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Executive Summary

The Health/Education Symposium repre-

sents an important step in a collective

effort to explore innovative ways to integrate

and enhance the delivery of services to children

at risk and their families. Sponsored jointly by

the American Association of Colleges of

Teacher Education, the American Academy for

Pediatrics, and the Maternal and Child Health

Bureau, the Symposium provided a forum for

representatives from the health and education

professional communities to begin to shape a

national policy and to develop guidelines for

future collaborative efforts.

In his keynote address, former U.S. Surgeon

General, Dr. C. Everett Koop, charged that the

existing service delivery systems do not func-

tion in ways that cherish and provide for chil-

dren and their families and called upon

Symposium participants to shape a national

agenda that would make coordinated, family-

centered, community-based services a reality.

As Symposium participants reviewed changes

taking place over the past decade in society and

in their professional fields, it became apparent

that the no( d for progressive action was imper-

ative. The rise of poverty, homeless families,

teen parents, and substance abuse has had dev-

astating implications for both health and educa-

tion service providers. Efforts toward colla-

borative service delivery, such as those man-

dated in P.L. 94-142, P.L. 99-457, and the

recently passed P.L. 101-239 have resulted in

greater cooperation, but still fall short of

creating the attitudinal and systemic changes

necessary to truly serve children in need. Other

collaborative demonstration programs and pro-

jects have also been undertaken with some suc-

cess, but as yet they benefit only a small

number of children and families.

Many points of agreement and dissension

eme-ged as participants discussed their ideals

for integrated service delivery and possible

strategies for action. The issues of coming to a

working consensus over which children and

families should be the focus of future efforts, of

finding ways to expand and replicate what is

already successfully being done to create inte-

grated service delivery, of overcoming "turf'

and attitudinal obstacles, and of creating new

training opportunities for professionals in each

field present formidable challenges.

Acutely aware of the barriers to successful

collaboration, but determined to overcome

them, Symposium participants proposed strate-

gies designed to communicate nationally, insti-

tutionally, and at the grass-roots level what is

already known and being done to create suc-

cessful, integrated service delivery. Strategies

would include activities such as coalition

building, calling for a congressional hearing to

focus on integrated service delivery, identifying

and promoting collaborative models that work

articulating guidelines for collaborative profes-

sional practice, and disseminating a policy
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analysis paper that addresses collaboration

between the education and health communities.

Symposium participants also disussed ways in

which they could communicate their own activ-

ities to professional organizations by dissemi-

nating information about Symposium init-

iatives and resolutions. On a community level,

grass roots efforts to integrate services could be

encouraged by replicating the Symposium

within home institutions and by providing tech-

nical assistance to high-risk communities.

Finally, as participants requested the planning

committee to develop the next steps in the ini-

tiative and to sponsor another symposium, they

also affirmed their desire to continue their

efforts as (hey returned to their home communi-

ties.



Purpose of the Symposium

AlAVAVIVAVOIMAMS

As we move into the last decadi of the

twentieth century, our nation has yet to

enact a national youth agenda that

addresses the needs of children comprehen-

sively. The existing service delivery sys-

tems do not function in ways that cherish

and provide for children and their families

. .-I his symposium is a forum within

which health and education leaders are

being asked to shape the emerging national

agenda for children and families. (Dr. C.

Everett Koop, Symposium Challenge

Paper)

During the summer and fall of 1989, the

American Association of Colleges for

Teacher Education (AACTE) launched a major

initiative to increase professional dialogue on

the coordination of human services to children

and their families. Under the guidance of a

planning committee, it was determined that the

most manageable approach to the problem was

to narrow the field initially to an exploration of

ways in which the health and education com-

munities could more collaboratively respond to

the health-related needs of school-aged children

and their families. Momentum for cross-

disciplinary dialogue was further strengthened

as the American Academy of Pediatrics (AAP)

and the Maternal and Child Health Bureau

(U.S. Department of Health and Human

Resources) became co-sponsors of the initiative.

The Health/Education Symposium thus repre-

sents an important step in a collective effort to

gather together representatives from the health

and education professional communities to

explore innovative efforts to integrate service

delivery and to develop guidelines for future

collaborative efforts. As a focus for the Sympo-

sium, three individual participants were com-

missioned to write papers delineating key

issues confronting education and health service

providers and the parents and children whom

they serve. Prior to the Symposium, these

Japers were distributed to invited participants

from various branches of the health and educa-

tion fields including physicians, deans of col-

leges of education, medical school trainers,

educators leading school reform efforts and

special education programs, and leaders from

the sponsoring organizations. Each of these

participants then prepared short reaction

papers for presentation, distribution, and dis-

cussion during the Symposium. The critical

issues raised in Symposium papers, presenta-

tions, and dialogues are highlighted in the fol-

lowing sections.



A Changing Social
Context: Implications for

Service Provision

There have been rapi.I changes in the fabric

of the society that have signaled the need

for changes in our social institutions

and professional practices. Families

need new kinds of support if they are to

survive and flourish....(Dr. C. Everett

Koop, Symposium Challenge Paper)

s a sponsor of a major initiative to

provide a comprehensive, family-

centered community base of services to children

with special health care needs during his tenure

as Surgeon General, Dr. Koop expressed con-

tinued concerns with the challenges facing chil-

dren and their families and the inability of

present delivery systems to provide services

within communities and neighborhoods which

no longer function as systems of support to

those families. Poverty is ever-present and

larger numbers of families now have fewer

resources for survival. Homelessness is

reaching epidemic proportions and families

have become the fastest growing segment of

that population. Moreover, increasing violence

and substance abuse threaten families at all

socioeconomic levels.

Concurrently, the traditional family structure

and roles have also changed and delivery sys-
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tems are not organized in ways that are respon-

sive to the needs of single parent families,

aggregate families, and families with two

working parents. The increasing number of

teen pregnancies and a concurrent rise in infant

mortality and morbidity rates means that med-

ical facilities and schools are faced with an

unprecedented number of children in critical

need. Finally, despite the fact that communities

are becoming more diverse, social institutions

have been insensitive to cultural diversity and

language barriers continue to impede accessi-

bility to many families who need services.

The plight of individual children and families

was keenly elaborated in one key issue paper

which presented a series of vignettes detailing

the social crises from the perspective of par-

ents--many in poverty, and some only teen-

agers themselveswho pled passionately for

help in dealing with a sexually abused/

emotionally disturbed daughter, an alcoholic

son, a multi-handicapped child, a "crack baby,

or an infant with AIDS. With the numerous

and increasingly complex needs apparent in

such children and families, the problems posed

by these all-too-common cases defy solutions

based on any traditional division between edu-

cation and health services.

The same set of social problems were also

echoed from a statistical and educational per-

spective: Over 12 million American children

are being raised in poverty; 3.3 million children

are living with teenage mothers; and over 2
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million cases of child abuse and neglect are

being reported every year. Predictably, these

conditions have had a devastating impact on

student success in the educational system. The

overall dropout rate for all students is over 30

percent, for Hispanic students it is at least 40

percent, and for African-American students it

rises to over 50 percent in urban areas. More-

over, no one can remain insulated or untouched

by such findings--for in addition to humani-

tarian concern about wasted lives, there are

also broad economic ramifications to consider:

The student dropout situation takes on a new

sense of urgency when viewed beside the data

on the shortage of youth and the increase in the

elderly...our society must now ensure, for eco-

nomic reasons, that everybody counts and that

everybody is productive in the nation's eco-

nomy...the school must reverse the spiral

toward futility for many young people." And

in the face of bleak statistics, the United States

ranks only thirteenth of the sixteen leading

industrialized nations in spending for elemen-

tary and secondary education.

Challenged by these grim findings and the

pervasiveness of social problems, Symposium

participants discussed their professional

responsibilities and the population of concern.

Although all agreed that every child in every

family needs adequate medical and educational

services, participants disagreed over whether

their efforts should be directed toward changes

that would affect all school-age children and
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their families, deal more specifically with chil-

dren at-risk or with special needs, or focus

more intensely on only those children with

severe handicaps. A consensus on this issue

was not reached, but one definition of the target

population most in need of coordinated services

was proposed to include:

1. Children with disabilities and handi-

capping conditions;

2. Children with chronic illnesses or

conditions;

3. Children with health-related educational

problems;

4. Children with health-related behavioral

problems; and

5. Children at risk of developing the

foregoing problems.

As a group, thes,2children must have health

promotion and preventative services, early

identification services, diagnostic and evalua-

tion services, treatment services, habilitation

and rehabilitation services, dental services,

nutrition services, and family/child education

and counseling services.

Within any definition of the population of

children and families requiring services, profes-

sions and institutions can no longer respond as

isolated entities when faced with so many chil-

dren who have so many needs. In the past,

health and education have seen themselves as

professions meeting very different needs joined



only by the fact that they were serving the same

population. Now, these two systems, one pri-

marily public and tax-supported and the other

cupported by a complex mix of public and pri-

vate resources, struggle with a common set of

problems and barriers as they seek to enhance

the services provided to children and families.

Health issues have become increasingly signifi-

cant in the classroom and educational issues

regularly arise in the examining room. More-

over, each system is finding itself addressing

the same rapidly growing set of psychological

and social issues in relative isolation from one

another and from other community institutions.

With social change and social problems a con-

stant, the challenge to health and education

professionals becomes one of acknowledging

common goals, of serving overlapping popula-

tions, and of organizing services to meet the

complexities of the social environment as they

emerge.

5
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The Current Status of Service
Provision: Foundation

for Collaboration

In this country, health and education ser-

vices are provided by a complex mix of

public, private and voluntary agencies and

organizations. We must develop new

organizational relationships at the family

and community levels among schools, phy-

sicians, public health agencies and social

service organizations. In addition, federal

and state systems must allocate necessary

resources and establish conditions that

facilitate the development of these new

organizational relationships in local juris-

dictions. (Dr. C. Everett Koop, Sympo-

sium Challenge Paper)

n general, the American health care

I system is a system in flux with its future

direction unclear as fundamental changes take

place in the organization and financing of

health services. A central cause of these

changes is the adoption of various measures to

contain the enormous inflation in health care

costs. Other trends are also cause for concern

when considering the needs of children and

families. Seventy percent of the health care

dollar is spent in the last year of life and twenty

percent in the first month of life, leaving only a

very marginal ten percent to cover all of the
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years in between. Although technical advances

have been made in recent years, it is question-

able whether or not these advances are actually

available on a broader scale than they were 10

or 20 years ago, and the basic medical services

continue to be unavailable to an increasing

uninsured or under-insured population.

There are many ways in which the pluralism

and diversity of the American health care

system has led to fragmentation of health ser-

vices to children. Service to children with spe-

cial needs is characterized by the predominant

role of tertiary medical centers (i.e., academic

medical centers, academic health science cen-

ters and children's hospitals) which focus on

high-quality specialized medical care. While

these centers provide vital services, they are rel-

atively few in number and arc usually located

in large urban areas. Therefore, significant

numbers of children must travel to such a

center for follow-up care which creates addi-

tional stresses for already buzdened families.

In other cases, when the child is referred back

to a community physician, the breakdown in

the transfer of information too often results in

problems such as inappropriate medical care,

contradictory advice to parents, or duplication

of painful and expensive procedures.

Conversely, secondary level care, provided

by community physicians and other commu-

nity health professions, has received little or no

attention and lacks the necessary strong link-

ages with the large medical centers. Equally
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unfortunate, the primary care of children by

private sector pediatricians is frequently

neglected. Every child should have a "medical

home", but community pediatricians may be

reluctant to assume the responsibility for pro-

viding primary care and coordination due to

lack of education and preparation for that role,

lack of strong linkages with tertiary medical

centers, lack of reimbursement for primary

care, and lack of mechanisms for coordination

with other community service providers.

Also undergoing transition and critical

review, the educational system has been inun-

dated with proposals for educational reform

during the past decade. The first attempts at

reform can best be described as "reform

through regulation" with the resolution to raise

the achievement level of students through

"tougher and longer doses of the old school for-

mula". As it became apparent that such propo-

sals were inadequate, outmoded, and in some

cases counterproductive, the next wave shifted

attention to teachers and teacher performance

and accountability. This reform agenda called

for teachers to account for the effectiveness of

their profession, but still did not recognize

them as professional decision-makers. The

third and current wave is more complex and

includes the concepts of restructuring schools

as centers of inquiry, teacher empowerment,

creating the conditions for professional prac-

tice, and establishing accountability for results

at the local, state, and national level. Although

8

the reform movement has slowed to some

extent, the initiative to engage in collaborative

service delivery between health and education

professionals is timely and compatible with

concerns in the national education agenda.

In an overall sense then, both the fields of

health care and education are experiencing sig-

nificant professional crises. The 'rising tide of

mediocrity' that has been attributed to the

public education system is matched by a

growing sense of chaos and inequity in the

health care system. Both professions are

obsessed with cost containment and each is

attempting to cope with increasingly complex

human challenges within a demoralizing envi-

ronment. But even amid these crises, some

progress toward professional cooperative

efforts to serve children with special needs has

been made.

One example of an early effort to encourage

cooperation between health and education pro-

fessionals through specific legislative require-

ments was the special education experience of

the last two decades. Under P.L. 94-1421, the

legislation mandated that the public education

system create a new program to provide reha-

bilitation services for children who were educa-

tionally handicapped because of chronic illness

or disability. This program was to be staffed by

nonmedical educational and related services

personnel or was to provide a wide spectrum of

rehabilitation services by personnel who were

employed and directed by the public education

11



system. Thus, P. L. 94-142 created a very neces-

sary community-based program to provide

educational services to a significant number of

the nation's school-aged disabled children.

Unfortunately, the legislation included no

method to assure collaboration between the pri-

vate and public medical care providers and the

public education providers.

P. L. 99-457 was to a large degree designed

from the P. L. 94-142 experience. It extended

the services of P. L. 94-142 to provide for

infants and small children who were "develop-

mentally delayed" and charged states to

develop early identification and treatment ser-

vices for these children. Since many of these

children need medical diagnostic and treatment

care provided in a collaborative manner, it also

charges the states to create systems of services

that include the spectrum of services needed by

these children and their families. To assure that

these systems are created, the legislation man-

dates that each governor appoint a lead agency

and state coordinating council composed of

members to create an intra-agency, intra-

professional council. Lastly, P. L. 99-457 rec-

ognizes that the child's family is ultimately

responsible for the child's well being and so

determines that any plans made by the pro-

gram must recognize the needs of both the (hild

and the family. Thus, as Dr. Koop stated, "For

the first time in the federal education legislative

process, states were challenged to make

changes in existing service systems thl'ough a

coordinated, well- managed early intervention

process. Some of the most creative examples of

collaboration between education and health

professionals can be found in the extensive

interagency planning process that is now occur-

ring as states create service delivery systems in

local jurisdictions for infants and toddlers with

handicaps or at-risk for handicaps, and their

families."

Despite the positive legislative efforts to

foster coordination and collaboration, the

reality of implementation often falls short of

intended outcomes. For example, there is still a

pressing need for more involvement of physi-

cian and tertiary medical teams in the develop-

ment of the Individual Education Program

(IET'). A child's pediatrician frequently has

litt`R part in preparing recommendations for

IEI's and does not participate in the conference.

Additionally, if the child was seen in a tertiary

medical center, the report of the medical center

team may or may not be in the child's school

record or used in development of the IEP. As

a result, the health services that the child

receives from his or her pediatrician and from a

medical center team are not coordinated with

the special education and "related services" that

the child receives. Additionally, a substantial

number of children with disabilities and handi-

capping conditions do not qualify for "related

services" under the legislation.

Equally striking examples of poor communi-

cation and coordination were also noted: For

9
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children with chronic illnesses who are regular

education students, there is usually little or no

communication between the child's physician,

other health care providers, the school nurse,

and other school personnel. Physicians fail to

furnish school personnel with valuable infor-

mation about the child's illness--its cause, treat-

ment, complications and medications. Con-

versely, the school nurse and other school per-

sonnel all too rarely furnish the child's physi-

cian and other health care providers with

valuable information such as observations

about the child's illness in the school setting or

general school progress. Part of the problem is

that school nurses frequently have not func-

tioned effectively as a liaison between the

school and health care community. Thus, the

limited communication between professionals

in the separate disciplines is the norm rather

than the exception and the true dynamic of P.L.

94-142 is rarely seen.

Concerns were also raised that P.L. 99-457

explicitly excluded medical services other than

diagnostic or evaluation services from the defi-

nition of early intervention services for pur-

poses of organization of the statewide system

and did not explicitly require the coordination

of health services and early intervention ser-

vices. Therefore, as states organize their sys-

tems of early intervention services, it remains to

be seen whether coordination of health and

early intervention services will be effectively

addressed.

In many ways, the concepts of P.L. 94-142

and P.L. 99-457 should become the basis for

future reform. In fact, very comprehensive

school reform, guided by the principles out-

lined in those pieces of legislation, would ben-

efit all children, and would include, among

other things, the elimination of labeling and

classification of children, the development of a

system for continuous progress reporting for

each student, and the development of criterion

or domain-referenced evaluation systems.

In addition, a number of exciting programs

are now being implemented based on the

premise that no single institution should be

expected to take ownership of school failure,

dropping-out, teen pregnancy, and youth

unemployment. Examples of such collaborative

endeavors, like the New Futures Project being

carried out in five cities, provide an organiza-

tion to bring together public schools, social ser-

vice agencies, businesses, and local government

and private groups with an interest in youth.

The project espouses principles such as:

10

1. Establishing a broad "ownership" of the

problems facing youth;

2. Establishing community membership

among disadvantaged people;

3. Establishing an independent "lead"

agency which serves as an organiza-

tional structure creating collaboration,

coordination, and effective action among

the various constituents;

3



4. Integrating the school and community;

and

5. Estabiishing accountability for effec-

tiveness.

Additional examples of collaboration were

also cited by participants. The Commission on

Interprofessional Education and Practice

includes members from a wide diversity of pro-

fessions ranging from education to social work,

psychology, nursing, theology, medicine, law,

and allied health services for the purpose of fos-

tering interprofessional activities at the

national level. Through the Child Health Plan,

the Project Healthy Start/Medical Home dem-

onstration project, and the Zero to Three

Hawaii program, Hawaii is taking progressive

steps to create a multi-disciplinary and multi-

agency approach to service delivery.

Finally, efforts to achieve broader systemic

change in the nature of service delivery systems

are emerging as a result of P.L. 101-2393, the

Maternal and Child Health Services Block grant

program. The purpose of the new P.L. 101-239

included the improvement of the health of all

mothers and children and facilitation of the

development of community-based systems of

services. These efforts represent an innovative

attempt to change the ways that health services

were organized and were to be accomplished

by the development of family centered, coordi-

nated systems of care with the involvement of

all relevant sectors of the service community.

In the past, however, problems have arisen

BEST COPY AVAILABLE

when professionals have not viewed parents as

partners, when services were inadequate as

children left hospitals and returned to home

communities, and when families had to

approach 20 to 30 agencies and professions in

order to get all of the necessary services. There-

fore, family-centered, community based, coor-

dinated services represent the current focus of

P.L. 101-239.

1The Education for All Handicapped Children
Act of 1975.

2The Education of the Handicapped Amend-
ment of 1976.

3The Omnibus Budget Reconciliation Act of
1989 (Title V Amendment).
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The Future of Integrated
Health and Education Service
Delivery: Explicating Ideals
and Strategies ifor Action

These two professional groups must find

ways to collaborate in the development of

comprehensive service delivery systems at

the community level. To accomplish this,

we must share information about innova-

tive efforts to modify service delivery in

our respective professions and identify

areas where we can work together and

assume mutual responsibility. We must

take action that responds to our common

concerns and results in collaborative pro-

vision of services. . in so doing, we will be

working together to help create the kind of

national youth agenda and resulting ser-

vice delivery systems that make sense for

both families and their children. (Dr. C.

Everett Koop, Symposium Challenge

Paper)
.V.S.V.WAIWAVeAfnVMW.O.W.V.VehWAVeeIfsVA66N.W.WexIeeeeVsVhVeAf.e2eAf.VA

s Symposium participants reviewed the

changes taking place over the past

decade in society and within their own profes-

sions, and, as they examined the successes and

shortcomings of previous collaborative under-

takings, they also outlined their ideals of inte-

grated service delivery and a wide range of

possible ways to achieve those ideals. Dr. Koop

summarized the components of an ideal system

as one where:

1. Prevention is the norm;

2. Services are family-centered with par-

ents playing active roles in meeting the

needs of their children;

3. Access and case of entry into the system

are assured;

4. Family needs are addressed holistically

and services are not fragmented; and

5. Excellent services and programs are pro-

vided in community-based settings with

strong linkages to needed state and

regional specialty services.

Acutely aware of the barriers to successful

collaboration, but determined to take action,

Symposium participants discussed the realities

of how such systems could be created. Seven

step required to build comprehensive systems

were outlined:

1. Instituting a process for system develop-

ment at the local-level;

2. Implementing a community plan based

upon a needs assessment;

3. Establishing and maintaining organiza-

tional mechanisms at the local level to

bring about collaboration among com-

munity service providers;

4. Establishing and maintaining an organi-

zational mechanism for community-

based case management;

5. Developing and implementing a state-

wide plan, based upon a needs assess-
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ment, for building collaborative service

delivery systems among all relevant

state agencies;

6. Establishing and maintaining collabora-

tive mechanisms by state agencies for

the purpose of assisting communities in

the process of system development; and

7. Enacting state legislation mandating and

facilitating system development at both

the state and local levels and providing

funding for such system development.

In a similarly broad vein, it was also suggested

that creating systems responsive to the needs of

children and families would require "reconsti-

tuting" local government.

While generally endorsing the ideal

described by Dr. Koop, Symposium partici-

pants were also very concerned that the

growing numbers of children needing services,

and the severity of their needs, warranted

action which could result in more immediate

changes. The two main avenues for change

which were explored at greatest length were

ways to facilitate change through communica-

tion and ways to initiate change through pro-

fessional education and training.

Facilitating Collaboration
Through Communication

Although expressing a variety of views on

most topics, participants were fairly unanimous

in their perception that examples of produc-

tive, collaborative efforts already exist and that

these positive efforts should be expanded. The

experiences of P.L. 101-239, P. L. 94-142 and

P.L. 99-457, provide valuable insight into what

has and has not worked. And, since a number

of cities/states have planned, or planned and

offered, programs to respond to client needs in

a coordinated way, a systematic analysis of

these programs would reveal what program

components could be communicated and repli-

cated. An analysis might pose questions such

as: What are the project goals? What sort of

organizational structures are used? What is the

source of funds? Who receives funds? Who

are care providers and how are they trained?

To whom, and for what, are these structures

accountable? What would be the best case sce-

nario if these structures were successful? What

new or innovative ideas for dealing with the

same clients do these models utilize? And

finally, what are the relative merits of partner-

ship models as opposed to governmental or pri-

vate initiatives? Part of the task facing Sym-

posium participants might be to use such ques-

tions to define ways in which programs work.

Effective methods for communicating and

replicating the essential features of successful

programs are also needed. As such, a resource

directory of 'best practices" in collaborative ser-

vice delivery might be developed. Such a direc-

tory would first identify practices related to

health and education initiatives, but could also
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be expanded to other human services profes-

sions. A set of principles specific enough to

become guidelines for collaborative actions by

the health and education communities could

also be described. Finally, there is a need to

articulate measurable criteria for assessing elu-

sive constructs such as "comprehensive", "com-

munity-based", and "family-centered". In the

absence of objective standards of measurement

it will be difficult to evaluate change and mon-

itor progress toward goals.

Communication efforts must also extend

beyond the boundaries of the two professions

since too few of the "educated" citizenry really

understand that the future of all Americans is

inextricably interlocked with the loss of human

potential in undereducated or uneducated

youth. Therefore, ways must be found to "edu-

cate the educated" so that no one remains com-

fortable without being a contributor to

solutions. Likewise, a range of entities

including business, government, religious

organizations, social services, and mental

health must endorse the commonality of the

issues and their resources must be brought to

bear on the problems.

Many Symposium participants also stressed

funding as a high priority. It is crucial that

communication efforts extend into political

spheres since part of any plan for problem reso-

lution has to include an approach for gaining

influence over the allocation of public

resources. On a concrete level, this requires a

pragmatic political agenda that works toward

the mandated coordination of "health dollars"

and "education dollars" in order to achieve spe-

cific, well-articulated programmatic objectives.

Any communication of information must

also be undertaken in a way that presents

school/health linkages to professionals as a

resource, rather than a burden. Large school

districts are already confronting multiple prob-

lems and professional barriers are going up.

Health and education collaboration will remain

a low priority unless their connection to what

are viewed as more pressing problems can be

demonstrated. Additionally, some mechanisms

of outreach are required since making people

eligible for services does not mean they will

know about or access services. Local leader-

ship and community-based care givers will

likely hold the key to successful outreach

efforts.

As participants searched for strategies that

they might engage in to communicate nation-

ally, institutionally, and at the grass roots level

what is already known and being done to

create successful, integrated, service delivery,

they proposed the following:

Engaging in coalition building and

making others aware of what can and

should be done. Developing ways to

interact with key individuals involved

in the National Governor's Education

initiatives and advocating that inte-
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grated service delivery for children and

families be a future national goal.

Calling for a congressional hearing to

focus on integrated service delivery for

children and families.

Identifying and promoting collaborative

models that work. Using the "IEP/

IFSP" experience as a model for broader

service delivery, especially those dimen-

sions that might foster interprofessional

collaboration.

Articulating the vision, including princi-

ples, beliefs, and realities to create a set

of guidelines for collaborative profes-

sional practices.

Developing and disseminating a policy

analysis paper that addresses collabora-

tion between the education and health

communities.

Drafting resolutions for the respective

professional organizations that indicate

the directions that Symposium partici-

pants are taking and that express an

organizational commitment to collabo-

rative service delivery.

Disseminating information about Sym-

posium initiatives in the newsletters of
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relevant professional organizations on a

continuing basis.

Making presentations or conducting

mini-symposia on the emerging

AACTE/AAP action agenda at annual

meetings and conferences sponsored by

professional organizations.

Replicating the Symposium in home

institutions.

Supporting grass roots/community

level efforts to integrate services for chil-

dren and families, especially those

efforts that involve parents and that

result in "user-friendly" service systems

for the disenfranchised as a "communi-

ties can" campaign.

Providing technical assistance to

involved communities and focusing

intervention efforts on "high risk com-

munities" by targeting locations rather

than populations.

Continuing the dialogue initiated at the

Symposium in communities with front-

line personnel.



Initiating Change Through
Professional Education and Training
Several Symposium participants charged that

the coordination of health and educational /early

intervention services had long been hindered by

"turf" issues and resistance on the part of profes-

sional personnel. Substantive, long-term change

would ultimately depend on the extent to which

the professions are able to design and implement

fairly radical modifications in the training of

educators and health care providers. As it now

stands, the teacher preparation, human services,

and health programs on large campuses seldom

interact with one another resulting in autonomy

and segmentation of programs. The need for

dramatic change is especially critical at the

apprenticeship level, where professional identi-

ties begin to be formed and change is often

viewed as threatening. Those who prepare pro-

fessionals must help to create more collaborative

attitudes by providing opportunities for cross-

disciplinary involvement.

Since physicians, especially pediatricians,

largely control entry into the health care system,

their participation in service delivery is of partic-

ular importance. Relatively few physicians

receive the requisite education and training in

community practice setting i since pediatric resi-

dents obtain most of their training in tertiary

medical centers. For that reason, among others,

they do not feel that their program.; have pre-

pared them adequately for community pediatric

practice and/or the care of children with special

health care needs in community practice set-

tings.

One solution considered was the develop-

ment of post-graduate fellowship training

opportunities to furnish pediatricians who are

future academicians with training in a family-

centered community-based coordinated service

delivery system. Some progress is already

being made in that area with the support of the

Federal Maternal and Child Health Bureau.

Another solution might be the development of

continuing medical education (CME) programs

for pediatricians interested in upgrading their

knowledge and skills, as exemplified by the

CME Physician's Involvement Project (PIP) in

Hawaii. This could be pursued jointly with

educators to encourage mutual exchange and

growth. Other pre-service practica and intern-

ships could also be designed that place trainees

in each other's settings. For example, all med-

ical students at the University of Washington

rotate through the Child Development Clinic.

Teacher training programs in California include

a practicum in a community organization.

On the education side, it is unfortunate that

current practices in teacher education programs

arc generally not focused in ways that lead

teachers and school administrators to see them-

selves as partners in the human service delivery

system, nor are those individuals being enabled

to know how to network services. To remedy

this type of near-sightedness at the Murray

State College of Education, a mix of faculty
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came together in 1986 to ask the question,

"What ought a graduate of our human service

programs know and believe?" A consensus

confirmed that an eclectic knowedge base was

essential and that specialized knowledge and

skills complement that base. The result of the

dialogue was that the reconceptualization of

many separate programs into integrated

human service knowledge permitted faculty to

move across programmatic and departmental

lines and share talents and resources. And, as

faculty shared ideas about common knowledge

for services to people, they became more

familiar and comfortable with the knowledge

and special roles of others.

Although there was general agreement

between Symposium participants that cross-

disciplinary training could enhance collabora-

tive efforts, other professional role and training

questions raised more controversial discussion.

For example, exactly who should be respon-

sible to act as case manage7s for bringing multi-

system resources to bear on the particular

needs of multi-problem individuals? Should

the role of human service educator or case man-

ager be added to the existing roles and respon-

sibilities of classroom teachers? But, as one

participant cautioned, "If classroom teachers

become human service educators, their job

descriptions must be changed to provide the

time and resources necessary to fulfill the new

function...they can't teach six classes of 30 stu-

dents a day and take on the new role of case

manager for at-risk students." Alternately,

should professional social workers, physicians

and nurses be called upon to do case manage-

ment? Or, is there really a need for a new type

of human services professional who can relate

to a broad range of human needs, who is well

versed in health care needs and resources as

well as education, and who can access and

deliver resources for individuals and families?

Conversely, would creating another type of

professional case manager only add a level of

complexity to a system already difficult for ser-

vice seekers to negotiate?

Many of these difficult questions regarding

the future roles of professionals in service

delivery were not resolved by Symposium par-

ticipants, but feasible activities to initiate

change through professional education and

training were proposed and included:
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Intensively examining training issues,

including aRernative preparation

models, certification issues, barriers to

change and interdisciplinary training

experience in community as well as aca-

demic settings.

Considering the AAP as a post graduate

teacher of collaborative skills and

exploring options for offering contin-

uing education opportunities using

extra-institutional settings.
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Summary

Therefore, let us work together to enable all

children to receive the kind of services they

need and deserve. We have a lot of

strengths to build upon and move forward.

Using our knowlege and skills, and by col-

laborating, I know that we can make it

happen--coordinated, family-centered ser-

vices for children in their communities.

(Dr. C. Everett Koop, Symposium Chal-

lenge Paper)

NoNorrelev.sa wleeler.-7,www.wwww.Inveadvvemenoviww.y.i.v.vimviclaiv.*

Through the Symposium, participants were

j- able to take many preliminary steps

toward fulfilling the challenges given by Dr.

Koop. Although many crucial questions

remained unresolved, and although issues

gaining consensus were general and prelimi-

nary, the Symposium served as forum for an

open exchange of innovative ideas. Through it,

participants were able to examine the social

context in which they must base their efforts,

review the current status of service delivery

including efforts at collaboration, and deter-

mine what particular strategies they might use

to facilitate progressive changes in service

delivery to children at risk and their families.

Moreover, Symposium participants felt that

the forum provided them with a valuable

opportunity to better understand one another's

daily practices and the problems and proles-

sional issues being addressed in each field. It

allowed each individual to meet with other

"like-minded" professionals in order to receive

positive reinforcement and to exchange fresh

ideas.

However, much of the work still lies ahead

for the symposium participants . The issues of

coming to a working consensus over which

children and families should be the focus of

future efforts, of finding ways to expand and

replicate what is already successfully being

done to create integrated service delivery, of

overcoming "turf' and attitudinal obstacles, and

of creating new training oppoctuni ties for pro-

fessionals in each field present formidable chal-

lenges. As participants requested the planning

committee to develop the next steps in the ini-

tiative and to sponsor another symposium to he

held in six to nine months, they also affirmed

their desire to continue their efforts as they

returned to their home communities.
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