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Chapter 5 
 
 
Comparison of students with profound intellectual and multiple 

disabilities in schools and centres for special education – who is 
being left behind?¹ 

 
 
 

Abstract 
 

In 2003 a new law was passed to provide governmental support for inclusive 
education for all special needs students, including students with profound 
intellectual and multiple disabilities (PIMD). Until then, most students with PIMD 
stayed in centres for special education (CSEs). As a result of the new law an 
increasing number of students with PIMD were expected to attend school. 
However, three years later many students still remain in CSEs. The objective of 
the study is to determine if there are differences in the school population and 
CSE population of students with PIMD. It is found that students with specific 
problems and disabilities are more likely to stay behind in CSEs. Implications of 
these findings are being discussed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
________________________________________________________________ 
¹Tadema, A.C., Vlaskamp, C. & Ruijssenaars, A.J.J.M. (under revision) 
Comparison of students with profound intellectual and multiple disabilities in 
schools and centres for special education – who is being left behind? 
International Journal of Inclusive Education. 
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Introduction 
 

Inclusive education (e.g. Clark, Dyson, Millward & Robson, 1999) has 
become increasingly important in the Netherlands and other countries. As a 
result of policy directed by the aims of inclusive education, a new education law 
was introduced by the Dutch Ministry of Education in 2003. This law reorganized 
the (special) education system and provided support for inclusive education for 
all students with special educational needs. The new law had a special impact on 
the education of students with profound intellectual and multiple disabilities 
(PIMD). Up to that time, such students rarely made use of the available 
educational facilities. Despite having the formal right to attend school, schools 
were not keen on accepting them and most parents applied to Centres for 
Special Education (CSE) instead. These centres provide all kinds of educational 
and care facilities for students with disabilities aged between 3 and 20. Although 
centres for special education are not formally educational institutes, planned and 
purposeful attention is nevertheless paid to the development of the students. 
Interdisciplinary cooperation between carers and therapists – such as 
physiotherapists, speech therapists, music therapists, play therapists and 
occupational therapists – and close cooperation with the medical profession is 
characteristic of these centres. In 2000, 91 CSEs could be found in the 
Netherlands offering a total of over 3550 places (IGZ, 2000).  

The passing of the new law meant that no formal boundaries were left to 
prevent the enrolment of students with PIMD in schools, as schools were no 
longer permitted to reject these students on the grounds of the severity of their 
disabilities. Although CSEs remained open to these students, it was expected 
that the passing of this law would lead to an increase of these students in 
schools. As a result, schools now have to be able to provide these students with 
appropriate educational programmes.  

The shift of these students from CSEs to schools will not take place as a 
simple matter of course. The severity and complexity of the problems faced by 
students with PIMD hinder such a development. This very heterogeneous group 
of students is defined by the Dutch government as being made up of students 
with an IQ of below 35 and additional problems. Although IQ is difficult to 
determine given that no existing standardized test is available for a valid 
estimation of level of intellectual capacity (Roberts, Arthur-Kelly, Foreman & 
Pascoe, 2005), students with IQs ranging between 20 and 34 are usually 
described as having severe intellectual disabilities (ICD-10), whereas students 
with IQs of below 20 are considered to have profound intellectual disabilities 
(ICD-10). Besides their intellectual disabilities, these students have a wide variety 
of additional disabilities and problems. Sensory problems are frequently seen and 
can be combined with severe to profound motor disabilities. Some students have 
autism spectrum disorders, others have progressive diseases attended by 
increasing levels of intellectual disability. Challenging behaviour is also common. 
Many students have physical difficulties with food ingestion and many need 
gastrointestinal feeding tubes (Zijlstra & Vlaskamp, 2005). Moreover, epilepsy is 
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very common. Thuppal & Sobsey (2004) report prevalence of up to 50% of 
students with multiple disabilities.  

The additional problems that can be found within this heterogeneous 
group differ in nature and gravity. Some students may have some self-help skills, 
some communication skills at a basic level – such as pointing and reference 
object use – some awareness of their environment and may in some way be 
capable of responding to environmental stimuli. Other students are heavily 
dependent on direct support personnel for all aspects of daily living (Van der 
Putten, Vlaskamp, Reynders & Nakken, 2005). Many of the students have little or 
no control over their movements, limited interaction with their environment, 
inconsistent responses to stimuli, sensory impairments, limited progress in 
learning new skills and lack of symbolic communication (Ferguson, Willis & 
Meyer, 1996; Logan, Jacobs, Gast, Smith, Daniel & Rawls, 2001; Vlaskamp, 
Poppes & Zijlstra, 2005).  

The implementation of the new law has meant that teachers have to 
reorganize their classroom activities in order to meet the special educational 
needs of the students they work with (Pijl & Meyer, 1997). Firstly, teachers 
should improve their knowledge of students with PIMD. The skills and knowledge 
of occupational therapists, physiotherapists and speech therapists are also 
critical to a comprehensive and effective educational programme for the majority 
of these students, as providing services to these students often requires 
contributions from many professionals (Dule, Korner, Williams & Carter, 1999). 
Adaptation of school buildings and classroom facilities may also be necessary, as 
many of the students with the most profound disabilities may need to be taught in 
highly specialized environments in order to learn effectively (Ware, 1994). If a 
school lacks the appropriate knowledge, skills and facilities to meet the needs of 
students with PIMD, this could discourage parents from sending their children 
with PIMD to that school. Palmer, Fuller, Arora & Nelson (2001) showed, for 
example, that parents with children displaying the most significant disabilities are 
less likely to favour inclusion.  

The Ministry of Education acknowledged that implementing the new 
education law was not easy with regard to students with PIMD, due to the 
complexity of their problems, the lack of teacher awareness in educating this 
specific group of students and the doubts parents may have about the changes. 
In order to guide the transfer of students from CSEs to schools the Ministry of 
Education decided to adopt several measures. They supported the development 
of assessment (Tadema, Vlaskamp & Ruijssenaars, 2005; Tadema, Vlaskamp & 
Ruijssenaars, 2007) and a suitable curriculum for the education of this specific 
group of students. All 148 eligible schools in the Netherlands were provided with 
this material. Moreover, a training programme is available for teachers willing to 
invest in knowledge and skills with regard to assessment and the curriculum. 
However, teachers are not obliged to follow such training. Despite the availability 
of a curriculum, suitable assessment and a teacher-training programme, three 
years after the implementation of the law a considerable number of students 
remain in CSEs, which still seem to be important and attractive alternatives to 
schools (Cuppen-Fonteine & Vlaskamp, submitted). 
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Evaluation of the effect of the new law on the education of students with 
PIMD is required because it is unclear why some students are in schools while 
others remain in CSEs. To answer this question it is firstly important to know 
which students with what kind of characteristics can be found in schools and 
CSEs and whether there are differences between the two populations. Only once 
this is clear can further steps be taken to increase the numbers of these students 
in schools. 
 
 

Method 
 
Instrument 

A questionnaire was used to collect information about a number of 
characteristics of the students in schools and CSEs. This questionnaire, ‘the 
checklist of child characteristics’ was specifically designed for use in education 
and in the care of students with PIMD (Tadema et al., 2005; 2007 ).  

The checklist is based on the International Classification of Functioning, 
Health and Disabilities (ICF; WHO, 2001). The checklist, which needs to be 
completed by a teacher or a member of the direct support staff, contains items in 
three categories: functional abilities, activities and participation. The aim of this 
instrument is to determine the kind of support a child needs when carrying out 
various activities, to look more closely at the child’s functional abilities and its 
degree of group participation. A three-point scale is used for all categories. In the 
functional abilities and participation categories, the questions are presented by 
asking whether a child shows particular behaviour ‘always’, ‘sometimes’ or 
‘never’. In the activities category, the teachers need to indicate if a child can 
perform an activity ‘independently’, ‘with support’ or ‘cannot perform the activity, 
even with full support’. Information on additional problems and disabilities (e.g. 
health problems, visual disabilities) is also collected. 

The checklist was subjected to reliability and factor analyses. The results 
indicate that it is a reliable instrument as in all three categories the alpha ranges 
from 0.91 to 0.97. Exploratory analysis – principle component analysis followed 
by a varimax rotation – was used to obtain factors consisting of related items 
relevant as to content. Based on this analysis the checklist was subdivided into 
eleven factors, each of which describes a specific component of student 
functioning. The number of items within a factor ranges from 3 to 30 items 
(Tadema et al., 2005). The summation of all the item scores per factor allowed a 
total factor score to be calculated. A minimum score of 0 and a maximum score 
of 2 per item was possible since a three-point scale was used. Results could be 
translated to a support profile which provided information on stronger and weaker 
components of student functioning (Tadema et al., 2007). 
 
Participants and procedure 

The sample consisted of students with PIMD remaining in school or a 
CSE. They were defined as having a ‘severe to profound intellectual disability’ 
(IQ<35) and ‘additional disabilities’. Teachers in schools and direct support 
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persons in CSEs were asked to complete the checklist of child characteristics for 
one or more students in their groups. There are 24 CSEs (27% of the total 
number of CSEs) and 35 special schools (35% of the total number of special 
schools) involved in the study. A total of 206 checklists were filled in by teachers 
and direct support staff. Eight checklists were incomplete and were therefore 
omitted from the sample. The age of the students whose teachers/direct support 
staff filled in the checklist ranged from 4 to 19. Table 1 presents the age and sex 
of the students involved.  
 

Table 1 age and sex of students involved in the study 
 CSE School Total 

n 104 94 198 
Mean age (sd) 9.48 (3.6) 11.8 (3.7) 10.5 (3.8) 

Sex 
female 
male 

 
51 
53 

 
44 
50 

 
95 
103 

  
 
Data analysis 

Our aim was to determine which students with what characteristics are to 
be found in schools and CSEs and whether there are differences between the 
two populations. In order to answer these questions, we first grouped all students 
according to their scores on the checklist of child characteristics. Then we 
checked whether there were differences in additional problems and how these 
groups are distributed between the CSE and school populations.  

Cluster analysis was used to group the students. This is a descriptive 
multivariate technique for grouping individuals who exhibit similar profiles across 
a variety of measures. Individuals within one cluster need to resemble each other 
as much as possible and be as dissimilar as possible to persons in other clusters. 
The eleven factor scores from the checklist of child characteristics were taken as 
the cluster analysis variables. These factors were subjected to equation, as 
variables with larger ranges would otherwise have greater impact in the 
calculations used to determine clusters (Henry, Tolan & Gorman-Smith, 2005). 
Therefore, each variable is divided by its range, a method evaluated by Milligan 
and Cooper (1988). All scores thus range between 1 and 0. 

A combination of hierarchical and K-means procedures were used in order 
to obtain the best cluster solution. Initially, a hierarchical method – Ward’s 
method – was applied to obtain information about the number of clusters offering 
the best solution, since the K-means procedures offer no general theoretical 
solution to finding the optimal number of clusters (Aldenfelder & Blashfield, 1984; 
Henry et al., 2005). The number of clusters derived from Ward’s method was 
used as a starting point for the K-means cluster analysis. K-means cluster 
analysis was used because this procedure incorporates an iterative process that 
permits the shuffling of cases between clusters in an effort to obtain a better 
solution. Following the hierarchical procedure, once an individual is placed into a 
cluster, he or she cannot be moved to another cluster as the organization of the 
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clusters continues to emerge (Zanglis, Pavelski, Furlang, Casa & Sosna, 2001). 
The K-means cluster procedure is run with the scores on the 11 factors in the 
checklist. To increase the validity of the cluster solution through cross validation 
the sample was randomly split into two groups. A K-means cluster analysis was 
conducted for both groups. The results of these cluster solutions were compared 
with the solution for the whole sample, revealing a kappa of 0.86 for one half, and 
0.81 for the other. To examine whether there were differences in the additional 
problems and how both the CSE and school populations are distributed among 
these groups, chi-square analysis was conducted. Probability levels of .05 were 
used in all statistical tests. 
 
 

Results 
 

The distance coefficients in Ward’s hierarchical cluster analysis indicate 
that the best solution with regard to the sample is a four-cluster solution. A K-
means cluster analysis was then run in order to obtain four clusters. The final 
cluster centres for all factors in each of the four clusters are given in Table 2.  

 
Table 2 final cluster centres in the four cluster solution. 

Cluster (n) Factor description M 
1 

(72) 
2 

(38) 
3 

(53)  
4 

(35) 
F1 Active orientation on the environment, ability 

to recognize events, images and noises from 
the environment and to react to these. 

.66 .67 .67 .84 .37 

F2 Muscle control over functions that are of 
importance for eating, drinking and care 
moments.  

.72 .83 .45 .88 .56 

F3 Being able to express feelings of displeasure 
and tension. 

.55 .47 .58 .56 .62 

F4 Being open to physical contact. .47 .43 .48 .48 .52 
F5 Being able to carry out task-oriented 

activities and actions and to understand and 
communicate concrete messages.  

.39 .40 .24 .68 .08 

F6 Control of basic motor skills that can 
increase the independence of the child. 

.70 .87 .43 .89 .33 

F7 Control of basic communication skills. .70 .73 .73 .88 .32 
F8 Taking part in group activities when a carer 

takes the initiative. 
.62 .55 .71 .78 .44 

F9 Taking part in group activities whereby the 
child is oriented on others (and shows an 
active attitude).  

.31 .20 .30 .58 .09 

F10 Personal orientation on another; seeking 
contact and reacting to contact. 

.68 .66 .77 .82 .39 

F11 Residual category, no further description. .54 .54 .39 .85 .22 
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The final cluster centres for all eleven factors fall within the 0–1 range. 
Students are assigned to the clusters according to which cluster centres their 
scores were nearest to. The higher the centre scores within that range, the higher 
the students score on average on that factor. As Table 2 shows, students are not 
distributed evenly among the four clusters. 

After the students were assigned to one of the four clusters, these clusters 
were compared to each other with regard to the prevalence of additional 
problems and the distribution of the school and CSE population among the 
clusters. Results are shown in Table 3. 

 
Table 3 prevalence of additional problems within the four clusters. 

 Cluster 1 Cluster 2 Cluster 3 Cluster 4 
N 72 38 53 35 
Mean age 10.3 (sd 

3.9) 
8.9 (sd 
3.0) 

11.7 (sd 
3.7) 

11.3 (sd 
3.8) 

School 50% 31.6% 67.9% 31.4% 
CSE 50% 68.4% 32.1% 68.6% 
Visual disabilities 26.4% 60.5% 35.9% 71.4% 
Hearing disabilities 6.9% 13.2% 9.4% 28.6% 
Epilepsy 36.1% 47.4% 22.6% 62.9% 
Autism spectrum disorder 
(ASD) 

38.9% 5.3% 22.6% 8.6% 

Health problems 43.1% 47.4% 35.9% 57.1% 
Motor disabilities 
Ambulant 
Semi-ambulant 
Non-ambulant 

 
88.9% 
9.7% 
1.4% 

 
15.8% 
36.8% 
47.4% 

 
88.7% 
5.7% 
5.7% 

 
17.1% 
14.3% 
68.6% 

Feeding problems 
liquid food 
tube feeding 

 
0% 
0% 

 
23.7% 
21% 

 
0% 
0% 

 
14.3% 
14.3% 

Fairly toilet-trained 33.3% 5.3% 58.5% 2.9% 
 
 

Chi-square analysis reveals significant differences in location – school or 
CSE – between the four clusters (X2 16.501; p=0.001). Significant differences 
between clusters were also found with regard to the prevalence of visual 
disabilities (X2 26.252; p=0.000), epilepsy (X2 15.176; p=0.002), ASD (X2 22.319; 
p=0.000), motor disabilities (X2 118.078; p=0.000) and feeding problems (X2  

57.939; p=0.000). 

 
Description of students in the clusters 

Tables 2 and 3 provide information on the characteristics of the students 
within the clusters. These clusters can be described as follows. 
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Cluster 1 
Cluster 1 can be characterized by the relatively large number of students 

who are ambulant and have few additional problems, such as visual and hearing 
disorders, epilepsy and feeding problems. However, students in this cluster are 
likely to have Autism Spectrum Disorders (ASD). The students in this cluster 
have relatively many functional abilities and possess several skills to perform 
task-oriented and motor activities, which can be seen from the moderate to high 
scores for factors 1, 2, 5 and 6. However, their ability to express feelings and 
make contact with others is relatively low, which can be seen in factors 3, 4, 8 
and 10. When teachers or carers take the initiative, these students are more able 
to participate in group activities.  
 
Cluster 2 

Cluster 2 consists of relatively young students who are most likely to have 
several additional problems such as epilepsy, visual disabilities and severe or 
profound motor disabilities. Most striking is the large group of students with 
feeding problems. Their level of functional ability (factors 1, 3 and 4), their group 
participation skills (factors 8, 9 and 10) and their command of basic 
communication skills (factor 7) is moderate on average compared to the other 
clusters and bears some resemblance to cluster 1. However, in line with their 
severe motor disabilities and feeding problems, they score low in muscle control 
with regard to functions related to eating and drinking, and motor, task-oriented 
and self-help skills (factors 2, 5 and 6).  
 
Cluster 3 

Cluster 3 features the students most likely to be ambulant and have no 
feeding problems, and who have relatively few additional problems on average. 
However, one fifth of the students are reported as having ASS. Their functional 
abilities – including their orientation on their environment (factors 1 and 2), their 
task-oriented and motor activities skills (factors 5, 6 and 7), their communication 
skills, their class participation ability (factors 8 and 9) and their ability to seek 
contact with teachers and other students (factor 10) – are all high. It is striking 
that two-thirds of the students in this cluster can be found in schools. 
 
Cluster 4 

Cluster 4 can be characterized by the extent to which additional problems 
can be found. Visual problems, epilepsy, hearing problems and health problems 
occur frequently within this cluster. Severe and profound motor disabilities are 
also common. Feeding problems are less prevalent than in cluster 2, but they still 
occur in at least one in four students. The additional problems which occur 
frequently are combined with few functional abilities – such as weak orientation 
on their environment – and few group participation and activity performance 
skills. However, these students do have some ability to express feelings of 
discomfort and are open to physical contact (factors 3 and 4). 
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Conclusion and discussion 
 

The aim of our research was to determine which students with what kinds 
of characteristics can be found in schools and CSEs, and whether there are 
differences between the two populations. The results show that there are indeed 
differences in the characteristics of students in schools and students remaining in 
CSEs. The profiles of students in schools differ from the profiles of those in 
CSEs. Results indicate that students with fewer functional abilities, fewer skills, 
more disabilities and more health problems are more likely to remain in CSEs. 
Feeding problems, epilepsy and wheelchair use seem to be defining criteria for 
attending CSEs rather than schools.  

That students with low motor skills due to severe motor disabilities were 
placed in the same cluster is in itself unsurprising given the nature of some of the 
checklist items for measuring motor skills. What is surprising is that although in 
many cases these students have the same levels of orientation and participation 
as students able to walk, many more of these students are in CSEs compared to 
students able to walk.  

A number of comments can be made concerning this study. First, the 
sample was not chosen at random. Teachers and direct support staff were asked 
to fill in the checklist for one or more students as desired. The sample may be 
unrepresentative of the total group of students with severe and profound multiple 
disabilities. The variation in disabilities and profiles, however, indicates that the 
sample includes a broad range of students from the target group.  

Another remark is that cluster analysis is an explorative method, which 
has several disadvantages. K-means cluster analysis is sensitive to outliers and 
when the amount of data is not that large, initial grouping will determine the 
cluster significantly. Nevertheless, cross-validation demonstrates that the clusters 
found do have some validity. In order to obtain firmer conclusions, however, 
cluster analysis should be repeated with more students. Other methods could 
then also be used to achieve a broader base for our findings.  

We conclude that despite the change in the law, a form of inclusion where 
all students with disabilities can make use of the regular facilities and can be 
given every possibility of participating fully in society has not yet been realized in 
the Netherlands. The implementation of the new law, which should facilitate 
education for all students with disabilities, seems to have failed for at least one 
specific group of students. Although there are no longer any formal boundaries, 
implicit boundaries seem to persist that may account for a large group of students 
remaining in CSEs. This is consistent with other research. McLeskey, Henry & 
Hodges (1999) showed, for example, that the most significant increase in 
inclusion can be seen in the group of students with the mildest forms of 
disabilities, whereas students with the most severe disabilities are still in special 
classes for students with severe disabilities.  

These results may be due to the freedom of choice parents continue to 
have with regard to placing their students in schools or CSEs. Palmer et al. 
(2001), for example, showed that parents with students displaying the most 
significant disabilities are less likely to favour inclusion. The severity of the 
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disabilities of these students causes their parents to hesitate in taking the step 
towards inclusion. They mention medical needs, sensory disabilities and the 
presence of conditions such as seizures or cerebral palsy, or the presence of 
multiple disabilities, as the main reasons for keeping their students in special 
groups for students with severe disabilities. There are also concerns regarding 
the lack of specially trained personnel given the high levels of expertise required 
in caring for students with PIMD (Palmer et al., 2001). As it is widely recognized 
that parental support and involvement are essential for the success of any 
educational reform (Garrick Duhaney & Salend, 2000), these parental concerns 
may considerably complicate the implementation of the new education law. 

In our research, we did not enquire into why a particular child attended 
school or a CSE. The question of why many parents prefer CSEs to schools 
cannot be answered from our results. Nevertheless, it is acknowledged that 
parents whose students remain in special classes have more negative attitudes 
towards inclusion (Wisniewski & Alper, 1994). The step from CSE to an 
educational setting may not be easy for parents to take. Particularly not since 
parents are usually satisfied with the services offered by CSEs (De Geeter, 
Poppes & Vlaskamp, 2002). On the other hand, the facilities schools may or may 
not have, the expertise available and the willingness of schools to teach such 
students may all play roles in explaining why some students are in schools while 
others are not. 

Although including students with PIMD in educational settings is desirable, 
parents cannot be forced to enrol their children  in schools. Parents want to retain 
the right to choose the ‘best’ placement for their children (Farrel, 2000). From that 
perspective, closing CSEs is not an option. Moreover, the quality of the inclusive 
education should be taken into account. Farrel (2000) warns that inclusion should 
not be considered as necessarily ideal for all students with special educational 
needs. Leaving the decision about the best kind of education to the parents 
requires that they be aware of the opportunities available and recognize which 
are the most suitable for meeting their children’s needs (De Geeter et al., 2002). 
However, neither the severity of a child’s disabilities, nor health problems and/or 
feeding problems should be the main criteria for parents in opting for a school or 
CSE. Other criteria – such as what is in their children’s best interests given their 
social development, what is the most suitable environment for meeting their 
children’s needs and in which environment their children stand to gain the most – 
should guide the decision. To make a fair choice between schools and CSEs, the 
two should at least be comparable in terms of facilities, expertise in tackling the 
general problems common to students with PIMD and staff training. After all, the 
success of inclusion centres on the availability and expertise of support in class 
(Farrel, 2000).  

The responsibility of the government should not stop with the introduction 
of the new law as successful change does not occur as a result of legislation 
alone (Wisniewski & Alper, 1994). Change is a developmental process that will 
only become successful once the right conditions have been created. Financial 
resources should be made available to employ support workers, and for their 
training and professional supervision, to the extent that they are able to work as a 
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team and that their teaching methods are appropriate for the children’s needs. A 
favourable policy towards inclusion is essential. Only then will parental concerns 
for their children’s education be guided by maximizing benefit for their children. 



 94

References 
 
Aldenfelder, M.S. & Blashfield, R.K. (1984) Cluster analysis. Beverly Hills, CA: 

Sage. 
Clark, C., Dyson, D. A., Millward, A. & Robson, S. (1999) Inclusive education and 

schools as organizations, International Journal of Inclusive Education, 3, 
37–51. 

Cuppen-Fonteine, H. & Vlaskamp, C. The Health Support Needs of Children with 
Profound Intellectual and Multiple Disabilities. Submitted for publication. 

De Geeter, K.I., Poppes, P. & Vlaskamp, C. (2002) Parents as experts: the 
position of parents of children with profound and multiple disabilities. Child: 
Care, Health & Development, 28, 443–453. 

Dule, K, Korner, H., Williams, J. & Carter, M. (1999) Delivering therapy services 
for students with high support needs: Perceptions of roles, priorities and 
best practice. Journal of Intellectual & Developmental Disability, 24, 243–
263. 

Farrel, P. (2000) The impact of research on developments in inclusive education. 
International Journal of Inclusive Education, 4, 153–162. 

Ferguson, D.L., Willis, C. & Meyer, G. (1996) Widening the stream: ways to think 
about including “exceptions” in schools. In D.H. Leher & F. Brown (eds.). 
People with disabilities who challenge the system. Baltimore: Brookes. 

Garrick Duhaney, L.M. & Salend, S.J. (2000) Parental Perceptions of Inclusive 
Educational Placements. Remedial and Special Education, 21, 121-128. 

Henry, B.H., Tolan, P.H. & Gorman-Smith, D. (2005) Cluster Analysis in Family 
Psychology Research. Journal of Family Psychology, 19, 121–132. 

Inspectie voor de Gezondheidszorg (2000) Ernstig meervoudig gehandicapt en  
dán? Een onderzoek naar de kwaliteit van zorg voor mensen met 
meervoudige complexe handicaps. Den Haag: Inspectie voor de 
Gezondheidszorg. 

Logan, K.R. Jacobs, H.A., Gast, D.L., Smith, P.D., Daniel, J. & Rawls, J. (2001) 
Preferences and Reinforcers for Students with Profound Multiple 
Disabilities: Can We Identify Them? Journal of Developmental and Physical 
Disabilities, 13, 97–118. 

McLeskey, J., Henry, D. & Hodges, D. (1999) Inclusion: What progress is being 
made across disability categories? TEACHING Exceptional Children, 31, 
60–64. 

Milligan, G.W., & Cooper, M.C. (1988) A study of standardization of variables in 
cluster analysis. Journal of Classification, 5, 182–204.  

Palmer, D.S., Fuller, K., Arora, T. & Nelson, M. (2001) Taking sides: parent views 
on inclusion for their children with severe disabilities. Exceptional children, 
67, 467–484. 

Pijl, S.J. & Meijer, C.J.W. (1997) Factors in inclusion: a framework. In S.J. Pijl, 
C.J.W. Meijer & S. Hegarty (eds.) Inclusive education: a global agenda (pp. 
8–13). London: Routledge. 

Roberts, S., Arthur-Kelly, M., Foreman, P. & Pascoe, S. (2005) Educational 
approaches for maximizing arousal in children with multiple and severe 



 95

disability: New directions for research and practice in early childhood 
contexts, Pediatric Rehabilitation, 8, 88-91.  

Tadema, A.C., Vlaskamp, C. & Ruijssenaars, W. (2005) The development of a 
checklist of child characteristics for assessment purposes, European 
Journal of Special Needs Education, 20, 403–417. 

Tadema, A.C., Vlaskamp, C. & Ruijssenaars, W. (2007) The validity of support 
profiles for children with profound multiple learning difficulties. European 
Journal of Special Needs Education, 22, 147-160. 

Thuppal, M. & Sobsey, D. (2004) Children with special health care needs. In: F.P. 
Orelove, D. Sobsey & R.K. Silberman (eds). Educating Children with 
Multiple Disabilities (4th ed.). Baltimore: Paul Brookes Publishing Co. 

Van der Putten, A., Vlaskamp, C., Reynders, K. & Nakken, H. (2005) Children 
with Profound Intellectual and Multiple Disabilities: the Effects of Functional 
Movement Activities. Clinical Rehabilitation, 19, 613–620. 

Vlaskamp, C., Poppes, P. & Zijlstra, R. (2005) Een programma van jezelf. Een  
opvoedingsprogramma voor kinderen met ernstige verstandelijke en 
meervoudige beperkingen. Assen: Van Gorcum. 

Ware, J. (1994) Educating children with profound and multiple learning 
difficulties. London: David Fulton Publishers. 

Wisniewski, L. & Alper, A. (1994) Including Students with Severe Disabilities in 
General Education Setting. Remedial & Special Education, 15, 4–14. 

Wolff Heller, K. (2004) Integrating Health Care and Educational Programs. In: 
F.P. Orelove, D. Sobsey & R.K. Silberman (eds). Educating Children with 
Multiple Disabilities (4th ed.). Baltimore: Paul Brookes Publishing Co. 

World Health Organization (2001) International Classification of Functioning, 
Disability & Health.  

World Health Organization (2004) International Statistical Classification of 
Diseases and Related Health Problems. (the) ICD-10 Second Edition. 

Zanglis, I., Pavelski, R., Furlong, M.J., Casa, J.M. & Sosna, T. (2001) Enrollment 
in an established system of care: a replication and extension of clinical 
profiles at service intake. Journal of Child & Family Studies, 10, 227–243. 

Zijlstra, H. P. & Vlaskamp, C. (2005) The impact of medical conditions on the 
support of children with profound intellectual and multiple disabilities, 
Journal of Applied Research in Intellectual Disabilities, 18, 151–161. 



 96




