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	Optimizing emotional, social, and behavioral development is essential for putting babies and toddlers on the road to establishing an integrated sense of self. An integrated, complete sense of self is necessary for productive functioning in school, work, personal relationships, and participation in family and community life. Emotion and social behaviors are shaped by primary relationships and form the foundation for all other areas of development, including cognition, language, gross motor, fine motor, and self help skills, and later social and behavioral competencies.


Introduction
Social and emotional capacity is of core importance to healthy development. Therefore, behaviors related to delays in social-emotional (S-E) development, as well as undiagnosed and untreated mental health conditions often hinder the efforts of EI providers and may impeded the child’s progress toward Individualized Family Service Plan (IFSP) outcomes. More complete and more effective attainment of family outcomes occurs when mental health perspectives and practices are included in early intervention efforts (Hirschberg, 1997/1998). Activities such as providing information about the impact of social and emotional skills on development, creation of behavior plans to enhance a child’s ability to participate in other services, supporting relationships, and guiding understanding of family factors that affect the child are part of the repertoire the MH specialist brings to EI practice.
The Early Intervention Process

When a child is referred to the Indiana First Steps early intervention system a comprehensive process consistent with Part C of the Individuals with Disabilities Education Act (IDEA) regulations begins. In Indiana, referrals are received by a “system point of entry” which is responsible for assisting the child and family through the initial process including the determination of eligibility and, if eligible, assessment and development of the IFSP. An Intake Coordinator is responsible for facilitating and coordinating this initial process for each child and family referred.

What is eligibility determination in early intervention – First Steps?
The determination of eligibility for early intervention is clearly defined in Part C, IDEA. The term “evaluation” refers specifically to the process of determining eligibility. According to Part C regulations, “Evaluation means the procedures used by appropriate qualified personnel to determine a child's initial and continuing eligibility under this part, consistent with the definition of “infants and toddlers with disabilities'' in Sec. 303.16, including determining the status of the child in each of the developmental areas in paragraph (c)(3)(ii) of this section.”  In short, the question being addressed at this point in the process is whether the child has a delay that matches the state’s definition for eligibility.

In Indiana, children between the ages of birth and three years are eligible for First Steps if they qualify in one of three categories:
· A child with a 20% delay in one developmental area or a 15% delay in two or more areas, or

· A child with an established medical diagnosis that is likely to result in a delay, or

· A child with one of seven identified biological risk factors as supported by a written statement from a physician

Eligibility is determined by a team which must include the family member, the Intake Coordinator and providers from at least two different disciplines. The team reviews all available information and through “informed clinical opinion” (the review of more than one source of information by more than one person) determines if the child’s delays meet the state’s criteria. 

Eligibility and social-emotional delay as the primary concern
There may be some children whose primary developmental concern is in the areas of social and emotional regulation or skill attainment. In these situations, the MH provider may be contacted by the Intake Coordinator to assist with the determination of eligibility. The MH provider may be asked to review the existing information, along with other team members, to determine if the child has a delay that meets the criteria. If there is not enough information, assessment may be necessary to better understand the nature and intensity of the social-emotional concern. Assessment may be completed, based on the needs of the child and family, through a variety of methods as described later in this paper. A written summary report of this assessment will contain narrative language regarding what the child is currently doing in terms of their development, with some suggestions about resources and supports as needed. The EI eligibility determination team, using “informed clinical opinion” reviews this information and determines whether the child’s current development represents a delay as defined in state statute.

What is Assessment in early intervention – First Steps?
Once eligibility is established, the family may choose to continue with the process of gathering information about their child and family’s needs. Assessment is defined in Part C in the following way:  

(2) Assessment means the ongoing procedures used by appropriate qualified personnel throughout the period of a child’s eligibility under this part to identify (i) The child’s unique strengths and needs and the services appropriate to meet those needs; and (ii) The resources, priorities, and concerns of the family and the supports and services necessary to enhance the family’s capacity to meet the developmental needs of their infant and toddler with a disability. 
The intent of any assessment completed in early intervention is to identify a child’s strengths and needs as well as the family’ priorities, concerns, and resources, and not to determine the need for a particular service (including frequency and intensity). In particular the law further defines the scope of assessment to include a review of five developmental domains. These include physical (including vision, hearing and nutrition), cognitive, communication, adaptive, and social-emotional.
At any time the team, which includes the family member, has a particular concern regarding a child’s behavior and social-emotional development, a mental health provider may be contacted to participate in the gathering of information about the child’s current level of functional skills in that area and the family’s concerns and priorities. When contacted by a Service Coordinator to provide assessment of social-emotional development, the MH provider will ask questions to better understand the concerns of the family and team in order to prepare for the assessment activity. The MH provider’s report will provide a narrative description of the child’s current level of functioning in the social-emotional domain, the child’s sense of self, and information that explains how MH services can support the established outcomes for the child and family.
Mental Health Assessment in Early Intervention
A thoughtful MH assessment begins the process of integrating mental health concepts and early intervention practices. This coordination of MH and EI practices is best accomplished by establishing a working alliance with family members and the early intervention team, attending well to the emotional experiences of family members, and drawing on family strengths to address challenges that inhibit development and family functioning.  

The importance of social and emotional development as a scaffold for other skills is appreciated by many early intervention professionals. However, formal assessment of mental health issues in early childhood is hampered by lack of appropriate diagnostic terms, limited range of assessment tools, and in some cases, an unwillingness to acknowledge the range of emotional and behavioral concerns that can affect the young child (Bricker, Davis, & Squires, 2004). Additionally, the providers who have the most access to the youngest children and families, including EI and child care professionals, may have the least knowledge and experience in assessing these areas.

These realities make the case for the need for comprehensive assessment and treatment of MH concerns in early childhood to include screening, assessment, and intervention components.  Screening refers to brief and inexpensive methods to determine which of a large group of children need a full diagnostic assessment (Nebraska Early Childhood Mental Health Work Group, 2001).  Screening can be done by trained providers who may or may not be MH professionals.  Incorporation of parent input is thought to enhance the utility of screening, while keeping costs down (Bricker, et al, 2004).  Therefore, screening is most often accomplished through brief parent report measures, such as the Ages and Stages Social Emotional Assessment (Squires, Bricker & Twombly, 2002).
Mental health assessment in early childhood is more comprehensive than screening, and should be conducted by a qualified professional such as a psychiatrist, psychologist, social worker, or other licensed mental health professional.  A carefully conducted assessment is the first step toward the creation of an effective parent and professional relationship that in turn creates a working alliance and mutual trust (Turnbull & Turnbull, 1996).  At its best, assessment is one component of a transdisciplinary and developmentally appropriate approach to helping families.  It is an ongoing process in which gathering information to support an intervention plan is a priority.  In a well done assessment some of the beneficial effects and functions of an intervention are realized as the provider uses sensitive listening and responsivity to understand a family’s strengths, challenges, and needs (Meisels & Atkins-Burnett, 2000).  Through the assessment a parent feels listened to and respected, a child and parent enjoy time together, a child learns a new skill, and, at times, a diagnosis is identified, but this is not always needed or desired.
What areas of social-emotional (S-E) development should be included in a mental health assessment? S-E assessment should always be contextual and consider possible back and forth influences between child characteristics and those of the parents, as well as environment and culture.  Examples of such influences include parenting or caregiving practices, parent personality, and personal or culturally driven goals for socialization (that is, the highly valued behavioral characteristics of children within the parents’ culture and social network).  Furthermore, environmental risks and buffers that may heighten a child’s emotional vulnerability/competence (i.e, family social support, poverty, substance abuse, mental health of other family members) must be considered.
A description of a child’s S-E development should include a portrayal of the child’s competencies as well as challenges/difficulties. The areas of S-E development considered will be partially determined by the child’s developmental stage (i.e., what one assesses for a verbal 2 year old differs from a pre-verbal 9 month old!). In general, emotional development, emergence of sense of self and the child’s interaction skills for engaging with others should be included. Emotional development refers to both emotional knowledge (expressing a developmentally appropriate variety of emotions; balance between pleasure and distress) and emotional self-regulation which consists of two related areas: 1) coping skills for managing difficult feelings like anxiety, frustration and anger; and 2) developing ability to comply with everyday family norms and rules.

Sense of Self refers to the child’s development of himself as a competent, autonomous person in relationship to others and learning about the world. Interactional skills for relating to others refers to the nature of the attachment relationships with primary caregivers and the current repertoire of relationship skills for learning about and establishing relationships with peers and adults in the larger social world outside the home.

Because providers of infant mental health services are challenged to be creative in providing services to young children and their families (Bagnato & Neisworth, 1991), assessment may look very different based on an individual child and family’s needs. MH assessment, in accord with best practices in assessment of young children in general, relies on multiple informants, uses multiple methods, and occurs in multiple settings (Fenichel & Meisels, 1999; Bagnato, Neisworth, and Munson, 1999). Such an assessment must include information from parents and other primary caregivers, is often collected by several professionals in close contact with one another, and can be expected to include strategies such as observation, interviews, and the use of standardized instruments.  
The provider needs to plan the assessment to collect needed information while avoiding common pitfalls. Practices common in assessments of older children are ineffective or even counterproductive when used with very young children. A good listing of appropriate practices with mirror image “practices to avoid” is found in ZERO TO THREE’s New Visions for the Developmental Assessment of Infants and Young Children (Meisels & Fenichel, 1996), Chapter One, “Toward a New Vision for the Developmental Assessment of Young Children” (Greenspan & Meisels, 1996). Evaluators need to be aware that many typical testing practices, such as expecting a child to go alone with a strange adult and respond to a set of structured activities, may be incomprehensible and even frightening to the young child. In contrast, young children’s competencies and needs should be assessed in the context of their primary relationships, taking an integrated and developmental perspective and using methods that are collaborative (Greenspan & Meisels, 1996). Several specific assessment activities should be considered:
Review of existing information. Historical information that is found in previous assessment reports, medical documents, baby books, and other documents about a child’s development should be gathered and carefully reviewed. This may also include facts about family living situation, family medical and developmental history, and contacts with other agencies. 

Observation of child in relationships and of environments.  Every effort should be made to observe young children in their natural environments.  Natural environments include places, people, and activities that are found in a child’s typical daily routine. We can have a better sense of a child’s capacities, including strengths and challenges, when we observe that child in a comfortable and familiar routine. Because social and emotional development is integral to other developmental areas, it is important to see those skills in context.  

Interviews.  A main purpose of a clinical interview is to develop a relationship with the family that allows a mutual understanding of the child’s strengths and challenges. Ideally, the family will accept the provider’s invitation to tell their story in their way. Through careful listening and skilled questioning, the necessary details will be shared or elicited in a way that feels like a conversation rather than recitation of facts. In addition to the parents, providers may also find it valuable to talk with other adults who have important roles in a child’s life, such a child care providers or ongoing EI providers.   
Standardized Tools.  Standardized assessment instruments, such as developmental measures and behavior checklists, are one possible component of a comprehensive, multimodal, and multidisciplinary assessment which provides a basis for comparisons between one child and other children who have similar characteristics such as age, gender, and ethnicity (Nebraska Early Childhood Mental Health Work Group, 2001). Standardized measures are a useful component of a MH assessment, but are not necessarily appropriate for all situations and should not comprise the primary source of information about a young child or be used in isolation without sensitive interviewing, observation, child based interactions, and team collaboration (Greenspan & Meisels, 1996).
Reporting Assessment Results

The result of the mental health assessment is a description of the child’s needs and competencies along with suggestions for resources, services and supports that may help the child and family. This set of information is most often summarized in a written report. The report will often include a statement of the question the parents brought to the assessment, which serves to organize and focus the assessment activities. Next, a MH provider will usually include pertinent background information along with new information obtained from observations of the child. The report often closes with a summary statement of the child’s competencies and needs, which leads to recommendations. Recommendations should include suggestions for the child and for the family, along with types of resources from within the family, community, and early intervention system that can be considered.

In some EI settings, reports are standardized and expectations for their content, form and purpose may not match well with the philosophy and practices of MH providers. Historically, many EI providers are most comfortable with assessment results that are quantifiable and support eligibility for services based on a deficit model. Although contrary to best practices, some early intervention assessment summary reports include information about “percent of delay” for example. MH summary reports will more likely describe the child’s behavior in the context of where they live, learn, and play with the expectation that the team will utilize this information in support of developing family-centered outcomes, and when necessary, determining whether the child meets the state’s eligibility criteria for participation in the First Steps system.

Getting to MH Services in First Steps

When the team agrees that a MH provider is an appropriate resource to support family-centered outcomes on the IFSP, the intake and/or Ongoing Service Coordinator present the family with a directory of providers, commonly referred to as the Service Matrix. The matrix pages include information, including the current availability, of providers. Families are encouraged to speak directly with potential providers to be sure of a positive match. Providers should feel free to contact MH providers directly to ask questions about the appropriateness of a referral.
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SELECTED SCREENING MEASURES
Ages & Stages Questionnaires: Social Emotional (ASQ: SE)

Squires, Bricker, and Twombly (2002)

Paul Brookes Publishing Co.: www.brookespublishing.com; 800/638-3775

This measure can be used with parents of children ages 3 to 66 months.  The questionnaires are created for eight age groups and includes items thought to address seven behavioral areas including self-regulation, compliance, communication, adaptive functioning, autonomy, affect,  and interaction with people. An overall cut-off score is used to determine which children are in need of a comprehensive assessment of social-emotional well-being. 

Brief Infant Toddler Social and Emotional Assessment (BITSEA)

Briggs-Gowan and Carter (2000)

Currently in process of being published; contact authors for further information

Margaret.Briggs-Gowan@yale.edu; Alice.Carter@umb.edu 

This measure can be used with children ages 12 to 35 months, can be completed by parents, teachers or other caregivers, and is intended to identify children “at risk” or already displaying social-emotional/behavioral problems. It consists of 42 items drawn from the assessment instrument, Infant –Toddler Social and Emotional Assessment (ITSEA). A Problem Scale and Competence Scale are provided. 

SELECTED ASSESSMENT MEASURES

Behavior Assessment System for Children, ages 2.5-5 (BASC)

Parent Rating Scale; Teacher Rating Scale

Reynolds & Kamphaus (1992)   

http://www.agsnet.com; American Guidance Service, Inc.

Parent or teacher can complete this131 item measure which surveys a variety of internalizing and externalizing problems, atypicality, adaptability and social skills. Computer scoring and a Spanish version are available.

Child Behavior Checklist-Revised, ages 1.5 to 5 years (CBCL-R)

Caregiver –Teacher Report Form Revised (C-TRF R)

Achenbach & Rescorla (2002)

http://www.ASEBA.uvm.edu

These measures are completed by parents, day care providers and preschool teachers, respectively. Each measure has 99 items, 17 of which are specific to the home versus daycare/school context. Each provides a profile of seven different syndrome scales and social competence. Standard T-scores provide national norm-based comparisons by gender. Computer scoring is available and it is available in different languages. 

Developmental Profile-II

Alpren, Boll, & Shearer (1980)
Western Psychological Services

www.wpspublish.com
This 186 item inventory is designed to assess a child’s functional skills in five developmental domains, physical, self-help, social, academic and communication.  The DP-II is for ages birth through 9 ½ years.

It can be administered as an interview or through direct observation of skills.

Devereux Early Childhood Assessment (DECA)

Lebuffe & Naglieri (1998)
Kaplan Early Learning Company

www.kaplanco.com
An assessment and planning measure designed for use by parents/caregivers or teachers in classrooms ( based on one month’s observation of a child). It is appropriate for children ages 2 to 5. Based in resilience theory, this measure identifies strengths and adaptive characteristics. Three child protective factors are assessed: attachment, self-control, and initiative. In addition, it screens for emotional-behavioral concerns. The use of the assessment measure can be used to plan interventions to support healthy social-emotional skills and to reduce challenging behaviors. A version in Spanish is available.

Infant-Toddler Social and Emotional Assessment  (ITSEA)

Carter & Briggs-Gowan (1993)

Currently in process of being published; contact authors for further information

Margaret.Briggs-Gowan@yale.edu; Alice.Carter@umb.edu 

This 139 item measure includes externalizing, internalizing, dysregulation and competence as well as three domains (social relatedness, atypical behaviors, and maladaptive behaviors). There are subscales for anxiety, separation distress, and inhibition to novelty. Additional scales involve activity/impulsivity, aggression/defiance, and peer aggression, eating and sensory sensitivity as well other difficulties seen in early childhood (e.g., sleep, toileting, sexualized behavior). A Problem Scale and Competence Scale are included with the latter addressing compliance, attention, imitation/play, mastery motivation, empathy, prosocial peer, and social relatedness.

Vineland Adaptive Behavior Scales

Sparrow, Balla & Cicchetti (1984)
www.agsnet.com
For individuals from birth to adulthood and available in several formats. This caregiver interview instrument provides information about an individuals competencies and needs in adaptive behavior.  Standard scores in four domains (communication, socialization, daily living, and motor) are yielded along with a composite score.  

Vineland Social-Emotional  Early Childhood Scales 
Sparrow, Balla, & Cicchetti (1998)
www.agsnet.com
Based on the Vineland Adaptive Behavior Scales, it can be used for children birth to 5-11. Three subscales are assessed through parent/caregiver observation and interview: interpersonal relationships, play and leisure time, coping skills. A composite score can be derived.
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