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AbstRACt

Aim: Worldwide, family-centred and co-ordinated care are seen as the two most desirable and 
effective methods of paediatric care delivery. This study outlines current views on how team 
collaboration comprising professionals in paediatric rehabilitation and special education and 
the parents of children with disabilities should be organized, and analyses the policies of five 
paediatric rehabilitation settings associated with the care of 44 children with cerebral palsy (CP) 
in the Netherlands.

Methods: For an overview of current ideas on collaboration, written statements of professional 
associations in Dutch paediatric rehabilitation were examined. The policy statements of the 
five participating settings were derived from their institutional files. Documents detailing the 
collaborative arrangements involving the various professionals and parents were evaluated at the 
institutional level and at the child level. Involvement of the stakeholders was analysed based on 
team conferences.

Results: Also in the Netherlands collaboration between rehabilitation and education professionals 
and parents is endorsed as the key principle in paediatric rehabilitation, with at its core the 
team conference in which the various priorities and goals are formulated and integrated into a 
personalized treatment plan. As to their collaborative approaches between rehabilitation centre 
and school, the five paediatric settings rarely differed, but at the child level approaches varied. 
Teams were large (averaging 10.5 members), and all three stakeholder groups were represented, 
but involvement differed per setting, as did the roles and contributions of the individual team 
members.

Conclusion: Collaboration between rehabilitation and education professionals and parents is 
supported and encouraged nationwide. Views on collaboration have been formulated, and general 
guidelines on family-centred and co-ordinated care are available. Yet, collaborative practices in 
Dutch paediatric care are still developing. Protocols that carefully delineate the commitments to 
collaborate and that translate the policies into practical, detailed guidelines are needed, as they 
are a prerequisite for successful teamwork.
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3.1 intRoduCtion

Because the care of children with disabilities is commonly wide-ranging, medical, rehabilitation 
and education professionals need to work together closely. Many professionals working 

in paediatric care have come to agree that involving the child’s parents in the care process can 
also support them in managing their young patient’s diverse physical, psychological, social and 
educational problems. Ideally, co-ordinated healthcare and education for children with disabilities 
should support as well as involve the child’s parents or his/her immediate family. 

The need for collaboration between professionals within and from different services, as well as 
between professionals and parents, has received ample attention in the literature (Franck & Callery, 
2004). The two central themes in collaboration in paediatric rehabilitation are ‘family-centred 
care’ (FCC) and ‘integration of services’, also called ‘co-ordinated care’. 

Partnership between parents and service providers lies at the heart of FCC, emphasizing parents’ 
role in the decision-making processes relating to their child’s care. It also identifies parents as the 
experts on their child’s status and needs (Hostler, 1999;Rosenbaum et al., 1998). There is evidence 
to indicate that FCC enhances outcomes for both children and their families (King et al., 2004). 
The philosophy of FCC promotes families and professionals to jointly plan, deliver and evaluate 
the child’s healthcare services (Shelton, 1999). Nowadays, FCC has become the standard for 
service delivery in paediatric rehabilitation in many western countries. 

Because health care for children with disabilities is delivered by a range of (varying) professionals 
from different organizations operating from various locations (medical and rehabilitation centres 
(RCs), allied healthcare facilities, special schools, etc.), care co-ordination is proved to be an 
important aspect (Larsson, 2000). In several countries, legislative and policy requirements impose 
collaboration between professionals, between agencies, and between agencies and service users 
(British Department of Health 1999; Education of the Handicapped Act Amendments of 1986 
[Public Law 99–457]; RBU, FUB & RFA 1993; Americans with Disabilities Act [Public Law 
101– 336]). This has led to various concepts of multidisciplinary collaboration, which have since 
been implemented and evaluated nationally (Simeonsson et al., 1995;Stallard & Hutchison, 
1995;Yerbury, 1997;Youngson-Reilly et al., 1995). 

Also in the Netherlands parental participation and integration of services are high on the agenda, 
both in rehabilitation research and in the clinical practice. The Dutch Council of Health Research 
(1997) has prompted close collaboration between the RCs, schools for special education (SSEs) and 
parents by describing paediatric rehabilitation as ‘oriented on children with physical disabilities in 
which medical, sociological and psychological disciplines are integrated’. This desired integration of 
services has been captured in the motto ‘one child, one team, one plan’. Because in the Netherlands, 
RCs and SSEs are separate entities residing under different ministerial departments and thus subject 
to different funding and legislation, integration and co-ordination of services is crucial to ensure 
an optimal and comprehensive treatment and support for both children and their parents. Parents, 
RC professionals and SSE professionals are the main three stakeholder groups in this process. 

To provide integrated and co-ordinated care, sound communication between the professionals 
from various disciplines and the child’s parents is needed. In Dutch paediatric rehabilitation, 
all rehabilitation services use the same communication instrument. This instrument is called 
the Rehabilitation Activities Profile for Children, or Children’s RAP (Roelofsen et al., 2001). 
It facilitates and structures the communication between parents and various professionals by 
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providing guidelines on how to formulate children’s needs, define the service goals and develop 
tailored co-ordinated care programmes. 

In the Netherlands, treatment takes place in a clinical setting and in an outpatient setting. The 
23 national RCs with paediatric facilities and the rehabilitation departments of all medium-sized 
and larger hospitals provide the treatment. Each year 9000 children are treated on an outpatient 
basis and 300 children on an inpatient basis (Revalidatie Nederland, 2005). More than half of the 
children referred for rehabilitation have been diagnosed with cerebral palsy (CP), and the majority 
attend schools that exclusively provide special education for children with disabilities. The schools 
often entertain close connections with the local RC, enabling the rehabilitation specialists and 
teachers to jointly decide on what care each child needs. 

However, how in the Dutch situation co-operation between various care services and parents is 
organized has, to date, not been charted. The present study was conducted to investigate the current 
views on collaboration and to describe the organizational features of five existing collaborative 
settings in paediatric care involving the teams and team members of the RCs, SSEs and the parents 
of children with CP. The survey describes the collaborative arrangements between the services 
and the parents at the institutional level and at the child level by examining the practices of the 
child-tailored teams. 

3.2 ReseARCh Questions

The work presented here focuses on the ways in which collaboration between the three stakeholder 
groups is organized, and we focused our evaluations on the following four research questions:

	 What are the national views on how collaboration between the three stakeholder groups in 
the care for children with CP should be organized?

	 What are, at the institutional level, the policies on collaboration between the RC, the affiliated 
SSEs and the child’s parents in the five participating settings?

	 What are their policies on collaboration at the child level?

	 What is the nature of the involvement of the professional team members in the collaborative 
care for the children with CP and their parents?

3.3 methods

3.3.1 Participating paediatric settings

To be included in our applied survey, the paediatric RCs needed to be situated in different regions 
of the Netherlands and be affiliated with a local SSE. The research team jointly selected five Dutch 
paediatric RCs and affiliated SSEs, which were subsequently approached for participation. The 
participating RCs represented approximately a quarter of the registered paediatric RCs in the 
Netherlands.
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3.3.2 Procedure

The current project is part of a larger study (ProCP), which aimed to describe collaboration 
processes between parents, rehabilitation professionals and special education professionals in 
paediatric rehabilitation. The current project was executed between January 2003 and January 2005. 
Each RC and affiliated SSE assigned a staff member as a liaison person to maintain communications 
with the other staff members and the researchers. The RC liaisons also approached the parents 
of children who were undergoing treatment at their centre for their consent if the child met the 
following criteria: diagnosed with CP, aged between 4 and 8 years, and attending an SSE (Mytyl) 
that was affiliated with the RC. The parents were approached at the beginning of the ProCP study, 
and participation of parents differed between the various parts of this study. We restricted our 
study to teams working with children with CP, because this is the largest group seen in paediatric 
rehabilitation. The liaisons of each RC and SSE received a request to indicate which and how 
often team members were involved in the care of the selected children. To facilitate the inventory 
and prevent ambiguities, we defined a team member as a professional who (a) is involved in the 
treatment of the child, (b) attends the team conferences about the child, and/or (c) participates 
in the exchange of information about the child.

3.3.3 Participants

In the current project, parents were not participating, but had to consent for the teams surrounding 
their child to be part of the study. Of the 60 parent couples who were approached, parents of 44 
children with CP (29 boys, 15 girls, mean age 7.0 years, SD 1.2 years; mean Gross Motor Function 
Classification System (GMFCS) score 2.29, SD 1.53 (Palisano et al., 1997)) agreed to having 
their child’s team join the study, and all gave their informed consent. Due to ethical restrictions, 
no information was obtained concerning the 16 parent couples who refused to participate. The 
number of consenting parents per centre varied from 7 to 12. 

The group of professionals contributing to the treatment of one or more of the 44 children 
comprised 83 professionals associated with the five RCs and 89 professionals working at the 
affiliated SSEs. Of these professionals, 90% are women, and the professionals have a mean age 
of 39 years, with a standard deviation of 10.2 years. The working experience of the professionals 
in paediatric rehabilitation was distributed as follows: 45% of the professionals had a working 
experience of more than 8 years, 22% more than 3 years but less than 8 years, and 34% had a 
working experience of less than 3 years. Table 3.1 provides information about the distribution of 
professionals across disciplines.
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Table 3.1 Distribution of professionals (n=172) across disciplines 

Professional discipline RC (n)1 SSE (n)

Rehabilitation specialists 12 -
Physiotherapists 26 5
Occupational therapists 24 3
Speech therapists 7 14
Special-education teachers - 27
Special-education teaching assistants - 27
Social workers 7 -
(Clinical) child psychologists 3 3
Creative arts therapists 3 1
Case manager - 9
Care co-ordinator 1 -

1Presented data concern amount of professionals (persons). A professional can be a team member of more than one 
child- specific team.

RC, rehabilitation centre; SSE, school for special education

3.3.4 Measures
National perspectives on collaboration between the three stakeholders 

Nationwide, documents from professional organizations stipulating policies on the organization 
of collaboration in paediatric care in the Netherlands were collected from the Internet or via 
direct written requests to associations, to make an inventory of the various views on collaboration 
between rehabilitation professionals, professionals in special education and the parents of children 
with disabilities. The data consulted concerned a fact sheet on child rehabilitation (future) policy 
documents and web-based documentation.

Next, the first author of the present study (B.J.G.N.) assessed these data to record perspectives, 
statements, policies or guidelines on collaboration between professionals in paediatric rehabilitation 
and special education and parents. Afterwards, a second evaluator (H.A.R.) verified the assessment 
of perspectives, statements, policies or guidelines in the data sources. In a subsequent meeting, 
the two authors discussed discrepancies or ambiguities. After the discussions, the records were 
summarized and ordered into four categories: organization, goal setting, communication and 
parent involvement in a final document.

Policies on the organization of collaboration at the institutional and child level of the five selected 
paediatric settings

The institutional documents collected from the five participating RCs and SSEs were analysed to 
determine how the views on collaboration had been translated into policy. All liaisons received a 
structured list detailing the desired documents, i.e. annual reports, policy documents, documents 
on parent participation, information brochures, mission statements and protocols on collaboration, 
treatment protocols and the school’s yearbook. When documents were absent, one of the researchers 
contacted the RC or SSE by telephone to try and collect supplementary information. 
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After collection of the institutional documents, a checklist was used to systematically and uniformly 
analyse the documents of the five settings on organization of collaboration at the institutional and 
child level. The analysis of collaboration at the child level served to chart team practices (among 
the three stakeholders) related to the care of the individual child and his/her immediate family. The 
items on this checklist were selected on the basis of knowledge on organization of collaboration 
derived from the literature and discussions with experts in paediatric care. After the systematic 
analysis, collected data were summarized and charted per setting in two tables, one containing 
the information at the institutional level and the other containing the information at the child 
level. These data tables were sent out for review to the liaisons of the participating settings. The 
tables sent to the liaisons contained only the information of their specific setting. The liaisons 
were asked to verify whether the charted information corresponds with the actual practice in their 
setting. In case a liaison reported a discrepancy between charted data (from the documents) and 
actual practice, the liaison was subsequently asked to substantiate the actual practice data with 
a written resource. Changes in the data tables were only made if liaisons were able to provide a 
written foundation for the manner in which collaboration was organized in actual practice.

Involvement of team members

To gain insight into the composition of the teams in our sample settings, we compiled an overview 
of the type and number of active team members. Because team conferences lie at the core of 
collaboration and because generally it is the attending members that model the team processes, we 
asked the liaisons of the RCs and SSEs to hand in a list of the attending team members for the first 
scheduled team conference for each specific child for the duration of the study. They indicated for 
each team member whether he/she had or had not been invited to the team conference, whether 
his/her involvement was direct (i.e. has structured contact with the child) or indirect (i.e. no 
structured contact with the child but maintaining communications with the parents, coaching 
other team members or managing logistical matters), and whether he/she had or had not attended 
the actual conference. 

3.4 Results

National perspectives on collaboration between the three stakeholders

The results of our national inventory of current perspectives on collaboration between rehabilitation 
and special education professionals and parents are presented in Table 3.2.  In the documents from 
the professional organizations, collaboration between rehabilitation and education professionals 
and parents is endorsed as the main principle in paediatric rehabilitation. The multidisciplinary 
team conference, in which goals and priorities are formulated and rehabilitation and educational 
goals are integrated into a child-specific treatment plan, formed the core of all team practices. 
The documents contained statements on how collaboration between the three stakeholders should 
be implemented in the clinical practice. The fact sheet, for instance, stated that paediatric teams 
need to abide by the procedures prescribed in the interdisciplinary team model. Also, views and 
guidelines on the participation of team members in the preparation of team conferences and the 
dissemination of information following the team conference are described. It is stipulated that 
prior to the team conference, the parents and team members fill in the Children’s RAP, that they 
attend the team conference, and that the parents also receive the conference minutes.



40

ChApteR 3

The policies on collaboration at the institutional level

Tables 3.3 and 3.4 provide an overview of the documented policies of the five participating settings, 
reflecting their perspectives on collaboration. The results presented were collected from the centres’ 
most recent written mission statements and were verified and confirmed by the liaisons of the 
RC or SSE. It was only in one setting at one item (setting 4, recipient of final Children’s RAP) 
that a discrepancy between the charted data and actual practice was reported by the liaison. The 
liaison was not able to substantiate this difference with a written resource, so no changes were 
made in the data table. 

As regards their policies on collaboration between the RC and affiliated SSE, the five paediatric 
settings rarely differed (see Table 3.3). In all five, a written agreement on collaboration was 
available, either laid down in a separate statement or as part of other publications, such as the 
annual report, a general statement of policy or the school’s handbook. The degree to which these 
policies or ideas were specified varied widely, ranging from a general statement in which the 
managements of the RC and SSE express their support for collaboration to detailed protocols 
in which collaborative arrangements are methodically described. In four of the five settings, RC 
professionals administered therapy in the classroom, and these professionals use the Children’s 
RAP for report of treatment. In the other setting, classroom therapy was delivered by therapists 
employed by the school, and their intervention was not reported in the Children’s RAP. In all five 
settings, it was the RCs that were responsible for treatment planning and the co-ordination of 
joint conferences and reporting. In three of the five settings, the child-specific teams formed part 
of a larger organizational unit. The settings used different grouping criteria for their units (see 
Table 3.3): one based their units on the team members’ expertise regarding specific syndromes, 
and the two others on the children’s ages.

All five settings provided written directions on parent involvement, which mostly concerned general 
statements rather than protocols of elaborated viewpoints. Most mentioned the following requisites 
for parental involvement in the rehabilitation process: care based on the parents’ and the child’s 
needs, the use of a parent form (part of Children’s RAP developed for inventory of information 
from parents), active parental involvement and participation in treatment and decision making, 
sound communications between the team and parents, and parent access to reports.
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Table 3.2 National perspectives on collaboration between professionals in paediatric rehabilitation, special 
education and the parents of children with disabilities in the Netherlands

Principle/ guideline description1

Organization
Rehabilitation specialists, professionals and teachers work together in the care for children with disabilities with the 
aim to optimize the children’s participation in society 
Paediatric rehabilitation teams work according to the interdisciplinary team model requiring close collaboration 
between team members from the different disciplines 
The paediatric rehabilitation specialist is the team member responsible for the indication for rehabilitation and is 
appointed as the co-ordinator and team leader
The rehabilitation goal prescribes which professionals are members of the team
Goal setting
Individual programme plans are formulated in which the educational and rehabilitation goals are integrated
Rehabilitation programme and goals are evaluated on a regular basis
Communication
The Children’s RAP is a good communication tool guiding parents and team members to compile a report before the 
team conference in which they formulate the child’s needs from their individual perspectives
Prior to the team conference parents and team members report on paper
In the team conference team members together make a synthesis of observations and desired goals and prioritise 
future goals
Parents regularly attend the team conferences about their child and receive the minutes of all team conferences 
Good communication between parents and team is essential
Parents involvement
The needs of the child, its parents and immediate family are guiding principles in the treatment. 
The expertise of the rehabilitation team is utilized to interpret the problems and needs the parents and the child have 
pointed out as important and to translate and incorporate these into the team’s strategies

1Sources: Future perspectives for paediatric rehabilitation in the Netherlands (2000); Multidisciplinary view on 
paediatric rehabilitation (2003); Paediatric rehabilitation fact Sheet (2004); Revalidatie Nederland (2005)

RAP, Rehabilitation Activities Profile
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Table 3.3 Policies on collaboration of the five paediatric settings at the institutional level

Collaboration between 
rehabilitation centre (RC) 
and school for special 
education (SSE)

Setting 1 Setting 2 Setting 3 Setting 4 Setting 5

Team collaboration statement Y Y Y Y Y
Therapy in classroom/school 
setting by professionals from RC

N Y Y Y Y

Planning/co-ordination of joint 
documentation and conferences

RC RC RC RC RC

Organization of teams/units NA School/ class NA Diagnosis 
specific

School/ class

Directions on parent 
involvement

Setting 1 Setting 2 Setting 3 Setting 4 Setting 5

Parents’ and 
child’s needs are 
basis for care

Participation 
of parents in 
formulation 
of goals and 
treatment plan

Newsletter for 
parents

Parent form

Parents’ and 
child’s needs are 
basis for care

Good/ efficient 
communi-
cation between 
team and 
parents

Access to 
reports

Walk-in day for 
parents

Parents’ and 
child’s needs are 
basis for care 

Active 
involvement of 
parents

Parent 
participation 
in decision 
making

Good 
communi-
cation between 
team and 
parents

Parents’ and 
child’s needs 
identified

Parents as 
experts

Active 
involvement 
of parents 
in treatment 
and com-
munication

Good/ efficient 
communi-
cation between 
team and 
parents

Conver-sation 
with parents 
before team 
conference

Parent form

Active 
involvement 
and 
participation of 
parents

When not 
invited to 
the team 
conference, 
parents received 
an oral update 

Y, Yes; N, No; NA, Not Applicable ; RC, Rehabilitation Centre; SSE, School for Special Education
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Table 3.4 Policy on collaboration of the five paediatric settings at the child level

Collaboration / involvement 
of stakeholder groups

Setting 1 Setting 2 Setting 3 Setting 4 Setting 5

RC sse p RC sse p RC sse p RC sse p RC sse p

Team leader1 Y - - Y - - Y - - Y - - Y Y -
Joint diagnostic assessment (of 
child) - - - Y Y - - - - Y Y - Y Y -

Communication (Use of Children’s RAP)
Completing Children’s RAP Y - Y Y Y Y Y Y - Y Y Y Y Y Y

Child-specific team conference Y Y Y Y Y - Y Y - Y Y - Y Y Y
Recipient of final Children’s 
RAP Y Y Y Y Y Y Y - Y Y Y - Y Y Y

1 For the RC, this concerned a paediatric rehabilitation specialist and for the SSE the assistant director or case manager.
RC, Rehabilitation Centre; SSE, School for Special Education; P, Parents; RAP: Rehabilitation Activities Profile. 
Y, Yes; -, No 

Collaboration policies at the child level

At the child level the settings’ policies varied considerably (Table 3.4). In all five settings, team 
leadership and responsibility for the treatment plan was assigned to the rehabilitation specialist. 
In one setting (setting 5), team conferences were alternatingly chaired by the team leaders of the 
RC and the SSE (rehabilitation specialist and assistant director or case manager respectively). At 
the first team conference of the new school year held in the absence of the parents, the RC team 
leader presided over the meeting and, at half term, the school’s case manager chaired the team 
conference in which the parents took part. 

In three of the five settings, the RC and SSE jointly performed the multidisciplinary diagnostic 
assessment of newly referred children. 

Although all settings used the Children’s RAP to organize and structure the teams’ communications, 
the manner and extent of the involvement of the stakeholder groups in the use of the Children’s 
RAP differed among settings. In this study, we distinguished three stages in which the Children’s 
RAP was used: (a) preparation of the team conference, (b) the joint drafting of the treatment plan 
during the team conference, and (c) the distribution of the finalized treatment plan. Only in three 
settings were all three stakeholder groups involved in the preparatory stage. In one setting (setting 
1), the Children’s RAP was completed by the RC professionals and parents only, and in another 
(setting 3), this was done by the RC and SSE professionals only. In each setting, the professionals 
from the RCs and SSEs were invited to attend all team conferences. Only two settings also invited 
the parents for their child’s team conferences. With regard to the distribution of the final treatment 
plan, three settings (1, 2 and 5) sent all participating stakeholders the Children’s RAP: one (setting 
3) excluded the SSE professionals and one (setting 4) excluded the parents in this third stage.
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Table 3.5 Involvement of team members

Site / Disciplines Team 
members

(% of the 44 
child-specific 
teams)

Team conference 
attendance

(% of concerned 
professionals in 44 team 
conferences)

Involvement in 
treatment 

(number of team 
members)2

Invited Attended 1 Direct Indirect
Rehabilitation Centre

Paediatric rehabilitation 
specialists 100 100 86 44 -

Physiotherapists 89 72 92 54 -
Occupational therapists 96 73 87 56 -
Speech therapists 39 100 88 17 -
Social workers 66 100 69 19 10
(clinical) Child

psychologists 
39 100 100 2 15

Creative arts therapists 7 100 100 3 -
Care co-ordinators 83 100 88 - 8

School for Special Education
Special-education teachers 100 93 68 44 -
Special-education teaching 
assistants 100 93 34 44 -

Physiotherapists 233 100 22 9 -
Occupational therapists 183 100 13 8 -
Speech therapists 61 93 40 27 -
(clinical) Child psychologists 41 61 100 11 7
Creative arts therapists 18 0 0 8 -
Case managers 100 57 68 - 44

Parents 100 39 88 - -
1 % of invited team members who attended the team conference
2 n exceeds 44 teams because some disciplines are involved in different manners in the treatment of the 44 children, e.g. 
group and individual treatment sessions 
3 Profession only exists in one participating centre, paramedical professions occupied at the SSE exists only in one 
setting

Involvement of team members

Table 3.5 provides details on the nature and extent of the involvement of the various team 
members (total 430: 228 RC and 202 SSE) of the participating settings. In all 44 child-specific 
teams, members from all three stakeholder groups were represented, and all teams were large, 
averaging 10.5 members per team. Parents were considered as (full) members of the team in all 
cases. The four RC disciplines that were most highly represented in the various teams included 
paediatric rehabilitation medicine (100%), occupational therapy (96%), physiotherapy (89%) 
and social work (66%). For the SSEs, special education teachers, special education teaching 
assistants, case managers (all 100%) and speech pathologists (61%) were the most prominent. 
As to their contribution to the children’s treatments, the results showed that the involvement of 



45

inteGRAted pAediAtRiC seRviCes in the netheRlAnds

most professional team members was direct (RC 86% and SSE 75%). The results on our query 
as to who were invited for the child-specific team conferences revealed that this was 87% (n= 
199) for the RC team members, 79% (n= 160) for the SSE team members and 39% (n= 17) for 
the parents. Finally, Table 3.5 also shows the percentages of invited team members who actually 
attended the team conferences. The attendance average was higher for RC members (89%, n= 
177) than for SSE members (42%, n= 70). Of the invited parents, 88% (n= 15) attended their 
child’s team conferences.

Differences between the five settings on the team conference invitation and attendance results 
are visualized in Fig. 3.1. 

In the two settings where parents were invited, the attendance rate for parents was high (78% 
and 100%). According to professionals’ invitations, in four settings (1, 2, 4 and 5), more than 
70% of both the rehabilitation and education specialists were invited for the team conference. In 
one (setting 3), this was only 35% for the SSE members, whereas all RC professionals received 
an invitation. As to the professionals’ attendance rates, large differences between settings were 
reported. In setting 1, only 17% of the invited SSE team members attended the team conference, 
in contrast to 73% of the invited RC members, whereas in setting 5, this was 83% and 78% 
respectively. In the other three settings, attendance of the invited RC members was always higher 
than that of the SSE members. 

Figure 3.1 Number of team members from the three stakeholder groups that were invited and that 
attended in the team conferences in the five paediatric settings. P, Parents; R, rehabilitation centre; S, 
school for special education 
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3.5 disCussion

Our survey of the literature yielded various perspectives on the organization of collaboration 
between professionals in paediatric RCs, SSEs and parents of children with disabilities. They 
were all formulated to serve as general guidelines and incorporated ideas on FCC and care co-
ordination. 

Although at the national level, the various guidelines were clear, our comparative study of five 
Dutch paediatric teams revealed that the actual paradigms of collaboration between the three parties 
involved differed both at the institutional and at the child level. It could not be significantly tested 
whether these differences were attributable to the settings’ different viewpoints on collaboration 
or to variations in their environmental contexts, such as history of collaboration, disciplines’ site 
of employment, geographical distance between the RC and SSE, support and resources for joint 
activities, or commitment of team members. Although we did try to collect data on all these aspects 
using the checklist, documentation on some of these aspects was incomplete or lacking, which 
prevented us from drawing any causal conclusions. This clearly reflects the need for paediatric 
rehabilitation services to update their institutional records, especially the documentation in which 
viewpoints on collaboration are specified and translated into policy.

Next, we will discuss our findings in the light of this conclusion and make recommendations for 
improvement. No differences were found between the settings regarding their general policies on 
team collaboration. However, they did differ significantly in the way that their policies had been 
specified. In the settings where policies were not particularized in protocols, the structure and 
organization of team collaboration seems to be unclear for both the professionals and the parents. 
To enhance the transparency of paediatric services and optimize multidisciplinary care delivery in 
the Netherlands, it is crucial that current ideas and policies are translated into practical guidelines 
and protocols without delay. Improved documentation that carefully stipulates the co-ordination 
of multi-agency services would also facilitate the systematic comparison of collaborative practices 
in relation to child outcomes, professional satisfaction and parental well-being. 

Because in the Netherlands RCs and special schools are separate organizations that reside under 
different ministerial departments, aspects relating to collaborative arrangements that exceed 
service boundaries merit particular attention. Boundary-crossing teams are likely to be confronted 
with discipline-specific policy-making issues, boundary management (i.e. decisions about which 
agencies should deliver which intervention), and problems with communication and the definition 
of roles and responsibilities (Larsson, 2000). Also the location of the affiliated services can affect 
co-operation (Zahir & Bennett, 1994). In our study, the RC and SSE of one of the participating 
settings were located farther apart, and team members indeed reported that this restrained joint 
procedures, among other aspects, by complicating communication and attendance of team 
conferences scheduled at the other site. Indeed, our survey uncovered that in this particular 
setting, only 17% of the invited team members from the SSE attended the team conferences held 
at the RC. Clearly, it is undesirable when education specialists are absent at meetings in which 
integrated treatment plans are formulated and evaluated. At the other settings where service facilities 
were situated closer together, SSE attendance was higher (ranging from 54.2% to 83.3%), but 
attendance rates were still lower than those of the team members of the RC. Our data did not 
allow a conclusion as to the exact causes of these differences in attendance, but strong indications 
were found. Data that were found indicate that location of the meeting, attendance priorities and 
invitations (personal or group invitation) influenced attendance rate. To increase attendance rate, 
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current procedures should be reconsidered, documented and made available for all parties. 

Collaboration and co-operation between different services in paediatric rehabilitation has 
become even more complex due to recent shifts in views concerning the education of children 
with disabilities. Worldwide, children with disabilities are increasingly recommended to attend 
mainstream schools (Nakken & Pijl, 2006). The connections that most regular schools have with 
healthcare and rehabilitation services are vague, and service facilities tend to be less proximate. 
This could jeopardize the quality of care for this vulnerable group. These developments emphasize 
yet again the urgent need for coherent arrangements regarding the organization and content of 
the collaboration between local paediatric services and (mainstream) schools. 

Our documentary analysis showed that an integrated, coordinated service plan plays a central 
role in paediatric team collaboration. The development and implementation of an individual 
child-specific service plan is widely advocated as an important tool to optimize collaboration 
and care co-ordination (de Geeter et al., 2002;Larsson, 2000;Stallard & Hutchison, 1995). In 
the Netherlands, the rehabilitation activities profile for children (Roelofsen et al., 2001) fosters 
such an integration of paediatric services. Primarily, the Children’s RAP was developed as a 
communication instrument for the paediatric rehabilitation sector. Because of the increasing 
need for coordination of services, especially the care provided by RC and special schools, various 
collective paediatric services have started to adapt the profile to accommodate and fine-tune the 
plans and programmes of the various disciplines. Although the Children’s RAP is implemented 
and modified nationwide, in our study we found differences between the five participating settings 
in its implementation and involvement of their team members. Only two settings (settings 2 and 
5) used individual co-ordinated care plans, consisting of a compilation of the original children’s 
RAP and the Individual Education Plan. It was also these settings that had protocols detailing 
their collaborative procedures. Our results indicate that both the use of the Children’s RAP and 
the formulation of co-ordinated care plans are still in development in Dutch paediatric care. To 
improve collaboration between the three stakeholder groups, future discussions and refinements 
of the Children’s RAP and treatment plans should take their perspectives into account. 

Despite the difficulties associated with the organization of multi-agency collaboration, co-
ordination of services in child-specific teams that cross agency boundaries also has its advantages. 
It allows professionals from various disciplines to assemble their different ideas and to create a 
collective focus on the individual child and his/her family, which will contribute to the quality of 
care, because services can be better geared to each other in time and content. 

The teams in our settings were large, with an average of 10.5 team members. These large teams 
can hinder collaboration. At first, the high number of members in a team challenges team stability, 
because the chance that a team’s composition changes increases with team size. Good team 
collaboration is proved to be dependent on this team stability: the more stable the team (i.e. the 
fewer staff and discipline changes), the more successful the collaboration proved to be (Thylefors 
et al., 2000). Second, in large teams, the formation of close working relationships among team 
members is complicated, as it is difficult to maintain the same intensity of communication and 
sharing as is viable in smaller teams (Adair, 1987). More importantly, it affects the parents because 
large teams are difficult to consult and communicate with. 

Counter to the substantial body of literature that endorses the importance of FCC, insight on how 
to implement the concept is scarce. The data in our study revealed considerable between-setting 
differences in the nature and structure of parent involvement; the policies showed that all RCs 
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and SSEs aimed to involve the parents in the care process, although their approaches and stage 
of implementation of family-centred practices varied. In the past decade, the views on what role 
parents could or should play in paediatric care have changed. There is growing recognition that 
parents, because of their knowledge about and experience with their (disabled) child, can provide 
valuable information about their child and his/her needs. The logical assumption that parents know 
their child best does not imply that parents should or want to be regarded as experts in all areas. 
Exceptions are likely to concern government policies on funding, the most appropriate therapy 
and medical diagnoses or interventions. Parent involvement is a theoretical concept that each 
team needs to translate into a practical approach. The concepts of FCC can be implemented in 
various ways, allowing for the viewpoints of the different stakeholders, and be finalized in working 
protocols. Moreover, because families differ and parents’ views may differ, a generic protocol may 
not suffice; it should contain flexible elements that allow for individual differences and personal 
preferences. In sum, although FCC implies increased involvement of parents in information 
sharing and decision making (de Geeter et al., 2002;King et al., 2004), for the co-operation to be 
successful in the clinical practice, the first step should always involve the compilation of a working 
protocol in which the parental role within the team is carefully delineated. 

This study provided us important insights into the current status and level of collaboration in 
the Dutch paediatric rehabilitation. This project may serve as an eye-opener for the management 
of the settings, as well as for the professionals working in paediatric rehabilitation. During data 
collection, participants were confronted with ways of working and lack of formal arrangements. 
Although the information collected in documents did not differ much from actual practice, a 
considerable amount of organizational characteristics of collaboration seen in actual practice were 
not translated in documents and were therefore not analysed in the current study. In the present 
study, we focused on points of view and did not evaluate collaboration practices. Especially in 
settings where collaboration between RC, SSE and parents was still in a developmental stage, 
and documentation of protocols lagged behind, the use of documentary analysis as research 
method proved to be limited. We accordingly suggest future research to describe organization of 
collaboration in actual practice.

3.6 ConClusion

The notion that rehabilitation professionals, educationalists working in special education and 
parents of school-age children with disabilities should work together as a team is supported and 
encouraged in the Netherlands. The institutional policies on collaboration of the five RCs and 
affiliated special schools we evaluated were very similar, although at the child level their approaches 
did differ. Despite the fact that the concepts of family-centred and co-ordinated care are endorsed 
and have been described, our findings indicate that their practical implementation in the Dutch 
clinical practice of paediatric care is still in a preliminary stage. Commitments to collaborate need 
to be translated into practical guidelines and protocols defining team procedures and guaranteeing 
involvement. To optimize team interactions, the nature of each stakeholder group’s involvement, 
and the roles and responsibilities of each team member in the various team interactions need to 
be justified and formally settled. Our study showed that the involvement of stakeholder groups 
was more transparent in policy and in practice in those settings that had expounded their mission
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statements on collaboration in protocols. Because the nature of involvement depends on the 
stakeholder and is determined by his/her responsibilities, preferences and/or the organizational 
characteristics, these issues need to be discussed and defined in working protocols that are decided 
on in meetings in which all parties, including management, take part.
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