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PREFACE

THIS PUBLICATION is part of a Center for National Policy project called
“Investing in Prevention.” Under a grant from the Primerica Foun-
dation, the Center conducted a series of private meetings in four
metropolitan areas around the country, to seek the views of young
corporate and community leaders about the problem of the under-
class in the United States. and how this problem relates to the issue of
what happens to children born in poverty.

Peter D. Hart, an opinion research spedalist. guided these discus-
sions, as participants expressed their views and attitudes on the issues
imvolved. A summary of the results of the four sessions is included
here as an appendix to this volume.

Essentially, we found a high degree of concern, strongly contradict-
ing the conventional view of this group of younger leaders, members
of the baby boom generation, as self-interested. We also found,
however, that there is a lack of information about the problem. New
program designs, «nd the accumulating research results of recent
years. especially as they relate to the importance and the effectiveness
of early intervention, are not well known or understood. This 1s a
particularly important finding; it has encouraged us to as.emble this
book of essays as a means of bridging the information gap.

We believe that this issue is at the core of the challenge we face as a
nation in ensuring a healthy society and a productive economy in the
future. We are most grateful to the Primerica Foundation for its
support for the project as « whole, as well as for this publication.

Edmund S. Muskie
Washington, D.C.
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INTRODUCTION

George Miller

THE TIME HAS COME for America, as a nation, to imvest in the future
of our children. As a sodiety, we have traditionally relied on the family
and its informal networks of support to provide young children with
the nurturing, education and economic sustenance they need. But
for many families today, that system of childrearing is under enor-
mous pressure. The sweeping economic and demographic changes of
the past 20 years have affected families at every income level, and in
every ethnic group and geographic region. Only now are policy mak-
ers realizing the extent of the effort that will be necessary to deal with
those changes. .

Today's parents, many of whom are overburdened in their efforts
to provide both care and economic support for their children, are
increasingly asking for help in the task of caring for their children.
And large numbers of childien growing up in poverty—nearhy one in
four children today—need social, medical and educational services
that their parents cannot provide. At the same time, business and
labor leaders, local elected offidials and national policyimmakers from
both political parties have become increasingly aware that if we are to
forge a productive, economically secure future for our country, we
must invest now in developing the capacities of the children who will
run that future economy. In Washington, D.C., and across the coun-
try, the needs of children have become the focus of both political and
policy interests, with voters joining the experts to urge that child care
and other children’s programs be among our highest national priori-
ties.

Underlying an emerging new consensus, but rarely expressed, is
the recognition that children matter in their own right—as human
beings. as well as future citizens, emplovees, consumets 01 taxpasers.
All children, tegardless of the income level of their parents, deserve
and need decent nutrition and health care, a sale place to live and an
appropriate education. ‘Today, too many children are not receiving
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X INTRODUCTION

those basic human necessities. It is our moral responsibility, and it is
also our national interest, to see that those needs do not go unmet.

Policymakers’ growing interest in the problems and needs of their
youngest constituents has been paralleled by a new understanding in
the academic community of children's early developmental needs,
and an outpouring of empirical evidence on the effectiveness of early
childhood health and education programs. Since its creation in 1983,
the bipartisan Select Committee on Children, Youth and Families of
the U.S. House of Representatives has accumulated a vast record of
testimony documenting the worth of prenatal and early childhood
development programs, patticularly for children from low-income or
distressed families.

Our challenge now is to translate this convergence of knowledge,
political consensus and public siced into a national policy best suited
to meet the needs of America’s children, their families and the needs
of the nation as a whole.

AN ERA OF RETRENCHMENT

The carly 1980s brought an administration to Washington commit-
ted to reducing federal spending and to decreasing the influence of
government in private affairs. While President Reagan did not suc-
ceed in persuading either the public or Congress that federa! activities
should be reduced across the board, he did achieve a major reorder-
ing of national spending priorities, shifting significant resources out
of discretionary domestic spending and programs aiding the poor,
and into massive weapons procurement programs.!

In agreeing to the President’s budget priorities, Congress and the
public accepted a number of the administration’s arguments about
the nature and effectiveness of federal social programs. Those argu-
ments included the notion that people should largely be left alone to
help themselves rather than receive any assistance from government;
that the aatipoverty programs of the 1960s and the 1970s did not
help people escape poverty; and, that the entrenched welfare-de-
pendeni population was created by welfare aself. ‘Fhese a1guments
have lingered long after their fundamental premises have been
proven false by statistical and scientific analysis.

In fact, a number of federal efforts aimed at reducing the negative
effects of poverty on children have been demonstrably successful.
These incluce Medicaid, which has extended the benefits of medical
advances in drenatal care and childrearing to women on welfare;
Head Start, which has greatly improved children's success rates in
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school; and nutrition supplementation, provided through programs
like WIC, which reduces health risks for pregnant women, nursing
mothers and voung children.

Although children are the one population group patently unable
1o improve their own economic status, programs directed at low-
income children have suffered severe cutbacks under the Reagan

administration. At the same time, the numbers of childyen in need of

services increased, the President’s stated commitment to the social
safety net notwithstanding. Since 1980, 2.5 million more children
have slipped into poverty—a total of almost 13 million children in
1987 lived below the federal poverty line.® ‘Today, the richest nation
on earth consigns one out of four children to live in poverty by the
time they reach 18. Millions of babies, pregnant women and school
children go through the day without adequate food, housing or
medical care. This is a sad legacy of an era that has conferred great
prosperity on many Americans.

It will take years to reverse the negative effects of the past, and the
process will be even slower because of the massive budget deficits
created during this administration. Fortunately, we have a deqrer idea
than ever before of what it takes to help lift families out of poverty,
and what children need to develop to then full potential. But the task
will be formidable.

THE REALITIES FACING TODAY'S FAMILIES

Since the late 1960s, families have been radically affected by several
major demographic trends. Women of childbearing age have entered
the labor foree in record numbers, postponing having children until
later and sometimes altogether. The national birthrate has declined
steadily, resuming a decades-long downward path that was inter-
rupted by the post-World War 11 baby-boom phenomenon. Divoree
has become commomplace. Medical advanees, improved income and
healthier lifesty les have contributed to longer lives for the elderly.

As a result of such changes, the basie family unit of popular lore—
working father, mother at home, several children—is no longer basic
in any real sense. Children are now born into and grow up in smaller
families; they are cared for, nereasingly, outside then own homes,
and they are far less likely than before to remain in the same family
situation throughout childhood. They are far likelier now to spend
some of their growing up vears with just one parent, and they aie fa
likelier now to Iive in margnal economic cdrcumstanees at some
point,'

"
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These trends, combined with substantial incieases in the propo -
tions of teen-age mothers who are nnmarried, are aeasing the
numbers of American children who begin life in significant hardship,
and whose future ts less hopeful as welle The high levels of skill and
educational attainment demanded by a tedhimologically sophisticated
society are reducing the prospects for mamy \merican voutly for
wiaking it in the majustream.

At the same time, the pool of aailable wotkers is dedining. Ameri-
cant corporations have begun to take an aggressive interest in how well
our schools are doing in training a work foree capable of keeping o
nation compeditive in tomotrow’s tough global economy. Educatos
and state, local and national officiils June proposed a wide arr of
actions: Iugher stand uds i matl, science and Linguages. improved
technological contpetence at the university level; more effective sta-
in-school and school-to-work transition efforts, and continued -
provement in elementary school carriculum and teaching. s inpos -
tant s amy other cffort, howeser. will be 4 new focus on earls
chilldhoaod.

EARLY CHILDHOOD—RKEY 1O LATER SUCCESS

Over the past two decades. child deselopment tesearchers il
theoretichans huve established hevond all doubt that the logie under-
lving carly childhoaod education programs such as Head Sttt is even
more critical than originally thoughit. 1he interaction between . child
and its emvironment to age e, and even before hirth, 1s audal in
determiming whether that child will he able to realize full human
potential. From the most basic conttibution of adequate nutiition to
hrain, nene cell and musde development, to the most complex
application of emotion and understanding to the tasks of learning
higher cognitive skhills, the envitonment an mbant mherits has an
extraordinarily impor tant effect onits future.

Amecrican familics of vasthy different economic and socul cicume
stances are fmdmg that the challenge of providing the night hind of
emvitonmental mheritance is not as sunple or as straightforward as st
onee seemed.

Many working parents of newborns have adequate health msurance
coverage s o job-related benehs, and cin take advantage of essentil
prenatal care services, vet, lage mnubers luve no such conerage.
Earlv detection of hicalth and deselopmental problens, regula pre-
wentive health cue induding anmunizations and a4 continuous 1ela-
tionship witl . primasy caregiver are essential tounseny voung child's
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chances for healthy physical, mental and emotional development; yet,
access to preventive health care services and to high-quality out-of-
home child care is far from universal. Parenial leave to care for
newborns and sick children is legally mandated in most Western
European countries; yet it is only in the discussion phase in the United
States.

At present, low-income parents on welfare have little access to
quality child care, without which they cannot seek education, training,
or work, or establish economic independence. Welfare reform legis-
lation passed by Congress guarantees child care during participation
in education and job training programs, and help parents pay for
child care during the transition period.

A decade ago, the greatest challenge was identifying which services
could effectively address the problems of inadequate nutrition, educ-
tion, social services and health. Today, we know what works: the
challenge is to provide those resources to those in need. The Supple-
mental Feeding Program for Women, Infants and Children (WIC),
Head Start and prenatal care, among all others, are still woefully
underfunded. Less than half of the women eligible for WIC se:vices
receive them; only 18% of the children eligible for Head Start are
enrolled. This lack of funding is especially shortsighted because these
programs deliver proven cost savings down the line. For every federal
dollar invested in WIC, 83 is saved in avoided hospitalization costs.
For every dollar invested in preschool education, $6.00 is saved in
reduced crime, special education and welfare expenditures.

The question of access to an adequate preschool program poses
significant challenges. Effective preparation for the start of formal,
abstract learning is frequently provided by parents and other family
members as a natural part of their daily interactions. For children
whose families provide an education-oriented atmosphere in the
home, organized preschool programs are a useful component of the
overall preparation for elementary school. But for parents whose own
schooling was weak and who may have neither the time nor the
capacity to give their children constantly attentive responses, pre-
school can be essential. Yet these are children whose parents can
rarely afford to pay for such a program. Several states have instituted
their own Head Start and preschool programs to fill in the gap left by
inadequate federal funding, but much more needs to be done.

Finally, good parenting often requires more help and support than
our increasingly mobile and diverse society provides. Many young
people begin families when they are living far from their own parents
and siblings. Suburban developments are not places where extended
famiilies thrive. One can turn to books, magazines, health care provi-
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ders, neighbors or coworkers for advice and information, but these
resources rarely are full substitutes for the help, guidance and emo-
tional support that families traditionally provided. Such support
ought to be more widely available to all young parents than it now is,
either through community-based family Support centers or existing
institutions. For the highly stressed, very young, unmarried welfare
mother, support and education in parenthood is essential if her
children are to have a reasonable chance of healthy development.

Our decades of experience with early childhood programs, as well
as new research, have toid us what needs to be done. Getting it done
will require the investment of large amounts of time, money and
imagination by every community, every organization, every business
and every level of government. We must not allow the federal budget
deficit or lingering inaccurate views about social programs to deter us
from investing in comprehensive health and education services for
young children in every community and at every income level.

It is far less costly to serve these needs than it is to ignore them,
because ultimately we will pay for that ignorance: in hospital bills, in
crime, in school dropouts, in poverty, in teenage pregnancy, in
unemployment, in homelessness and in welfare dependency.

TOWARD A NATIONAL STRATEGY FOR CHILDREN

We are moving as a nation toward a new view of public responsibility
toward families and children. We have seen this first in the child care
field, where working parents are actively seeking action to help
redress the lack of supply, quality and equity in the child care system.
We are now moving, in Congress, at the state level and in communities
throughout America, toward creating a flexible, high-quality child
care system that is universally available to all families, at prices they
can afford.

Work has begun on other pressing needs of children as well. We
must assure that new initiatives are not fragmented or haphazard,
but are implemented in a coherent, efficient and cost-effective man-
ner, directed by a strategy that addresses the national need. Thus all
children, no matter where they live or how much money their parents
earn, will have access to the best possible care and education, and the
best possible hope for a bright future, The articles in this volume
contribute both evidence and argument to this cause.

In the first article, Bernice Weissbourd and Carol Emig lay out in
detail an overview of the problem of inadequate attention to child
development issues and a strategy for setting out to solve it. James

Q
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Garbarino explains the importance of such a strategy, linking the
development of intelligence to the more general process of a child’s
developing person, and the success of this development in turn to the
nature of the care-giving environment.

Articles by Eleanor Stokes Szanton and Sara Rosenbaun provide a
comprehensive survey of the data on children’s health and welfare,
and on services in the United States. These articles place in context
the difficult task of making a reasonable start in life equitably available
to children across the income spectrum in a nation that directly links
the availability of basic services to level of family income.

Two articles address the special problems and special needs of
children in families outside the mainstream. James Comer addresses
the unique experience of the black family in American history and
sets out a programmatic strategy for helping underclass minority
children and their families prepare to take advantage of educational
opportunity.

Stanley Greenspan deals with multi-risk families where parents
with severe life stresses and specific psychological problems exhibit
behavior toward their children that is likely to be more dysfunctional
than helpful. He, too, offers a specific program model to address the
problems of such parents.

Finally, articles by Lisbeth Bamberger Schorr and by Judith Musick
and Robert Halpern review the concept and practice of “family
support” programs that have been established in various communities
around the country, along the lines of efforts described by Comer
and Greenspan. Schorr stresses the positive, detailing successful ex-
perimentation and suggesting guidelines for successful replication,
while Musick and Halpern sound a note of caution, identifying the
significant challenges that confront us in tackling the most serious
and most difficult problems families face.

The unique Peter D. Hart ‘focus group’ interviews with baby-boom
generation corporate and comnmunity leaders that appear as an ap-
pendix to this volume provide important insights into the nature of
the communications challenge facing those who care about this issue.
In all, the material in this publication should make a significant
contribution to meeting that challenge successfully.

Fundamentally, Americans value independence and the duty to
individual responsibility that accompanies it. Families that need help,
be it finding a job, paying for child care, or educating their children,
want that help provided in such a way that it enhances their potential
for self-sufficiency, rather than diminishing it. It is our duty to help

ERIC -
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America’s children get a strong start in life. and to do it in such a way
that their families are strengthened in the process. At no other time
in our history have we had the opportunity to make such a positive
difference for an entire gene' ation of children. If we fail to make use
of this opportunity, it will be 1 national tragedy.

NOTES

L. John L. Palmer and Isabel \. Sawhill (Eds.), The Reagan Record: An
Assessment of America’s Changing Domestic Priorities. New York: Ballinger Pub-
lishing Co.. 1984.

2. Select Commiittee on Children. Youth. and Families. U.S. House of
Representatives. “Opportunities for Success: Cost-Effective Programs for
Children,” Washington, D.C.: Governnient Printing Office. 1985.

Select Commiittee on Children. Youth and Families, U.S. House of Repre-
sentatives, “Opportunities for Success: Cost-Effectne Programs for Children,
Update, 1988." Washington. D.C.: Government Printing Office. 1988.

3. S11,612 for a famil of four.

1. See Frank Levy. Dollars and Dreams: The Changing Amevican Income Distri-
bution, New York: Russell Sage Foundation, 1987; and, Select Committee on
Children, Youth, and Families, U.S. House of Representatives, "America’s
Families in Tomorrow’s Economv.” Washington. D.C.; Government Printing
Office, July 1. 1987.
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EARLY C7I77 ::30.9D PROGRAMS FOR CHILDREN
IN POVERTY: A GOOD PLACE TO START

Bernice Weissbourd
Carol Emig

POOR CHILDREN in the United States have captured the attention of
politicians in both parties and policymakers of many persuasions. In
the 1988 presidential election child care centers became almost as
popular a campaign stop for presidential candidates as senior citizen
centers and factory gates. A call for a children’s tax credit to help

low-income parents pay for child care, and increased funding for

E

Head Start,' were countered with support for the Act for Better Child
Care, which would provide grants to states to subsidize and upgrade
child care, and for early childhood education.

This is just the latest in a series of efforts by politicians and policy-
makers to focus attention on poor children. Democratic Governor
Mario Cuomo of New York used his 1988 State of the State Address
to launch the Decade of the Child, proposing preschool programs for
all four-year-olds and an extension of Medicaid coverage to poor
children who are presently ineligible to participate in the program.?
One year earlier, Republican Governor James Thompson of lllinois
chailenged his state to meet the needs of children in poverty, warning
that, “if we lose the child, we lose the adult—to mental hospitals,
penitentiaries, crime, poverty and ignorance.™ These gubernatorial
declarations were buttressed by policy statements from the National
Governors’ Assocdiation, including a report on welfare prevention
which recommends a program of comprehensive services for poor
children: prenatal care, nutrition, quality child care and preschool
programs and fainily resource centers,’

Congress’ recent welfare reform efforts will bring pressure to bear
on absent parents who fail to provide adequate child support and

Portions of this chapter are taken from Carol Enng, Caring for Amenca’s Children.
Evanston, IL: Family Focus. 1986
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2 GIVING CHILDREN A CHANCE

would require states to provide some child care and health coverage
as parents attempt to become self-sufficient.> Liberal Senator Chris-
topher Dodd (D-CT) and consersvative Senator Orrin Hatch (R-UT)
have introduced competing bills to provide federal support for child
care.%

Nor have the media been silent on the issue of children in poverty.
Several New York Times editorials have urged public support for exist-
ing early childhood programs as well as for innovative efforts to break
the cycle of poverty by supporting children in the earliest years of
life.” U.S. News an World Report and Newsweek both highlighted the
potential impact of children’s issues in the 1988 presidential cam-
paign.?

In the political arena, poor children—who cannot vote and whose
parents are among those least likely to be involved in the political
process—are emerging as a new and generally accepted “special
mterest.” A poll commissioned by KidsPac, the political action coni-
mittee devoted to children’s issues, revealed a surprising depth of
support for children. Sixty percent of voters surveyed would find a
candidate who gave special attention to issues of early childhood
health and education appealing. The same percentage indicated
suppori for full funding of these programs, even in the face of
budget deficits.?

An earlier poll by Louis Harris reported that almost two-thirds of
Americans say that, as a society, we expend too little effort on the
problems of children; slightly more than two-thirds said the same
about the problems of the poor. Almost 90% wanted government to
provide more child care for the children of poos working mothers
and to provide health coverage for children who do not have health
insurance. '

Finally, support for poor children has surfaced in what many would
consider an unlikely quarter. The leaders of several of America’s
largest corporations, under the tutelage of the prestigious Committee
for Economic Development, have challenged our political leadership
and the rest of the business community to accord “the highest priority
to early and sustained intervention in the lives of disadvantaged
children.”"

What's going on here? As the Bible so accurately predicted, the
poor have always been with us. So why have their children suddenly
become the object of such intense and high-level attention? The
reasons range from compassion to astute politics, from pragmatism
to just plain common sense.

Children in need have always been recognized as deserving of our
compassiont and charity, even when that concern has not translated
mto action. Socral reformers from Jane Addams to Mother Theresa

',
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Early Chuldhood Programs for Children in Poverty 3

have admonished us to treat the poor with dignity and to cherish and
nurture their children. In the political arena, many advocates for the
poor concentrate their efforts on advancing programs for children,
at least in part because poor children often evoke more sympathy and
support than poor adults, who too often have the unfortunate expe-
rience of being blamed for their economic circumstances. It is, after
all, hard to accuse an infant of sloth.

Demographic developments in the past decade also have contrib-
uted to the public’s discovery of childhood poverty. There are simply
so many more poor children now—14 million in 1986, accounting for
nearly one in four children in the country.’ This represents the
highest child poverty rate since the early 1960s."* Children have
displaced the elderly as the largest single group living in poverty,
comprising about 40% of the poor in this country.’

The overwhelming presence of children in what many now regard
as a permanent underdass and the seemingly insurmountable barri-
ers erected by a childhood in poverty have left both casual observers
and serious students of poverty with a sense that the problem has
spun out of our control. Among the indicators that leave even the
most determined and optimistic feeling helpless are:

* A nationunde infant mortality rate in 1985 of 10.6 deaths per 1,000 lve
births, higher than that of most other western industrialized countries.’
Nonwhite children in Chicago, Boston, Detroit, Washington,
D.C., Indianapolis, Memphis and Philadelphia had infant mortal-
ity rates in 1985 that exceeded 20 per 1,000 live births.'® Preven-
ton of infant mortality is highly correlated with access to health
care which, in the United States, is correlated with family income.

® Births to leenagers amounting to 13% of all babwes born n 1985."
These mothers are at high risk of dropping out of school, face
poor employment prospects and often confront a future of long-
term dependency for themselves and their children.

o Nearly one milhon youngsters fahing to complete high school, entering
the labor market each year barely lierate and lacking in most busic skills.
They are joined by about 700,000 who receive diplomas but who
are no more competent than their drop-out counterparts.t*

In the midst of these profoundly troubling indicators, there is
nevertheless reason for hope. A review of anti-poverty policies en-
acted in the last 25 years reveals a consistent and encouraging fact:
Posttree efforts to support chuldren and thew famibies in the fust few years of a
child’s life are among the most effective, and the most cost-effective, methods of
breaking the cvcle of poverty. A comprehensive strategy to combat the
long-term effects of childhood poverty would indude prenatal care;
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acute and preventive health care for children; adequate and proper
nutrition; family support programs to help parents establish a family
environment which nurtures young children and promotes healthy
physical, social and emotional development; and quality child care
and preschool programs.

Of course, early childhood programs, in the 2bsence of effective
policies to promote full employment, safe and affordable housing,
adequate health care and a decent minimum standard of living, will
not eradicate poverty. What a comprehensive early childhood strategy
can do, however, is place a large percentage of poor children on the
same physical, social and educational footing as children from more
economically advantaged families, thus increasing thelr chances of
succeeding in school and securing a job.

As the following pages indicate, a foundation already exists of
successful, cost-effective children’s programs, in spite of an erratic
federal funding history. The Reagan years brought severe cuts in
social programs which benefit children, although a resurgence of
legislative interest in children appears to be underway now. Building
on this foundation by expanding, improving and refining existing
programs will be expensive in the short-term. but will, in relatively
quick fashion, yield cost-effective results. Failure to do so will be
infinitely more expensise and, ultimately, more damaging to our
society.

MATERNAL AND CHILD HEALTH

The health problen.s of many poor children begin before birth,
with inadequate prenatal care for many low-income expectant moth-
ers. Pregnant women who receive no prenatal care are three times as
likely to deliver a low birth weight baby as are women who receive
adequate prenatal care.”” Low birth weight, in turn, is highly corre-
lated with infant mortality and morbidity, retardation, developmental
problems, cerebral palsy and other disabilities.?® The Children's De-
fense Fund estimates that nearly a quarter million chitdren who were
low birth weight babies enter school each year at much higher risk of
being educationally impaired i of cuperiencing major *,roblems at
school.”!

Prenatal care which begins early and continues throughout a preg-
nancy can eliminate or alleviate many of these poor outcomes, reduc-
ing the risk of a low weight birth by 25 to 50%.%* Seventy-five percent
of the risks associated with low birth weight can be evaluated in the
first prenatal visit and addressed in subsequent interventions.??
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Comprehensive prenatal care is also among the most cost-effective
forms of medical care. The $4,300 average cost of complete prenatal
care and a hospital delivery for a healthy mother and baby increases
almost threefold when a child is premature and experiences major
complications and more than sixfold when an infaut is extremely
premature.?! The Institute of Medicine found that every dollar spent
on comprehensive prenatal care saved $5.38 in just the first year of a
baby’s life.”* In 1986, the estimated cost of delivering comprehensive
prenatal care to all poor pregnant women in the United States was
about half of the $2.3 billion we paid for hospital care for sick infants
in their first year.?

Failing to provide prenatal care to expectant teenagers has partic-
ularly tragic and costly consequences because very young mothers
run the greatest risk of complications during pregnancy and delivery.
The younger a pregnant woman is. the less likely she is to receive
early prenatal care. While 34% of all pregnant women receive less
than adeq ate prenatal care (e.g., care that does not begin betore the
second trimester), the figure for pregnant teenagers approaches
60%.27 One consequence is that teenage mothers account for a dispro-
portionately high percentage of all low birth weight births.

Most children in the United States routinely receive periodic check-
ups, immunizations and timely care when illness or accidents occur.
Health professionals who work with low-income students, however,
report that as many as 80% of their young patients suffer from at
least one untreated health problem—including vision, hearing and
dental problems; anemia; mental health problems; and developmen-
tal disabilities.?® Routine pediatric care (regular medical check-ups,
screening for svision and hearing problems, dental examinations,
follow-up treatment when problems are uncovered and timely im-
mur.izations) can prevent or ameliorate many of these problems.

Preventive pediatric care is also cost-effective. The Children’s De-
fense Fund reports that preventive health care delivered to Medicaid
children reduced overall program costs for these children by almost
10%.2 Childhood immunizations, an important component of a
preventive health regimen, have yielded dramatic and highly cost-
eftective results. Between 1960 and 1982, for example, there was a
more than 99% dedine in reported cases of polio, diphtheria and
measles.” The Centers for Disease Control repoited that every dollar
spent to immunize children against measles saves more than eight
dollars in reduced illness and hospitalization costs.'! (Severe measles
cases can lead to hearing impairment, retardation and other prob-
lems.)

Adequate and proper nutrition, espedially for young children and
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pregnant and nursing women, is the third essential component of any
preventive health system. Several evaluations of the federal WIC
program (which provides supplemental food to low-income pregnant
women, nursing mothers and to infants and children up to age five)
have provided strong evidence linking nutrition assistance to im-
proved birth weights and growth rates and to decreased rates of
anemia. They have also established the cost-effectiveness of nutri-
tional assistance to low-income mothers and children:

* Every dollar invested in the prenatal component of WIC saves
approximately three dollars in short-term hospital costs.3?

* In 1985, it costs $30 a month to provide a WIC nutritional
package to a pregnant woman, $35 a month for an infant. In
contrast, it costs at least $1,400 a week to hospitalize a malnour-
ished infant.®

The benefits of a preventive health strategy are well established and
widely accepted, both as a sensible course for individuals to follow
and as wise public policy. The nation’s public record of action in this
field, however, has been erratic. The 1960s saw the creation or
expansion of several major health programs for poor children, with
some continued growth in the 1970s. In the 1980s, however, the
federal government’s commitment to he:lth services for the poor
declined dramatically, ironically at the sams time that an abundance
of research on these services was producing evidence of both their
success and cost-effectiveness.

Access to prenatal care among poor women began to improve in
the years following 1965, when Medicaid and federally-funded com-
munity health centers were created and maternal and child health
services expanded. As a result, infant mortality rates fell precipi-
tously—they dropped almost 50% from 1965 to 1980, compared to
only 15% in the 15 years prior to 1965. For black infants, the
improvement during this period was even greater. Black infant mor-
tality also fell almost 50% between 1965 and 1980, after declining
only five percent during the previous 15 years.* Recently, however,
progress in reducing infant mortality has slowed. In the 1970s, there
was a five percent annual rate of decline in infant mortality. From
1981 to 1983, that annual rate slowed to three percent, the poorest
performance in 18 years,* and the pcriod between 1984 and 1985
saw no statistically significant decline.®

The creation and expansion of public health programs between
1964 and 1975 also resulted in an increase in physician services to
poor children of almost 75%."7 By the late 1970s, poor children
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participating in public health programs were seeing doctors almost as
often as other children.® Nevertheless, comprehensive pediatric care
remains unavailable to many poor children who lack either public or
private health coverage. Medicaid, the major source of health financ-
ing for poor families, reached about three-quarters of children in
families with incoines below the poverty line in 1986.% Nor did private
health insurance, which often does not include preventive pediatric
care, catch all or even much of the remainder.*

The first few years of the 1980s saw a significant reduction in public
support for health programs for low-incoine families. The Medicaid
progam in particular came under attack, with the charge led by the
Reagan administration and its congressional allies. Medicaid is the
nation’s largest public health program for children and accounts for
55% of all public health funds spent on children.?” In general, to
qualify for Medicaid, a family cannot have income exceeding AFDC
levels, which vary from state to state.® In 31 states, upper limits on
AFDC income eligiblity (and thus Medicaid eligibility) are less than
50% of the federal poverty level—and in five states, income eligibility
is held to less than 30% of the poverty level.®

In 1981, Congress accepted Reagan administration proposals to
reduce federal funding for both AFDC and Medicaid. As a result of
the AFDC cuts, state eligibility levels (never generous to begin with)
were tightened further, denying thousands of working poor faniilies
access to both AFDC and Medicaid. In addition, some states Fmited
the number of hospital stays or doctor’s visits for which they would
pay, or limited the reimbursement rates for health professionals
treating Medicaid patients.! This last step often leads doctors to
restrict the number of Medicaid patients they will treat, or to refuse
to accept them at all.

Significant expansions in Medicaid eligibility have been enacted
since that early retrenchment. largely over the objections of the
Reagan administration. Legislation was enacted in 1984 requiring
states to provide Medicaid coverage to all pregnant women anu
children under age five whose family incomes were below state AFDC
eligibility levels, regardless of whether their families participated in
AFDC. Legislation passed in the fall of 1986 gave states the option to
extend coverage further, to include pregnant women and children
under age five whose family incomes are below the federal poverty
level. Now, states may extend this coverage even more, to include
pregnant women and young children with family incomes up to 185%
of the federal poverty level. Most states leapt at this opportunity to
extend coverage—by mid-1988, 43 states and the District of Columbia
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had expanded coverage to at least some of the newly-cligible popula-
tions."

The budgets of other federal health programs benefiting poor
children and pregnant women have evoded over the urse of the
Reagan administration. In 1981, Congress approved an administra-
tion proposal to merge several separately-funded health programs
for poor children and pregnant women into the Maternal and Child
Health Block Grant. However, total funding for the Maternal and
Child Health Block Grant in 1981 was less than the sum of the
individual programs it replaced. Although funding has increased
since then, it has not kept pace with inflation or fully restored services
to their 1981 levels.™ Maternal and child health services therefore
reach only a fraction of the women and children who need them.

The highlv successful WIC program has seen funding increases in
recent years, but continues to deliver food and nutrition counseling
to only 44% of the eligible children and pregnant women in the
country.¥” Federal spending for childhood immunizations increased
by about one and two-thirds between 1982 and 1986, but the cost of
immunizing a child increased fivefold, resulting in a steady decrease
in the number of children served by the federal immunization pro-
gram.'

PRESCHOOL

Enrollment of three and four-year olds in nursery school and carly
childhood development programs doubled between 1970 and 1983, v
Many parents—whether they use out-of-home child care or stay home
to care for their children—iew quality preschool prograis as impos -
tant developmental experiences for their children.

An extensive body of research attests to the value of quality pre-
school programs for children from low-income families. ‘The best
known is a longitudinal study of pan ts In the Perry Preschool
Program in Ypsilanti, Michigan condh » the High/Scope Foun-
dation. Perry Preschool was establishea o examine the long-term
effects of participation in a high-quality early childhood education
program. Participants were low-income black children, ages thiee and
four, with low IQs. They received two years of center-based preschool
education for two and one-half hours a day from a highly trained
teaching staff. This was supplemented by weekly home visits by the
teachers to work with both mothers and children. The most recent
evaluation, released in 1984, reported on participants at age 19,

Like some Head Start assessments (discussed below), the Perry
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evaluations tound that improvements in 1Q attributable to preschool
education lasted only about two or three years. This seemingly shont-
lived boost, howesvcr, was enough to help the children petform better
in their early school experiences, thus mcreasing then self-confidence
and their teachers” expectations for them. and improving their pla-
cemer i school, As a result, the Perry children reported a stronger
attachment to school than did children from similar backgrounds
who had not had a preschool experience.*

Additionally, Perry participants were significanthy better off’ en
several mzasures of suceess than were members of a control group
who recened no eatly intenvention. Members of the Perny Preschool
group:

e spent less time in special education classes:

¢ had higher high school graduaton rates;

» were more likely 1o enroll in post-secondary education;

e had higher rates of employiment at ages 16 o 19;

e scored higher on a test of functional competence;

e had lower pregnancy and birth rates ameong temale participants;
and

e were less likeb to have been arrested. ™

The Perry evaluation also induded a cost-effectiveness analysis
which conduded that the benefits of one year of preschool exceeded

costs by seven times. Resedarchers were able to measure the benefits of

reduced spedal education emollments and to estimate future savings
resulting from highet levels of emplovinent. less reliance on public
assistance and fewer arrests.™

Studies of the Head Start program vield similar findings. Head
Start, one of the most comprehensive early dhildhood education
programs. was established by the federal govermment in 1965, h
provides high qualits educational programs for low-income children,
along with health, nutition and other sodal services. Head Start is
also one of the few federallv-supported programs for poor childien
which explicidy builds in parental imolvement. One tangible result of
this involventent is that 80% f Head Start parents are program
volumteers, and 31% of Head Stairt’s paid staff are parents of presem
or former Head Stait children.™

Lnlike most federally-funded human service programs, Head Start
has had mareased funding, from $820 milhon m fiscal year 1981 1o
$1.130 billion i fiscal year 1987.%" This increase, however, has only
enabled the program to keep pace with inflation. not expand services.
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In 1986. Head Start served 451,000 children—only 18% of the 2.5
million children who were eligible to participate in the program.™

Fortunately for some of the children who cannot get into a Head
Start program, many states in recent years have begun to establish
early childhood education programs for children from low-income
families. By 1985, at least 28 states had enacted carly childhood
nitiatives, many of which were deliberately focused on poor chil-
dren.”?

Senator Fdward Kennedy (D-MA) introduced legislation in 1988 to
expand existing state and local carly childhood e ueation programs
to full-day, year-round programs to accommodate children of work-
ing parents. (Most carly childhood education programs, including
Head Start, are part-day programs.) Kennedy's proposal, dabbed
"Smart Start,” would require programs receiving funding to have
nutrition, health and social service components, to ensure parental
involvement and to provide activities and an environment which are
developmentally appropriate for young children Programs receiving
Smart Start funding would also have to reserve at least 30% of their
slots for children from low-income families, until all low-income
children in a locality are served. More affluent families would pay a
fee based on asliding scale for their children to participate in a Smart
Start program.™

CHILD CARE

The demand for ¢hild care among families of all incomes far
exceeds the supply. About half of all women with children under the
age of three work, " and that percentage is expected to increase in the
coming decade. Siacy-five percent of single mothers with children
under the age of three work full-time.**

Child care is an essential service for families in which both parents
or a single parent must wotk to support a family. Aceess to chiid care
enables teenage parents to complete high school and parents with
few job skills to participate in training programs. The absence of
child care is perhaps the single most important bartier keeping low-
income parents out of the workforce.”

Child care 1s a costly service to provide. Full-time care in a child
care center can cost from $3,500 1o $5.000 a year for children under
age five. Several states have begun to realize, however, that an invest-
ment in child care for parents seeking to leave welfare and enter the
workforce costs them less than the extended AFDC and Medicaid
payments that may be incurted if parents remain out of the work-
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force. In Colorado, for example, the Department of Social Services
estimated that providing child care to families who need it in order
to remain in the workforce costs about 38% of the total costs of
keeping these families on the AFDC and Medicaid rolls.®

Unlike most industrialized countries, the United States does little to
subsidize, encourage or provide child care. Extensive child care
legislation was passed by Congress in 1972, but was vetoed by Presi-
dent Nixon. Since then, no major national child care legislation has
succeeded. At present, only two forms of federal assistance are avail-
able to families needing child care services—the Dependent Care Tax
Credit and the Social Services Block Grant. The first is of little
practical value to poor families, while the impact of the second has
diminished considerably as a result of Reagan-era budget cuts.

The Dependent Care Tax Credit is the largest federal program
providing help to families to defray the cost of child care services. It
provides indirect support for child care by granting a tax credit equal
to a portion of income spent on care for a dependent family member,
including expenditures for child care services. The amount a family
can claim for this credit is determined by a sliding scale based on
family income, but in no instance does it exceed $2,400 for one child
or $4,800 for two or more children.® Because the Dependent Care
Tax Credit is nonrefundable, families receive credit only up to the
amount of their tax lability. Thus, poor families who pay little or no
taxes (because their incomes are too low) cannot take advantage of
this credit, even though they may have significant child care expendi-
tures.

Some subsidized child care and several other services for families
were for years funded through the federal Title XX Social Services
Program. In 1982, Congress created the Social Services Block Grant
at the behest of the Reagan administration to replace the existing
individual Title XX programs. As is true with other block grants
created during the Reagan administration, funding for the Social
Services Block Grant has never matched the sum of the funding in
1981 for the separate prograins which were then subsumed into the
block grant. In real terms, funding in 1985 was only 72% of the 1981
level %

Some states have responded to the reduction in federal child care
funds by increasing their own funding or creating new programs to
provide child care to low-income families. According to the Children's
Defense Fund, 30 states increased funding for child cuare for low-
income families between fiscal years 1985 and 1986."° In real terms,
however, child care budgets in 29 states were still helow 1981 levels.®
As a result, by fiscal year 1986, 23 states were providing publicly

ERIC ~ oo

‘0




12  GIVING CHILDREN A CHANCE

subsidized child care services to fewer children from low-income
families than had received services in fiscal year 1981, even though
the number of poor children had increased over the same time
period.*

The immediate problem caused by reduced Social Services Block
Grant funding is the further limiting of decent. affordable child care
for low-income families. A longer-term problem is the potential this
holds for the further development of a two-tier system of child care.
As subsidies disappear for lower-income families, these families will
increasingly turn to less expensive and often lower quality care for
their children. Middle and upper-income families, in contrast, will
continue to demand (and to varying degrees be able to afford) higher
quality care for their children.

Ensuring poor families access to chi' care is only a partial step in
an anti-poverty stra' =y which focuse, on young children. If the care
is of low quality, it will not benefit children and may very well harm
them. Publicly subsidized child care for poor families is a less than
optimal investment if it does not include measures to ensure that that
care meets high standards.

The 1980s have seen an explosion of research on the importance
of the early years. yet we have largely failed to incorporate that
knowledge into policy, particularly chiid care policies. Quality child
care depends on shilled providers with whem children and parents
are comfortable: small groups of children and appropriate staff-to-
child ratios; clean, safe surroundings: and a family resource compo-
nent to provide parents with informarion on parenting and child
development and to promote trusting relaiivuships between parents
and child care staff.

One way to ensure that poor families are not limited to substandai d
child care is to establish and enforce standards for all child care
providers. In 1979, the fedeal govermment took seme tentative steps
in that direction. The Department of ilealth and Human Services
corimissioned a Nationai Day Care Study and issuzd regulations for
federally subsidized child care based on the Commission’s recommen-
datiens. The regulations indaded statf/child atios of one to three
tor children under age two and one o four for children between ages
two and three. small group sizes: and staft training in child develop-
ment.” Congressional action in {481, however, prevented the imple-
mentativa of these regulations, and HHS withdrew them. Since then,
the regulation of child care services has heen primaily the responsi-
bility of individual states.

State licensing has been limited in both scope and enforcement.
Child care centers, which account for abowr 23% of i child care
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provided,® are licensed ir every state, but the standards in place fall
far short of those recommended by professionals in early childhood
development.™ Only three stiates (Kansas, Massachusetts and Mary-
land) meet the standard generally recommended by child develop-
ment experts that no caregiver should care for more than three
infants at ene time, and many states allow ratios as high as eight to
one.” The federal funding cuts initiated in 1981, moreover, induced
a majority of states to cut back on their efforts to regulate child care
providers or enferce standards for quality care. By 1985. 33 states
had lowered standards for child care centers receiving Title XX
tunding; 32 states had reduced their licensing and monitoring ef-
forts.”? Family dayv care, the form of care used by about 40% of
families needing out-of-home care and most often found in poor
communities, is largely unlicensed.™

High-quality child care also depends on well-trained staff who are
knowledgeable abow and responsive to the rapidly changing needs
and abilities of young children. Unfortunately, child care workers are
the lowest paid of all human service providers.” In 1986, the average
child care teacher working full-time in a center earned less than
$10,000 a year. (The poverty line for a family of four that year was
$11,203.) Family day care providers, on average. earn less than half
that.”

Low wages for child care workers adversely affect chiidren in several
ways. In some cases, low wages force skilled staff to drop out of the
profession or discourage talented individuals from enering. Fre-
quent turnovers in staff prevent children from forming tie kind of
stable and iong-term relationships with caregivers that enhance the
quality of care. Low wages also make it difficult for individual provi-
ders to afford additional training, and low rates for child care services
make it difficult for mans centers to offer training to their staffs.

kecent congressional debate on welfare reform revealed a strong
national consensus in favor of moving AFDC parents—including
mothers of very vounyg children—into the workforce. The Family
Welfare Reform Act of 1988 requires parents of children over the age
of three 1o work. to be in school or to participate in a training
program, znd gives states the option of requiring parents of children
older than one year to participate. The bill also requires states 1o
provide child care to these parents for 12 months after parents begin
working.™

These child care provisicns are a welcome indication that policy-
makers tecognice the importance of child care to poor parents
seeking to support their families. but several concerns remain. Any
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14 GIVING CHILDREN A CHANCE

genuine welfare reform must include safeguards to ensure that the
children of poor parents moving into the workforce receive high
quality care. Two steps are critical to bringing this about: sufficient
reimbursement rates to permit pareats to purchase good quality care,
and provisions to strengthen standards for child care providers.
Without these, we risk placing the children of the poor in sub-
standard care which could cause both short and long-term harm.

Child care for both poor and middle-income families became a
prominent political issue in 1988. Republicans generally advocated
various tax credits and refunds to help parents pay for child care or
to compensate them for lost income when one parent stays out of the
workforce to care for a child. Democrats generally preferred the
approach taken by the Act for Better Child Care (the ABC bill) which
calls for financial assistance to states to increase the availability of
affordable child care and to improve the quality of care. Specifically.
the ABC bill would provide funding to states to do the following:

* provide child care assistance to families with incomes up to 115%
of a state’s median family income, with subsidies based on a
sliding income scale;

e provide funds to start and expand child care prograins ard to
train new family day care providers;

* train and provide technical assistance to child care providers,
supplement salaries for child care workers. and establish pro-
grams to help parents to make mformed child care decisions;
and

e improve standard licensing standards and hire sufficient staff to
enforce those standards.™

FAMILY RESOURCE PROGRAMS™

Whether poor families live in high-density. high-crime urban
neighborhoods or in remote rural communities, the stress. frustration
and isolation of everyday life can overwhelm even the most mature
and confident parents. Parents in poor communities know better than
anyone else that their children are at risk every day of an array of
serious problems, including school failure, poor health and nutrition,
child abuse and neglect. teenage pregnancy. delinquency and sub-
stance abuse.

Unfortunately, there are virtually no supportive services to help
families of any income cope with the stresses of daily life before a crisis
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erupts. This is particularly true for families with very young children,
even though research and experience indicate strongly that much of
a child’s important physical, social and intellectual development oc-
curs in these early years. This is the period in which positive support
to parents in the form of parenting education, child development
information, peer support and links to other community services can
increase parents’ confidence and competence in their parenting abil-
ities. Their children, in turn, benefit from a more secure and nurtur-
ing home environment.

In some communities across the country, families and voluntary
community-based organizations are beginning to respond to this lack
of supportive services by organizing family resource programs which
are significantly and deliberately different from traditional social
service programs. Rather than focusing primarily on a limited and
carefully circumscribed group of families who are in the nudst of
severe problems, family resource programs reach out to = wide range
of families, with the goal of helping them function better so as to
enhance their quality of life and avoid or lessen problems which
might develop later.

Family resource programs exist in a range of settings. including
community centers, schools, the workplace, or wherever it is conven-
ient for families to meet. In some cases, “traditional” social service
agencies—child care centers, community mental health centers, Head
Start programs or hLealth clinics. for example—have added family
resource components to their existing programs.

While the specific services provided by family resource programs
vary from program to program, depending on the needs of the
community and the financial and human resources available to the
program, one or more of the following services are generally found
at a family resource program:

¢ parent education and support groups for parents;

e parent/child joint activities which focus on child development and
promote healthy parent/child relationships:

¢ classes and discussion groups on issues of concern to parents—
e.g., family budgeting, dealing with stress in farnilies. health and
nutrition, etc.;

* a drop-in center, which offers unstructured time for families to
be with other families and with program statt on an informal
basis and which lessens the isolation many families experience;

¢ child care while parents are engaged in activities offered by the
family resource prograin;

* information and referral to other services in the community,

.
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including child care, health care, nutrition programs and coun-
seling services-

* home visits, generally designed to introduce hard-to-reach fami-
lies to family resource programs; and

* health and nu.rition education for parents and developmental
exams or health screening for infants and children.

While a few well-established family resource programs may receive
some federal funding for specialized projects, the federal government
and most state governments currently provide no funding for these
programs. Tio notable exceptions are Maryland. whose network of
family resource programs reaches mainly adolescent parents. but
extends to other parents as well. and Minnesota, which assists local
communities wishing to establish Early Childhood Family Education
programs through their school systems for all families with children
under the age of six.

As a result of the general lack of public financing, most programs
depend on local—generally private—support. Many are struggling to
keep their doors open, some have been forced to close and others are
unable to expand or to reach families most in need of services. The
most troubling consequence of a lack of funding, howeser, is that it
prevents family resource programs from developing or expanding in
poor communities, where families are most in need of the innovative
support services they offer. Any effective anti-poverts effort which
focuses on children must include generous support for family re-
source programs.

CONCLUSION

With the exception of family resource programs, most of the
elements of a comprehensive attack on childhood poverty are already
recognized parts of our social welfare policy. Medicaid provides some
pregnant wo:nen and some poor children with the health care they
need. Child nutrition programs supplement the diets of a fracuon of
children in low-income families. Head Start prepares a handful of
disadvantaged children for school. The federal Social Services Block
Grant helps a few poor parents afford out-of-home care for then
children while they work or complete their education.™

What is missing is a deliberate and sustained effort to ensure that
every poor child receives every service he or she needs to prevent long-
term problems from developing. If poor children are to have a
fighting chance of succeeding, they need access to a/ of the services
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discussed above. One or two is not enough. Preschool programs for
children i poor health will not be effective; a well-fed child in a
chaotic or neglectful family will not thrive. Unfortunately, our present
system of delivering services—characterized by fragmentation and
msufficient funding—virtually eliminates the possibility that most
poor children will receive anything clcse to a comprehensive set of
services.

A successful approach to combatting childhood poverty also needs
to recognize and reinforce the importance of the family. Tradition-
ally, Americans have resisted governmental involvement in family life,
except under extreme circumstances such as instances of child abuse
and neglect. While respect for the privacy of families should not be
taken lightly, it also should not discourage policymakers from consid-
ering ways in which government can support the efforts of parents to
raise healthy children. Our present policies too often overlook the
fact that children thrive or don’t thrive in families and that a parent’s
influence can have lasting effects on a child. Family resource pro-
grams offer an important model to policymakers searching for posi-
tive ways to support and assist the parents of poor children in their
efforts to raise healthy children.

While early childhood programs alone will not eliminate poverty,
research and practical experience indicate strongly that they are
among the most effective weapons we have for combatting the long-
term effects of poverty. We know, for example, that children who
receive preventive health care from the prenatal period and beyond
are less likely to suffer from undetected health problems and disabil-
ities which will hinder their development and jeopardize their ability
to succeed in school. We know that children with supportive adult
care—both from parents and from other care providers—are less
likely to lack confidence, feel alienated and distrustful, or suffer from
long-term learning and behavioral problems. We know that adults
who feel supported and valued in their role as parents will pass their
security 2and self-esteem on to their children.

Yet ve continue to tolerate a situation in which millions of poor
children exist without the basic health, nutritional and developmental
supports which middle and upper-income families routinely provide
to their children. We cannot accept this on moral grounds, and—as
the evidence in this chapter and elsewhere in this book indicates—we
cannot accept it on fiscal grounds. Preventive health care for poor
children and pregnant women saves the public money, often within
just a few years. Quality preschool programs for poor children save
the public money, with the saviags recognized both during the time a
child is in school and in the years beyond. Access to decent child care
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enables parents to work to support their families. Family support
programs lessen the isolation and insecurity of many poor families
and increase parents’ confidence and competence in their parenting
skills, resulting in more stable families and more secure children.

Expanding and extending these services to every family in need is
a costly proposition only if one thinks (as many of our policymakers
regrettably do) exclusively in the short-term. This penny-wise and
pound-foolish attitude toward the children of the poor has overbur-
dened our schools, our welfare system, our mental health facilities
and our prisons. It robs us of productive, creative citizens. For our
sake, and for our children’s, it must stop.
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EARLY INTERVENTION IN COGNITIVE
DEVELOPMENT AS A STRATEGY FOR
REDUCING POVERTY

James Garbarino

WHEN WE SPEAK of cognitive development, we are talking about the
way children acquire and use knowledge. There are two major themes
in the study of vognitive development. Both have something to say
about the way a child’s mind works and the way it changes and grows.

The first is concerned primarily with measuring the speed and
power of the child's capacity as an information processor. Why and
how are some children more effective and efficient in processing,
storing and discerning patterns in the information available from
their senses? This has been the organizing question for traditional
intelligence testing. The second theme, in contrast, emphasizes the
styles of knowing that people exhibit in their ideas about the world.
How do ideas, or abstract concepts, and the ability to generate and
use ideas, arise? This is the second theme's central question.

A concern with the whole child incorporates both themes: ideas
without calculation are chaotic; calculation without substance is ster-
ile. Research and theory about cognitive developmeni have matured
substantially in recent decades, in both thematic areas.

The nineteenth century saw the development of tests to measure
an individual's intellect. In the late 1800s, Sir rran i. Galton prepared
a battery of tests designed to determine how effective different
individuals were in discriminating among sights, sounds and other
sensory input. Within a few decades, derivatives of these tests were
being used by the military and other institutions to categorize and
classify people, and to place them in different jobs or schools. In the
20th century researchers and testers have placed great emphasis on
an individual's score on such tests in relation to standardized expec-
tations for a given age—the Intelligence Quotient (IQ score). The IQ
score is constructed so that 100 indicates a match of performance
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with age—the average around which scores are distributed. This
distribution means that most scores are found between 90 and 110.

Omne of the important issies in research and theory dealing with
intelligence has been the degree 1o which intelligence is a more or
I~ single general characteristic or attribute, or whether it is not in
fact a collection of different abilities. This is an area in which the field
aas shown a great deal of maturing in recent years. Early in the
twentieth century the dominant view was that intelligence consisted
of an inherited “general factor” that characterized a person's ability
to think abstractly and to verbalize. Louis Terman proposed this view
and labelled this factor "g.,” for general. Later Charles Spearman
hypothesized that a second factor exists ("s”) that accounts for math-
ematical and spatial reasoning. As the decades have passed. “g" and
“s™ have been the subject of many empirical studies, and subject to
theoretical critique.

Today, most experts believe that intelligence incdludes many differ-
ent abilities, abilities that may develop independently of each other.
Intelligence is thus “multidimensional.” While at some level there may
be a foundation for learning and intellectual function that is general,
the hest picture of the human intellect portrays a large set of charac-
teristics and abilities, not just one or two.

Perhaps the most highly evolved among current efforts to under-
stand intelligence is the work of Robert Sternberg.! Sternberg's ap-
proach takes the concept of intelligence from an abstract quality to a
feature of real life sitvations, and in so doing postulaes that there
must be several different kinds of ability brought to bear in the
process of making sense of the world. He believes that the best model
of how the mind works posits three basic kinds of intelligence, each
one depending to an extent upon the others. He calls this a “triarchic”
theory of human intelligence.

The first type of capacity Sternberg calls componential intelligence.
This is raw analytic power. It comprises the whole set of “components”
contained in traditional thinking about intelligence. It describes what
goes on in the brain in making sense of perceptions, solving abstract
problems, assessing and criticizing hypotheses, etc. This is informa-
tion processing, somewhat in the image of a computer.

The second capacity identified by Sternberg is called experiential
intelligence. This is the ability 10 combine knowlcdge and iceas
creatively and insightfully. The emphasis here is on creating new
arrangements of what one has experienced or learned, and bringing
those new arrangements to bear as a way of understanding and
mastering the world at hand. Sternberg finds that three sub-catego-
ries of ability comprise experiential intelligence. These are: being
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able to see the relevant information in a puzzling situation: being able
to put facts together in a consistent way: and being able to see
analogies between objects o1 events previously thought to be uncon-
nected or dissimilar.

Sternberg’s third basic capacity is contextual intelligence. This is the
ability 1o understand a particular situation—in effect. to know what
the environment’s expectations are. and to arrange to meet or to
change those expectations. The emphasis is on the ability to read
social realities and to master them as a way to reach objectives or solve
problems. Sternberg’s approach here is based on how well people
understand possible matches. or see mismatches, between a given
situation and what the individual thinks or wants—Dbetween situation
and self. It involves the ability to perceive accurately how social
realities are organized (who wants me to do what? why? how much
control do they have? how much control do I have? ete.) and under-
standing how to make these realities wotk towards one’s own goals. a
process that might incdude working 1o reshape or redirect the envi-
ronment.

One important implication of Sternberg’s view is this: you only
know as much about a person’s intelligence as you permit yourself to
know by the range of assessments you make.

A narrow test of information-processing capacity may only permit
expression of componential intelligence, just as an examination of
ereativity and insight will only be good for uncovering expetiential
abilities. Similarly. assessing situationally-defined competence (be it
on the £ ~eets ot in school) will measure only contextual intelligence.

Sternberg points out that comentional tests of “intelligence™ play
almost strictly to the first theme, componential intelligence. Modern
assessments of 1Q do a prewty good job of diseriminating among
individuals with respect to basic pereeptual and analytic problem-
solving abilities. For those individuals of average or better 1Q. how-
ever—100 or higher—measured 1Q differences do not seem to ac-
count very effectively for differences in real life success. Psychologist
James Guildford has developed a conception of nultiple intellectual
abilities that, with the addition of creativity, allows the identification
of experiential intelligence, but “life” is what presents the ultimate
opportunity for assessing contextual intelligence.?

An essential thrust of Sternberg's approach is to argue that each
person needs to do as mueh as possible 1o enhance all three types of
capacity, and to arrange life 10 play > strengths and shield weak-
nesses. In a diverse and positive envirormment, there normally are
marn, opportunities to accomplish this. The keys are to avoid a
debilitating deficieney of componential, or information-processing,
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intelligence; to be encouraged to develop experiential intelligence:
and to have access to opportunities to learn “the ropes™ of social
realities, to experience those important material and psychic rewards
and resources that motivate learning about the community’s major
social contexts—i.e., contextual intelligence. The major threats are
early physical and sensory deprivations that suppress componential
intelligence; repressive environments that stultify creativity and foster
rigid thinking; and being sidetracked or dead-ended i to social
settings that are lacking in opportunities for dynamic and positive
interaction.

The purpose of early intervention programs to improve cognitive
development is to deal with these problems in the lives of children
whose environments tend not to provide a very good set of intelli-
gence-promoting experiences, environments that in many cases are
outright debilitating. The underpinning for such intervention is part
of a concept that argues for attention to “the whole child.” This
concept assumes that cognitive development is rooted in the success
of the child’s overall progress, and in turn, contributes to that pro-
gress, in a dynamic of reinforcement.

If this is cognitive development, what, then, is child development?
In the broadest sense, of course. it is the process of becoming a fully-
functioning human being. A child’s experience combines with a
child’s biological givens, and from this mixture emerges an adult
person, one who will face the challenges of day-to-day life—as stu-
dent, worker, friend, family member and citizen. If they are to
succeed in these roles as adults, children need to be rooted in the
basic skills of modern life. They need to become socially competent.
They must come to know who they are. They must have acquired a
secure and positive sense of their own identity. In addition, they must
become proficient in thinking and in speaking clearly. They must
learn to understand the many ways people communicate with one
another. It is in the context of this broad conception of the process of
child development that we must understand cognitive development.
Sternberg’s three-part model complements this view.

UNDERSTANDING THE PROCESS OF DEVELOPMENT

Much of our thinking about how children develop intellectually
relies upon the pioneering work of the Swiss psychologist Jean Piaget.
Piaget’s view of development is based upon the idea that children
form concepts that represent reality. As their brains mature and they
experience the world, they either fit these experiences into existing
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concepts (@ process that Piaget called “assimiiation™) or they adjust or
change the concepts 10 make sense of new or incongruous ideas (a
process that Piaget jabelled “accommodation™). Thus, for example,
the child develops a scheme, “dog,” to cover four-tegged turry crea-
tures. and is able to assimilate the fact that German shepherds, collies,
and dachshunds are all dogs. But the child must alier his or her
concept of “dog” to accommodate the fact that some four-legged
furry creatures are noi dogs, but rather are horses. cows, cats, or
llamas.

§ But Piaget is no: the whele story. As children develop, their intel-

| lectual. physical and emoiionai petentialy change. The range of what
is possible increases and alters. These changes in a child’s capacity are
the basts of the developmental process. Many experts believe these
changes take place in a regular sequence, in which the child faces first
cne, then another issue Erik Erikson, for example, described eight
“stages” of development ¢f the person, beginning in infancy and
extending through old age. Figure 1 cutlines the first four, the stages
that applv to childhood in Erikson’s approach and the key develop-
mental issues that the child faces at each stage along the way. Con-
fronting the tasks of overall deselopment is a process in which the
development of intelligence is bound up.

The child’s capacity to experience “trust” depends upon an ability
to recognize continuity and regularity in care and caregivers. To feel
the world is a regular and safe place the child must be able to know
who she or he is—and who not. To become confident about fantasy
and reality the child must know the basic behaviors required for
mastery. The point in all this is that the processes of knowing are
inextricably bound to the processes of feeling. Children develop as
organic beings, not as mechanical processors of data being pro-
grammed as new software becomes available

Beyond the demands of everyday social competence, children need
a sense of curiosity to sustain cognitive development. They need to
appreciate the full experience of being alive. They should do more
than just learn to read; they should be able to understand and to
enjoy literature, to take pleasure in reading, to want to read. They
need to do more than just cope with human relationships. They
should learn about a range of positive feelings, including love and
friendship, as well as competition, anger, fear or dislike. In sum, they
need to be able to do more than just exist. It is not impossible for any
child to experience the emotions and perceptions associated with
success, with creativity. with the sight of a blue sky, or the sound of a
poem, with the rush of dance, or the peace of reflection, or the
satisfaction of helping someone else. To know all this. to have even a
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FIGURE 1
STAGES OF CHILD DEVELOPMENT

Stage I: Infancy  Basic Trust vs. Mistrust (birth to 18 moaths)

The mfant aeeds to develop a sense of securits, feeling that the world is a
trustvorthy place. This comes from establishing a safe and nurturing reja-
tionship with primary caregive: s—most notably parents (and usuallv the
mothet). This period emphasizes basic sensory and intellectual growth.

Stage I1: Toddler Autonomn vs. Shame (18 to 36 months)

The toddler needs to develop a sense of being able 1o do things on his or her
own. This includes walking well alone and begimning to master basic com-
munication through words and gestures. Relationships with parents, brothers
and sisters, and caregivers are important in providing opportunities for
learning and demonstrating these bastc skills. Learning to control bodil
functions is verv important. Piaget observed the emergence of basic intellec-
tual operations through the senses of touch. sight. smell. and hearing in this
period.

Stage 111z Preschooi  Initiative vs.Guilt (3 10 5%z vears)

The preschooler needs to become coniident about testing the limits of
indnidual freedom and group responsbility, of fantasy and reghis. of what
feels good and what s permissible. Intellectual skills become more sophisti-
cated and language matures rapidly. There is need 10 come to terms with
soctal reality in a significant wav, but in a manner that does not frighten the
child from believing in self worth.

Stage IV: Elementary School  Industry vs. Inferionty (3':to 12 vears)

This is the ime when children take up the important tasks of becoming an
active participant in ihe culture beyond the famidv. School means learming
basic academic skl basic shills in making and keeping trnends, and learning
how to live in groups with adult guidance. Children develop their chatacter-
istic style for working on projects and ot presenting themselves to the world.
This is a time of consolidaung the child’s mner life in prepaiation for the
speaal challenges that adolescence brings. Plaget identified important matut -
g of the child’s ability to think and reason, thus laving the foundanon for
more fully adult-like reasoning, the task to be mastered in adolescence. Frend
called this period the Latenoy Stage, to indicate that the powerful wrges of
infancy and early childhood were under control, while the seaual impulses of
puberty were yet to come to the surface.

Sourcc: krik Erikson, Chuldhood and Socrety
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chance to develop fully, children need to spread their wings and fiy.
as much as they need to take root and live socially responsible lives.
They need to develop in all three domains of intelligence.

How is all this to happen? First and foremost, we must recognize
<hat it is not going to happen automatically. If it is going to happen.
it is going to because the adults who care for children approach
children “developmentally.”

A child does not. will not. cannot develop in a social vacuum. There
is more to development than simple physical mnaturation. Develop-
ment is a social process. for it is through relationships with people
that the child learns about the world and how it works. Who points
out that this four-legged furry ereature is not a dog but is. rather, a
cat®> Who reassures the child when he or she is frightened? Who
affirms the child’s need to play and daydream? Who guides and helps
the child in learning society’s rules and beliefs> Who encourages the
child to think creatively—to engage in selective encoding, selective
combination and selective comparison?

Child development proceeds through and because of social rela-
tionships. The earliest and most important of these are the social
relationships between infant and parents (and others who care for
the child in the first months and years). These “attachnient” relation-
ships are the training ground and the foundation for subsequent
social relationships. Problems in early attachments tend to translate
into general social problems. cognitive deficiencies and emotional
difficulties. Deprive the child of crudal social relationships and the
child will not thrive and move torward developmentally. but will fall
back, regress. stop.

The child needs responses that are emotionally velidating but develop-
menlally challeng.r.g. This is what moves development forward. When
the young child says. "car go.” he or she needs a person v ho responds
with a smule and with encouragement. “Yes, hones. Thart’s right. the
car is going. And where do you think the car is going?” The chila
needs people to teach her or him how to b2 patient, how to follow
through. how to behave responsibly. as well as how to tell dogs from
cats. A's from B's and I's from 2 s. A child needs people who care for
that child emotionally.

In addressing tiis critical requirement of the developmental proc-
ess. the psychologict Lev Vygnatsky emphasized the role of the adult
as a teacher in the child’s development. A good teacher understands
the distance betw _en what a child can accomplish alor e and what the
child can do when Lelped by an adult or a more competent peer.
Vigotsay called this “the zone of proximal development.” It is the
critical territory for interventions that seek to stimulate and support
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the child’s cognitive development. When a child’s environment does
not do these things “naturally,” intervention is needed to change that
fact, most desirably by changing the child’s pernianent environment
ratker than by trying to inoculate the child against that environment
(a strategy of dubious validity and very limited success). The key is to
shift the child’s environment toward operating effectively in the zone
of proximal development. This means shaping the behavior of adults
in the child’s life.

Indeed, it is not so much our capacity for learning that distin-
guishes humans from other species, but rather our capacity to teach.
All animals can learn. But only humans appear to set out to teach
consciously, as a way of facilitating the development of the young.
Indeed, human beings construct elaborate and sophisticated cultures
and teach them to children in ways that are a marvel to behold. It is
because we teach that, as a society, we do not need to reinvent the
wheel each generation or discover fire over and over again, even
though each individual child is inventing and discovering these
things. Children learn from adults in many ways, some of which are
inadvertent on the adult's part. Deliberate teaching plays a special
role in this learning process, however.

What does all this mean for understanding child development in
general, and cognitive development in particular? The primary point
is that children’s development is neither automatic nor subject to rigid
conduct. It will not move forward most efficiently if we simply turn
them loose with the message “go forth and learn,” nor if we totally
plan every detail in their experience. If it is to be successful, it requires
constant interaction with other people, preferably people who ap-
proach children developmentally.

What does it mean to approach children developmentally? It means
that we recognize the child's changing capacities, and that we recog-
nize that a child has the capacity for change.

A child’s life is not fixed in some unalterable genetic code that
entirely predetermines what and who the child will be. Each child
contains the potential to be many different children, and caring
adults can do much to shape which of those children will come to life.
The worst we can do is to assume that all is fixed.

When genetically identical twins are raised together or in very
similar communities, they grow up to be very similar, even to the
extent of having very similar IQ scores. However, when genetically
identical twins grow up in very different environments, their 1Q
scores are likely to be much less similar. One study reported a
correlation of .85 for identical twins reared separately but in similar
communities, but only .26 for identcal twins reared in dissimilar
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communities—about the same degree of similarity noted for siblings
growing up the same family.?

While recognizing that genetic heritage can (and usually does)
make an important contribution to cognitive development, we have
come to realize that other biological influences can be powerful as
well—for example, nutrition, which affects brain growth. What 1is
more, we must recognize that the social environment a community
provides will go a long way toward determining whether biological
potential will bloom or wither, whether the biological underpinnings
of cognitive development will be fulfilied or denied by experience.

Aprroaching children developmentally also means that we recog-
nize that development is the process by which a child forms a picture
or draws a map of the world and his or her place in it.

The developmental process reflects the effects of a mixture of
forces and influences, some conscious, some not. Unconscious forces
play an important role in the child s life. Early evidence of uncon-
scious processes comes from a toddler’s sudden resistance to going to
sleep, acquiring imaginary playmates, having nightmares and the
invention of monsters, ghosts, witches and boogeymen. Fantasy and
play (and particularly “pretending” play) are vital to a child’s devel-
opment. Through them, children have a chance to explore the
meaning of the world around and mside theni. In this sense, play is
the child’s vocation. It serves both the need to work through uncon-
scious forces and the need to practice basic life skills.

In effect, children draw maps, and then they move forward on the
paths they believe exist. If a child develops a map of the world which
depicts people and places as unremittingly hostile, and the child as
an insignificant speck reiegated to one small corner, we must expect
troubled development of one sort or another: a life of suspicion, low-
self esteem, self-denigration and perhaps violence and reg.. We can
also expect a diminution of cognitive development, most likely in the
experiential and contextual domains.

What does it take for a child to form a realistic and positive map of
the world, a map that will lead outward into the world with confi-
dence, love, trust, social responsibility and an appreciation for beauty?
Ideally, children would come into a world that offers to the child’s
family the means to meet his or her basic developmental needs. Basic
needs include access to health care as well as adequate nutrition so
that children can grow strong and healthy. Early deprivation (includ-
ing malnutrition) can suppress brain development and cognitive func-
tioning. For physical and psychic reasons, the child needs a family
that has access to adequate employment and income. This provides
the basis for pro-sorwal contextual intelligence. And. it provides day-
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to-day stability in important caregiving relationships for the child.
Such stability is crucial, in the early years most of all.

Whether or not children experience these essential ingredients is
critical to their development. Threats to the physical health of a child
can jeopardize mental and emotional development. Poverty can stunt
intellectual development and impose stress that undermines social
development. Instability of child care arrangements can threaten the
child’s sense of security and continuity.

Beyond these roots, what does the child need to develop experien-
tial intelligence? It takes adults—parents, teachers, caregivers—who
recognize the processes of development at work in the life of the child
and who seize upon occasions to interact with the child and thus to
create an emvironment in which the development of creativity can go
forward, so that experiential intelligence can flourish.

DEVELOPMENT IN AN IMPOVERISHED
ENVIRONMENT

Having provided a brief sketch of what is meant by child develop-
ment, we can turn to the matter of early intervention in a more
systematic way. We do so in an attempt to set forth some principles to
guide early investment in children as a way of promoting cognitive
development and reducing the social problems associated with pos-
erty.

Early intervention to contribute to better cognitive development
opportunities for children at risk, particularly in low-income families,
became a national policy issue more than twenty years ago with the
creation of Head Start. The assumptions underlying the enactment
of Head Start remain valid. They are thit

* the life circumstances of children living in poverty tend to restrict
cognitive development;

¢ deficient cognitive development in early childhood is a serious
obstacle to later success in school;

* school failure perpetuates the cycle of poverty; and that

e early intervention with children and with adults (as parunts) can
override the negative effects of poverty on cognitine development.

All four of these assumptions have been subject to criticism, refine-
ment wnd elaboration on empirical and theoretical grounds. What
exactly is it about poverty that undermines cognitive developm.ent?
Research has identified a wide range of factors—malnutrition and
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health care deficiencies, violence, lack of stimulation, lack of respon-
siveness to the child's exploratory and early ‘erbal behavior, etc. How
do de” iencies in cognitive development impede school success? Many
poor children start school below the minimum level of componential
intelligence (with IQs of less than 90), but the hirgest problem seems
10 be cultural, in the sense that many poor children have not been
immersed in the “academic culture” because they don't see people
reading, do not have models of success in school, are not familiar vith
the kinds of things that happen in school. Being thus out of sync with
school, they fall behind more and more as the years pass and their
path of cognitive development (often in all three domains) become
less and less attuned to school success.

How does school failure perpetuate the cycle of poverty? Being
“unschooled” does not auton:atically make for poverty. But in con-
temporary life in the United States, school failure means lacking one
very important set of the credentials that are used to screen entrants
to the work force. It means that individuals are likely to have experi-
enced a pattern of socialization that makes them out of touch with
the style needed on the job, and thus deficient in the contextual
intelligence relevant to job success (no matter how useful it is “on the
streets”). It even means, frequently, some deficiencies in conventional
(1.e. componential) intelligence. Thus, school failure perpetuates the
cycle of poverty in several ways, with cognitive development being
directly involved, particularly from a perspective informed by the
triarchic model of intelligence.

THE IMPORTANCE OF EARLY INTERVENTION

How can early intervention override the negative effects of poverty
on cognitive development? Most early intervention programs make
no claim to eliminate poverty directly. Rather they seek to sever the
links between low income and deficient cognitive development. That
at least some negative effects can be prevented is unarguable, with
respect to certain important issues, as the experience «f many pr.
grams in the prevention of infant mortality have demonstrated. Is it
possible to apply the same logic successfully to cognitive development?
The results of Head Start suggest the answer is “yes” (at least if we
define success as reducing, if not eliminating, the links).

Experimental programs, like High/Scope’s preschool education
curriculum® and Missouri's birth-to-three parent education program"”
are very encouraging in their ability to reduce spedal education
placements (a measure of cognitive impairment broadly defined) and
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raise IQ scores. Programs like the Erikson Institute Early Literacy
Project” show great promise in being able to socialize poor children
into the school cuiture (particulariy the “cuiture of iiteracy”). Pro-
grams lixe the Home Health Visitor Program® that begins with pre-
natal visits seems to work in reducing many of dangerous early life
circumstances for children in poverty (e.g. low birth weight, neglect,
child abuse, negative attitudes toward young children, etc.)

In one of the most ambitious efforts to date, the Center for
Successful Child Development® in Chicago is seeking to bring all these
elements together in a comprehensive early intervention program,
the goal of which is to prevent deficiencies in cogritive development.

All the indications are that early interventio can do a great deal to
reduce the negative consequences of poverty for cognitive develop-
ment. But to make these programs a matter of policy, we must heed
the following lessons learned over the last 20 years:

Those who bring the most to learning, learn the most: When early
childhood intervention programs, such as Head Start, were offered
in a community, not everyone participated and not everyone bene-
fited equally. It has been ihe more highly motivated, the people
who already had their heads a bit above water, who made use of
these opportunities and whose children gained the most.

The greater the challenge, ihe greater the payoffs. Each instance in which
a child is protected from developmental delays and educational
failure can mean a savings of many thousands of dollars in later
costs to society. These savings flow from more productive employ-
ment, better health, less delinquency and less welfare dependency.
But, as we move along the path from the easiest to the hardest
cases, we experience a simultaneous increase in both program costs
and program benefits. Providing effective early childhood educa-
tion centers for very poor children, the children of the “under-
class,” is and will be a very challenging proposition.

We cannot inoculate <hildren against future falure. Effective early
intervention programs cannot prevent later failure. What they can
do is prepare children to take advantage of later opportunities in
school and in the world of work. Without this preparation, many
children are bound to fail. Investing in powerful early childhood
intervention programs is, therefore, a necessary condition for pro-
grams later in life to work—it is not a guarantee.

Earher is better. Programs that wait until kindergarten are generall
g g g Y
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not as effective as programns that begin in the preschool period.
And programs that start at age three are generally not as effective
as programs that start in infancy. The point is that the earlier
intervention begins, the better are its chances of succeeding.

No program can do ut alone. For early childhood intervention pro-
grams to succeed, they have to be part of a well-coordinated
campaign to prevent eiarly developmental delays, to p}é\'cm health
problems that disproportionately affect and inhibit the develop-
ment of poor children, and to upgrade the conditions of life in
high-risk social environments.

If parents are not part of the solution, they are part of the problem. Qur 20
years of experience with early childhood intervention has taught us
that we must collaborate with parents. This means that poor par-
ents must be brought into the process of intervention as much as
children.

Doing the job well requires well-tramed professionals. Developing and
running good early childhood intervention programs requires a
high level of professional expertise. Managing a nursery school, for
example, for middle-dass children who come from stable, highly-
motivated families with resources to spare is difficult enough, but
successfully operating an early childhood education program for
children of the “underclass™ is light years away in the level of
challenge it presents for the staif. They cannot be trained or hired
cheaply.

Have we as a nation the intelligence to learn and live by these
lessons in making policy about early intervention? That is the big
unanswered guestion. Most observers agree that the cost of ignoring
these lessons is staggering—lost economic productivity, crime and
delinquency, suffering. How smart a nation are we?
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OUR NATION’S YOUNGEST CHILDREN: WHO
THEY ARE AND HOW THEY ARE CARED FOR

Eleanor Stokes Szanton

THIS CHAPTER summarizes U.S. national statistics kept on children
betore they reach school age. The figures are perhaps as eloquent in
what they fail to record as in what they report. By and large, in this
country children between birth and school age fall out of any system-
atic or periodic review of their physical health, mental health or
developmental status. Our knowledge of the inddence of disability
and developmental risk comes largely from inference based on statis-
tics collected at school age. Even the prevalence of the most basic
preventive health program, immunization against childhood disease,
1s calculated on the basis of incomplete data.?

Although in some important areas, such as the imadence of mfant
mortality, the past 25 years have seen major improvement, figures on
the status of infants and young children nonetheiess portray a popu-
lation many members of which experience significant problems, not

just I one area but in several at once. This is particularly disturbing,

since research has shown that children who are subject to multiple
problems are likely to suffer devastating camulative deselopmental
effects.?

"The areas in which dataindicate 1ecent improvements in the health
and wellare of, and services for, US. childien indude the following:

e though our infant mortality rate is high and demographically
uneven, it has been cut by one third in the past 15 years;

e onlv 60% as many children aged one to four are dyving now as
died 15 years ago. A major area of decrease is in motor acdidents;

¢ the number of children in nursery school and kindergarten has

Prepared with miajor assstance from Penny Andeson, Researdh Assocuate, and Judy
Mcdean, typist, NCCIP
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increased by almost 50% in 15 years. For black children the
number has increased by more than 60%;

* the resources available to low-income pregnant women and young
children through the federal WIC and Suppleniental Feeding
programs have increased by a factor of ten;

 the new legislation passed by Congress allowing states to offer
Medicaid to working peor pregnant women and their young
children, will shortly begin to have an impact in those states which
have chosen to accept it; and

* new legislation (PL 99-457) has been enacted mandating services
to children who are handicapped at age three and giving states
strong incentives to plan services from birth.

In spite of the good news, however, nearly one in four children
under six years of age were living in poverty in 1985, a highly
disproportionate share compared with the population as a whole.
They receive a much smaller share of the Medicaid dollar than the
elderly and that share has been decreasing over time. A highe
percentage of poor children under age six have physical and health
limitations than do their wealthier peers. A fas higher pereent have
high levels of lead in their blood. They are more likely to have poor
nutritional status. Yet, the majority of them do not receive supplemen-
tal feeding, and programs to control lead poisoning have diminished
in recent years.

Children under age six are much more likely to be living with only
one parent than were thenr counterparts of 20 years ago, yer in many
instances, their families lack formal or informal social supports.®

The indidence of low birth weight and premature babies remains
very high for some segments of the population; yet almost one
quarter of all babies born between 1979 and 1985 were born to
women who had had no prenatal care in the first three months of
their pregnancy, in spite of the fact that the amount of prenatal care
is highly correlated with suceessful outcomes in pregnancy. Close to
200,000 per year are treated in neonatal intensive care units.

Children under age six need regular preventive health care, yet a
smaller proportion of children under age six have aceess to private
insurance than do other segments of the population. 15% of thei
mothers had no insurance, public or private, at time of delivery. Only
two-thirds as many preschool age children are immunized against the
major childhood diseases as are their school age brothers and sisters.
70% of them have never visited a dentist.

Considerable numbers of them are born with actual or potentially

23
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handicapping conditions; yet, for many these conditions are not
identified until they reach school and even fewer are treated.

A significant number of infants are compromised in utero by moth-
ers who smoke or who have alcohol or drug dependendies. A small
but rapidly ina easing number are born with AIDS.

An increasing number of children under age six are reported
maltreated, yet programs to prevent and deal with the efiects of child
abuse have decreased in the past five years.

More than 50% of all infants and preschool children are now in
families in which the mother is in the labor force. Their families by
and large have less access to parental leave at tioe of child birth than
do their counterparts in 80 Western and Third World countries, The
supply and quality of infant and child care has failed to keep up with
this trend.

Children are enrolled in preschool in inverse propertion to the
level of education of their mothers, so that those who might benefit
most from early education programs are least likely to receive them.

Finally, infants born in this country are more likely to die in the
first year than are their counterparts in 11 other Western countries.
Black infant mortality is almost twice as high as white.

HOW MANY CHILDREN AND WHAT KIND OF
FAMILIES?

111 1985 there were 18,037,000 children in the United States under
the age of five, 2 million fewer than in 1960 and probably about half
a million more than there will be in the year 2000.* Roughly 14.6
million were white: 2.7 million were black; 1.8 million were Hispanic.”

Of the total, 3,749,000 were newborns, representing a birth rate of
15.7 per 1,000 They were born to women who, as a group, were
having only a little more than half as many babies as their counter-
parts of 25 years ago. In 1986 the fernlity rate, 6-4.9 births per 1,000
women aged 15-41 years, was the lowest ever observed in the United
States, two pereent lower than in 1985, The fertility rate has dropped
most drastically among black women, to 81.4 per 1,000 in 1984 (53%
of what it was in 1960). However, it has dropped greatly among whites
as well, to 62.2/1,000 (55% in 1984 of what it was i F960)." 10

The birth rate among Hispanics was about 50% higher than among
non-Hispanics.'' Hispanices tend to begin childbearing eatlier. They
continue 10 have children longer and have larger families.!? The birth
1ate among Hispanics has shown a slight dedine in the 1980s (from
23,9 in 1982 to 22.7 n 1984). It is hard to see how much of a long-
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term trend this represents, since the government did not collect
separate data on Hispanic births until 1980." Hispanic children are
highly concentrated in eight states, which account for 87% of the
Hispanic population: Arizona, California, Florida, Hlinois, New Jer-
sey, New Mexico, New York and Texas."!

Fewer children are born to young women. Births to teenagers fell
drastically over the last quarter century, as did births to women 20—
24 vears.®

1960 1984
Teenagers 89 per 1.000 31 per 1000 (a 43% dechne)
Women
20-24 years old 258 per 1.000 107 per 1,000 (a 38% decline)

In 1985, 480,000 teenage women gave birth. Approximately 10,000
of these births were to young women less than 15 vears old. 167.000
were to young women 15-17 years old.!v17

A much higher percentage of children are born to women who are
unmarried. ‘The increase in the proportion of teenage mothers who

TABLE 1
PERCENTAGE OF TEENAGE WOMEN MARRIED AT TIME
OF FIRST BIRTH

1964-66 6%
1972 6uY%
1980 50%

Soutce National Center for ilealth Statistics, S J Ventuta Tiends i Martal Status of
Mothers at Conception and Buth of Fust Cluld, United States. 1964—66. 1972, and
1980 Monthiy Vital Statisties Report. Vol 36, No. 2, Supp DHHS Pub No 87-1120
Pubhc Health Service, Hvausvalle, Md.. Mav 29, 1987, pl

TABLE 2
BIRTHS PER 1.000 UNMARRIED WOMEN 1970-85
Ages 1519 Ages 20-24
White Black White Black
1970 10.9 96.9 295 131.5
1980 162 89.2 24 4 115.1
1984 19.0 87.1 278 110.7
1985 20.5 88.8 30.9 1061

Sourcer Nauonal Center for Health Statstics Advance teport of fimal natahty statistics,
1985 Monthly Vital Statnties Repmt, Vol 36, No 4 Supp DHHS Pub No 87-1120,
Public Health Service, Hvatsvalle, Md., July 17, 1987, pp. 32-33, lable 19
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are unmarried has been particularly dramatic in the past 15 years. In
1985 more than half of all births to teenagers were to unmarried
teenagers. 145,500 children were born to unmarried white teenagers;
126,000 to uninarried black teenagers and 8,600 to unmarried teen-
agers of other backgrounds. The rate has been increasing more for
whites than for blacks and has sometimes even decreased for blacks.'

The phenomenon of increasing births to unmarried women is by
no means limited to teenagers. In 1985, the rate rose eight percent
over the previous year; in all, the incidence of births to unmarried
women rose 24% between 1980 and 1985."

Though the percentage of unmarried black women giving birth
declined somewhat over the past 15 years, the rate for black teenagers
still stands at more than four times the rate for white teenagers and
almost four times that of white women ages 20-24.* Nonetheless,
because there are so many more in the population, white women
accounted for almost all of the increase in births to unmarried
women.?'* [n 1984, about 86% of the unmarried teenagers who gave
birth had not finished high school; about 15% had some college.?

Poverty. 4,170,000 children, or almost one quarter of all children
under five years of age, were living in poverty in 1985. They were
disproportionatels poor compared o other age groups: 23% of those
under five are living in poverty; in contrast, only 14% of individuals
of all ages were living in poverty in 1985.%1 This is not surprising,
since birth rates for low income families {under $10,000 annual
income) are twice as high as for families with incomes of $25 000 to
$29,000 and five times as high as for those with incomes over

TABLE 3
PERCENTAGE OF THOSE FAMILIES WI'TH CHILDREN
THAT ARE FEMALE-HEADED

1960 1970 1980 1984 1986
Total % 10% 18% 19% 19%
White 6 8 13 15 14
Black 21 31 47 19 48

Source. U.S Bureau of the Census. Statsstical Abstract of the Unuted States, 1985 (for
1960-1980). Table 66, U S Burcau of the Census. Currend Population Reports. Series
P-20, No. 411. "Houschold and Famuly Charactenstics. March 1985 and earher
reports, and unpubhshed data from the Current Population Survey. US Burcau of
the Census Reported m US Chiddren & Thetr Families Current Conditions & Recent
Trends. 1987. ~A Report Together With Additional Views of the Select Commuttee on
Children, Youth, and Famihes,” US House of Representatines. 100th Congress, Ist
Session. Washington. D €. US Government Punting Office. March, 1987 p 9
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$35,000.* Though poverty per se does not inevitably mean that an
infant or a young child will have health risks or poor developmental
outcomes, it is statistically a very strong correlate of risk factors such
as a high degree of family stress, a single parent family, compromised
maternal health, mental health or education.

Female-headed households are more than three times as likely to
be impoverished as are all families; consequently, young children
under six in female-headed, single-parent families are more likely to
be poor. In 1980, 15.4% of all children under six lived with their
mother alone; in 1985, that number had increased to 20%. The
numbers were 11% in 1980 and 13.9% in 1985 for white children:
39.5% in 1980 and 54.1% in 1985 for black childre: ; and 18.2% in
1980 and 24.8% in 1985 in families of Spanish origin®® (See Table 3).

However the family is constituted, moreover, the spread in average
income between the poorest quintile and the richest quintile is in-
creasing. The income of the three lowest quintiles of American
families has fallen in real terms since the 1970s.2

At Risk From the Start. Many of our nation’s children are already
“at risk” during their fetal development and for an important per-
centage, these are multiple risks. Some of the most serious problems
are caused by too closc spacing of births; the fact that a conception is
unwanted: and by smoking, alcohol or drug abuse.

To be born less than 18 months after a sibling is to increase the
likelihood of being born low birth weight or with other health prob-

TABLE 4
PERCENTAGE OF BIRTHS UNWANTED AT CONCEPTION
1976 1982

By Race

Total 12 0% 10.5%
White 9.5 3.0
Black 25.8 23.7

By Edwcation level

<12 yis. 16.1 16.5
12 vrs. 1.2 9.7
>12 yrs. 7.4 6.8

Source National Center for Health Statstics. Adeaner Data. No 36, January 24, 1980.
“Wanted and Uniwanted Births Reported Ly Mothers 15-44 Years of Age. Umited
States, 1976.7 by k- Echard and “Ferulity Patterns The Number. Timmg and Wanted-
ness of Births. Umited States. 1982.° Vital and Health Statstics Report. Seties 23. Date
from the National Suriey of Fanuly Growth
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TABLE 5
DEATHS DUE TO SMOKING 1984
(children under one year)

number of % atributable
deaths to smoking
Prematurity, low birth weight 3.962 18
Respiratory distress syndrome 3,557 18
Other respiratory conditions 3497 18
Sudden Infant Death Syndrowme 5.245 13

Source. Centers for Disease Connol weekls bulletin. Frid oo October 30. 1987.

lems. Yet 36% of births to roung woimnen 15-19 years old come less
than 18 months after the previous birth.>

Infants unwanted at conception are more likely to be at risk for
later problems. According to self-reports of mothers at birth, un-
wanted conceptions are almost three times as prevalent among blacks
as among whites. and more than twice as frequent ammong voung
women with less than 12 years of schooling than among women who
have begun college. These disparities are increasing.

Infants born to women who smoke regularly are at greater risk of
low birth weight. And though there appear to be no current figures
on the number of women who smoke during pregnancy, we know
that though the percentage is going down, almost one-third of all
women ages 20—14 currently do smoke, and that in 1980, more than
a quarter of married mnothers of live-born infants smoked during
their pregnancy.” It is estimated that in 1984 more than 2,500 deaths
of infants under one year old could be attributed to smoking by the
mother. Various studies have shown that smoking increases the fre-
quency of low birth weight infants, premature births, lung disorders
in the newborn period and Sudden Infant Death Syndrome.

Infants horn to women who consume alcohol on a regular basis are
at greater risk of disatility. Infants born to heavy drinkers are more
likely to suffer fetal alcohol syndrome, a cluster of congenital defects
including nervous system dysfunction. Thirteen percent of women
age 20 and older consume alcohol three or more times per week: and
30% have five or more drinks at least once a year.™ It is estimated
that between 1500 and 2000 children are boin each year with fetal
alcohol syndrom~ ¥

The incidence of babics exposed to drugs i ulero is vising sharply.
A 1988 survey of 36 U.S. hspitals found that, on average, 11 percent
were exposing their unborn babies to illegal drugs. with cocaine the
nost common. *
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CONDITIONS OF BIRTH, INFANCY AND
EARLY CHILDHOOD

Generally, infant mortality and the two conditions most closely
associated with it, preniaturity and 'ow birth weight. ha e all declined
significantly over the past quarter century, a decline found across
population groups. Our rates remain higher than the rates of most
other Western countries. To a greater extent than is desrable the
reduction in infant mortality has resulted from the de elopment of
mtensive-use, high-technology, costly in-hospital neonat.l care, and
not from the extension of appropriate nutrition and prenaaal care to
all pregnant women.

TABLE 6
LOW BIRTH WEIGHT RATE OF SELECTED EUROPEAN
COUNTRIES IN COMPARISON TO THE UNITED STATES.
1982-1983

{percent)
Belgium 5
France 5
Fed Rep. of German 3
Ireland 4
Netherlands 4
Norway 4
Switzerland 3
United Kingdom 7
US 7

Source € Arden Miller. Maternal Health & Infant Surcizal, W. ashingion, D (. National
Center for Climcal Infant Programs, 1987, p 16

TABLE 7
MEAN DAYS IN NEONATAL INTENSIVE CARE FOR
SURVIVING INFANTS

Number of grams at birth Mean number of davs
>2500) 35
2001-2500 7
1501-2000 24
<1500 57
<1000 89

Source Presenting Low Buth Weight Connmttee to Studs the Prevention of Low Birth
Weight. Institute of Mediar ¢, Washington, D (. . 1983, p- 3

O
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TABLE 8
PERCENTAGE OF LOW BIRTH WEIGHT INFANTS PRODUCED
BY VARIOUS SUBSECTIONS OF THE POPULATION IN 1984

White non-Hispanics: 5.5
Black non-Hispanics: 124
Hispanics. 6.2
Women under age 15: 12.8
Women 15-19 vears: 9.3
Women over 40 years: 8.1
Women of all ages: 6.8

*of all births by women m this categorv,

Source National Center for Health Staustis. S ] Ventura Births of Hispanie Parent-
age. 1983 and 1984, Monthly Vital Statistics Report. Vol. 36, No 4. Supp (2) DHHS Pub
No. (PHS) 87-1120. Public Health Service Hyvattsville, Md.. Julv 24 1987, p. 17. Table
12 and National Center for Health Stausties, S Taffel. Charactenslics of American
Indian and Alasha native births, United States. 1984, Monthis V wtal Statistics Report. Vol
36. No 3. Supp DHHS Pub No. (PHS) 87-1120 Pubhc He 'th Service. Fhattsville,
Md . June 19,1987 p 11.Table 0

TABLE 9
BABIES BORN WEIGHING 1500 GRAMS OR LESS
1970 1976 1980 1984
All 1.2% 1.2 1.2 1.2
White 1.0 9 9 9
Black 2.4 2.4 2.4 2.6

Source. Nattonal Center for Health Statsucs, Health, Umiled States, 1982, Table 24,
Monthhy Vital Stausties Report. Vol 31, No 8 Supplement. Nov.. 1982, Tables 13 & 20.
Vol. 35. No 4 Supplement. Julv 1986 Tlable 25, and unpublished data. Reported in
US Chddren and hewr Families Curient Conditwons and Recent Tiends, 1987, A Report
Together Wuh Additional Views of the Select Commnttee on Children, Youth, and
Famihies.” US House of Representatives, 100th Congiess. st Sesston, Washington,
D C.: US. Goernment Printing Office. March 1987, p. 45

A. Low birth weight. Almost seven percent of all babics born in the
U.S. in 1985 weighed less than 2500 grams (5 pounds. 8 ounces).*
Our incidence of low birth weight is higher than that of almost all
other Western countries.*' More than 60% of all deaths in the neona-
tal period (first 28 days). and 20% of deaths between 28 days and one
vear are of low birth weight babies. Low birth weight babies have a 10
times greater riskh of death in the neonatal period than infants
welghing more than 2500 grams at birth."* Surviving low birth weight
infants often spend weeks o1 months in costly neonatal intensive care.
Very low birth weight infants also are at setious risk of disabilities.
429% have some neurological handicap or congenital anomaly
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Some kinds of mothers are at higher risk of producing a low birth
weight baby than others. Black teenagers produce more than one-
quarter of all low birth weight infants born to blacks,*” and the racial
disparity in birth weight is increasing. Between 1973 and 1983, the
rate of low birth weight decreased more among whites than blacks,
and the rate of very low birth weight increased among blacks but
shghtly decreased among whites.*

The incidence of very low birth weight babies since 1970 has
declined slightly for whites, increased for blacks. The chances of
being born low birth weight if one is black and born in Michigan are

CHART 1
Sample Variation in Low Birth Weight, By State, 1985
White Non-White Black
Average: 5.6% Average' 11.1% Average: 12.4%
15% —
S 13 6%
12 9%
12 5%
—
11 19 —
10 5%
10%
74% [ ]
70%
60%
5% —
4 6%
0%
MN VT CO SD NY |IL NM AK Mi

Source National Center for Health Statistics, calculations by Children’s Defense Fund.
Reported in The Health of America’s Clildren Maternal and Child Health Data Book.
Dana Hughes. ¢f «f. Wash.. D C.. Children’s Defense Fund. 1988, pp. 68 & 69, Tables
2.5A-2.5D.

- 6%
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more than three times as great as the chances of being born low birth
weight if one is white and born in Minnesota.

The significantly lower incidence of low birth weight among His-
panics and American Indians when compared with blacks of similar
income level, age, onset of prenatal care and number of years of
education is a mystery. A more fine-grained analysis of the compo-
nents of maternal diets and fetal environments among one cultural
group as compared to another may help to illuminate our ignorance
as to the causes of low birth weight.

Surviving low birth weight infants often spend weeks or months in
costly neonatal intensive care.

B. Premature births. Prematurity, or birth before the normal full
term of nine months, is highly correlated with later risk and also
varies from one population subgroup to another. The rate has been
increasing over the past five years.»

1980 1984 1985
All 8.9 9.4 9.8
White 7.9 8.2
Black 16 8 175

Teenagers, women over 40 and low income blacks are at especially
high risk of prematurity.*

C. Infant mortality.' The infant mortality rate in the United States
is still higher than that of 16 other industrialized countries. However,
it has decreased markedly in the past 12 years. The disparity between

TABLE 10
INFANT MORTALITY RATE PER 1,000 BIRTHS—1982
Sweden 7
Japan 7
Finland 7
Switzerland 8
Norway 8
Netherlands 8
Denmark 8
France 9
Canada 9
Spain 10
Austalia 10
U.S.A. 11

Source. The State of the World's Cluldren 1985 Unnted Natons Children's Fand, p. 921.

63
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CAESARIAN SECTIONS

The number of infants born with Caesarian sections has in-
creased significantly over the past five years.

Caesarian births over time: Percent of all deliveries to total number.

1979: 16.4%
1982: 18.5
1984: 21.1

U.S Natioral Center for Health Stauistics, unpubhished data, pubhshed n U.S
Bureau of the Census, Statistical Abstract of the United States 1987, 107th ediuon.
Washington, D.c., 1986, p. 62, Table 88.

APGAR SCORES

Apgar scores are a general measure of the health and viability of
newborn babies, applied as a standard assessment by all U.S
hospitals. They measure 10 indicators, such as heart rate, res-
piratory effort, muscle tone, irritability, and color. Apgar tests
are made at one minute after birth and at five minutes after
birth. The five-minute Apgar has more predictive value with
respect to later developmental measures than the one-minute
Apgar. A score of less than seven indicates that there may be
cause for worry. A score of 9 or 10 is considered excellent.

PERCENTAGE OF INFANTS BORN IN 1984 W[TH A
I-MINUTE AND A 5-MINUTE APGAR SCORE
OF LESS THAN 7. :

I-minute 5-minute
White 9.3% 1.7%
Black 12.4 3.3
Indian 11.0 2.0
All infants 9.9 2.0

National Center for Health Statisucs, S. Taffel Charactistics of American
Indian and Alaska natne births, United States, 1984, Monthly Vital Stanstics
Report, Vol. 36, No 3, Supp. DHHS Pub No. (PHS) 87-1120. Public Health
Service, Hyattsville, Md., June 19, 1987, p 13, Table 12, and National Center
for Health Statistics, S. | Ventura Births of Hispamc parentage. 1983 and 1984,
Monthly Vatal Statistics Report, Vol. 36, No. 4, Supp. (2). DHES Pub No (PHS) 87-
1120. Public Health Service. Hyattsville, Md., July 24, 1987, p. 17, Table. 13.
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the chances for survival of black babies and white is very great, and
because the rate for blacks has been improving less, the difference is
increasing. Black infant mortality is now almost twice as high as white.
The growing disparity between races over time is most strongly
reflected in the neonatal mortality rates.

Postneonatal mortality rates for black infants are twice as high as
for white. Nonetheless, the disparity 1s shrinking somewhat. Finally,
the odds against living to one’s first birthday vary greatly by state as
well as by race. To be white and born in North Dakota is to have more
than three times as great a chance to survive as a child who is non-
white and born in Delaware.

D. Deaths of young children. Deaths of children under five years of
age are, of course, much more frequent in the first year than in the

TABLE 11
INFANT MORTALITY RATES BY RACE OVER TIME
All races White Black
1972-74 17.6 15.7 238.2
1977-79 136 11.9 29.8
198284 11.2 9.8 19.1

Source. National Center for Health Statistics. Data computed by the Division of
Analysis from data compiled by the Division of Vital Stanstics, repos ted in National
Center for Iealth Statisues. Presention profile, by P M Golden Heauth, United States.
1986. DHIHS Pub No (PHS) 87-1232, Public Health Service Washington U.S Govern-
ment Printing Office, December 1986, p. 86. Table 14

TABLE 12
NEONATAL MORTALITY RATES BY RACE OVER TIME
All vaces White Black
1979-74 13.0 11.8 19.6
1977-79 9.4 8.3 153
1982~-84 7.3 6.5 12.1

Soutce. Nanonal Center for Health Statisties, (see Table 11). p 88, Table 15,

TABLE 13
POSTNEONATAL MORTALITY RATES BY RACE OVER TIML
All races White Black
1972-74 4.7 3.9 8.6
1977-79 4.2 3.6 7.6
198284 3.8 3.3 6.6

Source: National Centet for Tealth Statisues, (see Table 1), p 90, Table 16
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next four. The number of deaths due to all causes has significantly
declined between 1970 and 1984, so that only 60% as many children
aged one through four are dying now as died 15 years ago.

But, though the risk of death is lower for all, it remains spread
unevenly across sex and race: in 1984, white females age one through
four were only four-fifths as likely to die as white males and less than
half as likely to die as black males in that age range.

The most important cause for the decline in mortality among
young children appears to be the lower rate of death by motor vehicle
accident.

Infants up to age one are at significantly higher risk of dying due

CHART 2
Sample Variation of Infant Mortality Rate, By State, 1985
White Non-White Black
Average: 9.3% Average: 15.8% Average: 18.2%%
[21 8%
25%
20%
™ —
17 8%
. 12 4%
10%
— o=
B84%
5%
0%
ND CA wy OR IN DE AZ FL SC

Source National Center for Health Statistics. calculations by the Children’s Defense
Fund. Reported in The Health of America’s Childre. Maternal and Child Health Data
Book. Dana Hughes, et al Wash., D C.. The Children's Defense Fund. 1988. Tables
2.1A22A, 23A, 2.4A, pp. 42 60, 62. 64. 66.
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TABLE 14
ESTIMATED INFANT MORTALITY RATES,
BY AGE AND FOR 10 SELECTED CAUSES:

UNITED STATES JANUARY-DECEMBER 1986
Rate/1,000 live
Age and cause of death births

Total, under one year 10.4
Under 28 days 6.7
28 days to 11 months 3.7
Certain gastrointestinal discases 0.1
Pneumonia and :nfluensn 0.2
Congenital anomalies 22
Disorders relating to short gestation and unspeafied

low birthweight 0.9
Birth trauma 0.1
Intrauterine hypoxia and birth asphyxia 0.2
Respiratory distress syndiome 0.9
Other conditions originating in the perinata! penod 2.7
Sudden Infant Death Syndiome 1.4
All other causes

Residual 1.8

In 1985, 9.000 wfants died due w buth defects, accounting tor 23.7% of Al mfam
deaths,

Sources Nmth Internavonal Classthcaton of Diseases, 1987

Sowmce. Nauonal Center for Health Statstics. Burths, Marrnages, Dnovees, and Deaths
for January 1987 Monthl, Vital Statstics Report, Nol 36, No 1, DHHS Pub. No. (PHS)
87-1120 Public Health Service Hyattsvlle, Md., Apid 29, 7 87 p 10, Table 8.

TABLE 15
DEATH RATES PER 1,000 POPULATION

Age of

Child 1970 1980 16982 1984
<l 1.4 129 11.6 10.9
1-4 85 b4 58 52

Sowrce Death tates are demned by dusding the number of deaths i a populaton m g
given pertod &y the 1esident population at the muddle of that penod Tt s expressed s
the number of deatns per 1000 o1 100,000 populanc:, It may be testricted o deaths
in speathic age, e, sex, o1 geographic groups, o1 it ma be telated w the enure
population Naticnal Center for Health Statnsucs. Health United States, 1986. DHES Pub.
No (PHS)87-1232 Public Health Service Washington, D.C.. U S. Gorsernment Prinunyg
Office, December 1986, p 230 For a dehiniton of mfant mortahty, see footnote 40,
pp. 75~76.

Soutce' Nanonal Center for Health Stansties Vital Statsstics of Unsted States, Vol 1,
Mortahty, Part A, 1950-8 1. Public Health Service Washmgton, D €, U.S. Government
Punung Office, Data compiled by the Division of Aualyvsis from data compaled by the
Division of Vital Statistics and from Table

O
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to homicide, accident, poisoning or undetermined injury than older
children.

E. Handicapping conditions, developmental delays and chronic
health problems. It is estimated that 150,000 to 250.000 babies born
cach year have birth defects. The wide range of this estimate is not

TALE 16
DEATH RATES PER 1,000 IN 1984 BY SEX AND RACE
Age of White White Black Black
Child Male Female Male Female
I—=4 .02 A2 .85 7<

Source. Natwonal Center for Health Statnsties, Vel Statntics af United States. Voi. 11,
Mortality, Pazt A, 1950-81 Pubhc Health Servie Waslington U.S. Government
Printing Othee, Datr computed by the Diviston of Analvas from data comptled by the
divinion of Vital Statisties and from Tible 1.

TABLE 17
TOTAL DEATHS IN 1984 OF CHILDREN BETWEEN ONE AND
FOUR YEARS AND RATE PER 1,000

Age of Number Rate’1.000
Child All races White Black All races White Black
1-4 7.37¢ 5413 1.679 52 A7 79

Souree Galeulaed v Cluld hends, Ine from unpublished dats furnshed by the
Statistical Resources Branch, Naunonal Center {or Health Statstics, The data ase §1om
the Vital Registration Svtem, wlich 1eports canse of deatle as 1ecorded on the death
certihieates of cach state Reportain US Chiddren and Thew Famulies Gurrent Canditians
and Recent “lends, 1987, “\ Report logether with Addimonal Views of the Select
Commiittee on Childien, Youth, and Fanuhes,” U8, Howe of Representatnes, 100th
Congress, IstSession, U'S Govennmment Ponting Ofhice. Mach 1987, p. 30

TABLE 18
DEATH RATES PER 1.000 DUE TO MOTOR
VELHICLE ACCIDENTS

Age of

Chuld 1970 1980 1982 1984
1-+4 15 09 08 07

Source Natonal Center for Health Statistics Vital Statstion of United States, Vol 11,
Mortalyy, part AL 1950-81 Publec Health Seivice Washimgton US - Government
Panong Office, Data computed by the Divion of Anahois from data comptled by the
division of Vital Statisties and from Lable | Repotted m Health, U'S . 1986, National
Center for Health Statisues. DHHS Pub, No. (PHS) 87-1932. Public Uealth Seivee,
Washmgton. D C U'S Government Printung Office. Decenber 1980, p FI2 Lable 50.
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TABLE 19
DEATHS DUE TO ACCIDENT, POISONING OR VIOLENCE—
NUMBER & RATE

Age of Number Rate/1.000
Child All races White Black All races White Black
1-4 - 2814 2.066 625 20 18 29

Source. Calculated by Clild Trends, Inc from unpublished data furmshed by the
Statistcal Resontrees Branch, Natonal Center for Health Statisues. The data e from
the Vital Registraticn Svstem. which 1eports canse of death as recorded on the death
cettihicates of each State. Reportan US Claldren and Phen Famlies. Cuyrent Conditeons
and Reeent Tien b, 1987, “A Report logether with Additonal Views of tie Select
Commnttee ors Children. Youth, and Fanmuhes.” US House of Representatives, 100th
Congress, 1ot Session, U S, Government Prinung Office, March 1987, 1 50,

TABLE 20
DEATHS DUL 10 DISEASE AND HEALTH CONDI'TIONS—
NUMBER & RATE

Ageof Number Rate/1,000
Child All races White Black All races White Black
1-4 4,558 3,347 1,054 32 29 49

Soutce. Calenlated by Cluld Ueads, Inc from unpubbished data fuinshed by the
Statistrcal Resoutees Branch, Natonal Center for Health Statstes. Fhe data aie trom
the Vital Registtation Svstens, whidd. 1eports cause of death as 1ecorded on the death
certtficates of each state Report m S Chidren and Then Famdies: Cunrent Conditrons
and Recent hends, 1987, A Report logether wath Addmional Views of the Sclect
Commattee on Childien, Youth, and Fanuhies” US House of Representatnes, 100th
Congress. Ist Sesston, U Government Punung Ofhee, March 1987, p. 50

TABLE 21
NUMBER OF DEATHS OF INFANTS AND YOUNG CHILDREN
DUE TO HOMICIDE AND UNDETERMINED INJURY
(RATE/100,000)

1970 1975 1980 1984
Children 1= 3.2 3.6 3.3 2.8

Source. Phulip | Cook and John H Laub, “frends m Cluld Abuse and hnemile
Delinguenay,™ unpublished manusanpt, Mav 1985, aung the Pubhc Health Savae,
National Center for Health Stansaos, Vetal Statnties of die Untted States, Vol 1 Mortality.
Xt AL vanors years, and unpublished data provided by the Navonal Center for
Health Stasstees, teported m US Chaddrer, and Hien bamddies. Cuorent Condittons and
Recent Tiends, 1987, "\ Report logethier with Addiional Views of the Select Committee
on Cliddren, Youth, and Fanuhes,” U'S House of Representatines, 100th Congress, st
Sesson, US. Government Printng Office, Maich 1987, p 50
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TABLE 22
INCIDENCE OF CERTAIN DISABILITIES AT BIRTH
mcidence/1,000 Iive births

Cleft Lip/Palate 1.6
Congenital Heart Disorders 9.0
Severe Heart Disease 2.6
Cystic Fibrosis 0.27
Down’s Syndrome 1.4
Muscular Dystrophs 0.11
Neutral Tube Defect

Spina Bifida 0.7

Encephalocele 0.15

Source Steven L Gotuuaker and William Sappentield. “Chrome Childhood Bisorders.
Prevalence and Impact.” Pedeatrie Clinaes of North America. Vol 31, No 1. February 1984,
pp 3-18.

surprising. Many defects are not or cannot be detected at birth and
are only identified later. The 1eporting of handicapping conditions—
as with the general assessment of the health of young children—is
highly unsystematic. Here, however, the iability to predict and iden-
tify problems is especially costly, because it means that necessary care
cannot be given when it might be most etfective.

F. Limitations on young children’s activity. In 1985, 2.6% of chil-
dren under six were physically lmited m their level of activity, an
increase of 0.2% over 1983, The crease appeared to be for all but
the most severely hmited.” And, though there are not breakdowns
between sexes, races and income levels specifically for children under
six, there are breakdowns among children of all ages with physical
limitations. In 1985 #7¢ more boys than gitls were physically himited,
24% more black than white children suffered physical limitations,
and almost three times as many children with physical limitations
came from families who carned less than $10,000 a year as came
from families earning $35,000 a year on more. The greater number
of very young childien with health problems coming from among
black and low-income faniilies is statistically recorded in parental
ratings of their children’s health status.

Almost one-third of all families earning less than $10,000 a year
believed their young children’s health to be less than very good. T hat
was more than three tmes as many as in families carnmg $35,000 a
year or more. The ratio of high qudity to low quality health of
children under five was assessed by thelr parents as not much more
than two to one for lovest income families. For high income families
it was almost nine to one.
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TABLE 23
PARENT RATINGS OF THE HEALTH STATUS OF THEIR
CHILDREN UNDER 5 YEARS OF AGE-1985. (Percent.)

_é_l_l- White Black
Excellent 54.7 57.2 424
Very Good 25.8 26.3 24.8
Good 17.2 14.8 28.6
Fair or Poor 2.3 1.8 4.2

Source. National Center for Health Statistics, “Current Estinidates From the Nauonal
Health Interview Survey: Umted States. 1983:"* .. 1984."and * . . 1985,” Vutal and
Health Statistrcs. Series 10. Nos. 154, 156, and 160. Table 70 in cach volume.

TABLE 24
PERCENT OF FAMILIES EARNING

under 10.000-~ 20.000- 35,000~
$10.000 19,999 34,999 or more

Excellent 41.7 50.3 58.3 65.3
Very good 297.3 29.4 25.1 24.3
Good 26.8 180 14.7 8.6
Lair or Poor 4.2 24 1.8 1.6
Excellent or Very good 69.0 79.7 83.4 89.6
Geod or Fair/Poor 31.0 20 4 16.5 10.2

Source: National Center for Health Statistice (sce Table 23)

G. Unsafe lead levels. Through there is disagreement over what
constitutes an unhealthy blood level of lead. there is consensus that
some children are much more likely to have elevated blood lead than
others. (See Tables 25 and 26. p. 56).

H. Children who are abused or neglected. The number of young
cluldren reported to be suffering abuse and neglect (indluding denial
of basic necessities and minor injuries) continues to increase signifi-
cantly, having almost tripled since the mid-1970s. The mcreased
openness in reporting sexual abuse accounts for some of this increase.
For obvious reasons, children under six experience a disproportion-
ate share of maltreatment of all children.

The lack of standard reporting in this area is 4 major problem.
Many states do not keep standard figures or report them to the
federal government. Those states which do report them vary in how
they do so—whether or not they indude unsubstantiated reports,
how they count multiple reports on one family, and whether they
count children or families.’* Breakdowns by age and type of maltreat-
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ment do not exist, but there is data indicating that very voung
children are more vulnerable than are their older peers. Children
from birth to age five nationally made up 28% ! the population but
accounted for 74% of maltreatment fatalities in 1979.1" The average
age of fatalities from child maltreatment is 2.0.%

L. Children with mental health disorders. Statistics kept on voung
children with mental health problems are extremely sketchy, and

TABLE 25
PERCENT OF CHILDREN WITH ELEVATED BLOOD LEAD
AGES ONE-THREE. 1980

One vear old Two vears old Three vears old
White 2.8 2.8 2.4
Black 8.2 16.8 18.1

Source: J U Amesand K Mahatfes. Blovd Lead Leceh for Perons Ages 6 Montha—7+4 zears.
Vital and Health Statisues. Serwes 11, No. 233. 0 S Department of Health and Human
Serreos, August, 1984, as reported i Infants Car't Wart The Numbens. Nattonal Center
tor Chimie sl Infant Programs. Washmgton. D.C. 1986 p. 36. By definrton. an elevated
blood lead level. known to lead 1o damage. s > 30 microgramsdecalite .1 s suspected

that bram celt and other damage appears esen at levels of 20 and 23 1 gal

TABLE 26
PERCENT OF CHILDREN. SIX MONTHS-FIVE YEARS WITH
ELEVATED BL.LOOD LEAD. BY FAMILY INCOME. 1980

All races White Black
Income:
< $6.000 10.9 2.9 18.5
$6.,000-14.999 1.2 22 12.1
>$15.000 1.2 0.7 2.3

Source |1 Amesand K Mahatfes. Blood Lead Livels for Prrsons 6 Month—7+4 Yrars (sce
Lable 25)

TABLE 27
REPORTED CASES OF CHILD MALTREATMEN I FOR
CHILDREN OF ALL AGES (RAIE PER 1.000 CHILDREN)

1976 1980 1982 1984 1985
Numbet 669.000 1.15-4.000 1.262,000 1.727.000 1,928,000

Rate 101 18.1 20.1 273 30.6

Sowrce Amertcan Assoaation for Protecung Chiddion, o . Lhehlichts of Offreial Child
Neglect and Ahise Reporting. 1985, Dewnver, Colorado  The Ameran Hunane Assoqa-
uen 1987 pp 3- 4, Fieures Land 2
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TABLE 28
THE HIGHER RATE OF ABUSE OF YOUNG CHILDREN—1985

% who are
% of all abused
Age U.S. children or neglected

0-5 34 43
6-11 31 33
12-17 35 24

Source. American Assoaatton for Protecting Cluldren. Inc.. Highlights of Officaal Child
Neglect and Abuse Reporting, 1985, Demver. Colotado. The American Humane Assocta-
tion. 1987, p 15, Table 5.

TABLE 29

¢ ofall

Tvpe of maltreatment maltreatments

Physical injury:

Major 22

Minor 15.4

Unspecified 4.1
Neglect (deprivation of necessities) 557
Sexual maltreatment 1.7
Emotional maltreatment 8.9
Other maltreatment 10.2

Source. Amienican Assoaation for-Protecuon Chaldven, Inc . Highlichts of Officiad Chald
Neglect and Abuse Reportinig, 1985, Denver. Colorado The Amenican Humane Associa-
tion. 1987 p 16. Table 6 1he distnbution for 1983 s based on a4 spectal mtensive
sampling of four states consttunng 24 pereent of the US Child Population—Himons,
Florida. New Yotk and Texas

SMALL CHILDREN WITH AIDS

An increasing number of children under five have AIDS.
Though the numbers 1emain small—over 900 as of July 1988—
80% are children of parents with AIDS or at risk of AIDS, mans
of whom are in ro position to care for their children. The needs
of these children for public support for health and daily care
are massive. ‘The number has almost doubled in the past vear.

Soutce AIDS Weckiv Sunvaillance Report- -Unied States AIDS Progsam, Cen-
ter for Infecious Discases, Centers {or Disease Contral, July 1988
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provide almost no useful information. There is a small amount of
data on the number of children in mental health facilities. However,
there are no official estimates of the number of children under six
who require mental health services. A major recommendation of a
recent study by the U.S. Congress Office of Technology Assessment
is that the federal government develop a more informed estimate of
the number of children who require mental health services.*

HOW ARE OUR NATION'S YOUNGEST CHILDREN
CARED FOR?

Prenatal care. Almost one quarter of all babies born between 1979
and 1985 weie to women who had had no prenatal care in the first
three months of their pregnancy. Between five a - six percent were
born to mothers who had prenatal care only in the last three months
before they gave birth or who had no prenatal care w hatever. Roughly
double that percentage of black and Hispanic infants were born to
women who had either no prenatal care or care only in the last
trimester.*

Proportions of mothers with delaved care or no care were six times
higher among mothers who did not finish high school compared with
mothers who had at least one year of college.™ There remains a very
strong negative correlation between low birth weight and the com-
mencement of prenatal care.

Proportions of mothers who receive early care vs. late or no
prenatal care varies greatly from state to state. A child born in New
Mexico is six times as likely to have had late or no prenatal care than
a child born in Iowa or Rhode Island.

The United States spends a higher percentage of its gross national
product on health care than any Furopean country. Yet the percen-
tages of its pregnant women receiving prenatal care compares unfa-

TABLE 30
PERCENT OF INFANTS BORN AT LOW BIRTH WEIGHT BY
AMOUNT OF PRENATAL CARE RECEIVED

Tvpeot care Percent low buth weigha
No prenatal care 27%
Some prenatat care 7%

Sowce, Blesed Events and the Bottow: [.ne inancing Maternats Care i the United States
Washigton. D.C The Alan Guttmacher Insutute 1987, p 16
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vorably with that in other countries. Many Furopean countries, even
those with a lower per capita income than the United States as well as
those with health care systems as pluralistic as ours, use a system of
incentives to encourage early registration for prenatal care.™

Medical Care After Birth. As noted above, in the attempt to save the
lives and promote the healthy development ¢ infants born low birth
weight and/or with birth defects, United States hospitals treat between
150,000 and 200,000 infants annually in neonatal intensive care units
(NICU's). This represents four to six percent of all newborns. Treat-
ment of low birth weight babies in NICU's costs on average between
$12,000 and $39,000. Very low birth weight babies’ costs range be-
tween $31,000 and $71.000; and costs for the ver) tiniest go as high

CHART 3
PERCENT OF BIRTHS BY TIMING OF MOTHER'S ENTRY INTO
PRENATAL CARE,
SAMPLE VARIATION BY STATE, 1984

90% Late or No Care - ; Early Care

Average: 5.6% — ls03% Average:
80% 176 5%) 76.5%
70% Lol
60%
50%
40%
30%
20%
10%

10 6%
5% 6 0%
44%
0% l:“"°|| Il |
ME MS Nv TX Fi. ID VA NH

Source. National Center for Healtt Statistics Calculation by the Children’s Defense
Fund. Reported in The Health of America s Chuldren. Muaternal and Chuld Health Data
Book. Dana Hughes. ¢f al Washington. D C. The Children’s Defense Fund. 1987.
p. 5l.
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CHART 4
DURATION OF PAID MATERNITY LEAVE (IN WFEKS)
Ireland 6 3*
Netherlands 6 6
Norway 12 6
Belgium 6 8
Switzerland 8 8
Denmark 4 14
FRG 6 24*
UK 11 29
Spain** 6 8
France 6 8
T 1 I ] T I i I I
weeks 15 10 5 S 10 IS 20 25 30
Prenatal Birth Postnatal

*Leave is extended for premature delivery
Source. Children’s Defense Fund, The Health of America s Children. 1987.
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as $150,000 per child.’ There seems to be virtually no way, however,
for families with less severe problems to receive kelp outside the
hospital setting. For example, the United States has no system for
postnatal home visits, unlike most European countries.”

Parental leave at time of childbirth. At present, only about 40% of
new mothers in the United Stawes receive parenta’ leave which allows
them a six-week leave without severe financial penalty.’® S . states
provide paid temporary disability benefits for employed women who
give birth. No fathers of newborns receive paid leave. This is in
contrast to standard practice in many other nations, including many
developing countries, and every other industrialized country, all of
which provide some variation of a statutory maternity leave or paren-
tal benefit.>!

TABLE 31
MARRIED, SEPARATED AND DIVORCED WOMEN IN LABOR
FORCE WHO HAVE CHILDREN UNDER AGE SIX

Married Separated Dnorced

number  percent number  percent  number  percent

(million) (mullion) (mlhion)
1960 2.5 18.6 n/a n/a n/a n/a
1970 3.9 30.3 3 45.4 3 63.3
1980 5.2 45.1 A4 52.2 D 68.3
1985 6.4 53.4 A4 532 6 67.5
1986 6.6 53.8 ) 57.4 7 73.8

Source. U.S. Bureau of Labor Staustics. Special Labor Force Reports. Nos 13, 130 & 134,
Bulleun 2163, and unpubliched data Reported in Statustical Abstrec t of the Unated Statey
1987 107th edion US Bured . of the Census Washington, D €. 1986 I 383, 1able
654

TABLE 32
CHILDREN BY MOTHER'S EMPLOYMENT IN 1984
(percent distribution)

Age of Child Fulliime Part ime Not iu labor force
0-5 20% 38% 39%

Source Anabysis by Chuld Irends. Inc . of pubhe use data trom the Census Buieau's
March 1985 Current Population Survey  Iabulations produced by Techincal Suzport
Staff, Oftfice of the Asastant Secretary for Planmng and Evaluauon, US Department
of Health and Human Services Reported i U S Chddien and Lhew Faalies Current
Condwtsons and Recent Trands, 1987, *A Report logether With Addittonal Views ot the
Select Commuttee on Cluldren, Youth and Fanuhes * US House of Representatives.,
100th Congress, Ist Session Washmgton. DG US Governmemt Prntung Othce.
March. 1987 p 17.
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TABLE 33
PRIMARY CHILD CARE ARRANGEMENTS USED BY
EMPLOYED MOTHERS FOR THEIR CHILDREN UNDER FIVE,
BY AGE, DECEMBER, 1984 THROUGH MARCH, 1985

Under | 1-2 3-4

Care in her home +
by father 18.2% 16.2% 14.3%
by grandparent 74 6.4 4.5
>37.3 >32.8
by other relative 3.2 4.5 3.3
by non-relative 5 5.7 5.0
Care in other home + +
by grandparent 2, 11.0 8.5
by other relatve . >40.7 4.0 >41.8 4.7
by non-relative 23.0 26.8 17.7

Group care + +
day care center 8 12.3 17.8
nursery school 5. >14.1 5.0 >17.3 144
kindergarten/grade school — — 1.7

Mother cares for child . 8.2 8.1
while working

Source U.S. Burcau of the Census, Current Population Reports, Sertes P-70, No. 9,
Who's Minding the Kids? Childcare Arrangements 1984-85, Washington, D.C. U.S
Government Printing Office, 1987, p. 5, Table D.

Child Care. More than half of all U.S. children under age six now
have mothers in the labor force. That percentage represents a dra-
matic change over the past 25 years. The pattern of increase in
working mothers holds for those who are married, separated and
divorced, but the rate is almost half again as high for children whose
mothers are divorced as it is for children whose mothers are married.

Almost twice as many methers of children five years old and
younger work part-time as work full-time. (Part-time includes “part-
time, full-year,” “full-time, part-year” and “part-time, part-year.”)

Almost four-fifths of families with children two and under where
the mother works choose child care in a home setting (either the
child’s own home or another home), By age three, the number
choosing group care more than doubles. Nineteen percent of family
day care providers have an eighth grade education or less. Ninety-
four percent of family day care is informal and unregulated,™ Only
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three states comply with the proposed 1979 federal regulations for
adult:child ratios in center based care.”® There is a trend toward
greater use of group care for very young children. The percentage
of working women using group care for children under one year of
age almost tripled from 1982 to 1985.

Children in preschool and kindergarten. Paralleling increases in use
of child care, the number of children three to five years of age who
are enrolled in nursery school and kindergarten has increased by
almost 50% in 15 years. The increase has been most striking for lack
children. The increase in nursery school enrollment, though still
much less than kindergarten, has grown the fastest. An important
contributor to pre-primary enroliment is the increase in children
being served by Head Start. Unfortunately, however, overall the
childven who probably could benefit most from early education are

TABLE 34
COMPARISON OF PRIMARY CHILD CARE ARRANGEMENTS BY
WORKING WOMEN FOR THEIR CHILDREN UNDER ONE YEAR

OF AGE
(PERCENT)
December 1984—
June 1982 __March 1985
Care in our own home:
by father 13.9% 18.2%
hy grandparent 8.9 7.4
by other relative 5.1 3.2
by non-relative 6.4 8.5
Care in other home:
by grandparent 13.5 12.6
by other relative 6.2 5.1
by non-relative 23.0 23.0
Group care: + +
nursery school 1.7% . 57.0%
day care center 3.6 >5.3 8.4 >141
Mother cares for child
while working 9.2 8.1
Don’t know/no answer 8.6 not included

Source. Marun O'Connell and Carolyn C Rogers, “Child Care Arrangements ot
Working Mothers. June 1982 " Current Popudation Repurts Series P23, No 129 Bureau
of the Census, November, 1983, p. 22.

Source: U.S. Bureau of the Census, Current Population Reports, Series P-70, No 9,
Who's Minding the Kids? Childcare Anangements 1984-85, US Government Printing
Office, Washington, D.C., 1987, p. 5, Table D
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64  GIVING CHILDREN A CHANCE

less likely to be receiving it. Pre-primary enrollment is mgher when
parents’ education is greater.

Nutrition assistance for impoverished pregnunt women and for chil-
dren. There has been a significant increase in federal expenditures
on nutrition supplements for women who are pregnant and for

TABLE 35
PRE-PRIMARY SCHOOL ENROLLMENT 3-5 YRS. (1970-85)
(millions)
1970 1975 1980 1985
D 5.0 19 5.9
White 34 4.1 4.0 4.3
Black 58 73 72 92
All-Nursery School 11 1.7 2.0 2.5
All Kindergarten 3.0 32 2.9 34

Source U'S Bureau of the Census, Current Population Reports. series P-20. No, 318, and
unpublished data. reported i Statistical Abstract of the Unated Stetes 1987, 107th echtion,
U'S. Bureau of the census, Washington, D C. 1986, p 119,

TABLE 36
PERCENT CHANGE IN ENROLLMEN'T 1970-86
Age Percent Change
Three=Six year olds + 5%
Thiee year olds + 144
Four year olds + 85

Source U'S Department of kducation, Center for Education Statistics, The Condition
of Educatron, 1985 Edition, 1986, Table 13 For details of projection niethodology, see
Projections of Education Statistics to 1992-1993, 1983

TABLE 37
HEAD START ENROLLMENT 1970-1985
(thousands)
1970 1975 1980 1982 1985
Enrollmem 299 299 362 396 452
Federal
appropriation:
Current § 326 mill. i mdl 785 null. HN2milt  1.075 mill.

Soutce U'S Bureau of the Census. Statistical Abstract of the Unated States, 1982-83. 1able
563, and US Chuddren and Then Famidies Curient Conditions avd Recent Irends, 1987, “A
Repott Together with Addional Views of the Select Conmuttee on Childien. Yonth,
ant Families,” US llouse of Representatnes. 100th Congress, It Session, U8,
Government Printing Office, Maich 1987, p 91,
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young children who are poor. The research data correlating im-
proved nutrition with « lover inddence of low birth weight births and
infant mortality has affected both federal and state appropriations
for these programs. Thus funding increased for both the Special
Supplemental Feeding Program for Women, Infants and Childien

TABLE 38
ENROLLMENT RATE IN 1985 IN NURSERY SCHOOL OR
KINDERGARTEN, BASED ON MOTHER'S LEVEL OF
LEDUCATION

White Black Hispame
<8 Yeats 40.9 42.4 39.0
One=Three Years HS 404 53.1 41.0
High School Graduate 52.9 56.8 41.8
College One=Three veats 618 59.7 626
College graduate
(4 vears ot more) 67.8 63.2 oo
small
to be

counted

Source. V.S, Bureau of the Census. Cunent Popudation Repts, series P-20, No 318, and
unpubhshed data, teported i U'S Bureau of the Census, Stattieal Alntract of the Unated
States: 1987, 107th edition, Washmgton, D €, 1986, p 119

YOUNG CHILDREN IN FOSTER CARE
In 1984 more than one quarter of a million children were in
foster care. 3.3% of these were under one vear of age. 21.2%
were between the ages of one and five.

Source Tosin Tatara Charadersties of Chddren i Substutite and Adoptiee Care
Washmgton. D €. Amencan Public Weltare Assoaation June, 1987 pp 62-63

TABLE 39
NUMBER OF PEOPLE FED AND DOLLARS SPEN'T ‘T HROUGH
WIC AND RELATED PROGRAMS

{millions)

1975 1980 1985
Number parucpating ) 2.0 3.3
S expended S94 S603 $1.235 billon

Soutce U'S Depa.unent of Agncublune, Tood and Nutnon Service I Agncudtioal
Statntzes. annual, and unpublished datas 1eported e Stataticad Alstract of the United
States 1987 107th edinon, U S Burcau of the Census, Washungton, D G, 1986, p 111,
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TABLE 40
NUMBER OF CHILDREN “ED AND DOLLARS CPENT
THROUGH CHILD CARE FOOD PROGRAMS

1970 1980 1985
Number Paruapating .1 million .7 nillion 1.0 million
$ Expended £6 million $210 million $389 million

Source. U.S Department oi Agneudue, Food and Nutiwon Servwe In Agrcultural
Statisties, aunual, and unpublshed data. rweported m Statntical Abstract of the United
States, 1987, 107th cditon, U'S Bincan of the Censis, Washmgton. D ¢ 1986, p 111,

TABLE 41

PERCENT BREASTFED 1983
all infants 61.1
white . fants 64
Hispanic infants 54
black infants 32
all infants born into families carming less than $10,000 44
black infants born into fanulies earmng less than $10,000 20

Soutce. Report of the Surgeon General’s Workshop on Breastfeeding and Human Lactation
U'S. Department of Healli and Human Services, June, 1984 Data from the Nattonal
Center {or Health Stausties and the Ross Laboratorsy Mothers Sutses,

(WIC) and the Commodity Supplemental Food Program since 1975.
Nonetheless, appropriations barely kept even with inflation. In 1986,
according to Children’s Defense Fund estimates, WIC served only
109 of ehgible women and children. In 11 states, fewer than one-
third of eligible women and children were served. The Child Care
Food Program. a program which provides year-ronnd subsidies to
feed preschool children in child care centers and family day cave
homes, has alco increased substantially in the past ten years. Even
accoundng for inflation, it is dear that not only the numbers of
children but the amount spent on each child has increased. In 1985
the Department of Agricnlture provided 22.9 million meals to day
care homes and 37.1 million meals to child care centers.”

Availability of the healthiest nutritional start for infants at birth
and in the eatliest months of life—Dbreastfeeding—varies by race and
income.

Immunization of young children. Statistics on the percentage of
imfants and preschool childien who e immunized against the major
childhood discases are difhcnlt to assess. The federal government has
not resolved exactly how hest to estimate, and it has made changes in
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how the esthmate is made in the past few years. Carvvently it is a
measure based on those who can produce written shot records. One
Tact is clear: the requivement that children have a full set of mununi-
zations before entering school has greatly improved the percentages
of children immunized at age six or above. Younger children (incdud-
ing those with written shot records and those withont) appear to have

TABLE 42
IMMUNIZATION OF CHILDREN ENTERING SCHOOL
brr Poha Measles Rubella Munips
1980-81 96 5 96 96 92
school year
1984-85 97 96 98 98 97

school yean

Somrce. US. Public Health Service, Canters for Discase Control, Divivion of Tmmuns-
zaton. Data from Annudd Scbecoat moteted Assessment, Reported in OS Claldren and
Then Families Cunreni ¢ ovdtwns and Recent lrends, 1987, .\ Repert Together with
Addinonal Views of the Seleat Committee on Childien, Youth, and Fannhes,” U S
House of Representatines, 100th Congress, Ist Sessone US Government Printing
Othice., March F987.p 57

TABLE 43
CHILDREN AGED ONF-FOUR: PLRCENT IMMUNIZED
DPT Polio Meusles Rubella Mumps
1980 66.3 58.8 63.5 63.5 56.6
1984 65.7 518 62.8 60.9 58.7
1985 64.9 55.3 60.8 58.4 58.9

Soutce US. Cemer for Disease Conttol, Atharta, GA, UVnited Star s hnmumzation
Surves, annud Repottead m Statistwal Abtracts of tie Unated Stutes 1987, 107th Edinon.
Washmgion. D C . US Bureau of the Census, 1986 p 102, Lable 162

TABLE 44
CHILDREN AGED ONE-FGUR: PERCENT IMMUNIZED 1985 :
BY RACE
DT Polio Measles Rubela Mumips

White 68.7 5.9 63.6 61.6 61.8
Black and other 18.7 10.1 18.8 47.7 17.0

Sourcc. Divistion of Inunumization, Conter for Pravannon Saaviees, Centers for Disease
Control Unpubhshad data from the UVnuted States Tunputzation Surses, reportcd m
Health, Unated States, 1986 Natonal Center tor Health Statstes, DEHES Pub No. (PFHES)
87-1242, Public Health Service Waslungton U'S Gosariunent Ponung Office, Decem-
ber 1986, p 119
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TABLE 45
CHILDREN AGED ONE~-FOUR: Percent Immunized, 1985,
By Location

DPT Poho Measles Rubella Mumps
Central City 55.5 17.1 55.5 53.9 52.4
Metropolitan
areas
(not ceniral city) 68.4 58 4 63.3 61.0 61.0
Rural 67.9 38.0 61.9 60.3 61.4

Source Center for Presention Servizes. Centers for Disease Contiol. (see Table 43).

TABLE 46
COMPARISON OF NUMBER AND DOLLARS SPENT ON AFDC
CHILDREN BY MEDICAID, 1972-1985

1972 1975 1980 1983 1985
% Recipients 4.5 43.7 43.2 43.8 447
% $ Spent 18.1 17.9 13.4 11.8 11.8

Source Bureau of Data Management and Strategy. Health Care Finanang Admmistra-
tion  Unpublished data, reported in Nattonal Center for Health Statistics. Prevention
profile. by P M Golde.. Health, United States, 1986, DHHS Pub. No. (PHS) 87-1232
Public Health Service. Wo " ington U'S Government Prntig Office. December 1986,
p 207

a much lower incidence of immunization. Furthermore, the percent
has been decreasing for almost all kinds of immunizations. The
percentages of white children inimunized are significantly higher
than percentaes of non-white children, and suburban children have
higher immunization rates than do inner dty or rural children of
preschool age.

Health Insurance for small children. In 1985, 15% of all woinen who
gave birth did so witl: no public or private insurance coverage at time
of delivery. Those who were eligible for public coverage represented
a smaller percentage of the Medicaid dollar than might be exrected.™
Also in 1985, children on welfare comprised 44.7% of Medicaid
recipients; yet only 11.8% of Medicaid dcllars spent were spent on
them. This percentage has gone down over the past decade. Thus,
though the percentage of children receiving Medicaid benefits has
remained quite constant, the percent of Medicaid dollars has fallen
by one third.

In fact, health insurance of any kind fails to cover almost one fifth
of our nation’s voungest children. It covers significantly fewer chil-
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dren under age six than older children. Recent legislation for the first
time allows Medicaid coverage for young children in families that are
below the federal poverts line but not necessarily on AFDC, in states
which choose to adopt it. Its impact will be watched closely.

Visits to physicians. Most children under five years of age do see «
physician with some frequency. In 1985 only a small percent (1.9%)
under age six had not visited a physician in two ycars, though 6.2%

TABLE 47
HEALTH CARE ACCORDING TC TYPE OF COVERAGE AND
AGE OF CHILD

(Percent of Population)

Not Covered
(By private
or public

Private Medicaid msurance of
Insurance  (AFDC & SSI) anv kind)

1980:
Children under 6 years 71.0 12.0 14.7
Children 6-16 years 77.3 8.7 11.8
1982:
Children under 6 veas 70.1 11.2 16.9
Children 6-16 years 749 84 15.¢
1984:
Children under 6 vears 67.5 13.0 17.3
Children 6-16 vears 74.2 8.5 147

Note. Persons with both pinate msurance and Medicaid appear i both columns
Soutce. National Center for Health Stausties Health, Unated States. 1986 DHHS Pub.
No. (PHS) 87-1232 Public Health Service Washungron, D . US Goverument Printing
Office. Deceniber, 1986, p 202

TABLE 48
AVERAGE NUMBER OF ANNUAL PHYSICIAN VISITS IN 1985,
BY AGE
Under Five Years of Age 6.7 per child
Ages 5—17 yeais 3.3 per chuld

Source Calculated fiom  Naaonal Center for Health Statstics “Current Esumates
from the Nauonal Health Interview Suivey. United States. 19857 Vital and Health
Statutics, Series 10, No 160, Table 71 and 72, by Select Commuttee on Childien. Youth,
and Famulies, U.S. House of Repicsentatnes, 100th Congiess. and reported m U
Clualdren and Therr Famdien Current Conditions and Recent Irends, 1987 Washmgton, D ¢

U.S. Government Prmung Office. 1987 p. 62
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TABLE 49
PERCENTAGE OF CHILDREN UNDER SIX YEARS CONTACT
WITH PHYSICIANS. BY TYPE OF CONTACT

1983 1985
Doctor’s Office 54.3 57.0
Hospital Gutpatient
(clinic, emergency room) 12.8 13.6
Phone 20.6 18.3

Source. Division of Health Interview Statistics. Nattonal Center for Health Staustics.
Data from the National Health Interview Surves Reported m Health. U.S. 1986.
National Center for Health Statisuics DHHS Pub. No. (PHS) 87-1232 Public Health
Service Washington. D C.. U.S. Government Prinung Office. December 1986 p. 137,
Table 52.

TABLE 50
PERCENTAGE OF CHILDREN UNDER AGE SIX. WHO HAVE
NEVER VISITED A DENTIST
1964 1978 1983

80.4 74.3 70.5

Source Natonal Center {or Health Staustics. (see lable 19). p 141, Table 56

TABLE 51
STATE HEALTH AGENCY ASSESSMENTS FOR INFANTS AND
PRESCHOOLERS IN 1984

Infants
Phvsical assessments (23 states) 373,700
Developmental Assessments (12 states) 168.000
Nutritional Assessments 186.000

Source. Public Health Foundation, Public Fealth Agencies 1984 Seriices for Mothery and
Claldren, Vol 3. January 1987, pp. 8 & 10,

under five had not visited a physician {or more than a year. The
majority of children under six years see physicians in their own
offices, though a significant number have visits in hospital dinics or
by phone consultation. Dentistry, however, remains a luxury for most
of America’s children under age six.

State public health activities. States vary greatly in the amount and
type of screening and assessmen' they do for needy children. Twice
as many states screen for phenylketonusia, for example. as for sickle
cell anemia, even though the incidence of the latter is much higher.
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In general, however, states have become more and more active in
developing public programs to support neonatal screening for se-
lected genetic and metabolic disorders. Programs to screen for lead
poisoning have been much reduced. since they have lost federal
funding.

Care for handicapping conditions. Though there has been an enor-
mous increase in interest within state health departments in tracking
infants born with known defects and orher risk factors, there is no

TABLE 52
STATE AGENCIES WHICH PROVIDED SCREENING FOR
SELECTED GENETIC AND METABOLIC DISEASES IN 1984

Phenylketonuria 47
Hypothyvroidism 47
Galactosenua 34
Thalassemia 13
Maple Syrup Urine Disease 22
Honeystmuria 23
Sickle Cell Anemia 27
Tvrosinemia 14

Source Public Health Foundation, (see Table 51). p. 9. Fig E

TABLE 53
CHILDREN SERVED BY CRIPPLED CHILDREN'S SERVICES—
1984 (35 STATE AGENCIES REPORTING)

# children served % of 1otal served
birthto 1 vear 36,833 7.6%
1-4 years 141.647 29.3%

Source. Public Health Foundatica, Public Health Agencies 1984 Scrowces for Mothers and
Children, Ol 3. January 1987, pp. 18-19.

TABLE 54
ENROLLMENT IN PRESCHOOL PROGRAMS FOR CHILDREN
WITH HANDICAP/ING CONDITIONS

number of children served

1976-77 196.223
1980-81 233.793
1984-85 259.483
1985-86 260,513

Source U.S Dept of Education, I ighth Annual Report to Gungress on the Implementation
of the Education of the Handicapped Act, V86, Nenth Annual Report, 1987, pp k-5—L-22
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uniform system of follow up. Some states have several systems, oper-
ating regionally and tracking different risks. 42 states either have
some kind of system or are developing one. However, only in six states
is the system tied to follow up service delivery.*

The record of the number and percent of children with handicap-
piag conditions served by Title V" or Crippled Children's Services in
1984 is incomplete. Only 335 states have reported these services.” The
higher proportion in percent of children served between ages one
and four indicates that relatively few handicapping conditions are
found and treated during the first years.

The number of preschool children with handicaps served by edu-
cation programs for the handicapped has risen sharply in the past
ten years. With the passage of PL 99-457, the amendment to the
Education for the Handicapped Azt which mandates services to
preschool children and offers states funds for services for children
from birth, the number 15 Xely to continue to rise dramatically over
the next few years. Present figures renresent an increase of more
than 33% over the figures of a dec: de ago.™

Services to children who are abused or neglected. Whereas the
number of children reported to have been abused or neglected rose
over 50% between 1981 and 1985, total resources to serve abused and
neglected children increased, in real terms, by less than two percent
between 1981 and 1985.”* And, despite recorded increases in child
abuse and family disruption, there is no data kept by the federal
government on use of psychological service: by children under three
year of age, undoubtedly because very few exist.

Of children three to five years, 203,000 had received psychological
services in 1981, out of a population of 10.4 million children. This
represented two percent of all children age three—five and six percent
of all children who received psychological help.**

NOTES

1. The most notable gap 1n data is information on the mental health status
of very young childien. We have virtually no idea how many are experiencng
major comprounses to then mental health before age four or five. Our only
evidence comes from figures on child abuse, undoubtedly long afier a child’s
social and emotional health is endangered, and even abuse figures e kept
in a highly unsystematic way.

2. Arnold J. Sameroff, Ronald Seifer, Ralph Barocas, Melvin Zax and
Stanley Greenspan: “Intelligence Quotient Scores ot 4 Year Old Children.
Socivenvironmental Risk Factors,” Pediatrics, Vol. 79, No 3, March 1987,
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3. For example. the U5 compares unfisordably to most European coun-
tries in home visiting services after bunth.

4. Oulv three states comply with a 1ecommended culd staft ratio ton
caring for mtants.

5. U.S. Bureau of the Census, Current Population Reports. Series P-25,
Repoited m Statisucal Abstract of the United Scates: 1987 (107th edinon).
Washington. D.C.: U.S. Buieau of the Census. 1986, p. i,

6. They made up 6.6% of the population in the Northeast: 7.6% m the
Midwest and South: and 8.1 of the populaton m the West. U.S. Bureau of
the census, Current Population Reports. Seiies -23, No. 952 and U.S. Burcau
of the Census, Carrent Populativn Reports, Ser.es P-235, torthcommg report.

7. U.S. Bureau of the Census. Curient Population Reports. P-60. Nos 119,
1531, 152, and P-20, No. -103.

8. 3 731.000 infants are esumated to have been born in 1986, a birth rate
of 133 per 1,000, This ina ease occurred because the total number of women
of childbearing age increased by one percent in 1986, National Center for
Health Staustics. Annual summary of buths, mariages, divorces, and deaths.
United States, 1986, Monthdy Vital Statistics Repert, Vol 35, No. 13. DHHS Pub.
No. (PHS) 87-1120. Hyvausville, MD.. Public Health Service, Aug. 24, 1987, p.
1.

9. National Center for Health Statistics. Advance Report of Fial Natahty
Statistics. 1983, Manthly Vital Statintics Report, Vol. 36, No 1. Supp. DHHS Pub.
No. 87-1120. Hyattsmille. MD.. Public Health Service, July 17, 1987, p. 13,
Table 1.

10 Births to American Indians have mcreased by 34% since 1970, Nauvonal
Center for Health Statsucs, S Tatfel: Characterisues of Amencan Indian
and Alaska Native Births, United States, 198 4. Monthlhy Vital Statntics Report,
Vol. 36, No. 3. Supp DHHS Pub. No. (PHS) 87-1120. Hvausville, MD | Public
Health Service. June 19. 1987, p 1.

11 Births to Chinese. Japanese. Fihpmos and other Asian and Paahic
Ilanders alt 10ve in the 1980s. In 1982 the ferulity 1 0te of Hispanics was 96
per 1000 Ine births, the ferthty 1ate of non-Hispanics was 63 per 1,000 live
births. U.S. House of Repiesentaines, 100th € mgress, Ist Session, LS.
Children and Thew Fanulies Curient Condiions and Recent Trends, 1987, "\
Report together with Additional Views of the Select Commuttee on Cheldien,
Youth, and Families,” Washington, D.C.. US Government Punung Ofhice,
March 1987, p. 5.

12. In 984, 17% of thspanc buths were o teenager mothers, 12% of
non-Hicrame buths were to wenager mothers. Nanondl Center for Health
Statisties, S. . Ventura Births of Hispanic parentage, 1983 and 198 1, Monthly
Vital Statistic: Report, Vol. 36, No. 4, Supp. (2). DHIIS Pub. No (PHS) 87-1120.
Hyausville, MD.. Public Health Seivice, Julv 24, 1987, p. 2.

13. U S -boin Hispanics are most hikelv 1o give buth as teenagets than are
foreign boin Hispamics but less kel to have fownth or fifth duldien b,
pp. 1-2.

14. Natr 1l Center tor Health Statisties, S, ] Ventura. Buths of Hispanic
Parentage, 1983 and 1981, Mouthhy Vital Sttty Repoit, Vol 36, No. 1, Supp
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(2). DHHS Pub. No. (PHS) 87-1120 Huvaussille, MD., Public Health Service.
July 24, 1987, p. 1.

15. NCHS, Advance Natality Statisties. Monthdy Vital Statstis Report 1984, Vol.
35. Supp. 4, July 1986, p. 17 and eatlier reports.

16. Approximately one million aboriions were performed annually to
women ages 15-24 in the ealy 1980s. Abortions termmated 45% of ali
teenage pregnancies and 31 of all pregnandies to women 20-24 vears old.
The birtn rate fell faster for black teenagers than for wiite. National Center
for Health Statistics: Advance report of final natahty statistics, 1985, Monthly
Vital Statistics Report, Vol. 36, No. 4, Supp. DHHS Pub. No. 87-1120. Hyatts-
ville, MD., Public Health Service, Juh 17,1987, p. 14, Table 2.

17. 25% of all births in 1985 were to women age 30 and over. /.. p. L.

18. National Center for Health Statistics: Advance Report of Final Natality
Statistics. 1985. Monthly Vital Statistics Report, Vol. 36, No. 4, Supp. DHHS Pub,
No. (PHS) 87-1120. Public Health Service. Hyattsville, M., July 17, 1987, pp.
31-33, Tables 18 & 19.

19. National Center for Health Staustics. Advance Report of Final Natality
Staustics, 1985. Monthly Vital Statisties Rejort. Vol. 3G, No. 4. Supp DHHS.
Pub. No. 87-1120. Public Health Service, Hvattssille, MD.. Julvy 17, 1987 p. 7.

20 Iid.. pp. 32-33. Table 19.

21 Ihd., p. 7.

22. The percentage of unmarned Hispanic women gning birth vanies
greatly with the comtry of derivation: 1In 1984, it ranged from:

* 51% of births among wonien of Puerto Rican extraction
* 349 of births to Central and South American women
* 24% of births to Mexican women

¢ 16% of births to Cuban women

National Center for Health Statstics, S. J. Ventura: Buths of Hispanic
Parentage. 1983 and 1984, Monthiy Vatal Statnnics Report, Vol. 36, No. 4 Supp.
(2). DHHS Pub. No. (PHS) 87-1120. Public Health Service, Ihateville, Md.,
July 24, 1987, p. 3.

23. U.S. Bureau of the Census. Dept. of Commerce. Fertality of American
Women- June 1985. Washington, D.C., Gosernmment Printmg Office, 1986,
Series P-20, No. 106, pp 13-14.

24 US Bureau of the Census, Current Population Reports, Series P-60,
No 138, Poverty in the United States 1985, Washigton, D.C.: U S. Government
Prinung Office, 1987 p. 3. Table B.

25. Bureau of Commerce. Fertality of American Women, June 1985, Washing-
ton, D.C., Government Prinung Office, 1986, Sevies P-20, No. 406, p 8.

26. U.S. Bureau of the Census, Cunrent Popdation Reports, Series P-20, No.
411, and emlier reports.

27. Sheldon Danziger and Peter Gowschalk, “How Have Families with
Children Been Famring?” Discussion Paper No 801-86, Madison, Wisconsin:
Insutute for Research on Poverty, Unisersity of Wisconsmn, 1986, Iable 5.

28. National Center for Health Statistics: Advance Report of Final Natahty
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Statistics. 1985, Monthly Vital Stutisties Report. Vol. 36. No. 1. Supp DHHS Pub.
No. 87-1120 Public Health Service, Hyausville, M., July 17, 1987, p 8.

29. Kate Prages. ef al.. “Maternal Smoking and Drinking Behavior Betore
and During Pregnancy.” Health United States and Prevention Profile, 1983, U.S.
Department of Health and Human Seivices. Public Health Service. Data
taken from 1980 Natality Swuivey. p. 20

30. Medical Research Institute of San Ffrandsco. Alcohol Researcn Group.
Berkelev. CA, unpublished data, reported in U.S. Bureau of the Census.
Statistical Abstract of the United States. 1987, 107th edition. Washmgton. D.C..
1986. p. 106, Table 173.

31. "Public Information Campaign,” Natwnal Institute on Alcohol Abuse and
Alcoholism, p 1. Data from the Centers for Disease Control.

32. Ira J. Chasnoff, Director, Perinatal Center for Chemical Dependence,
Northwestera Memrinl Hospital, Chicago, I1L., 1988,

33. National Center lor Health Statistics: Advance Report of Final Nataliny
Statistics, 1985, Monthly Vita: Statustics Report. Vol. 36, No. 4. Supp. DHHS Pub.
No. 87-1120. Public Health Service, Hvauswille, Md., Julv 17. 1987, p. 27,
Lable 15.

34. The State of the World’s Chuddren 1985. United Nations Children’s Fund,
p. 115.

35. Preventing Low Both Weight Commttee 1o Study the Prevention of Low
Birth Weight. Institute of Medicie, Washington, D.C., 1983, p 29.

36. Murie McCormick. M.D. "The Contribution of Low Bnth Weight to
Infar: % rtabty and Childhood Morbidity.™ New England Journal of Medicine,
V. 312, No. 2, January 10, 1985, p 84. Data from the Robeirt Wood Johnscn
Fourdation.

37. Nauonal Center tor Health Staustics. Advance Repott of Final Natahty
Statistics, 1985 Monthl, Vital Statustics Report, Vol. 36. No. 4, Supp. DHHS Pub.
No. 87-1120. Public Health Service, Hyattsville, MD.. July 17, 1987, p. 28.
Table 15.

38. Joel C. Kleinman & Samuel S. Kessel, “Racial Ditferences in Low Birth
Weight.” New .Zngland Journal of Medicine, Vol. 317, September 17, 1987, pp.
749-753.

39. McCormack, op ait.

40. Percent of Infants Born Premature in 1984

All 9.6%
All Hispanics 10.4%
Non-Hispanic Whites 7.6%
Non-Hispamie Blacks 16 8%

National Center for Health Staustics. $ J. Ventua: Buths of Hispamic
Parentage, 1983 and 1984, Monthly Vital Statistics Report. Vol. 36, No. -, Supp.
(2). DHES Pub. No. (PHS) 87-1120. Public Health Service Hvattsville, Md..
July 24, 1987, p. 17, Table 13.

41. “Infant mortality™ 15 the death of live-born duldien who have not
reached their first bnthday and is usually expressed as a rate (1 e.. the numbet
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of infant deaths during a year per 1,000 live births reported n the year).
This 1s frequently broken down into “neonatal mortality”—death before 28
days of life: and “postneonatal mortalitv " —from 28 days to one year. National
Center for Health Statistics: Health Unated States, 1986. DHHS Pub. No. (PHS)
87-1232. Public Health Service. Washington, D.C., U.S. Government Printing
Office, December 1986. p. 230.

42. J. William Flynt, M.D., et al., State Surveillance of Buth Defects and Other
Adverse Re voductive Effects, Washington, D.C.: U.S. Dept. of Health & Hunian
Services, April 1987, p. 1.

43. Division of Health Interview Statistics, National Center for Health
Statistics: Data from the National Heaith Interview Survey. Reported n
National Center for Health Statstics: Health, United States, 1986. DHHS
Pub. No. (PHS) 87-1232. Public Health Service. Washington, D.C: U.S.
Goverument Printing Office, December 1986, p. 123, Table 38; and U.S.
Chiddren a:d Therr Famulies: Current Conditions and Recent Trends, 1987, “A
Report Together with Additional Views of the Select Committee on Children,
Youth, and Families,” US House of Representatives, 100th Congress, Ist
Session, U.S. Gevernment Printing Office, March 1987, p. 3.

PERCENTAGE OF CHILDREN UNDER SIX YEARS OLD WITH SOME
KIND OF PHYSICAL LIMITATION OF ACTIVITY, 1983 & 1985

Linited but Limited Unable to
not in amount or carry on
Total in major kind of major major
with limit activity activity activity
1983 2.4 06 1.3 0.5
1985 2.6 0.7 1.4 0.5

44. The American Humene Association, under contract to the federal
government’s National Center for Child ibuse and Neglect has sampled five
states’ reporting in depth. They have found that only 52.9% of all reported
cases of child abuse and neglect were substantiated. (Nonetheless, a significant
portion of the remaining 47.1% unsubstantiated could be actual, unve ified
cases. Other actual cases go umeported.)

Inaddition, the National Center for Child Abuse and Neglect has funded
a National Incidence Study (NIS-2), just published (Study of Natwnal nadence
and Prevalence of Child Abuse and Neglect. 1988, Washington, D.C.) This study
uses different methodology, eliminating duplicate reports and relying on
voluntary responses Though the reported incidence estimates are lower by
this sampling procedure, they reflect a significant increase over 1989. They
also confirm the fact that abuse of very young children is more likely to be
fatal.

45. Everstlung You Always Wanted to Know About Child Abuse «nd Neglest,
Washington, D.C.: Clearinghouse on Child .Abuse and Neglect Inforniation

46. American Association for Piotecting Children, Inc., Highlights of Offi-
ctal Child Neglect and Abuse Reporting, 1985, Denver, Colorado: The American
Humane Association, 1987, p. 20.
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47. And, as the recent study of the Office of Technology Assessment points
out,

“Although defining and establishing criteria for mental disorders 1 useful, 1t can

mean that cluldren with subchnical mental health problenis. or those in danger of

developing a disorder. may not be considered 1o be m need of mental health

services.

U.S. Congress, Office of Technology Assessment, Children's Mental Health.
Problems and Services—A Background Paver, OTA-BP-H-33, Washington, DC:
L.S. Government Printing Office, December 1986, p 49.

48. Nauonal Center for Health Statisucs: Advance Report of Final Natality
Statistics, 1985. Monthly Vital tatistics Report, Vol. 36, No. 4. Supp. DHHS Pub.
No. 87-1120. Public Health Service, Hyatsville, Md., July 17, 1987, p. 9 and
p. 38, Table 25; and National Center for Health Staustics, S. J. Ventura: Births
of Hispanic parentage, 1983 and 1984, Monthly Vital Statistics Report, Vol. 36,
No. 4, Supp. (2). DHHS Pub. No. (PHS) 87-1120. Pubhc F.calth Service.
Hyattsville, Md., July 24, 1987, p. 4.

49. National Center for Health Staustics. Advance Report of Final Natality
Statistics, 1985. Monthly Vital Statistics Report, Vol. 56, No. 4 Supp. DHHS Pub
Ne. 87-1120. Public Health Service, Hyattsville, Md., Juty 17, 1987, p. 9.

50. These include transport privileges, early booking for delivery, paid
maternity leave, birthing bonuses, fannly allowances and home visitors. (Two
countries actually withhold benefits from women who have not preregistered
for early prenatal care.) C Arden Miller, Maternal Health & Infant Survival
National Center fur Chnical Infant Programs, Washington, D.C, 1987, pp.
4-5.

51. Office of Technology Assessment: “Neonatal Intensive Care for Low
Birthweight Infants. Costs & Effectiveness,” Washington, N.C., December
1987.

52. European countries with « home visiting system.”

For Always
special at least
indications one
Denmark X
Ireland X
Netherlands ad
Norway X
Switzerland X
United Kingdom X
Belgiam X
X Federal Republic of Germany
X France

*Spainis p sently insttutimg such a system as well
**Netherlana, has a matermty care worker for eight howrs a day through the 10th day
at home.

C. sxden Mller, Maternal Health & Infant Survval. Nauonai Center fo
Clinical Infant Programs, Washington, D.C., 1987, p. 24.

g

0O

RIC

Aruitoxt provided by Eic:




O

ERIC

Aruitoxt provided by Eic:

78 GIVING CHILDREN A CHANCE.

53. Sheila B. Kammerman, and Alfred ] Kahn. The Responsice Workplace.
Employers and a Changmng Labor Force. NY: Columbia Unnversity Press, 1987, p.
56.

54, Sheila B. Kammerman, Alfied J. Kahn and Paul Kingston. Medernnity
Policies and Working Women. NY: Columbia Universuty Press, 1983

55. Development Services. Family Day Care tn the United States. Summary of
Findmgs. A Final Report of the National Day Care Home Stiidy, September,
1981, p. 45.

56. Gwen Morgan, The Nutional State of Child Care Regrdation 1986 Water-
town, MA, Work-Family Directions Inc., 1987.

57. Food & Nunion Service, U.S. Department of Agriculture. Food Po-
gram Update for May 1985. Program Information Division/PRAB August 1985,
This program requiies receiving center, to take part m training wothshops
and serves as a valuable incentve « fannh day care providers to become
1egistered and trained.

58. The Alan Guumacher Insutute, Blessed Events and the Bottom Line
Fanemg Maternty Care m the Unded States. New York: Alan Guumacher
Insutute, 1987.

59. J. William, M.D., et al., State Swrvedlance of Buth Defects and Other Adverse
Reproductive Effects, U.S. Dept. of Health & Human Services, April 1987.

60 Ibd.

61. Nith Annual Report, 1987, p. E-5, p. 4.

62. U.S. House of Representatives, 100th Congaese, Ist Session, Child Abuse
and Negiea o Anwiica, The Prabion and du Deopanse, “Hearmg before the Selet
Committee on Children, Youth, and Familes,” U.S. Government Prinung
Office, March 1987, p. 3.

63. Analysis by Child Trends, Inc. of public use data trom the Child Health
Supplement to the 1981 Natonal Health Interview Surves and Cydle 111 of
the Health Exammauon Survey, 1966-70. Data collected by the National
Center for Health Statisues, Divisions of Health Interview Statsues and
Health Examination Staustics. Reported in (.S, Cluldren and Then Families.
Current Conditions and Recent Tiends, 1987, “A Report Together with Additional
Views of the Select Committee on Children. Y . ', and Families,” U.S. House
of Representauves, 100th Congress, Ist Seesion, Washmgton, D C.: U.S.
Government Printing Office, March 1987, p. 66.
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RECENT DEVELOPMENTS IN INFANT AND CHILD
HEALTH: HEALTH STATUS, INSURANCE
COVERAGE AND TRENDS IN
PUBLIC HEALTH POLICY

Sara Rosenbaum

MOST AMERICAN CHILDREN are born healthy and grow into thriving
and productive young adults. But a significant, disproportionately
low-income percentage suffer from serious health problems. Further-
more, given the strong association between poverty and il health
among children, the steep and sustamed rise in childhood poverty
during the 1980s has placed increasing numbers of children at
medical risk. Additionally, because minority children are far more
hikely to be poor, their heaith status measurements are particularly
troubling." While Congress and the states have tahen notable steps in
recent years to address the health needs of poor children, the reforms
represent only the first mod :st steps m a long-term effort.

The health problems associated with poverty and deprivation are

well doc ted. Indeed, while there is some ambiguity about
whether v causes, or is merely associated with, reduced health
status an. fults, its causal Iink to children’s reduced health status
15 far dea vor children are twice as likely as non-poor children

to be born at low birth weight (less than 5.5 pounds), a condition
which increases by 20 times the hkelihood of death during infancy .
Low birth weight also increases the risk of lifelong disabilities such as
cerebral palsy, retardation, blindness, o1 vision, learning and hearing
impairments.’

Pocr children suffer higher rates of mortality from all causes,
induding low birth weight, neoplasms, respiratory impairments, ¢on-
genital anomalies, accidents, poisonings and violence.” Poor children
are far more likely than non-poor childrer: to be limited in mdjor life
activities because of chronic illnesses o1 disabilities." Furthermore,
when illness and disability do stike, childhood poverty significantly
increases their severity.’
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CHILD HEALTH TRENDS, 1965-1980

The advent of the Great Sodiety health programs for the poor—
particularly, Medicaid, strengthened public health efforts, and com-
murty health centers—coupled with major adsances in the technol-
ogy of newborn intensive care, had o dramatic impact on poor
children’s access to medical care and their health status.® In 1963,
63% of pregnant women began prenatal care in the first trimester of
pregnancy; by 1980 that figurce had risen to 79%." Between 1965 and
1980, isfant mortality rates dhopped by nearly 50% . Tue percentage
o infants born at low birth weight dedined 13% between 1970 to
1979.'" Access to newborn care technology not only improved the
likelihood of survival for premature, low birth weight and sick infants,
but also reduced the likelihood of severe disability among those who
do survive, #

Other indicators of children’s health status and access to care also
improved dramatically. After 1963, disparities in pediatiic health care
utilization rates based solely on economic status significantly abated.'*
The percentage of poor children receiving immunizations and com-
prehensive primary medical care rose dramatically as a result of the
1967 enactment of the Medicaid Farly and Periodic Screening, Diag-
nosis and Treatment (EPSD'T) program, the most comprehensive
public pediatric program ever enacted by Congress. 't

CHILD HEALTH TRENDS, 1981-PRESENT

Beginning in the late 1970y in the case of white infants, and in
1981 in the case of black infants, the rapid pace of improvement in
infant mortality rates began to slow perceptibhy (Figure 1). This
slowing rate of dedine in U.S. infant mortality came to a virtual halt
in 1985, when no stanstically significant dedine in infant mortality
occurred.’

The slowing dedine in infant motality resulted from several
causes, induding pervasive poverty, a persistently high incidence of
low birth weight births, the growing incdidence of out-of-wedlock
births to women with low income and inadequate family supponts,
and the lack of universally available maternity and infant health
services." Even during periods of more rapid improvement the rate
of infant mortality dedine in the U.S. generally was slower than in
many other Western nations. By 1985, the United States 1anked only
[9th worldwide. In the 1950-55 period, the United States infant
mortality rate placed it sixth anmong 20 industrialized nations. By the
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FIGURE 1
Infant Mortality, by Race, 1950-1984
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Source: Dana Hughes, et al.. The {lealth of America’s Chddren, 1987,

1980-85 perod the United States ranked last. hehind such nations as
the German Democratic Republic. Hong Kong. Belghum, France.
Japan and Finland, whose 1950-55 miant mortality rates had been
1.5 10 2.5 tumes higher than the U.S. rate (Table 1; Figure 2).

This slowing, and fmnally stalled, rate of dedine in overall U.S.
infant mortality, rates conceals even more  rous problems for key
sub-popelations. Black infants continue to die at rates twice as high
as white infants (Figure 3). Additonally. the overall infant mortaliy
rate, which reflects all infant deaths from birth to 12 maonths, doces
not adequately reflect severe mortality problems among sub-catego-
ries of infants. Between 1982 and 1983, postneonatal mortality rates
(deaths between 28 lays and one year) 1ose nationally by three
percent, and black postmeonatal montality rates 1ose by five percent
(Figure 3). Between 1984 and 1985, black neonatal mortality (deaths
in the first 28 days of life) rose by thiee percent—the hrst such
increase in 20 years.'”
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TABLE 1
INFANT MORTALITY RATES
1950-1985
SELECTED COUNTRIES

% Change

1950-1955 1980-1985 195055 to
Country Rate  Rank Rate  Rank 1980-85
Australia 94 1) 10 (12) -58
Belgtum 15 (14) 11 (17) -76
Canada 36 (an 9 ({4 -75
Denmark 28 (8) 8 (3) =71
Finland 34 (10) 6 (nH -82
France 15 (14) 9 M -80
German Dem. Rep. 58 (16) 11 (a7 -8l
Germany, Fed. Rep. 48 (18) 11 (17 -77
Hong Kong 79 20 10 (12) -87
Iceland 21 ) 6 () -71
Ireland 11 (12) 10 (12) -76
Japan 31 37 6 () -88
Luxembourg 13 (13) 9 L] -79
Netherlands 24 1) 8 ) -67
Norway 23 3 8 (5) -63
Spain 62 (19) 10 (12) -84
Sweden 20 () 7 1) - 65
Switzerland 29 (4] ] (5) -72
United Kingdom 28 )] 10 (12 -6
United States 28 (6) 11 (17) -61

(Rates are ronnted to the nearest whole number)
Source: United Naton's Chaldren Fund
Source: Dana Hughes. et al . The Healh of Amertca’s Chuldyen, 1987

While neonatal mortality (deaths in the first 28 days of life) gener-
ally reflect the incidence of low birth weight and the limits of new born
care technology. post-neonatal mortality is an especially sensitive
indicator of infants” access to basic health services.” Three-quarters
of deaths in the first 28 days of life are caused by low birth weight,!”
but the great majority of post-neonatal deaths involve infants born at
normal weights.® Thus. elevated post-neonatal mortality rates pro-
vide a particularly grim reminder of the poverty and deprivation into
which nearly one in four infants was born in 1984. Indeed. America’s
infant mortality problem generally is an indictment of the absence of
primary health care for the poor.?' Lack of access to primary medical
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care during pregnancy results in a significantly higher incidence of
low birth weight births.?2 And the lack of primary health care contrib-
utes to death rates among older infants.*

These recent disturbing infant mortality trends have been accom-
panied by other signs of stagnation and erosion in maternal and
infant health. Between 1980 and 1984. the percentage of infants born
at low birth weight remained essentially unchanged, and between
1984 and 1985 the percentage actually increased.?' Between 1980
and 1984 the percentage of infants born at very low birth weight (less
than 3.5 pounds) increased by 3.5% for all races, 2.2% for white
infants, and 8.2% for black infants (Tables 2A and B). After nearly
two decades of progress. there was essentially no improvement be-
tween 1980 and 1985 in the percentage of infants born to women
receiving prenatal care early in pregnancy. Moreover, between 1982
and 1984 there was a 3.8% increase in the percentage of infants born
to women who received either no prenatal care at all or none until

FIGURE 2
Infant Mortality Rates, Selected Countries, 1950-1985
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FiGURE 3
Neonatal and Postneonatal Mortality, 1950-1984
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Source: Dara Hughes. et al.. The Health of America’s Chuldren. 1987.

the end of pregnancy (Tables 3A and B). Finally, between 1984 and
1485, nonwhite maternal mortality rose ten percent nationally.**

This stagnation and erosion in maternal and infant health indica-
tors means that the nation will not meet even the modest infant health
objectives for 1990 that were established by the Surgeon General of
the United States in 1979 and reatfirmed in 1984 by the Reagan
administration. A 1983 repori to Congress by the U.S. Public Health
Service concluded that even the modest objective of reducing overall
infant mortality rates to nine deaths per 1000 lise births by 1990
would not be achieved.” Other equally modest 1999 ohjectives, in-
cluding reducing black infant mortality and post-neonatal mortality
rates, and improving birth weight and prenatal care utilization, will
not be v« ached (Table 4). Indecd, with respect to the Surgecn Gener-
al's 1990 objective that 90% of all pregnant women begin preznatal
care in the fivst trimester of pregnancy, not only will the nation as a
whole fail to meet the goal, but neither will a single state.

While there is no comparable body of vital health statistics from
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which to derive nezalth status trends among children over age one,
eroding infant health indicators portend serious problems during
childhood. For example, the percentage of children ages 0-2 ade-
quately immunized against childhood disease declined between 1980
and 1985 (Table 3). This means diminished protection against com-
municable diseases. Since immunizations are administered as part of
a comprehensive health exam, declining immunization rates may also
signal eroding access to a range of primary health services.

TABLE 2A
PERCENTAGE OF INFANTS BORN AT LOW BIRTH WEIGHT BY
RACE. U.S., SELECTED YEARS, 1950-1984

Ratio of

All Nonwhite Black to

Year Races White M Total White
1950 7.5 7.1 — 10.2 —
1955 7.6 6.8 — 11.7 —_
1960 7.7 68 —_ 12.8 —
1961 7.8 6.9 —_ 130 J—
1962 8.0 7.0 — 13.1 —_
1063 8.2 7.1 _ 13.6 —_
1964 8.2 7.1 —_ 13.9 _
1965 8.3 7.2 _ 13.8 —
1966 8.3 7.2 —_ 13.9 -_—
1967 8.2 7.1 — 13.6 _—
1968 8.2 7.1 — 13.7 _
1969 8.1 7.0 14.1 13.5 2.01

1970 7.9 6.8 13.9 13.3 2.04

1971 7.7 6.6 13.4 12.7 2.03
1972 7.7 6.3 13.6 12,9 2.09
1973 7.6 6.1 13.3 12.5 2.08
1974 74 6.3 13.1 12.4 2.08
1975 7.1 6.3 LA | 12.2 2.08
1976 73 6.1 13.0 12.1 2.13

1977 7.1 29 12.8 i1.9 217

1978 7.1 SR 12.8 119 2.17

1979 6.9 38 12.6 116 217

1980 6.8 3.7 12.5 11.5 2.19
1981 6.8 3.7 25 11.4 2.19
1982 6.8 3.6 12.4 11.2 2.21

1983 68 3.6 12.6 11.2 2.25
1984 67 3.6 12.4 il 2.21

Soutce: Nationat Center tor Health Stanstics
| Source' Dana Hughes. et al.. Fhe Health of Ameswa « Chddren, 1987
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TABLE 2B
PERCENTAGE OF INFANTS BORN AT VERY LOW BIRTH
WEIGHT, BY RACE, U.S.. 1979-1987

Year All Races White Black
1979 1.15 0.90 2.35
1980 1.15 0.90 243
1981 1.16 090 2.47
1982 1.17 0.91 2.51
1983 1.18 .93 2.54
1984 1.19 0.92 2.56

Source. National Center tor Health Statistics
Source: Dana Hughes. et al.. The Health of America™s Clnldren. 19387,

TABLE 3A
PERCENTAGE OF BABIES BORN TO WOMEN RECEIVING
FIRST TRIMESTER CARE. BY RACE, U.S., 1969-1984

Nonwhite
}'eir_ M _\M Black Total
1969 68.0 72.4 42.7 44,5
1970 67.9 72.4 4.3 46.0
1971 68.6 73.0 16.6 18.1
1972 69.4 73.6 49.0 50.6
1973 70.8 74.9 514 52.9
1974 72.1 75.9 53.9 55.3
1975 72.3 759 55.8 57.0
1976 73.5 70.3 57.7 58.8
1977 74.1 77.3 590 60.1
1978 74.9 78.92 60.9 61.4
1979 75.9 79.1 61.6 62.9
1980 76.3 79 3 62.7 63.8
1981 76.3 79 4 62.4 63.8
1982 76 1 79.3 61.5 63.2
1983 76.2 79.4 615 63.4
1984 76.5 79.6 62.9 64.1

Source National Center for Health Statistics
Source. Dana Hughes. et al . The Health of Amenica™s Childyen, 1987

There are also indications that the inddence of childhood disabitity
may be on the rise. Between 1960 and 1980, the percentage of
children reporting a disability that limited normal childhood activities
doubled. from just under two percent to nearly four percent of all
children (Figure 4). Poor children are more likely than non-poor

O
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children to report disabilities of this severity .” Improved reporting of
childhood disability may account for some of this increase, but the
increased incidence of very low birth weight infants, and the far
greater rate of survival among these infants, may also be contributing
to the greater prevalence of childhood disabilities. While newborn
technology has reduced the risk of disability, it cannot eliminate it.
As more low birth weight infants survive into childhood. the number
of children with chronic medical conditions of varying degrees of
severity will inost likely increase.

About 3.7% of all children, and 5.2% of all low-income child.en,
are seriously disabled. More than ten percent of all children (and a
greater percentage of all low-income children) would be considered
disabled if the standards utilized under specdial education programs
were applied.® This group includes children with learning disabilities
4.5%), speech impairmer.ts (3.0%), mental retardation (2.0%), emo-
tional disturbance (1.0%). sensory impairments (0.3%) and physical
disabilities (0.4%). If children with milder functional impairments,
such as uncomplicated asthma, correctable vision or hearing impair-

TABLE 3B
PERCENTAGE OF BABIES BORN TO WOMEN RECEIVING LATE
OR NO PRENATAL CARE, BY RACE. U.S., 1969-1984

Nonw hite
Year All Races White Black M
1969 8.1 6.3 18.2 17.7
1970 7.9 6.2 16.6 162
1971 7.2 5.8 14.6 14.1
1972 7.0 5.5 13.2 13.1
1973 67 5.4 12.4 12.3
1974 6.2 5.0 114 11.2
1975 6.0 5.0 10.5 10.4
1976 3.7 1.8 99 9.8
1977 5.6 4.7 4.6 9.5
1978 5 4.5 9.3 9.1
1979 51 4.3 £.9 8.8
1980 51 4.3 8.8 8.8
1981 5.2 1.3 9.1 8.9
1982 5.5 4.9 96 9.3
1983 5.6 4.6 9.7 9.4
1984 56 4.7 9.6 9.3

Note: Late care is defined as starung i the thud nmesta
Source: National Centes for Health Statistics,
Source: Dana Hughes et al . The Health of Amenica’s Cluldren, 1987
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TABLE 4
SURGEON GENERAL'S 1990 GOALS
FACT SHEET FOR THE NATION

Average rate change

Average rate needed per vear
1984 change per vear to reach the

Infant Mortaluv Rate 1978-84 1990 goal

Total 108 =0.50 -0 30

White 9.4 —043 —-0.07

Nonwhite 16.1 -0.83 -0.68

Black 184 -0.78 -1.07
Neonatal Mortalits

Towal 7.0 -0.42 -0.08
Postneonatal Mortahty

Toual 38 -0.08 -0.22
Low Birth weight

“Total 6.7 -0.07 -0.28

Whue 5.6 -0.05 -0.10

Nonwhite 11.1 —-0.13 -0.35

Black 12.4 —-0.08 —-0.57
Prenatal Care

Total 765 6.27 2.25

White 79.6 0.23 1.73

Nonwhite 64.1 0.43 4.32

Black 62.2 0.33 4 63

Source Public Health Sesvice, The 1990 Health Obyectrves For the Nation A Midcotase
Review. 1986.

ments and moderate emotional disturbance are included in calculat-
ing childhood disability rates. then 20% of the child population, and
an even greater percentage of low-income children. would be consid-
ered disabled.

Evidence suggests that the growth in activity—limiting conditions
among children is occurring within selected condition dlassifications.
For example, large reported increases between 1969 and 1981 oc-
curred for respiratory diseases. mental and nervous disorders, ortho-
pedic impaitments, endoctine. nutritional, metabolic and blood dis-
orders, and certain congenital anomalies (Table 6). ‘o the extent that
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TABLE 5
PROGRESS TOWARD THE SURGEON GENERAL'S OBJECTIVE
FOR FULL IMMUNIZATION FOR CHILDREN AGE TWO

Year Polio* Measles Rubella Mumps nTpP*
1980 80.7 83.0 83.2 80.2 87.0
1981 80.9 81.5 §3.9 79.1 87.6
1982 78.6 843 811 79.0 88.1
1983 78.6 83.9 819 78.1 88.4
1984 74.2 817 76.7 78.4 85.8
1985 76.7 81.7 77.3 78.9 85.8
1990
Objectne 90.0 90.0 90.0 90.0 90.0

*Tull immunizauon at this age 1s defined as three or mote vacanatons
Somece Unpublished data fiom Centers {or Disease Contiol, US  Immumizaton
Surver In Kav Johneon, Who b Watdung Ow Chaldren? Childien s Detense Fund., 1987,

FIGURE 4
ACTIVITY LIMITATIONS AMONG CHILDREN
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Source Paul Newuchech. Peter Budetti. Neal Halfon, “frends in Activity Limiting
Chronic Conditions Among Children.”” American Journal of Public Fealth. February
1986.
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TABLE 6

PREVALENCE OF CHRONIC CONDITIONS CAUSING ACTIVITY
LIMITATIONS AMONG CHILDREN UNDER 17 YEARS OF AGE

Condition Groups

Pirevalence per 100.000

1979-86

1969-70  1974-75
Impairments:
Blindness, Impairment of Vision 71 a3 75
Deafuness, Impairment ot Hearing 113 186 171
Impairtment of Speech, Special Sense.

Intelligence 385 417 567
Absetice, Loss. Extremities, Certain

Other Sites 23 36 98
Paralysis. Cotuplete or Partial 128 115 15
Specified Detormty of Limbs, Tiunk,

Back 190 187 205
Non-Paralytic Ortiwopedic Impairment 130 227 209
Defect, Abnotmalivy, Spediat

Impaitment 33 90 66

Disease and Injuries:
Infective, Parasitic Diseases 26 20 18
Neoplasms 33 40 23
Endocrine, Nutritional. Metabolic.

Blood Disorders 79 109 142
Mental, Nervous System Disorders 178 320 382
Diseases of Eye, Ear 92 202 235
Diseases of Circulatory Svstet 150 126 112
Diseases ol Respiratoiy System 641 045 979
Diseases of Digestive System 39 H4 49
Genito-Urinary Disovders, Pregnancy,

Childbirth 47 47 47
Diseases of Skin, Subcutaneous Tissue 33 76 72
Diseases of Musculoskeletal Systern.,

Connective Tissue 59 124 121
Certain Congenital Anomalies, Causes

of Prenatal Morbidity 82 154 123
Certain Symptoms, Hl-Defined

Conditions 72 77 83
Injuries 26 27 24

All Aet'vitv-Limiting Condiuons 2680 3672 3847

Source Paul Newachedk. ef of . Trends m Acie s Linutmg Choonne Condon Among
Chaldren,” Aswerncan Journel of Public Heelth, Februars 1986
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any of these conditions are more prevalent among low birth weight
infants, their incidence may increase as more of these infants survive.

A small percentage of children with chronic illnesses and disabilities
suffer such a degree of disability that they can be considered technol-
ogy-dependent. Between 17,000 and 23,000 children have conditions
that require either breathing or digestion related life support sys-
tems.® An additional 40,000 to 75,000 children may be dependent
on a somewhat less continual, but nonetheless high cost, form of
care.® Abont two percent of all children suffer from one of eleven
major childhood diseases, induding cystic fibvosis, spina bifida, leu-
kemia, juvenile diabetes, chronic kidney disease, muscular dystrophy,
hemophilia, cleft palate, sickle cell anemia, asthma and cancer.®

In sum, health data indicate that the nation’s modest rate of
progress in improving infant health fitst slowed and then halted
altogether during the 1980s. Moreover, a growing body of evidence
indicates that fewer children are receiving primary health services
and that a greater percentage of children are disabled today, pethaps
in part because of the greater survival rate of low birth weight babies
and the greater incidence of very low birth weight bivths. A significant
proportion of these infants, particularhy poor infants, will be left with
a disability or impairment serions enough to limit normal childhood
activity. Given the higher indidence of death and disability among
poor children, these eroding health trends undoubtedhy will continue
as long as childhood poverty rates vemain severeh elevated.

HEALTH INSURANCE COVERAGE AMONG CHILDREN

In the United States, health insurance and direct payments consti-
tute the two major sonrces of health care finanding." Low-income
families, who by definition do not have adequate resources to pay for
health care directly, have a partcularly pressing need for health
insurance. Moreover, these families need comprehensive coverage,
since even routine preventive and pediatric care can incur a “cata-
strophic” health expenditure when cost is considered in relation to
family income.

A disproportionate percentage of uninsured families with cata-
strophic expenditures have incomes below the federal poverty level.
This is particularly true if the term “catastrophic” is neasured in
relation to family income rather than in absolute dollar terms (table
7). Indecd, as a share of family income, divect expenditures for
impoverished childien are six times greater than for childien living
in the highest income families.*

Lack of insurance has a profound impact on children's use of
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TABLE 7
PERCENT OF FAMILIES WITH UNINSURED CATASTROPHIC
HEALTH CARE EXPENSES BY VARIOUS 'THRFSHOLDS OF
CATASTROPHIC EXPENSE, AND PERCENT IN POVERTY. 1977

Percent of all Petcent of Fanilies
Fanilies with with These Uninsured
Thresholds of Unimsined Catastrophie - Catasttophic Expenses
Catastrophic Eapense Expetises Fhat are in Poverts
$2.200 or more 1.9 15.2%
H percent of family income {99 R )
10 percent of Lamls income 9.6 47.5
20 pereent of family income 4.3 6G6.1

Source Fmplovec Benehis Rescarch Institute, foue Beaef. VOST

health services, panticularly childien with disabilities.™ Uninsured
low-income childien receive 1090 less medical care than their insuied
counterparts. Uninsuted low-income childien with disabilities are
stgnificantly less likely than insuted poor childien to have a regula
source of e and only about lalf as likely 1o receive medical services,

Despite their greater need for coverage, low-income families are
far more likely to be uninsured, and low-income childien ae even
more likels to be uninsined than low-income adults.”” Furthermaore,
the number of uninsured dhildren is increasing, The chief causes of
dedine in health coverage are the erosion of the private insuranee
svstem and the fatlne of 1esidual public finandng programs to fill
the growing gap left by private coserage. These two trends resulted
in o 16 inaease between 1982 and 1985 in the number of uniosured
childien, from 9.6 to 111 million. Phis inarease occanred despite the
most sustained pedcetinie cconomic recovery in this ceatury.,

Private Insurance. Of the $410 billion that Americans spent on
personal health services in 1987, $136 hillioo—abow: one-third—w.is
paid through privare insutance.™ Private health insurance constitutes
the single Lugest source of financing for personal health services.™
Thus, individuals without private hedth msurance, particularly those
from lower-income families, lack the caritical economic means off
gaining health care access,

Most private insurance is provided as an employment-related fringe
benefit. Seventv-five percent of all privately insured Americans are
corered by emplover-provided plans.” Employer-provided coverage
is an extiemely importani com:ponent of employee compensation for
tworedasons. First, insurance costs aie held down becuse coverage is
furnished on a group basis. Second. most emplovers who do provide
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.
coverage inderwrite all o1 most of its cos¢ (that is, they pay all o1 part
of the annual premium) for emplovees and their families. These
emplover-paid premiums constitute non-tasable income.

Even a decade ago. prior 1o the major recessdon of the early 1980
and the ensuing efforts by emplovers 1o reduce thein labor costs, 26
million Americans were uninsired. During the past several vears the
number of uninsured Americans has grown significantly. In 1982,
17% of the non-agricultural, non-military U.S. population inder age
65 was uninsured; by 1985 these numbers had increased by nearly
15% .9 Within this overall morease, the number of workers without
coverage grew by 2277 and the number of children under 18 without
priviate coverage increased by 165 .32 By 1985, one child in six had no
privite msurance.”

Persons without private health insurance by and Lirge are members
of the most economically pressed American families. Sinty-two per-
cent of the iminsined, and three-quuarters of & uninsined children,
live in families with incomes that are less than two times the federal
poverty level.' One-third live in Lunilies with poverts-lesel incomes, ™

Because private insurance is an emplovment-related benefit, upper -
income wage earners are far more likely to be prnvately msined than
moderate o1 Jow-wage worhers.™ Morcover, the nation finances pri-
vate msurance through tax losses (as 4 business-related expense for
the emplover and as non-taxable income for the employee), Thas, it
is the highest income workers who recene the most valuable insurane e
subsidy, given the higher degree of compensation and the higher
margin at which their incomes are taxed.

tronically. although private insumance for the under-635 population
is overwhelmingly finmnished as an employment bhenehit, the majority
of uninsured are workers, In 1985, 70% of the uninsined either were
full-time, full-year workers, or lived in families headed by a full-time,
full-year worker.”™ Of the more than 12 million imimsined children,
almost three-quarters lived with a family head who worked, ™

There are numerous 1easons for the increase in the number of
childien who are not covered by private health msurance. Most of the
reasons reflect long-term tends, and therefore the number of unin-
sured children may well continie to increase.

First, the relationship between emploviment and health insurancee
obviously means that almost all families with no carrenthy employed
members are likely 1o be exduded. Second, the emplover-based
system also excludes pootly paid workers, since isurance is a hey
aspect of emplovee compensation. For example, 30¢C of all employers
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who pay only the minimum wage to more than half their work force
offer no health insurance.®

Third, the system excludes children of workers whose employers
either do not offer coverage to employees’ dependents or offer it only
at an unaffordable cost (without subsidizing the family portion of the
annual premium). 20% of children who are not insured nonetheless
live in a household in which the family head has employer-provided
insurance.™

Subsidization of employees’ annual premium costs—particularly
the cost of family coverage—is most prevalent in the case of large
firms, manufacturing firms, ard firms that pay higher wages. More-
over, employer subsidies for family coverage appear to be particularly
vulnerable to reduction as the pressure to contain labor costs in-
creases. One-third of the respondents in a recent nationwide em-
ployer survey reported that they had reduced contributions to their
wor; ers’ (or their workers' dependents’) annual insurance premiums,
thereby increasing their workers' share of premiums.* The failure to
provide subsidized insurance among firms employing poor workers
means that children living in low income working famiiies are only
half as likely as those living in non-poor working families to be
privately insured.

‘Two other factors contribute to the long-term nature of the trend
toward less private insurance coverage of children. First, as children
increasingly live in families headed by single parents, the likelihood
that they will not be privately insured grows (Figure 5). This is true
in part because female workers tend to be employed in lower-paying

Jobs which are less likely to offer insurance,™ and in part because the

lack of two workers means that there is no second wage earner to
compensate in the event that the first wage earner is uninsured.
Second, the United States is witnessing a major shift in the ty pe of

jobs the economy provides, away from employment in the manufac-

turing industries and toward gowth in the service sector.’* Manufac-
turing jobs generally have incl «ded greater levels of employer-paid
fringe benefits, particulaily health insurance. Service jobs, by con-
trast, are often part-time and lower-paying; and even if full-time,
these jobs are significantly less likely to provide health insurance. To
the extent that the American economy continues this sh;ft, the nation
may be witnessing the inexorable collapse of a large segment of the
employer-based insurance system and the resulting dis-insurance of a
sizeable proportion even of middle class families over the long term.
Beyond the threshold issue of eligibility for benefits are problems
involving the scope and depth of private coverage. While the Preg-
nancy Discrimination Act® prohibits exclusion of routine maternity

RIC 1ng

Aruitoxt provided by Eic:




E

O

Recent Developments i Infant and Chald Health 95

FIGURE 5
Percentage of Children in Family Types Who Are Uninsured
Percent
40 75%
40 -
Male
Head 33 2%
30 - Femaie
Heac
20 4
13 7%
10 4 Marnec
Ccupie
0 Family Type

Source. Margaret Sulvetta and Katherine Swartz. The Unmnsured and Uncompensated
Care: A Chartbook. 1986.

benefits from private plan coverage, it exempts firms of fewer than
20 employees.3® More than five million privately insured women are
uncovered for routine maternity care.’

Moreover, despite the growing emphasis on plan coverage of health
maintenance and preventive services, many plans still do not cover
routine screening and preventive pediatric care, and others subject
coverage of even preventive care to deductible requirements that
effectively negate the value of preventive benefits for poorer families.
Prepaid health plans that emphasize “first-dollar” preventive health
coverage are an increasingly popular insurance option among larger
firms that provide higher levels of compensation. But a prepaid plan
option is less prevalent among firms employing primarily low-income
workers. Indeed, health maintenance organizations traditionally have
avoided marketing their services to less affluent (and therefore,
potentially sicker) populations. So serious is the lack of comprehen-
sive coverage for preventive care among lower-income children that
in 1980, a publicly insured poor child eligible for Medicaid was 1.5
times more likely than a privately insured poor child to have received
preventive health care during the year.*

Families with marginal incomes are in no position to purchase
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medical care unless it is absolutely necessary. Thus. low-income chil-
dren with inadequate private coverage frequently have medical needs
that go unmet, just as if they were completely uninsured.™

At the other end of the medical cost scale, many insurance plans
place restrictive lifetime limits on covered expenses and contain no
feature to protect families facing high-cost catastrophic illnesses from
huge out-of-pocket expenses. It is not uncommon for families with
gravely sick infants or children to find that within a matter of a few
vears, or even months, their children have used up their lifetime or
annual plan coverage. Moreover. if these families attempt to change
Jjobs they may find that their children continue to be uncovered under
the new benefit plan’s pre-existing condition exclusion clause.

As with eligibility for coverage. the depth of benefits in an employer
plan is a direct reflection of the degree of compensation an employer .
wi hes to provide. The broader and deeper a plan’s coverage is, the
me e expensive it becomes. Foorer workers on average are less likely
to have comprehensive coverage. even though they are in greater
need of it. While the Tax Reform Act of 1986 curtails firms’ flexibility
to discriminate against poor workers by providing more comprehen-
sive fringe benefits to their highly compensated employees.™ it is
undear whether firms will respond by enriching benefits for all
employ ees or by reducing coverage and simply rewarding more highly
compensated workers in other ways.

At least one economist has estimated that the cost alone to the U.S.
Treasury of the employer-based health insurance system in 1986
alone was over S50 billion.” This makes the employer-based insur-
ance sy stem second in size only to Medicare. Yet the private insurance
system has not produced equitable coverage and benefit results; and
if anything, the inequities appear to be growing. Moreover, states are
preempted by federal law trom regulating the structure or content of
employ er insurance unless it is purchased through a private insurance
company . Since nearly half of all employers now self-insure and
thus are protected from state regulation under the Employee Retire-
ment Income Security Act (ERISA). it is virtually impossible to rem-
edy these problems at the state level. although many states have
attempted to do so.™

Public Insurance. The inequities of the private insurance system
demand some type of residual public health financing system for the
millions of uncovered families. Even if Congress were to enact federal
laws to expand and strengthen the employer-based system, as legisla-
tion introduced by Senator Edward Kennedy during the 100th Con-
gress would do."* millions of persons with limited or no connection to
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the work place would still be uncovered. Unfertunatels, howeser.
there is no uniform public health msurance program for families
with children sinvlar to Medicare for the elderly and disabled.

The onb federal. ron-military program offering insurance-like
benefits to fumilies with children is “Jedicaid, the nation’s largest
grant-in-aid program for the poor. Enacted in 19635 as an adjunct to
Medicare, Medicaid was intended to “piggybuack™ onto public cash
assistance programs for persons receiving Leuefits under the Aid to
the Aged, Blind, or Disabled (AABD)* programs. or Aid to Families
with Dependent Children (AFDC) programs.”' As a result of its
linkage to public cash assistance programs, Medicaid by and large
requires coverage only of those persons whose family characteristics
and deep poverty qualify them for financial aid. Therefore. childven
who are not “dependent™ as defined under the AFDC program (i.e.
children who do not live in families in wlich one parent is absent,
dead. incapacitated or unemploved). historically have been excluded
from mandatory coverage.

Since 1965 states hane had the option of covering poor children
Iining in two-parent working families. But until 1984, when this
coverage was mandated for children unde: age five. nearly half chose
not to do so.** Similarly, since 1967 states have had the option to
extend Medicaid to pregnant women ineligible for AFDC benefits
either because they either had no children yet or had husbands at
home.™ But, until 1986, when such coverage was mandated, 18 states
falled to do s0."" Since 1965, states have had the option of covering
“medically needy” persons (certain individuals, including children,
wnose family incomes slightly exceed AFDC eligibility levels). Yet in
1987, b4 jurisdictions still did not cover these families.*™ Finally, as
states have allowed their AFDC eligibility levels to fall far below the
federal poverty level,* a declining percentage of even categoricall:
eligible poor families have qualified for coverage (Figure 6).

Thus, because of these fundamental barriers to Medicaid coverage
of children—restrictive “categorical™ eligibility standards, extremely
restrictive financial eligibility criteria and states’ failure to exercise
coverage options aailable to them—the percentage of poor children
covered by Medicaid has fallen dramatically over the past decade.™
This dedining coverage of poor children was further exacerbated by
the Omunibus Budget Reconciliation Act of 1981, which eliminated
previously required coverage of children ages 18 to 21 who had

ater conschidated and cvpanded mto the Supplemental Seamn Income (551
program
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FIGURE 6

AFDC Recipient Children per 100 Children in Poverty
1972-1985 (fiscal years)
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Source: Children’s Defense Fund. A Cluldren’s Defense Budget, 1988.

formerly received AFDC benefits. The Act also severely curtailed
AFDC (and thus Medicaid) benefits for adults and children living in
poor working families.” As a result of this latter action, nearh
500,000 children lost Medicaid coverage immediately,™ and hundreds
of thousands of others were permanently barred from coverage.”™
For those chilaren who do qualify for Medicaid. the scope of
benefits furnished. and the cost-sharing protections provided, are far
more extensive than those found in most private insurance plans.
This is particularly true in the case of primary services, because of
the comprehensive preventive medical and dental benefits available
through the Mediciia preventive screening program (known as the
Early and Periodic Screening Diagnosis and ‘Treatment Program).
However. many states nonctheless fail to provide adequate levels of
benefits, especially in the case of extremely sick children in need of
intensive care. For example. 17 state Medicaid programs cuirently
place arbitrary limits on the number of inpatient hospital days they
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will cover.”* Moreover, many states maintain such low levels of reim-
bursement that in many communities virtually no provider (especialiy
obstetricians) will accept Medicaid patients.”

Medicaid’s eligibility, benefit and provider participation problems
are compounded by the severe lack of publicly-funded health provid-
ers to serve the uninsured or inadequately insured poor. By 1986
only 13 states maintained publicly subsidized prenatal clinics on a
statewide basis. and only 23 states provide inpatient delivery services
for even a portion of their medically indigent pregnant women (of
the 9 million uninsured women of childbearing age in 1984, two-
thirds had family income- below 200% of the federal poverty level—
approximately $18,000 annually for a family of three in 1987).
Moreover, no state offered a statewide system of comprehensive
primary care services for medically indigent children.™ In 1986, some
600 federally funded community and migrant health centers served
over five million medically underserned Americans (65% of whom
were children or women of childbearing age), but another 20 million
persons remained unserved.”

Finally, the federal Supplemental Food Program For Women, In-
tants and Children (WIC) provides basic health care and vital nutri-
tional supplementation to over three million pregnant women, nurs-
ing mothers, infants and children annually. Given the positive
association between nutritional supplementation and birth weight., on
the one hand, and the negative consequences of nutritional deficiency
on the other, WIC benefits constitute a key health service.™ Yet in
1987, WIC served only 40% of all eligible women «n:l children.™

FUTURE DIRECTIONS IN CHILD HEALTH POLICY

The grave shortcomings of the public and private health care
financing systems for pregnant women and young children have
taken a terrible toll in both human and financial terms. Infants born
to women who receive either no care or inadequate care are at far
greater rish of death and preventable, lifelong disabilities. It has been
estimated that between 1978 and 1990, the nation will experience an
“excess” of more than 330,000 low birth weight births, at a cost of
$2.5 billion, a cost which might have been averted had their mothers
received adequate maternity care.*

This human tragedy also carries major financial consequences.
Repeated studies have shown that preventive imvestment in maternity
and pediatric care, including prenatal care, risk-appropriate deliver-
tes and care during infangy and childhood which incudes regular
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exams, immunizations, and treatmen of acute and chronic health
conditions, can save anywhere from two to fourteen dollars for every
dollar invested.® Yet. other than South Africa. the United States is the
only Western industrialized country that does not have a national
maternal and child health policy.™

If public health goals in infant and child health are to be achieved,

and

are

if all children, regardless of family structure or economic status,
to have access to a reasonable level of medical care, then the

following reforms must take place:

All pregnant women and children must be insured, either pub-
licly or privctely . All poor children and their families should have
access to Medicaid, and all near-poor families should be able to
enroll in Medicaid for an income-adjusted monthly premium, if
they do not otherwise have adequate private coverage.

There must be sufficient and appropriate health providers to
meet the needs of underserved communities and populations.
‘This means that funding for the community and migrant health
centers should be sufficiently increased so that all underserved
communities and providers have access to primary medical care.

Additionally, funding for the Title V Maternal and Child Health
programs should be increased so that every underserved com-
munity can have specialized maternity and pediatric services for
medically and socially at-risk families with children.

Eligibility standards governing federal public health programs
must be simplified and unified, so that women and children can
more quickly obtain both medical and nutritional services. More-
over, the benefits available under Medicaid must be made more
uniform, so that geographic location no ionger determines
whether a child has insurance or whether his or her insurance
covers an adequate range of benefits. Provider reimbursement
standards must be set in accordance with reasonable criteria and
public health agencies and health centers should be reimbursed
on the basis of their reasonable costs.

‘The WIC program should be expanded to serve all financially
needy women, infants and children at nutritional risk.

Funding increases for immunizations must be sufficient to ensure
that every child is immunized against preventable discase.

These fundamental improvements aie needed in order to ensure
that children receive necessary medical care prior to birth and
throughout childhood. "t'here are indications that the nation is slowly

.
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heading in the right direction. Despite major deficits and budget
constraints whhich in recent years have stymied many vital social policy
reforms for families and children, modest but notable progress has
been made in reformulating national maternal and child health
policies. Legislation recently passed or currently pending in both
Congress and the states holds the promise of long-term reform over
the next decade.

Medicaid. During the 1980s, there has been no better e::ample of
fundamental, positive changes in public policy than in the area of
public insurance coverage for low-income children. These advances
have begun to compensate for the reductions of the early 1980s. Since
the 1981 state and federal retrenchment in Medicaid coverage of
children, there has emerged a new consensus at all levels of govern-
ment that the traditional rules governing Medicaid eligibility for
families with children—namely, the same criteria used to detemine
eligibility for AFDC—are simply inappropriate standards to gauge
the need for publicly-subsidized insurance. This is particularly true
at a time when so many millions of low-income persons, including
millions of workers and families, are falling outside the private
insurance system.

Ironically, the 1981 Medicaid cutbacks thermselves helped fuel this
reversal in thinking, in part because of their documented adverse
effects on coverage of the poor and in part because the 1981 legisla-
tion also included new state options to expand coverage for pregnant
women and children without also having to provide Medicaid cover-
age for more expensive populations such as the aged and disabled.*’
These developments coincided with the economic recovery, (which
led to the availability of additional state revenues), and a growing
awareness of child health problems, the Medicaid coverage options
available, and the cost-effectiveness or child health care.

Together, these events encouraged a number of states to expand
Medicaid coverage of children. By 1986, between 12 and 15 states had
broadened their coverage of pregnant women and children. During
1987 and 1988 more than 40 states adopted major new Medicaid
maternal and child health expansions.*! Others supplemented these
Medicaid expansions with additional public health funding to develop
maternity and pediatric clinics. A series of federal reforms encour-
aged and accompanied these state activities. These federal reforms,
taken together, comprise the basis for a significant modification and
restructuring of Medicaid from what has been essentially an adjunct
to welfare into a basic public health program for persons without
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access to the private insurance system. The most important Medicaid
reforms enacted to date include the following laws:

¢ legislation passed in 1984 and 1986 which requires states to
extend Medicaid to any pregnant woman or child nnder age five
with family income below AFDC eligibility standards, regardless
of family composition;®

* legislation enacted in 1986 (strongly supported by both the
Southern and National Governors’ Associations). which for the
first time permits states to provide Medicaid to pregnant women
and children under age five with family incomes above AFDC
financial eligibility levels but bhelow the federal poverty level,
considerably simplify Medicaid finandal eligibility standards, and
dramatically revise Medicaid enrollment procedures to more

quickly enroll pregnant women:* bv December 1987, over half

the states had taken advantage of this new flexibility:

¢ legislation passed in 1987 which permits states to provide Medi-
caid to pregnant women and infants with family incomes below
185% of the federal poverty level and to extend benefits to all low
mcome children under age eight: and*

* legislation enacted in 1988 mandating coverage of all pregnant
women and infants with family incomes below 100% of the
federal poverty level and pending a broad new set of benefits for
families making the welfare-to-work transition.™

Other pending Medicaid legislation would permit states to extend
coverage to many near-poor families for an income-adjusted pre-
mium. Those assisted would include families making the transition
from AFDC to work,* families with disabled children.™ and other
poor or uninsured families.”' Such a structural change would provide
for these families an insurance subsidy analogous to the one provided
to upper-income, privately-insured families through the tax system.
These bills, if enacted and implemented, along with legislation to
strengthen the private health insurance system, would dramatically
reduce the lack of insurance coverage among American fanuhes with
children.

Other Health Reforms. In addition to the Medicaid reforms, other
key structural reforms include: the Education tor Handicapped Chil-
drea’s Amendments of 1986 which for the first time provide federal
funding for the development of early intervention programs for
infants and toddlers suffering, or at risk of. developmental delay;*
additional revenues for the Title V Mate,nal Child Health Block
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Grant Program and expansion of the Community Health Centers
and Immunization programs.”*

CONCLUSION

|

\

|

|

\

\
The issue confronting policymakers is not whether the nation can
afford health reforms for children but whether it can afford not to
enact long-term improvements. Young people between the ages of 16
and 24 comprised 23% of the U.S. population in 1978, but will
constitute only 16% by 1995.”' One in three of our new workers will
be members of a minority group. As the number of young workers
steadily dedlines. therefore, business and industry will be forced to
rely upon workers and potential workers in whom we traditionally
have failed to invest. Qur future prosperity now depends in large part
on our ability to enhance the prospects and productivity of a new
generation of empluyees that is disproportiondtely poor, minority,
unhealthy, undereducated and untrained. Good health can make the
difference between a thiiving, productive and competitive workforce
and one hampered by preventable ilinesses and disabling conditions.
Our nationdl well-being depends on the future of child health policy.
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POVERTY, FAMILY AND THE BLACK EXPERIENCE

James P. Comer

THERE ARE Al LEAST three major causes of economic poverty among
individuals. The first is structural—the absence of either self-employ-
ment or other employment opportunities. The second is socio-envi-
ronmental—the presence of factors which lead to attitudes, values or
ways which inhibit employment, employment seeking and job reten-
tion. The third is personal—limited individual development and
functioning in areas needed for success in the modern job market—
including social and interpersonal patterns of behavior, psycho-emo-
tional and moral attitudes, speech and language shills, thinking and
school learning abilities and others. All three causes are interrelated
and can be more or less at play at the same time.

Policy-makers can develop approaches which diminish the struc-
tural causes of poverty, and which promote attitudes and behaviors
that help communities and families support adequate individual
functioning among most seople. To accomplish these tashs with
respect to children, policy-makers need an understanding of the
processes of child development and the kinds of experiences and
support children need to function well. However, they also need to
understand the way institutions and conditions external to the devel-
oping child and family are operating, or have operated in the past, to
cither promote or prevent poverty.

As a nation of former immigrants, current immigrants, former
slaves, former prisoners and other persons who once lived under
difficult conditions and who overcame, we revel in and glorify the
spirit of independence and individual effort that has made great
national and individual success possible. But we also overstate the
case, underestimating the cost and the role of structural factors which
influenced such success in the past, and failing to 1ecognize the
changes that have occurred for over one hundred and fifty years that
make the individual and family escape from poverty more ditficult
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today than it was in earlier times. These niisperceptions are particu-
larly pervasive with regard to poverty among minority groups in the
United States, especially blacks.

THE EFFECTS OF ECONOMIC AND SOCIAL CHANGE

When enough families are able to earn a living, meet basic necds
and function reasonably well, then social networks and communities
usually constitute wholesome emvironments in which adequate child
growth and development are the norm. Good funcidoning is most
likely when authority figures within such networks are able to influ-
ence most people to live by socially desirable standards. This is
possible because constructive belief systems—often grounded in reli-
gion, but sometimes based on a family, comn' nity or national
ethos—positively influence the I 1avior of the fauuhes involved. But,
although miniinal income is not an absolute deterrent, desirable
family functioning is nonetheless more difficult to sustain without a
reasonable threshold level of economic opportunity.

Prior to 1900, most heads of households in this country could gain
employment or engage in self-employment in a largely agricultural
economy without education or any special skills. In rural areas it was
possible to produce the goods and services needed for survival.
Families often worked together to do so even into what was the early
industrial era after 1865. And many could live off the excess of
agricultural products even when they were unemployed. Transporta-
tion was slow and mass communication was limited; thus, information
and influences from outside a community were minimal. These
economic and social conditions together gave great power to belief
systems generated by authority figures—religious, political, economic
and parental—within a community.

Children grew up in families that were enmeshed in social networks
of selected and more or less accepting friends, kin, organizations and
institutions. Each social network had political, economic, social and
emotional ties to, and a particular status in, the larger but local
society. Through local and regional institutions, groups were tied to
nstitutions of the still larger national society. Despite significant
exceptions and variations, a highly dominant mainstream culture
evolved nationwide. The degree to which heads of households could
provide for themselves and their families largely determined their
sense of adequacy. well-being and belonging. But these features of
self-esteem were also determined by the family's and social network’s
ability to identify with, believe in and, in turn, experience well-being
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in the local culture and beyond. The sense of well-being and belong-
ing encouraged families and their social networks to live by standards
and belief systems established and reinforced by authority figures
and leaders at every level of the society. And in this period in
American history the standards and expectations were more or less
the same at every level.

These conditions created a sense of community and relatedness.
School was a natural pa.t of the community. As a result there was an
automatic transfer of authority from home to school. This transfer
permitted neighbors, friends, school staffs and others to promote a
kind of functioning and development of children in and out of school
that was generally accepted as desirable. Moreover, the level of devel-
opment needed to carry out adult tasks was not very high. One could
leave school with onh modest education, obtain a job. provide for self
and family, experience a sense of adequacy for being able to do so,
and in turn be motivated to perform well as a family member and
citizen.

But by 1900 about half our population was in urban areas. And
between 1900 and 1945 the nation’s economy became based on heavy
industry. Employment and self-employment more often required a
moderate level of education or special training, although there were
still many economic opportunities for uneducated people. After 1900
it became increasingly difficult for families to produce their basic
human needs themselves or to live on agricultural abundance. They
became increasingly vulnerable to economic downturns. And the level
of personal development necessary to earn a living was creeping
upward. Children from the families who functioned best in the pre-
1900 period received social and developmental experiences that pre-
pared them to function adequately as adults after 1900 mere often
than children from families who were not functioning well in the
prior generation.

Although he economy chauged significanthy during the 1900-
1945 period. the nature of community changed only modestly. Right
into World War I. America remained a nation of small towns and
rural areas. The cities were. in many respects, actually collections of
small towns. Transportation development occurred fairly gradually,
as the horse and buggy age of the turn of the century really gave way
fully to the automobile age by 1945. Compared to today, mass
communication was also limited and affected the day-to-day lives of
families much less than it does now. With limited transportation,
heads of households often walked to work and to secreational and
other activities. And recreation was still usually communal—among
friends, through social and religious groups and organizations. Under
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these circumstances, authority figures still interacted with each other
a great deal and the powerful among them were able to influence
greatly tae way most people lived. And parents, teachers. neighbors
and friends were still the major sources of information, guidance,
direction and control for children.

After World War II, the economy moved rapidly into the last stage
of the industrial era, or the science-based, early technological period.!
Most importantly, education and/or training became the ticket of
admission to primary job market opportunities, whether the job
actually required it or not. Children from families that functioned
reasonably well in the previous economic era were able to give their
children a developmental experience that would allow them to acquire
the high level of education and training needed to be successful in
the job market of this era: and the same scenario is applicable to the
post-industrial age that has emerged in the 1980s.2

The science and technology age spawned conditions that decrecased
the sense of community which existed prior to the 1950s. Imgproved
transportation began to make it possible for adults to work long
distances from where they lived. Recreation became less often com-
munal and more often took place outside the local community. This
decreased the interaction among important authority figures in the
lives of children. Public policy encouraged suburban sprawl, mostly
without any provisions being macde to create community in the new
settings, or to maintain a sense of community in the urban places
being abandoned. Health, education and other public policies were
made with little attention to how they would affect community and
family life, and child development. Racial and class biases in housing
contributed to the isolation of minorities and different income
groups.®

Television emerged as a powerful and pervasive force in the lives of
children and adults aiike. It brought attitudes, values and ways from
around the world to children directly. not through the important
authority figures who in all the previous history of the world had
provided children with knowledge about and interpretation of their
emvironment and experiences. Sometimes the information was differ-
ent from and in conflict with what parents were trying to teach their
children. And most of all, young people siaply received much more
information, and more models for behavior. than ever before.

In some ways all of this was liberating because powerful authority
figures could not impose unfain attitudes and conditions on vulnera-
ble groups as easily as in the past. But behavioral expectations were
no longer as clearcut, the environment was not as predictable as in
the past, and the sense of relatedness and belonging could not exist
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to the same extent. Constructive role models—teachers, doctors.
policemen. others—became more distant to many. While the school
usually remained a part of the neighborhood. it was often not a part
of the social network or community of many families.

As social and dlass differentiation increased, distrust and eventually
alienation developed between a variety of service givers and the poor.
Identification and internalization of the attitudes, values and ways of
muddle-class America and its institutions took place less often. And
the transfer of authority between home and school was no longer
automatic. Many families were alienated to the point that thev had
attitudes. values and ways that were sl.arply difterent from those of
the mainstream society—the value of education being one. Such
conditions permitted much more acting up and acting out on the
part of children than was possible when the sense of community and
relatedness was greater. The organization and management of
schools was not adjusted in a way that would enable them to help non-
mainstream children or their families manage the complexities of the
new age.'

Nonetheless, children are no more mature in the post 1950s world
than children ever were. Given the complexity of ioday’s .ociety and
economy and the high level of development needed to funciion in it,
they need more adult support for development than ever before. yet
they probably have less than ever before. In addition to a loss of
support for development froni the existence of a community, there
are fewer extended families. There are more families in which both
adults are working. There are more families in which no adults are
working. There are more families headed by young single parents.

CHILD DEVELOPMENT, EDUCATION AND POVERTY

Even faniilies with adequate inconte and education feel stressed by
the complexities of this age and need help in supporting the devel-
opment of their children. Despite the need. we have an education
system in which a large number of professionals. if not a majority,
have not had adequate training in applied child development. and
carnot establish and manage schools that support the developnient
of students.

T'he purpose of child rearing and development renrains the same—
to enable children to function adequately as children and adults in a
competitive, democratic, open society. Children are born totally de-
pendent for growth and development on the interest and skills of
their parents or caretakers. and the public policies and practices
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which promote the ability of families, schools and other institutions
to influence it.

Newborns have biological potentials which must be developed be-
fore they can care for themselves. They have aggressive drives which
must be channeled into the energy required for work and play, or
life; otherwise, such drives can be expressed in ways that are harmful
to the child and to others. Children have the capacity for relation-
ships, but this capacity. too must be developed in a constructive way.
Without adequate adult care the newborn will be underdeveloped
overall, intellectually retarded. psychologically disturbed or can die.

In the process of providing the child with basic needs. emotional
attachments are established between the parents and child. These
attachments give parents or adults the leverage or power tc aid the
growth of children along developmental pathways. Children first
learn to behave in a particular fashion by imitating, identifying with
and internalizing the attitudes, values and ways of their parents.
These early relationships are far more powerful than is frequently
realized. They are the template, or prototype, for all future relation-
ships. This is not to say that significant growth, development and
change cannot take place after the first couple of years of life, but the
great importance of these early experiences must be appreciated.

Growth takes place along many developmental pathways simulta-
neously. There are several in which growth and development are
critical for adequate school or academic learning—social-interactive;
psycho-emotional-affective; moral; speech and language; intellectual-
cognitive-academic.® School or academic learning is facilitated by
adequute development in all of these other areas. Development along
these pathways takes place through ordinary interactions between
child and caretaker.

In the process, children develop control over harmful impulses and
learn how to wait, sit still, take 1n information and concentrate on
activities and tasks that wil! permit them to learn, first at concrete and
then at abstract and higher levels. At the same time, with adequate
care, children remain capable of spontaneous thought, exploration
and imagination. They are responsive to the instruction of “important
others.” Early interactions provi ' the child with the beginnings of
irner control, direction, motivation and a sense of personal responsi-
bility, because exhibiting such behasior brings positive feedback from
those who matier. This enables the young child to experience a sense
of adequacy and confidence. It permits him or her to experience a
sense of belonging and security. Such children can approach school
at five years of age with a reasonable chance for success.

The degree to which adequate preschool development takes place
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depends greatly on the skill, sense of well-being, and motivation of
the primary caretaker or parent. The presence or absence of these
conditions depends a great deal on the experiences and level of
success of the caregiver. Also. the attitudes, values, childrearing
patterns and other ways of parents are greatly influenced by the social
network of friends and kin to which they belong. And, while there
are multiple social networks, all subscribe to attitudes, values and
behaviors that are either mainstream, marginal or antisocial. This
greatly affects the kind of experiences, attitudes, values and habits a
child receives and adopts pricr to school.

Children from mainstream social networks more often receive the
kind of experiences, and are expected to develop the kind of capabil-
ities and performance outcomes, that are desirable for functioning in
modern society. This increases the likelihood that they will make a
positive impression on and receive a positive response from school
staff. This, in turn, facilitates a positive attachment, or “bonding,”
between the child and school staff, enabling the child to imitate,
identify with and internalize the attitudes, values and weys of the
school, including academic learning. When the experiences, expecta-
tions and tasks of the home and school are sinmlar, parents and staff
are able to reinforce each other. And throughout the first three or
four years of school, positive interactions between a child, school and
parents enables him or her to internalize academic learning as a value
as well as to gain the discipline and skills to succeed. By the time a
child is in the developmental phase in which he or she is attempting
to diminish emotional ties to adults, around nine or ten years of age,
academic learning and desirable social behavior have already become
their own values and habits.

Children from social networks that are marginal to the mainstream
of the society have different preschool experiences even when their
parents are caring and have reasonably good childrearing skills. Many
such parents are alienated from social norms—they may not be able
to read or write well themselves, may not be employed, do not vote
and cannot teach their children the social-interactive, problem solving
or other skills needed in school. Such children often gain skills that
are useful on the playground, in the housing project or on the street,
but they are skills that are not useful in school; in fact, they often
create problems. A child who comes home and complains about being
beaten by other children and is told that if he or she does not fight
back there will be another beating at home is learning behavior that
may be functiondal for sursival. But such responses will get children
into difficulty in school, where they are expected to negotiate and
work out disagreements, or involie school personnel in doing so.

RIC 172

Aruitoxt provided by Eic:




E

Q

116 GIVING CHILDREN A CHANCE,

Similar patterns of behavior may not be wrong, bad or even undesir-
able at some times or in some places. Thus, when families are living
under economic and social stress—more often the case for non-
mainstream families—parents are less often able to promote the level
and kind of development needed for school success.

Underdevelopment in the social-interactive area is often viewed as
bad behavior. Inadequate psycho-emotional development is often
seen as immaturity. Children who manipulate, take the possessions of
others, distort the facts and more are usually viewed as troublemakers
with low morality levels—liars, thieves, irresponsible. And children
with poor self-expression, limited curiosity about things of impor-
tance in school and with litle apparent drive for knowledge are
viewed as having limited ability. All of these perceived shortcouungs
may represent underdevelopment that could be modified by appro-
priate school and home responses. But more often than not the
response on the part of the school is to punish such children or to
have low academic and behavioral expectations for them. This leads
to a struggle between school staff and child and often to a downhill
behavioral and academic course for the child.

Because most children are easily influenced by adult caretakers
before the age of eight or nine years, even the most underdeveloped
children can 1espond positively to reasonably caring and effectuive
school staff. And as a result, there can be growth and development in
all of the critical areas through the early school years. But around
eight or nine years of age, about third grade or so, at least two
developments begin to limit the school achievement of underdevel-
oped children. First, they develop the cognitive capacity to under-
stand that they are different in style froni the mainstream children
and from school staff, and the significance of this. If they have not
developed a positne relationship to academic expectations by this
period, they are also not likely to be prepared for the higher level of
learning that is now required. Simultaneously, they are entering a
developmental phase in which they begin to pull away from their
emotional and sodal dependence on adults. These factors combine to
decrease the importance of acadeniic learning to them. Academic
learning is not internalized as a value of its own; the discipline and
motivation to leain is not adequately developed. This often leads to
inadequate academic performance and early school leaving.

The experience of children from anti-social networks is similar to
that of children from social networks marginal to the mainstream.
‘They have learned trou.lesome attitudes, values and habits that most
often lead to school failure. But there is even less chance that they
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can form positive attachments and bonding with school people. And
failure in school is even more likely.

In this post-industrial age, most children who fail in school—
children who do not gain academic skills or credentials or adequate
social or interpersonal skills—are likely to fail in life after school.
They are able to hold only marginal jobs, if they are able to hold a

job at all. They experience personal mental anguish. even illness, to a

disproportionate degree. They are overinvolved in all of the social
problem areas. And it is highly likely that their children will have a
similar experience in the next generation, perpetudting poverty,
personal anguish and social problems.

Blacks have had a more traumatic social history and have been
more adversely affected by changes in the economy, educational
requirements, racial bias and antagonisms than other groups of
Americans. As a result, there is a disproportionate number of mar-
ginai and anti-social black families. And the troublesome relationships
between black families under the greatest stress and mainstream
institutions make it difficult for many black parents to prepare their
children for school, and make it difficult for schools to respond to
the needs of their children. Guilt and denial relative to the experience
of blacks permits rationalization and scapegoating, and makes it
difficult to appreciate the role of structural forces in creating poverty
among many. And yet, we must be able to understand the economic,
social, environmental and individual problems the black experience
has created. in order to develop effective public policies and practices
needed to promote success in school and to prevent and reduce
poverty.

THE BLACK EXPERI..NCE AND POVERTY

Most groups who came to America were able to experience a
reasonable degree of cultural continuity in the process and were able
to undergo several generations of development that paralleled eco-
nomic change in this countr;. Most groups were able to maintain
either a language, religion and/or other aspect of the culture of their
old country. Some moved in large numbers from one place in the old
country to one place in the new country. This permitted a degree of
social comfort and cultural cohesion.

Opportunities in the mainstream of the society facilitated family
functioning and stability and served to motivate families to prepare
their children to achieve. This set up a push-pull phenomenon—a
pull for development from outside of the family and a push for
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development from inside the familyv and sodial network. And, again,
the economy permitted people to achieve with low levels of education
and training prior to 1900, but required moderate levels between
1900 and 1945, and high levels after 1945, particularly after the
1960s.

The imtial black experience in America, unlike that of any other
ethnic group, was characterized by the imoluntary imposition of
cultural discontinuity and by strictly enforced exclusion fium the
mainstream of American society. The conditions of slavery destroved
the fundamental infrastructure of the Africans’ cultural and social
institutions. Formal segregation, and active and passive discrimina-
tion, continued into the post-World War II period to maintain eco-
nomic and social isolation for black families. And effective political
power—both cause and effect of cultural cohesion—has only been
wor in the 1970s and 1980s.

The political, economic and sodal institutions of Africa had pro-
vided guidance, direction and motivation for participation in the
societies of Africa in a way that people experienced a sense of
adequacy and well-being. In the movement to this country, however,
Africans lost not only their language and religion, but also were
denied all of their other guiding institutions of community and
society. Only aesthetic remnants of their culture that did not interfere
with slavery were permitted. The conditions of slavery did not pro-
mote cultural cohesion.

Indeed, a slave culture was imposed. Slavery was a system of forced
dependency. The slaves had no way to experience adequacy other
than through the acquisition of an adopted religion, or by performing
as a “good slave”—an adequacy determined by the niaster—in effect,
an inherent statement of madequacy. For most slaves there was no way
to work toward a better life condition.

Knowledge from the social and behavioral sciences tells us that
these conditions are all severe obstades to good mental health. In
consequence, troublesome attitudes. values and habits were created
among a significant number of the slaves—general acting-up and
acting-out behavior, working as slowly as possible, leaving tools in the
field to rust and other forms of passive aggressive rebellion, func-
tional as a defense of the psyche against the self-abasement of slavery,
but irresponsible and self-harmiul as personal habits after slavery.
Hopelessness, depression, low self-esteem and a variety of other
troublesome conditions were created by sknery. And among many
blacks, these troublesome conditions, attitudes, values and habits were
transmitted from parent to child for generation after generation, as
slavery was replaced by segregation and discrimination.
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Some blacks took the Protestant religion prominent in the South
and fused it with the remn. its of African culture and created the
Black Church. The Black Church provided a belief system and a
culture that enabled many to experience a sense of adequacy, worth
and hope for a better future in Heaven. And since some lived under
less oppressive conditions in slavery, together the Black Church and
less oppressive conditions were protective factors for some slaves and
enabled them to function as reasonably stable and adequate people
and families during and after slavery. In a 1969 study of black
students from the Southeast selected for their academic potential,
98% were the children of Black Church ministers, ofticers, and usher
board members.® It is no accident that the Civil Rights leadership and
now the political leadership of the black community is disproportion-
ately made up ot religious leaders compared to other groups.

Opportunities in the mainstream of the society after slavery could
have intersected the pattern of defeat experienced by most black
individuals and families. But the vote was denied to blacks through
violence and subterfuge. This was the case for many right into the
middle of the last stage of the industrial era, the 1960s. And without
either the vote, or the numbers necessary to exploit it effectively
where it did exist, blacks could not gain through politics the means to
significant economic or sodial power. For the most part, blacks contin-
ued to be dosed out of the economic mainstream. And without either
political or economic power it was possible for blacks to be closed out
of educational opportunities throughout the period during which the
rest of America was preparing for the age of science and technology.

As late as the 1930s, four to eight times as much money was spent

per person on the education of white children as on the education of

black children in the eight states that had 80% of the black popula-
tion. The disparity was as great as 25 times in areas that were
disproportionately black. Such higher education as was permitted and
financed was mainly in the professional areas—teaching, nursing,
religion, medicne and law—for the purpose of preparing young
people to serve other blacks, and thus the ends of segregation as well.
In the middle of the 1960s, one-half of Harvard University's endow-
ment was more than the endowments of the more than 100 black
colleges combined. The absence of political, economic and social
opportunity for blacks within the mainstream of American society
sharply liniited the norm in the community. And the high level of
racial antag mism that existed because blacks did not have political,
economic or social power prevented even those who were well edu-
cated from receiving significant opportunities in the mainstream.
Despite these difhicult conditions, most black families functioned
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reasonably as families well into the 1950s. The rural, small toan and
churdr culture, and income from work at marginal jobs, permitted
many heads of houseliolds 1o meet their adult responsibilities—to
care for themselves and their families as responsible citizens of their
communities and the society. And as a result, as late as the 1950s,
only about 22% of black househol.is w *re female-headed—close to
the 14% for white households which were temale-headed.” Most black
compunities were reasonably safe.

But just as racial barriers began to weaken in the 1940s, education
was becoming the ticket of admission to primary job market oppor-
tumities. Blacks, greatly undereducated before the 1950s, were most
adversely affected by this development. The country was at that point
entering the last stage of the industrial era, with an increasingly
science and techmology-based economy, but a disproportionate num-
ber of blacks were greatly undereducated and unskilled. And, in
addition, the positive impact of the Black Church and rural culture—
generators of functional attitudes, values and habits—were lost for
many i the dislocation caused by migration from the rural South to
urban centers of the North and South. Many families that once
functioned quite well began to function less well.

With the emergence of a late industrial economy in the 1940s,
families functioning best limited their size in order 10 gain greater
economntic opportunity. This was the case for the most suceesstul black
families as well as whites. But many black families not functioning
well, indeed those functiening least well, did not limit their size to the
same degree. Thus, since the 1940s those black families most mar-
ginal to the mainstream of the se iety have been having the greatest
number of children. These are the fanilies least able io take advan-
tage of the opporturies that have opened up as a result of the Civil
Rights movement Thus at this point, parts of the black community
appear to be gemg in opposite directions—some are functioning well
and preparing their children for opportunities never available before;
some are jocked into social network artitudes, values and labits that
limit epportunity, and maintain and promote poverty.

When large segments of neighborhoods are poor and isciated from
tre mainstream of socdiety, other negative conditions emerge and a
vicious cyvele sets in. Heads of liouseholds who cannot get primaiy job
market work opportunities lose respect for and confidence in them-
selves. Marriages more often do not oceur, or tall apart. On the other
hand, many seek a sense of personal adequacy and self-fulfillment
through having childven, although they cannot provide for them.
These conditions promote negative attitudes about self and others,
anti-social and self-dest: uctive behavior and low expectations.
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Economic development is less likely to occur in such areas. And, as |
aresult, an underground economy of drugs, trading in stolen prop-
erty and the like often emerges. ‘leenage pregnancy, gang member-
ship, welfare dependency and a number of other troublesome beha -
iors are much more likely under these circumstances than efforts to
participaic successfully in the mainstream of the society. Families
lvin, ader these conditions are not prepared to give their children
the kind of preschool experiences that will allow them to present
themselves in school as socially and academically competent young
people with a reasonable opportunity for success in the dassroom
and in the society.

Over time, the existence of this pattern, and its effect on several
generations of children, have led a subset of the black population to
extreme differentiation from the attitudes, values and habits of the
mainstream of the sodety. Alienation and anger towards the main-
stream have developed among large numbers of people wrapped in
social networks different from it. Non-mainstream attitudes, values
and habits have been transmitted to suceeeding generations to the
point that the so-called "underclass”—ditferent from both blacks and
whites in the sodial mainstream—has been created. It must be empha-
sized that an underclass has been created, in the first instance by destrue-
tive social and economic drcumstances reinforced by inappropriate
public policies and practices, not by inherent cultural norms. It can
and must be diminished or eliminated by changes in mainstream
public policies and practices; it cannot be effectively reduced b black
community efforts alone.

Social, economic and political forces from the beginning of this
country through the present—{rom slavery to the age of sdence and
technology—in one way or another led o poverty or inadequate
income among a disproportionate number of black families. Socio-
emironmental factors which sustained exdusion, and antagonistic
attitudes towards blacks, added psychological and sodial stress, result-
mg in behavior problems and attitudes among a segment of the
population that has been less protected by the hind of institutions
that generate organizing and constiuctive belief systems and condi-
tions. Families that functioned 1easonably well despite difficult condi-
tions under an agricultural and industiial society function less well
under a science and technology-based economy. As aresult, a dipro-
portionate number of black children do not experience the kind of
individual development that permits them to prepare for the modern

job market us children, and to participate in it as adults, creating

poverty for themselves and setting the stage for poverts among their
children in a subsequent generation. Without successful intervention
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the problem will be worse in succeeding generations, in that those
families under the greatest social stress, in all groups, have the largest
munber of children,

POVERTY REDUCTION

The kind of successful early childhood development that increases
the likelihood of early and later school success must be at the heart
of any effort to address poverty among the black poor. The War on
Poverty contained this focus in Head Start, as well as in other pro-
grams needed to reduce the level of poverty—child cave, job training,
community development ang others. 'The major shortcoming of the
War on Poverty was that it did not serve the vast majority of those in
need, and it was not sustained long enough for implementors to learn
from early efforts and to develop more effective approaches in
subsequent years.

But, in addition to not being indusive enough, programs directed
specifically at minorities, blacks in particula, did not adziress a cvitical
issue—relationships. Because of our national need to understand
ourselves as a nation of successful individuals, without a class of
victims—or to see the wounds of victims as self-inflicted—desirable
public policies and practices, from school integration to public hous-
ing and health provision, have been carried out without consideration
of the relationship of much of the black poor to the mainstream social
system throughout our history, and its impact on behavior. Because
these programs were not responsive to relationship ties—hoth positive
and negative—they have been less successful than they might have
been. ‘This and other national developments have led to a backlash
against the poor and minorities. Both the backlash and intervention
shortcomings must be addressed.

EDUCATION, FAMILIES AND SOCIAL NETWORKS

The education of most poor children will not be improved by most
of the reforms suggested by scholars and public policymakers over
the past five to ten years. These reforms address personnel and
curriculum standards primarily. Even when school reorganization is
mentioned, the concern appears to be abour school size and staff
control more than staft-family-student relationships. Most poor ¢hil-
dren fail in school because their home experiences and relationships
do not prepare them for the school experiences which, i turn, leads
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to difficult staff-family-student relationships, and student underde-
velopment and underachievement. School success will be more possi-
ble for low-income children, and more minority group children, when
schools systematically decrease the real and potential alienation be-
tween school and families and their sodal networks, and make it
possible for the children to experience the positive attachment and
bonding, imitation, identification and internalization of the attitudes,
values and ways of school personnel and programs, that leads to
adequate development and learning. The Yale Child Study Center
team has developed a model designed to achieve these ends.

The School Development Program model was established in 1968
in two elementary schools in New Haven, Cornecticut as a collabora-
tive effort between the Yale Child Study Center and the school system.
The two schools involved were the lowest-achieving in the citv, had
poor attendance and had serious relationship problems among and
between students, staff and parents. 99% of the students were black
and almost all were poor. Parents were angry and distrustful of the
school. There was hopelessness and despair among the staff.

The Yale Child Study Center staff—social worker. psychologist,
special education teacher, child psychiatrist—provided traditional
support services from these disciplines. But they were focused more
on trying to understand the underlying problems and how to correct
them, or prevent their manifestations wherever possible, than on
treatment of individual children, or on finding deficiencies among
staff and parents. Three program components were established in
response to the apparent needs—a governance and management
group, representative of parents, teachers, administrators and sup-
port stalf; a mental health or support staff team: and a parents’
group.

The make-up of the governance and management group permitted
the kind of agreement or consensus about expected child behavior
and performance, and staff behavior and performance, that existed
nationally m a natural way prior to the 1940s, when the school was a
natural part of the community. The mental health team woiked in a
way that provided the staff with knowledge of child development and
behavior and the shills to use it in the dassroom, and throughout the
school, to help the students grow and to cornpensate for the children’s
underdevelopment in critical areas—soaal-interative, psycho-enio-
tional, moral, speech and language and intellectual-cognitive-aca-
demic. The parents” program was designed to support the overall
we ¥ of the school.

As parents worked with staff—in « dimate of mutual respect and
general agreement—a message was sent to the students that the
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expectations of home and school were basically the same. As the
gorvernance and management group addiessed problems and oppor-
tunities in the school, utilizing knowledge of child development and
behavior, the functioning of students, staff and parents improved,
and the hope and energy levels of the staff increased. Ihey eventually
developed a comprehensive school plan that focused on improving
the social cimate, which, in turn, perniitted an adequate focus on the
academic program.

Increased time for planning led to an improved academic prograni.
Eventually the curriculum—and. indeed the entire school experi-
ence—was designed to compensate for student underdevelopment.
An active staff development progam helped teachers, administrators
and parents alike gain the skills necessary to promote student growth.
Highly significant academic and social gains followed.® This model is
now being used in a number of schools in New Haven and in other
school districts.

This model recognizes that historical conditions have created fanily
and social network functioning problems for many, and have resulted
in the underdevelopment of children entering school. At the same
time, schools have not been organized in a way that addresses the
potential and actual relationship problems that interfere with student
growth and development. This model puts in place mechanisms ind
operations that pernnt the necessary groups to come together—
despite suspicion and distrust created by differences in race, class,
education, etc.—in a way that allows all of the adults involed to
support the development of students.

There are many other successful school progams serving low-
income families across this country. The research of the late Ron
Edmonds identified corollaries of school success in low-income
communities” and a number of schools have created these conditions.
Westside Preparatory School in Chicago, directed by Marva Collins,
and a number of other private schools have been able to meet the
needs of poor children who have been unsuccessful in public schools.
But to address significantly the problent of poverty through educa-
tion, programs to serve such children must be successtul on a large
scale. This requires success in public schools. Generally, most school
intervention projects have focused on improving the academic
achievement of poor children and not on overall development
throughout their years in school. The mission of the school is to
prepare children for life success, with school success and work readi-
ness being secondary outcomes. A tocus on developnient at eveny
level, through adult maturation, is needed to prepare young people
to cope successtully i the complex world of today.
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In families locked in sodial networks that are reactive 1o their
exclusion from the mainstream, there are often negative attitudes
about work and achievement. Manv young people grow up in homes
where parents do not work, work infrequently, have ditficult work
exy. ~riences and respond negatively 1 them, and so on. Many simply
do not receive information about what it takes to work siuccesstully.

Man live in neighborhoods in which the underground economy—
composed of marginal or criminal work activities—is financially more
rewarding than the mainstream economsy. In many neighborhoods
the pimp, the prostitute, the drug dealer and other, similar “profes-
sionals™ have the highest incomes. Without knowledge of or access 1o
mainstream social interactive and work skills and employment oppor-
tunities, the motivation for academic learning declines as young
people assess their ability 10 succeed in the mainstream workforce
and society. Intervention efforts, then, must go beyond improving
school performance and must provide the necessary skills and con-
tacts in the mainstream world of work. Students must be connected—
through programs imvolving home and school—from kindergarten
through high school.

The Yale Child Study Center School Development Program has
developed a Social Skills Curriculum for Inner City Children. It
integrates the teaching of social skills and basic skills, and apprecia-
tion of the arts, in tour areas of activities in which young people will
need experience in order to succeed in the mamstieam world of work
and society—business and economics, health and nutrition, politics
and government, spiritualleisure time. Through a number of simu-
lated and real activities in these four areas the youngsters experience
the relevance of basic shills to mainstream work and societal expecta-
tons. This increases their interest in basie academic work. k also
improses their social interactive skills, more needed in today’s work-
force than in the past. The project is now developing similar programs
for the middle school and the high school. At the high school level, in
particular, there is an effort to create a network of exposure, experi-
ences and jobs—in the real world where possible—that will make
students aware of opportunities 1s well as demonstrate the kind of
skills and behaviors necessary to capitalize on them. Agaim, just as
with school statf, careful attention must be paid o the relationship
between students from low-income backgrounds on the one hand,
and employers on the other. Mutual respect and responsibility must
be promoted—they cannot be assumed.

Making it possible for studenis to participate in the mainstream
worhforce would appear to be an obvious benefit, and thus no
reinforcement o1 support for this effort would seem to be necessary.
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But such participation, for many, requires a change in social network
ties and relationships—even a break. Sometimes the break is with
longtime friends and relatives, even parents—who are, among other
things, a greater source of positive self-affirmation than members of
the societal mainstream. It is for this reason that acceptable main-
stream atutudes, values and ways must be supported and reinforced
by groups who are relevant and important to the children and young
adults among the poor. Appreciation of this need led to the creation
of a Black Family Roundtable in New Haven.

The stimulus for the development of the Black Family Roundtable
was the National Conference on the Black Family sponsored by the
National Association for the Advancement of Colored People
(NAACP) and the National Urban League in 1984. In 1385 the
NAACP and the Urban League in the New Haven area created an Ad
Hoc Committee on the Black Family made up of 14 black leaders
drawn from all segments of community life—education. business,
religion, politics, housing, labor, social welfare and so on. The work
of this group eventually led to the establishment of the Black Family
Roundtable in 1986. The Roundtable works in two major areas—
traditional advocacy ou behalf of the black community and support
for healthy youth development. Approximately 30 black community
organizations, including a significant number of Black Churches, have
been asked to support the work of the Roundtable.

The focus of the Roundtable on traditional adsvocacy issues should
result in more efficient and effective action in tnis area, but, at least
as important, it gives the organization credibility within all segments
of the black community. Because the Black Church has been the
majer adaptive institution within the black community, its presence
in all areas of Roundtable work is critical. Credibility throughout the
black community will, it is hoped. enable the organization to sponsor
youth development activities such as scout trorps, youth clubs, etc.
‘Through these activities, the black community that is most a part of
the mainstream society will have the opportunities to develop mean-
ingful relationships with black youth, and will be in a position to
transmit the kind ot attitudes, velues and behavior that will lead to
success in school and in life. This program is new and still evolving,
but its importance is its recognition of the relationship problem
between the mainstream of the larger society and the black commu-
nity, the black poor and alien:ted in parzicutar.

Black community effort, however, will be successful ondy in conjunc-
tion with changes in main<iream public and private policy and prac-
tice in housing, jbs, economic derelopment, crime reduction and
other areas. It is extiemel difficult to promote and sustain desirable
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family functioning in crime-ridden communities. where there is little
economic opportunity, and where there is little sense of relatedness
and acceptance in the mainstream of the society. Under such condi-
tions. constructive belief systems and desirable behaviors cannot sur-
vive and thrive among enough families and individuals to create
adequate preschool experiences for child.-en in general.

PUBLIC POLICIES AND PRACTICES

Public and private policy-makers must understand the coping prob-
lems of many among the poor as issues of relationship, development
and reactive behavior rather than as a lack of ability or desire, and
willful anti-social behavior. Policy-makers must understand how
changes in the economy since the 1940s have made it more difficult
for many families to cope. how scientific and techuological develop-
ments have decreased local community support for child development
and socialization for adult life. while simultaneously increasing the
level of development needed to succeed—the highest level ever re-
quired in the history of the world. Public and private leadership—
particulary the media, but schools as well—must take responsibility
for attacking the myths that undergird attitudes responsible for
growing hostility towards the poor, the minority poor in particular.
Without such understanding among the general population it will be
difficult to impossible to establish the kind and levels of projects and
programs necessary to significantly reduce poverty.

In addition, institutions training professional and other service
personnel need to strengthen their focus on child development and
relationship issues. This 1s particularly true of schools of education.
Even today it is possible for the majority of educators to receive
credentials in their profession without taking a single applied child
development or sodal and human behavior course. As mentioned
above, this often leads to punitive responses to and low expectations
of children who are underdeveloped or developed in ways that do not
prepare them for school. And. obviously, there needs to be some way
to “retool” those who are already working in schools without the
needed understanding and perspectives. But the need goes beyond
the school.

Over the course of our history we have made a number of public
policy errors, in part because policy-makers have limited understand-
ing of child development and social and human behavior. For exam-

ple, housing policies which forced the most successful tamilies out of

public housing projects often left former sharecroppers and tenant
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farmers, least socialized and prepared for functioning in the main-
stream of the society, without the role models and social organization
around them needed to promote conditions that would lead to
successful mainstream functioning. And even as the country moves
toward tenant ownership and management in an effort to promote
self direction and desirable functioning, policy-makers must take in*.
account that many such tenants have not had leadership experiences
prior to this time, and probably will not have adequate leadership
skills without training and support. Similarly, businesses and other
agencies attempting to work with schools serving the poor must
recognize the causes of school management failure and the resultant
student-staff-parent underachievement in them. Without such under-
standing, efforts to help often simply complicate and overwhelm the
school—or, at best, lead to limited success. With adequate under-
standing of schools and the problems of the poor. it is possible to
design work exposure and experiences for voung people and their
parents—through the school—that will better prepare students for
mainstream functioning in the world of work.

Again, early childhood programs must be at the heart of any effort
to reduce poverty in this country. It is through adequate socialization
here that children can be prepas =d for school success. It is also here
that families can be involved in ways that allow them to better support
the development of their children. In the process, many parents gain
the motivation to improve their own level of functioning; and. in
programs properly designed, parents often gain the skills needed to
function in the mainstream of society. ‘These efforts in school, com-
bined with housing programs that are sensitive to the needs of the
poor and job training programs s;milarly designed, can significantly
increase the potential of poor families to function.

‘The Bible savs, “Ye have the poor with you always.” ‘That may
indeed prove to be true; but, it is also true that in the United States
we have the capacity to limit significantly the number of people who
live in poverty, and to reduce the severity of their condition. We must
do so, for not only does poverty stunt the growth and developmeni of
children and limit the fulfillment of their lives as children and as
adults, it also limits the quality of life ot the overall society. Poverty
today—more than in the past—can destabilize a nation when the
fo-ces generating it are allowed to go unchecked. Thus. both for
altiwstic reasons and for reasons of concern about the weltare of our
nation, we must attempt to fimd ways to prevent and reduce the
ravages of poverty.
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EQUAL OPPORTUNITY FOR INFANTS ANM YOUNG
CHILDREN: PREVENTIVE SERVICES FOR
CHILDREN IN A MULTI-RISK ENVIRONMENT

Stanley 1. Greenspan

DURING THE 1980s, a number of studies have been conducted aimed
at describing accurately the factors present in a child's life that
contribute to the existence of serious and damaging developmental
problems. The results of these studies now provide the basis for
idenutifying and dealing with some of the major causes of educational
and social failure that arise in infancy. New approaches are being
developed for multi-problem families that rely on an evolving under-
standing of the way children’s minds grow in response to the condi-
tions of their envitonment, and particularly in response to the kind
of interactions they have with those who are their primary caretakers.

" THE EXPERIENCES OF EARLY CHILDHOOD AND
THE ABILITY TO LEARN*

Equal opportunity for our citizens 1s one of American society s most
fundamental ideals. Historically, this has meant, among other things,
providing children with a good education, through laws requiring
that they attend schools. Indeed, mandating that each child have an
education is, in many respects, a cornerstone of the “equal opportu-
nity” ethic.

But physical access to education starting with Kindergarten is no
longer believed to guarantee access to opportunity to learn. It has
become dear that many children with fine potential are already
educational failures by age four because the critical establishment of

*An catlier verston of thus section appeared i the Outlook section of the Washungton
Post, March 14, 1988
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learning capacity that occurs in the first three to four vears of life has
been defective, or its development has been ignored.

Unul relatively recently in our history, many infants didn’t survive,
and those who did were considered basically only bundles of reflexes.
Young children were not given, even informally, the status and vights
of persons until they were old enough to talk and follow rules. Adults
assumed that real learning only began with the onset of a fully
developed capacity for reasoning. In this context, beginning chil-
dren’s formal education when they had developed to the point that
they were ready to read, write and use numbers seemed to make
sense.

But now we know otherwise. The very abilitics needed to learn,
reason, talk, follow rules and comprehend shapes and symbols are
themselves the product of preceding years of active learning. Such
basic behavior as paying attention and concentrating, trusting and
relating to others, controling impulses and actions, being imaginative
and creative, distinguishing fantasy from reality and having positive
self-esteem is either learned or not learned for the first time during
the first three or four years of life. If children have not learned to act
and to interact in these specific ways before formal schooling begins,
they will be impulsive, without hope, distractable and irrational.

In spite of the evidence, many people remain skeptical that vital
learning occurs in the first years of life. Ex:n though it has been
known for a while that by five years of age the brain has grown to
three-quarters of its full size, it is only relatively recently that we have
been able to figure out when and how spedific different emotions and
mtellectual capacities develop.

We now know that a newborn can tell the difference between his or
her mother's voice and someone else’s. He or she can (and will, if
encouraged) copy physical behavior of head and face. If the new-
born’s world is chaotic and/or inattentive in the extreme a child will
exhibit distraction and confusion, or withdrawal. The evolving mind
and personality are learning to react negatively rather than positively
to the world around it. A mother who fails to touch, look at, or talk
to her infant, or who shakes the infant too aggressively is likely to
have a baby who either seems to look inward or who stares at distant
objects, showing no recognition of or interest in other people.

By four months, the infant being raised in a generally positive and
interactive environment feels secure, aad is ready to relate to others,
to feel close and trusting. Four-month-olds can already take a speaal
interest in thenr parents or other caretaking adults. If the world is
alooft or overly intrusive, hivwover, instead of smiling happily and
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forming positive expectations, an infant learns to withdcaw from
others, to be distant and fearful. A few angrv sounds and some
frantic gestures might be foliowed by gradual listlessness and eventu-
ally an indifferent solemn look.

By ten months, "cause and effect™ learning is well established. The
infant whose parents “read” his other communications has already
learned how to have an timpact on the world and to communicate with
his or her own brand of logic—if I cry or reach out, I will be picked
up. Babies at this age cun learn an impersonal type of “cause and
effect” by banging a block on the floor and hearing the sound. They
can only learn that each of their own feelings and intentions can have
an impact on other persons, however, if they receive clear, logical,
empathetic feedback from their caregivers. And if different inclina-
tions and associated gestures leac to different responses, babies also
learn to separate out the "meaning” of their own ditferent feelings
and intentions.

Between 18 months and two vears, children can begin to see how
patts fit into a whole, to communicate across space with gestures,
sounds and a few words and to control impulses and behavior. Wish
an lintentionality are now part of a pattern.

At this age, an environment that is significantly undermining,
abusive or overly permissive will teach a child te be fragmented,
passive or antisocial and destructive.

By age two, the child is encountering a large and complex world.
What we call play or pretending is important behavior in the testing
of concepts and ideas that structure this complexity, both in terms of
outside reality and in terms of the child's feelirgs. By three, children
are learning to form an image of who they are and to separate what
is real from what is not real. They also are ready to feel positive selt-
esteem and optimism or they are beginning to be trapped in negativ-
ism and despondency. Before age four, children need opportunities
to reason about their needs and frustrations, to explore their imagi-
nations, to articulate their thoughts and feelings and to develop the
ability to see limits. They are beginning to use ideas as a basis for
logical thinking and problem-solving and to use language for com-
municating thoughts and for labeling and understanding feelings.

In an arbitrary environment where ideas are misunderstood, ig-

red or not encouraged, young children tend to become overly
¢ crete, devoid of hasic literacy skills such as the ability to see
ab  ractions, and are at the meray of immature coping strategies. In
suc  situations, four-year-olds learn to deal with frustrations eithen
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by hurting others, by exhibiting disorganized behavior . by becom-
ing helpless and sclf-destructive. ‘These patterns or nonconstructive
but functional acts, including avoidance, withdrawal and the direct
discharge of behavior, are the same patterns found in older children
and adolescents who are delinquents, drug users, and/o1 the chroni-
cally helpless.

The early environmental determinants of success and failure are
all too clear. At one extreme, there are warm, consistent, loving
relationships which provide physical safety, pleasurable emotions and
special experiences geared to the child’s changing needs. At the other
extreine, there are inconsistent early relationship patterns, a lack of
physical safety, emotions of anger and rejection and a failure to adjust
to meet the child's changing developmental needs. Yet, there is
evidence that even with factors present that create great stress, such
as a mentally ill parent, families that provide elements of the former
can teach their children to cope effectively. There is also mounting
evidence that when the latter conditions presvail, children can fail to
experience each of the necessary early learning opportunities, com-
g nto early childhood devoid of the most basic social and intellec-
tual competencies.

Clearly, in the first four years of life, children are experiencing
their most fundamental lessons—learning to focus, to be intimate, to
control their behavior, to be imaginative, to separate reality from
fantasy and to have positive self-esteem. Well-mastered, positive les-
sons afford them real intellectual access 1o the educational system
and, therefore, 1o a reasonable degiee, equal opportunity. Withou
these early lessons, however, access to subsequent education and
opportunities can hardly be truly equal. The child who cannot focus
his attention, who can’t decode simple sounds, much less read letters,
who is suspicious rather than trusting, sad rather than optimistic,
destructive rather than respectful, and one who is lost in a sea of
frightening fantasy rather than grounded on a foundation of real-
ity—such a child has little opportunity at ail, let alone “equal™ oppor-
tunity,

Whatever abilities children might be born with, as they mature they
do not experience biological development separate from envitonmen-
tal needs nor, for that matter, from physical, inteHectual o1 emotional
experiences. Poor nutrition, lack of consistent loving care and lack of
appropriate emotional interactive and cognitive oppor tunities can all,
either scparately or together, seriously compromise development. In
the extreme, even proper brain growth will be compromised by severe
lacks in any one of these areas.

IC
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THE CONCEPt OF THE MULTI-RISK FAMILY

As converging findings from both human and animal studies have
indicated strongly that the vast majority of developmental problems
in infaney are influenced by both biological and experiential ensiron-
n.ental factors, it has become more apparent that the optimal time
for prevention and treatment is eatly in the course of the disorder.
Yet a large gap still exists in the development of ddinical techniques
and tools to assess, diagnose and intervene in a comprehensive man-
ner.

We have, however, made major advances in identifving the capaci-
ties that are key to developmental progress, and in assodiating these
capadities, or their lack, with spedific condittons present in patterns of’
family interaction, Further, we have been able to assoddate the prova-
bility of negative patterns with certain social conditions and other
family characterstics, so that we can now identify families likely 1o be
at risk of muiuple problems, and, henee, likely to have children with
significant disabilities. This progress has permitted the creation of
new intervention models which, while not yet m widespread use,
nonetheless show promise.

Ow present ability to monitor developmental progiess using rather
explicit guidelines, tadlitates early identification of those infants and
voung childien who are progressing unsatistactorily. For example, it
is now possible to evaluate infants who have ditficults developing a
capadity for tocused interest in thein immediate environments, or
who fail to develop a positive emotional interest in their caregivers. It
1s also possible to assess an infant’s inability to learn “cause and effect”
interactions and complex emotional and socdial patterns, o1 by age two
to three, to reate ssmbois to guide emotions and behavior. In
exploring the tactors that may be contributing to less than optimal
patterns of development, focusing on multiple aspedts of develop-
ment in the context of dearly delineated developmental and emo-
tiondal landmarks opens the door to comprehensive assessment, diag-
nosis and preventive intersention strategics.

IDENTIFYING AT-RISK POPULATIONS

In multi-risk-factor families, the parents are often psschologically
impaired, social and economic stress is usually high and the parents
are generally defidient in avariety of coping funcuons (induding self-
care, planning for the futwe and judgment). Children in these
families are at visk not onlv of infant mortalits but of illness, injur
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and serious disability as well, particularly in the areas of psyehological
and social functioning during the first vears of life.

In the dassic descriptive work on multi-risk-factor families by
Pavenstaedt,’ only 13 families (which had 40 to 30 children between
the ages of 2% and 6 years) were studied, Nevertheless, clinical
impressions from the study are striking. Almost all the children
showed social and psychological characteristics more consistent with
%2 10 2-vear-olds in their egocentricity and need-orientation. Then
ability to use a symbolic (or representational) mode to plan for filling
their own needs and to consider the needs and actions of others was
limited, and they had variable self-esteem. They tended to think in
fragmented, isolated units, rather than in cohesive patterns. They
were not capable of goal-directed., organized action and were limited
in their ability to socialize and interact appropriately for their age.
The children already had an ingrained defeatist attitude and the core
of an aimless (either asocial or antisocial) personality.

To find out how children learned such negative patterns we con-
ducted an in-depth prospective clinical study of multi-risk-factor
families.? A clinical approach, which studies infants, children and
families from multiple perspectives and assesses the degree to which
developmental milestones are being met, allows extraction of the
clinical characteristics of vulnerable infants and families. It has been
known for some time that cettain populations are ddearly at greater
risk than others for poor cognitive, sacial or emotional development
(e.g.. teenage mothers, low-income families, infants with low birth
weight, and/or chronic physical illness). The cumulative impact of
multiple risk factors, inchuding psychological as well as social charac-
teristics, however, until recent years has not been dearly identified.

This study focused on cumulative risk and involved 47 families
referred by prenatal elinies o1 other agendies with doubts about thei
child rearing capacities (65% by medical facilities, 11% by sodial
service facilities and only 17% by mental health facilities). Many of
the multi-risk families, often thought of as “social” and/or “economic”
challenges, had a high degree of psychiatric illness, induding some
whose backgrounds induded severe developmental interferences and
disturbances in psychosodial functioning. In addition, early difficul-
ties in interaction abilities with their infants were observed. 61% came
from families with a history of psychiatric distrubance, 34% had
experienced psychiatric hospitalization themsehes and an additional
15% had some type of outpatient contact with a mental health
provider.

Of these mothers, 411% had experienced physical abuse and 32%
sexual abuse prior o age 18, while 15% reported curent physical

149




ERIC

Aruitoxt provided by Eic:

Equol Opportumty for Infants and Young Chaldren 137

abuse and a tendeney to abuse or neglect their own children. (There
were signifcant correlations between past and present abusive pat-
terns.) Over two-thirds (69%) had experienced significant disruptions
of a parental relationship o1 parent surrogate relationship prior to
adolescence. Over 75% had impaired psychosodial fundtioning in
either the family. school, peer or work setting in childhood. adoles-
cence and now in early adulthood.

Some 18 items were considered to be unfavorable and put into an
“Index of Misfortune.” Fifty percent of the mothers had nine or
more “misfortunes” compared to a low-tish comparison group which
generally had none of these events.

In addition, a series of reliable psychiatrie ratings < various ego
functions dealing with impulses and regulation of emotion, self-othet
boundaries and maternal/velationship capacities predicted high-risk
group membership correctly about 98% of the time and low-risk
group membership about 85% of the tme. Overall, close to 95% of
these cases were correctly classified

In general. the babies in the program. most of whom had been at
risk before birth, but had apparenty normal patterns of development
at birth (prenatal intervention having assured adequate nutrition and
other supports, induding appropriate medical care), showed signifi-
cantly less than optimal development as early as the first months of
life. Pediatric, neurological and neonatal examinatious at one month
of age. tor example, showed developmental progression, but not the
increased capacity for orientation that is the norm. The study’s high-
risk group tended to be less developed in orientation, habituation
and motor organizaton than average children at one monih. even
after a few families with the greatest risk had left the program.!

By three months of age. instead of a capadity for self-regulation,
organization and an interest in the world, a number of babies showed
mereased tendendes toward musde ngidity, gaze aversion, and an
absence of organized sleep-awake, alert, and feeding patterns. Then
caregivers, rather than oftering the babies comfort, protecion and
an intetest in the world, tended to withdraw from thens or oversti-
mulate them in a chaotic and intermittent fashion. At about the ages
of two to four months. we expect to find in an infant the beginnings
of a deep. rich emotional investment in the human world, especially
in primay caregivers. We also expect @ human environment that will
*fall in love™ with the child and., in i, will *woo™ that child to return
the feeling in an effective, multi-modal, pleasurable manner. Instead,
a significant number of these children exhibited a total lack of
imvolvement in the human world o1 an imvohement that was noneffee-
tive, shallow and impersonal, and we saw caregivers who were emo-
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tionally distant, aloof, impersonal and highly ambivalent about their
children.

Between three and nme months of age, one expects an infant’s
capacity for interacting with the world in a reciprocal. causal, or
purposeful manner to further develop and form a foundation for
later organized causal behavior or thinking (reality orientation and
testing). Instead, in the multi-problem fanuilies, the child's behavior
and feelings remained under the contro! of his internal states in
random and chaotic or narrow, rigid and stereotyped patterns of
interaction. The child’s environment. instead of oftering the expected
optimal contingent responsiveness to the child’s varied signals, tended
to ignore or misread them. The child's caregivers were overly preoc-
cupied, depressed or chaotic.

‘Toward the end of the first year of life and the beginning of the
second, the child in the multiple-rish-factor family, instead of showing
an increase in organized, complex, assertive and innovative emotional
and behavioral patterns (for example, taking his mother’s hand and
leading her to the refrigerator to show her the kind of food he wants),
tended to exhibit fragmented, stereotyped and polarized patterns.
These toddlers were withdrawn and compliant or highly aggressive,
impulsive, and disorganized. Ther human environment tended to be
intrusive, controlling, and fragmented. The toddler may have been
prematurely separated from his caregivers. or the caregivers may
have exhibited patterns of withdrawal instead of admiringly support-
ing the toddler’s initiative and autonomy and helping him to organize
what were at that point more complex capacities for communicating,
interacting and behaving.

As the toddler’s potential capacities continued to develop in the
latter half of the second year and n the third (18 to 36 months),
profound deficits could be more dearly observed. The child, instead
of developing capacities for internal representations (imagery)
around which to organize his behavior and feelings, and for differ-
entiating ideas, feelings and thoughts pertaining to the self and the
non-self, either developed no representational or symbolic capacity,
or if the capacity did develop, it was not elaborated beyond the most
elementary descriptive form so that the child’s behavior remained
shallow and polarized. His sense of the emerging self, as distinguished
trom the sense of other people, remained fragmented and unditfer-
entiated. The child’s potentially emerging capadities for reality test-
ing, impulse regulation and mood stabilization were either compro-
mised or became extremely vulnerable to regression. In other words.
we saw patterns consistent with a later borderline and psychotic

15

,.
bt



ERI

Aruitoxt provided by Eic:

Equal Opportuwnats for Infants and Young Children 139

personality organization, or with severe asodial or anti-social, impulse-
ridden character disorders.

At this stage, the underlying impairment manifested itself in the
child’s inability to use a representational or symbolic mode to organize
behavior. In essence, the distinctly human capacity of operating
beyond the survival level, of using internal imagery to elaborate and
organize complex feelings and wishes and to construct trial actions in
the emotional sphere, and of anticipating and planning ahead were
compromised. In many of our families, the parents simply did not
have these capacities. Even when they were not under emotional
distress or in states of crisis or panic, they did not demonstra.e a
symbolic mode, as evidenced in the lack of verbal emotional commu-
nication (only one aspect of sy mbolic communication) and in the lack
of symbolic play. Such families tended to be fearful and to deny and
fail to meet needs in their children that were appropriate for their
ages. They engaged the child only in non-symbolic modes of com-
munication, such as holding, feeding and administering physical
punishment, and at times they misread or responded unrealistically
to the child’s emerging communication, thus undermining the devel-
opment in the chil.c of a sense of self and a flexible orientation to
reality.

Needless to sav, the mastery by the children in these families of
higher level developmental tasks was even more difficult. At each nem
level of development, the infants and toddlers who, for a variety of
reasons, had survived earlier developmental phases intact, invariably
challenged the multi-rish-factor environment with their new capaci-
ties; for example, with their capacity for symbolic communication.
The healthier the toddler, the more challenging and overwhelming
he was likely to be to the people around him. In a pattern that we
have frequently observed since this original study. the child mover
ahead of the parent (engaging, for example, in symbolic play around
themes of dependency or sexuality), and thus the parent became
confused and either withdrew from. or behaved ntrusivels toward
the child. The youngster who experiences developmental failures,
including the failure to develop a full representational or ssmbolic
capacity (the basis for tormal school experience later om), »i' be
handicapped in subsequent opportunities for learning.

APPLICATION OF MULTI-RISK CLINICAL CRITERIA TO
A NON-INTERVENTION, HIGH-RISK POPULATION

The findings from a related study of a population of multi-risk
families demoustrates that family, psvchological and infant mterac-
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tional patterns—independent of socio-economic status (SES)—corre-
late with poor outcomes at the age of four. They further show that
cumulative risk patterns during infancy can be used to predict as
much as a 25-fold increase in the probab.lity of poor cognitive
outcomes at the age of four.® The results of this study suggest that
cumulative risk factors place infants and families at greatest risk.

Participants in this study were reccuited only with the aim of
looking at the effects of different types of parental emotional distur-
bances on IQ development mn children. As a group. however. the
individuals involved exhibited patterns consistent with those found in
multi-problem or multi-risk families described above. Of the approx-
imately 200 families followed from pregnancy, a broad range of socio-
economic categories was represented: white. black and Puerto Rican,
with family sizes ranging from one to ten children. Approximatelr
one quarter of the women were either single, separated or divorcea.
Their education ranged from completion of the third grade to the
acquisition of advanced college degrees.

‘fen variables that appeared to be dinically relevant from prior
studies were selected to categorize the families into high and low-risk
families. Multi-risk status was defined operationally in this study
according to the number of high-risk variables in any family.

Multi-risk patterns bad far greater impact than any one risk factor
alone. For erbal IQ outcomes at the age of four, two standard
deviation differences emerged between the lowest and the highest
risk groups, i.e., between families with only one or two risk factors
compared with families having six or more. Perhaps the most impor-
tant finding of this study. however, is the fact that interactive, familial
and psychological variables, as measured by multiple-risk criteria,
have an impact on later developmental outcomes ever within single
socio-economic groups. It is often thought that poverty, or socio-
economic status more generally, accounts in its own right for poor
developmental outcomes. This study demonstrated that, quite to the
contrary, interactive, psyvchological and famiha! patterns account for
poor developmental outcomes even when soco-economic status is
held constant.

To highlight these findings, in another analysis. families were di-
vided into low, moderate and high-risk groups, depending on the
number of risk factors in the family. A most striking result of this
analysis was to mdicate that if a tamilv falls into the high-rish group
characterized by four or more factors, the children have a 23 umes
greater probability of falling into the low 1Q category.

It should also be pointed out that the same relationships described
here for intellectual performance were also found for aspects of
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emotional and social functioning at the age of four.® The latter
relationships, though, while significant, were not as dramatic. This is
most likely due to the types of measures used rather than a lesser
degree of impairment in emotional functioning.

The implications of being able to identify high-risk patterns in
infancy and early childhood for potential preventive programs is
enormous. Further research could establish probabilities of poor
developmental outcomes associated with specific familial, interactive
and constitutional patterns in infancy. Such research has the promise
of bringing a degree of spedificity to developmental diagnosis and
presenitive intervention which has only been possible for a limited
number of disorders in general medicine.

A MODEL PROGRAM

In order to address the issue of how the negative effects of multiple
risks in the infant and family might be reversed, a pilot program was
implemented to develop the te_inology for a larger-scale demonstra-
tion of preventive interventions.

Called the Clinical Infant Development Program (CIDP), the pilot
was able to study performance in depth of 47 multi-risk-factor fami-
lies.” The approach developed a regular pattern of services; the CIDP
organized service systems on behalf of the family’s survival needs,
such as food, housing and medical care. It also provided a constant
emotional relationship with the family and, most important, offered
highly technical patterns of care, including approaches to deal with
the infant’s and family’s individual vulnerabilities and strengths.

In addition, the program had a special support structure to provide
partial ¢« full therapeutic daycare for the child, innovative outreach
to ine family. and ongoing training and supervision of the program
staff at one site. To respond to the full range of the family’s concrete
needs, various community agencies would need to be involved; how-
ever, many of these families, for a variety of reasons, were adept at
circumventing offers of traditional supports. The component of a
comprehensive effort that was absolutely necessary, was a close rela-
tionship of participants with one or more program staff. Such rela-
tionships were not easy to establish, since distrust was often ingrained
in each parent, as well as in the family unit. Further, once established,
relationships needed to grow to parallel the infant’s development and
needs in order to help the parents facilitate that development. ‘1 he
relationship pattern needed to render growing regularity, emotional
attachment, and a therapeutic process which facilitated describing

-
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and examining interpersonal patterns. To provide this human rela-
tionship, the study used both a t am and a single primary clinician,
In order to give it appropriate significance, the CIDP developed a
therapeutic relationship scale which could be rated reliably, differen-
tiated high and low-risk groups. and correlated with other measures
of caregiver functioning (Table 1),

When the program began, agencies were alerted to send their
“most difficult and challenging” cases, leading the CIDP to become
known as the group that would “go anywhere to see anyone.” Call.
were received from prenatal clinics regarding mothers who had
missed appointments, who appeared confused and who were not
adequately following medical guidance. Calls were also received from
protective service case workers. The calls usually involved a family in
which the mother was pregnant, displayed a lack of interest in her yvet
unborn new babv, and had a history of neglecting old>r children.

The key to recruiting and forming an alliance with these families
lay in the staff’s ability to deal with patterns of avoidance, rejection.
anger, illogical and anti-social behavior and substance abuse. Experi-

TABLE 1
DIMENSIONS OF THE THERAPEUTIC RELATIONSHIP

Steps in the Therapeutic Process

Regularity and Stability Attachment Process

I. Willingness to meet 1. Interest in having 1. Preliminary com-

with an interviewer
or therapist to con-
vey concrete con-
cerns or hear about
services.

concrete needs met
that can be pro-
vided by anyone
(e.g.. food, trans-
portation, etc.)

munication, in-
cludiag verbal sup-
port and
information gath-
ering.

2. VWillingness to 2. Emotional interest 2. Ability to observe
schedule meeting 1n the person of the and report single
agdit, therapist (e.g., con- behaviors or action

veys pleasure or an- pattetns.
ger when they
meet).

3. Meeting according 3. Communicates put- 3. Focuses on rela-
to some predictable posefully ;1 at- tionships involved
pattern. tempts to deal with in the behavior-ac-

problems uon pattern.

4. Meeting regularh 4. lolerates discomfort 1. Self-obsetving
with occasional dis- Or scaty emouons. function in rela-
ruptions, tlonship to feel-

mgs.
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Steps i the Therapeutic Process

Regularity and Stability Attachment Process
5. Meeting regularly 5. Feels "known™ or ac- 5. Self-observing
wi*h no disruptions. cepted in positive function for the-
and negative as- matic and affective
pects. elaboration.

7. Makes connections
between the key
relationships in life
including the ther-
aputic relationship.

8. Identification of
patterns in cur-
rent, theraputic,
and historical rela-
tionships to work
throu; h problems
and fo .itate new
growth.

9 Consolidation ot
new patterns and
levels of satisfac-
tion and preparing
to separate fiom
the theraputic re-
lationship.

10. Full consolidation

of gains mn the con-

text of separating

and experiencing a

full sense of loss

and mourning.

Source. S 1 Greenspan. Pschopathology and Adaptavon m Intancy and kEarh
Childhood Prmaples of Chimcal Diagnosis and Presentine Intersention

enced dinidans were selected because of their alnlity to deal with such
behavior. In the early phase: of the work it might be necessary for
the “primary clinidian™ to make five or six home visits These visits
would incdude knocking on the door, hearing a very suspicious
participant behind the door walking atound, making a few comments
through the door, not getting an answer, but returning three days
later. This pattern would continue until the mdividual on the other
side of the door would feel comltortable enough to open the door to
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let in the primary clinician. This pattern might repeat itself intermit-
tently for a number of months.

Even more difficult challenges were posed by participants who
eagerly embraced the offering of services and who then would “flee”
by missing three or four appointments, including not calling or
returning telephone calls. The continual offering of an interested ear
would, in most cases, eventually meet with success. Occasionally, it
would take a year before a constant pattern of relatedness would
evolve. Overcoming a tendency to say, “they're not interested in help,”
“they told us they don’t want us,” “they’re not motivated,” “we're
being a burden to them,” “we’re making them upset” and so forth,
was a key challenge for the CIDP staff.

Organizing responses to a family’s concrete needs and offering the
family a close human relationship, however, are not enough. This
human relationship must be able to help the parents understand
some of these maladaptive coping strategies and teach them how to
deal with their own needs, as well as those of their infant. In addition,
special clinical techniques and patterns of care to reverse maladaptive
developmental patterns in the areas of emotion and social interaction,
sensory-motor development and cognition must be available at the
appropriate time. For example, a mother who is suspicious, hyperac-
tive, and tends to deal with stress by hyperstimulating her already
over-reactive baby, requires an approach that shows her how to not
only sooth her baby but also help her baby deal with his own over-
reactivity.

Such interventions must occur over a sufficiently long period to
allow the family’s own strengths to take over and be sustained; thoy
cannot be successful if they are crisis interventions lasting only a few
months. A mother’s capacity to nurture and facilitate the develop-
ment »f a new baby was significantly more advanced after two years
with the program than when she entered the program pregnant with
an earlier child.? In other words, when the helping relationship was
offered over an extended period of time, the frequently observed
tendency of multi-problem families to deteriorate further upon the
birth of each subsequent child began to be reversed.

Many parents in the program began their childrearing as teenagers
and commonly experienced progressive deterioration in their own
functioning and that of their infants with each subsequent birth. In
most instances, even when a woman had had four or more children,
this pattern of deterioration reversed itself by means of appropriate
clinical techniques and services. A number of multi-risk families, after
entering the program, experienced a gradual improvement in the
mother and a modest but positive change in the first baby born
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thereafter. If the family remained in the program and a second baby
was born, the change in the family was more dramatic, reflected in
the new baby's more optimal development {rom birth.

infants in the intensive intervention group also showed a capacity
to recover from early perinatal stress or developmental deviations.”
Even when an mfant’s development had deteriorated during the first
tl ree months of life (as evidenced by lack of human attachment,
clironic gaze aversion, muscle rigidity, and emotional instability),
appropriate interventions often resulted in better self-regulation and
avtachment capacities within one to four months." The process of
therapeutic work first called for determining the types of experiences
that were either unpleasant or satisfying for the infant. Also identified
were those underlying feelings in the parent that might be interfering
with the latter’s ability to provide comforting and pleasurable inter-
actions. In most cases, families could then be helped to deal with therr
unique problems. These problems appeared either in the mfants, as
auditory and tactile sensitivities, or extreme unstableness of mood, or
in the parents, in the form of severe psschopathology. patterns of
rejection or overstimulation. The dinical work was extremely chal-
lenging but the staff often found the most challenging cases the most
rewarding.!!

FUTURE CHALLENGES

While a great deal of progiess has been made, an enormous
amount of work on this approach remains to be done. Additional
models are needed which demonstrate how to work with the physical,
cognitive, emotional, social and familial aspects of development. The
application of such models to a range of common challenges m
primary care settings for infants, children and their families, includ-
ing motor and language delays, high-riskh parenting situations and
emotional-social disorders, should be implemented and evaluated.

In addition, while tF > normative developmental landmarks have
been well delineated, more studies documenting disturbed patterns
m development are required. Such basic questions as the relative
contribution of fine and gross motor delavs 10 emotional problems,
or the contributions of difficulties in sensory processing to emotional,
social and intellectual difficulties need to be addressed. The demar-
cation of a developmental timetable involvi=g cognitive, emotional,
and social functioning now permits both short and long-term detailed
studies of the factors that determine both optimal and poor develop-
mental outcomes. In addition, the ability to follow developnient

ing



146  GIVING CHILDREN A CHANCE

through each phase will permit short-term studies to be applied o
longer-term ones.

It is time to undertake new programs of research to examine the
efhicacy of comprehensive approaches to preventive intervention and
further our understanding of the pathogenesis of psychomotor,
cognitive and emotional difficulties. While it mnay be thought that one
should fully understand pathogenesis before embarking on interven-
tion. medical care has always attempted to offer the best care available,
and through dinical programs of research, 1o refine diagnostic and
intervention strategies.

Therefore, an important goal will be to evaluate various groups of
at-risk or developmentally disordered infanrs +nd families, especially
those seen in primary health care settings. Thes< ..ould include
infants with motor, sensory, sensory-motor, cognitive, emotional and
social delays. infants in at-risk families or environmental settings and
infants experiencing conmbinations of the above. In additon, infants
with chronic physical illness, low birthweight and/or those presumed
at genetic risk for emotional or cognitive disorders (such as offspring
of schizophrenics, manic-depressives, learning-disordered parents
and parents with unique sensitivities to environmental stress) should
be examined.

The assessments of these populations will further our understand-
ing of the origins of disturbed development. Of particular interest is
the relationship among biological, constitutional, maturational and
experiential-environmental factors. Studies nught include:

the role of irregularities in sensory processing on cognitive and
psvchosocial delays:

the role of the infant’s emotional status on interactive patterns
with caregivers on overall developmental progress;

the role of parental personality functioning and family patterns
in the infant’s developmental progress;

¢ the role of cumulative risk in developmental outcome; and

* the developmental role of specific genetic-biological risks, in the
context of different interactive and family patterns (including
sensory and motor lags or irregularities, parental schizophrenics
and multi-risk famihes, parents with manic-depressie illness,
families with histories of learning difficulties and families espe-
cially sensitive to environmental stresses).

Another major challenge involves the further deselopment of din-
1cal tools and traming approaches. While a number of reseasch
instrumments have been developed to assess various aspects of cognition

O
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and emotion, relatively few clinical tools can be used in primary care
settings to assess psychosocial as well as intellectual development and
disturbance.

The types of studies suggested will permit exploration of specific
hypotheses. However, they also will facilitate, within each study, the
exploratory hypothesis-generating investigations necessary to define
the individual differences in patterns of sensory processing, fine and
gross motor capacities, social interaction, and famiiy functioning that
contribute to various types of difficulties. These studies are essential
for improving the spedifiaty of diagnostic and preventive intervention
strategies.
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BREAKING THE CYCLE OF DISADVANTAGE: NEW
KNOWLEDGE, NEW TOOLS, NEW URGENCY

Lisbeth Bamberger Schorr

INCREASING NUMBLRS of young people are coming into adulthood
unemployable, bearing babies they are unable to support and rea,
and becoming part of a continuing cyvede of misery and dependency.
While these threats to Ametican dieams of continuing prosperity and
expanded opportunits are now wideh recognized, new tools that
could help reverse the growth of an American underclass go wutil-
ized.

It is now possible to identify a series of early interventions that can
help prevent such damaging outcomes as adolescent pregnancy,
school failure, and juvenile crime. These outcontes, whose long-terin
consequences e destructive to the individuals imvolved as well as o
society as o whole, make thein appearance at the transition from
childhood to adulthood, but almost ahsvays have then roots earlier in
life. Twenty years of findings from both research and experience shed
new ght not onhy on the antecedents and consequences of damaging
outcomes, but also on the intenventions that can reduce thein ind-
de we.

The good news that emerges from these findings is the extraordi-
ndary comergence in the elements of what woirks: the basic attributes
of successful programs—whether they offer health cae, sodal sup-
port, child care cathy education or some combination of all of these
are strikingly sinilar, The disturbing news is the evidence that the
programs that are successful in preventing adverse outcomes amonyg
those growing up n the most damaging enviionments e often guite

The study on which thas chiaptes s based was done unider the ausprces of the Harvard
Unaersity Worthing Group on Farly Bafe, with suppoit frons the Carnegre Cotpotaton
of New Yook Fhis chapter o adapted from the book. Watun Owr Reach Breaking the
Cyele of Dinadeantage, by Lisbeth B Schon wath Damel Sthor, published i the sprng
of 98 by Doubledav/ Ancho: Books
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different from prevailing programs. and from programs that work
for populations at less serious risk. The discontmuity between what
works for the majority and what works for the families that face the
greatest 1isks challenges many long-standing beliefs and raises ditfi-
cult political questions. Before turning to these, it is important to
consider the role of human services in the broad attack on social and
economic disadvantage. and to review what is now known about the
nature of effective interventions.

THE RELATIONSHIP BETWEEN
ECONOMIC STRATEGIES, WELFARE REFORM,
AND HUMAN SERVICES

More jubs, jobs that pav better. expanded job taining. more sensi-
ble housing policies, and a welfare svstem that provides effective
income support while helping more reapients to become productivels
employed would obviously reduce substantially the inddence of poy-
erty and social pathology in American communities. The frequent
accompaniments of madequate imncome—homelessness, hunger., fam-
ily stress and despait—would not continue, in such lage measure, to
add 1o the destructive legacy of the next generation.

But non-economic strategies are as essential as economic stiategies
if the future is to change for Smerican children at highest risk of
damaging outcomes. Just as high school graduates who are competent
and willing 10 work can’t support a family it there are no jobs at a
decent wage, so expanded economic opportunities cannot bhe seizel
by young people whose health has been neglecied. whose education
has failed 10 equip them with the skills they need, and whose earhy
lives have left them without the capacdity to persevere and without
hope.

Economic stiaregies. even when coupled with a far more rational
welfare system, will not ehiminare the need for more etfective services
for disadvantaged children and weir tamilies. ©his nation is untikely
to redistribute s wealth so equitably in the foreseeable future that
services to deal with the consequences of poverty will hecome unnec-
essary. Children and families have needs that cannot be met In
economic measure alone, and that cannot be met by mdividual
famnilies alone. And, although a services strategy will accomplish litde
in the absence of emiplovment opportunitics, the essential first foot-
holds tor the dimb out of disadvantage for many hving in persistent
and coneentrated poverty are most likely to come in the fonin of more
effective services and institutions.
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INTERVENTION IS MORE EFFECTIVE EARLIER THAN
LATER, AND CAN COME FROM OUTSIDE THE FAMILY

By the time adolescents actually drop out of school, become preg-
nant too soon, or dare in serious trouble with the law, helping them to
change course iy a daunting task. It is possible to help adolescents in
trouble to make a successful transition to adulthood. but earlier help
is better help. The more long-standing the neglect. deprivation and
failure, the more difficult and costly the remedies. Help early in the
life cyde is more effective—failure and despair don't have as firm a
grip. and life trajecte. ies are more readily altered.

Of course. early interventions present the problem of all real
investment—the cost comes soonet., the dividends later. And., not onls
daees a long time elapse between intervention and payoff, which makes
prompt demonstration of effectiveness impossible. but the “profits”

e likely to end up on a different ledger than the expenditure.
Yhere may be a three-fold 1eturn on every dollar spent in the
preschooi period to prevent elementary school failure, but the pre-
vention dollar comes from a budget that is rarely, if ever, part of the
budget that realizes the later savings.) Benefits to the individual, and
to society, may never be attributable to any one agendy’s budget.

Many thoughtful Americans remain skeptical about the idea of
expanding social programs to help soung children. not only because
the payoff is delayed, but also because they see childhood as a time
when character and values should be formed within the family.

In pastoral, bygone days, children’s characters may have developed
without significant benefit or harm deriving from mfluences outside
the family. But no longer—not in an era of economic uncertainty,
wotking mothers, shrinking families, protecdave senvices and foster
care, high teenage unemployment and ubiquitous street drugs. In
today's world. social poliey can significantly strengthen or weaken a
family's ability to insull virtue in its children.

Liberals and conservatives used to talk about valtes and character
in very differenc ways. Conservatives would extol their singular im-
portance, and hiberals would worry that thetoric about values and
character was being used as a cop-out by those who would not
achnowledge the need for government programs. ‘loday. people with
widely divergent ideologies can meet on the common ground that the
family 1s central. but that children are most likely to grow into sturds
adults when the family is buttressed by suaal mstitutions, induding
churches, schools. communits agencies—and government.

All families need heip from beyond the family. But for the families
whose children are growing up in the most destiuctive envitonments,
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effective services are essential protectors agamst adverse outcomes.
The children at highest risk of long-term damage, whose families
most need help to provide them with a minimal emvironmen  for
healthy growth, indude:

* children growing up in neighlx rhoods of concentrated poverty
and social dislocation:

¢ children growing up in persistent povert:

¢ children growing up in families that are homeless:

* children growing up with a mentally ill, alcohohc or drug ad-
dicted parent:

¢ children growing up with an isolated parent: and

¢ children at risk of neglect, abuse or removal from home.

PROGRAMS THAT WORK

Programs that have changed outcomes for such children, and ofter
clear documentation of success, come from the domains of famih
plarning, prenatal and child health care, family support, social ser-
ices, preschool care and education and elementary education.! A
brief description of two such programs will illustrate some of the
common charactenstics of effective earls imterventions

Homebuilders, a program of intensive famly services,? began m
1974, when the staff of the ‘Tacoma, Washington, Catholic Childven's
Services took stock of the dismal state of organized help to tamilies
threatened with removal of a <hild. Reports of neglect or abuse would
trigger the agency'’s intervennon, but the family’s tangle of tioubles
(which might consist of not enough food or dothing, no income, a
depressed mother, an aicoholic or abusive father, a sich 1elative,
dilapidated housing, disconnected utilities) almost always exceeded
by far the capadity of the fragmentary services that were available.
The alternative was to remove the child from its family, possibly to
set it adrift in a foster care limbo for years to come.* Having deter-
mined that existing services amed at helping families to functuon
were wocfullhv madequate and frequently 1esulied m unnecessary
removals of children from home, the Tacoma agency, with the help
of a federal grant, came up with a plan that ultimately a eated a sodial
service version of the medical ntensive care unit.

‘The new program assembled a team of professionals, all with
graduate degrees in social work, psychology o1 counseling, whose
services were made available to amy famuly which, in the judgment of

™
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a child welfare, juvenile justice or mental health agency, stood in
imiinent peril of the removal of a child.

Today, Homebuilders staff—as they have now done for more than
a decade—meet with the family on its own turf, always within 24
hours of referral. They listen to all family members aud take as much
time as necessary to resolve the imniediate crisis. Thev then help the
familv learn new ways of coping, so they will not fall back into crisis
after the intensive intervention enids. Each staff member is responsi-
ble for no more than three fanilies at once, and the agency is
prepared to help for a pre-defined period—us-ally lasting six weeks.
In ten years of the program’s operation in Tacoma and Seattle, out-
of-home placement was averted for 905 of the many hundreds of
families served.

It is true that home visits—which, especially in the initial days of
working with a family, often last many hours—are more demanding
of staff than seeing clients at comveniently scheduled tmes from
behind one’s desh in the comfort of one’s own office. Staff who go
into clients’ homes must be able to function well in unstructured,
unpredictable, and sonietimes dangerous situations. On call 24 hours
a day and seven davs a week, workers nrust be able to juggle personal
schedules to meet the sometimes overwhelming needs of their dients.
But staff riembers agree that a case load small enough 1o enable them
to do justice to tnemr dients’ needs, and the sense they are succeeding,
more than compensate for the personal convenience they sacrifice.

The cost of the Homebnilders program, which areraged about
82,600 per family in 1983, 1s modest when compared to the projected
cost of ont-of-home care that is ssved Homebuilders calculated that
funding agencies realize a five- to six-fold return on every dollar
invested.

By mid-1987, at least eight states were experimentimg with large-
scale implenientation of Homebuilders intensive famly services, and
seent to be achicving sinlarly impressive results, preventing both
unnecessary placements and unnecessary public expenditures. In
addition, a large number of local agendes are employing some or all
of the prmaples developed in Washington State—often with training
and consuitation from the rapidly growing Hemebuilders organiza-
tion itself.

I what niay be its most daring venrure in replication, the Home-
bullders group accepted an invitation from a consortiura of five public
and private agendies m New York City to adapt ' program for use in
the Bronx. As vet, no one knows for sure whetio 1 a program that
clearly works in the predominantly white, comparatively uncompli-
cated State of Washington, cann be made to work m tae Broux, an area
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of concentrated poverty. largely black and Hispanic. and dependent
on the services of the bureaucratically most complicated city in
America.

After a period of extensive planning and training in both Seattle |
and New York, the first Seattie-trained Homebuilders called on a |
family in the Bronx on May 4. 1987. In the first few months ot
operation staff found. as they had expected. that poverty is much
more intrusive and determining of people’s l.ves in New York than in
Washington State. and that the task of obtaining additional services
for their clients is infinitely more difficult in the Bronx than in Seattle.
TL  -taff were less prepared for the larger and more destructive role
that  .gs, especially crack. play in the world of the Bronx. and are
currenth trying to adapt their intensive care model to the more
devastating circumstances their Bronx clients face.

But Homebuilders, the Edna McConnel Clark Foundation which is
providing support, and the New York Citv Consortium are optimistic
about the ability of Homebuilders to function successfully in the
Bronx. They are also impressed with accumulating evidence that the
very process ol importing the Homebuilders model to New York is
shifting the focus of some of the city’s public and private agencies
toward a greater emphasis on preserving families. preventing out-of-
hone placement. and rendering intensive. round-the-dlock services.

A second example of an intervention that has changed outcomes in
a high-risk population is a program of intensive nurse home visiting
to pregnant women. new mothers and their mfants. launched in 1974
in Elmira. New York.!

Elmira is an Appalachian industrial town, with a population that is
95% white. Described by The New York Times as a community of “lost
Jjobs. broken familics and fading hope.™ Elmira is a vivid example of
the decline of American heavy industry. Its rates of confirmed cases
of child abuse and neglect ate the ighest recorded in New York
State—exzeeding those of some of the nation’s worst urban siums.

Despite the iniuspicious setting. the nurse visicors succeeded in
reducing the ircidence of child abuse. neglect and acdidents and
improving the health of participating mothers and babies. They also
succeeded in increasing the number of teenage mothers 1eturning to
school and emplovment. and in decreasing the number who became
pregnant again and were dependent on welfare support.

The program was the product of a vear of joint planning by the
local health and human services communits and the Unnersity of
Rochester Departments of Pediatiics and Obstetrics’Gynecology. Reg-
istered nurses who were themselhes mothers and were considered
compassionate. sensitne and mature enough to provide emotional
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support along with education and nursing care. were given special
training to work with aigh-risk families.

400 families parucipated in the program’s experimental phase.
Any woman in Chemung County pregnant with her first child was
welcome. but spedial efforts were made to enroll teenagers and
women who were unmarried. unemploved or on welfare—the popu-
lation at greatest risk of pregnancy complications and difficulties with
parenting. vet least likelv to be reached bv traditional health and
human services.

During the prenatal period. the nurses usuallv made about nine
home visits, each more than an hour long. during which they tried to
help mothers sec how their behavior could aftect then heaith and
that of their unborn child: helped to prepare the mothers for labor,
delivery and the early care of their newborn: and discussed the
mother’s. or parents’. plans for emplovinent. schooling. contraceptive
use and spacing of future children.

After the baby was born. the «ame nrse. now having a solid
relationship. connued helpmg the mother or parents to under-
stand—and act on then understandmg of—the unique characteristics
and abilities of their infant. and the infant’s nutrition and health
needs. Nurse and mother would discuss the importance of respond-
ing to the baby’s cues. and of encouraging the baby to enjoy progres-
sively more complex motor. sociel and intellectual experiences.

The nurses knew they had to be especiall alert 1o the parents’
preoccupation with survival problems—what Di. David Olds. the
program’s founder. calls the "unending chain of stressful events”
experienced by so mam socdiallv disadvantaged women during preg-
nancy and the first vears of then baby's life. Unemnployiment, marital
conflicts and difficulties with finances and howsing can make 1t impos-
sible to comvert knowledge about good health practices and chald care
mto action.

The nurses worked exphathy on stiengthening the women's sup-
ports, helping them to establish Imks both with other tanmily menmbers
and friends. and with community services. The nurses tailored the
content of visits to individual arcumstances. listened carefully, pro-
vided emotional support. and alwavs tried to he available in times of

stress. hile encouragimg the voung parents to develop themr own
problei. sobving skills. The nurses often wied as o bridge between
the women and then obstetiidans and pediattiiaans, many of whom
wete unaware of how the muliiple problams of the emvnonments in
which these women lived could imterfere with desirable health habits
chaing pregnancy and with good care of the dnbkd
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The Elmira program based its evaluation on a four-vear study of
participants. randomly assigned to control and treatment groups.
“T'he results were dramatic:

* Among the women at highest risk, those in the home visiting
program had one-fifth the verified cases of child abuse and neglect of
the “unvisited” during the first two years of their children’s lives.

* Among the poor unmarried women. participants returned to
school more rapidly after delivery. were employed a greater part of
the time. obtained more help with child care and had fewer subse-
quent pregnancies over the next four vears.

* Among pregnani girls under 17 and those who smoked. program
participants had heavier babies and fewer premature babies than
their umvisited counterparts.

* Mother, in the program restricted and punished their infants less
tfrequently and provided more appropriate plas materias. Their
babies were seen less frequently in the hospital emergency room. and
had fewer accidents and fewer incidents of swallowing foreign sub-
stances, probably as a resuit of bettr supervision of the children’s
immediate environments.

The Elmira experiment 1s significant not only because it was able to
change outcomes for a population at high risk of later damage. but
also because it serves as a warning of what can happen when the
consequences of diluting a program in the process of replicating it
are not recognized. Like many other successful model programs. the
Elmira program was watered down as it emerged from the protection
of foundations. federal grants and an academic base. and entered the
cold world of budget-pinched local services.

Home viciting in Elmira is now 1 by the local health department
and funded by Medicaid. On the day it took over ihe progiam. the
health department—besieged by funding cats and demands that
seemed more urgent—doubled the nurses” case loads. The original
nurses were immediately pressed to shorten their visits and to drop
families when the babies were tour months old. Thev tound them-
seles inan environment in which their work suddenly seemed less
valued. They felt they couldn’t give their dlients the hind of attention
and support they required. They could instruct the young mothers
on when to phone the doctor. but there was not enough time to
puszle out how to manage when there was no other adult around. no
telephone in the building and the baby scemed really sick. They could
advocate a return to school. but were unable to stay long enough to
explore with the voung mothers the obstades that had to be over-
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come. More leisurely conversaiions became casualties of the doubled
case load and brisker climate in which the nurses now worked.

Within months ot the program’s comersion from demonstration
nioject to mainstream operation all the original nurses had resigned
Their replacements are competent and committed nurses, but are
aware that they are no longer able to provide the same intensive care
their predecessors did.

There is no way to know for sure (there being no money in the
current budget for evaluation), whether the exchanges that no longer
take place are indeed luxuries thot can be dispensed with without
aftecting outcomes. The nurses that worked in the original program
believe, on the basis of their own experience and much research, that
the parts of the program that have been eliminated are in fact the
subtle but essential stuff of which effective support to vulnerable
families is made.

ATTRIBUTES OF INTERVENTIONS THAT WORK

We now know that at everv stage of a child’s early development,
interveniions exist that van improve the odds for a tavorable long-
teria outcome. But the programs that have succeeded in changing
outcomes for children at highest risk of later damage differ, in
fundamental wavs, from prevailing services. We cannot build on
successful programs unless we understand the differences.

Programs that are successtul in helping children and families who
live in concentrated poverty and disadvantage typically offer a broed
spectrum of services. They know that sodial and emotional support and
concrete help (with food, housing, incomie. employment—or any thing
else that seems to the fanuly to be an insurmountable obstacle) may
hane to be provided to enable a family to make use of other services,
from antibiotics to advice on parenting.

To respond to their dients’ or patiepts” untdy arrav of nuceds. statf
make sure that services are oherent and imtegrated. When necessary,
staff cross traditional professional and bureancatic boundaries.
These programs relv onlv rarely on referrals to other agenaes. 1hey
take specdial pains to maintain continuity in 1elationships, and to
assume tesponsibility tor assutring that child and family needs are m
tact met, regardless of hureauciatic or protessional compartmentah-
zation. No one savs. “This may be what yeu need, but helping vou get
it is not part of my job or outside our jurisdiction.”

Most successtul programs find that services cannot be rigidly rou-
tinized. Staff members and program structures are fundamentally
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Slexible. Professionals are able to exerdise discretion about meeting
individual needs (which new mother needs three home visits every
week and which needs oniy one during the first month), and families
are able to decide what services to utilize (whether and when to enroll
their child in the available day care program), and how they want to
participate (whether to work in their child's school as a library
volunteer, a paid aide or a member of ¢ parent advisory body).

Successful programs see the chald m the context of famuly, and the family
i the context of s surroundings. The clinician treating an infant for
recurrent diarrhea sees beyond the patient on the examining table to
whether the child’s health is threatened by circumstances that require
a public health nurse or social worker to help the family obtain non-
medical services. The successtul school mobilizes parents in collabo-
rative efforts to impart a love of reading. Successful programs in
every domain offer support to parents who need help with their lives
as adults before they can make good use of services for their children.

Professionals in successful programs are perceived by those they
serve as people they can frust, pevple who care about them and respect
them. Staffs of these programs tend to be highly skilled. Most empha-
size how much training, support and time it takes to establish the
kind of relationships that actually bring about change. Although
many human service programs have been successful m utilizing well-
supervised nonprofessionals, trained on the job, experience with
families living in the most marginal and stressed circumstances sug-
gests that these families need help that requires a level of skill and
Judgment that is best provided by well-trained professionals.

In successful programs, professionals ae able to r1edefine den roles and
to find wavs to escape the constraints of a professional value system
that confers highest status on those who deal with issues from wluch
all human complexity has been removed.” These professionals ven-
ture ouside familiar surroundings to make services available in
nontraditional settings, indluding homes, and often at nontraditional
hours. The program does not ask families to sartmount formidable
barriers, unassisted. before they can get what they need. It makes
sure that pavment artangements and eligibihty deternnnations do not
pose insuperable obstacles. It does not set preconditions—such as
heeping a series of fixed appointments m far-away places, or a display
of adequate “motivation”"—that may scieen out those most in need.
On the contrary, successful programs 1y to reduce the barriers of
money, time, fragmentation, geographic and psychological remote-
ness—that make heavy demands on those with limnted energy and
organizational skills. Instead of wating passively to serve only those
who niake it thiough the daunung mavze, these programs persevere
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to reach the perplexed. discouraged and ambivalent—the hardest to
reach who are likely to benefit the most.

In sum, the programs that are effective m changing outcomes for
high-risk children are comprehensive, operate at an unusual level of
intensity and adapt the content of thenr services to the distinctive needs of the
population hey serve. Health care that is adequate for monitoring the
pregnancy of a healthy middle-dlass woman may tota'ly bypass the
most pressing needs of an undernourished, depressed. drug-us g
pregnant teenager. The parent support component of a preschool
program, occasionally helpful to middle-cdlass participants, s often
essential for high-rish families. Intensive, comprehensive, individual-
ized services with aggressive attention to outreach and to maintaining
relationships over tinie muay be frills for more fortunate families, but
are roch-bottom necessities for high-rish populations, whose level of
energy and tolerance for frustration may be low, who are likehy to
have more than one problem at a time and whose experiences in
searching for help are likely to leave them profoundly discouraged
and unable to use services as customarily offered.

NEW FOUNDATIONS FOR THE SPREAD OF
EFFECTIVE PROGRAMS

The distinctiveness of the characteristics of programs that succeed
in helping families surtounded by concentrated poverty and socdial
dislocation suggests a fundamental contradiction between the needs
of these children and fanulies and the traditional requirements oy
professionalism and bureaucracy  This contradiction helps to explain
why programs that work for these high-risk populations are so rare
and why less effective programs are so much more prevalent. It is a
contradiction that future attempts to build on successtul programs
must take carefully mto account.

Just as programs that have proven successful have many common
attributes, patterns can be discerned in past failures. Many failares
have resulted from a mean-spitited anwillimgness to help those most
in need. Manv have resulted from a lack of understanding of the
nature of the problem, of how effective. intensive and comprehensive
interventions can be, and of how much help for the seriously disad-
vantaged is enough. And some of our failures result from a lack of
understanding of how promismg programs can be widely 1eplicated.

If interventions that work are to become widelv availlable to those
who need them most. we need a new political commitment that will
endure over tme, a deeper understanding of 1l insights that come

RIC 172

Aruitoxt provided by Eic:




O

160  GIVING CHILDREN A ( HANCE

out of the experience of the last 20 years, and a new determination
to solve the problems of widespread inplementation.

First, we must recognize that, for children with many strikes against
them, damage cannot be prevented by stmplistic, one-pronged approaches of
any kind. Because narrowly-defined interventions aimed at precisely
defined problems make for ready measurement, assessment and
replication, because it is easiest to mobilize political support to fight
one simple evil with one simple remedy. we are left with half-way
programs which fail to ameliorate profound social problems. Effec-
tive action requires a new consensus that complex, deeply rooted
tangles of troubles cannot be successfully attacked with isolated frag-
ments of help, or with help rendered grudgingly.*

Second, we must come to a more sophisticated understanding of the
mterplay between local action and natwnal and state policies. Powerful
forces and institutions, far 1emoved from valiant local efforts to
establish and maintain effective programs, can threaten the survival
of valuable local programs, and the chances of successful replication.
Failure to recognize this will lead to repeated disappointments, as
local efforts overcome formidable barriers and result in excelient
programs that soon wither because local effo- s alone turn out not to
be enough.

Reimbursement arrangements of public and private third party
payers that do not reflect the complexities of effective interventions
andermine the stability of well-designed loral progrems. When ser-
ices such as outreach, counseling and support are not paid for by
Medicaid and private health insurers, then hard-pressed health pro-
grams will not provide them no matter how essential to the program’s
purposes. When reimbursement definitions do not reflect the higher
costs of providing service to poor, multi-problem families, then pro-
grams that provide the poor with the care they need cannot survive.
‘That is why there is no corrd won between a prograin’s survival and
how successful it is in achieving improved outcomes for families at
risk.”

Third, we must be prepared to change the admoustrative and policy
context e which programs for disadvantaged families and duldien are
expected to aperate It is no comdidence that programs with demon-
strated success - changing outcomes for disadvantaged children
have, for the most part, developed in unusual conditions. They have
been able, for a variety of reasons, to operate free of “normal outside
constraints.” With some exceptions (such as WICG and Medicaid), most
were funded initially with private seed money o1 with government
grants which did not flow through ordinary channels or carry the
usual encumbrances. In almost all cases, these programs origmated
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in circumstances that were somehow idiosyncratic. Several began
under the auspices of a university with a mandate to conduct service
experiments; some had a specific charge from the federal govern-
ment’s War on Poverty; some had explicit mandates from state legis-
latures or governors; many began when the special circumstances of
the moment allowed an effective leader to insulate the program from
normal political and bureaucratic pressures.

That successful programs have come out of anusual circumstances
does not negate their significance, if only because it is important to
know that there are programs that have succeeded in solving seem-
ingly intractable social problems. Even if they are idiosyncratic in
origin, model programs provide a vision of what can be achieved. But
when proven programs, performing vital functions, are available in
only a few isolated places, relying on unique talents and commitments
to prevail ‘1 the face of perverse incentives, that is, at the most
fundamental level, poor public policy.®

Fourth, evaluation researchers and program administrators need
to find better ways of collecting the kind of evidence of effectiveness that will
be convinaing to the body politic. At the same time, at least some of the
agencies and institutions funding human services must come to
recognize that judgments about what works cannot be based on
numbers alone, but must rely on common sense, prudence and a
thoughtful synthesis of an accumulation of wisdom and experience.
Tiventy years ago, when social policy was formulated in an atmosphere
of boundless optimism, the combination of a little theoretical re-
search, fragments of experience and a lot of faith and dedication
were enough to justify a new sodal program. Today budget defcits,
fears of wasting money and perpetuating dependency and a gloomy
sense of social problems beyond solution result in a much greater
need for tangible evidence of effectiveness as a condition for support
of any social program. Yet the reasonable demand for evidence of
effectiveness must be tempered by an awareness of the dangers of
converting both program input and outcomes into terms that may be
readily measured but are otherwise irrelevant. Many of the central
components of effective interventions ate elusive, and progress to-
ward the development and implementation of effecuve interventions
can be hampered by attempts to evaluate pregrams prematurely and
in narrow fragments. Assessments which promise policy significance
should take priority over the pursuit of findings that otfer quantifia-
ble elegance but are ultimately trivial "

Fifth, more Americans need to become familiar with the powerful
evidence that alieady exists of the positive impact of mtensive early interven-
tons on long-term outcomes for chuldren. Many programs have docu-
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mented substantial direct savings from effective interventions." But
monetary savings are not the only returns society realizes when it
invests in improving outcomes for children growing up at risk. If
effective caily interventions were more widely available, employers,
induding the armed forces, would be able to draw on a larger pool of
skilled, healthy and motivated young Americans. Budgets for law
enforcement and prisons would reflect the economic effects of less
crime. Young people better equipped for parenting would mean lower
rates of dependency, school failure and school-age childbearing in
the next generation.

The decision to imvest in decent services and schooling for disad-
vantaged children cannot be made solely on the Sasis of how much
the taxpayer saves, without taking into account values that cannot be
measured in dollars. Yet, the knowledge that economic osts will be
vecovered is central—even if the later savings don’t show up on the
ledger of the same administrator who anthorizes the expenditure. It
is also essential to be aware of the costs of not making the investment.
As the Committee for Economic Development found after studying
the long-term effects of early and sustained intervention in the lives
of disadvantaged children, “improving the prospects for disadvan-
taged children is not an expense but an excellent investment, one that
can be postponed only at much greater cost to society.” !

Sixth, interventions aimed at high-risk populations must be able to
attract and train enough skilled and committed personnel. To this
end, the value system within which professionals leoyn and work must take
bettey account of the speaial needs of dusadvantaged ch ldren and then fumibies.
When it comes to professional status and economic compensation, in
health care, social services and education, basic services rank low,
presentive services rank low and the provision of services to the least
powerful ranks lowest of all.

Narrowly drawn boundaries that limit what is expected of a protes-
sional are for many the very essence of professionalism. Thus physi-
cians apply their biomedical expertise to mest the health needs of
poor and overwhelmed families, but are defeated by a combination
of gaps in theit own traming, counterproductive reimbursement
polides and the lack of support systems that could help meet these
families’ health-related needs. ‘Teachers are often in the same deinor -
alizing position. Then training has not equipped them to deal with
the collection of difficulties that many pupils bring to school—but
they are aware that these problems get in the way of school learning,
and that nobody else 1s dealing with them either. Sodial workers and
many other professionals work in settings where they sce unmet
needs so overwhelming that they can only continue functioning by
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looking away from matters bevond the confines of their own special-
ties.

Professionals in most fields are more proficient in respending to
circumseribed problems han 10 a combination of problems. When
they encounter difficulties that extend beyond their expertise they
are inclined to retreat to what is snore familiar; the limits oi their
training set the limits of their practice. Both training and practice
reflect the low priority assigned to the special needs of the poor. Both
traming and practice could, however, change rapidly in a more
encouraging climate.

In the carly days of the War on Poverty, when word went out that
federal support was available to estallish comprehensive health een-
ters in forsaken rural area  .d inner-city slums, health professionals
by the hundreds left nartow pursuits in laboratories and private
medical practice and rapidly acquired the skills to respond to newly
defined needs.

A similar phenomenon occurred when Head Start began. The
overwhelming response from local communities, in the sumumer of
1965, to the availability of funds for comprehensive services for
preschool children would have ended in chaos had there not been an
equally massive 1esponse from the nation’s pediatticians, child devel-
opment specialists, dergy, teachers and social workers. Many dis-
rupted their personal and professional lives and worked unbelievable
hours—"all because they believed in what was happening.”™ They
changed the dimate in whidh a new generanon of child development
and early education professionals defined the challenges of the fu-
ture.

At many times in our history. gified and committed people in all
walks of life have s esponded to newly ardculated human needs. With
thoughtful planning, solid leadership, and serious 1esolve, that could
happen again.

The seventh major obstade 1o broad implementation of effective
programs that must be overcome s the scaredty of skills with which to
nake a good progiam work amid harsh bureanaatic realines. The
development and dissemenation of skills necevary for the adminstration of
complex and itensioe new programs within large owreaucraces 1equire fan
greater attention, and more investment, than they have received in
the past.

Obviousty. the rephcation of any mtiatne on a broad scale imvolves
a tertain amount of bureauaatization. Massive paperworh 1equire-
ments suddenly appear, along with regulations that discomage the
flexibility and «rcativity cennial 1o the program’s suceessful operation.
Agenay boundaries develop willy-nilly, Perhaps the woist part 1s that
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these problems ae not necessarily created because small-minded o1
uncaring people are in charge. Rather they often reflect a legitmate
need for accountability. They are the unaerstandable consequence of
imposing some measure of standardization to prevent abuse and
assure hign quality.

The bureaucratization which accompanies large-scale replication is
most threatening to the effective interventions here described because
they have attributes that are particularly delicate and casily destroyed
when they become part of heavy-handed bureaucracies. H the most
effective tools we have for breaking the cyde of disadvantage are to
be protected from destruction while being made more widely avaii-
ble, professionals. politicians, advocates and caring citizens must all
make the detailed questions of how bureaucracies actually deal with
people their continuing concern. As governors, county executives and
may ors come to apprediate how badly agency boundaries correspond
to family needs, ihey may provide more aggressive leadership in
building bridges across agency and junsdictional lines. At the same
time, the flow of resources to high-risk populations mast become
suflicient to obviate the need to choose between an elegant program
that works for a few, and a diluted version that serves many—
inadequately.

The task of devising strategies for surmounting obstades to wide-
spread replication of successful programs is at least as difficult as
devising a successful intervention in the first place. The development
of effective strategies involves the give and tahe of many minds, many
interests, many disciplines and mony levels of practical experience.
The arenas for action are far more varied than they were perceived
to be twenty vears ago. While the federal role 1emains crucial, state
and local governments are increasingly competent and increasingly
concerned about vulnerable populations, especially induding poor
childven. Public-private partnerships are also pioneering flexible new
approaches to achieving the common good.

No one level of government, and certainly no isolated private
elforts, can bring s to ninvana. Because successful programs serving
high-risk families are m many different stages of development, and
because they operate in diverse conteats, the best next steps will
require a number of different stategies. Converting successiul local
eflorts into state o1 national policy, and formulating national policies
that will support successful state and local efforts 1aise different
issues in health, sodial services, day e and education. What needs
to be done can’t be orchestiated by any one group or body—although
a President and a few other highly visible leaders who understood,
cared and provided “bully pulpit” leadership on these issues would
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mahe a big difference.’ A program of grants combined with intensive
techmical assistance would go far toward getting a critical mass of high
quality services into areas of concentrated social dislocation.

A NEW AND SHARPER FOCUS ON THE
“TRULY DISADVANTAGED"

Whether our highest priority goal for the next decade is to assure
a better-educated pool of productive workers. to 1educe the tax
dollaurs that pay for welfare support and prisons, or to end penvasive
alienation and achieve a national sense of community, we must focus
more shaiply on the most difficult and most urgent sodial problems—
even if this requires major departures from traditional approaches.

Many Americans committed to improving the lives of those left out
of the general prosperity finmly believe that the problems of the
disadvantaged are best addiessed by induding them in a larger
framework. The politics of social reform has had as its primer the
Sodial Security Act of 1935, The popularity and success of programs
of universal entitlemen tattght that political victories were directly
dependent on the breadth and heterogeneinn of the benefidiany

population. Progress seemed to be contingent on a perception of

need for governmental help as universal (as in Soc 1l Security and
Medicare), or as 1esulting from bad luck (as in the birth of a handi-
capped child). The greatest and most lasting 1eductions in the num-
bers of the poor were miade by “incorporating the poor thiough the
political back door.™" A broad constituency has been seen as neces-
sary not only for mitial enactinent of legisluion, but to maintain a
qudity pregram over the long run. Progiams aimed at the most
deprived. by contrast, were 1egarded s oo had (o protect agdinst
detenioration. Programs for the poor. we were taught, heaune poor
programs.

But the determination to awoid a spedfic focus on the serioush
discdvamtaged iay v now have become counter productive. It may be
time to reassess whether the high value placed on unive, sal coverage,
still validd wich 1espect to relatvely simple income tansfer progams
like Sodal Secuity, should continue 2 hold for complex human
service programs. .\ dose examination of the long-term successes
achieved by pr - rams and insttutions senving high-1isk populations,
deatly demonstrates that children in geatest danger of later damage
need mtenventions that are more intensive, more comprehensive and
often more costhy than those needed by families living in jess disad-
antaged cirarmstances,

Justice for disadvantaged populations has taditionallv: been
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equated with equitable access to services, assuming equal need and
equal efficacy of treatment. It now appears that equal access, while
necessary. is not sufficient. For children who are growing up in
persistent and concentrated poverty, in families that are overwhelmed
and surrounded by others in similar straits, equal acce. s does not
spell equity. Effective help to severely disadvantaged populations
requires that services be of the highest quality and that the range of
services reflect the broad range of needs in this population.

Services for high-1isk groups can be provided as part of a universal
program or rendered exdu-nely to a high-risk population. A home
visiting program for high-risk mothers, for example, could be an
intensive version of a universal program. or could be focused exdu-
sively on poor piegnant teenagets.”” What is essential is that programs
for those with the greatest needs must be dearly designed to take
those distinct needs into account.

Now that we know there are interventions that can help the children
'wvho are growing up in destructive emvironments. now that we know
how to prevent damage before it occurs. the highest priority in the
next decade’s efforts to break the cyde of disadvantage and depend-
ence must go to mahing intensive, high-quality services available carly
in the life cycle to the populations living in areas where the risks to
healthy development are concontrated. This will 1equire new funds
and sweeping changes—in lo ! state and federal legislation, in
procedures for allocating resources, m bureaucracies, and among
professionals.

Only a dear undastanding of our common stake in etfecting these
changes will provide the necessary impetus. “Common stake” does
not necessarily mean that only commor: programs, se1ving the middle
class and disadvantaged like, will do. A sense of common interest
can also derive from a recognition of the great stake we all have in
bieaking the cyde of intergenerational disadvantage.

When educational failure, adolescent crime and teenage childbear
ing combine to create long-term sodial devastation, the damage be-
comes so massive that every American acquires a stake in its preven-
tion. Although some of the adolescents who leave school early and
have babies too soon (and even some who commit serious ciimes) will
ultimately become self-supporting. responsible and productive adults,
more will be ttapped by the interaction of men without jobs, women
without husbands, children without fathers and families without
money, hope, skills, opportunitics—as well as without effective sup-
ports and services that might help them escape. ‘The young people m
these circumstances will become the long-term welfare dependents,
the unemployed and unemployable, and the parents ur able to foirm
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stable families of their own. Many will join the ranks of the hungry
and homeless. Surrounded by despair, neglect and violence. these
young people are likely to lack any vision of the future which would
inspire present sacrifice. Disconnected from the mainstream of Amer-
ican society, unable to make the transition to productive adulthood,
they will get stuck at the very bottom of American society and become
part of a growing underclass.®

We all pay ro support the unproductive and incarcerate the violent.
We are all economically weakened by lost productivity. We all live with
fear of crime in our homes and on the streets. We are all dimimished
when large numbers of parents are incapaole of nurturing their
dependent young. We have an enormous common stake in undoing
the bonds that keep children in misery today. ond threaten to keep
their children even more permanenthy excluded from America’s
mainstream.

Earlier in this century. the routes up and out of poverty worked
less well for blacks and other minorities than for native-born w hites,
but they were plentiful. Most poor and otherwise disachantaged
famiiies lived in environments that provided day-to-day evidence that
hard work, ambition and perseverance brought rewards—reflecting
in large part the expanding demands for unskilled labor. Moving up
from disadvantage did not require either the personal heroism or
intensive help from outside it does now.

Ladders up from the bottom are fewer today: they are harder to
locate and to climb. Because, as a result of macro-economic and
technological developments of the last two decades, it has become so
much more difficult for disadvantaged young people to beat the odds,
the societal role in rhanging the odds has become far more critical.

Today, forces largely bevond individual control, particularly the
slowdown in economic growth and the shift to service and high
technology occupations, propel families into the underclass and keep
them there. Between 1973 and 1984, the proportion of young men
able to support their families plummeted, while—in direct conse-

*The term "underdlass™ has been slanued by many lest the label be seized on to
blame the poot for thenr poverty. or to mark of f & small mnoris with problens that
seent so inttactable that they will be asnussed as impossible to help But I agiee wih
Willlamn J Wibson that the Iberal reluctanee to addiess candidhy the dustenng and
concentration of social casualties has ceded the territory to conservatines who see both
causes and remedies - exclusivels mdiidualistic terms, and who cannot magie o
successful 1esponse through soaetal uitersention aud suppott ' Espeaalls those of us
who are working with evidence that demonstrates that intensive so.1al efforts can teach
and help even those who are now stuck at the bottom. must focus atiention on the
disunct needs of the most disadvantaged populations that have been so scrtc ush
neglected by prevailing systems and mstitutions
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quence—the number of female-headed families shyrocketed, as did
the number of children growing up in enmvironments that underniine
healthy development.'?

As economic opportunity shrank for the less skilled of all races and
backgrounds. the many blacks who were in a position to take advan-
tage of expanded opportunities to obtain higher education and enter
the professions, business or the skilled trades moved up and out, with
devastating effects on the inner-city areas they left behind. Professer
William J. Wilson calls it “one of the most important social transfor-
mations in recent U.S. history.” Although there are still plenty of
people in these neighborhoods who work very hard, there is no
longer the critical mass of stable. achievement-oriented families that
once provided neighborhood cohesion, sanctions against aberrant
behavior, support for churches and other basic community mstitu-
tions. Missing are the essential practical connections to mainstream
society, the informal ties to the world of work that provide models of
conventional roles and behavior and could alert youngsters to job
openings and help them obtain employment. In America’s inner cities
today there are too few neighbors whose lives demonstrate that
education is meaningful, that steady employment is a viable alterna-
tive to welfare and illegal pursuits, and that a stable family is an aspact
of normalcy.™ The vacuum is being filled. says Yale University psychi-
atrist James Comer, by drug pushers, pimps and prostitutes. “They re
often the only successful people that the kids see.”"

In depressed neighborhoods of all kinds, drugs have vastly exacer-
bated other sodial dislocations, from robbery to personal violence,
adding an clement of pathology that carlier generations did not have
to cope with.*

More and morve families. stressed and depleted. are surounded by
others in similar straits. This concentration of the persistently poor,
unskilled, alienated, unemy..oyed and unmarried has a high probabil-
ity of negauvely affecting the development of children. These chil-
dren are bolated from many essential socializing influences and
supports. It is hard for the head of a family, male or female, Llack or
white, who cannot support the family, to rear childien to conform to
aultural expectations and to contribute constructnely to society !

A boy being brought up by « mother alone, even a poor mother
alone, need not necessarily suffer damaging effects. In fact, a British
study has shown that growing up in a female-headed household is
not in itself damaging.”” But when single parenting is not only a
tanily fact, but a community fact, the effect—espedally on boys——can
be highly disruptive of normal development.” When the whole neigh-
borhood is made up of families without fathers or a consistent male
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presence, not only the income. but the discipline and role models that
fathers traditionally have provided are missing. Bovs ate left to learn
about manhood on the streets, where the temptation 1s strong to
demonstrate one’s prowess through violence, breaking the law and
fathering a child.

Since the concentrahon of misery and social dislocation is so dearly
imphicated in its perpetuation. the growth in the population hving in
areas of concentrated poverty is alarming. In only ten years. between
1970 and 1980, in the nation’s five largest cities, the number of poor
people living in poverty areas imcreased by 38¢ and the number
living in areas of extreme poverty went up by a shocking 1825 !+

Despite the evidence of worsening conditions, the services which
could buffer disadvantaged children against the impact of their harsh
surroundings. and strengthen families in then efforts to improve the
odds for these children. remain painfully inadequate. Many services
have been reduced as a result of budget cuts, but their weaknesses go
deeper than budgets. The kind of schools, preschools. day care.
healtq clinics and social services that might help are. with a few stellar
exceptions, simply not reaching those who need them most. So,
instead of protecting against the destructive impact of the concentra-
tion of devastation, our sodal institutions often contribute to it.

Considering the wealth of present knowledge about the dangers of
growing up in areas of concentrated poverty and about the interven-
tions that can change outcomes for even the most disadvantaged
children, it becomes indefensible not to make these interventions
available. A prevenine, population-based approach to targeting inter-
ventions, as opposed to an approach based on individuaily established
pathology, has become a realistic possibility just as it has become an
urgent necessity. We not only know niore than ever before about the
conditions that jeopardize healthy development, we also know a great
dezl about where the children at risk are concentrated.

In a recent attempt to define and estimate the size of the under-
class, econonist Isabel V. Sawhill and sodiologist-demographer Erol
R. Ricketts, working together at the Urban Institute in 1986. imagi-
natively analyzed 1980 census data to identify every census tract with
unusually high proportions of high school dropouts. welfare recdi-
pients, femiale heads of household and working-age males not regu-
larly attached to the labor force. They found 880 tracts, (about two
percent of urban census tracts) in which ell four «f these wmdicators of
dislocation occurred at a rate higher than one standard deviation fro.an
the mean for the nation. These areas contained a total of 2.5 niillion
people, or about one percent of the U.S. population. Geographically,
the largest concentration of the 880 census tracts is in the Noitheast.
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The six cities with the highest number of these areas are New York,
Chicago, Detroit, Newark, Philadelphia. and Baltimore. In the 880
census tracts. 58% of the population are black. 11 are Hispanic,
and 28% are white. 36% are children.®

Ricketts and Saw hill would be the first to warn that these are rough
calculations. The children in these 880 census tracts may be only the
tip of an iceberg of disadvantage, but given the tools we now have, it
would be unconscionable not to use them to help—as a beginning—
at least these children. Thai so many American children are growing
up in the midst of dense concentrations of poverty and sodial disioca-
tion ntakes inaction intolerable. At the same time their number is
smah 2nough to make concerted efforts to locate high quality services
and institutions in such areas a realistic immediate objective,

Elected offidals and other leaders may object that interventions
effective for those at greatest rish require a large “up-front™ invest-
ment. But they can no longer con..nd that resources should be
withheld because no one knows how to help, or Focause the evidence
of high returns on such an investment is lacking.

While economic policies with more sweeping effects. and programs
that would assure universal entitlement to a range of human services
are being developed. we cannot afford te sit by and watch as the
children and families with the greatest needs and whon we know how
to help are simply abandoned. A broad coalition of ciuzens, profes-
sionals and political leaders must begin to move the public and private
sectors to bring a critical mass of successful progrars into the geo-
graphical are., with the highest concentration of persistent poverty
and other indicators of disadvantage and disintegration. This will be
an arduous undertaking, requiring careful planning. thoughtful use
of the last two decades of experience and a vigorous determination to
guard against dilutions. short cuts and false economies.

The investment and the risks are justified by the prospect that fewer
children will come into adulthood unschooled and unshilled, commit-
ting violent crimes and bearing children as unmairied teenagers.
Fewer of the children living in concentrated poverty todas will tomor-
row suell the welfare rolls and the prisons. Many more will grow into
responsible and productive adults, themselves able to form stable
families, contributing to. 1ather than depleting Ameirica’s prosperity
and sense of community.

Utility and self-interest, as> well as humanity, should move us to
apply what we have learned about preventive interventions to change
the futures of the children growing up in sodety’s shadows, and
thereby to break the cycle of disadvantage.
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NOTES

i. The study on which this chapter 15 based denufied and anab zed
progranis that (@) have documented a favorable impact on key nisk factors ot
outcomes among chifdhen growing up m high-tisk emvunonments. and (h)
employ methods shown at a theoretical level to be promising. These pro-
grams, described fulb in L. B Schorr. Within Owr Reach. 1988, indude famiy
planning programs m St. Paul. Minn.. and Balvmore. MD. pirenatal cate
programs in California. Manvland and South Caroling. child health programs
in Mississippi. Balumore and Los Angeles. intensive fanuly suppott programs
in Washington State, the Brona, New Haven and Elmira. New Yot k. preschool
education and child care programs in lennessee. Ypstlantt and Leslie. Mich-
tgan, New York Citv and Tanfax County, Virginia. and elementary schools
New Haven, Maryland. and New York Citv. Also federal programs including
Medicaid. EPSDT. WIC.. Neighborhood Health Centers and Head Start.

Ssstematic efforts to adentifv preventive programs that work have also
recently been undertaken by the Comnmtee for Economic Development
(CED). the Naunonal Governor’s Assoctation (NG.A) and the American Psycho-
logical Association (APA). (See especialls the CED's Chuldren in Need. Inve tment
Strategies for the Educatwnally Disadvantaged. 1987, and the NG.X's Focus on the
Furst Sixty Months. 1987.) T'here 1s considerable overlap n the programs
selected by these three groups and these identified n the study for Within
Qur Reach. although the processes by which programs weie chosen varied
considerably. This should reassuve sheptics that these programs do provide
objective indicators of success. From the fact that each selection process also
identifted programs that none of the others found. it 1s reasonable to
condude that no one indnidual o1 organization can put between two covers
all the proven and promisig cftorts that succeed in respondmg to the
complex needs of families buffeted by changing family sttuctuses, inareasing
poverty and decreasing emplovment oppor tuniues.

2. The description of the Facoma Homebuilders program comes from J.
M. Kinnev. ¢ ol . "Homehuilders: Keeping Famnlies “Togeth 1. Jouwrnal of
ConsiMing and Cluncal Psychology. Vol 153(1). 1977, pp. 667-673; J. M. Kinney,
“Homebuilders. .An In-Home Ciists Intersenuon Program.” Chddren fode,.
No L January=February, 1978). pp 15=35: D A. Haapala and |- M. Kinney,
“Homebuilders Approach to the Trammg of In-Home Fherapists.” in Home-
Based Serwvices for Chilcven and Famulies. S. M.abanks and M. Bryce. (Eds.).
Springfield. 1L, Charles C. Fhomas, 1979, matenials furmshed by Behaoral
Sciences Insutute. Federal Wayv. WAL E. M. Clark Foundanon. Aeepung Famalies
Together. The Case For Fanuly Preservanon, 1985, and mterviens m 1986 and
1987 with Peter Foirsvthe, Ditector. Program for Children. and Peter D. Bell,
President. E. M Clark Foundation. Information about the 1epheaton of the
Homebulders program 1 the Brony 1s based on conversations i 1987 with
officers and staff of the Clark Foundation, with David lobis. Senior Associate.
Welfare Research, 1nc Ah Kathleen Feely, New York Citv Department of
Juvenle Justice. and on miatenals prepared and turmshed by Mi lolns
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3. Although foster care 15 intended to be a tempotary arrangement,
extended placements are the norn. In New York Cuty, the werage length of
time a child removed from the faniily spent in fosier care in 1980 was 4.8
years; other areas of the country report similar hgures. (See D. Fanshel,
“Decision-Making Under Uncertainty: Foster Care for Abused and Neglected
Children?” American Journel of Public Health Vol. 71(7), July 1981, pp. 685—
686: E. M. Clark Foundaton, Keeping Famalies Together, 1985; Child Welfare
League of America, Report of the Natsonal Commussior: on Children i Need of
Farents, 1979.)

4. The description of the Elmira nurse home visiting program 1s based on
a sisit to the program, 30 May 1983, which included interviews with the
original project director, Dr. David L. Olds. of the Department of Pediatrics,
University of Rochester, the origmal nursing staff, the staff at the ume of the
visit, and officials of the Chemung County Health Department. Also see the
following: D. L. Olds. “Improsing Formal Services for Mothers and Chil-
dren,” in Protecting Children from Abuse and Neglect, J. Garbarino and S. H.
Stacking, (Lds.), San Francisco: Jossev-Bass. 1981, pp. 173-197; D. L. Olds,
“The Prenatal/Early Infancy Project,” m In the Begrimng. J- Belsky, (Ed.).
New York: Columbia University Press. 1982, pp. 276-85; D. L. Olds, C. R.
Henderson, R. Tatelbaum and R. Chamberhn, “Improving the Delivery of
Prenatal Care and Outcomes of Pregnancy,” Pediatrics, Vol. 77(1), January,
1986, pp. 16-28; D. L. Olds, C. R. Henderson. R. Tatelbaum and R. Cham-
berlin, “Improving the Life-Course Deselopment of Socially Disadvantaged
Parents,” unpublished report. 1986; D. L. Olds, C. R. Henderson. R. Cham-
berlin, and R Tatelbaum, “Preventng Child Abuse and Neglec.. A Random-
ized Trial of Nurse Home Visitation.” Pediatnics, Vol. 78, July 1986. pp. 65-78.
Outcome data is from the latter three repotts.

5. Sociologist Andren Abbott has written that within a ginen profession,
the highest status professionals are those who deal with issues defined by
colleagues in such a way as to reinove human complexity, while “the lowest
status professionals are those who deal with problems from which the human
complexities are not o1 cannot be removed.” See A Abbott, “Status and
Status Strain in the Professions,” Amencan Journal of Sociology, Vol. 86, 1981,
pp. 819-835.

6. Those in greatest need of services—be 1t m health care, family support
or education—tend to face the greatest barriers in the search for help.
Services tor those who need them most aie often too fragmenied and too
meager to accomplish then purpose Children's advocates succeed in expand-
ing access to medical cate. but inside the doctor s office the content of services
remains unmatched to the needs o the underseived. Extreme fiagmentation
of services and a “consistent pattern of failed connections™ were identified 1
a broad review by the Childien’s Defense Fund as the critical weaknesses m
children’s mental health scivices. Childien's pioblems and theit need for
setvices were often identified early, and someumes repeatedis. But the
services themselves seldom mate rialized Sitmilar indings of “fadled connec-
tions” emerge consistently [1or: reviews of case records of children Mlled o
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senously igured as a4 result of child abuse Tvpically the chiddhen are known
to social agencies, but the services that could prevent wagedy do not mater-
alize. Across the countiv. case workers with divect responsibiiity tor vulnera-
ble children often experience “mmpossibh large caseloads, excessne and
meaningless papervork, no tme o get to know the duldren tor whom they
make dedisions. no time to visit famihies. and no taming o deal with comlex
family problems.” (See ]. Knitzer. "Mental Health Services w0 Cluldven and
Adolescents,” .Amercan Pyychologist, Vol. 39(8). August 1981, pp. 9053-911. M.
A. Uhlig. "Manv Child-Abuse Deaths Come in Cases Where Risk Is Known.
The New York Tumes, November 9. 1987, ]. Knitzer. B. McGowan and M. L.
Allen, Chldren Wathwid Homes, Washington. D C.. Children’s Defense Fund.
1978)

7. A classic study of the factors that accounted {or finanaal survival of
rural health dintes fourd that the more laboratory tests 4 dinic provuded. as
a proportion of total se vices. tiic more hikely it was 10 become selt-sutfiaent
The more outreach services it pruvided, the more likelv it was to shut down
when grant funding came to 0n end (See R Feldman. D. M. Deitz and E. I
Brooks, “The Fmandal Viabiliv of Rural Primary Health Care Centers.”
Amencan Journal of Public Health, Vol. 68(10), October, 1978, pp. 981-987.)

Suocial welfare researchers Sheila B. Kamerman ind Altred J. Kalin arined
at the same conclusion with 1egard to social services. “There 15 no relation
between suryivai of agendes and either need or Iipact.” See 8. B. Kamzerman
and A. J. Kahn, "z Services for Childhen. Youth and Famihes,” .\
proposal to the Aniue & Casev Foundauon, New York. November, 1986)

8. Weather ), anv colleagues came o a similar conclusion after smveving
compreltensive programs for pregnani and parenung adolescents. " 1he
development aad stuvnal of tocal programs during the past decade 1s nothing
less than phenomenal considering, the obstacles they tace . .. They stand as a
tesumony to the vibrana, resouarcefulness and tespoasneness ot local ef-
forts.” The researcliers pointed out that the exemplary programs and sery-
1ces they found were exceptions, and “must mevitably remamn so m the
absence of basic policy chmges.” The difficulues at the local lesel which iust
be overcome in developing and operating good programs. and the cumber-
some strategies that muyt be devised to overcome prevalmg constramts,
“favor the development of setvices ina telativeh few fortunate (tesource-1ich
and better-served) locahues.” Thev condude by asking whether “the encous -
agement of a cottage industry 1s an appropiiate 1esponse o . . a4 serlous.
widespread social problem.” (See R Weathetly, e al., Patchwork Programs
Comprehensive Servues for Pregnant and Parenting Advlesconts. 1epoit prepated
for the U S. Public Health Service. Otfice of Populaton Affans, U.S. Depart-
went of Health and Human Services, 1983.)

9. For an excellent discussion of the weaknesses of prevathng approaches
1o evaluation researdh, and how they might be overcome. see D 1. Camipbell,
“Prublems tor the Experimenting Socety mn the Inter f ice between Evaluanon
and Service Providers,” m Amenca’s Fanuby Support P mams. Perspectices and
Prospects, S. 1.. Kagan, D. R Powell, B. Weissbourd, and E Zigler. (Fds.). New
Haven: Yale University Press. 1987.
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10. For data on dollar savings from catlv intervenuons with duldren and
families m lngh-1sk environments. see L. B. Schowt. Wathi Ouwr Reach. 1988.
In addition, for data on dollar savings fiom prenatal care. see Institute of
Medicine. Preventing Low Buthwerght. 1985, tor data on dollar savings from
family suppoits. sce estimates of Homebuilders, the Behavioral Saences
Institute. Federal Way. Washington. 1987, also W Showell. Bienmal Report of
CSD's Intensive Famaly Services, State of Oregon. 1983, for data un dollar
savings from reduction in teenage paenthood. see K. . Moore and R. F.
Werthiheimer. “leeaage Childbearing and Wellare.™ Fanvoly Plannng Peispec-
tives. 1984: for data on doilar savings from nuise home visits. see D Olds. et
al . “Improving the Delivers of Prenatal Care and Outcomes of Pregnancy.”
Pedatries. Vol. 77(1). January. 1986, pp 16-28. fo1 data on savings from Yale
day care-health care-famiv support progiams. see V. Seutz. e al.. “Effects of
Fanuly Suppott Intersenuon.” Chdd Deelopment. 1983, A. Naylor, *Child Das
Care.” Journal of Preventive Pryduatry. 1982, for savings from preschool inter-
ventions. see C. U Weber. of al . An Econonuc Analyas of the Ypsdanti Perny
Preschaol Project. 1978, also see Natonal Coaliton of Advocates for Students.
Barners to Excellence. 1935,

11 Commuttee on Economie Development. Chiddren i Need  Investment
Sthateges for the Educationally Disadvaniaged. 1987,

12, J M. Sugarman, "Head Start. .\ Retrospectine View, v Praject Head
Start - A Legacy of the War an Paverty. L Zagles and | Valenune. (Eds.). New
York: The Fiee Press. 1979, pp. 114-20

12 The dhivensainn of oheracles toidospncad anplementation of sucossful
programs in this se.tion owes much o Professor “eter B. Edehnan of the
Geergetown Unnersity Law School. who allowed me 10 make use of hrs nich
insights and observauons.

I4. H. Hedo, "The Poliial Foundanons of Anupoverts Polies.” in Fighting
Poverty. S. H. Danziger and D. H W . berg. (Eds.). Cambridge. M. Haivard
University Press, 1986. pp. 91-103.

5. Mianesota’s Early Childheod Fanuly Educaton Program provides one
exunple of how the tension between unnersal and targeted services can be
reconciled Under the umbrella of 4 state-wide. commumtv-based etfort
help patents promote healthy culd devetopment. the progiam provides
parenung education and support for evervone. but also wins mote mtensive
and compreliensie services specifically toward very hugh-tisk groups.

16. W |, Wilson. The Tiuly Duadvantaged. The Inner Caty. the Underclass. and
Public Palicy Chicago. University of Chicago Press, 1987,

17. 60% of young Ametican men wete able 10 eain enough to heep a
family of thiee out of poverts m 1973, but only 42% were m 1981, The
martiage tate of the imen mdus age group fell by hall durnmg this pernod.
Since the fongest spells of poverty for chuldien arc those tha begin with a
child bemg born mto a sngle-patent fanulv. and the most frequent loug-
lasting way out of poverty {or childien s when then mother matties. the
diop m the number of young men who earn cnough w suppott a family 15 a
crudial factor in explaining what s keepmy so many dildien in envitonments
that undermine healthy development.
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Data on earnings and maiage rates of voung men from C Johnson and
A. Sum, “Dechmimg Earnings of Young Men. hen Relaton 1o Poverts. Teen
Pregnancy and Fam.h Formavon.” Waslungton, D.C.. Cluldien’s Detense
Fund, 1987, and from Wilson's The Tiuly Disadvantaged. 1987.

Data on the number of female-headed faimhes from U.S. House ¢f Repre-
sentatives, Select Commuee on Cluldien. Youth. and Famnhes, U.S. Chddien
and Then Famuies. Washimgton. D.C., Government Printing Otfice. 1907,

Dat on escaping poverts tUnough marriage from M. | Bane and D. 'L
Ellwood. “Slipping Into and Out of Poverty: ‘he Dvnames of Spells,”
Cambridge, MA: Nauonal Buireau of Economic Research, 1983,

Data on children m poverty hom U S. Congress. Conmmmttee on Ways and
Means. Children in Poverts. Washmgton. D.C., Government Pimung Office,
1985.

18. Hete I rely extensnely on the penetraung analysis of the histoncal
roots and current dimenstons of mner citv poverts m William J. Wilson's
1987 book. The Truly Dusadvantaged

19. Dr. Comer is quoted m D. Whitman and J. Thornton "A Nauon
Apart.” U.S News and World Repart. 1986.

20. Hliat drug use and drug-elated arime mcreased at an astom<hing rate
(aboui 20-fold) between the eatly 1960s and the late 1970s (See \. M.
Nicholi, “The Nontherapeuuc Use of Psvchoactive Drugs.” The New England
Jowrnal of Medieme, Vol. 308(16). April 21, 1983, pp. 925-33.) Smee then. the
use of all illlegal diugs has deareased. except for cocame. and 1ts derivatne.
erack, The effects of dlegal commerce i diugs has had a profound mfluence
on hfe m wban slums Diug dealers seduce ever vounger clnldren
parudpate in then uade. Tor many youngsters. drug dealing seems to offer
an atractine altemname w more tedivus and less well-compensated work,
Police in New York and Detroit 1eport that cdluldien as voung as ten are using
erach. and that 13-year-olds are not onh addicted 1o aack, but are selling 1t
for a large profit. (Select Commuttee n Children. Youth and Famihes, U'S
House of Representatives, Joint Hearmg on the Crack-Cocaine Chisis, Wash-
mgton, D.C.. July 17 1986 ) Almost a third of seventh-grade students in New
York State said they had usedllegal diugs before .2y entered seventh grade
(See J. Barnabel. “State Suivey Shows Extensne irug Use Before the 7th
Grade.” The New Yok Times, 18 October 1984.) The use of dliat diugs at
mereasimigh younger ages v partucululy alarming in view of the evidence
that the age of hrst 1se of illegal diugs 15 a good predicor of later heavy
drug mvolvement (See 1. N. Robins, “The Natunal Histor, of Adolescent
Diug Use.” Amencan Journal of Publvc Health, vol. 7THT). Jubv. 1984, pp. 636—
657

21. J. P Comer. “Black Violence and Pubhc Pohav.” mv American Vwolence
and Public Policy. 1. A. Curuis, (Ed.). New Haven. Yale Unnversity Press, 1985,

22, See D. J. West and D. P rannington. Who Becomes Delinguent?. London®
Heinemann Educavonal Books. 1973,

23, S. G. Kellam. M E. Ensminger. and R J. lu ner. “Fanuly Shudwe
and the Mental Health of Chnldien.” Jrchives of General Pswchuatry, Vol 34,
September. 1977, pp. 1012-1022.
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24, W. J. Wilson, The Thuly Disadvantaged, 1987.

25. In the census tracts included 1 the Ricketts-Saw hill defimiton, more
than half of the men had worked less than 26 weeks the previous vear, more
than a third of the households recened welfare assistance. more than a thad
of men and women aged sixteen to nineteen had diopped out of school, and
57% of the families were headed by women. If one added a fifth anteron,
that at least 20% of the populauon of the census tract had income below the
poverty line, the numbers would hardly change—one would have to eliminate
only six census tracts. (See E. R, Ricketts and T V. Sawhill, “Definng and
Measunng the Underdass ™ Washington, D C.. Utban Instutute. 1986: also E.
R. Ricketts and 1. V Sawhill, “Defming and Measuring the Underdass,”

Journal of Policy Analyas and Management, Vol 7 (2) Winter 1988, pp. 316=25.
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GIVING CHILDREN A CHANCE:
WHAT ROLE COMMUNITY-BASED
PARENTING INTERVENTIONS?

Judith S. Musick
Robert Halpern

EEFFORIS 1O strengthen poor parents” ability to protec nmture and
care for their childien have long played arole in ow sodety’s attempts
to address the causes and consequences of poverts. In the carrent
context, with poverty increasingly concenn ated mm families with young
children, ety childhood parenting issues have surtaced at many
points in policy debates about reducing dependenc and improving
the life chances of poor children. For example. miuch has been made
of the obstacles to attentise and nuturant parenting poscd by too
early childbearing. But discussion of ,uch issues has not reflected the
difficulties of altering parenting capacities and styles acquired

through a lifetime experience in a particular fammlial and social
world, nor has it lequately informed by accumulating program
experience.

In this chapter. thors examine the potential of community -

based ecarly parentus, programs to influence the forces that shape
capacity for and styles of pareniing. We begin with a discussion of
why early parenting interventions scem a plausible strategy for en-
handing child development in low-income children. We then exaniine
why programs may not be working as effectnely as they should, and

Portons of this papar are based on two recent papers by Judith Musich, The first,
“Pavciological and Developmental Dimensions of Adolescent Pregnanes and Parent-
my. Ao lmenentiomst's Perspeand” was prepared tor the Rocketeller Foundauon,
Deceniber, 1987, The second, "Paraprofessionals, Parenting wid Cluld Deselopiment
Understanding the Problenis and Seckhing Solutions.” was co-authored by Trances Stott,
Ph.D., of the Enkson Insutite. It will appear 1w the forthcommyg Handbook of Larls
Intervention, S Mceiwsels and . Shonkoff (kds ), Cambrid se Univeraty Press
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what 1t would take to mahe than work more cffectivels. Finally, we
discuss the implications of our suggestions for child and family policy.

COMMUNITY-BASED EARLY PARENTING
INTERVENTIONS

The mterventions with which we are concerned are those in which
neighborhood-based agendies employ community members, <ome-
times + oncert with professionals, to provide support for disadvan-
taged parents during pregnancy and/or infancy. Components of that
support generally indude information. feedback and guidance, help
with practical problems, help with securing entitlements and services,
encouragement and emotional support. Support is provided with the
objective of promoting attentive parenting, parents’ personal imvolyve-
ment and healthy child development. Community -based early parent-
ing interventions are sometimes conceptualized as a community de-
velopment strategy, designed to build or renew mutual support
structures and resources in low-income communities. '

Three basic formats are most comiron in community-hased earhy
parenting progtams. ‘The first is the home-based program, in which
home visiting 1s the major direct service activity. The second 1s the
stand-alone group-based program, in which parent education dasses
or support groups located in @ comvenient. community-hased setting
are the major activity. The third is the neighborhood center, aeated
for the purpose of providing an array of child development and
fam oy support services to young families. Such services might in-
dude, in addition to parent support groups and/or home visiting,
devclopmental child care or respite care, health and developmental
screening, personal counseling on a range of family life issues, high
school completion classes, transportation and so forth.

The great majority of community-based catly parenting programs
are initiated by local agendies, 1esponding to perceived neighborhood
needs, with very modest, relatively short-term funding. These are
generally undertaken as service programs, athough they may docu-
ment numbers and/or charactetistics of families served. A smuall
number of state initiatives are anrently in various stages of develop-
ment, as well.? These state initiatives tvpically provide a common
funding base, some kind of mandate with 1egard to targeting, pro-
gram purposes and components, and sonmie level of technical assis-
tance. Levels and types of cvaluation activity assodiated with state
initiatives vary. Theve are, finally, @ small nuniber of national seivice
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demonstrations underwas. with networks of programs m different
parts of the counory.?

THE RATIONALE FOR EARLY PARENTING
INTERVENTIONS FOR LOW-INCOME FAMILIES

There is a great deal of consensus about what infants need in order
to grow and develop to then fullest potential. They need protection
from physical and psychological harm, adequate nourishment and at
least one spedal, responsive adult, to whom they can become at-
tached. and who will act as gurde and mediator hetween them and
the world. As infamts develop, their experience of the world, as
stiuctured and mediated by that spedial adult and others, begins to
shape in them a sense of who they are, what they can do and what
the world is like.! The devastating effect of poverty is not only that it
divectly and dnonically dneatens mfants” physical well-being from
the time they are conceived, it also undermines the aapadity and
resources of thein parents to protect, nuerture and guide them.

The effects of poveras are by no means uniforn: even in the
poorest of conumunities some parents dare able to rear then childien
in competence-enhancing ways.” Such parents function to mitigate o
butfer negative effeats of the envivonment for thein children. They
provide consistency and predicabilinn in an unpredictable physical
and social world, They exploit positive community  supports like
churches and seli-help groups 1o their follea, protecing and -
ing their childien’s snengths, enabling their ¢hildren to ni ¢ the
best possible use of whatever the conmunity and wider sola has to
offer. Such parents are able to do this latgely because of the greater
pssehological 1esources they possess. Although these parents” actual
life chrcumistances and matenal resousrces mav be no betier than those
of parents who are less protective and enabling, thes are much less
likely to have a sense of hopelessness or powetlessne

But for growing numbess of young, low-income adults, obstadles to
attentive parenting posed by pervasively stiesstul living conditions,
and Lack of adequate support from entitlements or services for basie
needs, are compounded In snuggles for thein own personal develop-
nment, lack of personal 1esources and informal support systens whose
tosts can at times outweigh thein benefits.” Feelings of powerlessness,
futility and limited life options inaeasingly accompany the expeti-
ence of poverty, and these feelings hrame the world-view that an
inaeasing proportion of low-income parents communicate 16 thei
children from buth. A majority of parents of infants conceived and
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born in poverty were themselves reared in poverty, personally expe-
riencing its physical and psychological injuries. Low-income parents
are dispreportionately likely to have experienced broken attachments,
neglect, even abuse as children, and to bring the residue of such
experiences to their own parenting. The chronic stress associated

with lack of stability and margin for error in almost c.very area of

familv life can drain physical and emotional energies, leaving few
resources for attending to children’s development needs. Compound-
ing all these factors, low-income parents are disproportionately likely
to be extremely young and unmarried when thev begin parenting,
and thus unable to draw on either personal maturity or marital
supports in adjusting to the new and changing demands for parent-
ing.

The family histories and psycho-social backgrounds of the mos
troubled young parents served by comm tmity-based parenting pro-
grams include such variables as absence o or consistent father
surrogates; frequent separations and’or ir.adeqaate ninturing from
their own young. distressed mothers: manv sbiings sharing the moth-
er’s limited resources: premature, inappropriate assumptior of adult
responsibilities at the cost of personal development: exposure to
violence, disorganization and unpredictability ; sexual and,or physical
abuse; lack of education and basic skills to bolster self-confidence and
provide alternatnes to early parenthood: and a gnawing hunger for
atfection, affiliation and the meeting of unmet dependency needs.

Such formative experiences require psychological accommodations
that may be adaptine in the short-run. but all too frequently have
long-term costs—for oneself, and Jater, for one’s children. Thus, for
example, a mother who herself “learned” as a child that too much
cunosity and assertiveness brought negative consequences from par-
ents or public authorities, may be more sensitive to the rishs than to
the developmental purposes of such behavior. Or, she may be unable
to tolerate her child’s normat developmental need for independence,
because it feels too much like the abandonment she experienced
when her own mother periodically and unpredictably disappeared
from her life. Personal history from childhood and adolescence forms
the sub-structure which underlies later skills, attitudes and emotions
about one's children, and about one's role as a caregiving partner in
a reciprocal relationship.

Early parenting interventions obvioush cannot provide as powerful
and continuing an influence on parenting as that provided by per-
sonal history and life situation. Intervening to strengthen the early
parenting that low-income children receive. without attending as well
to the social, institutional and economic context shaping that earhy
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parenting, is both practically and ethically dubious. Nevertheless.
within a context of the range of basic support efforts. early parenting
interventions should be able to identifv the environmental stresses
and resource deficits impinging on childbearing in a particular fam-
ily, and, over time, the personal issues (such as those around depend-
ence and mndependence) shaping parenting capacities and styvles.
These interventions should be able to help parents become more
conscious that they are re! iting to the world and raising their children
in particular ways. for particular reasons. Such interventions should
then be able to introduce. and provide the pssychological support
necessary to risk new wavs of parenting. and new wavs of coping.
problem-solving and using available resources to meet family needs.

BARRIERS TO EFFECTIVE
PARENTING INTERVENTIONS
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Although early parer.ting interventions should be able to introduce
and provide the support necessary for risking new ways of parenting.
coping and growing. the authors’ personal experience with such
programs generally suggests a number of mterrelated obstacles to

achiev ing these objectives. These obstacles include:

!

¢ the difficulty of balancing attention among families” basic survi-
vial needs. parents’ personal needs. the parent-child relationship
and children’s development needs:

e even when parenting is addressed. a tendency to under-estimate
the complexits of parenting behavior and its determinants:

e scarcity of staff with the necessary shills to identifs and address
parenting issues salient to particular families: and

e implementation conditions that make it ditficult to build and
maintain program capacities to overcome other obstacles.

DIFFICULTY OF BALANCING PROGRAM EMPHASIS

When a program enters the life of a young. low-income family . it is
both ethically and practically necessary to attend to the variety of
needs that present themsebves. These may include lack of basic
resources such as housing. medical services or tood. as well as the
need for personal support around family and other crises. Parents
cannot attend adequately to their children’s developmental needs
when they must expend most of their energy simply surviving. But.
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while it is difficult to hold at bay the stiess created by resource-scarce
family and community emvironments that act as barriers to mirturant
parenting, it is nonetheless essential to address parents’ responsibili-
ties to and relationships with their children. if the (hildren are 1o
thrive.

While attending to the deveiopmental needs of all young children
should be a high priority in both the public and private spheres of
American life, attending to the needs of children in high-risk life
situations is especially eritical. For these children there are rarely
compensating forees at work in the care_iving environment to buffer
them against specific threats to healthy development. If programs
delay addressing children’s developmental needs until other dimen-
sions of family life have been fully addressed. precious time and
opportunities will have been wasted. Once wasted, thev often cannot
be regained. The home visitor who spends all her time attempting to
resolve a parent’s current personal or f ,ancial crisis may fail to
observe and intervene in parent-child ditficulties until they hae
escalated to less manageable levels. or may even fail to notice a
developmertal difficulty in a child that could be greatly alleviated if
that child received early diagnosis and treatment.

While the challenges of balancing the needs of parent and child
may be formidable, they are not insurmonntable. 1o take a common
example, if ateen mother puts her energies into getting back on track
in terms of school or work, without also taking special care to spend
time with her child in growth-facilitating wavs. and if that child is
subsequently neglected as the mother pursues her immediate goals,
then the mother’s growth will ultimately be at her child's expense.
Further. shie will be robbed of the opportunity to develop as a parent,
to fulfill the tasks of a critical and valued human role. An intervention
program’s function, it’s very purpose, must be to encourage and
facilitate the development of both parent and child, and to help the
parent balance her own needs with those of her child.

Helping parents to return to school. to understand and interact
more maturely with their families, to train for, and obtain jobs are all
dearly important intervention functions. All provide parents with
necessary shills, improved self-esteem and relief from undue stress.
thus enabling them to cope with their children better. However, a
growing proportion of poor families need more than this it we expect
to reduce environmental tisk for their children. Such families require
intervention services which are targeted duedtly at atfecting parenting
practices, and at ideniifying children in need of spedialized services
as early as possible. These parenting and child-focused serviees will
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also have to be more firmly rooted in knowledge of child development
and parent-child relationships than is presently the case.

UNDERESTIMATING THE COMPLEXITY OF
PARENTING AND ITS DETERMINANTS

A second common obstade to supporting low-income parents 2ffec-
tively i their childbearing roles is lack of appreciation for the
complexity of parenting and its determinates and the difficulty of
changing the caregiving environment. This does not mean returning
to the victim-blaming strategies of the 1960s in which educational
psychologists designed programs to “teach™ low-inc »me mothers how
to be better teachers to their young children, in order to prevent
“retarded” cognitive and linguistic development.* It does mean, how-
ever, that intervention emphases and expectations must take into
account the residual effects of cumulative physical, social and psycho-
logical insults that accompany poverty. It means taking account as
well of current psychosocial forces which pull the young adult i
developmental directions that may be immediately adaptive but ulu-
mately destructive. Finally “. means taking seriously the notion that
parents’ own past and current experiences in being cared for them-
selves will have a profound effect on how they care for others.

Parenting is a “relationship with a history™—a way of interacting
with, nurturing and guiding a young, and initially dependent, human
being. that is derived to a significant degree from a history of being
related to in particular ways. As such. parenting cannot be “learned”
in the sume way one learns an academic discipline. Nor can it be the
result of the kinds of training required for vocational competence. It
is not a skill learned as one learns to cook, or to drive a car. This
would appear to be self-evident; yet, many early intervention pro-
grams seem to be predicated on the notion of parenting as analogous
to a job: thatis, as something that can be taught, or re-taught if it bas
not been “learned” well initially. It is important for us to design
interventions that draw on what we know (which is stll far from
enough) about the process by which capacity for parenting develops.
An example of this is illustrative.

Several years ago, staff at the Ounce of Prevention Fund in Hlinois
began to take a doser look at the causes and effects of childhood
sexual victimization. This was in response to repeated disclosures of
sexual abuse among program participants, almost all of whom are
adolescent mothers of infants and young children. in order to gain a
better understanding of the scope of the problem, a survey of the
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prevalence of sexual vidtimization among pregnant and parenting
adolescents was conducted at about half the Fund programis across
the state. The findings from this study were very sobering. Of almost
500 mothers taking part in the study. some three-fifths had experi-
enced sexual victimization, with about two-thirds of the victims having
been abused on multiple occasions and/or by multiple perpetrators.
The average age at first occurrence was 11 and a half years, and while
many young wornen had been abused early in life, abuse was most
common during the middle school and early adolescent years.”

Most of the young women volunteered comments at various points
throughout the structured questionnaire. Anyone doubting the de-
velopmental harm or psychological pain that results from such ex-
ploitation should read some of these comments—the wounds remain
raw, even jears later Shame and grief extend beyond the victims
themselves to sisters or other intimates who knew it was happening,
yet felt helpless to stop it. These are the wounds that these young
women carry with them when they become parents.

When a girl has been unprotected in her family of origin, and
socialized (prematurely and inappropriately) into sexuality through
coercion, we should not be surprised if later, when she herself
becomes a parent, she feels helpless and unable to exert control over
that aspect of the lives of her children. The capacity to protect oneself
and one’s children is derived from the experience of having been
cared for by others, of having a body (and mind) that has been
protected from violation by concerned and nurturing caregivers. The
diminished sense of personal worth and efficacy that characterize
many former victims is manifested in their inability to protect their
own young children (boys as well as girls) from harm at the hands of
the boyfriends, sitters, o1 other temporary surrogate fathers who pass
in and out of their lives.

When asked what they thought they could do to protect their own
children from such experiences, a nunber of respondents in the
study expressed fatalism or futility in regar to their ability to prevent
such occurrences. These responses afford us the opportunity to sce
how pathological patterns of interaction and failures of protection |
are passed from one generation to the next. |

“I don't know of any ways to protect my children because it can
happen anywhere.”

... “but only time will tell.”

“ain’t nothing I can do.”

In other words, the “unprotected™ young children of many of the
adolescent mothers interviewed were a group at very high risk for
abuse themselves.
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In order to strengthen the capacity of young adolescent mothers to
protect their very young, vulnerable children from sexual abuse, the
Ounce of Prevention Fund developed Heart-to-Heart, an intensive,
clinically informed program component. This ten-week intervention
has been incorporated in ongoing parent support programs. It is
specifically designed to help break the code of silence and secrecy
that imprisons so many forner victims in the pain of their past,
predisposing them to pass this on to their children. In Heart-to-
Heart, adolescent mothers are educated about the incidence, causes
and effects of child sexual abuse within a supportive atmosphere
which encourages their coming to terms with their own abusive
experiences. Once provided with this opportunity, young mothers
seem more open to learning and using specific strategies for protect-
ing their children. Communities are also inade aware of the problem
of child sexual abuse and of the appropriate resources required to
solve the problem on an individual and community-wide basis.!®

Such an approach to the design of intervention strategies is based
on a notion of childrearing as a complex process strongly affected by
the psycholegical history and current resources a person brings to
the role of parent. Thus, interventions must often be more than
educative or supportive, they must be healing as well. While it may be
appealing to believe that a non-deficit approach which “builds on
parents’ strengths,” “promotes parenting skills,” or “educates par-
ents” will be sufficient to break dysfunctional parenting patterns, in
truth it may not. In some, perhaps a good many instances, we must
first undo damage already done before we can begin to promote skills
o1 educate parents. Strengths must be built in before they can be built
on.

Those who design, staff and evaluate these programs must begin
to take this issue more seriously than has been the case until this time.
This does not mean that traditional psychotherapeutic treatment
must somehow automatically be provided to all high-risk parents—
that is not the point. Rather, it means that programs need to make
use of clinical and research knowledge about how .nd why a child's
deielopment can get off track, and about how and why parents can
be helped to grow in regard to those areas directly related to their
capacities to nurture and guide children.

STAFF QUALIFICATIONS AND TRAINING

If changing the early caregiving environment involves changing
the parent, this can best be accomplished in the context of a relation-
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ship withi the parent. Where issues revolve around relationships, the
principal change agents are not just the methods or curricula, they
are other people who use them. It is these people, and the quality of
the relationships they are able to establish and sustain, that will be the
critical elements in any intervention. These relationships provide the
scaffolds for affirming, and as necessary, building or re-building
parenting strengths. Most community-based early parenting interven-
tions are staffed at the direct service level by either trained para-
professionals from the community or by social work/counseling
professionals. Although these service providers may have had expe-
rience with adults or adolescents, they sometimes have had little
education, training or work experience related to infant and early
childhood development and early parenting.

Many service providers, especially paraprofessionals (or, as they
are often called, lay helpers) were themselves struggling young moth-
ers in the not too distant past. They may be too closely identified with
the young parents they see, and feel uncomfortable about how well
they themselves managed the tasks of motherhood when their own
children were little. The effort they may have exerted to pull them-
selves out of poverty, often with little or no support from near or
extended kin, may have taken its toll on their chpacity for being
enabling of their own children. Or, negative self-images established
during these service providers' own childhoods may remain in spite
of success experiences. The irternalized residue of these formative
experiences often prevents family workers from “seeing” potentially
serious problems, in the children themselves, in the parent-child
relationship or in the patterns of child rearing. Limitations such as
these pose a very real challenge for intervention programs.

How can we promote optimal development in children at risk, if we
cannot meaningfully affect the childrearing environment? How can
we foster positive change if service providers, the potential agents of
such change, are not adquately prepared for their job? One way,
perhaps the only realistic way, is to change that service provider,
transforming the way she views and understands parents, children
and parent-child relationships. The Ounce of Prevention Fund's
Developmental Program illustrates one strategy being employed to
promote such change.

In 1986 the Fund made the decision to begin providing both
traditional developmental screening and on-going observation of the
parent-child (and, in many cases, grand parent-child) relationship for
all of the children born to adolescent parents in the programs it
administers. The creation of the Developmental Program, as it has
come to be called, grew out of a recognition of the need for direct
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service staff to have useful techniques for understanding and assess-
ing both children’s cognitive and socio-emotional development and
the parent-child relationship, and to feel more comfortable entering
that relationship in their work with fanilies.

The entire traming protocol has been structured to model the
kinds of observant, interactive roles Fund supervisors expect staff to
fulfill vis-4-vis the parents, who will then, it is hoped, come to behave
in similar ways with their children. Staff training includes ob . rvation
of parents and childien (using a structured observation guide), mod-
eling, and supervised hands-on experiences in both assessment and
intervention. Both didactic and interactive components have been
included. Each nourishes the other and brings about a synergistic
experience for the provider/trainee. Such training experiences have
resulted in staff gaining a better understanding of their abilities as
change agents, as well as their limitations in facilitating change.

Training 1s designed to help service providers make empathetic
connections with parents as well as children. For example, staff
trainers emphasize that pointing out a parents strengths or skills,
instead of ignoring or criticizing, is a key step in building a strong
relationship. In addition, measures of child temperament (albeit
rudimentary ones) have been included in the parent-child observation
guide because of their usefulness in helping staff become more
sensitive to individual differences among children, and to stimulate
them to think about what such differences may mean to parents."

The training also has been designed to foster a sense of comfort
even with such “touchy” topics as discipline. Thus, for example, home
visitors trained in the Developmental Program appear to be better
able to set limits when they observe teen parents cruelly teasing,
shaking or slapping their young children for no apparent reason.
Now home visitors propose and model alternatives that are more
firmly grounded in their empathy as well as in their knowledge of
both parent and child.

The Developmental Program seeks to create a chain of enablement
which fosters positive growth in paraprofessional staft, so that they in
turn can foster such growth in teen parents. This method of training
paraprofessionals to focus on the teen as a parent is designed to result
ultimately in more enabling and nurturing parenting through a
structured, well-planned “trickle down” effect. Will these “deeper”
patterns of intervention have a meaningful effect on childrearing
attitudes and behaviors? Preliminary assessments indicate that they
will, for a sizable number of parents. Will these shifts in parenting
attitudes and behaviors then have measurable effects on developmen-
tal outcomes for the children? We will have to wait and see. One can
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observe however, that the nature of the interaction between parents
and children begins to change as providers change.

THE CONDITIONS OF IMPLEMENTATION

Thus far we have focused on the kinds of program emphases and
staff training required to have a significant influence on childrearing
n mulupl\ -stressed young families. These specific dimensions of
parenting programs have to be embedded in broader “implementa-
tion conditions™ that do not undermine skillful, focused parenting
work. But more often than those of us in the field would like to
acknownledge. the very programs purporting to prevent or remediate
problems of poor children mirror the unpredictability of the lives of
the families served.

This unpredictability has many causes. One is a lack of clarity about
whom the program is trying to reach. and toward wliat ends. 'Too
often. programs are driven by global premises about families’ needs
for support that do not provide adequate specification about who
needs what kinds of support. and therefore do not provide adequate
bases for shaping program design and monitoring implementation
progress. Morcover, attention to targeting and change objectives has
to be ongoing. It is in the nature of community-based parenting
programs that their sense of purpose and suategy become refined
with experience in the field.

A second problem is lack of adequate attention to the critical role
supervision plays in supporting family worker development and per -
formance. Too often supervision of family workers 10le performance,
and nurturance of their personal growth and development, are un-
dermined by the wvariety of externally-focused responsibilities that
many supervisors have to assume. These may include not just raising
budgets, but attending to admmistrative details, public relations and
program documentation dactivities. It is important for program direc-
tors and superypors to protect the most important function of their
role: providing family workers an authoritative voice to educate,
guide and interpret, and a nurturant voice to affirm their value as
people, and the value of what they are doing.

In & different vein, the environments of community-based parent-
ing programs too often are adult-focused, and do not provide physi-
cal settings for or direct programmatic attention to children. A setting
and program design that are child-focused as well as adult-focused
can provide developmentally rich experiences for children and an
opportunity for parents to observe new or different patteins of adult-
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child interaction; and they can genervally serve to focus program
attention on children’s developmental needs.

Funding patterns m community-based parenting programs are a
major source of the unpredictability and unevenness characterizing
the conditions of implementation, Insecurity and lack of long-term
funding interact with the mercurial nature of funding “fashion™ to
keep agency and program direcors in a constant state of anxious
fund-seeking. Rather than being able to attend to the organization
and substanee of their programs, induding such critical domains as
staft training and supervision, senior level staff often spend the
majority of their time writing grant proposals. This they must do in
order to eapitalize on the latest source of funding, for the latest social
problem—drug abuse o1 delinquency prevention, child abuse, or teen
pregnancy reduction strategies.

Just as a program is getting settled with one set of goals and
program components. the funding base changes and it must accom-
modate. Frequently these changes are slight, more of emphasis than
of actual form. Nevertheless, the changes are unsettling, for staft and
participants alike. They build on the ever-present state of insecurity
experienced by staff, espedally community-based paraprofessional
staff, whose fear of losing their (often newly acquined) jobs under-
mines the attention they can give to their work. When upper level
staff spend all thenr time and energy looking for financial resowmnees,
this 1s conveyed all too dearly 1o lower level staft: they, in twrn, spend
all their time worrying about financial resourees, and once again poor
parents and their children are short-changed.

A more substantial and sustained funding commitment would be a
eritically important fust step towards strengthening these programs.
To begin with, it would result in more adequately compensated and
highly motivated staff, particularly at the direct service level. More
secure funding would also go a long way towards helping programs
to set up and institutionalize systems of training, supervision and
standards of program performance, Beyond this, it would provide
the basis to allocate fands for the creation of physical environments
that are more child-oriented, and more conducive to fostering healths
parent-child relationships. Increased and longer-term funding could
meresse the ability of these programs to provide an integrated.
coherent package of family support services.

Finally. the general level of implementation in this field of practice
is constrained by a critical problem often called the "demonstration-
dilution™ effect. Although there have been a number of exemplary
model programs for poo families, once the experimental or demon-
stration phase is over, these programs hequently experience rapid
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and significant declines in qualits. The promise of these programs is
left amfulfilled as theyv move from the optimal conditions of the
demonstration phase—greater funding, smaeller target populations,
highly skilled professional level staff. at least in supervisory positions.,
quality health care. developmental day care., and well organized edu-
cational or vocational programs, etc.—to the replication, or ever vday,

business-as-usual phase. Without the media spotlight, o1 sdientific
interest, programs can thin out, and hecome less focsed. more leesses
Jaire. The program may contimie to exist, but the spirit. and conse-
quently the substanee, has been evoded.

Together., these implementation problems can make a program so
fragile that it collapses if it loses a kev person. Or. if it does not
actually close its doors, it may go through such a protracted period of
chaos and disorganization that a vear or more goes by before it is
back on track. "That time lost can be very sad and very serious for
high-risk infants and thein parents. Further, these limitations inteact
with, and exacerbate. the failures to deal actively with child develop-
ment and parenting. the most ¢sitical obstacle to suceessful prograni-
ming. Parents, espedially motivated parents, may make excellent use
of the resources available in these programs, especially peer support,
from caring people who lister to their ttoubles and help them sean e
basic enditlements and services. It is not hard to see. however, that
their children can remain virtwally intouched. Phis is itonic. consid-
ering that the stated purpose of most of these programs is to promote
the chddren’s development and o improve thein chanses for a better
life.

In sum, improved funaioning of parents is clearlv recessary. b it
is far from sufficient to significntly alter the futine and life Ciances
of poor children. Comnumin-based programs mast ve encomaged,
and then assisted in thein efforts to develop intenventions with .1 ¢ oss-
generational foous: those which addiess in an integrated fashion
voung parents’ own psycho-sodal and developmental needs, their
future as potentially productive adults. and their respunsibilities as
parents.

It may be convenient to put off, o1 wke lightlv this <harge because
of the presumption that parennng problens wouldn't exist if st -
tural or sodietal level supporis such as those related to employment
were greater. Such an approach, however, is shortsighted. Self-
sufficiency is intimately tied to ones psychological resomces: one's
mental health and internalized expectations of self and of the world.
The foundation of these 1esomees is laid within the family, and
rooted in its carlv caregiver-child interactions. In the absence of 4
solid foundation today, the ¢hild will not be able o make use of
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i eased educational or work opportunities tomonow dining his o1
her adolescence and adulthoosd no matier how potentially benefiaal
these opportunities may appear from our vantage point.

EARLY PARENTING INTERVENTIONS AND BROADER
SOCIAL POLICY GOALS

We have argued that parents’ capadities to dare for, guide and
soctalize their children in competence-fostering ways are linked both
to adequacy of basic material resomees and to a duster of personal
traits best desaribed as psychological resources. Psvehological re-
sources shape parents’ responses to chironic stress and hardship. They
determine how parents interpret the world and mahe it meaningful
1o their children. A parent who feels efhcacions, and who can sepa-
rate her owna eeds from those of her children, can allow and enable
her children 1o go beyond where she lus gone before. This enabling
process cannot be ignored in public policies that seek to nuprove the
lives of poor children.

Because there is such a scarcity of structaral supports to cashion
disadvantaged childien and aigment what the parent provides, and
because there are so many threats to developmental integrits, the
parenting role and functons assisme even greaten significance. It is
itonic that in order to help their children get a good start, and niove
ot of poverty without the supports awailable to more advantaged
parents, poor parents need to hase not just average, but better than
average psyehological resources.,

Fven were there suddenly to be better schools, bette, health e
and greater opportunities for emplovinent, it would still take time to
undo past damage. the effects of parentally mediated experiences
may last for generations. When one reads about the multi-genceia-
tional effedts of the Great Depression,™ for example, one sces the
nanete of the expedtation that interventions, even those imwolving
changes on the sacietal level, can undo in one generation the perni-
dous elfedts of past deprivations. Even when conditions impove, s
they did for those who lived through the Great Depression, even
when children’s lives are objectively better than were then pareis,
the negative psychological effects mas sl remain. hey inhere now
within the family and its of {spring.

But the conditions are not onlv not improving for many childien
conceived and born in poverty, they are worsening.t* H such childien
are 10 have a chance, their parents must have inteinal strengths as
well as external supports. In families in which such stiengths have
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been gradually undermined, there will be no shortcuts to individual
work to stiengthen capacities and aspirations; for personal develop-
ment, parenting and healthy family formation. Most importantly,
parenting cannot be treated as 2 secondary concern, ene which is
addressed only when there has been a failure to prevent it, or when
the child-parent relationship has become problematic.

FINPING A PLACE FOR PARENTING ISSUES IN THE
POVERTY POLICY DEBATE

Parenting issues are implicit in the most frequently articulated
policy goals for young families experiencing posverty, notably those
goals related to reduction of welfare dependency, and improving the
educability and school success of low-income children. Improved
parenting is brought into the policy debate periodically, sometimes in
relation to the former of these two goals, sometimes in relation to the
latter. But it is usually dealt with in a singularly simplistic manner,
with only modest appreciation for the complexities of the parenting
process. Moreover, to the extent that supporting and strengthening
parenting in poor families is articulated at all as a policy goal, it is
articulated with a sense of ambivalence about rationale and purpose
that makes it difficult to pursue.

In part, our inability to develop a coherent strategy for supporting
parenting in low-income families is due to our as vet unresolved
ambivalence about the causes of poverty, public responsibility for
children and families and the appropriate conditions for intervention
into family life. This ambivalence frequently puts those who shape
the mandates and approaches of parenting programs for young
families, and those who actually provide services to those families, in
a difficult position. Early parenting interventions cannot provide
economically disadvantaged parents with critical formative experi-
ences that their first 17, 18 or 19 years all too frequently failed to
provide. Basic feelings of trust, competence and capacity to empa-
thize with the needs of young children are acquired within the matrix
of the family, and cannot easily be altered. Unfortunately, early
parenting interventions too often are expected to compensate for
those foundations of healthy adulthood and parenthood that are
optimally acquired naturally. Further, they are expected to bring
about basic changes for which there is sometimes little support m the
current environment of the voung parent.!!

The fact that parenting is rarely considered as a critical element in
the personal development and identify formation of the parent him
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or herself further constrains our ability to develop a coherent set of
policies directed toward that adult role. But even when it occurs
under far from optimal circumstances, having a ¢hild represents (at
least for the moment) the potential for something different in one’s
life. This potential must be acknowledged and responded to in the
larger framework of a young adult’s life situation. All too often
however, early childbearing is viewed unidimensionally, in relation to
other adolescent or young adult tasks that are suddenly made more
complicated, or to risks created for the next generation. From such a
perspective, early parenting intervention is doomed to appear an
unsuie strategy. It must seem a very indirect strategy to those who
view basic societal change—in economic structures. culture, housing
patterns, prejudices—as the only approach likely to reduce poverty
and dependency, and enhance poor children’s life chances.
Certainly, supporting and sirengthening parenting is only a piece
of a much more complex puzse that includes prevention of too early
childbearing, psyvchological and educational preparation of young
adults for decent jobs i a decent labor market, and provisions of
basic family supports, incdluding health care and child care to low and
moderate-incoms working families. It is. however, a far more critical

and integral piece of the puzzle than is reflected in most current
policy debate.
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APPENDIX
INVESTING IN PREVENTION:
TOMORROW’S LEADERS AwD THE
PROBLEM OF POVERTY

Report of a Study Conducted for the
Center for National Policy by
Peter D. Hart

THIS REPORI presents the results of four meetings conducted under
a grant from the Primerica Foundation.

The first meeting took place in Philadelphia on December 12,
1987 the second, in Los Angeles on January 28, 1988; the thiid, in
Atlanta on Aprit 27, 1988; and the fourth in Chicago on June 8, 1988.
At each session. ten high-level business executives (mest under age
40) who are or will likely be part of America’s business leadership
participated in two-hour discussions moderated by Peter Hart.

This project was undertaken on the premise that the cooperation
of the baby boom generation of corporate and community leadership
is key to establishing a broad base of public support for any significant
new efforts to reduce poverty. In particular, it was felt that the
problems of poverty-stricken children. and government efforts to
mitigate those problems. might be a natural area of concern for this
group of individuals who are likely to have their own voung children.
In addition, since corporate support for, and imvohement in the
problems of poor children has been impoertant in sustaining national
assistance efforts, it was necessary to determine whether the next
generation of corporate leaders shares the views of those who have
led the cause during the past year or two.

The Center for National Policy developed a procedure for identi-
fying target groups of respondents in Philadelphia, Los Angeles,
Adanta and Chicago. In each case, published sources were used, as
well as contacts already established by the Center through its ongoing
progiams Public wticials of both major political parties were involved
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in the process. so that a range of views and auitudes might be
represented.

A prestigious site was selected for each discussion, and a formal
letter and printed invitation were sent 1o potential participants. Sen-
ator Edmund S. Muskie. chairman of the Center, signed three of the
letters with local co-signers who are well-known in their communities;
a fourth letter went from a single corporate leader.

Peter Hart, the leader of the discussions. is recognized as one of
the leading analysts of public opinion in the United States.

Mr. Hart has represented more than 35 U.S. Senators and 30
governors, and has conducted polls in every state but one.

Though best known for his work in the political realm, Mr. Hart
has undertaken important studies of the media, economic develop-
ment. violence in America, non-voting and public attitudes toward
early childhood health issues. In addition, Mr. Hart recenth comn-
pleted a landmark study of the baby-boom generation for Rolling
Stone magazine. Mr. Hart is widely recognized for his creative and
izsightful approach to focus group research.

The program for the session was divided into three parts. First,
there was a wide-ranging general discussion of concerns and prob-
lems that participants feel are facing the country. This part of the
discussion also sought views about the general effectiveness of govern-
ment programs: perceptions about what had been done well and what
has been done poorly. Further, some effort was made to explore the
extent to which participants intuitively see poverty as a problem, and
1o identify their perceptions of its causes.

The second part of the program, conducted over dinner, was a
briefing by an expert. These briefings combined a presentation of
statistics about poverty and a discussion of the effects of different
government programs. An effort was made to focus on programs
aimed at very young children, although these were not the sole focus.

Finally, the focus group participants were again asked to discuss
the issue among themselves.

The report is divided into four sections: the first two present a
summary and overview of the principal findings; the third elaborates
on those results; and the fourth contains representative verbatim
remarks of the panelists. The outline used to direct the discussion is
appended.

SUMMARY OF KEY FINDINGS

1. These lghly articulate, thought/ul and successful young leaders express
a deep waderlying concern ahout the future of the country. In particular,
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they tend to worry about the long-term future of the U.S. economy
and its performance in relation to the economies of other nations.

They do not appear to link this concern automatically with what
they see as the problems of poverty: homelessness, poor schools and
inadequs : job readiness.

In general, whatever their political background, the pasticipants
initially seem to view poverty as separate from their own lives—as a
community issue, certainly, but one that is mostly set apart from
business, family or personal interests.

II. When asked to discuss government programs that have worked well
in the past, several participants mention the Apollo space program and
associate it with President Kennedy. A few also speak of the Head
Start project, and some cite the WIC program. By and large, though,
these participants share the skepticism about the effectiveness of
government programs that is prevalent among baby boom generation
individuals of all income levels and backgrounds. However, they are
much more likely than general poll respondents to discuss programs
systematically. They rarely use anecdotes to illustrate their points,
and generally seem very well-informed about the structure and details
of job training and other anti-poverty programs.

There was relatively Jittle discussion about macro-economic policy.
It seems as if these participants (again. irrespective of political affilia-
tion) assume the existence of a serious structural unemployment
problem, and see it as the principal symptom of an intractable poverty
problem in the U.S.—intractable because programmatic solutions are
ineffective.

HY. When presented with data that detail the extent of poverty, particularly
among children, and with evidence about effective programs, participants
appear to shifl therr feelings on the issue of poverty from low gear into high.
There is a perceptible increase in the emotional content of the post-
presentation discussion sessions. For some, the information height-
ened a sense of hopelessness—especially among participants in one
session that emphasized data on the extent of the problem. For others,
probably the majority, the presentations appear to provide a reason
to care more about finding workable solutions. The prospect of some
success seems to engender a greater motivation to try, as well as a
greater sense of personal involvement in the outcome of the effort.

IV, By the end of the sesstons, these young leaders had integrated what must
be done with how best to use public and private resources. Most express
support for government attention to the problem of poverty. Go-ern-
ment is seen as the right institution to provide leadership and financ.ng, while
non-government entities {or, 1 some cases, local government) are viewed as
the preferred service providers. These preferences differ somewhat ac-
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cording to the political .iews of the individual, but there is general
agreement overall.

By and large, the participants were members of the private sector.
although many of them express strong public values and concerns.
They have much stronge- faith in the performance of the private sector;
however, they do not see the private sector contributing to public
objectives without a push, pull or an assist from the government.

V. After working through the issue. many of the participants
appear to draw a correlation between Lealth and education programs
for young children, on the one hand, and the long-term issues of job
readiness, educational success and economic well-being on the other.
In all of the groups, there is a strong tendency to make day care
programs the logical focal point for bringing together the long-range
objective of helping children do better developmentally with the short
term goal of helping poor adolescents and young adults find and
keep jobs.

OVERVIEW

The basic challenge is to develop a comprehensive approach that
enables young business leaders to deal with issues of the underclass
in the United States. Methods must be found both to inform and to
involve these executives, encouraging their input on feasible solutions
and their active participation in the implementation of various pro-
grams. As noted earlier, most of the focus group members seemed
not to have previously thought extensively about the 1ssues that were
raised: many lacked a comprehensive view of the causes and conse-
quences of poverty, and must were unaware of the range of possible
overall solutions.

Nonetheless, these young leaders are able to provide valuable
suggestions when isolated problems are raised. They discuss their
opinions concerning the origins of and potential cures for poverty,
and are familiar with the variety of people who make up the poverty
ranks, such as single teenage mothers, mental patients prematurely
released from institutions and members of the working and middle
classes who have lost their jobs and fallen through holes in the safety
net. Many of the leaders we spoke with demonstrate their compassion
when they speak of what their companies and they as individuals do
to try and make a difference in people’s lives; several sponsor high
school “adoption” programs and fund scholarships for needy stu-
dents. Although at present providing individual charity or scholar-
ship aid is the route these leaders have chosen, a two-fold challenge
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emerges from these sessions: to persuade our young business leaders
to acknowledge the relationship between poverty and themr businesses,
and to recognize the importance of establishing a public and private
partnership to work out solutions to the problems of poverty. If
informed, these leaders will respond to a comprehensive strategy
aimed at the underclass. ’

The key to communicating effectively with business leaders on
issues of the poor is in understanding their perceptions about the
origins of poverty. We see two conflicting perspectives. The maiority
contend that the underclass springs from a lack of education, practi-
cal job training or good role models; they believe that the people in
the lowest economic sphere would be able to improve their standard
of living if they were given the tools and training to meet the current
needs of the work force. The leaders who hold this opinion are more
likely to view the poor with compassion. Leaders arguing the less
prevalent view believe that people are responsible for their own
welfare: if they cannot support themselves, it is because of personal
failure or character flaw. These leaders will be persuaded less by
compassion and more by practical and fiscal considerations.

As the discussions with the business leaders progressed, and as
respondents began to consider their potential role in solving the
problems of the underclass, they became less apt to consider corpo-
rate answers and more hkely to focus on governmental solutions.
Participants do feel they can assist in implementing change, and that
the business community’s approval and support is critical to the
successful implementation of any comprehensive policy of change.
However, these executives acknowledge that their own corporations
do not currently make a connection between their corporate health
and the probleins of the underclass.

The majority of our young leaders say that the business community
does not see a relationship between its own bottom line and those
who hive below the poverty level, although a few say that some
corporations are beginning to recognize that the existence of an
underclass will, in the future, harin them. These business leaders
worry primarily about the growth of the underclass, sensing that if it
expands, the future could hold bad uews for business. It is important,
therefore, that the business community be educated about the critical
nawre of the situation that already exists.

After hearing the dinner speaker’s statistics, most participants
express alarmn at what they learned and seem more inclined to act.
They are also more willing, after listening to stories of public pro-
grams that have succeeded in changing peoples’ hives, to acknowledge
the programs’ validity and even to relate success stories of their own.
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If these leaders are given greater knowledge, a comprehensive picture
of the policy options, and a better understanding of past successes—
and then are shown that an option will work, they ave willing to spend
money to implement it.

EXAMINATION OF PRINCIPAL FINDINGS

(I} The focus group participants expect the mood of the nation to become
more actiwist over the next few years. Some participants had great hopes
for the return to conservatism of the “Reagan Kevolution” and have
been disappointed; others were pessimistic from the start about
Reagan’s term in office, and their fears have been realized. Most think
that this Administration has failed to find solutions to the nation’s
social welfare problems. There seems to be a consensus among these
leaders that programs for the underclass have truly been cut—not
only the fat, but the meat as well. Participants say Ronald Reagan has
gone too far and they expect a reaction. A few have perceived the
changes on college campuses, as college students seem to be more
involved in social issues: “They're not all trying to get the best grades
to get a Harvard M.B.A. or into Harvard Medical School, and worry-
ing about how much they’ll be making when they get out, or which

job pays the most money. They're worrying about riots in South
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Africa, the Peace Corps and things that were popular when I was on
a college campus.”

Several speak of this return to activism as cyclical: “We go in cydes
in the U.S. .. . A new vision comes along when we're psychologically
ready . . . It's like a pendulum. There was a swing to the right. Now, |
think there is going to be a correction.” Several leaders seemed to
resent being reminded that they were part of the selfish “me genera-
tion” of the 1970s and 1980s; it is likely that they will be responsive
10 a more activist time.

(2) Although, as noted, these young executives had not previously considered
all of the causes and ramufications of the exwstence of an American underclass,
they stll 1ecognized both the heterogeneous natwre of the problem and the
obligation of our society to help the poor. Whatever their ideology, partici-
pants agree that the problems of the poor are extraordinarily com-
plex and must be addressed. As one participant observed, “It’s a long-
term, structural problem that's difficult to solve with Band-Aids.”
Indeed, participants believe that people who are better off have an
obligation to try to lessen the burdens of the underclass.

Despite a firm commitment to “do something,” participants are not
convinced that the problems of povert, can be eradicated, whether
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through actions taken by individuals, corporations or the govern-
ment. Running through all the sessions was an undercurrent of
helplessness. Some panelists, however, express criticism ¢ % view
that the problem is too big to handle, calling such an outlook unpro-
ductive and self-defeating: “There are too many people who believe
that nothing can be done, and that’s a contagious mentality.” These
leaders suggest that programs should be offered in a realistic light, in
terms of scope and what they hope to accomplish.

() In its approach to the problems of the underclass, this generation of
business leaders can be characterized primarily as pragmatic, and secondarily
as compassioaate. They have grown up to accept and to expect the
societal responsibility of raising the standard of living for the poor.
However, they place a premium, in all their undertakings, on effi-
ciency and financial success and make similar demands of govern-
mental efforts. Consequently, they have little appreciation for the
anti-poverty programs of the Great Society or the current welfare
system. Their criticism does not stem from any resentment or absence
of compassion, nor do they take issue with the programs’ goals.
Rather, they perceive current efforts as wasteful and ineffective. As
one participant expresses his criteria for evaluating these programs,
“. .. the question really is ‘Will it work?' not ‘Is it right?’ " This type
of pragmatism pervades the focus groups.

In order, then, to persuade baby boom executives to support
proposals dealing with poverty, it will be necessary to answer the
questions, “Will it work?” and “Can it be done economically?” Com-
passion is secondary.

(4) The young business leaders have a personal desue to do something about
the underclass, but are critical of the business community’s farlure to recognize
a connection between the growing group of unskilled workers and business’s
need for skilled workers. They explain that business is unwilling to
commit resources to problems of the poor because the underclass is
perceived as having very little to do with corporate success or failure.
Participants conclude that. as long as this view prevails, corporate
assistance to the poor will be motivated solely by charity or a corporate
sense of social responsibility.

However, some participants recognize that companies are occasion-
ally forced to make the connection between the ever-expanding
underclass and their own future, most notably when they have diffi-
culty filling job openings. One executive tells about how difficult it
has been to find a secretary with basic reading and writing skills.
Another notes that the inadequacy of local public transportation
makes it virtually impossible for those who cannot afford a car to
commute to areas outside the city, where many jobs are available.
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Most participants speculate that as corporations realize the growing
underclass’s direct impact on busiuess, they wiii act. Among the ideas
mentioned are job training programs and day care centers. Specifi-
cally cited are corporations that have chosen to retrain their own
workers so that they will become more productive employees, and
companies that establish on-site day care fadilities to attract and hold
valuable employees.

Discussion participants conclude that the only thing that can be
counted on is a corporation’s desire to act in its own finendai best
interest. As one young leader observes, *“There are some cases where
you might say that businesses have involvement because they have a
higher consciousness level, but I think the motivating factor with
business is the bottom line.” This reality must play a critical part in
the decision-making process of designing public policy programs that
involve the private sector.

(5) These leaders believe that the federal government cannot do everythung:
in fact, they are wary of programs that clam to do too much. They percerve the
federal government, local government and business communty as each having
its own specific strengths. Therefore, programs that are well-defined and
that have goals especially suited to the talents and strengths of the
program implementors, will get the most support from this group of
business leaders. One participant comments, “I think, perhaps. that
the Johnson administration tried to do too mueh, too fast. And too
much of it was oriented toward the public sector.” Participants tend
to see the federal government as suited to tackling macro/long-term
issues; the local government as suited to micro/short-term issues; and
the business community as best for special projects.

Business leaders explain that the federal government, by its nature,
is able to afford a long-term view, and is thus the appropriate
resource for programs that will have delayed benefits. One participant
notes, “The government can take the real long view. The government
doesn’t need the immediate payback, because the government is us,
all the people, not just one corporation me re than other corporations,
but equally spread out over evervone.” |

They suggest that local government is better suited, because of its |
scope, to address community problems of narrower breadth, such as |
establishing centers for the homeless or homes for teenage mothers. |

The business community is seen as very unlikely to be willing to
assume any responstbility for ac diessing problems of the underdlass,
but it is perceived as willing to take on spedial projects if it gets an
mcentive from the government. Participants note that the rules of
capitalism make it difficult for private enterprise to spend money on
programs when the payotf is viewed as remote or intangible. Private
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companies are therefore more likely to commit themselves to projects
that promise immediate returns.

{0) This group o fearfui of mefficency and huge admoustialioe cosls.
Thus, the programs most appealing lo the business commuonly emphasize
management! skills and business acumen. Leaders cast serious doubts on
the federal government's ability to be efficient. They have a much
stronger faith in the performance of the private sector, and tend to
think that anything private business can take on, it should take on. As
one business leader comments, "There is no understanding of how to
solve problems in the government. You need goals, strategy and
tactics—that’s how vou sohe problems. If you give me a problem, 1
can give you a solution. That's what 1 do.” A recurring theme of our
political surveys, that voters want a pro-consumer candidate with
managerial experience, surfaces in these discussions. The (probably
unattainable) ideal for these young leaders is to find a private corpo-
ration with a social conscienee ke the government's to administer the
anti-poverty program. In describing the appeal of Ronald Reagan's
campaign message, one participant sayvs, “There is a lot of tightaning
up that can be done. The problem is, they assume it can all be done
that way. The tightening up part has got to continue.”

As a solution to the problems of the government'’s inefficieney and
the private sector's unwillingness to assume responsibility, projects
emphasizing a public-private partnership are very appealing to parti-
cipants. Not surprisingly. these husiness leaders helieve that govern-
ment-created finandal incentives will be critical to the development
and encouragement of private sector invohvement in projects to alle-
viale poverty.

A few participants, cynical about government’s efficieney and pro-
ductivity, suggest allowing business both to stiucture and implement
programs, with governmental advisory boards, Most see the need for
governmen’ to establish a imancial motivation to which bhusiness could
respond: “If van want to see private sector involenient, then you
create the pro ‘ve—some sort of tax eredit or other incentive—
but don't go . em and ask them to provide the service on a
nonprofit basis because in 15 years it is going to make the world a
better place to hive.”

(7) In considering wsues of the poor, a majn sticking pont for the
participants s whether futwre poliy emphasis should be on the vhort-teym o1
long-term set of goals. All participants think both are important, but
they 1ecognize that himited resources and political 1ealities can inhibit
the suceessful realization of either set of goals. When forced to
prioritize between short- and long-term projects, participants become
frustrated, and tensions arise between those who prefer to take
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immediate action and those who want to look toward the future. Que
participant, fed up with endless planning sessions, complains: 1 think
we sit around sometimes and create more problems just talking about
all the possible ramifications. Find them shelter, get them health care,
get them fixed up, then deal with some of the longer-term problems.”
Another participant specifically comments, “[1 would] like to find
links between the long-term and the short-term.”

These exccutives define short-term strategies as those that cope
with immediate problems, such as job training for working-age indi-
viduals seeking employment and assistance for people who need food
and shelter. Long-term goals include more preventive measures, such
as early childhood nutrition and education programs. This is a war
that must be fought on two tronts: the short-term involves basic
training and retraining for those alveady in the work force and the
long-term involves programs for the very young aimed at combating
future entries into the ranks of the impoverished.

Long-term solutions are often the first to be abandoned, because
short-term st iutions are easier to see and react to. People are most
likely to act in response to a erisis: for example, they are moved by
specific human tragedies portrayed in the media. Second, programs
with long-term goals involving significant sodial change are more
difficult to plan and require a disruption of the status quo.

(8) Child care emerges o« an ideal public program because 1t meets both
short- and long-tevm goals. In the short term, child care programs help
allevizte problems faced by dual-career parents and single working
parents, allowing them to leave thei” homes and get jobs. They also
help families that need two incomes. The long-term benefits include
teaching children positive values; keeping them off the street; devel-
oping self-esteem in children and parents; and delivering health care,
nutritional food and education. Child care programs can serve as
models for developing other programs o address the needs of the
poor.

(9) Education 1s another mvestment everyone agiees s worthwhile. ‘These
future husiness leaders understand that breaking the cyde of poverty
by reaching children at a very early age is critical to any long-term
strategy. Participants are willing to spend their tax dollars on public
sthools, and they accept that the rewards will not be immediate. Their
view of education is as pragmatic as their general approach to the
problems of the underdass. Education is discussed in terms of provid-
ing occupational training, life skills and a positive work ethie, not in
terms of promoting the liberal arts and higher education. As one
executive explains, “[We need] programs for the pour that don't focus
on just handing out welfare, that focus on creating esteem, building
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Job skills, building readiness. That {requires] focusing on education
which doesn’t shoot for the mediocre, or for the average fand focus-
ing on education leads to] focusing on . . . family values.”

(10) Any group that wents to create consensus on a social agenda for the
underclasy must concentrate on spreading the word about successes that
government programs have acheved. It must counteract the negative
reactions the business community has had toward many sodial welfare
programs in the past. After the dinner briefings, in which they
learned abont some past governmental successes., participants seemed
more optimistic about what can be accomplished through govern-
mental programs. As mentioned eatlier, the emotional edge of the
discussions also became more keen. Despite the sense of vesigmation
expressed by a few participants, the prospects of at least some suecess
seemed 1o spark in these leaders ¢ greatar motivation 1o make an
effort. and a greater sense of a personal stake in its outcome.
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FOCUS GROUP QUOTES

In the next six months, ether George Bush or Michael Dukakis will take the
oath of office. What do you think 1s the biggest challenge they face?

The total lack of a real quality public education system—when you
look at the issue of drugs or homelessness, it stems back to a lack of
what happened in elementary school. We are not educating our
youth. And with the money and wealth we have here, to not invest in
our future . .. FOCUS GROUP #3

I listen to these guys talk and I tend to agree with them. But I see
another problem, the issue of the creation of service-related jobs.
We’re creating service jobs by the thousands overnight: People who
flip hamburgers, who sweep floors and an; kind of occupation that
provides a service to someone else that you get minimum wage for.
And there are kids out there making thousands of dollars selling
drugs who will not accept $3.35 an hour. Kids who can make more
money in the streets will not go to school, either. There are no jobs
for graduates. They get stuck in occupations that are less than what
we had when we came out. We have more. In my business, out of 32
customer service agents, 70% have college degrees; they can't find
other work. I think it’s a problem. All our wealth is going overseas.
FOCUS GROUP? #3

Probably the structuring that is going on internationally is such
that we can not only get ahead, but probably more so stabilize the
situation, to be able to train, to retrain. anud educate the population
so that a continually evolving economy is effectively fed with people,
and at the same time that they can get the jobs that they need to.
FOCUS GROUP # |

People are living longer and health <are is becoming more expen-
sive. I think that this is an issue that I believe we have to deal with
today. FOCUS GROUP #2.

I agree with all of the [discussion] about the economy—and cer-
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tainly about foreign affairs—but I am concerned in terms of poverty,
and particularly with education, because that, I think, has the seeds
of the most danger than anything else in our society. FOCUS GROUP
#2

We have, as a country, lost the articulation of a sense of responsibil-
ity to each other. In fact, now we start to look at our people as an
inconvenience. These homeless people are kind of a problem that we
are stepping over, and there 1s no one articulating that we have a
responsibility to one another. FOCUS GROUP #2

I'm talking about providing shelter and health care and subsistence
for the people who are in need right now, preparing the system for
the jolt that is going to hit with another recession. FOCUS GROUP
#4

1 agree [with providing for the needy]. But at the same time, how
are you going  fund it? There is a lot of talk on the Democratic side
about programs like that that really have disappeared under Reagan.
But at the same time, the whole economy is looking at the budget
deficit. We're in a tenuous mood and I don't think [poverty programs]
will get support. I think the economy is on a very fine line right now.
FOCUS GROUP #4

Obviously, the deficit is the number one domestic problem, but
how does [a president] cope with that, in the face of pent-up demand
for programs that . . . have eroded in the last eight years? Clearly
there is a recognized need that there is going to have to be some
involvement from the federal government. FOCUS GROUP #4

How are you going to solve these problems?

I would look to ~conomic development as the centerpiece, but it is
not related stmuply to investment issues; it is related to people issues—
specifically, focus on education, focus on somehow highlighting fam-
ily values. FOCUS GROUP #1

Somehow, I think you need to have programs which cause people
(particularly among the underclass) to take actions which provide
role models, that provide the environment in which the kind of values
that 1 think are important, and generally are important, can be
developed. That [means] programs for the poor that don’t focus on
just handing out welfare, that focus on creating an esteem, building
Jjob skills, building readiness. That [requires] focusing on education
which doesn’t shoot for the mediocre or for the average; and [focus-
ing on education leads to] focusing on a whole range of issues that
spring from education, in my view, family values. FOCUS GROUP
#1
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I think the problem . . . is one of defending the short versus the
long run. The issue of restructuring values in the society is not just
basic education. It is not something you say vou are going to change
right away. You have to start and assume that it is a very long-term
structural kind of change. FOCUS GROUP #1

I'really do believe that if we address some of the basic social issues.
not just the homeless, per se, but also some of the larger issues, the
homeless issue, for instance, could be remedied relatively easily.
FOCUS GROUP #2

The homeless—in many ways, that whole situation is our society in
two right there. Looking at all the reasons that a person may end up
in that situation, they all lead back to our current economic situation,
and decisions and policies that came out of the "60s, many of them.
FOCUS GROUP #2

It seems to me that what we are saying is that government is being
run like a business. Businessmen are very shortsighted., too. They are
looking to see how management is going to stay in power and keep a
buy-out from occurring and keep the shareholders happy. There is
much too much focus on short-term issues. FOCUS GROUP #2

We spoke of people being hip. cool. square, with-it, in terms of conformily.
In 196575, it was a different view, a perod of rebellion. Eversthing was
described in terms of 1. mine. my. me. Are we gomng inla a new pentod 1n
America, or Is it just a continuahon of the ‘805 yuppies, more of individual
achievements? Is there anything different we're gomng la see i terms of the
'90s?

As a nation we're drifting back to basics. I think we experimented
with different lifestyles in society. And I think that time frames, timme
spans seem to have shortened every day: the time it takes us to learn
has shortened. As a result of that, as a people we tend to learn and
go through lifestyles or experimentation faster. So I think we've
learned and decided to go back to some basics. FOCUS GROUP #3

The anti-war or civil rights movements, etc.. weren't fabout] “me”
or “my.” I think that is epitomized in the Michael J. Fox show of the
Reagan years, where everything Reagan touched turned to gold.
Meese would never be confirmed in this day and time. But Reagan
was the “Teflon president. and Meese was confirmed withovt much
challenge at all. At the same time, Michael J. Fox was on TV every
night, saying how much money he was going to make, and making
fun of his parents for having social consciences, FOCUS GROUP #3

‘There’s a change. One thing is the college campuses are changing
again. They're not all taking courses and tiving to get the best grades
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to get a Harvard M.B.A. or into Harvard Medical School, and worry-
ing about how much they'll be making when they get out, or which
job pays the most money. They're worrying about riots in South
Africa, the Peace Corps and things that were popular when I was on
a college campus. I think the real test is going to come from the
people in the generation that went through the '60s and early *70s, as
we move into more leadership positions—whether we benefited hav-
ing come from that, benefited from the quick fix of the Reagan years,
which was extreme economic gratification for those from middle class
or upper middle class backgrounds. FOCUS GROUP #3

I became more aware of social problems around high school and
college—that time period. Now, I'm more concerned about practical
things: the need for a strong economy. While that was not at all the
case when I was younger, I'm not sure that the wosld has changed as
much as that I've gotten older, and now my friends %ve in the suburbs
and raise families and are more concerned with traditional values.
FOCUS GROUP #4

I see a much more pragmatic approach to things. The question
really is, “But will it work?” not, “Is it right>” The homeless are such
a problem, lying out on the street; it demands a solution. While the
ultimately more serious problems, long-term—like education—get
short shrift. FOCUS GROUP #4

There is not an attempt to bind us together as a society. In fact,
there is a glorification of the individual, which has reflected itself in
really a deterioration of our business ethics, a deterioration of com-
mon cause and certainly over the last eight to ten years there has
been a deterioration of the social fabric. FOCUS GROUP #?2

Basically, there is nothing kind of pulling us together. In fact, we
are being divided. The rich are being sort of set against the poor.
Interest groups, I think the political system we have, has become
more balkanized over the last 25 years. FOCUS #2

It will be a revolutionary generation. We will make structural
changes in governance, in the way we govern. FOCUS GROUP #2

I think we’ll be remembered for disaster—the generation that
couldn’t deal with problems. All our money will go to pay interest on
the debt. It will take a crisis to make this generation change. FOCUS
GROUP #2

My pessimism says we'll be remembered as the generation rhat
handed our power over to the Pacific Rim countries. It will bee the
decline of the American empire. FOCUS GROUP #2

Would our society be any different today 1f Lyndon Johnson's wlcas—and I
am taking Lyndon Johnson as symbolic—if those things had been done? Would
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it make any difference today to us? Is there any way in which we reap benefils
out of equal opportunities?

I think 1t has tended to make this country more conservative
because, I think, there is a perception among a large portion of the
population that those sorts of spending programs were not very
successful, and were not a very efficient use of public funds. FOCUS

GROUP #1

Tue space program . . . was very -effective. I think spending
programs and national purpose programs like that tend to be very
effective when a large segment of the country views there to be a
crisis of some kind, whether it is 2 world war or the Russians dominat-
ing space. [If] you get the whole national will behind it, a program
like that tends to be very effective. If you look at employment-related
programs, and recognize the fact that 94% of the people in the
country have jobs, those sorts of spending programs that don’t have
broad popular support just don't seem to be as effective. FOCUS
GROUP #1

Is there something about which you'll look back at your bosses or your
parents and say, “Boy, they made some really great decisions and we're reaping
the benefils of those decisions?” Or will it be the reverse—"Boy, they didn’l
make good decisions and we're paying for it now?"

The federal government made the decision [not investing enough
in education]. It’s really funny, in a way, for the Reagan administra-
tion to totally pull out of the education business. And then they got a
secretary whose job it was to dismantle the Department of Education.
And now he's on the news all the time talking about how terrible
education is, but the federal government’s not putting any emphasis
on it. And I believe it is a national issue; it’s the most important issue
for any level of government to worry about our educational progress.
If you saw the five-year update on the “Crisis” report yesterday,
talking about how we made progress but we've still got a long way to
g0 . . . And those are investments in our future [for which] we won't
see a payback; it won't increase any of our take-home pay. In fact, it
might decrease our take-home pay. FOCUS GROUP #3

Johnson's decision to create the war on poverty was a terrible
decision, because the actual output of that was to take all these
talented black college graduates and put them in. Their talent, their
skills—they wasted away. And when the federal funds ran out, so did
they. They were gone. I think the black community today suffers
from that decision. FOCUS GROUP #3

I guess itis sort of a subtle point. I think that establishing programs
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and creating a demand, pulling everyone up through programs,
historically has not proved to be effective. It is inefficient and it tends
to be counterproductive. As a result of these programs, you tend to
set up . . . counter-incentives and you end up with results that
sometimes are counter to what the good intentions are. FOCUS
GROUP #1

I think perhaps the Johnson administration tried to maybe do too
much too fast, and too much of it was oriented toward the public
sector. There might be a role for the private sector in some of these

efforts. FOCUS GROUP #1

Tell me the two decisions that you think we have to make in terms of the next
Jour years, decisions ihat will cause your kids to tell me, when I assemble them,
“Hey, old Dad or Mom, that was a greal decision.”

Education, to me, is key. We discuss the homeless or the hard-core
unemployed, and we realize that in terms of the kind of jobs that
attract the hard-core unemployed who suffer from illiteracy are
dwindling so fast, and that America is proceeding to have such a small
manufacturing base as its economic base, that without education, we
are going to be absolutely no place. We can’t look at everything on a
profit basis, but [we need to examine] how that profit basis turns
around and regenerates and addresses some of those socio-economic
issues of hard-core significance in the country. FOCUS GROUP #3

I want to underscore education. I also find it strange that some say
that you can’t throw money, you can’t throw resources at a problem
and solve it. I happen to think that you can throw money and
resources at it, and it will go a long way toward solving the problem.
FOC'IS GROUP #3

Society should guarantee people jobs. Without a guarantee of jobs,
education means nothing. What needs to happen is that people in
corporate America, both big and small, need to come to some type of
decision as to where the job search will be, what kind of jobs we will
need. That's the only way the education system can focus on how to
train people for jobs. FOCUS GRQUP #3

Is there a program you would fight to the death for?

WIC is probably the most cost-effective social welfare program that
exists. It is a relatively small program, but it goes back to some of the
issues that we have been raising. FOCUS GROUP #1

Are you going to use the resources available to address the most
immediate needs, such as immediate food and housing for people, or
are you going to use the money to solve the problems so that people
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can get jobs, so that they can get an education, so that they can get
into the system somehow? I think that there is a resistance in the
general population to these programs that do more than provide for
immediate relief, aid relief and don’t take care of the problems. I
think that many of the programs that we are talking about take care
of immediate needs. FOCUS GROUP #1

I think everybody here agrees that there is some percentage of the
population that can’t function in a modern society, and that it is a
societal obligation that those people should be taken care of. I think,
conceptually, you can get conservatives, liberals, people a :ross a broad
spectrum to agree. Again, the problem comes when you try to

translate that. It is easy to say, but you try to translate that into a
program. FOCUS GROUP #1

Define the underclass.

I would say that it is the class of people who haven't been empow-
ered, either financially or through education, or both, to be able to
take control of their own destiny. FOCUS GROUP #4

There are certain incentives that most people operate on. If I had
to define the underclass, I would say it's those people for whom those
incentives just don't count. They don’t believe they have a chance at
ever making it to a level where they can get a job with good pay, or
get the car they want, or the education they want. They've just given
up on the system and quit. They might as well live on Mars as here in
terms of the things that actually go on here. There is a complete
separation from the culture and the government. FOCUS GROUP
#4

Why do we have an underclass?

Because if we didn’t have one, we'd have nobody to step on. And
very simply, it gets down to the fact that we have an underclass
because when you get so busy counting all your money, you forget
about the people who don’t have any. You don't even know that an
underclass exists. FOCUS GROUP #3

I think our welfare system is a reason. We have a welfare system
that ensure that we do have an underclass. FOCUS GROUP #3

The economy has alot to do with poverty levels. ‘o of these other
programs, prenatal care and WIC, have a long-term, as well as a short-
term, benefit. Taking a position on return, which I like, this could be
a great place for investing money. One thing that I would like to
suggest relative to the jobs issue is funneling public funds through
private sources in this way: for a certain period of time, an employer
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will be compensated for the training and the education that they are
giving a young person that they're orienting into the workforce. Then
let that diminish over a priod of time to where they, eventually, are
funding their employee. FOCUS GROUP #1

It is politically acceptable—no one is going to run and get a lot of
votes by saying, “I'm going to eliminate the underclass.” One of the
things that might lead to its elimination would be something I just
read in the paper about concern regarding the work force. If every-
one is a lawyer or a commodities trader, who is going to make the
widgets? FOCUS GROUP #4

It runs counter to the American psyche that people can’t reach out
of that underclass. I think the vast majority of Americans don't believe
that the underclass car.’t do cnything about their situation, that they
are trapped down there. And until Americans believe that the under-
class can’t do anything about their situation, then it will be acceptable.
FOCUS GROUP #4

I think there is a difference between a lower class and the under-
class. You are talking about people who are working class, who have
opportunities to move up. By defining underclass as we do, they have
no opportunities to move up. They are an underclass and a perma-
nent underclass. FOCUS GROUP #4

We may disagree, but I just don't see (the homeless problem) as a
population explosion issue. I think that it is a social issue, an issue
much more than that. . . . I think that it is curable. I don't think that
we can erase the whole thing, but I think we can seriously change the
face of it if we dedicate ourselves to doing it. FOCUS GROUP #2

’

So how do we deal with 1t? Do we deal with 1t at the governmental level, or
do we deal with it at the private level?

First you ask who is doing it, then you ask who should be doing it.
And the only reason I say it’s governmental is that [government’s]
influence on the private sector has been e only way the private
sector will do anything in that arena. FOCUS GROUP #3

[I am] not saying that I want big government [when I] say the
government should do it, but the government does set the framework,
the laws and the incentives for the corporations. There are laws, and
that means it’s government. FOCUS GROUP #3

The reason I say private versus government is that, to me, the
government will address these issues, solve these problems and then
it's always somebody else’s responsibility. What I'm suggesting is that
it's got to be private, individual. Obviously, no one person is going to
change the welfare sysiem, but I think this election in a sense, will
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end up being a referendum on that issue: is the government going to
solve our problems for us or are we going to do it ourselves? FOCUS
GROUP #3

I think it is a fact that economically there is enough to go around.
Therefore, it becomes an allocation problem, I guess, which is sort of
the cold reality. I think to the extent that you try to mandate
allocation, you run into a natural resistance on the part of a good
segment of the population. FOCUS GROUP #1

I think the government has to play an important role, but almost a
secondary role, an assisting ~ole, a propping up role, setting up the
sorts of things that need to be set up in society. And, although this is
not very specific, to allow people to feel, as I think people did feel up
until probably the last 15 or 20 years, that through their own efforts
they have a fair chance, that they can get ahead. If they are willing to
put in their effort, they can reap the rewards. FOCUS GROUP #1

It is a very big problem. I also have the sense that it feeds upon
itself and grows as far as the effect it has upon everybody else.
Therefore, perhaps [we should] change the definition of who is in
the underclass. FOCUS GROUP #4

Because the problem in a large part stems from value systems, I
think that the problem has to be handled at a4 much more local level.
Federal policy should provide aloose structure and guidance for local
programs, which can deal with basic things like community pride and
the work ethic. FOCUS GROUP #4

If the underclass includes a large portion of single parent house-
holds and [if] we are talking about breaking the cycle, one thing we
need to focus on is child care. If you can't get out of the house, how
can you get a job? FOCUS GROUP #4

I think it is becoming very clear to big business that they have to
take a leadership role. The largest organization of big business here
announced that they were going to push for a state tax increase for
education, provided there was reform in conjunction with that, pre-
cisely because business knows that access to an educated work force is
in their own self-interest. FOCUS GROUP #4 |

The private sector has a tremendous role, because the work force
is affected. I'm trying to find a new secretary. The candidates we've
received in our office from the public school system are functionally
illiterate; and it is not their fault. 'To find someone who is competent,
with basic skills, 1s really tough. And business is going to be affected
by it. FOCUS GROUP #4

Business can apply pressure on the political system, and it can also
provide money, directly or through loans. Also, there are some
talented financial people who have been outplaced as a result of
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mergers. We could provide funding for a socially beneficial program
by paying outplaced people to apply their resources to the commu-
nity. FOCUS GROUP #4

Business does apply pressure to the political system. They were
partly responsible for reform of the local housing authority. They
put pressure on the city to set up a crisis management team. Business
realized that if the housine authority goes down, so does business.
Another problem is that, as the central business district grows up, it
cones up against the pnblic housing. FOCUS GROUP #4

In this society, we are asking women, and men also, to make a
choice between family or career. Economic survival depends on two
peopl: working. How do you juggle that, and what are the long-term
implications of that? To me that is a very real social problem. Implic-
itly, society has made a choice in favor of work right now, because of
the lack of child care services. What does that mean? FOCUS GROUP
#2

Health care for the aged . . . doesn’t concern me that much because
I don't think that we have the ability to solve all of the problems that
we have. My concern is more focused toward the long-term. People
are living longer, and if they can support and take care of themselves,
that is fine. I am more concerned about taking resources and devoting
them into education, for example, rather than toward health care,
national health care, when there are choices that have to be made.
FOCUS GROUP #2

I think we sit around sometimes and create more problems just
talking about all of the possible ramifications. Find them shelter, get
them health care, get them fixed up and then deal with some of the
longer term problems. FOCUS GROUP #2

There i1s a whole population of people like ourselves who are out
in the world where we have to really live by creating results. Yet, if you
want to participate in these problems, you can't do it with these
government people, because they are only interested in having fund-
raisers for themselves. FOCUS GROUP #2

If the mayor o1 the governor were to come to you and say, “What problem
do we have to correct,” would you say that there s one on which you feel more
emphasis should be placed?

We talk about who the poor people are today. I think that we have
to recognize that the poor we are talking about today are not the poor
we were talking about 20 years ago. We have to forget that mind-set
of trying to address the problems of 20 years ago. [Today] we are
talking about women, and day care is very important. I see that
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among people who are working—much less, among those who can't
work, who don't have jobs, who don’t have the money for child care.
Itis absolutely critical that any program which is going to address the
problem of wor °n provides extensive day care. FOCUS GROUP #1

Day care is probubly even a larger issue than just in the poor
community. Day cire is going to become, because of all the working
mothers across the country, a societal issue of how we are raising
tomorrow’s children. There [should be] funding, certainly at the
lower income levels, but with some structuring and some reguladon
across-the-board, of course. FOCUS GROUP #1

[Day care] is like ary other program. It could be very, very ineffi-
ciently administered. Any government programs runs that risk. The
military program % being inefficiently administered, in my opinion,
but it is still there. FOCUS GROUP #1

I'want to cover a few areas now. Head Start: Is it a good mvestment? Was
it worth the investment, and why?

It's an excellent investment, because it allows the child to come into
an environment that is healthy. . . . as opposed to . . . if the child is
alone, a negative environment. So, it may not be a perfect program,
but like many of these programs, it helps some. FOCUS GROUP #3

‘There are two reasons to invest in day care, assuming that the
implementation is reasonably effective. One is that it frees up the half
of the work force that, to my knowledge, no other country in the
world has opened doors to—women—and that is enormously impor-
tant. And two, assuming it's reasonably effectively implemented, it
provides an atmosphere of nurturing, one hopes, and preliminary
education for kids that otherwise might not get that, and that pays
off for years down the road. FOCUS GROUP #3%

Are you saying that government should provide the bulk of the 1esources for
early childhood? Is that the place where you need government to provide the
resources?

There is no payoff close enough, from the corporation viewpoint,
If society agrees that those services are needed, the corporations can't
be expected to do it. They are working for their shareholders with
respect to return—not necessarily during this quarter or next quar-
ter, but somewhere within their lifetime. The government can take
the real long view. The government doesn't need the immediate
payback, because the government is us, all the people, not just one

corporation more than other corporations, but equally spread out
over everyone. FOCUS GROUP #1
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Is it being done for the worker or for the child? It is a benefit for
the corporation, because if they offer that kind of benefit, they are
going to get the employees of the companies that don't offer that
benefit. It is strictly a competitive reason for doing it. FOCUS GROUP
#1

If you want to see the private sector involvement, you create the
profit motive, and then provide some sort of tax credit or some
incentive. Then you have the profit motive in the provision of the
service, and you are not coming to a corporation and asking them to
provide that service on a nonprofit basis because 15 years from now
it is going to make the world a better place to live. It is still a
competitive market in which the efficient provider should prevail.
FOCUS GROUP #1

[1 favor] implementation on the local level, but I still think that
there needs to be some sort of national monitoring. FOCUS GROUP
#2

I don’t believe in putting just one arrow in your quiver. 1 would
have a combination and 1 would insist on accountability. The advan-
tage of local implementation is that it is closer and people feel more
part of the process, but it is impossible to do it without the federal
government. FOCUS GROUP #2

We have talked about budget deficits, drugs, a shong defense, education;
how do we put it all together and what do we do?

Fortunately, I know most of the people in here, and they're socially
responsible people. I deal with a lot of socially irresponsible people
on a daily basis, and I try to shed a little light. I go back to the
government point of view. There are too many people that are not
going to participate unless they're forced into participat 3. They're
not going to give up their almighty dollar. So they've got to be forced.
Then when they're {>rzed the only thing that I have found effective
is strictly scare tactics: sci:re them about the street gangs, scare them
about an underclass that is going to continue to get more and more
rebellious. Although it's a sad way to have to deal with human beings,
it’s the only way I've found to work with a lot of the corporate people
that I deal with on a day-te-day basis. FOCUS GROUP #3

I think the solution is not all that radical, in terms of limits on
service to the government. Create an environment for the private
sector individual to work in the government as well, and get this cross-
pollenization [staited], either formally through government service
or by creating an environmen. where private sector individuals and
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government sit down and form partnerships, so that everyone comes
to the table with the same kinds of abilities. FOCUS GROUP #3

I think this is part of the problem of the presidential campaign,
that we have no leaders on the scene, it seems, that can put forward a
vision. In the corporate world we're dealing with current results, and
in terms of the long-range, a vision statemeni. Where do you start
with some kind of vision statment for society? I don't know how you
start, other than with quality of life around the people. And then,
you must begin to lay out those items underneath, in priority, that
drive toward that quality of life within our society—the fundamental
things. FOCUS GROUP #3

It's not that hard, it seems to me. In the corporate world we can say,
“Here’s our vision; here’s where we want our company to be 20 years
from now.” Therefore, with this particular project, if the long range
doesn’t support that, cut it out. We're not getting a vision from the
national leaders about what we want this country to look like, and
why. If they do present one that happens to be rather radical, the
media comes after them—drastically—because the media has not
thought the whole matter through, and therefore cuts its down before
the idea gets off the ground. FOCUS GROUP #3

I kind of like the idea about the whole industrial end of it playing
a greater part of the education, to create a better society, plus the
programs that are in place that we could improve on at the other end
of the infancy level, the pre-school level. FOCUS GROUP #1

Joint public and private cooperative efforts have 1o be leaned on
more. I think the focus must be on both sides, both the public sector
and the private sector, in designing the programs. FOCUS GROUP
#1

I guess I am not sure 1 see corporate America playing much of a
role in the early childhood part. It seems to me, that is the sort of
program that can be more of a government-directed program. I think
if it is handled right, you get a shot at getting some sort of consensus
in the country that it is wise to spend a certain amount of dollars for
that. I think that the second component of it is more about jobs skills,
taking teenagers in adjunct programs, or junior high school and high
school programs, where there is a much more immediate pavoff for
corporate America. FOCUS GROUP #1

Somehow you have to motivate business to get involved. If it takes
incentives, tax incentives, then that is the r1oute to go. Whether it is
on a local level, or whether it is on a national level, something has 1o
happen to motivate businesses to move in that way. There are some
cases where you might say that businesses have involvement because
they have a higher conscience level, but I think the motivating factor

ERIC

Aruitoxt provided by Eic:

231




O

ERIC

Aruitoxt provided by Eic:

Appendin- Investmg m Prevention 219

with businesses is the bottom line: if I am goiug to get something out
of it, then I will do something about this. FOCUS GROUP #2

Money needs to be spent on these issues, but [we have] to say, “Is it
money well-spent?” If you look at [it from] the angle of how it is
spent: administration, wtilization . . . I think there are a lot of well-
intentioned people who have no idea. Are our dollars caught up in
the bureaucracy of government? Are there bad programs? Are there
good programs? Mavbe funding of programs should be halved, but
should be done better. FOCUS GROUP #4

You have to realize the underclass is not homogenous. So, helping
someone who is homeless (and therefore part of the underclass) who
was dumped out of a state mental health facility because there was
not money there for that person—obviously, that's far different from
dealing with a 16-year-old unwed mother who can be trained, who
can have a future. So you've got to make these distinctions when
you're talking about individual programs. [Concerning] the second
part of your question, obviously I think George is all wrong on that.
There has to be a reexamining of federal spending, pronto, and
there has to be attention paid to areas that have been ignored and
allowed to fester over the last cight years. I'm skeptical that you can
do that by shifting money that is already allocated within the budget.
FOCUS GROUP #+4

Does anyone want their taxes raised?

There is a certain part of the Reagan message that appeals to me.
There is alot of tightening up that can be done. The problem is they
assume it can all be done that way. The tightening up part has got to
continue. That is what appeals to a lot of people about Dukakis. He
admits that that is an important part of the agenda, but it is probably
not enough. The Democrats need to concentrate on tightening up
before they even think of raising taxes. FOCUS GROUP #4

DISCUSSION AFTER DINNER BREAK

What have you learned? What 1s different? What do we need to addyess?

I am left with a sense of frustration as to how we solve these
problems FOCUS GROUP #2

Fguess I« meaway uplifted. I think that here is a relatively affiuent
group, the supposedly "me generation,” and I think that there is a
reservoir of fundamental values that we all share. I really did get a
sense of a common feeling that something should be done. There
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were different levels of outrage as vou read those sheets. FOCUS
GROUP #2

Clearly we differ—largely because we are all so inexperienced in
how to implement the sclutions—but I think that we share a common
sense of objective. I think that we probably could articulate a common
vision of what a good society should be. FOCUS GROUP #2

In the one-and-a-half hours before dinner, pre-school and day care
may have come up once, twice. Aftc less than a half-hour of speech,
all of a sudden almost everyone here mentioned, “We've got to focus
on pre-school.” So, again, to emphasize the awareness: most of us
were very surprised by these statistics. The country doesn't know. I
think if you told the country these numbers they’d have the same
reaction we did. But no candidate is up there saying, “This is what's
going on in our country.” FOCUS GROUP #4

I'm somewhat overwhelmed by the data, to start with. Obviously, 1
agree with the idea that the future is in the children, the education.
They have to be put in a position to receive it. FOCUS GROUP #3.

What distresses me is that it almost sounds like you have to cross
off the rest of the problem, wait till these people grow up. But what
do you do with everybody who's older? What concerns me believing
in education and everything, is that there are other problems of the
underclass, which we have not addressed. FOCUS GROUP #3

The elderly have a very, very effective lobbying group, and children
cannot lobby for themselves. And, therein is one of the real major
differences. FOCUS GROUP #3 '

I think there is a crisis, a crisis for the underclass. I don't think
people are really trying to sell the message that we've got a problem
here that atfects us all—in the pocketbook, in one sense and in a
much greater sense. Maybe Kennedy couldn’t have been elected now
because of what went on in his personal life, but [we need] someone
who can convince people that “it's not what your country can do for
you.” It's not how many tax breaks it can give you, and how big it can
let your company get, and how rich it can let you retire, but “what
you can do for your country.” FOCUS GROUP #3

I wonder if there is a better vehide for sharing successful programs.
I wonder if people are focusing on the replication of these model
programs. FOCUS GROUP #4

It's the idea of breaking the cyde. If you can get kids away from
that atmosphere of “there 1s no way out” at an early age, get them out
almost immediately and give them hope, you've broken the cycle. 1
was amazed. I thought the American education system was not good;
I had no idea. Your statistics are frightening. FOCUS GROUP #4

The statistics that we heard tonight—I was appalled. Certainly I
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had an indication that they were out there, but not to that extent. As
soon as they get filtered down through society, and things continue
to get worse, people will begin to scream louder and louder. I just
hope it isn’t too late. FOCUS GROUP #4

We need to respond and we need to think in terms of the long-term
and the short-term. We ha : to understand that there are diverse
needs of the underclass, and we are going to have to prioritize how
we respond. And if the way to mobilize people is around the children,
let’s do it. FOCUS GROUP #4
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I. Overview

Al

C.

FOCUS GROUP
MODERATOR’S GUIDE

Challenges of today—for the United States’

1. What would you say are the biggest challenges facing

America over the course of the next five to ten years*—Is our

greatest challenge international or domestic>

2. Where is America falling behind> Why are we falling
behind?

3. Let us say that the next president of the United States
comes to you and says he wants to run for office on the
slogan, “A president who prepared ahead.” What would
vou tell him he must do? What does the success of Bush,
Dukakis and Jackson tell us?

Challenges for your company

1. What do you feel is the major challenge facing your firm?
How is it different from the national chailenge? (well-
trained work force)

. Good investments your company made ten years ago?
a. How do you know?
b.  How long to find out?

Decisions of the '60s and '70s:

Thinking about the decisions over the course of the past 15

to 25 years that have been made by the federal government—

1. Which ones have helped us and made America better>

2. Which ones were investrments that paid off as we look
back?

3. Which decisions have been the worst and have cost us in
the long run?

(8

D. Vilues of the '90s:

1. What is your perception of what the mood of the '90s will
be?
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Will the "90s be more like the “Me Decade” or more like
the activism of the ‘60s?

I1. The Underclass

A. Who, what, why?

1.

2.

Define the “underclass"—who are they? How big a prob-
lem is poverty in the U.S.?

Why do we have an underclass> What is the reason for the
underclass? Is it growing or shrinking? What is the major
cause of poverty?

How much can America do about this pro. .em?

What should we be doing about this and who should be
doing it—government or corporations?

What were the smart things we have done in the past?
What were the unwise things we did in the past> What
programs work-d? Which ones wasted money? How much
is long-term and how much is short-term?

B. A look at the government programs

1.

What government human programs do you think work?
What are the success stories™ wherc has the government
spent its money wisely?

a. Immunization

b. Day care

¢. Head Start

d. Prevention of teenage pregnancy

e. Women and Iafant Care programs—prenatal

Which ones were a good idea but did not wori? Which
ones were just too expensive for the return on the dollar
spent?

If you were entrusted with the resporsibilitv of evaluating
social programs, how would you decide which ones
worked and which ones did notz What questions would
you want answered? How would jou investigate?

. Suppose the next president turns to you and says, “Figure

out how to balance the bur get and invest wisely in the
human program-.” How would you answer the call? What
would you do on specific programs? What would be the
optimal design of a poverty reduction program?

C. Conanection to business

1.

What if all human programs were cut by 50% to meet
other needs. How would this affect business, if at all?
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2. How do these programs help business? Does it make any
difference?

3. What 1s the role of business? What should business be
achieving or doing? What is their responsibility:
a. Charity
b. Corporate responsibility
¢. Investment in own future

4. Three things you would recommend to your business. .

D. Pre-break for Dinner
What question would yvou like our expert to address?

I11. A review of the problem

A. What was learned

1. What are the main things you learned? What stood out in
vour mind? What is important?

2. Where did you find that new information helped to
change your opinions?

3. What points did not ring true? What questions were left
unresolved?

4. Where do we get the best bang for the buck?

B. Where to go from here

What must be done*

Who should be doing it?

What would you do to get other businesses involved?

How optimistic do you feel about the future?

a. When we meet five years from now, what will be
different®

b. Twenty years from now. what will we remember about
this generation?
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The Case for More Effective
National Policies

George Miller, Editor

“It is our duty to help America’s children get a strong start in life, and
todo it in such a way that their families are strengthened in the process.
At no other time in our history have we had the opportunity to make
such a positive difference for an entire generation of children. If we fail
to make use of this opportunity, it will be a national-tragedy.”

—from the Introduction
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