôs name as if appears in school records 

Á Native language 

Á Birth date 

Á Social security or other identification number (for state reporting purposes or 

Medicaid purposes only) 

Á Names of parents 

Á Address 

Á Phone number 

Á School 

Á Grade 

Á Date of the IEP meeting 

Á IEP team members. 

 

 

The IEP document should include:  

 

 

Á The childôs present level of performance written in objective, measurable terms and 

the corresponding general education content standard. 

Á Measurable annual goals that are related to the childôs needs as described in the 

present levels of performance. 

Á According to the Idaho Special Education Manual (2005).  A goal is a measurable 

statement that describes what a student is reasonably expected to accomplish from a 

special education program within the time period covered by the IEP, generally one 

year. 
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Á A goal must include the behavior (what), the performance criteria (how well it will be 

done), the evaluation procedure (measured by what), and if the child will use any 

assistive technology. 

Á For each goal there must be at least two benchmarks/objectives.  

Benchmarks/objectives must include a statement of how far the student is expected to 

progress toward the annual goal and by when (Idaho State Special Education Manual, 

2005, p.76). 

 

Each IEP must also describe the special education and related services that will be provided to or 

on behalf of the student (e.g., speech and language, occupational therapy). 

 

 

The IEP also needs to include a least restrictive environment (LRE) explanation of the extent, if 

any, to which the student will not participate in the general education classroom, the general 

education curriculum, or extracurricular activities. 

 

 

Additional components of the IEP include ï other considerations (e.g., *Extended School Year 

(ESY) services, transportation), any accommodations, adaptations supports needed in general or 

special education, behavioral intervention planning considerations and, how the student will 

participate in the district and statewide assessment system. 

 

 
* Extended school year (ESY) means special education and related services provided beyond the 

regular school year.  Services must be provided in accordance with the childôs IEP.  The goal of 

ESY is to assist students with disabilities with the emergence, maintenance, or generalization of 

specific IEP goals and objectives learned the year preceding the ESY.  Extended school year 

services must be considered annually for all students who have an IEP.  Refer to pages 81-83 of the 

Idaho State Special Education Manual for eligibility requirements. 
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B. Understand how to design an appropriate program for a child based on 

assessment data and team recommendations 
 

To facilitate appropriate program planning the childôs team should link assessment and 

intervention.  The key features of a linked system are to use the information gathered during the 

assessment to develop the IPP or the IEP, base instructional strategies on the childôs learning 

objectives, focus the ongoing evaluation activities on the childôs IPP or IEP goals, and use the 

evaluation information to guide future intervention goals. 
 

An IPP or an IEP will not focus on all of a childôs missing skills at the same time.  Rather, the 

team should prioritize skills with a focus on those goals/objectives that are relevant to the childôs 

current and future needs (e.g., creating a functional communication system).  ñA few quality 

objectives that target a number of critical skills within valued and frequently engaged-in 

activities are recommended over numerous objectives that target skills in isolation from any 

recognizable purposeò (Downing & Demchak, 2002).   

 

A childôs goals should be age-appropriate, functional, achievable in a year, reflect the 

preferences of the student, family and team, be based on current assessments, and address the 

supports (e.g., assistive technology) that the child needs to be a successful learner.  

 

To create a meaningful instructional program it is necessary to review the various pieces of 

information that have been gathered during the childôs assessment process and to remember that 

program development is an ongoing process.  A developmental assessment may assist in 

targeting particular skills but it does not give the DS all the information he or she needs to design 

and implement an appropriate program.  It is also necessary to gather additional information by 

talking to the childôs family/caregivers, observing the child in various activities, and using other 

methods (e.g., conducting a MAPS session) as a way to become more knowledgeable about the 

childôs strengths, interests, and learning style.  It is also necessary to analyze different 

environments in an effort to create the most optimal conditions for learning. 

 

1. Motivation: Creating a motivated and active learner  

 

Design and implementation of appropriate programs may depend on a childôs motivation.  

Children with developmental disabilities who often have very little control in their lives can 

become ñpassive recipients instead of active learnersò (Chen, 1995).  They may seem 

disinterested in the world around them, unmotivated to learn, and lack any kind of initiative.  

There are several things to remember when trying to motivate a child: 

 

 

Á Build on the childôs strengths and interests.   

Á Provide opportunities for the child to make choices. 

Á Understand how the child learns  

When is the child most attentive/responsive? Under what conditions, with what 

people, and for what activities? 

How much time does the child need to respond? 
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How does the child react to familiar and unfamiliar activities? 

How does the child use his hearing and/or vision in different activities? 

How does the child process information and what are his preferences: tactile, 

auditory, kinesthetic, visual, olfactory, or combinations of two or more of these? 

Á Follow the childôs lead. 

Á Integrate the childôs goals/objectives across multiple routines 

 

2.  Environment: analyze the childôs learning environment 

 

It is necessary for the DS to evaluate the childôs learning environment on a regular basis. The DS 

must also be aware of the various environmental factors that can influence instruction and 

learning.  For example:  

 

Á Is the physical arrangement of the setting organized to create the optimal learning 

situation for the child?  

Á Are materials presented within the childôs line of vision?  Is the child positioned 

properly?   

Á Are the adults and other children in the environment responsive to the childôs 

initiations?   

Á Does the child have a predictable routine?  Does the child understand what to do?  

Á What active learning opportunities are provided for the child?   

Á Does the environment need to be adapted?  Do the activities need to be adapted? 

Á Does the child have the assistive technology they need to participate in an activity? 

 

** Go to the online lecture for Standard 8. 

 
C. Understand various therapeutic instructional strategies  

 

The Developmental Specialist must keep in mind that different learners will do better with 

different instructional strategies depending upon the task and his/her level of knowledge. 

 

It is important to remember that an instructional program should be activity-based and taught 

within naturally occurring routines.  This approach can include numerous skills that increase 

independence and competence in a child rather than putting a focus on isolated skills where 

instruction is delivered out of context (Downing, 2002, Snell & Brown, 2000).  

 

Skills: Skills are discrete behaviors (e.g., labeling, counting).  For example, the child should 

learn to take their coat off when they arrive at school in the morning and after each recess rather 

than ñpracticeò taking their coat of as a morning activity.  Additionally, it is more logical to have 

a child practice washing his hands as part of a meal or snack routine rather than have him sit at a 

table and ñfind the soapò as a precursor to washing their hands.   

 

Routine:  A routine is a series of activities that transition one into another.  Routines have a 

beginning, middle, and an end.  Activities do not occur in isolation, but flow naturally one to the 

other.  For example, if the child is going to have a snack, they might choose what they want to 
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eat, prepare the snack, sit at the table, eat the snack, clear the table, wash and dry the dishes, and 

put them away.  The series of events that surround an activity, including the activity itself, is 

called a routine.  Teaching within routines allows a child to anticipate and transition from 

activity to activity.   

 

Task Analysis:  Once a routine and a particular activity within that routine have been selected, a 

task analysis should be performed.  A task analysis involves breaking down a specific activity 

into small steps that are easily taught one at a time (e.g., preparing a snack).  Each step in a task 

analysis should be clearly stated in order to measure the childôs performance.  The size of the 

steps will depend upon the age and abilities of the individual child. One child may learn a task 

using a 4-step process while another child may use a 10-step process to learn the same task.   

The following example involves 6 steps for putting on socks. 

 

Task Analysis: Putting on Socks 

 

 

1. Pick up the sock 

2. Hold the top of the sock by inserting both thumbs inside the socks. 

3. Pull the sock over toe. 

4. Pull sock over heel of foot. 

5. Pull sock over leg until smooth. 

6. Repeat steps 1-5 for other sock. 

 

When analyzing an activity it is important to remember to look at the activity from an age-

appropriate perspective rather than from an adult perspective.  For example, an adult may put 

their socks on by either standing up, leaning against an object for balance or sitting on chair.  A 

young child, on the other hand, will typically sit on the floor to put their socks on.  It is also 

important to note that there are certain elements of an activity that can be accomplished in 

multiple ways.  Some people put on their pants before they put their socks on while other people 

put their socks on before they put on their pants.  This is not necessarily true for every activity so 

it is up to the DS to analyze, and reanalyze the steps of an activity based on the needs and 

abilities of the child. 

 

** Return to the online lecture and complete the ñTask Analysisò 

activity 

 
 

 

 

 

 

 

. 
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1. Shaping and Chaining 

 

 Shaping and chaining are two strategies that are used to teach new behaviors and to expand or 

enhance a childôs current behaviors.  Both involve providing reinforcement for improvements of 

specific amounts of behavior. Shaping is used to develop new behaviors whereas chaining is 

usually paired with shaping to connect a series of related steps.   

 

 Shaping involves reinforcing successive approximations or improved attempts of a behavior.  It 

begins with reinforcement of the closest approximation of the target behavior that exists in the 

studentôs repertoire and systematically builds on slight changes in that behavior that lead toward 

the target behavior itself.  The target behavior should be operationally defined and explain the 

exact characteristics of acceptable performance.  At first, the closest approximation that the child 

is able to make toward the target behavior is reinforced.  The required level of performance is 

then gradually increased, and only responses that move in the direction of the target behavior are 

reinforced.  For example, when a speech and language pathologist is teaching a child a new word 

the child is reinforced for any close approximation to the correct pronunciation of the word.  

 

** Return to the online lecture to see an example of ñshaping.ò 
 

Chaining is a procedure in which a child learns one step of a task analysis at a time until the 

steps are acquired and the activity is completed.  There are several types of chaining.   

 

Á Forward Chaining:  In forward chaining a child must master the first step before 

moving on to the next.  Each step must be observable and easily measured.  

Reinforcement is given as each step in the chain is successfully completed.  The task 

should be divided into natural steps but not include so many steps that instruction 

becomes inefficient (Snell & Brown, 2000, Falvey & Grenot-Scheyer, 1995). 

 

For example, here is an example of forward chaining for using a spoon. Jane will: 

 

1. Grasp the spoon with her right hand. 

2. Insert the spoon into the bowl. 

3. Scoop the food with the spoon. 

4. Bring the spoon to her mouth. 

5. Turn the spoon towards her mouth. 

6. Insert the spoon into her mouth. 

7. Remove the food from the spoon using proper lip closure. 

8. Remove the spoon from her mouth. 

9. Place the spoon in the bowl. 

 

Á Backward Chaining:  In backward chaining the steps are taught in the reverse order.  

The child must complete the last step before the next step is introduced.  The next time 
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the activity is presented the child must complete the last two steps before the next step is 

introduced.  For example, here is an example of a backward chaining for using a spoon. 

 

Jane will: 

 

1. After removing the spoon from her mouth, place the spoon in the bowl. 

2. After eating the food with the spoon remove the spoon from her mouth. 

3. After inserting the food into her mouth, remove the food from the spoon. 

4. After turning spoon towards mouth, insert spoon into mouth. 

5. After bringing spoon to her mouth, turn spoon towards mouth. 

6. After scooping food with spoon, bring spoon to mouth. 

7. After inserting spoon into bowl, scoop food with spoon. 

8. After grasping spoon, insert spoon into bowl. 

9. Grasp spoon with right hand. 

 

If a child has already mastered several of the steps in the chain sequence the child 

is guided through the mastered steps until the teaching step is reached.  Then 

shaping or prompting is used to teach the next step in the chain.  

 

 Total Task:  Teaching a total task (all steps simultaneously) is another instructional 

strategy (Dote-Kwan, 1995).  This approach is a more natural way of teaching in that the 

child can practice each step of the task analysis each time the activity is performed.  For 

example, the child would be given instructional prompts throughout the entire feeding 

sequence. 

 

2. Natural Cues and Instructional Prompts 

 

Teachers of children without disabilities teach academic skills by breaking down targeted 

activities into steps and then teaching in a sequential manner.  A child may be systematically 

given degrees of assistance until they can complete the task correctly.  For example, a child may 

be learning a new word.  They may first be given the ñrule to remember.ò  If they still need 

assistance they may be given more assistance ñiò before ñe.ò  If the child is still having trouble 

they may be given a final prompt, ñiò before ñeò except after ñc.ò  Students are provided with 

correction and feedback when errors are made, and reinforcement and feedback for a correct or 

approximate response.   

 

Children with developmental disabilities are also taught through a series of prompts, corrective 

feedback, and reinforcement.  The prompts may look different from those used with more typical 

children because of a childôs disability and learning style.  For example, a child may be learning 

to activate a switch so they can participate in an activity.  At first, the DS might tap the switch on 

the desk to get the childôs attention.  If the child does not respond the DS might tap the childôs 

hand.  If another prompt is needed the DS might give some minimal physical assistance and 

place the childôs hand on the switch.  A final prompt might occur if the DS has to give hand over 

hand assistance and turn on the switch. 
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Various teaching prompts have been used successfully to enable children with developmental 

disabilities to acquire basic skills.  These prompts include verbal instructions, modeling or 

demonstrations, gestures, pictorial or other visual cues, and various degrees of physical 

assistance.  The DS needs to systematically fade artificial prompts so that the child does not 

become prompt dependent and is cued by the natural cues in the environment (Brown & Snell, 

2000). 

 

Natural Cues:  Natural cues are another teaching strategy.  A system of ñleast promptsò (Doyle, 

Wolery, Ault, Gast, 1988) involves presenting a child with a natural cue (e.g., school bell 

ringing).  If an incorrect response or no response occurs, then the least intrusive prompt is 

provided and the child is given the opportunity to respond.  If the child still does not respond 

then the next prompt in the hierarchy is given until the child responds correctly.  There are two 

types of prompts, an instructional cue and a correction procedure:  

 

 An instructional cue is any assistance given to a child either added to or after the natural 

cue to bring about a correct response (Dote-Kwan, 1995).  For example, the candy jar is the 

natural cueï the child does not respond by opening or attempting to open the jar ï the DS points 

to the jar (gestural prompt), the child still does not respond ï the DS says ñthat candy looks good 

(indirect verbal prompt) ï the child still does not respond ï the DS gently taps the childôs right 

hand (physical prompt) ï the child opens the jar and gets the candy (natural consequence).  

 

Instructional Cues 
 

  

 

A consequence occurs after the child responds correctly or incorrectly.  A natural consequence 

will encourage or discourage a childôs response.  If a natural consequence does not change the 

childôs response then the DS must intervene with a correction prompt.  For example, the candy 

Natural cue  
Candy jar 

 

Desired Behavior 
Child opens jar 

to get candy 

 

Natural Consequences 
Child gets candy 

Instructional Prompt  
 

Visual/Tactile 

Gestural 

Indirect Verbal 

Direct Verbal 

Modeling 

Physical Prompt 

Physical Guidance 

 

No Response 
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jar is the natural cue ï the child hits the top of the jar which is a different behavior than actually 

opening the jar ï the DS corrects the child by saying ñopen the candy jarò (direct verbal 

correction) ï the child continues to bang on the jar ï the DS gives the child hand over hand 

assistance in opening the jar (physical guidance) the child is then reinforced by getting the candy. 

 

Correctional Procedure: As with instructional cueing, the DS should always use the least 

corrective prompt in an attempt for the child to respond (Doyle, et al, 1988). 

 

 

3.  Prompting Hierarchy 
 

 This list provides a Prompt Hierarchy from natural cues, which are the most desirable, to more 

intrusive instructional prompts such as physical guidance which offers less opportunity for the 

child to be an active participant.  The level of prompting will depend upon the task and the 

individual childôs needs and learning style. The delivery of any type of instructional cues and 

correction prompts needs to take into consideration the time it may take for a child to respond 

to a particular cue.  Children with developmental disabilities typically have difficulty 

processing information.  The DS should make sure they pause and allow the child enough time 

to respond before giving an additional cue or corrective prompt. 

 

 

Prompt Hierarchy  
 

 Natural cue is something or someone available in the natural environment that elicits the 

desired response.  For example, the bell rings and the child stands up to go to the next 

activity.  Children with severe disabilities sometimes have difficulty attending to the 

important features of a natural cue.  Natural cues need to be analyzed for their particular 

features, as do the strengths of the child.  For example, if a child is more of a visual 

learner then the focus may be to visually attend to the natural visual cues in the 

environment.   

 

 Visual prompt is an object, picture, or drawing that is used to elicit a response.  An 

object that is used to represent an activity should always have a clear association with the 

activity (e.g., a spoon represents mealtime).  Caution should be taken when representing 

an activity using miniature objects.  Miniatures may be an attractive option but they are 

also more abstract than a full sized object.  If a DS is using pictures as a prompt they 

should clearly indicate the specific object or task, and preferably be taken in color.  

Oftentimes, pictures will include background people or objects that can confuse the child 

and elicit an incorrect response.  Depending upon the childôs vision some visual materials 

may need to be outlined or enlarged. 

 

 Tactile prompt is used for children who have a vision or auditory impairment and 

require the child to obtain information through another modality.  For example, a child 

might feel the soap dispenser (tactile) to cue them that it is time to wash their hands. 
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 Gestural prompt is a physical, nonverbal motion or movement indicating that the child 

should perform an action (e.g., adult using his hands and pretending to drink, pointing to 

the door to indicate it is time to leave the room).  The DS should always make sure that 

the child is visually attending so they can make the appropriate response. 

 

 Indirect verbal prompt is an implied verbal comment that intends the child to perform 

an action.  For example, if the DS wants the child to begin eating a snack she might say, 

ñI am really hungry.  That sandwich looks goodò rather than saying ñEat your sandwich.ò 

 

 Direct verbal prompt is a verbal direction that requires the child to perform an action.  

ñOpen the doorò is a direct verbal prompt.  Indirect and direct verbal prompts are viewed 

as less intrusive then physical prompts (Dote-Kwan, 1995).   

 

 Modeling is the demonstration of a desired response.  For example, the DS might 

demonstrate how to open the refrigerator for the child.  Again, some children may not be 

able to imitate the demonstration due to vision issues or be confused about the task.  The 

DS might provide more assistance by using a hand-over-hand procedure to coactively 

perform the task with the child. 

 

 Physical prompt is physical contact with the child.  A physical prompt might involve as 

little as a light tap to a childôs hand to partially guide the child to begin or complete a 

task. 

 

 Physical guidance is the adultôs hand placed over the childôs hand or other part of the 

childôs body in full physical contact throughout the task.  The activity is controlled by the 

adult.  In modeling the adult and the child are moving together coactively. 

 

 

 

 Part of a good instructional program ensures that everyone who is working with a child is 

familiar and understands the kinds of cues a child is using throughout the day.  It is critical that 

the school, family, and the developmental specialist communicate with one another on a regular 

basis so that the child receives instruction and feedback that is timely and consistent. 

 

 

** Return to the online lecture for Standard 8 for more information on 

ñprompting.ò 
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4. Fading Procedures 

  

 Fading procedures are used to gradually decrease the amount of assistance provided to a child 

so they can eventually perform the activity independently or with minimal assistance.  These 

kinds of strategies are used once a child has mastered the steps of an activity. 

 

One way to fade instructional cues is by gradually reducing the number of prompts given to a 

child during an activity (Falvey & Grenot-Scheyer, 1995).  For example, the DS may have 

provided a verbal prompt, a gestural prompt, and a physical prompt during an activity.  After the 

child has begun to complete the task successfully the DS might remove the physical prompt.  

The goal would be to eventually remove the gestural prompt with the child only needing the 

verbal prompt to complete the task. 

 

Another strategy for fading prompts is to reduce the level of assistance.  For example, when 

instructing a child to use a spoon the DS might begin by giving the child full physical guidance ï 

hand over hand guidance.  As the child gains more confidence and strength the DS might only 

give a physical prompt by putting their hand only on the childôs wrist.  They are still guiding the 

movement but the child is holding the spoon.  As instruction proceeds, the DS gives another 

physical prompt that is less intrusive by lightly tapping the child on the hand, which cues the 

child to use the spoon independently. 

 

The fading of prompts requires that the child must perform the skill at an acceptable level.  If the 

child regresses then the instructional prompt may have been faded too quickly.  The same theory 

for instructional prompts applies to verbally reinforcing a child for a correct response.  The 

natural consequence (e.g., getting food) should eventually reinforce and maintain the behavior.  

The DS can begin to monitor their own behavior by requiring more of the child before providing 

reinforcement.  For example, if a child is reinforced each time they bring the spoon to their 

mouth the DS might begin to reinforce the child every other time, then every third time, etc.  

 

** Return to the online lecture and see a demonstration of ñfading.ò  
 

5. Partial Participation 

 

The principle of partial participation was proposed to ñensure that even those students who might 

never be able to acquire a full enough complement of functional skills to completely participate 

in the activities of their lives would still be able to learn enough to partially participateò 

(Ferguson & Baumgart, 1991, p.219).  

 

Participation does not simply mean ñpresenceò in school or community environments.  It means 

that the child is engaged in an activity at some level.  For example, having Peter simply 

accompany his friend to the library is more passive than having the friend then read the book to 

Peter.  Peter is able to listen to the story and may be able to use his communication system to 

react to the story.  It is certainly important to add to a childôs skill repertoire, but it is also 
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important to create opportunities for a child to practice their current skills in a variety of 

activities and environments.   

 

6.  Reinforcement of Desired Behavior 

 

ñThe purpose of reinforcement is to strengthen desired or target behaviors by presenting a 

consequence contingent on the occurrence of the behaviorò (Downing & Demchak, 2002, p. 53). 

If a consequence is a reinforcer then there is a probability that the behavior will increase.  As 

noted in Standard 6 ï Behavior ï a consequence can be reinforcing and maintain an undesirable 

behavior (e.g., I hit my head so I can be removed from an activity ï the removal from the activity 

is the reinforcer). 

 

Developing reinforcers for children with more significant disabilities is not always an easy task.  

It can depend upon a number of variables including motivational factors and how a child takes in 

information.  There are several critical points to remember about reinforcement: 

 

a) Reinforcement is unique to the individual child.  Reinforcers are idiosyncratic in that 

what is effective for one child is not necessarily effective for another.  Even basic 

reinforcers, such as food and drink, hold different value for different children.  

Discovering what reinforces a child can be difficult.  It requires the adult to be a good 

observer and to include questions about things that reinforce a child a part of the 

assessment process.  The schedule of reinforcement is also something to consider when 

interacting with a child.  Some children require more frequent reinforcement than other 

children.  

 

b) Reinforcement is dynamic.  What is reinforcing to a child can change from moment to 

moment.  What is effective one day may not be effective another day.  But, it is important 

to remember that this fact is relevant for all of us.  If you think of what is reinforcing to 

you when you are in a stressful situation it is probably different than what is reinforcing 

to you when you have an uneventful day.  Childrenôs interests also change and they can 

become bored with something that has been reinforcing in the past (e.g., the same moving 

object).  Other factors, both internal and external, can have an effect on the strength of a 

reinforcer.  For example, if a child does not feel well a particular item that has been 

reinforcing may lose itsô strength because of the childôs illness. 

 

c) Reinforcement should be natural.  The ultimate goal of providing reinforcement is to 

move from external, artificial reinforcers to more natural reinforcers.  However, the 

attainment of this goal may not be possible for all children.  Some external reinforcers 

may always be needed to maintain a behavior (e.g., people are paid to work) but the point 

is to not create more dependency on a reinforcer than is necessary.  It is important to try 

and ñthinò the type and frequency of artificial reinforcement (e.g., food) to more natural 

kinds of reinforcement (e.g., verbal praise, completion of a task). 

 
 

** Return to the online lecture to learn more about reinforcement. 
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Standard 9 

Data Collection and Evaluation 
 
 

 

 

Standard 9 requires the student: 
 

 

A. Understand different data recording procedures. 

 

B.  Understand how to graph data. 

 

C.  Understand how to analyze data and plan for interventions. 

 

 
 

 

__________________________________________________________________
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A. Understand different data recording procedures. 
 

To evaluate the impact of providing therapy to a child, the DS must formulate specific strategies 

for measurement. Three basic reasons for developing strategies are: 

 

1. To document what has occurred, 

2. To identify the variables responsible for the occurrence, and  

3. To enable the DS to better predict future performance, because performance helps the DS 

decide if changes to the program are necessary.  

 

Continuous evaluation of a childôs progress is an important part of the teaching-learning process 

and should result in the identification of concerns and difficulties and provide guidance in 

revising therapy decisions (Cullen & Pratt, 1992). 

 

Sometimes methods of collecting objective data are so complex that the DS, paraprofessional, 

and other team members cannot easily determine how to collect the data.  In addition, time to 

collect data may be minimal depending on the studentôs support needs and the situation.  As a 

result, data collection procedures must be very clear, simple, convenient, and planned.  A childôs 

IPP/IEP goals and objectives must be clearly written and easily measured.  When objectives are 

vaguely written, collecting data is much more difficult.  Clearly written objectives should specify 

exactly what is being measured, under what conditions, and the level of mastery expected of the 

child. 

 

Example 1 

 

Vague IPP/IEP Objective: Susie will improve communication skills 80% of the time. 

 

Specific IPP/IEP Objective: When a peer asks her a question, Susie will look at him or her and 

then point to the appropriate person, object, or picture on her communication device within 3 

seconds for 8 of 10 consecutive questions. 

 

In the vague example, what the word ñimproveò refers to is not clear.  The ñcommunication 

skillsò being addressed are also not clear.  Each person working with Susie may have a different 

idea of what should be measured.  Consistency across service providers in gathering meaningful 

data may be lost without a clearer explanation of the objective.  The criterion of ñ80% of the 

timeò is confusing because it is not clear what time period is being considered.  It would be 

unusual for someone to observe a childôs opportunities for communication throughout the school 

year. 

 

In the more specific example, the situation/conditions are stated (ñwhen a peer asks Susie a 

questionò) she is required to respond to the question by looking and pointing (Susieôs required 

behavior).  It also states how quickly and how often she must respond to reach criterion.  It is 

important to note that before a team can develop the criterion for a goal or objective they must 

know Susieôs present level of performance. 

 



Standard 9: Data Collection and Evaluation   
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Baseline data is test data that is collected before a teaching program is initiated.  During this 

phase the child is allowed to perform a task independently without feedback, reinforcement, or 

prompting.  Initial data collection is referred to as baseline and should be conducted at least once 

before the initiation of therapy (Brown & Snell, 2000).  However, baseline data should be 

collected for at least five days before implementing specific behavioral interventions (Alberto & 

Troutman, 2003). 

 

Baseline data creates a record of whether a child performs the step in a task analysis correctly (+) 

or incorrectly (-).  The number correct can be recorded as a percentage. 

 

Number of steps performed correctly/total step x 100 = % of steps performed correctly. 

 

An ecological inventory may serve as the source of a childôs baseline data depending upon the 

skill or activity being assessed.  A DS might want to compare baseline and instructional data on a 

graph.  A graph can create a visual representation of the childôs progress over time. 

 

Once baseline data has been collected the DS can use it to compare it to data collected during the 

instructional phase or intervention phase (of specific inappropriate behaviors).  The 

instructional phase of a childôs training program will require different data collection methods 

although the DS may conduct a probe assessment during training to compare the childôs 

performance to the baseline data.  A probe would be conducted at the beginning of a training 

session and would not provide feedback, reinforcement, or prompts to the child.  

 

 

 

There are several ways to measure a childôs baseline data and performance during training.  The 

strategy selected should match the behavior to be measured and the situation.   

 

 

 

 

1. Frequency Recording:  Frequency recording is sometimes referred to as event 

recording, measures the number of times a behavior occurs within a period of time (e.g., 

number of times child initiates during therapy, number of times a child hits himself 

during a certain period of time).  This kind of data collection method is usually used 

when the objective is to increase or decrease the number of times a child engages in a 

certain behavior. 

 

 

To have meaningful frequency data, it is necessary that comparisons be made only if training 

sessions are the same length of time.  For example, the DS might note that a child has hit himself 

10 times on Monday and 3 times on Thursday.  This may look like the child has decreased the 




